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Foreword 

Since its founding in 1929, the Population Reference Bureau has pioneered in analysis 
and reporting of changes in population in the United States and the world, assessment of 
the effects of these changes on the quality of human life and the environment. and in re
porting of key developments relating to population dynamics, including population 
growth and other changes. 

The present publication is a major example of the Bureau's work, illustrating the 
broadening scrvices of tile Bureau to other population agencies and institutions. Although 
the publication was prepared under a contract funded by the U.S. Agency for Interna
tional Development, tile population Reference Bureau is solely responsible for the infor. 
ination and analysis presented here. The views expressed do not necessarily represent
those of the Agency fbr International Development, and should not be considered as 
representing official policy of the U.S. Government. 

This report was prepared by the PRB editorial staff including the following principals: 
W. Bert Johnson, Project Director; Harry W. Henderson, Deputy Project Director; 
Kenneth K. Krogh, Senior Writer-Editor: Kenneth W.Olson. Senior Writer-Editor; Elinor 
Sylvester, Senior Writer; James Meem. Statktical Researcher; Paul Myers, Chief Demo. 
grapher; Alice Fray Nelson and Faith Payne. Senior Editors: and Milton S. Fairfax, 
Coordinator. 

The Bureau acknowledges with deep appreciation the valued contributions of each of 
these individuals in a necessarily difficult task. Appreciation is also extended to members 
of the Bureau's Board of Trustees. its specialist-advisory committee, its library staff, and 
other staff members who have also assisted in this undertaking. 

The Bureau specially ackniowled~es tire cooperation and information provided by 
numerous agencies and institutions including the United States Agency for International 
Development. the United Nations. U.N. specialized agencies. the embassies of numerous 
countries in the United States; the Inernational Planned Parenthood Federation. tile 
Population Council, the Ford Foundatin. the Rockefeller Foundation, The Pathfinder 
Fund, the Population Crisis Committee, and niany other international, national, and 
church-related and other private groups concerned with population matters. 

Robert M. Avedon, President 
Population Reference Bureau 
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Preface 

Presented in this book is an overview of major population developments in 1965.75
worldwide, regional, and in individual countries. In the decade, world concern and action 
have been on the rise and these years have seen greatly increased emphasis on responsible 
parenthood, the rights of women, improvement of maternal/child health and family well. 
being, and the need for accelerating economic and social advances in less-developed 
countries. 

This report is designed as a benchmark document covering population changes, policy 
actions, and program developments up to mid-1975. As such, it is expected to be a 
continuing reference source in the population field. Although it will be of current interest 
to all who are concerned with world population dynamics-legislators, administrators, 
journalists, teachers, and leadership groups as well as population workers--it will also have 
long-time usefulness here ;.nd in other countries. 

Family planning programs are the means by which global-scale action is conducted for 
direct support of voluntary action by individuals to control their fertility. The report 
focuses on the development of these programs and their services. Although the importance 
of supportive policies and measures beyond the program sphere is recognized-that is, 
legal or institutional and other developmental factors which influence fertility behavior
selected references to these are made only in the summaries where such measures are used 
for this purpose. 

v 



Population Reference Bureau 

The Bureau gathers. interprets, and publishes information about population trends and 
non.their economic, environmental, and social effects. Founded in 1929, it is a private 

profit educational organization that is supported by foundation grants, individual and 

corporate contributions, memberships, and subscriptions. It consults with other groups in 

the United States and abroad and provides library and information services. 

Officers 

*Robert M. Avedon, President 

Leon F. Bouvier, Vice President 

Trustees 

*Conrad Tacuber, Chairman of the Board 
*Caroline S.Cochran, Chairman of the Executive Committee 
*Mildred Marcy, Secretary of the Board 
*Bert T. Edwards, Treasurer of the Board 

*Paul F. Bente, Jr.. Michael P. Bentzen, Barbara L. Carter, Jacob Clayman, *James R. 

Echols, Louis M. !:ellman, Kathleen McNamara, Francis X. Murphy, David 0. Poindexter, 
Patricia Rambach, John Reid, Caroline S. Saltonstall, James H. Scheuer, William 0. 
Sweeney. 

Advisory Committee 

Samuel Baum, Calvin L. Beale, Donald J. Bogue, Georg A. Borgstrom, Lester R.Brown, 
Philander P.Claxton, Jr., Mercedes B.Concepcion, Douglas Ensminger, J.George Harrar, 

Phili r M. Hauser, Snowden T. Herrick, Thomas B. Keehn, David Kline, Malcolm H. 

Merrill, Russell W. Peterson, Stephen Viederman, Benjamin Viel, Robert P. Worrall. 

*Members of the Executive Committee of the Board of Trustees. 

vi 



Contents
 

Some Highlights Africa--Cont.
 
The World Population Situation ..... I Uganda .................. 60
 

Upper Volta .............. 62
 
Region and Country Situations: Zaire ................... 63
 

Africa ....................... 27 Zam bia .................. 63
 
Algeria .................. 31
 
A ngola ........ .......... 32 Asia ........................ 65
 
Benin, People's Republic of .... 32 Afghanistan ............... 69
 
Botswana ................ 32 Bangladesh ............... 70
 
Burundi ................. 33 Burma .................. 73
 
Cameroon ................ 33 Cambodia ................ 84
 
Central African Republic ...... 34 China. People's Republic of .... 74
 
Chad 76
................... .34 China. Republic of (Taiwan) . . .. 
Comoros ................. 34 Hong Kong ............... 77
 
Congo .......... .... .... 35 India ................... 78
 
Egypt ................... 35 Indonesia ................ 81
 
Equatorial Guinea ........... 40 Japan ................... 83
 
Ethiopia ................. 37 Korea (North) ............. 102
 
French Territory of Afars and Issas 37 Korea (South) ............. 84
 
G abon .................. 38 Laos .................... 87
 
Gam bia 88
.................. 38 Malaysia ................. 
Ghana .................. 38 Mongolian People's Republic . .. 89
 
Guinea-Bissau ............. . 40 Nepal ................... 89
 
Ivory Coast ............... . 40 Pakistan ................. 91
 
Kenya .................. 41 Philippines ............... 9 4
 
Lesotho ................. 42 Singapore ................ 98
 
Liberia .................. 42 Sri Lanka ................ 99
 
Libya ................... 44 Thailand ................. 100
 
Madagascar ............... 44 Viet-Nam (South) ........... 102
 
Malawi .................. 45 Viet-Nam (North) ........... 103
 
Mali ....... . .. . . .... . ... 45
 
Mauritania 105
................ 45 Europe ...................... 
Mauritius ................ 46 Albania .................. 105
 
Morocco ................. 46 Austria .................. 106
 
Mozambique .............. 48 Belgium ................. 107
 
Namibia ................. 54 Bulgaria ................. 108
 
Niger ................... 48 Czechoslovakia ............. 108
 
Nigeria .................. 49 Denmark ................. 109
 
Reunion ................. 51 Finland .................. 109
 
Rhodesia ................. 5 4 France .................. 110
 
Rwanda ................. 52 Germany, Federal Republic of ,. 112
 
Senegal .................. 52 German Democratic Republic ... 114
 
Seychelles ................ 53 Greece .................. 1 14
 
Sierra Leone 115
.............. 53 Hungary ................. 
Somalia ................. 54 Iceland .................. 116
 
South Africa .............. 54 Ireland .................. 116
 
Sudan ................... 56 Italy .................... 11 7
 
Swaziland ................ 57 Luxembourg .............. 118
 
Tanzania ................. 57 Netherlands ............... 118
 
Togo ................... 58 Norway ................. 119
 
Tunisia .................. 59 Poland .................. 120
 

viI 



Europe-Cont. 

Portugal ................. 121 

Romania ................. 121 

Spain ................... 122 

Swedt'n .................. 122 

Switzerland ............... 123 

United Kingdom ............ 124 

U.SS.R . ................. 125 

Yugo:,Javia ................ 127
 

Latin America: 
Central and South America ..... 129 

Argentina ................ 135
 
Bolivia .................. 136 

Brazil ................... 137 

Chile ................... 138 

Colombia ................ 139 

Costa Rica ................ 142 

Ecuador ................. 143 

El Salvador ............... 144 

Guatemala ................ 145 

Guyana .................. 146 

Honduras ................ 146
 
Mex:o .................. 147 

Nicaragua ................ 150 

Panama .................. 151 

Paraguay ................. 151 

Peru .................... 152 

Surinam ................. 154
 
Uruguay ................. 154 

Venezuela ................ 155 


Caribbean Islands ............... 157
 
Barbados ................. 158 

Cuba ................... 159
 
Dominican Republic ......... 159 

Haiti ................... 160 

Jam aica ................. 162
 
Trinidad and Tobago ......... 164 

Other Caribbean Countries ..... 165
 

Near East .................... 167
 
Iran .. ..... .... .. .. .... . 169
 

Near East-Cont. 
Iraq .................... 170
 
Israel ................... 171
 
Jordan .................. 171
 
Lebanon ................. 172
 
Saudi Arabia .............. 173
 
Syria ................... 173
 
Turkey .................. 174
 

Northern America ............... 177
 
Canada .................. 177
 
United States .............. 179
 

Oceania ..................... 193
 
A ustralia ................. 193
 
New Zealand .............. 194
 
Papua New Guinea .......... 194
 
British Solomon Islands ....... 194
 
Fiji .................... 194
 
Gilbert and Ellice Islands ...... 195
 
Western Samoa ............. 195
 
Other Oceania ............. 196
 

Aid to Developing Countries:
 
Multilateral Agencies:
 

United Nations ............. 197
 
Organization for Economic Co.
 

operation and Development . . 202
 

U.S. 	Agency for International Develop.
 
ment ...................... 203
 

Private Organizations .............. 31
 

Demographic Data ................ 264
 

World Population Data, 1965 and 1975
 
Com pared .............. .... 265
 

World Population Data ........... 266
 

Glossary ....................... 271
 

viii 



Some highlights 

The World Population Situation 
The explosive growth of population in this 

century, long given only sporadic notice, has in the 
past decade become a focus of world concern and ac-
tion. Since the mid-1960's, new and stronger popula-
tion policies and programs leading to reduction in 
high birth rates have been initiated by scores of 
national governments and by the United Nation,, 
other international agencies, and many non-govern-
ment organizations and institutions. As a result, by 
mid-1975 over two-thirds of the world's people 
were living in countries with positive programs for 
family planning and control of excess fertility. 

The rapid spread of population action, especially 
since 1965, is itself a historic development. It marks 
the 1965-75 decade as the period of world awakening 
to the problems of rapid population increase and 
their effects for individuals and societies. 

World population is now the largest in history 
and is rising at a pace that if not reduced could 

double human numbers in the next four decades. 
From mid-1965 to mid-1975 alone, the increase 
was 658 million-equal to the world total of two 
centuries ago. Just since 1900. population has in
creased from about 1.5 billion to the present level 
of about 4 billion. 

It is the effects of these increases, present and 
future, that have compelled the attention-albeit 
belated-of so many governments, institutions, and 
agencies. 

In the developing countries of Asia, Latin 
America, and Africa, there have been gains-some of 
them impressive-in total gross national product, in
dustrialization, agricultural output, educational facili
ties, and health services. These are the gains through 
which the poorer countries had hoped to relieve wide. 
spread poverty and accumulate the savings necessary 
for self-sustaining national development. For many 
developing countries, however, the unpreceden-IV 

Plenary meeting of World Population Conference, Bucharest, Romania, August 1974. This largest Internationalpopulation 

conference broughttogether representativesfrom 136 countries. 



ted increases in population have frustrated this hope 
by holding per capitagains to distressingly low levels, 
The majority of the people in the developing coun- 
tries, their discontent intensified by unrealized ex-
pectations, are continuing to face the traditional 
problems of unemployment, poverty, and hunger. 

The more advanced nations, including the United 
States, have population growth rates substantially 
lower than those of the developing countries. Yet 
many of' the industrialized countries also have prob-
lems tracing in part at least to population factors. 
These problems come into sharpest focus in the cities, 
where all too often there is overcrowding, a lack of 
jobs for all wanting to work, inadequate health and 
education services, rising crime rateg, and pollution, 

Thus it is that most major countries, developing 
and advanced, have initiated population/family plan. 
ning programs as one means of attacking economic 
and social problems stemming in sonic degree from 
excessive or poorly distributed populations. These 
activities are having a measurable effect on birth 
rates and percentage rates of population increase 
throughout the world. 

Decline in World Birth Rates 
Between 1965 and 1974, world birth rates dropped 

for thle first time in many years
declined faster than death rates.

declinediafasterethamicdeethlrates. 
The world figures reflect widely diverse situations. 

An increasing convergence of birth and death rates in 
tle industrialized countries is bringing natural in-
crease to low levels. In the developing countries there 

was some slowing of growth over the 1965.75 decade 
in Asia and the Caribbean Islands, but the rate of 
natural increase in Latin America and the Near East 
was stationary and rose slightly in Africa. 

The contrast in the approach to lopulation 
growth is sh:irp as between the industrialized and the 

developing countries. Some of (ie industrialized coun
tries of Europe, for example, tend to be pronatalist 
out of concern for their low rates of natural increase. 
although few have placed restrictions onmthe contra-
ceptive practices of their people. Among the develop-
ing countries, the aintn (with a few exceptions) is to 
dampen population growth-and sonic. especially 
in Asia and the Caribbean area, have met with con. 
siderable success. Population programs are having 
a marked effect on birth rates and percentage rates 
of population increase in many countries, including 
the People's Republic of China, India, Indonesia, 
Korea, China (Taiwan), Hong Kong, Cuba, Costa 
Rica, and Jamaica. The differences in results among 
countries reflect largely the degree of official support 
for population and faniily planning programs -support 

being shaped, in turn, by economic, cultural, and 
religious considerations. 

Worldwide, continuing reductions in annual per
centage growth seem expectable for some time ahead 
as existing population programs become stronger and 
additional ones are undertaken. Some specialists in 
this field now believe, based on program experience 
to date, that reduction of the world birth rate to 
about 20 per 1,000 population, froni 30 in 1974, is 
feasible within another 10 years, given adequate pro. 
gram resources and initiative. 

Shrinking rates of natural increase are essential 
to moderation of population growth. Therefore, the 
slowing of the percentage rise since 1965, including 
lower birth rates in countries conducting population 
programs, is a major advance. 

Although awareness of the world's high annual 
rate of population growth-it was still 1.8 percent 
annually in 1974-has increased greatly, views on that 
growth show wide variation. Some see rapid growth 
as leading to certain future disaster for mankind-a 
fear that has given the language such expressions as 
"population crisis" and "population explosion." 
Others feel that if economic and social development 

can be brought to poorer countries, population 
growth will slow of itself. The more general view. 
based on program experience, is that programs to 
dampen population expansion must go hand in hand 

with social and economic development. 
Family planning and health programs have 

demonstrated that they can reduce high birth rates, 
improve maternal and child health, and strengthen 
family well-being. Also. economic development pro. 
grams have demonstrated that they can expand the 
total of resources available for human use, including 
per capita gains when population increases are held 
to moderate levels. Both approaches are clearly 
essential to a balanced development drive. 

Population Momientum 
But any consideration of current population 

problems must take into account the rise in total 
numbers of people. This rise. in contrast with the 
percentage rate, is continuing at a record level. By 
itself, the present decline in percentage rate of in
crease is only a beginning toward the greater de. 
cline in numbers of people that will be needed. 
There must be slower growth in total numbers if 
humanity is to achieve in the remainder of the 
Twentieth Century an improved balance between 
population, the environment, and the resources 
necessary for decent living. 

Unfortunately, current signs of slowing growth, 
though highly encouraging to those who fear a 



catastrophic over.peopling of the globe, do not point 
to any early stabilization of world numbers. 1iigh 
fertility, reflecting long-established religious, cultural, 
and economic factors, is resistant to change. Of more 
importance is "population momentum," which might 
be likened to the momentum of a speeding passenger 
train that cannot be brought to an immediate stop 
even with full application of the brakes. Population 
momentum is great in ',any countries-largely de-
veloping countries-that have in their age structures a 
high proportion of young people who will be forming 
families and producing babies at a faster rate than 
older persons will be dying. This process will continue 
until the age structure can be shifted to one that 
contains about as many old people as young ones. 

Bernard Berelson, former President of the Popula. 
tion Council, has noted: "Such is the momentum of 
population growth that even if tite replacement 
level were reached in the developed world by 1980 
and in tile developing by 2000, the world's popula. 
tion would go to 8 billion. Where will such growth 
end: 8 billion'? 10 billion? 15 billion? More? Whatever 
the figure, our children and certainly our grand-
children will look back at today's world of 3.5 billion 
(in 1972) as the good old days." 

Since population increases of major proportions 
will continue for decades to come, despite efforts 
to moderate fertility, society must accommodate to 
the continuing growth. The struggle in the coming 
decades will be mainly one of trying to stay abreast 
of new requirements. More of everything will be 
needed in the remainder of this century and in tile 
next -iore food, housing. medical services. educa-
tion, employment. Migration to cities urbanization 
has already intensified population problems and will 

continue to do so to ati increasing extent. Inter-
national migration, which served well as a population 
pressure safety valve in the late 1800's and early 
1900's, appears to offer fewer opportunities in the 
years ahead. Economic and social development is a 
.,must" in the accommodation process. A gross 

failure to accommodate the expected population 
growth could lead to such calamities as famine, 
epidemics. and anarchy. A partial failure to meet 
demand for essentials of rising populations would, 
at the very least, mean a further erosion of the 
quality of life in many developing countries. 

The declines in birth rates and natural increase 
levels taking place between 1965 and 1974 indicate 
that the world is at least headed toward, rather thanaway fromt, a more slowly increasing population. 

Demographic Highlighlts fthe Decade 
The world's population increased by an annual 

average of about 66 million people In the 1965.75 
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decade although the rise may have been slower since 
about 1973. The increase was from 3,289 million on 
July 1, 1965 to 3,947 million on July 1, 1975. 

A feature of the world demographic situation 
over the decade was a drop of 6 percent in the annual 
rate of natural population increase, which measures 
the excess of births over deaths. During the last 
5 years, world birth rates have declined faster than 
world death rates. 

The world birth rate declined from an average of 
34 per 1,000 people in 1965 to 30 in 1974.* The de
creases were widespread. Birth rates dropped in 127 
countries, including many of the most populous. 

Birth rates of the industrialized countries, already 
low, dropped still further between 1965 and 1974. 
The U.S. birth rate dropped from 19 to 15 per 1.000 
people and Canada's fron 21 to 15. All countries of 
Western Europe showed declines except Ireland and 
Norway. But increases were reported for some 

Communist countries, including Bulgaria. Czecho. 
slavakia. Hungary. Poland. and Romania. The Soviet 
Union's birth rate held steady at 18. 

Asia and the Near East made substantial progress 
in controlling fertility. Declines in birth rates took 
place itl all the densely populated countries, including 
the People's Republic of China. India. Indonesia. 
Japan. Korea. Pakistan. the Philippines, Taiwan. and 
Thailand. 

For the Caribbean area as a whole, birth rates 
declined from 36 to 31 !very country (including 
Cuba) showing decreases. 

Central and South America made only moderate 
headway in damping fertility. birth rates for the area 
as a whole declining from 39 per 1.000 people to 38. 
The sharpest decreases were reported for Chile. Costa 
Rica, Panama. and Venezuela. Birth rates increased 
slightly ill populous Mexico. 

The decrease for Africa as a whole also was 

siall-from 48 to 47. Tunisia's birth rate declined 
rather sharply, and Liberia's increased. But changes 
ill most countries were small. 

World death rates have been declining for many 
years. a trend that has contributed significantly to 
population expansion. The trend line leveled off 
somewhat between 1965 and 1974. bur death 
rates declined nevertheless, offsetting inpart the de

irth*Based on an estimated 1974 b rate of 27 pet1,000 population it tihe P'eople's Republic of Chitna. 
Some experts believe a 1974 rate as low as 17 per 
1,000 is more accurate for the P.R.C. At this lower 
birth rate for the P.R.C.'s millions, the world birth 
rate for 1974 would be 28 per 1,000. 



-- 

cline In birth rates. The overall death rate fell from 15 
per 1,000 people in 1965 to 1 2 in 1974 for the world 
as a whole. In some developing areas-Latin America, 
the Caribbean islands, and East Asia-death rates 
reached levels comparable with those of Europe and 
Northern America, but remained especially high in 
Africa at 21 per 1,000 persons. Africa's infant and 
child mortality rates are the highest in the world. 

For the world as a whole, the 1974 rate of natu-
ral increase indicated that the number of people 
would double in 38 years, but there were substantial 
differences among geographic regions. For Northern 
America and Europe the doubling process would take 
116 years, but for Africa 27 years, and for Latin 
America as a whole only 25 years. 

Life expectancy at birth in 1974 also showed 
wide variations from the world average of 59 years. 
In Northern America and Europe it was 71 years, and 
In Oceania 68, Caribbean islands 64, Latin America 
62, Asia 56, Near East 54, and Africa 45. 

World gross national product per capita rose from 
$920 in 1965 to $1,250 in 1973, the latest year for 
which information is available in most countries. 
Northern America led in 1973 with an average per
capita GNP of $6,130. The U.S. average of $6,210, 
however, was no longer tile world's highest; it was 
exceeded by Kuwait's $7,050, the United Arab 
Emirates' $6,740, and Switzerland's $6,350. North. 
ern America was followed by Oceania with $3,330,
Europe $3,010, Caribbean islands $780, Latin 
America $770, the Near East $710, Asia $410, and 
Africa $310. 

Beginning of Official Activity 
Official concern about population growth even. 

tually was manifested especially about rapid popula
tion growth in the developing countries and its di. 
luting effect on efforts that were going into develop. 
ment programs to improve living conditions and 
national stability in developing countries. 

World Population Growth, 1400 to 1975
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Beginningabout 1750, worlddeath rates began to declineand worldpopulationrose.
 
Over the next 200 years major "revolutions"acceleratedpopulationgrowth.Some, by improvingjob opportunities,
transportationfacilities,and foodproductioncreated conditionsleading to lowermortalityrates.
Generally death rates continuedto decline more rapidly than did birthrates, especiallyin the advanced countries.By the1960's decade, however, birthrates began to declinefaster than death rates throughout the world-declinestracing
In majorpart to the initiation ofnationalpopulationprograms. 
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Concern about population subsided somewhat in 
the late 1800's and early 1900's, probably because 
very heavy international migration during that period 
reduced population pressures, notably in Europe. In 
the years between World Wars I and Ii some activists 
in the United States, Europe, and elsewhere, among 
them Margaret Sanger, pressed for responsible and 
planned parenthood, emphasizing the inherent right 
of women to control their fertility, family welfare, 
and the need for prevention of too-frequent preg. 
nancies because of their effects on the heahh of 
mothers and children. This work has led to establish
ment of many national family planning associations 
and the International Planned Parenthood Federa-
tion. 

The population question received prominent 
attention through activities of President Eisenhower's 

Committee to Study the U.S. Military Assistance 

Program, established in 1958 under tile chairmanship 
of the late General William H. Draper, Jr. The Draper 
Committee eventually came to believe that excessive 
Commlaie eventally cmevelpieve thatneessie 
population growth in developing countries was 
hampering world recovery. In 1959 the Committee 

that the United States help countriesrecommended 
receiving U.S. aid work out plans to deal with popula-

tion growth: to step up U.S. aid relating to maternal 
and child welfare programns; and to support popula-
tion research in the United States and elsewhere and 
make the findings available to countries having 
rapidly expanding populations. Draper later became 
raidlyrandtingPopulations raprissliteece 

chairmansitiit in CsubjectCm pof th tte 

The sensitivity of this subject at that time pre-
vented endorsement of these recommendations. How-
ever, in the period between 1960 and 1965 there was 
increasing awareness by governments, international 
organizations, and others that population problems 
retard economic and social development, 

In 1962, Sweden sought U.N. approval of a resolu-
tion calling for studies of population and development 
and for technical assistance to national population 
programs when requested. The resolution was not 
adopted, but the U.S. statement supporting it was a 
landmark expression of U.S. policy. 

Sweden announced in 1962 that birth control 
would be a major part of its expanding foreign aid 
program. In 1963 U.S. legislation said that funds 
"may be used to conduct research into the problems 

of population growth." In 1962 and 1963 tile Popu-
lation Council sponsored three overseas advisory 
missions-to Korea, Tunisia, and Turkey;and in 1964 
it established a new Division for Technical Assistance, 
reflecting the growing interest of other governments 
in family planning. The First Asian Population Con-
ference, held in New Delhi in late 1963, concluded 

with an appeal to all United Nations agencies to pro. 
vide technical assistance on request for research and 
action "in all aspects of population problems." In 
January 1964 a Population Office was established 
within the U.S. Agency for International Develop. 
ment, and AID missions in Latin America were 
instructed to "consider the population program 
as a priority area." 

Coning of Age of World Population Programs 
It was in the 1965-75 period that population 

a ne nderesultan tivit cameo geOne index has been thle strong support given by 
the industrialized nations to population programs of 
the developing countries. Through fiscal 1975, the 

its Agency for InternationalUnited States, through 
Development, provided $732 million in such assist
ance. Through fiscal 1974. grant aid of other coun. 
ane. Tough Casca 74rant aidofdothe 
tries, notably Canada, Norway, Sweden, and the 
United Kingdom. amounted to S224.2 million, and 
of private agencies S207.2 million. The grand total 
for the 1965-74 period was $1,054.0 million (which
does not include the even more stibstantial outlays of 

count includi te nite stats, cay on 
States, carrying oncountries, including the United 

population programs to control growth within their 
own borders). Bilateral aid has been provided to de
veloping countries by some nations but the substantial 
portion of external assistance has been provided 
through multilateral organizatiuns, such as the United 
Nations Fund for Population Activities (UNFPA) and 
other U.N. agencies, and through private organiza

tions. 
The year 1965 was important in the history of 

population programs. In January 1965 President 
Johnson said in his State of the Union Message, "I 
will seek new ways to use our knowledge to help deal 
with the explosion in world population and the grow

ing scarcity in world resources." In June 1965 the 
Supreme Court overturned the Connecticut law pro
hibiting sale of contraceptives. By the end of 1965 
more than a dozen U.S. projects, developed largely 
by Planned Parenthood affiliates, were receiving 
Government financing for medical personnel, clinics, 
and contraceptive supplies for indigent women. 

World interest in population growth intensified 
in the mid-1960's when a serious food shortage de
veloped in South Asia. Weather played a prominent 
role. Monsoon rains failed in 1965; agriculture in 
India and in other South Asian countries had been 
somewhat neglected in the drive for industrializa
tion; and the situa ion was aggravated, certainly, 
by continued population increase. It was a period 
described by some writers as "a genuine Malthusian 
crisis." Heavy shipments of grain from the United 
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States, plus some from other countries, averted 
famine. 

The crisis focused attention on the population-
food equation. Legislation providing authority for 
U.S. food donations to needy countries (Public Law 
480) was amended in 1966 to provide resources to 
promote voluntary activities in other countries 
dealing with the problem of population growth. Fur-
ther attention was directed to population through a 
continuing series of Senate hearings by the Senate 
Government Operations Committee's Subcommittee 
on Foreign Aid Expenditures, under the chairmanship 
of Senator Ernest Gruening of Alaska. 

In 1966 a Population Branch was created in the 
Health Service of AID's Office of Technical Coopera. 
tion and Research. The U.S. Congress in that year 
expressed its support of assistance to voluntary 
family planning efforts overseas in two laws-the 
Foreign Assistance Act of 1961, as amended, and the 
Food for Peace Act of 1966. The Secretary of State, 
the AID Administrator, the Acting Director of the 

Peace Corps, and the Director of the U.S. Informa. 
tion Agency also announced jointly in 1966 that their 
agencies would give high priority to helping limit 
excessive rates of population growth and to increasing 
food production. U.S. Ambassadors and AID Mission 
Directors were instructed to consider population 
problems and requirements among their principal 
concerns and responsibilities. 

Early in 1967 the Office of the War on Hunger 
was established in AID, focusing attention on the 
problems of population, food production, health, 
and nutrition. A Population Service was created 
within that Office to provide technical guidance 
and leadership for AID's population work. Along 
with expansion of the Population Service staff, 
population staffing was begun by the Regional 
Bureaus of AID in Washington and in AID Missions 
and U.S. posts abroad. 

In fiscal year 1968, with passage of the amended 
Foreign Assistance Act of 1961, including Title X-
Programs Relating to Population Growth-broadening 

A lowering of the world'sfettilityratefrom present levels to the replacement rate of two childrenper familyby
1990 wouldmean adifference of 7billionpeople in the world'stotal by the year 2020. 
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action was begun to help developing countries and 
institutions to carry out population programs. The 
present Office of Population, now part of the Bureau 
of Population and Humanitarian Assistance, was 
established in 1969. 

World population activities continued to expand
in the early 1970's. Existing private agencies stepped 
up their operations; new agencies entered the field,
Multilateral involvement in population programs ex-
panded through the work of the United Nations 
Fund for Population Activities (UNFPA) and other
U.N. agencies and through entry of the World Bank
into the populdtion arena. Other ,.ountries joined
the United States in providing bilateral population
assistance to the developing countries or by channel-
Ing funds through multilateral and private organiza-
tions. For example, the 1974 report of UNFPA lists
pledges from 52 different nations, 

World Population Conference 
The United Nations in 1973 designated 1974 

World Population Year. Tile World Population Con.
ference, held in Bucharest, Romania, in August 1974, 
was calculated to focus world attention on popula-
tion problems. It succeeded in doing that. At Bu
charest 136 governments were represented, the largest
international population meeting ever held, and 
reports of the debates went out to all parts of the 
globe. 

The Conference met shortly following the Sixth 
Special Session of the U.N. General Assembly, at
which many developing countries had outlined 
proposals for a new world economic order. These 
faced severe problems-scarce food supplies, inflation 
stimulated by rising prices for imported oil, unfavor. 
able terms of trade-and in most countries increasing
populations were cancelling out or diluting, in per
capita terms, hard-won economic and social gains.

But it became apparent early in the Conference 

that, while most nationw recognized the existence 

of population problems within their own borders and 

In the world community, there was much disagree-
ment about causes of the problems and workablesolutions. A World Population Plan of Action was 
agreed to only after intense debate. 

A number of participating countries held that 
lack of economic and social development is itselfresponsible for high birth rates in disadvantaged 
areas and that emphasis therefore should be on 
development rather onthan population/family
planning programs. They pointed to Europe's demo-
graphicgrahiatrasitionashoit that fertility declinesf 
are a natural concomitant of social and economic 
transformation, even in the absence of any govern, 

transition as showing hat rtilindecnei 

ment support or policy. The fact that Europe ex. 
perienced substantial population growth during its 
development was often noted as evidence that demo. 
graphic growth does not affect development nega. 
tively. 

Heard frequently at Bucharest was the slogan,
"Take care of the people, and population will take 
care of itself." Significantly Paragraph I of the final 
World Plan closely links development with popula. 
tioi: 

The explicit aim of the World Population Plan of
Action is to help co-ordinate population trends and 
the trends of economic and social development.The basis for an effective solutionproblems is, above socio-economicof populationall, transforma
tion. A population policy may have a certain success 
if it constitutes an integral part of socio.economic 
development; its contribution to the solution ofworld development problems is hence only partial, asis the case with other sectoral strategies. Consequent.ly, the Plan of Action must be considered as an im
portant component of the system of international 
strategies and as an instrument of the international 
community for the promotion of economic development, quality of life, human rights, and fundamentalfreedom. 

Development was at the heart of the position
expressed by Algeria, supported by a few African 
countries; by Argentina, backed by several other 
Latin American countries; by an Eastern European 
group of eight socialist states; and by the People's
Republic of China. 

A different position was taken by a number of 
countries, inclding most Western European nations 
(except France and Italy), Canada, the United States, 
some Latin American countries, Australia, New Zea.
 
land, Japan, and Iran. All of these countries were
 
strong supporters of economic and social develop.
 
ment for the Third World and most of them had
 
contributed substantial sums 
 to promote develop.
ment; but it was their position that reductions in 
population growth could make a substantial contri
bution to development in countries where population 
growth is very rapid.This interrelationship was spelled out in Para. 
graph 14 (c) of the final World Population Plan of 
Action: 

Population and development are Interrelated: 
population variables influence development variables 
and are also influenced by them; thus the formula. 
tion of a World Population Plan of Action reflectsthe international community's awareness of. theimportance of population trends for socio-economic 
development, and the socio-economic nature of the 
recommendations contained in this Plan of Action 
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reflects its awareness of the crucial role that develop- from artificial contraception: "If, then, there are 
ment plays in affecting population trends. serious motives to space out birth, which derive from 

A more lucid explanation of this relationship has 
been expressed by Dorothy Nortman, Population 
Council, in that agency's October 1975 "Report on 
Population/Family Planning." She notes, "What-
ever the stance on the political stage, the most ardent 
family planning advocates recognize that contracep-
tion 'alone' will not produce housing, schools, or steel 
mills; and among the staunchest supporters of tile 
.new economic order,' many appreciate the demo-

graphic value of legitimate and government-subsidized 
family planning services." 

The final World Plan did endorse the concept of 
family planning by recommending in Paragraph 29, 
that all countries: 

(a) Respect and ensure, regardless of their overall 
demographic goals, the right of persons to determine 
in a free, informed, and responsible manner the 
number and spacing of their children. 

(b) Encourage appropriate education concerning 
responsible parenthood and make available to persons 
who so desire advice and means of achieving it. 

At the Conference there was almost universal 
recognition of family planning practice as a human 
right, regardless of its demographic merits or demerits, 

The Roman Catholic Church, through the repre-
sentative of the Holy See, did not fully support the 
World Population Plan of Action. The Church objec-
ted to the World Plan's emphasis on the human rights 
of individuals in the matter of family planning, an 
emphasis which seemed to be a departure from pre-
vious U.N. stress on the human rights of families, 
More importantly, the Holy See felt that its position 
on artificial contraception was incompatible with 
family planning reconmendations of the World Plan. 

The position of this body on contraception had 
been set forth in detail by the Encyclical Letter, 
"On the Regulation of Birth"--Humanae Vitae-of 
Pope Paul VI in July 1968. 

The Letter states, in part: "... we must once 
again declare that the direct interruption of the 
generative process already begun, and, above all, 
directly willed and procured abortion, even if for 
therapeutic reasons, are to be absolutely excluded 
as licit means of regulating birth." 

"Equally to be excluded . . . is direct steriliza-
tion, whether perpetual or temporary, whether of the 
man or of the woman. Similarly excluded is every 
action which, either in anticipation of the conjugal 
act, or in its accomplishment, or in the development 
of its natural consequences, proposes, whether as an 
end or as a means, to render procreation impossible." 

The Letter recognizes natural means as distinct 

the physical or psychological conditions of husband 
and wife, or from external conditions, the Church 
teaches that it is then licit to take into account the 
natural rhythms imnminent in the generative function 
for the use of marriage in tie infecund periods only, 
and in this way to regulate birth without offending 
the moral principles which have been recalled earlier." 

The Letter recognized the serious difficulties of 
public authorities, especially in the developing coun. 
tries, but added, "The only possible solution to this 
question (population growth) is one 'vhich envisages 
the social and economic progress both of individuals 
and of the whole of human society and which re
spects and promotes true human values." 

The World Plan comes out strongly for women's 
rights. It declares sweepingly in Paragraph 14-h: 

Women have the right to complete integration in 
the development process particularly by iueans of an 
equal participation in educational, social, economic, 
cultural, and political life. In addition the necessary 
measures should be taken to facilitate this integration 
with family responsibilities which should be fully 

shared by both partners. 

But the Conference's commitment to principles 
far outdistances any related commitment to their im
plementation. For example, the Conference did not 
address itself to the question of how quickly to 
increase education for women when overall educa
tional improvements are painfully slow and costly. 
Nor did it have answers for questions of how to in
crease job opportunities, when one of the major 
problems in many of the developing countries is 
the growing unemployment and underemploy
ment of their labor force, or how to influence local 
leaders in the more conservative areas to encourage 
additional general developr'vcvlt opportunities for 
women. 

(Some of these deficiencies were corrected at the 
World Conference of the International Women's Year 
held in Mexico City June 19-July 2, 1975. The dele. 
gates agreed on a program that mandates increased 
access to education, training, income-generating 
activities, better health care, and fertility control 
service for women, so that they can achieve their 
full potential and participate in all aspects of national 
life. Fuller access to family planning services is one of 
the goals targeted for achievement by 1980.) 

The Bucharest World Plan contains a series of 
recommendations to stabilize migration within 
countries, particularly policies to reduce the un
desirable consequences of excessively rapid urbani
zation and to develop opportunities in rural areas 
and small tjwns, recognizing the rights of indi
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viduals to move freely within their national boun-
darles. 

The World Plan advocates agreements to regulate
the international migration of workers and to assure 
nondiscriminatory treatment and social services for 
these workers and their families, plus other measures 
to decrease the "brain drain" from developing coun. 
tries. 

The Plan recommends that population censuses 
be taken at regular intervals and that information 
concerning births and deaths be made available at 
least annually. 

The Population Council, in its "Report on 
Bucharest," notes that the World Plan of Action 
recognizes many problems. The Report says, "It is 
clear that the inevitable population growth of the 
next decades requires rapid socio-economic develop, 
ment if tragic loss of life is to be avoided. It is clear 
that death rates remain high, particularly among 
children in many parts of the world, and that their 
reduction must be high on the agenda of international 
action. It is clear that, while respecting the right 
of persons to determine the number and spacing 

of their children, all countries should encourage 
appropriate education concerning responsible parent
hood and make available to persons who so desire 
advice and means of achieving it. It is clear that no 
marrriage should occur without the consent of the 
contracting parties, that child labor should be op
posed, that education should be fostered for both 
boys and girls, and that economic opportunity 
outside the home should be made available to women 
as rapidly as possible. It is clear that there ismuch to 
be done in the fields of internal and international 
migration that will serve to rationalize the movements 
and foster the lot of the movers. It is clear that 
governments should take steps to study their demo
graphic situations, should educate their publics about 
its meaning, and constantly reappraise the form and 
functioning of their population policies." 

Philander P. Claxton, Jr., former Special Assist
ant for Population Matters to the Secretary of 
State and a U.S. delegate to the Conference, stated 
after the Conference ended that "By any reasonable 
standard, (the Conference) wasa remarkable success." 
lie also observed that "the World Population Plan 

Food and Population in Developing Countries, 1960-75
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of Action, despite its wordiness and often hesitant 
tone, contains all the necessary provisions for effec. 
tive family planning programs and population growth 
control programs at national and international levels. 
It lacks only plain statements of quantitative goals 
with time frames for their accomplishment. These can 
be added by individual national action and by de. 
velopment in future U.N. documents." 

The Bucharest Conference was a trail blazer. It 
represented the first time that virtually all the coun. 
tries of the world faced up to population problems 
and their relationship to other important economic 
and social issues. But population problems are of a 
continuing nature. Other conferences undoubtedly 
will be needed in the decades ahead if the potential 
of the agenda for action set forth at Bucharest is 
to become a reality. 

Health Care Systems and Family Planning 
Especially in the less-developed countries, pro. 

vision of public services has not been able to keep 
pace with population growth and the consequent 
greater needs for services in such fields as health, 
education, transportation, and communication. Par-
ticularly hard hit isthe field of health where increases 
in trained personnel and facilities have been far 
outstripped by population growth. 

Most of the family planning programs are con-
ducted through, or are importantly dependent upon, 
the existing infrastructures of health and health-
related facilities. To overcome the scarcity of family 
planning/health resources, extensive training pro-
grams have been necessary at virtually all program 
levels. Also, the programs have moved increasingly 
toward wider dissemination of contraceptive supplies 
and information through field workers, village mid-
wives, and other community-based personnel, as well 
as through commercial channels, 

Officials of the U.N. World Health Organization 
in Geneva have noted that, owing to shortages of 
trained health personnel, many developing countries 
will not be able within the foreseeable future to 
extend conventional health seivices with family plan-
ning to cover the majority of the population in rural 
areas. 

Less sophisticated integrated health delivery 
systems are needed that are suited to local condi-
tions and that use less trained personnel for simpler 
health care matters, with referral of ,omplicated 
cases to service points that have better equipment 
and more qualified personnel. Health ',ystems of this 
kind would probably utilize indigenous health 
workers, including local midwives, after some limited 
training in relevant subjects and procedures. Recent 

reports indicate that rural health care in China 
makes majox use of "barefoot" doctors with limited 
training and technical responsibility. This general ap. 
proach has been adopted with modifications by 
several programs and is under consideration by others 
faced with scarcity of medical personnel and facilities. 

Family Planning 
Contraception has been a major factor in the re

duced rate of population growth. A key element in 
"family planning," "planned parenthood," or "re
sponsible parenthood," fertility control is being 
practiced to a greater extent than ever before. Family 
planning, although including fertility control, also 
importantly involves family welfare as a whole, 
including maternal and child health. 

When, at the Bucharest Conference, 135 nations 

approved the recommendation that all countries 
"encourage appropriate education concerning respon
sible parenthood and make available to persons who 
so desire advice and means of achieving it," the 
Conference in large part was recommending some. 
thing that was already in effect. Most of the in
dustrialized countries in recent years have relaxed 
or removed legal restrictions on contraception. 
Among the developing countries, 65 now have 
population and family planning programs, many of 
them far advanced. 

In the industrialized countries, which already had 
relatively low birth rates, widely practiced birth con
trol has brought further reductions in fertility over 
the 1965-75 period. The birth rate in Europe dropped 
from 18 per 1,000 people in 1965 to 16 in 1974. 
while the decline in Northern America was from 20 
to 15. Birth rates have dropped so low in some coun. 
tries as to engender pronatalist thinking. Yet, it ap
pears that less than a dozen countries have interposed 
total prohibition to distribution of contraceptives and 
that about half of the countries have provisions for 
legal induced abortion. 

But fertility control is receiving special era
phasis in the developing countries, which in the 
aggregate account for over four-fifths of the in. 
crease in the world's population. The People's Re
public of China has a comprehensive birth control 
program that includes official encouragement of late 
marriage and small families, plus a broad spectrum 
of readily available contraceptive services. Among 
other countries carrying oil vigorous and(l effective 
programs are Colombia, Costa Rica, Evypt, El Sal
vador, Hong Kong, Indonesia, Pakistan, Panama, 
the Philippines, Singapore, South Korea. Thailand, 
and Tunisia. In almost all of these. birth rates have 
dropped significantly. India, with a population of 
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over 608 million, also has experienced a significant 
drop in birth rates. Family planning, generally speak-
ing, has not yet been implemented in the countries 
of central Africa. The combined drop in birth rates 
for Africa, Asia, the Caribbean islands, Latin 
America, and the Near East was from 41 per 1,000 
people in 1965 to 37 in 1974. 

Rapid improvement in contraceptives and fertility 
control technology has played akey role in the wide-
spread adoption of family planning. Biomedical and 
operational research programs by governments, pri. 
vate foundations, international organizations, phar-
maceutical firms, universities, and other groups 
have contributed to the safety and effectiveness of 
contraceptive methods and their delivery, 

Great improvements have been made in oral 
contraceptives. Around 1960, when the "pill" was 
first introduced, the formulations were relatively 
strong. All women using them were advirzd to re-
main under close medical supervision. Today the 
hormonal content of these preparations has been 
decreased, their relative safety has been widely 
studied and measured, and iron pills have been added 
to the monthly cycles. Objections to distribution 
of oral contraceptives without medical prescription 
have largely subsided in a number of countries-for 
example, in Pakistan, the Philippines, etc. 

Now sought is a nontoxic and completely effec-
tive substance which, when self-administered on a 
single occasion, will ensure the nonpregnant state at 
completion of a monthly cycle. A 1975 research re-
port indicates that success may be near. 

The condom, an ancient contraceptive device, has 
been made more reliable through manufacturers' 
modern quality control. Diaphragms and vaginal 
chemicals have been improved. Research on different 
types of intrauterine devices-IUD's-has indicated 
that the Lippes Loop, one of the earliest types, is 
the most widely accepted. 

Considerable research has been done on the 
"rhythm method" of contraception-sexual ab-
stinence except during the "safe" phase of the 
menstrual cycle. But no reliable means has yet been 
found for accurately predicting the safe period for 
each individual. 

little improvement has been made in male 
sterilization; but the technology of female sterili, 
zation has been greatly simplified, and the operation 
is now being performed by one of several methods 
as a low-cost, outpatient procedure. Successful re. 
search has been conducted on devices for menstrual 
regulation. New and safer techniques have been de-
veloped for pregnancy termination through abor-
tion. 

Delivery of Family Planning Services 
Between 1965 and 1975 there was a marked Im

provement in methods of delivering family planning 
services. 

Experience of governments and intermediary 
organizations working in the population field has 
shown that effective family planning programs 
involve a number of related elements: development 
of effective and safe contraceptives along with ade
quate delivery systems; determining the suitability of 
contraceptives and procedures in each country, 
furnishing information and education designed to 
motivate acceptance of family planning and to inform 
potential acceptors of the services available and where 
and when they can be obtained; measuring results 
through the collection and analysis of demographic 
data (some countries have never taken a census of 
their populations); evaluating and shaping population 
policy; and training professionals and other personnel. 

Dr. R. T. Ravenholt, Director of AID's Office of 
Population during the past decade. gives particular em
phasis to the importance of country program delivery 
systems' assuring that effective means for fertility 
control are fully available to all people who want 
them. Establishment and maintenance of these 
systems are viewed as a primary program necessity. 

Being tried in at least a dozen countries is ex
tensive use of village or household distribution 
points for condoms, foams, and oral contraceptives. 
These can be supplied without clinical procedures and 
with new, more flexible patterns of supervision. 
Variously referred to as community distribution, 
village and household availability, continuous motiva. 
tion, contraceptive inundation, subsidized sales, 
and social marketing, the new distributive methods 
are aimed at extending family planning services and 
supplies beyond the clinics and making them easily 
available to everyone. 

The aptly named Contraceptive Inundation 
Scheme in Pakistan is illustrative of the new ap.
proaches. Basically a subsidized sales activity, it 
uses both shops in 40,000 villages and door-to.door 
distributors to sell contraceptives-at 2 cents (U.S.) 
for a monthly cycle of pills or the same price for 12 
condoms. Some 700 clinics employ female high 
school graduates to insert IUD's, provide pills and 
condoms, and dispense simple medicines. Program 
employees also do educational work, handle some 
demographic registration, and distribute contra
ceptives at about 400 Government hospitals and at 
the 40 hospitals which have postpartum family plan
ning programs. Some 2,000 physicians are providing 
pills and condoms for free distribution to patients. 
Government-sponsored, the program has had major 
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assistance from the U.S. Agency for International 
Development, and other direct aid has come from the 
United Nations, West Germany, the United Kingdom, 
Australia, and Norway. 

Population and Food 
An inexorable equation functions with respect 

to population and food: total food availability 
divided by population equals per capita food avail-
ability. 

If a nation can increase its food supply by 
stepping up production or imports or both-and if 
the population stays the same-the average quantity 
of food available for each person isincreased. But, as 
has happened frequently in the heavily populated de-
veloping countries, gains in food availability have 
been canceled by equal or increased gains in popula-
tion, thereby leaving per capita supplies no larger, 
and sometimes smaller, than they were before. 

This relationship was recognized at the World 
Food Conference at Rome in November 1974 when 
delegates of 24 nations sponsored a resolution calling
fdr governments and people not only to produce 
more food but also to support population policies 
mr fhichodbasor to su t ploplto pcie 
"which would assure the right of all couples to decide 

freely and responsibly the spacing and size of their 
own families .... " The Conference also called for 

a lrge roe fr he ar gaist ungr.wmenin 
a larger role for women in the war against hunger, 

Concern about populhtion growth in the 1960's 
and 1970's was heightened by two major food crises, 

In 1965 and 1966, failure of thc monsoons, the 
seasonal rains, brought disastrous drought to heavily 
populated South Asia India, Pakistan, Nepal, and 
what is now Bangladesh. Only heavy imports of 

(7. -til alonUnitesuppider iboutisti5 
grain-the United States alone supplied about 11.5 
million metric tons on concessional terms- averted 
major famine, 

But in the years from 1967 through 1971, the 
food situation in the developing countries improved 
dramatically, especially in South and Southeast Asia. 
The so-called Green Revolution-use of new high-
yielding varieties of wheat and rice with fertilizer, 
otherie i arieand irrigation-plus a period of good
other chemicals, aand 
weather raised new hopes that the world food prob-
lem was on the way to solution. In terms of the 
1961-65 average, total food production in all de-
veloping countries rose 15 percent from 1967 to 
1971. Even per capita production rose about 4 per. 
cent. 

Then, in 1972, food production dropped off al-
most everywhere. Sharp declines took place in many 
developing countries, especially in South Asia, which 
again suffered from drought. In parts of Africa, where 

production already was low because of prolonged 
dry weather, crops, livestock, and people suffered 
further setbacks. Output also declined in Canada 
and Australia-major grain exporters-and in the 
U.S.S.R. The U.S.S.R. became the world's largest 
grain importer, purchasing a total of 30 million 
metric tons (net) in 1972 and 1073, as compared with 
net exports of 8.6 million tons in the previous 2 
years. 

Reflecting operation of the population-food equa
tion, per capita food production in the developing 
countries dropped off to the level of 1961.65. World 
food production rose substantiaily in 1973, but not 
enough to rebuild stocks. Production in 1974 was 
below expectations, especially in the United States, 
and stocks remained low. In 1975 food production 
was up sharply in the United States. but world stocks 
remained low. In 1975 food production was up 
sharply in the United States, Canada, India, and the 

People's Republic of China, but the U.S.S.R. again 

experienced widespread drought and was forced to 
obtain very large supplies of grain in the world
market, and production also declined in Western 
Europe and some areas of Latin America. 

Reversal of the world food situation from one of 
surpluses and low prices to one of relative scarcity 
and high prices has aroused considerable population. 
fod pessim s Ors, coweverbse caeor 
food pessimism Others, however, see cause for 
optimism if countries follow the population and food 

policies that will make for effective use of available 
resources. A wide spectrum of opinion exists. 

But most would probably agree vith the program 
suggested below, a program that comes to grips di. 
rectily with the population-food equation: 

we urge governments .. to consider realisticgotannett..
and purposeful measures such as the following: 

I. Give high priority to progralns in each country 
which will increase the production of grains. legumes,
and other staple food crops: ensure the availability
of protein-rich foods, particularly to the more vul
nerable population groups; expand the production of 
fertilizer; and improve the opportunities for small 
farmers to make a reasonable living .... 

2. Support sound population policies relevant 
to national needs which respect national sovereignty 

the diversity of social, economic, and cultural 
conditions; accept and assure the human right of each 
couple to decide for themselves the spacing and 
size of their families; and recognize the corresponding 
responsibility of governments to provide their peoples
the information and the means to exercise this
right effectively .. ." (Declaration on Food and 
Population, Apr. 25, 1974, Population Crisis Com. 
mitttee, Washington, D.C.) 

Some developments in the 1970's support the 
gloon of the pessimists. Thousands of people have 
died of famine in the African Sahel and in Ethiopia. 
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Severe malnutrition, according to estimates of the 
Food and Agriculture Organization, is the lot of 460 
million of the world's people. Food demand has 
increased, not only as a result of population growth,
but also because of rising affluence, particularly in 
the developed countries; this has stimulated increased 
consumption of livestock products and, in turn, an 
increased use of grain for livestock feed. Prices of 
food have risen sharply everywhere, a circumstance 
which has tended to reduce the volume of con-
cessional food aid to developing countries-and to 
diminish the ability of poor people in every country 
to buy as much food as they did a few years ago. The 
rise in fertilizer prices has hampered efforts of the 
developing countries to produce more of their own 
food. There has been some concern about the possi. 
bility of major changes in climatic patterns, 

"Although the world has potentially cultivable 
land not in crops," states Lester R. Brown, inter-
nationally known economist, "this fact is illusory be-
cause 'cultivable' leaves out of account the cost of 
making land productive and also the food-price levels 
that would be needed to make production economi-
cally feasible. There is little potential for new cropland 
in Asia and Europe, and relatively little in the Soviet 
Union. Sub-Saharan Africa and the Amazon Basin of 
Brazil are the only regions with much new cropland 
potential, and tropical farming is often not eco-
nomically feasible." 

But the optimists also have much to encourage 
them. 

The U.S. Department of Agriculture points out 
in its "World Food Situation and Prospects to 1985" 

that total food production has tended to increase 

over 
the past two decades. Growth in the developing 

countries has roughly paralleled that in the industri-

alized nations. Although populations have grown 

fastest in the developing countries, there was neverthe-

less an annual rate of increase in per capita food 

production in these countries of 0.4 percent. 


In fact. the food situation in sonic developing 

countries is fairly good. Some have traditionally 

produced food surpluses; others, though not produc-

ing enough food to meet domestic demand, are able 
t,pay for imports with mantfactured goods or raw 
products like petroleum, copper, bauxite, and tin. 

Yield-increasing techniques show promise as a 
means of expanding food production. Between 1973 
and 1980, unless the energy shortage tightens, world 
fertilizer output and consumnption are expected to in-
crease atacompound annual rate of 5 percent. High-
yielding varieties of wheat and rice, although they
have not solved the food-deficit problems of develop-
ing countries, have contributed greatly to a solution 
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of those problems. For example, India in 1965 
produced about 12 million tons of wheat; but in 
1975 it produced something over 24 million tons,
thanks to high-yielding varieties, fertilizer, and irri. 
gation, and that difference helped to feed India's 
population increase over the decade. 

The oceans are providing large quantities of fish 
and can provide more if the countries of the world 
can agree on acooperative approach to sound manage.
inent of this great resource. Cooperation is impera
tive. Fishing fleets, equipped with modern elec. 
tronic equipment for detecting fish, make it possible
for some countries, notably the Soviet Union and 
Japan, to dominate fishing in many areas. This has 
forced a number of countries to extend their 
territorial control as much as 200 miles to sea, re
suiting in "tuna wars," "cod wars," and other fric
tions as nations try to stake out and police expanded 
fishing grounds. 

"Hard cure" population-food problems, in brief, 
are less widespread than such frequently used ex
pressions as "worldwide famine" or "global starva. 
tion" would indicate. Hunger is endemic in most de
veloping countries; famine is not. The population
food balance is most critical in densely populated 
India, Bangladesh, and Sri Lanka, where material 
shortfalls in food production can rapidly pose threats 
of famine. The balance also is precarious in some 
smaller countries, including the Sahelian area of 
Africa and, in the Western Hemisphere, Guyana, 
Haiti, Honduras, Jamaica, Paraguay, and Trinidad and 
Tobago. But these large and small countries are 
relatively few in number; their people in the ag
gregate account for less than 20 percent of the 
world's total. Viewed in this light, the "hard core"
 
problems would seem to be manageable, eventually,
 
with more energetic efforts by the vulnerable coun
tries themselves, supplemented by expanded assist
ance from the international community.
 

The country with the largest population-the 
People's Republic of China--is taking energetic 
action not only to increase food production but also 
to slow its rate of population increase. The Chinese 
have developed their own high-yielding dwarf rice 
varieties. They have devoted much attention to 
fertilizer production. They import grain, sometimes 
in rather substantial quantities, but have been able 
to finance imports from their own resources. While 
strengthening their agriculture, they have taken 
vigorous steps to reduce their birth rate-from an 
estimated 50 per 1,000 population in 1950 to an 
estimated 27 in 1974.* Family planning has been a 

*PRB estimate. Another source estimates the 
1974 PRC birth rate at 17 per 1,000. 



part of the national policy fol more than 10 years;
birth control methods include condoms, intrauterine 
devices, oral pills,contraceptive sterilization, and 
abortion. China also emphasizes postponement of 
marriage and "ideal" two-children families, 

India, with a population about three-fourths as 
large as that of China, has been in a precarious 
food situation for many years. 

Although India has adopted some elements of theGreen Revolution technology, it has not been able 
to achieve a major agricultural breakthrough. There 
was promise of that when India's food production per
capita rose from a near-disastrous 89 percent of the 
1961.65 average in 1966 to 109 percent in 1970, one 
of the country's few good agricultural years. But 
since 1970, per capita food production has tended todecline despite gains in total output. 

Population, the other factor thein picture has 
continued to rise at a rapid rate. Prime Minister 
Indira Gandhi has voiced concern about this trend, 
has spoken about it over nationwide networks, and 
has sent letters to village leaders, asking for their 
help in lowering birth rates. Condoms have come into 

wider use, and abortion has been legalized, but 
services are far from fully available and the program
has not yet realized the progress that is sought and 
much needed. In 1973 for a time India de-emphasized
its sterilization campaign, and use of IUD's decreased. 

Oral contraceptives have not been made generally avail. 
able under the Government's program, and condoms 
are of poor quality. 

The contrast between the population-food pro. 
grams of China and India seems to reflect differences in 
policies followed by Governments ofthe two countries 
rather than differences in resources or capabilities of 
the people. Policies are important everywhere. The 
U.S. Department of Agriculture has noted that: 

.. much of what has happened in thle develop. 
ment of the world food situation can be traced to 
government policies and humanbasic conditions 
(such as income distribution and poverty), and sug
gests that governmental and individual choices will 
continue to be critical in the future. The world foodsituation can be changed to the extent that govern.ments and individuals see needs for change and are 
willing to modify those policies and conditions 

Gross National Product (GNP) and Population
for Developed and Developing Nations 

GNPDeveloped nations (per capita) Developing nations 
$4,050 

GNP (total)
$2,714 billion 

Population 

1,960 million 

Population . ,\
 
6omltion 'jNP (total) GNP676 $520 billion (per capita) 

~ $275 

1972 gross national product for non-communist countries.
 
SOURCE: AID/SRD 


PRB 75.8 

When nationalresourcesare inadequate and must be shared by many, theproportionper person is often extremelysmall.A relativelysmall totalgross nationalproductIn most developing countriesis restrictingIndividual savingsand countryrevenues, and retarding capitalaccumulationsneeded forself.generatingdevelopment in these countries. 

15 



Percent of World Population Under 
15 Years of Age, By Region, 1975 
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The developing countries,with ahigh proportionofyoungpeople in theirpopulationand high annual rates of 
natural increase, willprovide the bulk of the world's populationgain Inthe next 60 years and possibly beyond. 

that influence food production and consumption. 
How tite individual developing countries modify 

their policies could well shape the volume and nature 
of assistance granted by the industrialized nations, 
which seem increasingly disposed to grant substantial 
aid to the developing countries, 

U.S. Secretary of State Kissinger, in an address to 
the U.N. General Assembly in September 1975, urged 
establishment of a world reserve system for grain. 
He also announced that President Ford would seek 
Congressional authorization for a $200-million 
direct U.S. contribution to an International Fund for 
Agricultural D~evelopmnent provided other countries 
support a combined goal of at least $1 billion. The 
Secretary noted that massive new concessional re-
sources need to be mobilized to expand agricultural 
production in the poorest countries because of the 
growing gap between their needs and their awn pro-
duction-a gap that food aid cannot possibly fill coin-
pletely. Hie also stated that traditional bilateral ait. 
programs for agriculture remain indispensable and an-
nounced that the President would ask Congress to 
double U.S. agricultural assistance in fiscal 1976 to 
$582 million. 

But food aid probably will not be provided on 

the same scale in the future as it was in the 1950's 
and 1960's, when grain stocks in the major grain
producing countries were large. Global grain stocks 
are down, largely because of a generally increased 
world demand and the need to ill drought-shorted 
granaries in the Soviet Union and elsewhere. Also, 

prices of grain have risen, which increases the 
tendency of grain-producing countries to sell corn
niercially to offset increased prices for imported 
petroleum and other raw materials. It would appear 
that, out of necessity, countries that once relied 
rather Reavily on concessional supplies must sooner 
or laier take action to step up food output and, at 
the same time, adopt meaningful measures to slow 
down the increase in the number of people eating 
at national dinner tables. 

Time has amajor role to play in this population. 
food race, It is urgent that population actions be 
initiated as early as possible because of the long 
lead time required to make an impact, especially in 
the countries with very large populations. Action to 
produce more food must be undertaken early also, 
because of the need to "buy time" for the popula
tion actions to take effect. For many countries 
of this world with serious problems relating to food 
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and population, the hour already is late. 

Urbanization 
The movement of people within the borders of 

their own countries-internal migration-has generally 
been from rural to urban areas. This urbanization 
phenomenon reflects in considerable degree the 
gregariousness of humanity as well as many social and 
eon essfactors.

economic aAfrican 
Urbanization dates far back into history; Athens, 

Babylon, Rome, Peking, and other cities of the an-
cient world attracted migrants long before the 
Christian era. Cityward movements were accelerated 
by the Industrial Revolution; the rise of the factory 
system attracted large-scale migration to cities, es. 
pecially in Europe and Northern America. Urbani. 
zation today is taking place not only in the indus.

countries,
trialized nations but also in the developing othe 

Ronald Freedman, University of Michigan socio-
logist, and Bernard Berelson note that urbanization 
"presents causes for concern: urban congestion, un-
employment, environmental deterioration, problems 
of housing and sanitation and transportation, lack 
of social services, political unrest, and difficulties 
of acculturation." 

Robert S. McNamara, World Bank president, has 
commented on problems of urban poverty with 
specific reference to the developing countries. fie 
says: 

To understand urban poverty in the developing
world one must first understand what is happening 
to the cities themselves. They are growing at a 
rate unprecedented in history. Twenty-five years 
ago there were 16 cities in the developing countries 
with populations of one million or more. Today
there are over 60. Twenty-five years from now there 
will be more than 200. 

[low has this happened? Fundamentally, of 
course, it is a function of population growth. But it 
is more than just that. For though the total popula. 
tion in the developing world is increasing by about 
2.5 percent a year, the urban population is growing 
at nearly twice that rate. Half tile urban growth is 
due to natural increase, and half is due to migra-
tion from the countryside. 

What this means is that many millions of addi-
tional people have been absorbed into cities, 
through birth and migration, in a single generation
-something wholly without parallel. In contrast,
the developed world urbanized at a leisurely and 
less pressured pace at a time when its national popu-
lations were growing very slowly, at only about 
half a percent ayear.

Latin America is already 60 percent urbanized, 
and Asia and Africa about 25 percent. But by the 
end of the century, three out of every four Latin 
Americans will live in a city and one out of every 
three Africans and Asians. Thus, at current trends, 
over the next 25 years the urban areas will have to 

absorb another 1.1 billion people, almost all of 
them poor, in addition to their present population 
of 700 million. 

Life for tile urban poor today is unspeakablygrim. Though they spend up to 80 percent of their 
income on food. they typically suffer from serious 
malnutrition. It is estimated that half the urban 
population of India is undernourished. Up to 15 
percent of the children who die in Latin American 
cities, and tip to 25 percent of those who die in

cities, are victims of malnutrition. 
Now what do these figures imply? 
They make it certain that the cities of the de

veloping world are going to find it incredibly dif
ficult to provide employment, and minimally decentliving conditions for tile hundreds of millions of 
new entrants into urban economies which are already 
severely strained. 

An even more ominous implication is what the 
penalties for failure may he. Historically, violence
and civil upheaval are more common in cities than incountryside. Frustrations that fester among the 
urban poor are readily exploited by political ex
tremists. If cities do not begin to deal more con
structively with poverty, poverty may well begin to 
deal more destructively with cities. 

It is not a problem that favors political delay. 
Freedman and Berelson describe attempts to limit the 
growth of large urban centers including: 

... regional development (Greece and Finland), 
decentralization of government activities (tile Nether
lands), relocation of the capital (Brazil and Tanzania), support of new towns (Japan and Britain), 
damping of wage differentials between urban and 
rural areas (Zambia), reorientation of education 
toward agricultural interests (Indonesia and Tanzania), 
subsidies for industrial location (France. Sweden, 
and Togo), rural land reclamation (Kenya) and even a 
"citizenship tax" on living in the city (Seoul in South 
Korea). 

The effect of such efforts, although difficuLt to 
measure, has not been striking, and the further 
modernization of agriculture will intensify the 
pressures. The cities can only be expected to grow 
even more, with all the problems that implies. Again
there is the (reported) counter example of China, 
where as a matter of national policy migration to 
the cities is stringently controlled and many people 
are actually exported for various periods from th 
cities back to the land. 

(The settlement of agricultural areas in Australia, 
Argentina, South Africa, the United States, and other 
countries in the 1800's possibly slowed the world 

trend toward urbanization-but only temporarily.) 
The worldwide pace of urbanization has been 

rapid. Kingsley Davis, University of California sociolo
gist, cites figures: 

In 1970 the earth had approximately 1,725 cities 
of 100,000 or more inhabitants. By 1975 there will 
probably be about 1,950-a rise of 13 percent In 5 
years-and, if development continues to follow a 
smooth course, by the year 2,000 there will be ap. 

17
 



proximately 3,600 such cities. As recently as 1950 
the number of these cities was only 962. 

Davis observes: 

Whether viewed in terms of population size, den. 
sity, or mass, the city represents a habitat extremely
different from the migratory camp or small village
that characterized 99 percent of human history. 
The transition to a city mode of living is therefore 
a major turning point in human evolution. The fact 
that this transition is occurring now and is quickly
running its course permits us to be first-hand ob. 
servers of a fundamental alteration in the human 
condition. Our ancestors could only dream about 
this change; our descendants can only read about 
it. 

International Migration 
Migration, births, and deaths are factors in 

population dynamics. In some periods, in some coun. 
tries, migration has been a major element of popula. 
tion growth or decrease. In recent years, however, 
it has been less important in the wold population 
equation than formerly, largely because a declining 
proportion of the world's people are moving from one 
country to another. 

Migration encompasses voluntary and forced 
movements. Its overall effect on population growth 
depends on such factors as permanence of the move, 
age and sex of the migrants, and their fertility and 
mortality. "Pull" and "push" forces-the relative 
advantages and disadvantages of migrating or staying 
at home-play a part in determining with respect to 
voluntary movements the size and direction of 
migratory streams. 

Migration policies of nations, influenced by 
economic and political considerations, are increas-
ingly shaping the size and the direction of migrant 
movements. Prosperity in a country may create a de. 
mand for labor and bring about an easing of immi. 
gration restrictions, whereas a business recession 
often results in tightened restrictions on immigra-
tion. The sharp rise in the number of independent 
countries following the post-World War 11decline 
of colonialism in Asia, Africa, and the Caribbean 
area has tended to increase restrictions on emigra. 
tion, immigration, or both. A United Nations ques. 
tionnaire circulated at the 1974 World Population 
Conference revealed that 116 countries restrict per-
manent immigration while only 32 permit it. Two 
of the heavily populated countries, the People's 
Republic of China and the Soviet Union, discourage 
both emigration and immigration. 

Migration flows over the years have often shifted 
direction, 

A major flow took place in the 1840-1915 period 
,vhen an estimated 52 million people left Europe-
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about 31 million for the United States and the others 
for such distant destinations as Argentina, Australia, 
Brazil, Canada, and South Africa. This movement 

reached a peak in the years between 1900 and 1914. 
In the 1965.75 period, there was still consider

able migration from Europe but, at the same time. 
other European movements had appeared. For x

ample, establishment of the European Economic 
Community in 1968 led millions of workers from 
Southern and Eastern Europe, Turkey, and North 
Africa to migrate to Western Europe in the 1960's; 

Western Europe had a net in.migration of4.9 million 
workers who were drawn there by job opportunities 
and attractive rates of pay. 

In the meantime, the flow of Western Europeans 
to such traditional destinations as Canada, the United 
States, and Latin America declined partly because 
of improved opportunities in their own countries. In
creasing unemployment in the mid.1970's however. 
brought about reassessments in Western Europe; 
"anti.inmigration" attitudes made their appearance in 
some countries, notably Switzerland, but also to 
some extent in Belgium, Denmark, France, Luxem
bourg, West Germany, and the United Kingdom. 

The United States in the 1965-75 period re
mained the leading country of immigration in terms 
of total intake, with 395,000 immigrants admitted 
legally in 1974. There have been great increases in 
immigration from Latin America and the Caribbean 
islands, especially from Mexico, and from Asia. par
ticularly from India, Korea, the Philippines, and 
Taiwan. 

Migration to South Africa and Australia, mainly 
from Europe, increased in the 1951.75 period. 
South Africa has encouraged the entry of white 
immigrants: 37,000 entered the country in 1975, 
about half from the United Kingdom. Australia, 
which also has encouraged immigration, has had 
some second thoughts following an increase in 
unemployment. As comparod with the previous 
"target" for immigration of 110,000 per year, Aus
tralia set a ceiling of 80,000 immigrants in 1974, and 
lowered that to 55,000 in 1975. 

There has been a drastic drop-off in the tra. 
ditional migrant flow from Southern Europe to Latin 
America. Totals dropped from 800,000 in 1951.55 
to 131,000 in 1966.70, and a further decline took 
place in 1971.75. Workers from Italy, Spain, and 
Portugal have found the job market in Western Europe 
more attractive than that of Latin America. Also a 
factor, several Latin American countries have taken 
action to reduce the inflow of workers without 
special skills. In the mid.1970's, much of the intra. 
continental migration in Latin America consisted of 
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Birthrates since 1965 have declined to agreater degree than death rates, possiblydenotingthe beginning ofadown. 
trend in the populationgrowthrate. 

movements between rural areas. Between 1960 and 1970 about 5 million people 
From 1950 into the 1970's, there were heavy out- moved from one country to another. Major world 

movements of people from a number of the newly in- regions losing migrants included Latin America, 1.9 
dependent countries of Africa, involving some re- million; Africa. 1.6 million: Asia. 1.2 million: and 
patriation to Europe and elsewhere. Also, these Europe, 300.000. Regions gaining migrants were 
years included population movements in India, Paki- Northern America, 4.1 million and Oceania. 900,000. 
stan, and Bangladesh involving a total of many Illegal immigration has become an increasingly 
millions of people. vexatious problem for many nations. I has been 

In summary, the major migration streams since estimated that more than halt' a million foreigners 
1960 have been from Southern and Eastern Europe. were illegally working or living in vlious Furtopcan 
Turkey, and North Africa to Western Europe; from countries in 1973. The United Nations reported in 
Europe to Australia, Canada, South Africa, and the 1974 that there was illegal migration fron North 
United States; from Latin America, the Caribbean Africa into Italy and Greece and fronm Portugal to 
countries, and Asia to the United States; and from France. Large numbers of black workers have moved 
Asia and Latin America to Canada. illegally into South AfriLa. Thousands of illegal 

Countries registering the largest net migration immigrants, mainly from the People's Republic of 
gains in 1950-70 were the United States with a net China, have crossed the border into Hong Kong. 
Intake of about 6.9 million, West Germany with 4.8 Several hundred thousand illegal workers from 
million, France with 3.3 million, Australia with 1.9 Colombia and the Caribbean islands are reported 
million, Canada with 1.8 million, and Switzerland in Venezuela. Estimates of the "illegals" in the 
with 630.000. The countries with the heaviest net United States, many of them frotm Mexico. range 
outflows were East Germany with 2.5 million, Italy to 7 million or more. 
and Portugal with 2.0 million each. Spain and Yugo- Complaints about illegals are varied: they take 
slavia with 1.2 million to i.5 million each, Greece jobs that could otherwise be filled by the native
with 651,000, and Ireland with 558,000. born or by migrants who entered the country legally; 
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Rates of NaturalIncreasefor Major Regions 
and the World, 1965 and 1974 

Percent 

3.0

2.5- 1965 '1974 

2.0

1.5 

1.0 . 

0.5-

World Latin Caribbean Near Africe Asia OceaniaINorthernIEurope
Americ Iln Eas Ameria. 

(Mainland) 
SOURCE: Population Reference Bureau PRB 75-41 

The world rate ofnatural population Increase declined between 1963 and 1974. Declines In the depeioped countries,
the Caribbean area, andAsia were offset Inconsiderable degree by Increases InLatin America, Africa, and the Near East. 
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Birth rates appear to be associated with per capita gross 
national product, In 1974, Europe, Northern America, and 
Oceania had an average birthrate of 16 per 1,000 people and 
aper capita GNP of $3,456, whereas all otherregions, mainly 
developing countries, had a birth rate of 32 and acomposite 
per capita GNP below $450. 

they overburden social services; they pay few taxes; 
they send money out of the country in the form of 

remittances. Currently the arguments against wider 

action on illegals in the United States emphasizes 
humanitarian considerations including avoidance of 

family breakups and other hardships for individuals. 

Forced migrations have been an unfortunate 

factor of life for mankind since the dawn of history. 

One of the oldest examples of forced movement is 

the enslavement and transport of human beings; I is 

estimated that 9.6 million slaves-those that survived 

the voyages-were imported into the numerous slave-

using areas between 1450 and 1970; most of them 

were from Africa. There have been other forms of 

forced migration: Compulsory resettlement, expul-

sion and flight from political persecution, or war. 

Forced migrations are still part of tile world 

population picture. About 10 million refugees were 
India and Pakistaninvolved in the conflict between 

in the early 1970's. In 1972, Uganda, as part of its 

campaign to "Africanize" trade, the professions, and 

government, expelled some 40,000 Asians. Many 

thousands of Portuguese-speaking people, fleeing from 

Angola. have taken up residence incivil war in 
Portugal and elsewhere. Over 200,000 Cuban refugees 

have been admitted to the United States. and the U.S. 

refugee total was increased still further in 1975 by 

addition of sonic 120,000 Vietnamese men,the 
women, and children, 

Whether migration is "'good" or "bad" has been 

debated often but inconclusively. Few of the victims 
of forced migration would see any good in it. And 
developing nations that have lost scientists, skilled 
technicians, and other high-caliber people through 
voluntary migration argue that this "brain drain" 
works to their detriment. Some demographers have 
doubts about the benefit of immigration to receiving 
countries. But immigration, in filling the empty 
spaces of the world, unquestionably has improved 
the balance between population and resources, 
Certainly for millions of migrants who have found 
good jobs and improved living conditions in receiving 
countries, migration has been advantageous, 

Migration does affect population trends in in-
dividual countries. It has been estimated, for ex-

ample, that Ireland's population of 3.1 million in 
1974 would have been about 12 million without emi-

gration over the past 100 years and with the birth 
and death rates that prevailed. On the other hand, 
the population of the United States today would be 

substantially smaller in the absence of the 46.7 
million immigrants admitted between 1820 and 1974, 
plus their offspring. 

Because international migration can be significant 

in increasing or decreasing the rate of population 
growth in individual countries, it has been suggested 

from time to time that migration be made a keystone 

of international popalation policy. At the World 

Population Conference, representatives from Argen

tina and some other nations suggested that heavily 

populated countries would be helped if their citizens 

were encouraged to move into countries having 

smaller populations. But this proposal would seem 

to have little chance of universal adoption-not with 

116 countries opting for restrictions on immigration. 

But even if there were no political restrictions 

against tile movement of people from one country 

to another, the logistics involved would make migra

tion an utterly impracticable Way of solving the prob. 

lem of excessive population pressures. For example, 

if the developed nations should try to accept as 

immigrants the excess population growth of the de. 

veloping countries, they would have to receive scores 

of millions per year. Relocating such an enormous 

number of immigrants-year after year--would, of 

course. put an impossible burden on the world's 

transport, housing, health, education, and other 

The answer to the problem of excessiveservices. 
population growth obviously continues to involve 

fertility and mortality primarily. In the economic. 

social, and political climate existing today, inter

national migration can contribute relatively little 

to easing the global problems of population growth

and that in only a few limited parts of the world. 

Women's Rights and Fertility 
The United Nations in its Charter and in the 

Universal Declaration of Human Rights. stressed that 
all men and women are born free and equal in dignity 
and in rights. 

The U.N.'s first specific reference to family 
planning came in 1966 when the United Nations 
stated that the size of the family should be the free 
choice of each individual family. 

The International Conference on Human Rights, 
in 1968, expanded on this tenet by declaring that 
couples have a basic human right to decide freely 
and responsibly on the number and spacing of their 
children and a right to education and information in 

this domain. 
In 1969 a U.N. General Assembly resolution 
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Changes in Birth Rates Since 1960 
in 63 Countries 

Birth rates 

1960 1972 
Hong Kong 36.0 19.4 
Canada 26.7 15.7 
Singapore 
Barbados 
Taiwan (China) 

38.7 
33.6 
39.5 

23.3 
20.4 
24.2 

West Germany 
Malta 

17.8 
26.1 

11.4 
16.8 

Mauritius 
United States 

38.5 
23.7 

25.0 
15.6 

Trinidad and Tobago 
Costa Rica 

37.9 
47.4 

25.1 
31.6 

Martinique 
East Germany
Finland 

37.4 
17.2 
18.5 

25.1 
11.7 
12.7 

Fiji 
Iceland 
U.S.S.R. 
Brunei 

39.9 
28.0 
24,9 
48.9 

27.8 
19.7 1971) 
18.0 
35.4 

Luxembourg 
Guadeloupe 
Poland 

16.0 
38.4 
22.6 

11.8 
29.4 
17.4 

Netherlands 20.8 16.1 
Yugoslavia 23.5 18.2 
Austria 
Puerto Rico 
Egypt 
Albania 
Belgium
Sri Lanka 
Switzerland 
El Salvador 

17.9 
32.3 
43.0 
43.4 
16.9 
36.6 
17.6 
49.5 

13.8 
25.6 (1971) 
34.6 (1971) 
35.3 1969)
13.8 
29.9(1971) 
14.4 
40.7 

New Zealand 26.5 21.8 
Jamaica 42.0 34.6 
West Malaysia
Chile 
Portugal 

40.9 
35.7 
24.2 

33.6 
29.6 (1970)
20.3 

Greece 
United Kingdom 
Guatemala 
Bulgaria 
Guyana 
Panama 

18.9 
17.5 
48.9 
17.8 
42.2 
41.0 

15.9 (1971) 
14.9 
41.7 (1971)
15.3 
36.3(1968)
35.6 

Tunisia 
Channel Islands 
Spain 

46.8 
16.5 
21.8 

41.0(1969) 
14.6 (1971)
19.4 

Italy 
Surinam 
Australia 

18.3 
45.6 
22.4 

16.3 
40.9 (1966)
20.5 

Denmark 
France 

16.6 
17.9 

15.2 
16.9 

Uruguay 
Algeria 
Norway 

23.9 
48.2 
17.3 

22.b (1971)
46.0(1968) 
16.6 

Argentina 22.7 21.9 (1968) 
Mexico 
IsraelHungary 

44.6 
26.914.7 

43.4 
26.714.7 

Sweden 13.7 13.8 
Romania 
Jordan 

19.1 
46.3 

19.6 (1971) 
47.8 (1966) 

Czechoslovakia 
Ireland 

15.9 
21.4 

16.5 (1971) 
22.4 

Japan 17.2 19.3 (1971) 

SOURCE: AID/PHA/POP 

Percent decrease Percent increase 

-50 -40 -30 -20 -10 0 +10 +20 +30 +40 
1 

1/Countries and territories shown-
all of 230,000 population or more-
have nearly complete birth registra. 
tion for 1960 and 1972 except 
where noted. 

PRB 76-11 
(See World Fertility Trends 1974 by Ravenholt, R.T.) 
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Birthrates in most countriesare lower thana decadeago. For the worldas a whole birth ratesdeclinedfrom 34
 
per 1,000 people in 1965 to 30 In1974. Natural Increase, the excessof birthsover deaths,also isbeginningto
 
drop despitethe continuingdecrease Inthe mortalityrate,

The world rate ofnatural Increase declinedfrom 1.9 percent In1965 to 1.8 percent in 1974.
 

broadened this concept to include the right to the 
means to space and limit births, 

At the World Population Conference in 19-4, and 
at the International Women's Year Conference in 
1975, the close interrelationship between fertility 
and women's rights was clearly delineated. The 
importance of family planning to women's status was 
emphasized in the International Women's Year Planof Action as follows: 


Individuals and couples have the right freely and 
responsibly to determine the number and spacing
of their children and to have the information and 
means to do so. The exercise of this right is basic to 
the attainment of any real equality between the sexes 
and without its achievement women are disad. 
vantaged in their attempt to benefit from other 
reforms. 

However, a number of legal. economic, social. and
Howver acor nuer womlega, eomi sollyeciandcultural factors keep women from fully exercising 

their right to plan births and some encourage large 
families. Often, there are legal and other restrictions 
which prevent the relevant education, information, 
and services. Inadequate family planning programs 
deprive many women, particularly the rural poor, of 
the knowledge and means of safe, reliable fertility
regulation. Cultural definitions of woman's role 
as sexual partner, homemaker, and mother restrict 
her rights rather than affording her equal participa. 
tion in the social and economic life of her community. 
Lack of alternative roles for women, and male domi-
nance in decision-making, including decisions con-
cerning childbearing and all other facets of home life, 
are the current reality in most of tie world's nations. 

An official of the Office of Population, U.S. 
Agency for International Development, has de-
scribed the actual plight of women in the poorer 
areas of the world: 

The daily pattern of women in the developing
countries has changed very little for centuries. For 
instance, the average woman in South Asia or Africa
rises at 5 a.m. every morning. Shortly thereafter, 
with a small baby on her back, she leaves her rural 
hut for the fields. There she bends her back to 
planting, ploughing, and farming for most of the day, 
pausing occasionally to quiet and nurse her child. 
Returning home, she gathers firewood along her way
and once home, pounds grain, walks a mile to fetch 
water, and cooks the family meal. After a fifteen-
hour, nonstop working day, she finally sleeps. 

She does not know this is women's year and has 
been unaffected by it. She has never learned to read 
and write, was married off by her father at 14 yearsof age, will have eleven pregnancies, six survivingchildren, and may live to be fifty. She has had no 
access to family planning services and does not under. 
stand the reproductive process. 11er property and 
money, if she has any, are controlled by her hus
band. She has few, if any, rights. This woman hearsthe heavy home and work responsibilities of her
family and has far less chance for education and ad
vancement than her husband or brother. In Bangla.
desh, for example, the literacy rate for men is 20 
percent. while for women it is only 2 percent. The 
women are kept closely in the home, and are not 
allowed even to worship in the Iosques where only 
men are deemed worthy to pray. 

The International Women's Year ConferenceTh IneatolWmn' aiC frnc 
(IWY), with its central theme of equality, develop. 

to demands expressed for equal rights, oppor

iet n ecwsatne nMxc nJn 
1975 by representatives of 133 countries. Central 
to the bhde pres s for3equris, oppr. 
tunities, and responsibilities was tie insistence on a 
woman's right to determine the number and spacing 
of her children. 

With the ability to delay the firsl birth, to space 
births several years apart, to stop childbearing when 
desired family size is reached and to limit the total 
number of births (or choose to have no children). 
it was stated a woman gains considerable control 
over her health, the health of her children, her 
opportunities for employment and education, and 
the exercise ot her economic, social. and political 
rights in the society and in the family: that by ex
ercising her right to con!rol her fertility, a woman 
also contributes to the economic well-being if 
her family, her village, her country. and the world. 
Freedom from care of" the family. be it small or
large, was discussed in terms of freedom to gain
education and add to the economic oulpu of the 

family and larger economic entities. The view was 
widely held that fewer children per family can 
enable a better quality of life for family members 
and savings and capital formation for the family,
village, and nation. Itwas ted also that by o.
 
villag a nnatio ntwas omteo t o
bilizing women fully into economic production,
increased output and mort rapid economic growth
results, as well as smaller families. 

23
 



Birth Rates i the Five Most Populous Countries 
Births Per of the World, 1965 and 1974

1,000 
Population 

Em 1965 

E1975 

40-


301- /I/ ... .... 

" '.'." .// !// . .'. 

40 a
Pepls nd USRUS noesi10 .... II ,..O€//t .o 

R *Peoples/ nda* *USSR US nd oi 

China
SOURCE: Population Reference Bureau R754 

Of thefive most populouscountries In lte world, four showed significantdecreases Inbirthrates overa 1O-yearperiod. Thesefour countries, with a combinedpopulationof 1,778 million In 1973, accountfor 43 percent of the world's totalpopulation.(Estimates of China's current birthrate Par), considerably.) 

Abortion Situation* 
Induced abortions have long affected significantly

the world rate of population increase as well as the 
rate in individual countries. thisFor reason the
following information is presented regarding the
estimated worldwide incidence of abortion and its 
current legal status in most countries. 

The world total of abortions-legal and illegal-
Is not known for any year, since statistics even on
legal abortions are not fully reported in many coun-
tries and illegal abortions are mostly unrecorded,
However, health records, data on legal abortions, and 
related information indicate that abortion continues 
to be widely used. 

Probably indicative of the annual world total is 
the estimate for 1971 reported by John Robbins of 

*_Most information given here is drawn from 
Populaion Re'ports: Law and Policy, Series E,No. 3,
January, 1976, by Margot Zimmerman, published by
George Washington University Medical Center, Wash-lngton, D.C. 

the Planned Parenthood Federation of America. 
With calculations based on data from 87 countries
included in the International Planned Parenthood 

Federation (IPPF) survey of 208 countries in 1971,
Robbins estimated that ". . . more than 55 million 
women terminated their pregnancies by abortion 
-legal and illegal-during the year (1971), for a
worldwide total of 4 abortions for every 10 babies 
delivered."
 

Because estimating lte extent 
 to which abortions 
reduce the number of births which would otherwise 
have occurred in a population depends upon knowing
the level of contraceptive practice, it is impossible
to calculate for the world as a whole the current 
demographic impact of abortion, particularly as based 
on admittedly controversial estimates of annual inci. 
dence. However, of abortionanalysts statistics relating to population growth have noted that none 
of the world's industrialized countries has ever 
brought its birth rate down substantially without 
significant recourse to abortion. These analysts conclude that developing countries will be unable to 
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reach desirable demographic goals for the future with. 
out such recourse. 

Although abortions are prohibited absolutely in 
some countries and are subject to varying restrictions 
in most others, considerable liberalization of abortion 
laws has occurred in this century, a trend which has 
accelerated in the 1970's. As a result, legal abortion
services are now theoretically available in many
populous countries, although availability in actual 
practice varies considerably. 

In January 1976, Margot Zimmerman, of the 
Population Information Program of George Washing. 
ton University Medical Center, concluded that 
"Today 60 percent of the people of the world live 
in countries where abortion in the first trimester of 
pregnancy is legal either for social and economic 
reasons, or on request without specific indication." 

The following countries permit abortion "on re. 
quest" during a specified period, usually the first 
trinmester of pregnancy, without the applicant's 
specifying any reason: Austria, The People's Republic
of China, Denmark, France, the German Democratic 

Republic, Singapore, the Soviet Union, Sweden, 
Tunisia, the United States, and the Democratic 
Republic of Vietnam. In these countries, the decision
usually rests with the woman and doctor.her 
(Generally, abortions beyond the period prescribed by
law for elective abortion are permitted when medi. 
cally indicated.) 

In addition, 19 other countries or states allow 
abortions for social and socio-medical reasons. As re
ported hy Zimmerman, these include South Australia 
and the Northern Territories of Australia, Bulgaria,
Cyprus, Czechoslovakia, Finland, Germany, Great 
Britain, Hong Kong, Hungary, Iceland, India, Japan,
Norway, Poland, Romania, Uruguay, Yugoslavia. and 
Zambia. In these, in evaluating the threat to a 
woman's health, doctors are permitted to consider 
social factors, such as marital status, economic 
condition of the family, and family health and 
housing conditions. In sonic countries, adverse social 
conditions unrelated to the woman's health may also 
be taken into account. 

Also 36 other countries are identified by Zimmer. 

New Acceptors of Contraceptive Methods in Family
Planning Programs of 46 Developing Countries, 

1965-1974 
Millions of acceptors 

10- Condoms and other methods 

9- Steriization 

8- IUDs 

7- Pills 
8I 

,CX>0<(X
 
.,°.° .O'
m... . *.. 

2

0-. . .
 

SOREIDPAPP 1965 1986 1967 1968 1969 
 1970 1971 1972 1973 1974 R3713 

Use ofpillsand condoms continues to expand, while use ofIUD's has lust about held Its own. The sharp declineinsterilizationIn 1973 and 1974 reflectsIndia's decision to de-emphasize its mass camps for Vsectomies, whilesterilizationswere Increasing elsewhere. The upswingInsterilizationin 19 74 Isapparently continuing. 
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man as permitting abortion under "moderately re-
strictive" conditions, These include: In North Amer. 
ica-Canada; in Europe-Albania, Greece, Italy, and 
Switzerland; in Africa-Cameroon, Ethiopia, Ghana, 
Kenya, Mauritius, Morocco, Nigeria, Sierra Leone, 
South Africa, Sudan, Swaziland, and Uganda; in 
Oceania-Australia; in the Near East-Israel, Jordan, 
Lebanon, Syria, and Turkey; in Asia-the Republic 
of Korea and Thailand; and in Latin America-Argen-
tina, Brazil, Cura Rica, Cuba, Ecuador, El Salvador, 
Guatemala, Honduras, Mexico, Peru, and Chile. 
In these, abortions are permitted on one of several 
grounds: (I)To preserve the health of the woman 
(in some, countries mental as well as physical health); 
(2) on humanitarian or juridical grounds if pregnancy 
resulted from rape or incest; or (3)on eugenic grounds 
Ifit is believed the fetus has been impaired and/or the 
child would be born with serious physical or mental 
defects. In this group of countries, the written 
consent of two physicians and/or an abortion board 
is usually a prerequisite, 

In another 45 countries, abortion is permitted 
only to save tie life of the pregnant woman. These 
are: In Europe-Luxembourg, the Netherlands, 
Northern Ireland, and Spain; in Latin America-
the Canal Zone, Jamaica, Nicaragua, Paraguay, 
Trinidad and Tobago, and Venezuela; in Asia--Bangla-
desh, Malaysia, Pakistan, the Khmer Republic, Sri 
Lanka, the Republic of Vietnam, and Nepal; in 
the Near East--Iran, Iraq, and Kuwait; in Oceania--
New Zealand; and in Africa-Algeria, People's Re-
public of Blenin, Botswana, the Central Africa Re. 
public, Chad, the People's Republic of Congo, Egypt, 
Gabon, Gambia, Guinea, Ivory Coast, Lesotho, 
Liberia, the Malagasy Republic, Malawi, Mali, Niger, 

Rwanda, Senegal, Somali, Tanzania, Togo, Upper 
Volta, and Zaire. 

On the other hand, 15 countries and areas have 
laws prohibiting abortion under all circumstances: 
In Europe-Belgium, the Republic of Ireland, Malta, 
and Portugal; in Latin America-Barbados, Bolivia, 
Colombia, the Dominican Republic, Haiti, Guyana, 
and Panama; and in Asia-Burnm'., Indonesia, the 
Philippine Republic, and the Republic of China (Tai
wan). 

In addition, Zimmerman identifies other coun. 
tries whose laws do not mention abortion but wh;ee 
abortion is presumed to be illegal or very restricted. 
Among these are: In Latin America-French Guiana 
and Surinam; in Asia-Afghanistan, Laos, and North 
Korea; in the Near East-Bahrain, Muscat, Oman, 
Qatar, Saudi Arabia, tile United Arab Emirates, and 
the People's Republic of Yemen; in Africa -.Burundi, 
Equatorial Africa, Libya, Mauritania, and Rhodesia; 
and in the Pacific area-the Gilbert and Ellice Islands, 
the New Hebrides, Western Samoa, and the Cape 
Verde Islands. 

The increase in permissiveness for abortion 
in recent decades, in tile face of opposition from 
religious sources and related groups, is attributed 
to a varying "*mix" of reasons in different coun
tries--improvement in maternal and child health; 
growing recognition of the rights of women; need 
for more women to work outside the home; desire 
to reduce high birth rates for improvem-ent of social, 
economic, and family welfare conditions; need to 
reduce deaths and illness associated with illegal 
abortions; and desire for correction in cases of 
contraceptive failure. 
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Region and Country Situations
 

Africa 
The population of Africa in 1975 (including 

Egypt) was estimated at about 402 million, or about 
10 percent of the world's total. By 1974 it was in-
creasing at an estimated 2.6 percent per year, up 
slightly from 2.5 in 1965; this growth if continued 
would double Africa's population in just 27 years. 

Birth rates are extraordinarily high in nearly all 
African countries. For the region as a whole, tile birth 
rate in 1974 was about 47 per 1,000 population, 
accompanied by a high death rate of 21 per 1,000. 
Unless the birth rate declines sharply, the expected 
reductions in mortality owing to improved health 
measures over the years ahead will accelerate the 
present pace of growth. 

Fully half of the region's increase from 1965 to 

1975 has occurred in the 20 countries with the lowest 
incomes per person-per capita Gross National Pro-
duct (GNP) ranging from $60 to $120 per year-and 
over two-thirds the total rise was in countries and 
areas with per capita GNP below $300 per year. In 
these, the problems of poverty, hunger, ill health, and 
inadequate public services are especially acute. In 
most of them, the public revenae base is necessarily 
thin and the accumulation of savings, public and 
private, is too small to allow enough indigenous 
investment for improvement of their economies. 

At the same time, population is shifting to the 
cities from rural areas where living -onditions are 
poor-often primitive. Although over ') percent of 
its labor force is still in agriculture, tile African 
Continent is seeing urban population increase by over 
5 percent a year and by 10 percent in some areas. In 
some countries, people have been crowding into cities 
faster than urban jobs, housing, and social services 
can be provided. 

Official concern with population increase has thus 
far been slow to develop in most countries in Africa. 
Many of them, having emerged from colonial status 
only a few years ago, are largely preoccupied with 
other problems. Some leaders feel that population 
increases are needed in their countries; and many 
hold the view that only rapid economic and social 
development, with expanded foreign assistance, can 
create the conditions needed for reduction in 
fertility. A group of African countries were among 
those presenting this view at the World Population 
Conference in 1974. 

Even so, the burgeoning populations of recent 
years have drawn widening attention to family 
planning, especially for the improvement of maternal 
and child health and for family welfare. As a result, 
by 1975 nine of the region's 54 governments had 

Population In Africa may double in 27years if present growth rates continue. 
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Food and Population in Africa,* 1965-1974
 
150

1961-65 = 100 
140

13-Population -000 " "*"130
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110- Total food production 
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90- Per capita food production 
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SOURCE: 
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Economic Research Service, 

U.S. Department of Agriculture 
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* Excludes 

South Africa 

1971 1972 1973 1974 

PRB 75-20 

Estimated Vital Rates in Selected
 
Countries in Africa, 1974
 

Natural Increase Deaths per 1,000 Births per 
per 1,000 popufation population 1,000 

population(Whole bar) 

Niger _5_2 27 

Zambia -- ___31 __, __ ,__"0 _ _ 51 

Ethiopia 23 26 49 

Nigeria 26 23 49 

Kenya 33 16 49 

Sudan 30 1 48 

Angola 23 24 47 

Morocco 30 1k 6 46 

Zaire 25 I '\" 20 -,o 45 

Mozambique 23 R7=- 20 , 43 

South Africa 27 1-.FNF&6, 43 

Tunisia 25 8138 

Mauritius 21 IN7.7-- 28 

SOURCE: Population Reference Bureau PRB 75-36 

28
 



Africa'spopulationhas tended to expand faster than Its foodproduction,resultinginadownward trend Inper
capita foodoutput.In 1972 and 1973, drought broughtfoodshortagesandfamine to a number ofcountries, 
particularlythose Inthe Sahel as well as InEthiopia. Thousandsstarved despite large reliefshipments offoodfrom 
the United States and other developed countries.Rains were near normal In1974 and 1973. 

initiated policies and programs for family planning-
seven since 1966. Also, family planning activities 
sponsored by indigenous private organizations and 
church-related groups have come into being or have 
been expanded in about 25 other countries. 

Family planning services differ widely among 
African nations. Governments assist programs in 
Egypt. Morocco, and Tunisia in northern Africa. 
Kenya and Mauritius in eastern Africa. Ghana and 
Liberia in western Africa. Zaire in central Africa. 
and Botswana in southern Africa. Several other 
countries without official population policies have. 
nevertheless, incorporated family planning into their 
maternal and child health programs. Each country's 
policies and programs are explained under the 
country headings later in the chapter. 

External Assistance 
The growing interest in family planning has been 

accompanied by increased international support for 
both individual countries and regional programs. The 
assistance each country receives, if any. is listed under 
the country heading. 

The U.S. Agency for International Development 
(AID) has had a most important role in such 
assistance. AID has channeled support chiefly to 
maternal and child/health family planning projects of 
national governments but has also indirectly assisted 
governments and private groups through such organi-
zations as the International Planned Parenthood 
Federation, The Pathfinder Fund, the Population 
Council, and the Planned Parenthood Federation of 
America. Further, it has funded demographic and 
research projects, usually through American uni-
versities, and assistance to African regional programs. 

In Africa, AID also has a Special Population 
Activities fund. which was set up in 1971 mainly to 
assist countries not receiving bilateral assistance 
through U.S. AID programs. In fiscal 1975, some 
$173,000 was granted under this program to Chad. 

The Gambia, Lesotho. Malawi, Mali. Mauritania. 
Niger. Rwanda, Senegal, and Swaziland. 

AID funding for population/family planning 
activities through regular bilateral assistance to 
African countries totaled S3.162,000 in fiscal 1975. 
This went to Botswana. Ethiopia. Ghana. Kenya. 
Liberia, Nigeria. Tanzania. and Zaire. "he funds 
provided for the operation of clinics. comraceptives 
and other supplies, information-education programs, 
training and research, and maternal and child health 
extension work. 

Regional activities funded by AID have included: 

* Participant training and research at Meharry Medi. 
cal College in Nashville. Tenn.. for African medical. 
paramedical. and other personnel. Through fiscal 
1975. the College conducted four 19-week maternal 
and child health/family planning sessions for 77 
participants. In addition, short courses were offered 
to 20 Africans. and consultants were provided for 
maternal and child health/family planning programs. 
* A maternal and child health extension program 
involving pilot programs developed jointly with the 
Governments of the Gambia. Benin (Dahomey). and 
Lesotho. This assistance has gone for participant 
training in both the United States and tl.e African 
country in question. contraceptives, clinic supplies. 
vehicles, and other costs. 
9 Assist. to selected African universities in in
troducing population instruction and research into 
their curriculums. So far. assistance has centered on 
the University of Ghana. which is to develop a 
population center. The University of North Carolina 
has been a contracting par'ner in this program. 
9 A project with the Association of Medical Schools 
in Africa to help African lealtli-training facilities to 
develop and implement family planning and health 
curriculums. The project, to extend through 1978. is 
to assist 20 medical and 35 nursing/midwifery schools 
and other allied institutions. Workshops for nurse/ 

Africa'srate ofnatural Increase was 2.6 percent In 1974, substantiallyabosw the world lerel of 1.8 percent. Africa's 
birthrate of47 per 1.000 people was the highest ofany major region-but so was Its death rate of 21 per 1.000. 
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midwives already have been held in Ghana, Kenya, 
and Nigeria. Aworking conference in Kenya was held 
for six east African medical schools. As of June 
1974, 91 instructional units had been developed and 
were being tested or approved, and 113 faculty 
people from 71 institutes in 16 countries were 
involved in the program. 
e Administration of a Special Population Activities 
fund for projects, primarily in countries not receiving 
bilateral assistance, with support usually tanging from 
$5,000 to $25,000 per project. 

Plans for fiscal 1976 include training courses for 
10 African participants, aid in developing training 
programs in Africa, consultant services, and short-
term classroom training plus clinical training for up 
to 30 African nurses and/or nurse midwives. 

The. United Nations Fund for Population Activi-
ties (UNFPA) assists programs in individual countries 
and also gives support to a number of regior.al 
projects. it especially furthers the work carried on by 
the U.N. Regional Economic Commission for Africa 
(ECA) and by other specialized U.N. organizations. 

The ECA-a key force today in African popula-
tion/family planning efforts-has among its member-

ship practically all the independent nations of Africa. 
One leading ECA undertaking is the African Census 
Program, financed mainly by UNFPA, which also has 
supported demographic censuses and surveys in over 
20 African countries. Recent projects have included 
studies on migration in selected countries. 

Other regional African organizatiois involved 
population-related analysis and associated activities 
include the Population Association of Africa, and the 
Union Douaniere et Economique de 'Afrique 
Centrale. 

In addition, Family Planning International 
Assistance has provided funds for church-related 
programs in African countries; the World Assembly of 
Youth has sponsored African regional seminars on 
"Youth and Family Planning" in Nigeria, Kenya, 
Mauritius, and other African countries; and World 
Education has assisted in incorporating family 
planning concepts into functional literacy and adult 
education programs. 

The International Confederation of Midwives has 
sponsored a number of regional workshops, such as 
one in Accra for Anglophone west African countries 
in 1972 and the 16th International Congress of 

Most African countries show gains Intotal gross national product. But growth ofper capita GNP is being slowed 
by highrates of natural population increase, which averaged 2.6 percent for the continent as a whole 
In1974, as compared with 0.6 percent for Northern America and Europe. 

Economic Growth Rates1 

in Selected African Countries 

Total GNP Per capita GNP 
(percent growth) (percent growth) 

Nigeria _____________________ 6.2 0 3.6 

Algeria _______________________ 5.9 O 2.4 

Kenya 5.5 2.1 

Ghana ______________________ 4.8 1.7 

South Africa __________________ 4.7 2.0 

Zaire M/////////_________ 4.5 1.8 

1/Average annual growth of 
Gross National Product (GNP), 

SOURCE: AID/SRD 1970.1974 PRB 75-29 
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The Gabonese Govern. 
inent has established 
new maternal and 
child health services 

A as part of the national 
health development 

IT , schene. Near 
Libreile,a h'IIO nurse 

Sgires advice on child 
47 	 care to mothers. Gabon 

has the lowest rate of 
natural increase~in 	 Africa 

because ofpoor 
health conditions. 

Midwives, October 28-Novcmber 3, 1972, in Washing. ducted in Paris, France, in January 1973, discussed 
ton, D.C. Over 40 nurse-midwives from a number of health projects, including family planning services, 
African countries attended the latter conference. in Francophone countries. 

Regional medical seminars have also been held by A number of voluntary agencies, foundations, and 
the African-American Labor Center through an AID foreign countries have also given extensive assistance. 
grant. One was in Bathurst, The Gambia, in Septem- ihese include: the International Planned Parenthood 
ber 1972 with labor leaders, family planning officials, Federation, the Ford Foundation, Oxfam and 
and representatives of Government ministries and Oxfam-Canada, The Pathfinder Fund, the Population 
international organizations attending. Countries Council, and the Governments of Canada, Denmark, 
represented included Nigeria, Ghana, Sierra Leone, the Netherlands, Noiway, Sweden, and the United 
Liberia, and The Gambia. Another seminar was con- Kingdom. 

Al erlia contraceptive service (mainly orals and IUD's) and 
training for medical and paramedical workers. 

The population of Algeria in mid-1975 was esti
mated at 16.8 million, up 4.4 million from a decade External Assistance 
ago (1965). Based on a birth rate of 49 per 1,000 The United Nations Fund for Population Activi
population and a death rate of 15 per 1,000, the rate ties (UNFPA) is helping to finance a national census 
of natural increase is 3.4 percent. 	 and related activities. UNFPA also is helping to fund 

With large oil income available to finance its construction of maternal child health/family planning 
further development, Algeria's leaders see little need centers, and is paying for the services of two con
to slow population growth. This is reflected in official sultants to the Government. 
statements that high birth rates are the result of The World 1ealth Organization (WHO), with 
underdevelopment, not the cause. Yet despite the UNFPA financing, has provided consultants to con
sensitivity surrounding population issues in Algeria, duct training in child spacing. 
Government health programs encourage wider spacing The International Planned Parenthood Federation 
of births and make contraceptives available to people (IPPF) has provided training for doctors and para
seeking them. And the Government allows voluntary medical personnel and has supplied contraceptives 
and multilatei,. ':ssistance to private family planning. and literature to clinics. To date, however, there has 

Family planning projects, called pilot programs, been no formation of a Family Planning Association 
are operated at university hospitals in the cities of of the type organized in many other countries 
Algiers, Constantine, and Oran. The clinics offer throughout the world, 
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A number of other voluntary organizations have rates more rapidly than birth rates. This likelihood is 

been active in Algeria. Church World Service has 
provided limited assistance for planned parenthood 
activities. The Pathfinder Fund has supplied contra-
ceptives and literature. The Population Council, with 
Ford Foundation financing, has provided a resident 
advisor to tile Ministry of Finance. The advisor has 
assisted in such studies as the relationship between 
population growth and economic planning and be-
tween population growth and vital rates. The Council 
also has provided demographic consultants and 
fellowships funded by tile Ford Foundation to 
qualified Algerians. 

The Swedish International Development 
Association has provided contraceptives and equip-
ment for the three pilot family planning clinics. 

Angola 
The population of strife-ridden Angola, until 

recently a colony of Portugal, is estimated at 6.3 
illion,Developmentand de a natrt imillion, rpetvely sl iin r can2 

per 1,000, respectively-resulting in a natural increase 

of population of 2.3 percent annually. Continuation 

of this rate of increase would double the population 
within 30 years. Life expectancy at birth is a low 38 

years. The infant death rate is 203 per 1,000 live 
births-one of the highest in Africa. 

The dependency ratio is also high; 42 percent of 
ae te hghAngoansarebelw1. Alhouh ro.Angolans are below age I5. Although the high pro-

portion of young people would indicate, under 

normal conditions, that further rapid growth of the 

population is in prospect, the effects of the con-
tinuing conflict in Angola cannot now be assessed. 
Even before the present internal conflict, health 
conditions were poor and now are more so. 

There are no organized family planning activities, 

People's Republic of Benin 

The People's Republic of Benin, formerly 
whcse mi-197 population was eti-Dahomey, mid-1975 poulaton as esti-

mated at 3.1 million, has a rate of natural increase of 

2.7pThe 

Dahoeywhes 

year epo7plationt wouldpdoublein26 s.thAs,of197population would double in 26 years. AS of 1974, 

births per 1,000 of population stood at 50 and deaths 
at 23 per 1,000. Contributing to this death rate is 
Benin's high rate of infant mortality-185 per 1,000 
live births. High infant mortality, in turn, lowers 
overall life expectancy to 41 years. These statistics 
also indicate that Benin could experience accelerating 
population growth in the future if it follows the 
typical developing-country pattern of reducing death 

increased by the country's high dependency ratio; 
45 percent of the population isunder 15 years of age. 

Although the Government apparently feels that 
the country's population is growing at an acceptable 
rate, population and family planning activities I'.,.. 

increased in intensity during the last decade. In 
1965, such efforts included a single private clinic and 
some individual doctors offering family planning 
advice. Today, tile Government is including the 
concept of child spacing in its maternal and child 
health program, and a private family planning associa
tion is active. It was established in 1971 and is a 
member of the International Planned Parenthood 
Federation (IPPF). 

In the demographic field, the Government under
took a nationwide population census in 1975; a 

sample survey will follow in 1976. 

External AssistanceSince 1972, the U.S. Agency for International 
Since 1972, h assised froInten a n d 

(AID) has assisted a project to expandGovernment maternal/child health services, including
child spacing and training of personnel. This help is 

provided through a contract with the University of 
California (Santa Cruz) and includes funds for person.nepripatriigcmotesadohr 
nel, participant training, commodities, and other 
services.

The United Nations Fund for Population Activi-
Te UnPA) providedFund for Population csse 

ties (UNFPA) provided funds for population censusesben odtdin17-. 
being conducted in 1973-75. 

The IPPF supports the local family planning 
group with most assistance going for administration,
information-education, and training-and The Path
finder Fund has provided equipment for the presenta
tion of films on family planning and sex education. 

The World Assembly of Youth has sponsored 
conferences and seminars on population, develop

ment, family planning, and responsible parenthood 
for various youth groups. It also has sponsored team 
visits to rural areas to provide information on 

population problems and family planning, help 
establish youth family planning clubs, and conductpnldsusos 
panel discussions. 

Smithsonian Institution, through its Inter 
disciplinary Communications Program, is assisting thestudy of the influence of Vodun practices on the 

fertility of people in southern Benin. 

Botswana 
Botswana's population totaled 677,000 in mid

1975, or about 111,000 more than 10 years earlier. 
Its current birth rate is 46 per 1,000 of population 
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and the mortality rate is 23 per 1,000, resulting in a 
natural increase of 2.3 percent a year. 

A nation with no family planning activities 10 
years ago, Botswana today gives priority to family 
planning in its development plans and extends these 
services through somc 64 health clinics. The change in 
position came in 1970 when the Government 
included family planning in its National Development 
Plan for 1970.75. A later scheme, for 1973-78, calls 
for a rapid expansion of the rural health service, 
including family planning, noting that "at Botswana's 
stage of development, economic growth is in no way 
assisted by the rapidly rising population." Goals of 
the 1973.78 plan include offering family planning 
services at I I hospitals, 8 health centers, 90 clinics, 
and 178 health posts by 1978. 

Earlier, Botswana-like many other African 
nations-had not related the world population 
problem to its own situation because its overall 
population density is relatively light. However, much 
of Botswana's 220,000 square miles is arid and 
inhospitable to human habitation, and most of the 
people are concentrated in a narrow belt in the 
eastern part of the country. Moreover, the rapidly 
growing population has a large proportion of de-
pendents (46 percent of Botswana's population is 
under 15 years of age) and mounting urban popula-
tion pressures as people move to cities from the 
countryside in an effort to join the cash economy. 

To meet its 1973.78 goals, Botswana is currently 
training personnel to deliver family planning services 
to small towns and rural areas. Efforts so far have 
included an annual conference for family welfare 
educators as well as training and refresher courses. 
These educators were to number 130 by the end of 
1974, 183 by 1975, and are to reach 240 by 1976. 
Education campaigns are also an important part of 
the program, which is designed to improve the quality 
of life while lowering the population growth rate. 

Total inputs into the program in 1975 are 
estimated at $583,000, including $102,800 from the 
International Planned Parenthood Federation (IPPF). 
Botswana's Government is an affiliate member of 
IPPF and is represented on the regional Council. 

External Assistance 
Much of the assistance for family planning in 

Botswana comes from the U.S. Agency for Inter-
national Development (AID), which began its help 
in 1971 soon after the Government launched its 
family planning program. First, a training program for 
Botswana family planning personnel was set up in 
1972 at Meharry Medical College in Nashville, Tenn. 
AID followed up with advisory assistance in 1973 and 

1974. At present, the major areas of AID assistance 
are manpower and institutional development, in. 
cluding training in maternal and child health, family 
planning education for medical and paramedical 
personnel, and establishing a health education unit. 

The International Planned Parenthood Federation 
(IPPF) provides direct assistance to the Government 
of Botswana with technical services, training. infor. 
mation and education, and contraceptives. 

The United Nations Fund for Population 
Activities (UNFPA), working through the World 
Health Organization (WHO) and the United Nations 
Children's Fund (UNICEF), is helping to strengthen 
the programs of clinics offering health and family 
planning services. It also provides technical personnel. 

Norway has paid the construction and operating 
costs of 40 health clinics and 120 health posts. 

Burundi 

The total population of Burundi was estimated at 
over 3.7 million as of mid.1975, an increase of over 
one-fifth from 10 years earlier. Although the death 
rate is high (25 per 1,000) owing to inadequate diets, 
low incomes, lack of social services, and over
crowding, the birth rate (48 per 1,000) is twice as 
great and causes a population increase of 2.3 percent 
per year-a rate that would double the present total 
in 30 years. Reflecting the poor health conditions and 
inadequate services, the average life expectancy at 
birth is 39 years. Annual per capita GNP is $70, and 
the literacy rate is 10 percent. 

The decade has seen little change in Burundi's 
family planning activities. The country in 1965 had 
no organized family planning activities, and today 
only limited services are offered by missionary groups 
and some maternal and child health centers. There is 
no official population policy. 

External Assistance 
The United Nations Fund for Population Activi

ties (UNFPA) financed the services of a population 
advisor to help with the 1972 census, but no direct 
external assistance has been provided. At Government 
request, the International Planned Parenthood Federa. 

tion has supported a doctor in Bujumbura doing 
family planning work asa part of his dutiessince 1970. 

The Pathfinder Fund has given limited aid. 

Cameroon 
The country's mid.1975 population was approxi. 

mately 6.4 million-a count that could double by 
2013 at the present rate of growth of 1,8 percent. 
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Birth and death rates are estimated at 40 per 1,000 Births per 1,000 population are estimated at 43, 
and 22 per ',000, respectively. As of 1974, 40 
percent of the country's population was under 15 
years of age, and the average life expectancy at birth 
was 41 years. GNP per person isestimated at $230 per 
year. 

At the start of the decade, Cameroon had no 
organized family plaihiilng activities, no population 
policy, and maintained a basically pronatalist position 
based on a belief that the country was under-
populated. These conditions still exist at the end of 
the decade although some private physicians prescribe 
contraceptives, including orals and IUD's. 

The Government is, however, attempting to im-
prove its demographic statistics and statistical 
services, and its Bureau of Statistics is undertaking 
several demographic studies. 

External Assistance 
The U.S. Agency for International Development 

(AID) is assisting the University Center for Health 
Sciences with a multi-donor effort to train doctors, 
nurses, and paramedical staff in preventive and com-
munity medicine relevant to rural health needs in 
Cameroon and neighboring countries. AID funding in-
cludes assistance in construction of University facili-
ties for out-patient care, as well as pediatrics and 
maternity hospitalization; provision of four U.S. 
faculty members to the University for 4 years each; 
advanced training of Cameroon health personnel 
in the U.S. and elsewhere; and scholarships for 
other Central Africans. AID also has assisted with an 
urban fertility study and training for a Cameroonian 
at the U.S. Bureau of the Census. 

The United Nations Fund for Population Activi-
ties financed a population census, census communi
cation, improved maternal-child care services, and 
a council of women seminar. 

In 1961, the U.N. Economic Commission for 
Africa established in Yaounde the International Sta-
tistics Center, which includes training in demographic 
analysis. 

The Canadian and French Governments are 
assisting Cameroon in the development of a regional 
training center for health services. 

Church World Service has a limited family plan-
ning program in Cameroon. The Ford Foundation, 
Population Council, and The Pathfinder Fund have 
also supplied assistance, 

Central African Republic 

The Central African Republic in the heart of the 
continent has an estimated population of 1.8 million, 

deaths at 22. Infant mortality isa high 175 per 1,000 
live births, and 42 percent of the population is under 
age 15. The present rate of natural increase is 2.1 
percent per year. 

While some official Interest has been shown in 
family planning, there are no organized official 
activities. Some doctors provide family planning 
advice. However family planning by individuals is 
limited by lack of information and the cost of contra. 
ceptives. 

External Assistance 
The United Nations Fund for Population Activi. 

ties provided $712,000 in the 1973-75 period for a 
population census. 

Chad 
The population of Chad is estimated at 4 million, 

over four-fifths of which isrural. At the 1974 growth 
rate, the present total would double in 35 years. Birth 
and death rates are estimated at 44 and 24 per 1,000, 
respectively, giving a growth rate of 2 percent per 
year, and 41 percent of the population is under age 
15. Annual GNP per capita isonly $88. 

No organized family planning activities exist. 
While sale of contraceptives is prohibited, private 
physicians provide family planning information and 
services on request. 

The Office de la Recherche Scientifique et Tech
nique Outre-Mer (Paris) and the National Museum at 
Fort Lamy have conducted some economic and social 
research on Chad's population and related problems. 

External Assistance 
The United Nations Fund for Population Activi

ties financed a population census in the 1973-75 
period. The Population Council supported a knowl
edge, attitudes and practices survey. The French 
Government has funded demographic research. 

Comoros 

The Comoro islands, with a population of 
298,000 and birth and death rates of 44 and 20 per 
1,000 respectively, have a growth rate of 2.4 percent 
a year. If the same rate continues, the population could 
double in 29 years. The present dependency rate is 
high, with 43 percent of the people under 15 years of 
age. Per capita income (GNP) is $170 per year. 

This newly independent country has no official 
population policy. A small family planning associa
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tion was organized in 1969 but is not now active, 

External Assistance 
In 1970 The Pathfinder Fund made a small study 

of IUD insertions as part of its international program. 

Congo 
At its current rate of natural increase, 2.4 percent 

annually, Congo would double its present popula
tion of 1.3 million in 29 years. Birth and death rates 
are estimated at 45 and 21 per 1,000, respectively. 

No family planning activities have been organized. 
The United Nations Fund for Population Activi

ties has financed a census and an educational planning 
seminar. 

Egypt 
Population pressure in the Arab Republic of 

Egypt shows up not so much in the total number of 
people (37.2 million) as in the fact that 99 percent 
of them are compressed into the 3.5 percent of the 
country's area that comprises the Nile Valley and 
its delta. In this crowded area, population density is 
more than 2,500 people per square mile. By the most 
recent estimates, the population is increasing by 2.3 
percent per year, the birth rate is 38 per 1,000 
people, and the death rate is 15 per i,000. 

In an effort to slow its rapid population ex
pansion, Egypt launched a nationwide population 
family planning program 10 years ago. All elements 
of Government were to be involved including health 
services, education, social welfare, information and 
local bodies. The program had the support of the late 
President Nasser, who had said in 1962 that "the 
problem of population increase is the most serious 
obstacle to the efforts of the Egyptian people in their 
drive to increase levels of production ..."And it has 
continued to receive the support of President Sadat, 
who in 1971 spoke of the family planning program as 
a "national cause in the full meaning of the phrase" 
because rapid population growth "if it continues will 
not only condemn all our hopes for evolution and 
progress, but threaten the simple maintenance of our 

Oreseat level." 
The family planning effort iscredited with a small 

reduction in population growth rates in recent years. 
The current growth rate of 2.3 percent compares with 
2.8 percent in 1970. Nevertheless, the present rate of 
increase would double the country's population in 30 
years. 

Some-not all-Egyptian leaders view the country's 
population growth with alarm. Many who are con-
cerned with economic development see population 
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This woman o Chadandherourchildren, withi one to come, 

are refugees from drought, 
adisaster that left the 
husbandless familydestitute. 

growth as their leading obstacle. A major Egyptian 
newspaper, al-Ahranm, which usually speaks with 
Government acceptance, said in 1975 that current 
population growth statistics "are disturbing, not to 
say ominous." It spoke of the nation's doubtful 
future if the present rapid increase continues. And, it 
declared "the time has come to call things by their 
right name; we need birth control, not family 
planning." 

Other leaders, however, believe the population 
will double in the next few decades no matter how 
strong the family planning efforts. They speak of the 
need for developing industry and technology as 
quickly as possible to meet the requirements of an 
increasing population. Some add, as one Government 
official put it, that "industrialization is said to be the 
best contraceptive." 

The problem presented by this passive attitude 
that nothing much can be done about population 
growth is that, if widely shared, it could lead to less 
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determined effort by those responsible for working
toward Egypt's official family planning goal. The 
goal is to reduce the current annual rate of 38 births 
per 1,000 population per year to 24 births per 1,000
by the year 1984. 

Population Programs 
The Egyptian Government's involvement in 

family planning began in 1965 with the creation of 
the then Supreme Council for Family Planning
(changed to the Supreme Council for Population and 
Family Planning in January 1974). The Supreme 
Council, with members at the ministerial level, is 
concerned mainly with the poJicy formulation and 
symbolic support of the program. The Population and 
Family Planning Board acts as the Secretariat of the 
Board. Program activities are carried out through the 
Health Ministry's existing network of clinics and 
hospitals as well as centers established by the Social 
Affairs Ministry. 

Family planning services are nominally available 
to all areas of the country through the national health 
network. In addition to health clinics in the cities, 
somewhat more than 2,000 rural health clinics serve 
Egypt's thousnds of rural villages. Although many 
villages are some distance from the nearest clinic, 
apparently three-fourths of the people are within 
walking distance of a hospital clinic, or family plan, 
ning center. 

The country's development plan for the 1970's 
calls for tie establishment of 4,058 new rural health 
units by 1980 and an extensive program to train the 
necessary staff. Including already existing clinics, this 
indicates an ambitious total of some 6,000 rural 
health centers with each unit reaching about 4,000 
people. 

In 1973 the number of acceptors of family 
planning was estimated at 843,000, or almost triple
the participation of 5 years earlier. Oral pills and 
IUD's are the main forms of contraception in use. 

A reasonable level of Government support for the 
nation il program seems to have been provided. As of 
1970, total Government contributions to population 
/family planning came to nearly $10 million. This 
included some $4.2 million for the family planning 
program itself, funds contributed by the various 
ministries to population/family planning projects, and 
Government fundings of private family planning 
activities. 

These sizable inputs notwithstanding, the pro-
gram has been plagued by a number of drawbacks, 
including inadequate training, little information, 
education support in the program's early years, and 
only part time service by the staff attached to rural 

clinics in spite of an incentive pay system. 
In addition to the national program, Egypt has a 

private Family Planning Association, which was 
founded in 1958 and became a member of the 
International Planned Parenthood Federation (IPPF) 
in 1963. The Association provides family planning
services in about 500 clinics. The Association is an 
independent body, but it works within the frame. 
work of national policy laid down by the Supreme 
Council for Family Planning. The Association uses 
the Alexandria Family Planning Training Institute for 
its central training programs. As well as training 
courses for physicians, nurses, paramedicals and social 
workers, seminars are held for youth and family 
guidance leaders, parents, youth leaders in universi
ties, teachers, directors of social welfare agencies and 
of cultural centers, agricultural societies and for trade 
union leaders. 

External Assistance 
The United Nations Fund for Population Activi

ties (UNFPA) provides the main outside support for 
population and family planning In Egypt. Under a 
4-year assistance program ended in 1975, UNFPA 
grants have totaled approximately $7.1 million. Pro
jects have included: fellowships and observation 
tours; direct assistance to the national program
funding through the U.N. Educational, Scientific, and 
Cultural Organization (UNESCO) of an information, 
education and communication program; and research 
assistance. Negotiations have been underway for a 
new long-term program to begin in 1976. 

The World Bank/International Development
 
Association has provided a $5-million loan for build
ing, equipping, and furnishing health and training
 
centers and clinics in the period of 1973-77.
 

IPPF has provided financial assistance to the
 
Egyptian Family Planning Association for its overall 
program, including information-education, training, 
operation of clinics, and other activities. 

Church World Service has given financial support
for a rural mobile team of family planning trainers in 
Middle Egypt under sponsorship of the Coptic 
Evangelical Organization for Social Service. 

Some funding by the U.S. Agency for Interna. 
tional Development (AID) has been provided through 
intermediaries in support of family planning pilot 
programs. A substantial amount of AID assistance 
was channeled through the International Planned 
Parenthood Federation (IPPF) to Egypt's Family
Planning Association and to several individual re
search projects, one of the most important of which 
was in cooperation with the American University, 
Cairo. Pathfinder Fund has given some assistance. 
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The Ford Foundation has made grants to the 
Government of Egypt for family planning and repro. 
ductive biology research and training at Cairo and 
Alexandria Universities and Ain Shams University 
and to the American University, Cairo, for popula-
tion research. 

The Population Council has made a $236,000 
grant to the Cairo University for research on the 
effect of hormonal contraceptives on the pituitary-
ovarian axis in patients with bilharzial disease. 

The Danish Secretariat for Technical Coopera-
tion has assisted the program in materials for contra-
ceptive pill production and in facilities for family 
planning training. 

Ethiopia 

The mid-1975 population of Ethiopia totaled 
over 27.9 million, an increase of almost 7 million, or 
33 percent, since 1965. This growth, arising wholly 
from the excess of births over deaths, has continued 
at the rate of 2.3 percent annually for the last 10 
years despite high mortality from famine, disease, and 
population dislocations due to political troubles. The 
birth rate has continued at 49 per i .000 population, 
accompanied by mortality of about 26 per 1,000. 

Although curbing population growth is still not a 

national priority, Ethiopia has seen some progress 
during the last decade in family planning activities, 

As of 1974, some 120 clinics offered family 
planning services as part of Ethiopia's maternal and 

child health program-24 in Addis Ababa and 96 in 
the provinces. The number of acceptors during 1973 
doubled to 4,200 with two-thirds of then using orals 

IUD's. The number reportedlyand most of the rest 
rose another one-third in the first half of 1974. 

The private Family Guidance Association of 
Ethiopia (FGAE), a~filiated with the International 
Planned Parenthood Federation (IPPF), was founded 
in 1966 and has seen its activities expand rapidly 
after 1969 despite the recent political upheaval. The 
FGAE facilitates family planning services in muni-
cipal clinics in Addis Ababa and Asmara and works 
closely with the Government program. It has Health 
Officer/Coordinators operating in two provinces as 
liaisons with Government and other institutions 
offering family planning services. A main responsi-
bility of tile FGAE is information-education work, 
including seminars and meetings, publication of 
family planning literature, exhibitions, and assistance 
with family-life education programs. In-service 
training has been given medical and paramedical 
personnel in Government and church-related clinics, 

The country had planned to undertake its first 

general census in 1974, with funding from the United 
Nations Fund for Population Activities (UNFPA). 
The census, however, was postponed owing to politi
cal changes and other conditions. Heretofore, sample 
surveys carried out by Ethiopia's Central Statistics 
Office have been the main vehicle for obtaining 
population data. 

At this point, the new Government's future 
policies regarding population growth are not defined, 
although there appears to be increased interest in 
population matters, including family planning. The 
Government is especially interested in action to 
overcome some of the many problems facing 
Ethiopia. Among these are a literacy rate of barely 5 
percent, health services that reach only about 15 
percent of the people, widespread malnutrition
reaching the point of starvation in areas hit by the 

devastating drought of the past few years-and an 
annual per capita GNP of less than $100. 

External Assistance 
The IPPF, with a 10-year input estimated at 

$783,000, supports the Family Guidance Associa
tion. UNFPA has approved outlays of $3,500,000 
for Ethiopian projects, including a census and sample 
survey. Family Planning International Assistance has 
been active in family planning efforts during the last 

2 years with a cumulative contribution of $60,000, 
and the Swedish International Development Associa
tion has provided a total of $46,000 in support of 

child health/family planning clinics ill Addis Ababa. 
Other organizations lending assistance over the past 

decade include the Population Council, The Path
finder Fund, World Education, Inc., and the U.S. 
Bureau of the Census. 

U.S. Agency for International Development 
assistance--totaling $81 ,000 in the last decade but 
concentrated in 1971 and 1972-has financed contra
ceptives and other clinic supplies, a statistical and 
demographic advisor in fiscal 1972, and advisory help 
in developing proposals for integrated maternal 
health/family planning projects. 

French Territory of Afars 
and Issas 

The French Territory of Afars and Issas (French 
Somaliland prior to 1967) has a population of about 
106,000. Natural increase is estimated at 2.1 percent 
per year, which could double population in 33 years. 

Most of tile people are Muslims, and slightly more 
than half live in Djibouti, the capital. The remainder 
are mostly nomadic herdsmen. About 89 percent of 
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the country's 9,000 square miles is desert wasteland, 
"The Government places emphasis on social 

services-primarily elementary education and health, 
No family planning activities have been reported. 

Gabon 
Gabon's population as of July 1975 was esti. 

mated at 528,000. The country has an area of 
102,000 square miles and straddles the Equator. Birth 
and death rates are 32 and 22 per 1,000, respectively. 
Owing mainly to poor health conditions and services, 
the natural growth rate isonly 1 percent per year, the 
lowest in Africa. 

In a period of marked economic development, 
the Government is endeavoring to improve medical 
care and social services. Per capita GNP is re-
ported at $1,250 annually, one of the highest in 
Africa. 

Gabon has no organized family planning activi-

ties. The Government considers the country to be 

underpopulated and opposes family limitation. 


External Assistance 
The World Health Organization (WHO) has abasic 

health program including maternal and child health. 
The United Nations Fund for Population Activities 
has financed a sample census survey, 

The Gambia 
This small but densely populated country had a 

1975 population of 516,000. As of 1974, the 
population was expanding at tile rate of 1.9 percent a 
year as a result of a birth rate of 43 per 1,000 and a 
death rate of 24 per 1,000. It is estimated that 41 
percent of the nation's population in 1975 was under 
15 years of age. Despite the still-high death rate-
including an infant mortality rate of 165 per 
1,000-the country can expect to see accelerated 
population growth in the next few years. 

The Gambia has no official population policy but 
has shown a growing interest during the past decade 
in family planning activities. Ten years ago, for 
instance, no family planning programs existed. In 
1969, the Family Planning Association was founded, 
and today it works closely with the Government's 
Ministry of Health. In fact, the Gove.nment allows 
the Association to use its health clinics, provides
personnel and publicity for the Association's work, 
and permits the duty-free import of contraceptives 
and supplies. 

Representatives from The Gambia attended the 
World Assembly of Youth's African Regional Seminar 
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on Youth and Family Planning in Lagos, Nigeria, 
during March 1972. 

External Assistance 
The U.S. Agency for International Development 

(AID) in 1972 launched aproject (under contractwith the University of California, Santa Cruz) to help
The Gambia expand maternal and child health/child 
spacing services and develop publicity.education 
campaigns aimed at motivation in family planning. 
AID provides personnel, commodities, participant 
training, and related assistance to the project. 

Assistance for tile 1973 census in The Gambia 
came from the United Nations Fund for Population
Activities (UNFPA) and the British Ministry of 
Overseas Development. The latter provided funds for 
the purchase of eight vehicles for use in census 
activities. And the Population Council made a grant 
to the Central Statistics Division, Bathurst, to evalu. 
ate The Gambia's 1973 population census. 

Among private organizations, the International 
Planned Parenthood Federation (IPPF) gives 
assistance to the Family Planning Association for
clinic operating expenses, education and publicity, 
training, and other activities. Pathfinder has also 
provided assistance to the Family Planning Associa
tion and has contributed some medical supplies and 
literature. 

Ghana 
By mid-1975, Ghana's population had risen to a 

little over 9.8 million compared to about 7.5 million 
a decade earlier. Annual population growth, mainly 
from natural increase, is estimated at 2.7 percent 
based on an estimated birth rate of around 49 per
1,000 population and a death rate of about 22 per
1,000. Official reports indicate that tile formerly
important in-flow of people from nearby countries 
has ceased to be a serious factor in population 
increase; the issuance of the 1969 Alien Compliance 
Order compels the departure of no)-Ghanaians who 
lack residence permits. 

The potential for continuing rapid population 
increase is inherent in the age structure of Ghana's 
residents. Approximately 47 percent are under 15 
years of age, and the proportion will probably
increase with declines in infant mortality. The average 
life expectancy at birth has been rising with improve. 
ments in health measures and is expected to rise 
further. It is believed to be expanding at the rate of 
0.6 percent per year, which is above the world 
average. Average life expectancy at birth isnow about 
44 years in Ghana. 



The difficulties of improving the living conditions 
of the people-in employment, housing, health, nutri-
tion, education, and social services-are evident in 
light of presently and potentially expanding numbers. 
And the difficulties are intensified by the high 
proportion of dependents. 

Meanwhile, if the present growth rate continues, 
the country's population could double in 26 years, 
and serious problems could arise of food production, 
employment, energy use, education, and urban-rural 
disparities. 

The Government of Ghana is aware of the 
situation, and, in the last decade, has moved from 
little involvement in family planning efforts to 
sponsorship of a program that is one of the most 
comprehensive in Africa. The pioneering work of the 
Planned Parenthood Association of Ghana (PPAG) 
contributed importantly to this development. It was 
formed in 1966 and became a member of the 
International Planned Parenthood Federation (IPPF) 
in 1968. It has branches in Accra, Kumasi, Takoradi, 
Koforidua, and Tamale. 

In 1969 the Government became the first in 

West Africa to formulate a national population 
policy, and ayear later it launched the present Ghana 
National Family Planning Program (GNFPP) with the 
aim of slowing population growth to 1.7 percent 
annually by the year 2000. The program seeks to 
alter the traditional reproductive habits of Ghanaians 
by emphasizing the benefits of responsible parent-
hood and by providing contraceptives to enable 
couples to regulate the size of their families. 

GNFPP began its first full year in 1971 with 
family planning programs in seven regions and a 
massive information campaign. By the end of that 
year, 80 clinics were in operation. Family planning 
information and services are now offered through 
some 187 clinics serving urban and rural people. 
These clinics are operated by the Ministry of Health, 
the Planned Parenthood Association of Ghana 
(PPAG), and the Christian Council of Ghana (CCG) 
under the coordination of the Secretariat of the 
GNFPP in the Ministry of Finance and Economic 
Planning. The Secretariat also administers and 
coordinates public information programs, training of 
family planning workers, commercial distribution of 
contraceptives, and postpartum family planning in 
three Ghanaian hospitals. 

Under the program, the number of new acceptors 
at Government clinics has risen from 8,300 in 1969 
to an estimated 34.100 in 1974 and a cumulative 
total of about 133,000 as of April 1975. It is 
estimated that programs by private voluntary groups 
account for over 50 percent of all acceptors recruited; 

It is also probable that 100,000 acceptors have not 
been reported because recordkeeping has been in. 
complete. 

Oral contraceptives are the most popular ones 
offered through the clinics, and an estimated 19,200 
women chose this means in 1974. Condoms and foam 
also have found wide acceptance commercially as a 
result of a program in which such contraceptives are 
provided by AID and sold at subsidized prices at 
retail outlets of the Ghana National Trading Corpora
tion. 

Much effort also has been spent in carrying the 
family planning message to the populace by means of 
special seminars, lectures, and annual "Family 
Planning Weeks." The latter activity-initiated in 
1971 to function at national, regional, and local 
levels-includes exhibits on services available, lectures 
on population problems and family planning 
methods, and plays. The country has also served as a 
host to international meetings on population and 
family planning, -uch as the 1973 meeting of the 
International Labor Organization (ILO) at Accra. 
This was the first seminar of its kind in Africa, and 10 
countries participated. 

External Assistance 
Ghana's strong concern with population growth 

problems has brought extensive outside interest and 
assistance. 

The first assistance from the United States was 
AID's in 1968-69, when that agenc. worked with the 
Ghana Ministry of Health and th. Ghana Medical 
School to prepare proposals for a research project on 
methods of providing family planning/health services 
and supported a sample survey of family planning 
knowledge, attitudes, and practices. 

Through fiscal 1975, AID has provided some $5.6 
million in assistance for GNF-PP, or almost half of the 
$11.4 million total input. AID funding of GNFPP 
went for contraceptives, participant training, and 
other activities. 

AID has also contributed funds for the Danfa 
Project, a rural health and family planning demonstra. 
tion, teaching, and research program. Developed in 
1965 by the Department of Preventive Medicine of 
the Ghana Medical School, this 8.year program was 
initiated in 1970 under a contractual agreement with 
the School of Public Health, University of California 
(Los Angeles) and with U.S. AID. Its aims are to 
improve the health and welfare of the rural popula
tion while providing training for Ghanaian medical 
students, physicians, and other health personnel. 
Cumulative AID obligations for the project stood at 
over $3.7 million as of fiscal 1975. 
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In addition, a number of regional AID activities 
benefit Ghana. One of these is the Population 
Dynamics Program designed to develop an inter-
disciplinary approach to population activities. 

The IPPF, with acumulative budget for 1965-75 
of $1.9 million, has given major assistance to the 
Planned Parenthood Association of Ghana (PPAG) 
and to the Christian Council of Ghana (CCG) toward 
operation of their 23 clinics, 

Family Planning International Assistance has 
budgeted a total of $161,000 in the last 2 years for 
Government clinical services in the Volta region and 
for other activities. One grant of $23,000 went 
toward establishing three new clinics in the Volta 
region for use as bases for mobile teams working in 
the surrounding area. 

The Population Council has provided a total of 
$589,000 over the last 10 years, with a grant of 
$240,000 aiding tile establishment of a demographic 
research and teaching unit at the University of Cape
Coast. Other grants have been for postpartum family 
planning programs. 

The World Assembly of Youth has helped sponsor 
conferences and seminars on population, develop-
ment, and responsible parenthood for students, 
young workers, rural leadership, and youth groups to 
make this large segment of the population aware of 
the relationship between rapid population growth and 
economic and social progress. The Assembly has also 
sent teams into rural areas and sponsored youth 
family planning clubs, essay contests, and films. 

Other voluntary associations providing assistance 
over the past decade include the Association for 
Voluntary Sterilization, the Ford Foundation, The 
Pathfinder Fund, the Rockefeller Foundation, and 
World Education. 

Bilateral assistance in the last decade his included 
$204,000 from the United Kingdom for equipment 
for 100 family planning clinics, for the communica-
tion programs of the GNFPP, and for operating 
mobile cinema vans. Canada contributcd $130,000 
for a film on family planning and other communica-
tion-public information activities. Limited assistance 
also has come from the Swedish International De-
velopment Authority. 

The United Nations Fund for Population Activi-
ties (UNFPA) has provided a total of $454,000 for a 
number of population-related studies plus a project 
with the University of Ghana aimed at integrating 
national educational efforts to improve all aspects of 
family life. A major project funded by UNFPA and 
carried out by the International Labour Organisation 
(ILO) provides assistance to Ghana's Executive De. 
partment of Manpower for formulating plans and 
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policies for development, education, and effective 
utilization of human resources in all sectors of the 
national economy. 

Equatorial Guinea 
Guinea's population in mid.1975 was 4.4 million 

and iscurrently Increasing at the rate of 2.4 percent 
annually. Continuance of this pace of growth would 
double its population in 29 years. Birth and death 
rates are 47 and 23 per 1000, respectively. 

All but 10 percent of the people are dependent 
directly or indirectly on subsistence agriculture, and 
the per capita GNP is estimated at $140 annually. 

Guinea has no family planning or population 
programs. The Government considers the country 
underpopulated and believes rapid increase would 
encourage political and economic development. 

The United Nations Fund for Population Activi. 
ties isfunding health services. 

Guinea-Bissau 
Guinea-Bissau has one of the lowest rates of 

natural population increase in Africa-I.5 percent a 
year. The population totals 522,000 with birth and 
death rates of 40 and 25 per 1,000, respectively. The 
proportion of the population under age 15 (37 
percent) isone of the lowest in Africa, and so is the 
life expectancy at birth-only 38 years. Both reflect 
the poor health conditions and services in Guinea-
Bissau. Per capita GNP isestimated at $280 annually. 

There are no organized family planning activities. 

Ivory Coast 
The country's mid.1975 population was reported 

by the Government of the Ivory Coast at 6.7 million. 
Its population growth rate is about 2.5 percent, 
with births per 1,000 population at 46 and deaths at 
21-a rate that would lead to adoubling of population 
in 28 years. Although the birth rate has declined since 
1963.68, when it was 55 per 1000 population, the 
death rate has fallen even more sharply from its 
earlier level of 33 per I 000. As a result, the rate of 
population increase is greater than in 1963.68. 
The proportion of the population under 15 years of 
age isestimated at 43 percent. 

The Ivory Coast has no organized family planning 
activities and throughout the decade has held the 
view that population isgrowing at an acceptable rate. 
Indeed, some see population growth as a means of 
bringing economic progress to the Ivory Coast. The 
existence of unusued natural resources plus recurring 
labor shortages foster this attitude. 



Some doctors have shown interest in encouraging
child spacing, and limited quantities of contraceptives 
are available through some pharmacies, hospitals, and 
clinics. 

External Assistance 
In June 1973, the U.S. Agency for International 

Development granted $33,000, through the Ivoriain 
Ministry of Finance, to the National Institute of Public 
Health for a study of factors affecting the Ivoriain 
child, 

The United Nations Fund for Population Activi-
ties (UNFPA) is assisting with the population census 
scheduled for 1975. 

The Pathfinder Fund and the Ford Foundation 
have provided travel grants to Ivoriains participating 
in international health/family planning conferences, 
The World Assembly of Youth has sponsored semi-
nars for young people on population, development 
and family planning, and responsible parenthood. It 
also has sponsored teams to rural areas to provide 
information about population problems and family 
planning. 

Kenya 

With an area of 22,000 square miles, Kenya had 
a mid-1975 population estimated at 12 million in-
creasing over 3 percent per year (official Government 
data). If the current fertility (49 births per 1,000 
population) and mortality (16 deaths ptr 1,000) were 
to continue, population would double in 21 years. 
Almost half (46 percent) of the present population is 
under 15 years of age. Nine-tenths of the people are 
rural and are concentrated on the I 7 percent of the 
Nation's land that is suitable for cultivation. How-
ever, rural migration to cities has been increasing, 
creating and intensifying social and economic prob-

lems. 


Kenya began limited official action in the popula-
tion field almost a decade ago to follow up and 
supplement the work of private family planning 
groups. In 1967, it announced a national population 
policy and started the first government-sponsored 
family planning program in sub-Saharan Africa. 

The voluntary Family Planning Association of 
Kenya (FPAK), established in 1961, provides infor-
mation and education support for the Government 
program and operates eight clinics to supplement the 
services of the Ministry of Health. The FPAK staff 
also provides family planning information to rural 
areas, trains its own and sonic Government personnel, 
and conducts information and publicity campaigns. 

In addition, the city councils of Nairobi and 
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Mombasa provide family planning services, with the 
Nairobi effort accounting for 15 to 20 percent of the 
country's total acceptors each year. Private family 
planning associations have operated in these two 
cities since 1955. 

In 1974, Kenya launched anew and more compre. 
hensive family planning program with the stated 
goal of reducing population growth to 3 percent 
by 1979 and to 2.8 percent by 1999. The 1979 
target is based on plans to recruit 640,000 family 
planning acceptors, prevent 150,000 births, lower the 
birth rate by 5.5 per 1,000, and reduce the death rate 
by 2.5. Toward this end, the Government hopes to 
have some 400 service points providing family plan
ning help on a full-time basis and 190 providing it 
part-time. Funding is estimated at $39.7 million with 
the Government providing $14.3 million and outside 
donors $25.4 million. 

The new program will build on the family plan
ning program introduced in 1966 but endeavor to 
solve some of the difficulties it encountered, such as 
lack of high. and mid-level manpower, need for better 
coordination of family planning efforts, and a tradi
tional bias toward large families. 

Results between fiscal 1968 and 1975 included a 
cumulative total of 235,400 new acceptors; but the 
first decline in new acceptors since the program's 
inception occurred during 1974 when they dropped 
to 37,899 from 46,499 in 1973. This was the lowest 
number of acceptors since 1970. Nearly 80 percent of 
the new acceptors in 1974 chose oral contraceptives. 

External Assistance 
The International Planned Parenthood Federation 

(IPPF) has provided $2.36 million in assistance since 
1969. This funding has gone toward activities of the 
Family Planning Association of Kenya (FPAK), in
cluding tile operation of eight mobile units serving 90 
clinics throughout the country. IPPF also operates 
the Family Welfare Training Center in Nairobi and 
maintains a regional office in the same city. 

The Population Council conducted the study on 
which Kenya's family planning program is based and 
has provided a total of $225,000 in assistance since 
1969. Family Planning International Assistance has 
provided $454,000 since 1973. Financial support also 
has come from the Ford Foundation, The Pathfinder 
Ft;Ad and the Association for Voluntary Sterilization. 

The International Bank for Reconstruction and 
Development (World Bank Group) provided 
$360,000 for family planning activities in 1974 and 
1975 and has pledged loans totaling $12 million in 
support of the Kenyan program for 1975-79. 



The United Nations Fund for Population Activi-
ties (UNFPA) made $3.5 million available in 1974 
for general support of Kenyan family planning efforts 
through 1979. Previous UNFPA funding included 
$794,000 through fiscal 1975. In addition, the 
Children's Fund (UNICEF) is providing assistance 
through its maternal and child health programs. 

Assistance from the U.S. Agency for International 
Development between fiscal 1969 and 1975 totaled 
$1.93 million; about $329,000 is budgeted for fiscal 
1976. Funding has gone toward training of family
planning personnel, technical and commodity assist-
ance for the Government program, and technical 
assistance in demographic studies, 

Specific activities have included: tests of three 
different delivery systems in the Special Rural De-
velopment Project in Vihiga; advisory assistance in 
preparing information, education, and training 
materials for the Ministry of Health; production of a 
prototype family planning calendar; establishment of 
a major demographic project through a contract with 
the University of North Carolina; and a regional 
project to test the potential for commercial 
marketing of contraceptives. The latter project in-
cluded sales of condoms through established markets 

Lesotho 
Lesotho-a small republic bounded on all sides by 

South Africa-had a population of just over I million 
in mid.1975. With the birth rate at about 39 per
1,000 population and a death rate of 20 per 1,000, 
Lesotho's citizens increase in number 1.9 percent 
each year. Some 38 percent of the population is 
under 15 years of age. 

Lesotho has no official population policy, and the 
traditional Government position has been that the 
country has no population problem despite high 
unemployment and low per capita GNP ($100 per
year). But the Government has shown increased 
interest in the past decade in population/family 
planning efforts. 

The private Lesotho Family Planning Association 
(LFPA) was organized in 1966-67 and offers family 
planning services through its clinic in Maseru. It is an 
affiliate of the International Planned Parenthood 
Federation (IPPF). Sonic private physicians provide 
contraceptives, and IUD's are inserted at Scott 
Memorial Hospital. 

External Assistance 
The U.S. Agency for International Development

(AID) is providing assistance to Lesotho through a 
regional maternal and child health/family planning 

in the Meru District, which has a population of some 
500,000. 

Among individual countries providing bilateral 
assistance, the Swedish International Development 
Authority has provided $2.4 million in the last 19 
years for advisory assistance, contraceptives, and 
support for the education and information activities 
of the Government program. The Netherlands has 
supplied $819,000 in the last decade-mainly for a 
1968-72 project in Nairobi to provide training for 
medical officers and a paramedical staff. Since then, 
the Netherlands has paid the salary of an obstetri. 
clan-gynecologist assisting the national family 
planning program. Denmark has pledged $426,230 
to the school for district nurses in Eldoret. The Nor
wegian Agency for International Development pro. 
vided $240,000 in 1974 and 1975--mainly for clinic 
equipment. In addition, it has committed $3.1 
million for 1974.77 for the establishment and opera.
tion of six rural health training centers and has 
programmed $1.9 million for the building of three 
demonstration health centers and to cover current 
expense of family planning clinics. West Germany 
provided $498,000 in assistance from 1969 through 
1972. 

project initiated in1972 under a contract with theUniversity of California, Santa Cruz. The program is
designed to introduce the concept of child spacing 
into the health service and to seek ways of motivating 
families in child spacing. AID support-to extend 
through 19 76--pays for advisory personnel, com. 
modities, p.articipant training, and local program 
costs. Funds also have gone toward the construction 
of lecture rooms at the maternal/child health center 
at Tsakholo in the Mafeteng District. 

The United Nations Fund for Population Activi
ties (UNFPA) has provided assistance for a demo. 
graphic survey and family planning projects. The 
World Health Organization has assigned a family 
planning doctor to the Ministry of Health and Social 
Welfare. 

The International Planned Parenthood Federation 
(IPPF) supplies financial support to the Lesotho 
Family Planning Association (LFPA) for field. 
workers, education and publicity, training, and the 
operation of two clinics. The Pathfinder Fund 
supplied office equipment for the LFPA, and World 
Neighbors has also hilped the Association. 

Liberia 
This country of 1.6 million people Isexperiencing 

accelerated population growth. While population in. 
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creased an average of 1.4 percent a year for the 
decade 1956-65, the growth rate is currently esti-
mated at 2.9 percent annually. This change reflects 
both arise in the birth rate (50 per 1,000 population 
in 1975 compared to 43 per 1,000 in 1965) and a 
drop in mortality (21 deaths per 1,000 people in 
1975 compared to 24 per 1,000 in 1965). Further, 
the trend will probably continue as nutrition and 
health services improve. Even with the present rate, 
Liberia's population will double by century's end. 

Liberia's people are chiefly rural (72 percent), 
ar dabout 42 percent are under age 15. As population 
increases, many young people will leave rural areas, 
and the proportion of the population that isyoung 
will also increase. Both trends could create social and 
economic problems. llowever, the Government 
recognizes the seriousness of the situation and 
publicly supports family planning. 

A decade ago, Liberians were just beginning to 
have access to such services through the Family 
Planning Association of Liberia (FPAL), newly affili
ated with the International Planned Parenthood 
Federation (IPPF). Today, these services have been 
expanded, and the Gove3rnment is following thmrugh 
on President Tolbert's May 1973 endorsement of 
family planning. In it, he said that integrated 
development plans, including maternal aild child 
health and family planning, were necessary to achieve 
improved standards of living and that "We owe it to 

ourselves and to posterity to take advantage of 
modern technology wherever it isavailable." 

Current Government plans are to provide these 
services through the AID-sponsored Lofa County 
Rural Health Project and eventually to incorporate 
them into all maternal/child health and general health 
programs. FPAL, which was founded in 1956, works 
with the Government family planning program and 
extends services to previously unreached areas, It also 

_. 
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Nurse describes various contraceptives 
to mothers at aKenyan health clinic. 

Cooking demonstrationin a village of Lesotho.Some 38 percent ofthe populationIs under 15 years ofage, and malnutritionhere 

iswidespread.Many African governments believe socialdevelopment willcreate conditionsneeded forareduction in fertility. 
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assists industries interested in . offering family 
planning services to their employees. Among these 
have been the Lamco Iron Mine and the Bong Mines. 

In 1974, seven clinics were offering family 
planning services. Plans are currently underway to 
integrate family planning into public health clinics 
throughout the country, and a new FPAL clinic was 
to open in Bong County during 1975. New acceptors 
in 1973 totaled 2,614, with 6,075 revisits. Orals were 
tile main type of contraceptive used. 

The information-education work of FPAL has 
included production of audiovisual materials, spon-
sorship of seminars and conferences, participation in 
radio and television programs along with officials of 
the Ministry of Health and Welfare, and production 
of the FPAL's own radio program. Also, a Family 
Planning Health Program in 1973 reportedly reached 
20 percent of the l0-to.14 age group in urban areas 
and 15 percent of the 15-to44 group in rural areas. 
FPAL also conducts in-service training. 

External Assistance 
The United States, through the U.S. Agency for 

International Development committed a total of $1.4 
million between fiscal 1968 and 1975 for family 
planning in Liberia and has budgeted another $99,000 
for fiscal 1976. Past assistance h9s included training 
of Ministry health workers in maternal/child health 
and assistance in developing demographic data via 
household surveys. Current assistance is going toward 
the Lofa County Rural Hiealth Project-an experi-
mental program including family planning services, 
which, if successful, may be extended to other 
countries. 

The International Planned Parenthood Federation 
(IPPF) has provided $629,000 since 1969 toward the 
operations of the prig'ate Family Planning Association 
of Liberia (FPAL). Limited assistance also has come 
from Family Planning International Assistance, The 
Pathfinder Fund, and the World Assembly of Youth. 

The Uaited Nations Fund for Population Activi-
ties (UNFPA) has budgeted a total of $770,000 since 
1971 for population assistance in Liberia. Part has 
helped support several demographic projects; the 
remainder has provided a family health advisor 
(through the World Health Organization) for the 
Ministry of Health and Welfare. 

Libya 
One of the wealthiest of the African nations, 

Libya had a population of 2.4 million (mid-1975) 
and the high rate of natural increase of 3 percent 
annually. The birth rate is 45 per 1,000 and the death 
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rate 15 per 1,000. Owing largely to its oil resources, 
per capita GNP is approximately $2,980 per 
year. 

The Republic has no organized family planning. 
The official view is that the country is under
populated and the Government has no commitment 
to population programs. Pharmacies are not 
permitted to sell contraceptives without medical 
prescriptions, and doctors are instructed to prescribe 
them only for medical reasons. Further, traditional 
attitudes favor large families. However, some aware. 
ness of potential problems is developing in the wake 
of increased migration from rural to urban areas. At 
present, 90 percent of the people live in 10 percent of 
the total land area-primarily along the Mediterranean 
coast. 

External Assistance 
The International Planned Parenthood Federation 

(IPPF) has provided some training for medical and 
paramedical workers. 

Madagascar 

The Madagascan Government has recently moved 
from its traditional pronatalist position to positive en
couragement of family planning activities. This island 
country's population of 7.5 million at mid-1975 was 
expanding by 2.9 percent annually with a birth rate 
of 50 per 1,000 and a mortality rate of 21 per 1,000. 
About 45 percent of the people are under 15 years. 

The Government has created a National Council 
on Population and includes family planning in the 
maternal and child health program. A Director of 
Population, in the Ministry of Social Affairs, main
tains close ties with the local Family Planning 
Association of Malagasy (FPAM). Partly because of 
improved relations with the Government, FPAM
founded in 1967 and a member of the International 
Planned Parenthood Federation (IPPF) since 
1971-has seen a sharp pickup in its activities during 
the 1965.75 decade. For instance, the number of new 
acceptors reached by FPAM rose 50 percent in the 
first half of 1974 from those in the same 1973 
period. As of 1974, FPAM was operating clinics in 
two parts of Tananarive, in nearby rural areas, and in 
three other cities. Clinics are being established in four 

additional cities this year.
Information.education aclivities have included 

meetings 1.11974 to celebrate 'World Population Year 
and in 1975 to celebrate International Women's Year. 
Other efforts have been the preparation of filmstrips, 
several booklets, a newsletter, and a calendar. 
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External Assistance 
The United Nations Fund for Population Activi-

ties (UNFPA) has provided a fellowship for training 
in census techniques and for demographic research at 
the U.S. Bureau of the Census. 

The International Planned Parenthood Federation 
(IPPF) supports the programs of the Family Planning 
Association of Madagascar (FPAM) with $190,400 
budgeted for activities in 1975. Cxfam has provided 
funds through IPPF for salaries 'or medical staff and 
other costs of FPAM and for training two doctors. 

Oxfam.Canada has provid -d more than $5,000 
for conferences, educational ind motivational work, 
and medical and clinical acivities. Also, the World 
Assembly of Youth has giv,-n assistance for seminars 
on population, educatioit, and community develop-
ment. 

The U.S. Agency for International Development 
provides no direct family planning assistance to the 
Malagasy Republic. 

Malawi 
The country's population in mid.1975 was 

slightly above 5 million with a rate of natural increase 

Mali 

Mali's mid-1975 population was estimated at 5.6 
million increasing about 2.4 percent a year. Of the 
total, 44 percent is under age 15. Per capita income 
(GNP) isestimated at $70 per year-among the lowest 
in Africa. 

The birth rate is 50 per 1000 and the death rate 
is 26 per 1,000. Both these rates are among the 
highest in the world with the latter caused not only 
by health and nutrition problems but also by the 
devastating Sahelian drought. Mali was one of the 
countries most severely affected, and thousands of its 
people were forced to migrate, enduring great hard-
ship, to other countries while others remained to 
suffer thd effects of malnutrition and-in some 
instances-starvation. 

In the last decade, Mali has shown some move-
ment away from its traditionally pro-natalist position. 
In 1972, the Government removed some of the 
restrictions of a long-standing French law that pro-
hibited abortion and the sale and distribution of 
contraceptives-the first such move by aFrancophone 
country in Africa. The Government isnow permitting 
family planning services at several pilot clinics. 

estimated at 2.4 percent per year. The birth rate is 48 
per 1,000 population, and the death rate is 24 per 
1,000. Some 45 percent of the population isunder 15 
years of age. Per capita GNP isabout $110 annually. 

Little has changed during the past decade in 
Malawi's view of population growth. The Government 
is basically pro-natalist, prohibiting wide dissenina
tion of family planning services or publicity. None. 
theless, some family planning assistance isoffered by 
private doctors and hospitals. 

External Assistance 
The U.S. Agency for International Development 

has provided support for the Government's maternal 
and child health extension projects, with cumulative 
funding through fiscal 1974 of $113,500. 

The United Nations Fund for Population Activi
ties (UNFPA) is funding assistance for a national 
census and improved labor statistics. 

The International Planned Parenthood Federation 
(IPPF) has supported a baby clinic at a mission 
hospital near the national capital, Zomba. Services of 
the clinic include advice on child spacing. World 
Neighbors has also provided limited assistance for 
family planning. 

External Assistance 
The Canadian International Development Agency 

(CIDA) gives primary support to the pilot clinics 
offering family planning services. One is full-time and 
five are part-time, and the program apparently has 
been quite successful. Although the Government is 
not officially involved, it has control of the program 
through a board of directors, whose president is the 
Malian Minister of Production. 

CIDA also supports a2-year pilot family planning 
project in Bamako, the national capital. Funds have 
provided for operations of the clinics, training, and a 
national statistical survey. 

The Pathfinder Fund has provided contraceptives. 
The U.S. Agency for International Development 

gives no family planning assistance to Mali, but the 
United Nations Fund for Population Activities 
(UNFPA) has given assistance for a demographic 
census and for a family health program. 

Mauritania
 
Mauritania's mid-1975 population, over two

thirds nomadic, isestimated at 1.3 million. Some 42 
percent isunder age 15. The Mauritanian Government 
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reports a rate of natural Increase of 1.4 percent per 
year and a birth rate of 39 per 1,000 population. The 
death rate Is a high 25 per 1,000, to which the pro.
longed Sahellan drought has contributed. Income 
(GNP) per person Isabout $200 annually.

Little change has taken place during the past
decade in the Mauritanian Government's view that 
the country has an acceptable rate of population 
growth. Still, a maternal and child health clinic at 
Nouakchott gives family planning advice-and contra-
ceptives on request for medical reasons. Family 
planning information isoffered by private physicians, 
and oral contraceptives are sold in drug stores, 

External Assistance 
The United Nations Fund for Population Activi-

ties (UNFPA) supported a population census In 1975 
and a followup sample survey of the nomad popula-
tion. 

Mauritius 
The tiny (720 square miles) island country of 

Mauritius, with a population of 885,000 in 
mid-1975, has had an official population policy and 
a Government family planning program since 1966. 
The birth r:,tc of 28 per 1,000 people and the death 
rate of 7 pe; 1,000 are unusually low for an African 
country. Life expectancy at birth in Mauritius is 66 
years-the highest in the region. Mauritius also has 
achieved considerable success in slowing the rate of 
population increase, which is now about 2.1 percent 
per year. However, this rate is still unacceptable to 
the Government, which hopes to cut it to 1.2 percent
annually between 1980 and 1985. 

While the current growth rate would double the 
nation's presen population in 33 years, it is down 
sharply from the 1950's. l, that period, the rate of 
increase rose to over 3 percent as post war eradication 
of malaria brought a precipitous drop in mortality,
By the 1960's attention was being focused on the 
economic and social consequences of such rapid
growth and paved the way for tile Government's 
entry into population/family planning. 

As of 1975, the Government was operating clinics 
throughout the country. A total of 269,000 clinic 
visits were recorded in 1972-80 percent to receive 
oral contraceptives. 

The country also has the private Mauritius Family
Planning Association (MFPA), formed in 1957, that is 
a member of the International Planned Parenthood 
Federation (IPPF). Although its activities were largely
taken over by the Government program Inlate 1972, 
the MFPA still runs two model clinics and is 

responsible for most of the national program's infor
matlon-education work. Recently, MFPA has begun 
assisting industrial family planning projects. One 
industry, for Instance, has lent its clinics facilities 4 
days a week to the MFPA for the extension of family
planning services to the company's 1,000 women of 
child-bearing age. In addition, the MFPA has 
launched a pilot project to distribute contraceptives 
through small shops. 

Information-education work has included sega
shows (dance and song acts) in rural areas containing 
family planning messages and extensive use of radio 
and television for publicity. 

Also at work in the country is Action Familiale 
(AF), a Catholic organization that gives advice 
primarily on the rhythm method. 

External Assistance 
The International Planned Parenthood Federation 

(IPPF) supports the work of the MPPA and contri
buted $145,900 to its 1975 budget for informationeducation work, operation of two pilot clinics, 
training, and other activities. 

The United Nations Fund for Population Activi
ties provided $1,204,000 for apopulation and housing 
census and for health and family planning projects. 

The U.S. Agency for International Development 
has helped provide training in the United States for 
several Mauritians and tile purchase of equipment. 

Other aid has come from the Population Council, 
which has provided IUD's and inserters. The World 
Assembly of Youth (WAY) conducts seminars for 
young people on populations problems and family 
planning and other relevant issues, and representatives 
from Mauritius attended WAY's 1972 International 
Youth Seminar on Environment in Vienna, where 
family planning was one of two major topics dis
cussed. 

The United Kingdom has provided medical 
personnel for the Mauritian Government family
planning program. The Population Investigation 
Committee of the London School of Economics 
has evaluated the Government program. The Swedish 
International Development Authority has supplied 
orals and condoms to the MFPA. 

The World Bank has provided consultant help In 
planning the national program. The Pathfinder Fund 
has assisted the program. 

Morocco 
Morocco's population of 17.4 million, as of 

mid-1975, was increasing by 3.0 percent per year. This 
high rate is down only slightly from the annual 

46
 



average of 3.1 percent for 1965. The combination of 
a high birth rate of 46 per 1,000 people and a death 
rate that has declined to 16 per 1,000 chiefly 
accounts for this pace. Other factors also involved, 
however, include the high proportion of young 
people in the population (44 percent are below age 
15) and the rising number of women of reproductive 
age. Their number is estimated at 3.90 million, as of 
mid-1974, compared with 3.53 million in 1970. 
Further, tradition encourages large families in this 
conservative Moslem country. This feeling is 
especially strong in the rural areas, which contain 63 
percent of the country's people. 

This rapid population growth has brought a 
strong commitment in Morocco to population and 
family planning activities. A growing number of 
Government, religious, and industry leaders have 
recognized the negative consequences of rampant 
population growth. This commitment began about a 
decade ago and has developed to the point where 
family planning is a vital part of the Government's 
health network. 

However, in the intervening 10 years, many 
people have left the countryside for the cities and 
created new difficulties in the form of urban 
crowding, high unemployment, strained social 
services, and health and sanitary problems. In addi-
tion, with population outrunning food production, 
the country must pay out increasing amounts of 
foreign exchange for food and agricultural imports. 

The family planning program itself has had a 
number of problcms, the foremost of which is a lack 

In Mornco, the 
goalisto find 

500,000 new accep. 
tors of the IUD. 

here being shown 
to two mothers. 

The Government 
wants to reduce the 

country'sbirth 
rate, emphasizing 

education,motivation, 
and information. 

of medical personnel trained In family planning. 
Although family planning is now included in the 
curriculums of the Medical School and all para. 
medical schools, attempts to provide training for 
practicing. ersonnel have been sporadic. 

Neverti. -less, the national family planning pro
grain has developed from asmall pilot project ip 1966 
into one that is beginning to be integrated into the 
health service. The program became nationwide in 
1968 after the Government's inclusion of family 
planning in its 1968-72 development plan. The goal 
was to reduce the birth rate from 50 per 1,000 to 45 
per 1,000 by obtaining 500,000 new acceptors of the 
IUD and 100,000 acceptors of other contraceptives. 
Results have fallen somewhat short of these goals 
although the annual number of new acceptors has 
risen from 21,304 in 1969 to 41,700 in 1974. As of 
October 1974, current users were estimated at 
83,900; orals were used by an estimated 55,600 of 
these and IUD's by 28,300. 

Under the current population policy set forth in 
the 1973.77 development plan, the program aims to 
educate, motivate, and inform the people about 
family planning. Today, family planning services are 
offered by 180 or more health centers as well as by 
new Family Planning Reference Centers in urban 
areas. By 1977, the ed of the current 5-year plan, a 
majority of the 25 provinces is to have one of these 
Centers, staffed with obstetrics/gynecology 
personnel. The Government plans to augment these 
services with 570 dispensaries staffed with paramedics 
and to offer family planning services once a week. It 
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also plans to increase the number of health centers to 
230 by 19?Z7. 

Specific goals for 1977 Include reducing the crude 
birth rate to 45 per 1,000 and the annual population 
growth rate to 2.9L percent. An estimated 400,000 
new acceptors will be required to meet these targets. 

in addition to the growing Government program, 
interest by voluntary, religious, and industry groups is 
mounting. 

In 1970, the private Moroccan National Family 
Planning Association (MNFPA) was formed. It is a 
member of the International Planned Parenthood 
Federation (IPPF) and carries out information, corn-
munication, and education programs in addition to 
providing services through four clinics. In May 1973, 
for instance, the MNFPA sponsored a booth and 
distributed informalion at the International Casa-
blanca Fair. This led to a surge in requests for family 
planning information at MNFPA-sponsored clinics in 
Casablanca, Tangier, and Rabat-Sale. 

Religious leaders also have come to accept family 
planning activities despite the conservative stance of 
the dominant Moslem religion. For example, Rabat, 
in 1971, was the scene of an IPPF-sponsored con
ference on Islam and family planning. The con-
ference--attended by some 80 Islamic scholars, scien-
tists, and politicians from 24 Islamic countries-issued 
acommunique endorsing the Moslem family's right to 
space its children through legitimate and reversible 
contraceptive methods. 

In the industrial sector, the Phosphate Office 
conducted a survey a few years ago of 3.f00t women 
workers or dependents in the mining town of 
Kliouribga. Ninety-nine percent of the interviewees 
expressed some knowledge of family planning, and 58 
percent favored it; some 19 percent even wanted to 
be sterilized. The Office has since opened a family 
planning clinic in Khouribga-one of the first in-
dustry-backed family planning clinics inAfrica. 

Demographic research in Morocco has been 
carried out at a center established in May 1971 with 
technical assistance from the University of North 
Carolina under an AID contract. 

External Assistance 
The U.S. Afency for International Development 

(AID) has provided a total of $2.35 million in assis-
tance to Morocco's national family planning program 
between fiscal 1969 and 1975 and has budgeted 
funds for fiscal 1976. Expenditures have gone toward 
technical assistance with the 1971 census, support 
for the national family planning program through 
provision of advisory help, contraceptives, and a 
$300,000 local currency grant toward construction 

of the new National Family Planning Center. AID 
also has supported a program of training some 600 
"monitrices" in family planning motivation and edu. 
cation. The "monitrices" are now working in the 200 
women's centers and in a smaller number of others. 

The United Nations Fund for Population Activi. 
ties (UNFPA) provided $128,000 between fiscal 1971 
and 1974 for a law and population study and toward 
activities of the Moroccan National Family Planning 
Association (MNFPA). And the United Nations 
Children's Fund (UNICEF) has provided assistance to 
help develop the national maternal and child health/ 
family planning program. 

The International Planned Parenthood Federation 
(IPPF) provided $900,000 between 1971 and 1975 to 
assist the MNFPA. 

The Population Council has provided $620,000 in 
funds since 1971. This included agrant to the Institut 
National de Statistique et d'Economie Applique for 
various research projects and some in demography. 
Assistance has been given by The Ford Foundation 
and The Pathfinder Fund. 

Mozambique has an estimated population of 9.1 
million, about 90 percent of which is rural. The 
annual rate of natural increase is2.3 percent. With its 
present birth rate of 43 per 1000 and death rate of 
20 per 1,000, the population would double in 30 
years. The population is young-43 percent under 15 
years. GNP per person is estimated currently at $330 
per year. 

Mozambique has no organized family planning 
activities. 

Niger 
Niger's mostly rural population in mid-1975 was 

increasing at the rate of 2.7 percent annually-a rate 
that would double the present 4.6 million population 
in 26 years. This derives from a birth rate of 52 per 
1,000-the highest in the world-and a high death rate 
of 25 per 1,000. About 46 percent of the population 
is under 15 years of age. Poverty is widespread, and 
the per capita GNP is only $120 per year. Health 
facilities and services are scarce for all. 

The rapid rate of population increase is posing 
severe problems, present and future, for a country 
already suffering from inadequate capital and social 
services and limited natural resources. Further, Niger 
was not only one of the West African countries struck 
by the severe Sahelian drought, but, in addition, 
received thousands of Tuareg drought refugees from 
Mali. 

Nevertheless, the Government has maintained a 
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strong pronatalist position throughout the past pilot maternal/child health project to: develop 

decade, holding that the population growth rate, methods for expanding and improving present 

fertility rate, and expected population size are accept- services, motivate people to space their children, and 

able. This is reflected in a general lack of family train health personnel. AID funding provided 

planning activities, personnel, commodities, participant training, and 

Some family planning information is distributed other necessities. AID also has provided $25,000 to 

informally. Contraceptives are sold in urban pharma. the Niger Center for Social and Scientific Research 

cies and dispensaries at comparatively high prices, for production of a family planning film. 
As one of the African Francophone countries, The United Nations Fund for Population Activi-

Niger has a 1920 Frcnch law on its books prohibiting ties (UNFPA) is supplying assistance for a population 
the publicizing or selling of contraceptives. census scheduled for 1976. 

External Assistance Nigeria 
The U.S. Agency for International Development 

(AID), through the American Organization for Although ambitious official plans have been 
Rehabilitation and Training Federation (ORT), outlined and private family planning activities have 

assisted the Government of Niger in establishing a been conducted for more than a decade, Nigeria-the 
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most populous nation of Africa and potentially one 
of the wealthiest-as yet has made no firm commit. 
ment to curb population growth. 

The former head of state, General Yakubu 
Gowon, maintained that Nigeria needed a lower rate 
of population increase in order to facilitate social and 
economic development and that population growth 
was outpacing food production. This growth now 
stands at around 2.7 percent a year, and the country's 
population of 63 million would reach over 126 
million just after the turn of the century. The 1974 
birth rate is49 per 1,000 people, and the death rate is 
23 per 1,000. 

The growing pressure of population on resources 
isalready evidenced by extensive soil erosion in some 
heavily populated rural areas, a general inability of 
public services to keep up with population growth, 
and high rates of unemployment and dependency. 

Yet because of Nigeria's abundance of natural 
resources, there is a common national feeling that the 
country can easily absorb the expected population 
increase. Recently high prices for petroleum-of 
which Nigeria is a large producer-have strengthened 
this view. 

Nigeria's 1970-74 development plan called for 
integration of family planning activities into maternal 
and child health programs, but little progress was 
actually made. The goals may yet be accomplished, 

however, since the Government presently hopes to 
develop a national family planning program out of a 
maternal and child health/family planning training 
project. In addition, 10 of the country's 12 States 
are reported making family planning services avail. 
able. Among these are Lagos, Western, Kwara, Mid. 
West, and several of the northern States. 

Private family planning services have been offered 
since 1964 through the Family Planning Council of 
Nigeria (FPCN), a member of the International 
Planned Parenthood Federation (IPPF). In addition 
to services available through clinics, the FPCN con
ducts widespread information, education, and com
munication activities stressing the relationship be. 
tween small families and family well-being. 

Efforts of the FPCN are supported by the 
Universities of Lagos and Ibadan, which have demon
stration clinics for student nurses and doctors as part 
of their curriculums. For example, the Lagos Uni. 
versity Teaching Hospital operates a family planning 
training clinic in Lagos. Here, student nurses, phy
sicians, and paramedics from Nigeria and other 
countries are trained in family planning and the 
treatment of infertility. 

In addition, a number of Christian mission 
hospitals offer family planning services, while univer
sities are carrying on research in maternal and child 
health/family planning. 

Atalocal market In Ibadan, Nigeria, acountry where petroleum wealth 
Isbringingthe urban congestionfamiliar in the Western world. Nigeria's 
Govrnment hopes to develop anationalfamilyplanningprogram 
out of a maternal and childhealth/familyplanning training project. 
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External Assistance 
The International Planned Parenthood Federation 

(IPPF) has provided $3.5 million since 1969-mainly 
in support of the activities of the Family Planning 
Council of Nigeria (FPCN). 

U.S. AID budgeted a total of $1.62 million for 
family planning in Nigeria during 1973.75, mainly for 
an experimental project to integrate family planning 
into maternal/child health programs and for improve. 
ments in preventive and curative medicine for chii-
dren under 5 years of age. The family planning effort, 
which will end in 1976, is being carried out by 
Nigeria's National Institute of Child Health with 
assistance from Johns Hopkins University under AID 
contract. 

Other AID assistance in the past decade has 
included: an $84,000 grant to the University of Lagos 
for an expanded demographic training and research 
program, $10,000 for training five nurses in family 
planning, $84,000 under a regional grant to help the 
Federal Ministry of Health improve its data gathering 
system, and $114,000 to the University of Michigan 
to help the University of Ibadan conduct a study of 
rural-urban migration in Nigeria. 

The United Nations Fund for Population Activi-
ties (UNFPA) in 1975 approved the outlay of 
$1,345,000 to assist the Government's rural maternal 
and child health and family planning program. The 
estimated equivalent value of the Government's 
contribution is $3,337,000, for a 5 year period 
beginning in July 1975. Earlier, UNFPA had pro-
vided funds for the 1973 population census, financing 
for a law and population study, and other population/ 
family planning projects. 

WHO has supplied funds for training and research, 
The Population Council has given a total of $1.3 

million in assistance, chiefly to improve and maintain 
demographic and research facilities at the Universities 
of Ife and Lagos and the Ahmadu Bello University. It 
also has assisted the rural family planning project at 
Zuma Memorial Hospital in Urrua, post partum 
family planning programs, and a demonstration clinic 
at Ahmadu Bello University. 

The Ford Foundation has provided a total of $1.1 
million in population assistance since 1966. It main-
tains a resident West African advisor in its Lagos 
office, operates an informal population information 
service, and has made a number of grants for family 
planning training and demographic projects. 

Family Planning International Assistance, with 
$116,000 in assistance since 1972, has provided 
support for regional conferences of the Christian 
Council of Nigeria and other activities, 

The Pathfinder Fund's $194,099 in cumulative 

assistance has gone toward a female sterilization 
clinic, a family planning information center and clinic 
at Enugu, a medical student's conference, and a study 
of maternal and child health services offered by rural 
health workers in East-Central State. It also has 
provided contraceptives for family planning activities 
in the North-Eastern State of Nigeria and at Zuma 
Memorial Hospital. 

Other voluntary assistance has come from the 
Mennonite Central Committee, the Smithsonian In. 
stitution, the World Assembly of Youth, and World 
Neighbors and the Rockefeller Foundation. 

In addition, Finland-through the United Nations 
Children's Fund-has provided $144,000 during 
1972-76 for a pediatric training unit at Ahmadu Bello 
University Medical School. 

Reulnion 
The birth rate has been falling on the island of 

Reunion since 1967, but the population of 493,000 is 
continuing to increase by 2.1 percent annually. At 
that rate, total population could double in 33 years. 
Reunion has a low "eath rate of 7 per 1,000 
population and a birth rate of 28 per 1,000. Per 
capita GNP is a relatively high $1,210 ayear, and the 
literacy rate is 63 percent-the highest in Africa. Its 
urban population is 43 percent of the total, and 43 
percent isalso under age 15. 

An overseas dependency of France, Reunion 
comes under the provisions of a French law that 
encourages local governments to support family 
planning. Reunion's attitude has been favorable, and 
support has been provided all during this decade. 

Orientation Familiale, a family planning organiza
tion funded by the French Government, was 
organized in 1966 and operates II clinics on a daily 
basis. Attendance has increased steadily. For 
example, an intensive education/publicity campaign 
in 1969 brought a 57 percent increase. 

The Association Reunionaise pour I'Education 
Populaire, a primarily Catholic organization, gives 
marriage guidance and teaches the rhythm method. 

More than 30 private physicians prescribe oral 
contraceptives. Abortions are common although 
illegal. 

External Assistance 
The International Planned Parenthood Federation 

has sent personnel, at the Government's request, to 
give guidance and advice to Orientation Familiale 
concerning its educational and family planning infor
mation program. 
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Rwanda Government has traditionally been opposed to family 

planning by methods not approved by the Catholic 

As Africa's most densely populated nation-with Church, at a 1968 seminar sponsored by the Ministry 
560 people per square mile of agricultural land- of Health, agreement was reached that the concept of 
Rwanda is feeling the shocks of rapid population child spacing should be incorporated into national 
growth. In this desperately poor country, the popula- health education. Also, some doctors provide family 
tion (estimated 4.2 million in mid-1975) is expanding planning information on request. 
by 2.6 percent annually. Both birth and death rates 
are unusually high at 50 and 24 per 1,000, External Assistance 
respectively, and about 44 percent of the population The U.S. Agency for International Development 
is under 15 years of age. Although it is encouraging to (AID) has provided assistance for construction of 
note that the overall growth rate has declined from dispensary/maternity projects in Rwanda. 
the 3.1 percent annual average reported for 1963-68, The International Planned Parenthood Federation 
the "young" age structure of the population is (IPPF) has provided for the training of two nurse
conducive to future rapid population growth. midwives at IPPF's Family Welfare Training Center in 

With food production lagging behind population Nairobi, Kenya, and it helped finance a Government. 
expansion, food shortages are an ever-nagging threat organized international symposium on the African 
forcing the Government to rely on the international family. 
community for increasing food aid. At the same time, The Pathfinder Fund supports a project at the 
the country finds itself unable to bring about needed University of Rwanda Medical School in Butare 
development as money goes toward merely main- aimed at incorporating family planning services into 
taining present services. These conditions are re- the public health structure. The United Nations 
flected in a per capita income (GNP) of only $70 a Fund for Population Activities supported a popu. 
year and a literacy rate of 10 percent. lation census in 1975. 

Some leaders have shown concern about the World Neighbors includes family planning educa
country's rapid population increase. Although the tion in its rural development program. 

Senegal planning clinic existed in Dakar during 1970-71 but 
was closed because of organizational difficulties. 

A few local doctors provide family planning 
Senegal's population (4.4 million in mid-1975) is information and insert IUD's. 

growing by some 2.4 percent a year-up from an 
annual average of 2.1 percent in 1963-68. Both the External Assistance 
birth rate (48 per 1,000 people) and the mortality The U.S. Agency for International Development 
rate (24 per 1,000) are unusually high. (AID), through the Special Population Activities 

Population growth is continuing to outstrip the Fund, provided support for a maternal and child 
country's social services and resources. Per capita health/family planning program. 
income (GNP) is $250 annually. The proportion of The United Nations Fund for Population Activi
dependents"in the population is high, with 43 percent ties (UNFPA) is supporting two demographic pro. 
of all people under age 15. In addition, growth in jects-the 1975 population census and an investiga
critically important agricultural production has been tion of fertility trends. 
curtailed for most of the decade by the prolonged The International Planned Parenthood Federation 
Sahelian drought. (IPPF) has provided limited assistance. The Path-

The Government sees the country's population finder Fund helped establish and continues to 
growth rate as acceptable. However, some leaders are support the private family planning association in 
now showing an interest in family planning. A private Dakar as well as a training center for paramedical 
family planning clinic in Dakar-the first for French. personnel. The center offers I-month courses for 
speaking Africa-has been given informal encourage- nurses and midwives of Francophone Africa. Path. 
ment by the Government and has received assistance finder also has supported training in the United States 
from The Pathfinder Fund. It has established two of paramedical staff and supported a trip to Moslem 
satellite clinics- one in a Dakar suburb and one in the countries of North Africa and the Middle East for six 
interior of Senegal, and its staff extends services to Sengalese opinion leaders to enable them to visit 
other parts of the country. Another private family family planning programs there. 
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Seychells 
ychees 

Seychelles, a small island group and British 
colony, has a population of about 60,000. Birth and 
death rates-30 and 9 per 1000 population (in 1974), 
respectively, are among the lowest in Africa. At the 
present 2.1 percent rate of natural increase, the 
population would double in 33 years. While the birth 
rate has been declining the last several years, the age 
structure of the population-with 43 percent of the 
people under age 15-could allow a sharp reversal of 
this trend. The current per capita GNP is $370 per 
year. 

While Seychelles has no official population 
policy, reportedly the Government is showing some 
Interest in family planning. 

An English woman doctor, with a grant from the 
United Kingdom Ministry of Overseas Development, 
has been working since 1965 to promote family 
planning. Four clinics, offering all methods of contra. 
ception, serve more than 500 patients per month. The 
doctor also distributes literature and provides educa. 
tion and guidance for maternal and child health. 

Two trained nurse-midwives, a nurse, and a 
fieldworker are also engaged in family planningservices. 

External Assistance 
The International Planned Parenthood Federation 

(IPPF) has helped a local association set up a 
nonofficial family planning program and since 1970 
has supported the four private clinics. it also provides 
literature. The Pathfinder Fund has assisted by pro-
viding contraceptives. 

Sierra Leone 
Sierra Leone's population of 3 million, as of 

mid-1975, isincreasing at a rate of 2.4 percent ayear. 
The birth rate for the country is 45 per 1,000, and 
the death rate is21 per 1,000. Some 43 percent of the 
population is under 15 years of age. Based mainly on 
agriculture and mining, per capita GNP isestimated at 
$160 a year. 

A decade ago, it was widely felt that Sierra Leone 
would benefit from rapid population growth; but that 
view has changed considerably. The Government-in 
most recent years-has encouraged the activities of 
the private Planned Parenthood Association of Sierra 
Leone (PPASL). 

PPASL was founded in 1960 and became a 
member of the International Planned Parenthood 
Federation (IPPF) in 1968. As of the end of 1974, it 
was operating II clinics; as of 1973 new acceptors 

totaled 2,182 and continuing acceptors 3,592. Orals 
have proved to be the most popular contraceptive
with a new acceptor rate In 1973 double that of 
1972. 

Among its other activities, PPASL sponsored an 
international seminar on the health of the family unit 
in 1973; has planned parenthood weeks, exhibits at 
fairs, and showings of family planning films; has 
printed and distributed leaflets and pamphlets, 
posters, calendars, and Christmas cards carrying 
family planning messages; and has used the mass 
media for extensive planned parenthood publicity. 

The Government allows PPASL free use of radio 
and television as well as some maternal and child 
health facilities. The Government also has sponsored
participants for maternal and child health/family 
planning training programs, and has removed the duty 
on imported contraceptives. 
External Assistance 

The U.S. Agency for International Development 
Th U.S. for aD eopentuns tratin 

(AID) has provided funds for training Sierra Leoneans 
at the U.S. Bureau of the Census and at the Meharry 
Medical College Maternal and Child Health Family 
Planning Center.The United Nations Fund for Population Activities (UNFPA) has helped Fourah Bay College 
establish a demographic unit and, through UNESCO, 
has provided fellowships for training in the com
munication aspects of population education. It has 
also provided assistance for the 1972 population 
census and a seminar at Fourah Bay College on the 
health of the family unit. 

CARE has given food and medical packages to the 
Planned Parenthood Association of Sierra Leone 
(PPASL) for distribution to women visiting parent
hood clinics. The International Planned Parenthood 
Federation (IPPF) assists the PPASL's program and 
budgeted $212,200 in 1975 for tieldwork, informa. 
tion-eduction, clinic operations, and other activities. 
The Pathfinder Fund in 1972 sponsored participation 
of six PPASL officials in a 7-week Government 
Affairs Institute seminar in Washington, D.C., on 
planning and management of population/family 
planning programs. 

Family Planning International Assistance has 
provided contraceptives and medical equipment to 
church-related family planning programs. 

The Population Council has sponsored the 
training of a Central Statistics Office official in 
demographic data processing and provided grants for 
Master's degree students in population and geography 
at Fourah Bay College. It also has funded a national 
survey of population knowledge, attitudes, and 
practices. 
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Sierra Leone was represented at the World 
Assembly of Youth African regional seminar on 
Youth and Family Planning in Lagos, Nigeria, in 
1972. The Pathfinder Fund has given some assistance. 

Somalia 
Somalia's present population of 3.2 million would 


double in 28 years at the present rate of natural 

increase (2.5 percent annually). The birth rate is 47 

per 1,000 people and the death rate 22 per 1,000. 

With 45 percent of the people under age 15, the per 

capita GNP a low $80, and the literacy rate (5 

percent) one of the lowest in Africa, Somalia faces 

severe economic, educational, and social problems. 

Public services-including health-are already far short 

of the needs of the people. Life expectancy at birth is 

41 years. 


No organized family planning or population 
programs are underway; but with the population 26 
percent urban, some urban interest exists in child 
spacing and limiting family size. 

The United Nations Fund for Population Activi-
ties has contributed $1,398,000 for a population 
census and related demographic support. 

South Africa 
The mid.1975 population of South Africa was 

estimated at 25.0 million with a birth rate of 43 per 
1,000 as of 1974 and a death rate 16 per 1,000 
resulting in a natural increase of 2.7 percent a year. 
South Africa's population could double in 26 years. 
The average per capita GNP is $1,080 a year. 
However, that figure conceals large differences be. 
tween areas and between the white minority and the 
black majority in the population. 

The South African Government has supported 
family planning throughout the decade by helping to 
finance family planning services as part of its health 
program. 

The National Council for Maternal and Child 
Welfare (NCMCW), founded in 1932 and a member 
of the international Planned Parenthood Federation 
(IPPF) since 1953, is the coordinating body for 
regional family planning associations and issupported
by the Government and by local authorities. Regional 
associations are responsible for opening clinics which, 
when well established, are turned over to local 
management. At the last report, about 100 clinics had 
been transferred, and some 130 were being run by
regional associations, 

The Council is seeking to expand its educational 
programs and to reach more women in child-bearing 
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years. Special clinics have been established in rural 
areas and in factories as part of this effort. 

External Assistance 
The International Planned Parenthood Federation 

(IPPF) has made agrant to the Transkei branch of the 
National Council for Maternal and Child Welfare 
(NCMCW). 

World Neighbors has supported a project in 
Transkei and Zululand involving general economic 
and social development along with food production
a total approach to meet family needs, It has been 
strongly emphasized that family welfare includes 
maternal/child health, nutrition, and sanitation. 
Where possible, family planning education is in. 
corporated into the program. 

None of the above assistance includes funds from 
the U.S. Agency for international Development. 

Namibia 
Namibia in south.western Africa has a population 

of 852,000, and its rate of population increase is 2.2 
percent a year. Birth and death rates are 46 and 23 
per 1,000 population, respectively. At the present 
rate of growth, the population would double in 32 
years. 

Urban centers contain 23 percent of the people, 
and modern education and medical care have been 
extended in various degrees to most tribal areas in the 
last few years. However, social development islimited 
under the present political situation. Per capita GNP 
is estimated jointly with South Africa at $1,080 
year. 

There is no organized family planning activity. 

Rhodesia 

If the present rate of natural Increase of 3.4 per. 
cent a year does not slacken, Rhodesia would double 
its present population of 6.3 million in 20 years. 
The overall birth rate is a high 48 per 1000 while the 
death rate is 14 per 1,000, and 46 percent of the 
whole population is under age 15. All three indica. 
tors, however, are higher for the black majority than 
for the white population. 

The Government takes a positive attitude toward 
family planning and has supported such programs and 
activities throughout the last decade. Family planning
has been incorporated into the Government's 
maternal/child health services since 1966 and is part 
of routine health service in hospitals and clinics. 



A familygroup in rural West Africaawaits the meal being prepared at 
far left. Among the countries in this region, Ghana and Liberia 
are givingGovernment supportto familyplanningprograms and 
others have begun to show interest. 

The Family Planning Association of Rhodesia 
(FPAR) has been active since 1957 and receives 
substantial grants from the Government. At first, 
FPAR concentrated mainly on education through 
films, pamphlets, and talks. As public interest 
developed, clinics were established by the FPAR's 
seven branch organizations. Much of this clinical 
work has now been transferred to the Government. 
At present, family planning services are available in 
more than 400 locations offered by clinics of the 
Government, FPAR, industries, missions, etc. 

FPAR now is responsible for family planning 
education throughout the country. It has seven urban 
and three mobile clinics. It provides literature in 
several languages and maintains units for traveling 
talk and film shows. Field workers visit thousands of 
families in their homes and talk to thousands more in 
groups. In other efforts to reach the public, weekly 
radio programs are broadcast in two vernacular 
languages and exhibits are set up at agricultural and 
industrial fairs. FPAR also has a sex education 
program. 

Training courses for family planning workers have 
been conducted by FPAR and at the University 

College. Government nurses receive family planning 
training, and the Spilhaus Family Planning Center
situated at the entrance to Ilarari Maternity liospi
tal-began courses for field workers, paramedicals, 
and medical assistants in 1970. It also gives family 
planning education to patients in the hospital. 

External Assistance 
The International Planned Parenthood Federation 

(IPPF) gives financial assistance to the Family 
Planning Association of Rhodesia (FPAR). From 
1968 through 1972, Oxfam provided funds for 
FPAR's educational film unit, for furnishing and 
equipping a clinic in Salisbury, for a nurse's salary, 
and to provide contraceptives to women who could 
not pay for them. Oxfam.Canada helped FPAR in 
1968.69 with a grant for equipment and medical 
supplies. 

Family Planning International Assistance (FPIA) 
has provided medical equipment to church-related 
family planning programs. 

The Pathfinder Fund has completed a series of 
long.range IUD evaluation projects that were started 
in the late 1950's. 
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Tanzanian baby is given weight check at the Nutrition Clinic at Pugo, 
near Dar-es.Salaam. The clinic was established to fight malnutrition 
and raise health 5tandards.Maternal and child health and family 
planning services are part of the country'shealth program. 

World Neighbors has assisted the Hlekweni Rural 
Training Center in a program carried out in coopera-
tion with the Young Women's Christian Association. 
Specially trained personnel work with women in 
educational programs that include family planning 
information, 

None of the above assistance includes funds from 
U.S, AID. 

Sudan 


The mid-1975 population of Sudan was estimated 
at 17.8 million with a very high rate of natural in-
crease of 3 percent. Births were 48 per 1,000 people, 
and deaths 18 per 1,000, and 45 percent of the 
people were under 15 years of age. If the present rate 
of Increase were to continue, the population would 
doul-le in 23 years. Present per capita GNP is $140 
per year. 

The Sudanese Government seems at some times to 
favor population control and at others to oppose it. 
In a report prepared for the 1970 Conference of the 
U.N. xrconomic Commission for Africa, the Govern-
ment stated that "... . the country cannot afford the 
rise In fertility which might follow economic develop, 

ment. It is necessary to emphasize that unless 
measures are initiated at this stage to control.. .the 
rate of population growth, a continuously increasing 
amount of effort.. .will have to be used to maintain 
existing standards of consumption... In these circum
stances it is necessary to stress the need for popula. 
tion policy as part of economic development 
planning." And Sudan's 1970-75 Development Plan 
stated that family planning should be incorporated 
into the maternal and child health services of the 
country. 

The Sudan Family Planning Association (SFPA), 
founded in 1965, opened its first clinic in 1966 and 
became a member of the International Planned 
Parenthood Federation (IPPF) in 1971. It runs clinics 
in three cities and in some clinics uses Government 
facilities and personnel. The Sudan Medical Assocla
tion, the Khartoum Nursing College, Khartoum 
physicians, and the University of Khartoum cooper. 
ate with the Association. 

External Assistance 
The United Nations Fund for Population Activi

ties (UNFPA) gave assistance for a population census 
in 1972. The World Health Organization (WHO) has 
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given advisory help in vital and health statistics to the 
Ministry of Health. 

The International Association of Schools of 
Social Work has included Sudan in its pilot project to 
develop qualified social work manpower for popula-
tion/family planning activities. 

The International Planned Parenthood Federation 
(IPPF) has given financial assistance to the Sudan 
Family Planning Association (SFPA) for informa. 
tion-education, training, clinic operations, and field-
work. 

The International Fertility Research Program 
has supported introduction of new technologies in 
the Sudan and relevaint itaining. 

The Pathfinder Fund has assisted parts of the 
program. 

Swaziland 
Rapid population growth continues in Swaziland 

although the rate of increase has fallen slightly to 2.7 
percent compared with 2.9 percent in 1972. The 
birth rate is estimated at 49 per 1,000 and the death 
rate at 22 per 1,000 people. Ihis means that the 
population of 493,000 could double in 26 years. 
Further, because of the high birth rate, some 46 
percent of the Swazi are under 15 years of age, 
creating added demands on the Government for 
schools and other services and providing the potential 
for continued strong population growth in the future. 

The Government, which a decade ago opposed 
family planning, has shown increased interest recently 
in slowing population growth. The country's 1969 
Development Plan gives authority for a family 
planning program in the Ministry of Health. Toward 
this end, the Government has been working to launch 
a low-key family planning program based around a 
rural clinic. 

Some individual doctors also give family planning 
advice. 

External Assistance 
The U.S. Agency for lnternational Development 

(AID) has provided money from a Special Population 
Activities Fund for two Government projects: con-
struction in the ltlatikulu area of a public health 
center that will provide maternal and child health/ 
family planning services; and expansion and renova-
tion of the existing rural health clinic in the 
Shiselweni District to provide maternity/family 
planning services, 

The United Nations Fund for Population Activi-
ties is providing assistance for maternal health/family 
planning and a census. The United Nations Children's 
Emergency Fund (UNICEF) has provided contra-

ceptives and transport, and the World Health Organi. 
zation (WHO) has provided assistance for a family 
planning program in the public health service. The 
Pathfinder Fund has been a source of assistance for 
the program. 

Tanzania 
The Tanzania population, estimated at 15.2 

million in mid.1975, is increasing at the annual rate of 
2.8 percent. The birth rate is 50 per 1,000 popula
tion, and the death rate is 22 per 1,000. If the above 
rate of increase were to persist, the population would 
double to 30.4 million by the year 2000. With 47 
percentdoube o 304zilionTanzanians byte yeage 200 orof under 15, Wit just 
approaching the years of parenthood, further rapid 
increase in numbers is clearly in the making despite 
the already heavy pressures on employment oppor. 

tunities and public services. Per capita GNP is already 
low at $130 per year. 

Although the Government still has no official 
population policy, activity in the population/family 
planning field hasexpanded slowly in the past decade. 
Maternal and child health and family planning 
services are integral parts of the basic health program, 
and the Government in the last few years has given 
more financial support in this area than most African 
governments. 

Among the direct results of population growth 
are the country's rising imports of food for im
mediate comsumption needs. These imports totaled 
$150 million in 1974 compared with an annual 
average of $20 million in the late 1960's and $50 
million in 1972. Meanwhile, it is estimated that if 
population growth continues at tie present rate, 
Tanzania's cultivated area would have to expand 64 
percent by 1992 to supply the same amount of food 
per capita in that year as isgrown today. 

President Nyerere has spoken several times on the 
problems of rapid population growth. In a September 
1973 address lie stated, "Whatever we produce has to 
be divided between an increasing number of people 
every year... It is no use saying that these extra 
380,000 people have hands as well as mouths. For the 
first 10 years of their lives, at the very least, children 
eat without producing." 

The national health program includes midwife 
services and nutrition and family planning informa. 
tion. Private efforts have been carried on since 1959, 
when the Family Planning Association of Dar es 
Salaam was formed. In 1966, the Dar es Salaam 
Association became the Family Planning Association 
of Tanzania (FPAT) and joined the International 
Planned Parenthood Federation (IPPF). 
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The FPAT provides family planning advisors, 
conducts training courses, and provides supplies and 
equipment for the more than 100 maternal and child 
health/family planning clinics in Tanzania. Over 50 of 
these are in Government hospitals; the largest and 
most active clinics are in the capital city, Dar es 
Salaam. FPAT also produces family planning litera. 
ture and radio programs. 

Other agencies involved in family planning are the
Dar es Salaam School of Medicine, which conducts 
population studies, and the East African Statistical 
Training Center, which offers Government employees 
a course in statistics, including census taking and vital 
statistics. 

In line with the Government focus on rural 
development, there is expanding emphasis on 
maternal and child health/family planning programs 
in rural areas. 
External Assistance 

The U.S. Agency for International Development
(AID) has provided $4.74 million for population
activities in Tanzania since fiscal 1973 and has 
budgeted another $958,000 in assistance for fiscal 
1976. Much of this money is going toward the 
construction of 18 regional training centers and 64 
outstations, which will provide training for an esti-
mated 2,600 paramedical personnel, 

The United Nations Fund for Population Activi-

ties has financed census publications and other pro-

jects in the family planning field, 


The International Planned Parenthood Federation
 
(IPPF) has provided a total of $1.93 million since 

1969 in support of the Family Planning Association 

of Tanzania (FPAT). It also supports work at three 
mission hospitals in the Masasi area. Oxfam, through
IPPF, provided funds to FPAT in 1972 for three 
vehicles, their operating costs, and 2 years of staff 
salaries. Additional funds were approved for vehicle 
operating costs, maternal and child health work, and 
program expansion. 

The Population Council, with a cumulative input
of $324,000 since 1969, has provided demographic 
assistance, support for a project to analyze census 
data on migration, and assistance for private agencies
in Tanzania. 

Other private organizations lending assistance 
during the past decade include Family Planning
International Assistance, The Pathfinder Fund, and 
World Neighbors. 

Countries other than the United States also have 
provided considerable assistance since 1973: Canada 
contriouted $600,000 between fiscal 1973 and 1975;
Denmark, $1.33 million; Finland, $1.54 million; 
Norway, $1.24 million; Sweden, $4.63 million; and 
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Switzerland, $240,000. These countries all have 
budgeted additional assistance for fiscal 1976, in. 
cluding $3.1 million and $1.03 million, respectively, 
by Sweden and Finland. 

The World Bank has conducted preinvestment
studies as a prelude to a possible project. 

Togo 
Togo's population of 2.2 million is expanding at 

an annual rate of 2.7 percent as of 1975. Birth and 
death rates are both unusually high-51 and 23 per
1,000, respectively. If Togo follows the usual pattern
of developing countries of reducing deaths faster than 
births, its rate of population growth would accelerate. 
Another factor is that 46 oercent of the population is 
under 15 years of age and will move into the 
reproductive age group over the next decade and a 
half.

The Government has held the view that thecountry's population is growing at an acceptable rate. 
Like most other countries of French-speaking West 
Africa, Togo has an anticontraceptive law. Still,
family planning appears to be on the rise. A family
planning clinic is operating in Lome, and some health 
officials make family planning information and 
contraceptives available to interested women on an 
irregular basis. Recently, a private family planning 
association was established, and it has been approved
by the Government. In addition, some private
physicians provide contraceptives. 

External Ass:sance 
The U.S. Agency for International Development

(AID) has provided funds for printing a maternal and 
child health/family planning manual. In addition, 
the Ministry of Health and AID have discussed plans
for constructing a new health center at Lom6. 

The United Nations Fund for Population Activi
ties has financed improvement of demographic 
statistics, a seminar on education, and a law and 
population project.

Among private organizations, The Pathfinder 
Fund has sent medical supplies and contiaceptives to 
the Lom6 family planning clinic, and the Population
Council and the Ford Foundation have provided
fellowships in family planning. At the ,equest of the 
Togolese Government, the Unitarian Universalist 
Service Committee has helped develop maternal and 
child health services and education with family 
planning to be introduced when it is considered an 
appropriate time. 

Peace Corps volunteers teach family planning,
along with other health subjects, in schools and adult 
education classes. 



Tunisia 


Tunisia during the last decade has mounted one 
of Africa's most comprehensive population/family 
planning programs, moving from a limited pilot 
project to a nationwide Government program. Its 
mid-1975 population was almost 5.8 million, and an 
annual birth rate of 38 per 1,000 people and adeath 
rate of 13 per 1,000 result in a yearly population 
growth of 2.5 percent. 

Although this is a high rate of increase, it is below 
the 2.7 percent reported for 1965 so that Tunisia is 
making some progress in slowing population growth 
despite the general impetus given to fertility by a 
declining death rate and the large number of women 
in the reproductive age group. The country's current 
death 13 1,000 is tilerate of per lowest on the 
African mainland, while the average life expectancy 
of 54 years is the highest. In addition, 44 percent of 
the population is under 15 years of age and will 
further swell numbers in the reproductive age group 
as they reach maturity. 

Tunisia's national family planning program has 
grown from a pilot project launched in Bizerte during 
1964 to a nationwide program offering free family 
planning services through some 300 Government 
health clinics and additional mobile units. Since 
1964, the program has undergone a number of 
changes and reorganizations, including extension to a 
nationwide program in 1968-69 and the creation of 
the National Office for Family Planning and Popula
tion (ONPFP) in 1974. ONPFP is a semiautonomous 
Government agency under the Ministry of Health. A 
further change was the decision in November 1974 to 
rely more heavily on midwives in carrying out 
fieldwork. 

The primary responsibilities of the ONPFP are to 
promote population policies and standards of service; 
to develop adequate training programs; and to pro-
vide central support for health and family planning 
education, communications, research and evaluation, 
and certain administrative services. 

Since the program's extension nationwide, the 
number of new acceptors has risen from an estimated 
15,700 in 1968 to 52,700 in 1974. Tile cumulative 
total was estimated at 215,000. The total of con-
tinuing users was estimated at 80,200 in 1974, over 
six times the 1965 level of 13,100. So,ie47,800 of 
these were using IUD's, followed by an unusually 
high 20,800 receiving sterilizations, and 8,400 were 
on the pill. 

Current program goals are to reach 62,000 new 
and continuing acceptors in 1975 and 69,000 in 
1976. The long-term objective is to ss.3w population 
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growth from the current level of 2.5 percent a year toI percent annually by the year 2001. 

Toward this end, the Government has passed 
some milestone legislation aimed at encouraging 
smaller families. Tunisia was, for instance, the first 
Moslem nation to legalize abortions, with current 
legislation permitting abortion on request during 
the first 12 weeks of gestation. All family planning 
services-including abortion and tubal ligation--are 
free. The Government also has outlawed polygamy, 
raised the legal marriage age to 17 for women and 20 
for men, limited child support payments to a family's 
first four children, and legalized the import, sale, and 
advertising of contraceptives. In mid-1975 the legal 
requirement for prescriptions for low-dosage oral 
contraceptives was lifted. 

Also active in the country is the Tunisian Associa. 
tion for Family Planning (ATPF), an affiliate of the 
International Planned Parenthood Federation (IPPF).
The organization was formed in 1969 and currently 
works closely with the national program. It operates
the Ministry of Health's Montfleuri clinic, offering 
family planning consultations and services and tubal 
ligations, vasectomies, and abortions. The clinic also 
conducts family planning training programs for medi
cal and paramedical staff. 

In addition, the ATPF carries on much of the 
education work for the national program, conducting 
education and family planning campaigns through 
local chapters organized throughout the country. 

External Assistance 
U.S. AID has provided a total of $8.25 million in
 

financial assistance for family planning in Tunisia
 
between fiscal 1968 and 1975 and is providing
 
another $878,000 for fiscal 1976 with the overall aim
 
of helping the Government to obtain its demographic 
goals. Expenditures have covered the whole spectrum 
of family planning activities: provision of contra
ceptives, medicines, and audiovisual and surgical 
equipment; advisory help; local and third-country 
training; budgetary support for special projects; and 
financial assistance toward the local currency costs of 
an International Imnk for Reconstruction and De
velopment (World Bank) loan for building clinics 
and teaching facilities. Support also included help in 
rehabilitating some 100 health facilities to improve 
maternal and child/health family planning services. 

The United Nations Fund for Population Activi
ties (UNFPA) has provided $4 million in grant 
funds for the period 1974-78 for a number of 
demographic and family planning projects. The World 
Health Organization (WHO) has provided nursing/ 
midwifery consultant services, commodities, and 



Tunisian mothers,
right, le(7rn 

about familyplan. 
ning. The program 

hopes toattract 
69,000 new accep. 

tors In 1976. A 
city mother, below 
right, would like to 

keep her family 
asmall one. 

funds for training medical and paramedical personnel.
The World Bank made a loan of $4.8 million 

in fiscal 1971 for the construction of clinics and 
training facilities. 

The Ford Foundation has provided $1.18 million
in assistance, including payments to the Population
Council for support of two resident advisors in 
Tunisia from 1968 through 1972 and a demographic 
advisor since 1972. 

The Population Council has furnished technical 
assistance in demography, public health medicine, 
and health education. 

The Pathfinder Fund furnished the first IUD's in
Tunisia and in 1972 supplied Dalkon Shields for 
research purposes.

The Canadian International Development
Authority during the past 8 years has furnished 
medical teams of 12 to 50 persons for work in 
medical schools, children's hospitals, maternal/childhealth clinics, and other health facilities to train 
Tunisians and improve the delivery of services. 

The Netherlands has provided $647,000 between 
fiscal 1970 and 1974 in family planning assistance,
Including the support of a team offering maternal/
child health and family planning services in the Le 
Kef region.

Belgium provided $175,000 in assistance during
fiscal 1975, including support for a similar team inthe Gafsa area. 

The Swedish International Development
Authority budgeted $2.22 million in assistance be-
tween fiscal 1966 and 1972. This went toward 
advisory help from an expert In the production of 

, 

f 

communications/audiovisual materials, communica
tions supplies and equipment, a large offset printing 
press, and the costs of anurse-midwife advisor to the 
national program. 

West Germany has provided subsidies to cover the 
operating costs of the Montfieurl clinic. 

Uganda
 
Although the Government of Uganda has no 

national population policy or program, it Is in
creasingly concerned at its population growth rate. 
This has accelerated from an average of 2.5 percent 
per year In 1956.65 to a yearly 2.9 percent by 1975. 
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Declining death rates-now 16 per 1,000-in conjunc-
tion with a birth rate of 45 per 1,000 account in part 
for the pace of population increase, 

If the current growth rate were to continue, 
Uganda's present 11.5 million people would double 
to 23 million in just 24 years. And since 44 percent 
of the population is under age 15 and approaching 
the years of fertility, this doubling is sure to occur in 
the absence of developments that would reduce birth 
rates or increase death rates or both. In light of the 
difficulties in the way of quick economic develop-
ment in Uganda, such a rapid rise in population 
would be most likely to depress even further the 
present GNP of $160 per person. 

In its third 5-year development plan, the Govern-
ment examined the problems caused by the high 
population growth rate and budgeted an initial sum 
of $145,000 in 1972 for the activities of the Family 
Planning Association of Uganda (FPAU). 

FPAU was founded in 1956 and is a member of 
the International Planned Parenthood Federation 
(IPPF). It is the main source of family planning work 
in Uganda. As of 1974, it ran a total of 28 clinics, 
using-in addition to its own facilities-some Govern-
ment and mission hospitals and municipal health 
centers. The majority of these are in the Kampala 
area. The number of clinics, however,is down from 38 
in 1972 as a result of the departure of Asian doctors. 
In addition, it gives support to a cytologist at the 
Medical School of Makerere Unihersity in Kampala. 

The FPAU also carries out an information, 
communication, and education program by producing 
films, leaflets, and other materials in English, 
Luganda, and four vernacular languages. 

Family planning services and training also are 
offered at the Makerere Medical School. 

External Assistance 
U.S. AID budgeted a total of $821,000 in 

assistance for Ugandan family planning activities 
between fiscal 1969 and 1973 when aid was dis-
continued. Funds have gone for various projects: to 
the Uganda Computer Center for processing the 1969 
census, for participant training and advisory services, 
and for some support of the Family Planning Associa- 
tion of Uganda (FPAU). In addition, AID has given 
extensive assistance to Makerere University for 
prostaglandin studies and--through a contract with 
the University of California (Berkeley)-for maternal 
and child health/family planning training and services. 

The United Nations Fund for Population Activi. 
ties (UNFPA) has provided a total of $97,000 In 
assistance since 1972 for a demonstration project in 
Improving family health. 

The International Planned Parenthood Federation 
(IPPF) in 1970-75 provided $948,000 in assistance 
for the FPAU. It also supports training programs at 
Makerere University. 

Among other voluntary organizations, the Popula
tion Council provided $105,000 between 1969 and 
1972 for fellowships, a demographic adviso" at 
Makerere University, and research into vital registra
tion and differential growth in Uganda. The Path
finder Fund has pais for the services of a doctor, 
supplied contracepti'ies and films, and provided travel 
grants. It has also analyzed IUD insertions as part of 
its international IUD program. The Rockefeller 
Foundation has provided fellowships to the Medical 
School of Makerere University for research on blood
clotting mechanisms in relation to ovarian steroid 
hormones and for an exchange training program 
between the University of California (Berkeley) and 
Makerere University. Oxfam, through IPPF, has given 
financial assistance to FPAU, and World Neighbors 
has worked with FPAU as well as with the Martyrs 
Community Center in Kampala and the Christian 
Rural Service Provincial Program. Family Planning 
International Assistance has provided limited support 
since fiscal 1972. 

The Government of Denmark has given $219,000 
in assistance during the last decade, most of it a lump 
sum payment in 1969 for building costs and equip
ment of a family health training center at Makerere 
University. 

Upper Volta 

Upper Volta's population, somewhat over 6 
million, is increasing by 2.3 percent per year. The 
high birth rate-49 per 1,000 population-is 
accompanied by a high death rate-26 per 1,000. Tile 
economic situation of the people is indicated in part 
by the very low GNP per person per year-$80. Over 
40 percent of the population isunder age 15. 

Upper Volta has no official policy on population 
growth or family planning, and no mention of either 
was made in the 1972-76 National Plan. However, the 
Government is aware that a relationship exists be
tween population and economic development. 

Some doctors give ramily planning advice, but 
contraceptives are not for sale. 

External Assistance 
The United Nations Fund for Population Activi

ties in 1974 budgeted $1,033,000 for a population 
census in Upper Volta over a 4-year period. 
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The American Friends Service Committee funded 
a family planning seminar in 1972. 

U.S. AID provided $16,000 from its Special 
Population Activities fund for construction of two 
maternity dispensaries where maternal/child health 
programs are operating. 

The Population Council assisted with a survey of 
population and family planning knowledge, attitudes, 
and practices and has provided fellowship support. 

Zaire 
As of 1975, Zaire had a birth rate of 45 per 1,000 

population and a death rate of 20 per 1,000, making
for an annual population increase of 2.5 percent. If 

continued, this would double the country's 24.9 
million population in 28 years. Some 44 percent of

uderage15,setingthethe ounry' poulaionis
the country's population is undcr age 15, setting the 
stage for further increases,

Zaire, the most populous country in central 

Africa, is already suffering some of the repercussions 
of uncontrolled population growth. The needs of the 
people are outrunning food production; vital social 

services are lacking; disease and malnutrition are 

widespread; and mortality rates, especially among 
children, are high. And each new citizen adds to the 

demand for jobs, public services, schooling, arid food. 
The verll icreaingpoblm isattactigThe overall problem is attracting increasing 

Zaire has moved fromattention. In the last decade, 

having no organized family planning activities to 
offering expanding services through Government 

leaders have indicated a growing
facilities. National 
commitment to curtailing population growth. For 
instance, President Mobutu, in a national statement 
on population in 1972, expressed interest in limiting 
births to "desirable births." 

Later, in March 1974, at a Kinshasa seminar, the 
Minister of Health stated "We believe... that a 
moderate demographic growth limited to desired 
births is a part of the basic equilibrium of a modern 
country in full development." 

The Government currently has a pilot maternal 
and child health/family planning program under the 
auspices of Fonds Medical de Coordination 
(FOMECO). The program operates three clinics 
(another two have been approved) in Kinshasa. As 
part of the FOMECO program, the Mama Yemo 
General Hospital also offers training in family 
planning. 

Additionally, maternal and child health/family 
planning radio tapes and films are being produced for 
national distribution by RENAPEC, the national 
radio education-television production agency. 

A recently formed National Council of Health 

will determine future health and family planning 
priorities for Zaire and formulate needed programs. 

External Assistance 
The U.S. Agency for International Development 

(AID) obligated $1.63 million in fiscal years 1972 
through 1975-and budgeted $593,000 for fiscal 
1976-for family planning programs in Zaire. Much 
of this has gone toward the Government's pilot 
project of maternal and child health/family planning 
services, including training, information-education 
work, contraceptive distribution, and development of 
model clinics. 

The United Nations Fund for Population Activi
ties (UNFPA) provided $209,000 between fiscal 1973
and 1975 for a demographic and rural fertility survey 

and for a civil registration project. Funds also have 
gn e o r sreg t in t D umogr soa n 

gone toward strengthening tile Demographic Division 
of Zaire's Department of Statistics and toward the 
salary of a professor of demography at the Territorial 
School of Likas. 

Council in 1973 providedThe Population 
$40,000 in grant assistance to the University of Zaire 

nt of e mography.for parti su pot apan e 
Canada's international Development Research 

Center granted $99,500 to the Government's Na

tional Institute of Statistics for a demographic survey 

in three o citis tndfor de o pen ofrte 
in three major cities and for development of tech
niques applicable Zo other African nations. 

Limited assistance also has come from The 

Pathfinder Fund, Family lanning International 
Assistance, and the Mennonite Central Committee. 

Zambia 

Zambia's mid.1975 population of 4.9 million is 
increasing at the very high rate of 3.1 percent a 
year-the same as reported for 1963.68. This reflects 
continued high rates for both births and deaths- 51 
and 20 per 1,000, respectively. The present pressures 
on employment opportunities, housing, educational 
facilities, health facilities, and social services are 
intense. Further, with 46 percent of its population 
below age 15, the dependency load on productive 
workers is extremely heavy. The 1975 per capita GNP 
is about $500 per year, or above that of most African 
countries. But a continuing surge in population would 
tend to diminish this average and intensify many 
related problems. 

Zambia has witnessed a quickening acceptance of 
family planning activities in the last decade on tile 
part of both the Governmnen aid the general public. 

A decade ago, the only fbrmal activity was a local 
family planning association operating in Lusaka, the 
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capital city. Today, the Family Planning and Welfare 
Association of Zambia (FPWAZ) provides services 
throughout the country; the Government has moved 
to offer family planning services through national 
maternal and child health facilities; and abortions are 
permitted under certain conditions as a result of a 
1972 abortion law. 

There is,nonetheless, still some hesitation on the 
part of the Government, which qualified its 
announced intent to make family planning services 
available with the note that they should not be 
considered as birth control but rather as help in child 
spacing. Apparently, most people continue to favor 
large families although a 40 percent increase in use of 
contraceptives during the past 2 years has been 
reported. 

The FPWAZ was organized in September 1971 
and became an associate member of the International 
Planned Parenthood Federation (IPPF) in 1973. It 
provides free contraceptives to family planning 
acceptors and assists with dissemination of family 
planning services through the Government health 
program. 

The FPWAZ also carries out extensive informa-
tion-education work, which has been strengthened by 
the appointment of an information-education officer 
in 1974. Among the efforts planned for 1975 are the 
local production of slides on family planning, the 
publication of a newsletter, and a greater use of 
posters and exhibits at agricultural shows. Other 
activities have included national seminars on the role 
of family planning in social and economic develop-

ment and training courses for paramedical staff. 
Results include an estimated 1,684 now acceptors 

in the first half of 1974-well above the 1,264 
reported for all of 1972. Orals are the main type of 
contraceptive used. 

External Assistance 
The U.S. Agency for International Development 

(AID) has provided $35,372 direct assistance through 
fiscal year 1975. It has funded special population 
activities projects for training seminars and vehicle 
purchase. 

The United Nations Fund for Population Activi. 
ties (UNFPA) is helping the Government to improve 
demographic data collection, analysis, and evaluation. 

Private groups have also offered assistance. The 
International Association of Schools of Social Work 
has a pilot project to develop qualified manpower for 
population and family planning activities. The Inter
national Planned Parenthood Federation (IPPF) gives 
financial assistance to the Family Planning and 
Welfare Association of Zambia (FPWAZ), including 
funds for information work, training, and fieldwork. 
It also has provided contraceptives for dissemination 
by the FPWAZ. Budgeted expenditures for 1975 were 
$376,000 compared with $160,000 in 1974. Tile 
Pathfinder Fund has sponsored a family planning 
clinic project and a training program in the Copper 
Belt. The Population Council has made two grants to 
the University of Zambia for research on rural-urban 
migration and for a survey on population growth in 
selected areas. It also provides fellowship support. 
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Asia
 
Asia contains over half of the world's people, Asian leaders have become increasingly concerned. 

with their number increasing rapidly. The estimated Within the past decade (longer in some cases) most 
rate of increase among South and South East Asia's Asian countries have initiated programs to slow popu. 
1.1 billion people is about 2.3 percent annually and lation growth and improve maternal and child health. 
1.7 percent among East Asia's I billion. Just since Nineteen today have national family planning pro
1965 Asia's increase has totaled 379.3 million, grams. Most are administered by governments, and all 

If these rates were to continue, in another 35 receive at least some government support. Several 
years Asia's population would be greater than the countries, notably Singapore, are also working to bring 
present world's total. development policies and programs in the "beyond 

The population is expanding not only because of family planning" sphere to bear on fertility (housing 
high birth rates but also because better conditions allocations, restrictions on maternity leave after birth 
have lowered mortality. More babies are surviving and of a specified number of children, etc). 
growing to adulthood, and adults are living longer The early work in Asia was done by voluntary 
than before. agencies. The later pattern in many countries is for 

Although national development programs have the government to provide the actual services with 
made notable progress in most Asian countries since the private agencies concentrating on public infor
1950, rapidly rising numbers have prevented the mation and personnel training. 
intended improvement in average levels of living and In some East and South East Asian countries
have retarded economic and social development, the People's Republic of China, [long Kong, Malaysia, 

Variations InAsia's vital ratesare wide. Some heavily populatedcountries-thePeople's Republic ofChina, South 
Korea, Taiwan, Japan, Hong Kong, Singapore-have made progress in reducing birthrates, death rates, and the 
rate ofnaturalincrease. But other countries,as the chartshows, stillhave far togo in dampening 
their rates ofnatural Increase. 

Estimated Vital Rates in Selected
 
Countries in Asia, 1974
 

Births perNatural increase Deaths per 1,000 
per 1,000 population population 1,000

population 

(Whole bar) 

Bangladesh 27 kI\\\\\\\\\ 20 NZ I 47 

Pakistan 29 L!N , 15 7M 44 

Afghanistan 22 21 43 

11\777"= 

Burma 24 \\ , 16 40 
Philippines 30 . 41 

Indonesia 21 17 38 

Thailand 25 11 36 

India 20 15 ,\\ 35 

South Korea 20 " 9, 29 

China (P.R.) 17 [\\\\10 27 

China (Taiwan) 19 5 24 

Singapore 15 __5 20 

Hong Kong 14 5 19 

Japan 12 M6 N 18 

SOURCE: Population Reference Bureau PRB 75.38 
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These heavilypopulated countriesaccountfor almostafifthof the world'speople.
 
Although there weregains Inannualgrowth of totalgrou nationalproductover 1970.74,
 

the pressure ofrapid population Increase brought either verysmallgainsor declinesInper capita GNP.
 

Singapore, the Republic of China (Taiwan), and 
South Korea-birth rates have dropped significantly. 
In India the birth rate in 1974 was estimated at 35 
per 1,000 people compared with 43 in 1965. In 
Bangladesh and Pakistan the programs have suffered 
from political dislocations associated with severance 
of the two countries. 

Important, however, is the fact that in most of 
Asia inaction about population problems has been 
replaced by action and that a major and growing 
movement is underway to curb the wave of additional 
human beings that will be appearing in the years 
ahead. Also significant is the fact that out of the 
Asian experiences are emerging many innovations and 
conclusions that are useful not only to Asian 
countries but to all others around the world that are 
trying to slow excessive population growth. 

A large number of external organizations and 
countries are assisting the development of family 
planning in Asia. The United States has been a major 
donor over a 10-year period. More recently, the 

United Nations Fund for Population Activities 
(UNFPA) has become highly active on both an 
individual country and a multilateral basis. Multi
lateral allocations in 1973 to Asian and Pacific 
projects now being carried out totaled $3 million. 

East and South East Asia 
Several countries of East Asia have made notable 

progress in recent years in initiating and expanding 
family planning programs designed to reduce popula
tion growth. 

For example, Singapore has lowered its birth rates 
from a 1965 level of 31 births per 1,000 population 
to a current level of about 20 or less per 1,000. 

The People's Republic of China, though it does 
not issue population data, is carrying out a vigorous 
and far-reaching program thought by some Western 
observers to have dropped its rate of population 
increase to near that of Western Europe. 

The Republic of China (Taiwan) has a strong 
family planning program that has dropped birth rates 

Economic Growth Rates"l
 
in Selected East Asian Countries
 

Total GNP Per capita GNP 
(percent growth) (percent growth) 

Korea, South I_____________________ 10.3 8.6 

China (Taiwan) __ 8.9 6.8 

Indonesia _ _ _ 7.1 4.7 

Philippines E = 6.1 2.7 

Japan ____________ 6.0 4.7 

Thailand __ ____5.2 2.4 

I/Average annual growth of 
Gross National Product (GNP), 

SOURCE: AID/SRD 1970-1974 PRB 75-32 
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Economic Growth Rates'
 
in Selected South Asian Countries
 

Total GNP Per capita GNP 
(percent growth) (percent growth) 

Pakistan 4___________________ 3.4 0.4 

Sri Lanka 

Bangladesh _______ _ 

India 1.1 

SOURCE: AIDISRD 

from 45 per 1,000 population in 1956 to 23 per 
1,000 in 1974. 

Hong Kong has achieved even more spectacular 
results. Its 1960 birth rate of 36 per 1,000 population 
per year has been reduced to 19 per 1,000. 

Japan, a pioneer in population program efforts, 
has made similar progress--cutting its birth rate from 
34 per 1,000 population after the end of World War 
If to a 1974 level of 19 per 1,000. 

In general, family planning in East and South East 
Asia has encountered remarkably little opposition. 
Most people recognize that smaller families are 
desirable both for family and national well-being, 
Even the best of family planning efforts, however, 
faces difficult challenges. One is that of reaching 
people with supplies, information, and motivation to 
begin practicing birth control. This is particularly 
difficult in countries that have large rural popula-
tlons. Another challenge that several countries face is 
the exceptionally large number of young people now 

2.9 [ 0.7 

2.5 0.1 

-1.3 

1/Average annual growth of
Gross National Product (GNP),
1970-1974 

PRB 75.31 

reaching marriageable age. Unless most decide to have 
exceptionally small families, they will add to the 
population burden. For this reason, some of the 
countries in this area are placing maximum attention 
on reaching young people in their family planning 
programs. 

Two small South East Asian countries do not 
believe that their populations are too big or growing 
too rapidly, and they do not have national family 
planning programs. These are Burma and Cambodia. 
In Burma, family planning services are available only 
through limited private sources. In Cambodia, even 
such private sources may no longer be available. 

External assistance has played an important part 
in the establishment of family planning programs in 
most East and South East Asian countries with the 
exception of the People's Republic of China. The 
United States, through the U.S. Agency for Interna
tional Development (AID) has been a major donor. 
Several European countries and Japan also have 

There sixcountrieshape made excellentprogress in reducingfertilityof theirpopulations.For example, between 
1963 and 1974, birth rates declinedin South Korea from 35 to 29 per 1,000 people: In China (Taiwan) 
from 33 to 23; and in Indonesiafrom 46 to 38. As aresult, a substantlal part ofthegrowth In total GNP 
in 1970.74 war retained in terms ofper capita GNP. 
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contributed. Numerous private organizations have 
given start.up help and continuing assistance. And the 
United Nations Fund for Population Activities 
(UNFPA) isplaying an increasing role. 

South Asia 
Despite strong interest in and agrowing commit-

ment to family planning, the countries of South Asia 
have not yet achieved the breakthroughs evident in 
many parts of East and South East Asia. Birth rates 
continue to be above 40 per 1,000 except in India 
(35 per 1,000) and Sri Lanka (28 per 1,000). 
Population growth in all South Asian countries 
continues at 2percent or more per year. 

The "green revolution," with its increases in food 
production, has helped India and other countries that 
face extreme population pressure--but the bad 
weather of 1972 and again in 1974 showed the 
narrowness of the margin between barely enough
food and dire shortage. 

Basic to South Asia's problems of reducing
population growth rates is the fact that many parts
already were overcrowded when -a few years ago-
large.scale family planning efforts began. In these, as 
in most countries of the subregion, widespread 
poverty, illiteracy, and numerous other conditions 
make it difficult to provide family planning services, 

supplies, and information to many millions of 
people-especially in rural areas. 

Despite difficulties, however, most governments 
of South Asia today have population policies and are 
directly involved in carrying out national family
planning programs. Most have sought assistance from 
external sources, in both the start-up and continua
tion of family planning programs. The United States, 
through AID and private foundations, has been in the 
forefront in providing this assistance. More recently, 
the United Nations Fund for Population Activities 
(UNFPA) has been giving increasing aid to the 
programs. 

South Asian countries--recognizing that conven
tional approaches to family planning, such as the use 
of clinics and physicians, have not brought hoped.for
results-are trying new approaches. In such innova. 
tions, the U.S. AID program has given considerable 
guidance and help. 

Bangladesh and Pakistan, for example, have con. 
cluded that large numbers of trained family planning
"contact teams" may be a key to gaining participa.
tion. Tile Pakistani teams, each composed of a man 
and a woman, seek to motivate couples to practice 
family planning. Both governments provide their 
teams with contraceptive supplies (largely from 
foreign donors) to be given away or sold at minimal 

Food and Population in Asia,* 1965-1974 
IbO 1961-65 

= 100
 

140

130- Tota odpouto 

12- ",0.001..-0 Population 
'110- ,,0..., e' ~ 

Per capita food production 

1965 1966 1967 1968 1969 1970 1971 1972 1973 1974
' 13 countries, excluding the People's

SOURCE: Economic Research Service, Republic of China, Japan, and theU.S. Department of Agriculture Near East PRB 76.21 
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prices. Both Governments organize the teams to work 
closely with general health programs directed to 
mothers of young children. Both governments are 
seeking to make contraceptives easily and cheaply 
available by licensing thousands of small shops in 
cities and villages to sell supplies at low, subsidized 
prices. Both plan to follow up with evaluation studies 
to see whether the approach of expanded family 
planning services plus inexpensive and easily available 
contraceptive supplies are giving them new progress 
toward their family planning objectives, 

Afghanistan 

Afghanistan's population was estimated, based on 
a 1974 demographic survey, at 19.1 million. The 
birth rate was estimated at 43 per 1,000 population 
and the mortality rate at 21 per 1,000. These would 
result in an annual increase of population of 2.2 
percent. 


Afghanistan's economy is based primarily on 
small-scale agriculture and considerable arable land is 
not yet under cultivation. Its limited stage of develop-
ment is reflected in the low average per capita Gross 
National Product (GNP) estimated at $80 per year. 

The Government, aided by considerable foreign 
economic assistance, has been carrying out a series of 
5-year economic development programs since 1956. 
The current program (1973-79) ains at achieving an 
annual economic growth of 5 percent. Major handi-
caps are the low literacy rate (estimated at 8 percent), 
insufficient technical training, and inadequate finan-
cial resources. Nevertheless, highway and air facilities 
are being expanded, natural gas production has been 
developed, atid agriculture has been upgraded to some 
degree. 


Although Afghanistan does not have an official 
policy on population growth, the Government is 
aware of the economic hazards of overrapid popula-
tion expansion. The Ministry of Public Health has 
long recognized the importance of family planning 
and has promoted its integration into the basic health 
services. A decade ago almost no contraceptive 
services were available; now the Afghan Family 
Guidance Association (AFGA) delivers services 
through a national system of clinics serving both rural 

and urban areas. While growth in participation is 
slow, it appears that a fairly solid base for further 
action is being laid. The number of visitors to AFGA 
clinics increased from 7,670 in 1969 to an estimated 
53,700 in 1974. Oral contraceptives and IUD's are 
the main types of contraception currently being 
utilized. 

AFGA is a semiprivate agency that came into 
being in 1968 through the efforts of a few physicians 
and women concerned about social and health 
problems. It is an affiliate of the International 
Planned Parenthood Federation (IPPF) and draws 
support from that organization as well as from the 
U.S. Agency for International Development. 

AFGA has reached an agreement with the Afghan 
Government to expand the nunber of AFGA clinics 
from 19 to 35 over a 3-year period and thereby make 
family planning available in all 26 provincial centers. 
(AFGA already maintains 9 clinics in Kabul and 10 in 
the provinces.) The expansion will include increasing 
the number of male and female "Family Guide" 
teams who represent the clinics as family planning 
teachers and as suppliers of contraceptives. Targets of 
the expansion include gaining 17,000 new contra
ceptive acceptors in 1975, 28,000 in 1976, and 
31,000 in 1977. 

Accompanying the expansion of services at health 
centers and clinics is an active training program for 
personnel. During the 1973-77 period, some 36 
instructors of auxiliary nurse-midwives and about 500 
students are scheduled to be trained. In addition to 
the home guidance and contraceptive services pro
vided by the "Family Guides," family planning 
lectures and discussions are scheduled for the regular 
employees of hotels and a variety of other institu
tions on a programmed basis. 

Meanwhile, the Government's current 5-year plan 
has a target of making maternal and child health, 
health education, and family guidance services avail. 
able at the urban and rural clinics and the outpatient 
clinics of Government hospitals. Also targeted is the 
financing of 180 basic health centers planned to 
include such services. 

The Government has also sponsored visits by local 
religious leaders with their counterparts in Cairo, 
Teheran, and Ankara to discuss formulation of an 
international Muslim policy in support of family 
planning. Afghanistan is a Muslim country. 

Dens#e populationsof India, Indonesia, Bangladesh, Pakistan, and otherAsian countrieskeep aconstantpressure 
on foodsupplies. Crop shortfallsinthe mid.) 960's, 1972, and 1974 sharply reduced per capitafood production, 
naking lage.scule grain Imports necessary. Even duringyears when foodproductionrosefaster than population, 
the Increase fellfor short ofclosingthe nutritiongap for the majorityof the people. 
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Acceptance of the program by religious leaders and 
leading Afghan citizens has helped to bring progress 
In family planning. 

External Assistance 
Afghanistan's population program has received 

major support from external sources throughout its 
development period. At tile end of fiscal 1975, 
assistance from leading sources totaled $6.7 million. 
A principal contributor has been the U.S. Agency for 
International Development (AID), whose help has 
totaled nearly $5.4 million through fiscal 1975. 

Funds from the United Nations Fund for Popula
tion Activities (UNFPA) have totaled $230,000. Other 
United Nations contributors include the Children's 
Fund (UNICEF) which has supplied equipment, 
vehicles, and drugs to the health clinics -and the 
World Health Organization (WlO) -which has 
assisted in maternal and child health development and 
public health and nursing education. The Asia 
Foundation has helped fund a provincial pilot educa
tion project. 

AID has given considerable support to helping 
build up a demographic knowledge and a knowledge 
of family planning information, attitudes, and 
practices. Better information on the nation's 
population status and growth will help Government 
agencies to define their problems and plan for the 
future and can lead to the setting of a national 
population policy. For example, AID support has 
included a contract with the State University of New 
York (SUNY) to conduct a national sample survey, 
develop a basic demographic description of the 
population, and conduct a knowledge, attitude, and 
practices (KAP) survey. This work has been carried 
out within the Ministry of Planning by a specially 
trained Afghan staff. Also, SUNY has developed a 
client record system and made studies to determine 
why some Afghan people become acceptors of family 
planning and others do not. 

AID also has contracted with a second group, 
Management Sciences for hlealth, to work within the 
Health Ministry and help to improve the administra-
tive capacity of the Ministry to operate the basic 
health clinics which will be public contact points for 
family health services. 

Development of training schoois for auxiliary 
nurse-midwives is another feature of AID's support. 
AID also provides contraceptives for use in programs. 

As part of tile overall U.S. assistance to Afghani
stan, AID also is giving support to the country's 
improvement of health and education, both of which 
can be important foundation stones for an improved 
family guidance program. Discussions are underway 
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between All) and the Afghanistan Government on 
how All) can support Afghanistan's efforts to bring 
health services to rural areas. 

Also, All) with non-Title X Funds has helped the 
government in its reform of the primary school 
system. This has involved writing new primary text
books about health, agriculture, and crafts; building 
new schools which include teacher hostels so as to 
attract teachers to the rural areas; improving attend
ance, and awakening childien to new ideas, including 
health needs and fa nily future. 

The Pathflnde" Fund has assisted the country's 
program. 

Bangladesh 

As Bangladesh, formerly East Pakistan, struggles 
to become a viable new nation, it faces the handicap 
of a rapidly expanding population that is already very 
large for available resources. The Government esti
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mates tile population, as of mid-1975, at 77 million population program efforts of former East Pakistan, 
persons. Living in an area about the size of the State it is true that these efforts-which began as early as 
of Wisconsin, this population is increasing at a rate of 19 52--are providing some helpful background which, 
3 percent a year. Unless abated, this rate would mean with modifications, can be applied today. 
a doubling of the country's crowded population by Bangladesh's overall aim for the 1973-78 planning 
the year 2000. Bangladesh estimates its birth rate period is to sharply cut the current rate of popula. 
at 47 per 1,000 population and death rate at 17 per tion growth, now 3 percent. A longer range goal is to 
1,000. Life expectancy is about 47 years, reach replacement fertility level in 25 tv 30 years. In 

Over 90 percent of the population is rural. But a traditiona! society such as that of Bangladesh, this is 
although the land is fertile and the farmers industri- obviously an ambitious target. The scope of the 
ous, food production is insufficient and large imports problem is indicated by the estimate that about 15 
are necessary. Most of the land is low-lying, subject to million couples are of reproductive age with 65 
heavy rains, and often prey to devastating floods. percent of the women in the 15 to 30 age group and 
Some areas, now heavily populated because of popu- contributing 87 percent of all births. Further, al. 
lation pressure, were considered uninhabitable prior though approximately 85 percent of the target 
to this century. population is reported "aware" of family planning, 

With a GNP per capita of about $100 a year, only an estimated 15 percent has effective knowledge 
Bangladesh is considered among the world's poorest and only 7 to 8 percent has ever practiced family 
countries, and much of its population experiences planning. 
poverty and misery. The 1973-78 campaign for achieving population 

growth control is spearheaded by the Ministry of 
Population Programs Health, Population Control and Family Planning. 

The national leadership of Bangladesh is well Integrated with national health services prior to June 
aware of the nation's growing population problems. 1975, but now following an indipendent family 
Evidence of increasing concern on the part of fthe planning program, it aims at bringing information, 
national leadership ts to be found in the provisions set education, and family planning services into every 
forth In the country's First Five-Year Plan (1973-78), home. Important educational and motivational roles 
which aims at reinstating large-scale facilities to bring are given to all developmental ministries in contact 
family planning to the masses. Although the popula- with the public. The Five-Year Plan envisions legaliza. 
tion program leaders of Bangladesh have reservations tion of abortion, establishment of abortion clinics, 
about the philosophy and approaches of the earlier raising the age of marriage, and training a core of 
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professional family planning workers. The Plan antici-
pates a possible future need to consider stringent 
legislative measures if the voluntary approach to 
fertility control isnot effective soon enough. 

Immediate action aims of the program are: 
delivery of information and conventional contracep-
tives to homes in rural areas by approximately 12,000
family welfare workers (trained in both health and 
family planning) plus some 16,000 family planning 
workers yet to be trained; clinical services in rural 
areas and in urban clinics and hospitals; introduction 
of oral contraceptives on a large scale; and use of 
paramedical personnel to screen candidates, issue 
orals, and insert IUD's. The Government has 
approved commercial marketing of oralsand condoms, 

Reinforcing the Government family planning pro. 
gram is the work of the private Bangladesh Family 
Welfare Association (BFWA). Its primary activities 
include family planning education, motivation, and 
operation of model clinics in urban areas, 

The Government of Bangladesh, within its limited 
resources, has made yearly increases in its financial 
support of family plann'ng. Beginning in 1973, it 
made available $640,000; and in 1975 this had grown 
to $1.6 million. 

Acceptance and practice of contraception, which 
were making hopeful growth during pre-independence 
days, appear to be making a slow (though insuffi-
cient) comeback as indicated by the fact that only 
16,000 new acceptors were listed in 1972 and 41,000 
new users in 1974. As of 1974, Bangladesh had a 
total of about 550,000 users of contraceptives. (This
included a substantial number of males who had 
undergone sterilization.) 

External Assistance 
Bangladesh is highly dependent on external 

assistance for financing family planning programs. 
The United States-both through the Government 
and 'private agencies-has been in the forefront in 
helping to reinstate family planning after the up-
heavals of achieving independence. A numbei of 
other countries and organizations also are assisting. 

U.S. Government help has been channeled 
through the U.S. Agency for International Develop. 
ment (AID). During fiscal years 1973-75, such 
assistance under Title X totaled $6.25 million. For 
fiscal 1976, AID has propused population program 
grants to Bangladesh totaling $4.6 million to be spent 
chiefly for contraceptive supplies and for training 
field, hospital, and clinical population program per-
sonnel. 

AID is the major contributor of contraceptive 
supplies to Bangladesh's population growth control 

72 

program. It provided 3 million monthly cycles of oral 
pills and 30.7 million condoms in fiscal 1973; 7.4 
million monthly cycles of orals and 6.9 million 
condoms in fiscal 1974; 870,000 monthly cycles of 
orals and 1.1 million condoms in fiscal 1975; and 5.2 
million monthly cycles of orals and 27 million 
condoms in fiscal 1976. 

Other projects receiving AID support are an 
innovative test program for marketing nonclinical 
contraceptives through established retail outlets, the 
establishment of a model fertility control clinic, the 
work of the private Bangladesh Family Planning 
Association (BFPA), and an experimental p:ogram to 
secure the support of village leaders in the promotion 
of family planning. In addition, AID is providing 
advisory services, equipment, and training. 

The United Nations is also providing major 
assistance. Its Fund for Population Activities 
(UNFPA) has given considerable advisory assistance 
as Bangladesh sets up its new population program, 
and UNFPA has signed a country agreement with the 
Government of Bangladesh which, over a 3-year 
period is expected to total $10 million. The U.N. 
assistance to be given under UNFPA includes several 
different efforts. The World Health Organization 
(WHO) will provide guidance in strengthening the 
family planning clinical program, with special 
emphasis on maternal/child health aspects and 
instruction in medical colleges. The United Nations 
Children's Emergency Fund (UNICEF) will help iii 
developing national maternal/child health services in 
sunport of family planning, including training per
sonnel and developing teaching aids. Also, the United 
Nations will offer consultant services for population 
census planning, including sampling design and tabu. 
lation. The International Labour Organisation is 
assisting population activities in the organized sectors 
of industry. 

Bilateral assistance is being given by four 
countries other than the United States. Great Britain 
is offering advisory assistance on a demographic 
survey; Denmark is donating contraceptives and 
equipment for midwives; Norway is financing training 
institutions for paramedical personnel;and Sweden is 
supplying condoms and financing family planning 
seminars. 

Many nongovernmental organizations are assisting, 
invarying degree, the Bangladesh population program. 
Most active has been the International Planned 
Parenthood Federation (IPPF), which helped finance 
and establish the earlier family planning activities of 
the area when Bangladesh was part of Pakistan. IPPF 
now gives financial assistance to the BFPA for its 
overall program. This includes support of mass 



communication, in-service training for project officers 
and field motivators, operation of molel and mobile 
clinics and motivation centers at industrial units and 
factories, and operation of family planning projects 
with cooperatives and women's centers. IPPF contri-
butions have been $127,000 for 1972, $221,000 for 
1973, and $182,000 for 1974. 

The Asia Foundation has given small travel and 
training grants preparatory to the expansion of family 
planning information, education, and communication 
activities. 

The Msociation for Voluntary Sterilization has 
given a grant to the Bangladesh Association for 
Voluntary Sterilization Polyclinic to help establish 
nationwide information, education, and communica-
tion activities and a pilot clinic for male and female 
voluntary sterilizationss 
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Federation of America, has given a grant for a 
community development pilot project providing 
family planning through village leadership and 
another grant for a workshop on family planning 
project design for voluntary agencies. 

The Population Council is providing assistance. 
The Ford Foundation maintains a population 

advisory staff and office in Bangladesh. 

The International Association of Schools of 
Social Work has a pilot project to develop qualified 
population and family planning social workers carried 
out with the country's schools of social work. 

The Pathfinder Fund has sponsored work to 
reopen the postpartum program that was closed downreopendesirable 
by hostilities and to develop a major clinic for the 

city of Dacca. The clinic would provide complete 
fertility regulation services and serve as a training 

facility for the delivery of services. 

The World Assembly of Youth has sponsored, in 
cooperation with the Bangladesh Youth Council, 
various seminars on population, family planning, and 
responsible parenthood to help make young people 
aware of rapid population growth and the problems it 
brings to family life, community development, and 
national progress. 

World Education has assisted the Bangladesh 
Rural Advancement Committee in a pilot project on 
adult functional education. The project includes not 
only literacy training but also promotes changes in 
attitude toward family planning. 

The International Bank for Reconstruction and 
Development (World Bank Group) has initiated a 
program of assistance in 1975 with the following 
objectives: to construct health facilities; to provide 

population education, training, and salary support for 
village health workers; to supply vehicles and equip. 
ment; to develop population programs in five 
different ministries; to supply technical advisor 
assistance and fellowships. 

Burma 

The Socialist Republic of the Union of Burma is 
unusual among Asian nations in that its Government 
considers the countryto be relatively underpopulated 
and welcomes the nation's annual population growth 
rate of 2.4 percent. With continuation of this rate, 
the country's 30.5 million population, as of 

mid-1975, would double in less than 30 years. The 
birth rate for 1973.74 is estimated at 40 per 1,000p p lto n h et aea 6 

Burma's population density is relatively low
about 110 people per square mile. It has suitable 
additional land that could be brought under cultiva
tion and has important mineral resources together 
furnishing a strong potential for economic develop. 

ment. The Government welcomes the present high 
rate of population increase and views its problem as 
one of equipping and inoilizing people for economic 
growth rather than one of reducing the birth rate. 
The economic development that is sought, however, 
continues to be elusive. Lit.le expansion is being 
made and, as one key indicator, per capita GNP of 

about $80 per year is one of the lowest in the world. 
Although health officials consider family planningfor maternal and child health reasons, 

Gerne ontrl on ipor eat ofacona 
Government controls on importation of contra
ceptives and restrictions on sterilization inhibit the 

broadening of services. The oral contraceptives and 
condoms that are available are expensive. A number 
of individual physicians give family planning advice, 
but there is no organized family planning activity. 

External Assistance 
The United Nations Fund for Population Activ

ities (UNFPA) is helping Burma in a population 
census. An allocation of $1,493,000 has been made to 
help collect and analyze data relating to composition, 
distribution, and growth of the population. 

Family Planning International Assistance has 
provided contraceptives to church-relatad family 
planning groups. 

The Pathfinder Fund helped set up the Family 
Planning Association of Burma some years ago, but in 
the face of Government resistance, Pathfinder has 
discontinued its aid. 
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People's Republic of China began to promote it activnly again in1962. In 
1966.1969 the Red Guard movement frowned on 

Over one-fifth of mankind lives in the People's 
Republic of China-the most populous of all 
countries. However, the actual population total is 
unknown. The Republic's latest census was taken in 
1953, over 20 years ago, and the absence of later 
comprehensive data has leo to widely divergent 
estimates of population size and rate of increase, 

The Population Division of the United Nations 
has estimated the mid-1975 total at about 823 
million-an increase of 41 percent, or 240.4 million, 
from the 582.6 million enumerated in 1953. This 
estimate is reasonably consistent with the "nearly 
800 million" reported in 1974 at the World Popula-
tion Conference in Bucharest by the leader of the 
Republic's delegation and with a statement by 
Premier Chou En Lai in 1972 that the population was 
then above 700 million but not yet close to 800 
million. At the same time, it should be noted that 
two respected U.S. analysts, working from nonofficial 
information, have developed separate and widely 
differing estimates that place the total at many 

millions more than the above figures would indicate.* 

Family Planning 
The Republic's apparent lack of demographic 

information does not stem from lack of interest in 
the problems of population increase as they affect 
individuals, families, and national developnent. It is 
widely reported, on the contrary, that the Govern-
ment is strongly encouraging and assisting family 
planning activities on a wide scale with the aim of 
voluntary reduction of fertility. Moreover, observers 
from other countries in recent years have reported a 
sharp reduction in birth rates particularly in urban 
areas. On the basis of these reports, it appears that 
the People's Republic is making strong and effective 
efforts to discourage couples from having large 
families. 

The Government first endorsed birth control in 
the 1950's. It de-emphasized this during the so-called 
Great Leap Forward beginning in 1957, and then 

*Leo A. Orleans "China's Population: Can the 

Contradiction be Resolved?" in China: A Reassess-
ment of the Econony, Joint Economic Committee, 
Congress of the United States, July 10, 1975, pp. 69-
80; John S. Aird "Population Policy and Demo-
graphic Prospects" in The People's Republic of 
China: An Economic Assessment, Joint Economic 
Committee, Congress of the United States, May 18, 
1972, pp. 220-231. 

family planning, but fertility control has remained a 
national policy-though with fluctuating emphasis. 

Today, the concept of the two-child family as the 
desirable norm is widespread and perhaps pervasive. 
Western visitors have commented that wherever they 
went in recent times, they saw younger parents who 
had only one or two children, never more. 

China's continuing effort to build amodern state 
and improve the living conditions of its people has 
given fertility control high status. Official support for 
limiting the size of families is based on the Govern. 
ment's desire to improve the health of mothers and 
children, give mothers more time to work outside the 
home, make education available to all, and build a 
stronger nation. These goals are continuously kept 
before the people through their communes and local 
brigades and production teams. The local units in 
particular appear to exert considerable pressure for 
conformity to goal-oriented behavior. As a result, a 
majority of couples, at least in the cities, are believed 
to be practicag birth control. 

Of spebial attraction to the women of the 
People's Republic is the fact that family planning 
releases them from their traditional role of continual 
childbearing anmd enables them to enjoy the new 
opportunities opened to them in recent years. Under 
the present regime, education of women has been 
greatly expanded, and all branches of industry and 
the professions are open to women. They receive 
equal pay for the same work as men. 

The population program of the People's Republic 
of China has a number of interesting aspects. Some of 
them are listed in the following paragraphs. 

Late marriage. A law setting the minimum age of 
marriage at 18 years for women and 20 for men was 
adopted as early as 1950. This law tends to delay 
childbearing and reduce births overall. More recently, 
Chairman Mao has asked Chinese women to postpone 
marriage until at least ag. 23 and men until after age 
26. Although not par( of the law, this request is 
widely known and respected. Also, since premarital 
intercourse is strongly frowncd upon in the Chinese 
culture, pregnancies among unmarried women are 
reported to be relatively few. In such instances, there 
is often strong encouragement for the women to have 
abortions. 

Readily available contraception. At marriage, 
couples are given detailed advice about contraception. 
This advice is further reinforced throigh meetings 
and health services whercver people work und by the 
so-called barefoot doctors (paramedics) who work in 
the numerous health stations and also make home 
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visits-particularly in the rural areas, 
All the conventional means of contraception are 

readily available, including oral pills, IUD's, dia-
phragms, condoms, and foams (the latter two are 
available at very low costs in local shops). Oral 
contraceptives are the most frequently used. Consid-
erable research is being done on low-dosage pills, 
postcoital pills, monthly pills, and pills for men. 
Recently, the "paper pill" has been developed and is 
reported to be successful. 

Contraception is backed up by readily available 
abortion. If a woman suspects contraceptive failure, 
she is expected to visit her health clinic for a 
diagnosis of pregnancy. If the tests are positive and 
she does not want to have a baby, an abortion is 
performed-usually by vacuum aspiration. 

Sterilization is also widely used. There appears to 
be some reluctance among men to have vasectomies, 
but tubal ligation is well accepted by women and 
particularly by those between 35 and 40 who already 
have had two or more children. 

Motivation. China's family planning program has 
been in opeation long enough for a new generation 
to reach reproductive age. This group has widely 
accepted the teaching of Mao that limiting family size 
is a patriotic duty. This is evidenced especially by low 
birth rates in the cities. The older generation is 
reported as gradually accepting the change in norms 
governing family size. 

In villages and communes, loudspeakers provide 
family planning messages along with music and 
educational features. In urban areas, the family 
planning messages are frequent, too, though they may 
vary seasonally and appear most often before the 
vacation time of year. Everywhere, these messages He 
further repeated through posters that stress the 
"ideal" family size father, mother, and two children. 

As one Western observer has stated China's 
population program is "unequivocal and direct"; 
people know that they are not supposed to have 
big families, and most of them are influenced by this 
knowledge. 

National family planning services. Fertility con-
trol is made relatively easy for married couples to 
practice. It is an integral part of a national health 
system. In the countryside, each basic production 
team of 200 to 700 persons has a health station that 
offers contraceptive services along with general health 
services. Several of these teams comprise a production 
brigade and this larger work unit has a larger health 
center. About 20 of these brigades comprise a 
commune, which has a hospital. It is reported that 
there are over 70,000 commune hospitals. 

In the cities, family planning services are available 
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both at factories and in neighborhood and district 
hospitals and stations. The smaller stations are 
manned by the "barefoot doctors," male and female, 
who are trained in the basics of health care and 
family planning. The larger centers and hospitals are 
staffed by health professionals, including doctors, 
nurses, midwives, and medical assistants. 

The health service system isreported to be decen. 
tralized, with local units having considerable voice in 
how they perform. Through these many institutions, 
family planning reaches almost all city people and an 
increasing number in rural areas. 

China has made great progress in setting up a 
nationwide family planning structure and in changing 
the public attitude in favor of small families. Birth 
rates below 10 per 1,000 population are now 
reported in many of the largest cities, such as Canton 
and Shanghai. Considering the large number of young 
adults in the population, the attainment of such low 
fertility rates is most remarkable. However, while 
family size limitation is widespread in the cities, this 
is less true in many rural areas. As the country is 
predominantly rural, the overall birth rate fcr the 
PRC as a whole is probably higher than in the above 
cities. 

Rates of Population Growtl 
Fertility control has obviously contributed to a 

slowing of population growth in China. However, 
with so little information on total population, it is 
difficult to estimate birth and death rates. Even if the 
recording of births were complete and available, 
uncertainty as to the population total precludes 
determination of vital rates. 

However, it is relatively certain that birth and 
death rates have declined considerably since 1953. 
United Nations demographers, U.S. Bureau of the 
Census experts, as well as Leo Orleans all are in 
agreement that in 1965 the birth rate was in tie 
vicinity of 33 to 35 per 1000 population while the 
death rate was approximately 15 to 17 per 1,000. 
The continuation of such growth would mean a 
doubling of the population in some 35 years to about 
1 billion by the turn of the century. 

According to United Nations estimates, the birth 
rate for the 1970.75 period averaged 26.9 per 1,000 
population while the death rate was 10.3. Orleans' 
estimates are very similar 27 and 12. Aird's high 
estimates differ significantly, lie apparently assumes 
that little progress in fertility control has occurred 
over the past decade and fixes the recent birth and 
death rates at 37.1 and 13.2 per 1,000, respectively. 
Except for this estimate, there is a general consensus 
among demographic experts that the birth and death 



rates have declined considerably over the past 10 
years. Leon Bouvier, of the Population Reference 
Bureau, estimates that by 1975 the birth rat , was 
probably in the vicinity of 25 per 1,000 population 
for the whole country but substantially lower in the 
major cities and that the death rate was in the vicinity 
of 10 per 1,000 population. 

The drop in fertility in the past few years is 
impressive. However, the rate of growth probably 
remains close to 1.7 percent annually. This would 
mean a doubling time of only 41 years if the present 
rate were to continue. 

The age structure of the Chinese population is 
such that continuing increases can be expected. 
China, despite its advances in fertility control, isstill 
growing relatively rapiily, and it will be necessary for 
the birth rate to drop much more if population 
equilibrium is to be reached withn the next tNo 
centuries. Inde-ed, Frejka* has calculated that even if 
replacement level fertility was achieved immediately 
(in other words, the two-child family), China's 
population would continue growing and would reach 

C(Ta 

1.2 billion in the year 2125 before, In fact ,atalnihg 
an end to growth, 

Conclusions 
When compared to other large countries facing 

great population pressure, the People's Republic of 
China isconducting an outstandingly effective effort 
in fertility reduction. This is the result of combining 
the availability of contraceptives, supplies, and 
services with the development of social pressures and 
motivations for young couples to limit family size. 

The 1974 World Population Conference in 
Bucharest highlighted the controversy that has 
emerged between the so-called family planners and 
the so-called developmentalists. China's program 
appears to encompass both family planning and 
development. 

*Thomas Frejka, Reference Tables to the Future 
of Population Growth, New York, The Population 
Council, 1973, p.50. 

population growth rate from 2.7 percent as of 1965China,Rep bliec of (Taiwan) to 1.9 percent by 1974. Inthis effort, Taiwan had 

Taiwan, or the Republic of China, had 16 million 
inhabitants as of mid-1975, who live on an area of 
about 14,000 squae miles. The present total is 3.4 
million above the 12.(. million reported in 1965-an 
increase of more than one-fourth. The 1974 birth rate 
was estimated at 23 per I,000 population-down 
sharply from the 1965 rate of 33 per 1,000. Mortility 
in 1974 had also decieased to 5per 1.000 peopk per 
year from 6 per 1,000 in 1965. The present rate of 
population increase Ise:'timated at 1.9 percent 
annually, 

At best, Taiwan faces a crowded future. Along 
with insufficir.nt land, Taiwan is short of water, 
which isneeded for all irrigated crops but particularly 
for rice. Taiwan tries to be self-sufficient it rice, its 
main staple of diet, and it has industrious an 
efficient farmers to grow the crop. But growing I ton 
of rice on Taiwan is said to require an average of 
3,500 tons of irrigation water and the water limit 
is nearing. If Taiwan must supplement its home-
&rown rice by imports because of increased popula-
tion, the cost of this basic food (and thus labor costs) 
will rise and the island's manufactured products will 
become less competitive inworld markets. 

On the other hand, Taiwan's national family 
planning effort, often viewed as one of the world's 
most successful, did achieve a goal of reducing the 

some advantages not possecsed by most Asian 
countries. About 89 percs, ,t of the population over 
the age of 6 i,literate and thus reachable with family 
plannit g messages; 63 percent of the population is 
wban and thus reachabie with family planning 
services; and the pet capita GNP of $840 (estimated 
by the Taiwan Governme!)t), while not high by 
Western standards, indicat, an improved standard of 
living thai is thougut m.ean inducement for smaller 
fmifics. But future reditctions will he more difficult. 
Whereas in some Asialt countries. the two-child 
family isbecoming acceptrd as the "ideal," in Taiwan 
a large part of the pop :ktion continues to think of 
the ideal far'ii!/ as compri;ing an averag,: of nearly 
four children. 

Taiwan's first population program began as a 
voluntary famiy planning effort of' fairly small scope 
more than a decade ago. In 1968 the Government 
assumed responsibility for a national progiam and 
declaied family planning as a national policy. A 
Family Planning Institute was set up under the 
Provincial Health Department and made responsible
for administering and evaluating the program. All 
Govrnment agencies were asked to assist. Two 
voluntary groups-the Planned Parenthood Associa
tion of China and the older but smaller Family 
Planning Association-were included (.n an assisting 
basis. 
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Family planning servics are provided throughout 
the island by public and private institutions. About 
450 family planning field workers refer potential 
acceptors to some 700 private doctors (contracted by 
the Government), 380 health stations, and about 30 
public hospitals. Mass communication is used exten-
sively to promote interest and participation in family 
planning. 

Generally, the program has succeeded in bringing 
contraceptive services to all wives aged 30 and over 
who have achieved their desired family size. It is 
estimated that more than half the island's married 
women betweens and 45 years of age are using 
contraceptives, 

The IUD is the main form of contraceptive used, 
but other methods also aie available. Some studies 
indicate that emphasis on the use of the IUD has 
automatically brought enlistment of larger numbers 
of o.jer women, rather than younger women, as 
acceptors of contraception and therefore birth rates 
may not have gone down as much as they could have 
had the program also emphasized other means, 
including the pill. 

In addition to its own domestic program, Taiwan 
also serves as a training center for population workers 
from other countries. The Chi'ese Center for Inter-
national Training in Family Planni7g, established in 
1968, provides orientation and practical training to 
those from other countries who are working in or 
have an interest in family planning. A number of 
Asians use the facility. 

External Assistance 
The Government of the Republic has given strong 

financial support to the national family planning 
program. It also accepts external assistance. 

U.S. bilateral assistance to Taiwan, through the 
U.S. Agency for International Development (AID), 
was terminated in 1965, but AID continues to help 
fund several organizations that provide some 
assistance to Taiwan's program. These include the 
Population Council (technical and evaluation program 
activities, vital data procetsing, and international 
training) and Thp Pathfinder Fund (oral contra-
ceptives). Various U.S. univrsities, some with AID 
support, also assist in the behavioral research being 
undertaken increasingly by Taiwanese universities, 

Other external contribLtors to the program 
include Church World Service, the Family Planning 
Federation of Japan (an affiliate of the International 
Planned Parenthood Federation), Family Planning 
International Assistance, Lutheran World Relief, 
Oxfam, and the United Nations Children's Emergency 
Fund (UNICEF).. 

Hong Kong 

Hong Kong, a British Crown Colony consisting of 
two islands and a small strip of mainland, in 
mid-1975 had a population of 4.3 million -nearly all 
urban. The 1975 total is almost one-fifth larger than 
the 3.6 million of 1965. 

Although the 1974 birth rate of 19 per 1,000 
population was reduced sharply from the 1965 rate 
of 29 per 1,000 (mortality held steady at 5 per 
1,000), natural increase alone has ber 1 adding to the 
population by 1.4 percent annually. The reduction in 
natural increase since 1965, when it was 2.4 percent, 
is attributable mainly to the Colony's vigorous family 
planning program. 

Heavy immigration continues to add to popula
tion growth, with refugees making up about one
fourth of the total population. In addition, Hong 
Kong has a large number of young women of 
reproductive age-the product of earlier years when 
birth rates were higher and families werc larger than 
they are now. 

At around 100,000 people per square mile, there 
is hardly enough room for the present inhabitants to 
live in even minimum comfort in the limited area 
which compriscs Hong Kong. The future is further 
complicated by chronic water shortage. 

The Government of Hong Kong, which until 
recently gave its suppurt to family planning by 
subsidizing voluntary efforts, has formalized its 
interest by taking over responsibility for the national 
program and providing family planning services 
through clinics located in Government ,naternal/child 
health centers. 

Previously, family planning services were made 
available through the work of the Hong Koog Family 
Planning Association, established in 1936 and an 
affiliate of the International Planned Parenthood 
Federation (IPPF). 

Hong Kong's program has been and continues to 
be highly active. Clinics not only offer services but 
also hold special sessions to present family planning 
information to married couples and young people. 
Welfare workers promote family planning at 
maternal/child health centers. All media arc used to 
attract public attention, including radio and tele
vision. Fanily planning education has been intro
duced into schools. Posters stress the "ideal" two
child family. 

Oral contraceptives for women have become the 
most popular means ot contraception in Hong Kong. 
They are available at low cost and do not require a 
medical prescription for purchase at commercial 
outlets. 
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External Assistance 
Hong Kong finances much of its own family 

planning work but also accepts external assistance. 
The Family Planning Association, as an affiliate of 
IPPF, has long received financial aid from this 
international organization. In 1974, IPPF gave an 
estimated $1 million to support the Association's 
overall program, including a mass communication 
effort to reach the public with family planning 
information, the operation of clinics, offering vasec-
tomy services, and the distribution of contraceptives. 

Tile Asia Foundation made available about 
$46,000 in 1973 and 1974 to support the preparation 
of educational materials on family planning. Work 
included the compilation of a glossary in Chinese of 
English terms on population and family planning and 
the production of a family planning motivational 
film. 

Others, through the years, also have assisted in 
various degrees. They include the Church World 
Service, the American Friends Service Committee, 
The Pathfinder Fund, the Population Council, 
Oxfam, and CARE. 

India 
India is the world's second most populous 

country, next to the People's Republic of China. It 
had 608.5 million people at mid-1975. A decade ago 
(1965) the total was 487.7 million, indicating a 
growth since then of over 120 million, or more Nhan 
the total population of Japan and about twice that of 
Mexico. 

National policy in India has consistently favored 
slower population growth, beginning in 1952 under 
the first Five-Year Plan of the Republic. Benefitting 
from the nationwide family planning program 
initiated by the Government, the birth rate in 1974 
declined to 35 per 1,000 people compared with 42 
per 1,000 in 1951-61 - an achievement offset in part 
by lower mortality, 

As a result of these vital rates, India's alre;.dy 
enormous population is expanding by 2 percent 
annually. If this rate continues, India's present 
population would be doubled in 35 years. 

The tide of population increase in recent decades 
is recognized as a major deterrent to economic and 
social development. Despite its population p'roblem, 
however, India during the past quarter century has 
made considerable gains in industry, agriculture, 
education, and public health. Life expectancy has 
risen to about 50 years, reflecting the continu. 
Ing investment in medical care and sanitation and the 
Improvement in diets. The literacy rate has risen to 
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about 35 percent. It is estimated that 80 percent of 
the children in ages 5 to II are in school-a vast 
increase in number since 1952. 

While the Gross National Product (GNP) has risen 
significantly in most years since the mid-1950's, the 
GNP per capita has been held to a poverty level owing 
to the increasing numbers of people. Tile average 
per person in 1973 was about $120. 

Population Programs 
India's population/family planning program has 

grown to a nationwide effort of high national 
priority. 

In 1965 the Indian Government established a new 
Department of Family Planning under the Ministry of 
Health and Family Planning. Under the current 
Five.Year Plan (1974-79) the total budget allocation 
for the period is $688 million (rupee equivalent), up 
sharply from $374 million for 1969.74. The present 
goal is to reduce the birth rate to 30 by 1979 and to 
attain an annual growth rate of 1.4 percent in 1986. 

The Central Government provides the funds for 
family planning, but the work is largely carried out 
by the individual States. T[he delivery system cur
rently encompasses 1,919 urban centers, 16 central 
family planning field units, 5,132 rural centers, 
33,048 subcenters, and 505 mobile teams staffed 
by some 5,200 physicians, 20,000 auxiliary 
nurse/midwives, about 3,500 public health nurses and 
lady home visitors, 13,500 family planning health 
assistants, and more than 12,000 statistical workers, 
information/education officers, demographers, and 
social scientists. 

Participation iii the family planning program is 
voluntary. Sterilization has been the mainstay of the 
program, but it offers IUD's, condoms, and other 
conventional contraceptives to those who desire 
them. Oral pills have hitherto been available only 
through limited pilot projects; but plans are to 
distribute them soon through an increasing number of 
rural and urban family planning centers. A liberal 
abortion law was passed by tile Parliament in 1971, 
but so far abortion as a birth control measure has not 
been widely available to Indian women. 

Official Indian estimates indicate that 14 percent 
of tile population of reproductive age is "protected" 
by various available means of contraception. 
According to 1974 official reports, a total of 16.5 
million Indian couples were practicing family plan. 
ning. Birth rates reportedly have been reduced from 
their earlier 43 to 45 per 1,000 to 39 per 1,000 per 
year in rural areas and 30 per 1,000 per year in cities. 
The current goal of the national program, more 
realistic than earlier goals, is to reduce the national 
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Top to bottom: In a 

small Indian ,illage, Mrs. 
Sudha Kaldate surveys 

attitudesof the villagers 
to familyplanning... From 

these surveys,participants 
are chosen to take part in 

populationandfamily 

welfare education;a 
young Indian standsbeside 

India's well-knownsign 
promoting the small 

family: doctors 
and nurses volunteer to 
work In Bombay slums. 

average crude birth rate to 30 per 1.000 by 1978-79. 
In 1974 the !ndian program began converting its 

then-80,000 specialized family olanning personnel at 
various service levels into a corps of multi-purpose 
health workers, who are to provide a total "healtlh 
package" (including family planning information and 
services) to people in cities and villages in all parts of 
India. The stated intention is to increase the number 
of these workers over time to a level of about 
130,000, providing a nationwide network of locally 
based information and services. 

One aspect of India's current family planning 
efforts is the search for a contraceptive device, or 

devices, more suitable for use in rural areas. 
A second aspect of current efforts is to improve 

the quality of existing family planning services and 
link them more closely with community affairs. 
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A thlid aspect is remodeling "communications 
and motivation," or succeeding better in changing 
people's minds about the desirable size of a family. 
Most Indian people continue to associate happy 
families with large families. The typical marrying age 
for an Indian girl is 16 years. To help bring about 
change in such attitudes, India is pressing into service 
its various channels of communication and urging a 
wide variety of private organizations to help spread 
the family planning message. Sex education is being 
added to curriculums of schools and adult education 
centers. An emerging trend toward higher marriage 
age of young people may be reinforced by law. 

External Assistance 
India has sought and received considerable ad. 

visory and tangible assistance for population program 
development from numerous outsida organizations 
and other nations. 

From 1965 through 1975, while India was 
putting the rupee equivalent of about $655 million 
into family planning, it also accepted about $57 
million from outside sources, 

Multilateral assistance. India has been moving in. 
creasingly toward favoring multilateral external 
tuport for its population programs rather than 
country.to-country support. 

In July 1974 tlhe Government of India signed an 
agreement with the United Nations Fund for Popu. 
lation Activities (UNFPA) whereby the UNFPA will 
provide $40 million in support of the Indian program 
during the next 5 years, 

As forerunner to this agreement, UNFPA funded 
somewhat over $2 million in projects in 1973 through 
the World Health Organization (WihO) and the United 
Nations Children's Fund (UNICEF). Projects in. 
cluded: the strengthening of medical college instruc-
tion in family planning and population dynamics; 
assistance to training of auxiliary nurses and mid-
wives; health education in schools, including family 
life education; strengthening family planning aspects 
of nursing administration; and the holding of a demo. 
graphic seminar. 

Another multilateral agreement is the loan to the 
Indian family planning program of $21.2 million, 
covering the years 1972.78, made by the Interna. 
tional Development Association of the World Bank 
Group. Accompanying the loan has been a grant of 
$10.6 million by the Swedish International Develop. 
ment Authority. The joint funding is being used to 
carry out a comprehensive applied research project 
In two States to test and evaluate approaches to ex. 
tending family planning services, 

Bilateral assistance. The U.S. Agency for Inter. 
national Development (AID) through fiscal 1972, 
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assisted the Indian family planning program in the 
amount of $30 million. Emphasis was on broadening 
and accelerating the family planning effort. AID 
provided an advisory staff in India, a training program 
in the United States and other countries, and local 
currency for research and demonstration activities as 
well as supplying contraceptives, vehicles, and other 
needed materials. 

With termination of direct U.S. assistance in 
1973, India's program has benefitted through AID 
support of such nongovernmental organizations as the 
International Planned Parenthood Federation, Family 
Planning International Assistance, and various Ameri. 
can universities. The last includes a contract with 
Johns Hopkins University School of Hygiene and 
Public Health for a long.term study to determine 
which health service elements bring the best participa. 
tion in family planning. 

The Swedish International Development 
Authority has supported the program with a total of 
somewhat more than $7 million. In addition to the 
cooperative program with the World Bank Group, 
it has provided condoms and other supplies. 

The Norwegian Agency for International De. 
velopment, through 1975, has advanced supporting
funds totaling $5.3 million. This aid has included 
the establishment and operation of postpartum 
units at Indian hospitals and the initiation of centers 
and health stations in rural areas. 

The Danish International Development Agency, 
through 1975, has supported India's family planning 
program in the amount of $850,000. Assistance has 
included funding the construction of an administra
tion building for the Family Planning Association in 
New Delhi and the establishment of family planning 
clinics in Calcutta. 

Nongovernmental assistance. The Church World 
Service promotes family planning in India by working 
with Christian hospitals and clinics. It provides 
mobile teams of family planning trainers, supplies 
contraceptives, and encourages greater involvement 
of church members in family planning education in 
rural areas. 

The Ford Foundation has supported India's 
program since 1959. Its grant funding has been 
principally for technical assistance and support of 
research training in population, social science, and 
reproductive biology. 

The Internitional Planned Parenthood Federation 
(IPPF) has been supporting India's family planning 
movement for 23 years, its financial assistance having 
totaled about $3.7 million. IPPF support isextended 
to the Family Planning Association of India for its 
overall program run through its headquarters and 30 
branches. The Association operates model clinics, 



produces publications and other educational materials 
on family planning, and provides advanced courses 
on surgical techniques. 

The Mennonite Central Committee helps to 
support the Shyamnagar Christian Hospital on the 
outskirts of Calcutta, which provides family planning 
information and materials as part of Its medical 
program. 

Oxfam has supported India's family planning pro. 
gram since 1966. Much of its aid has been channeled 
through the Protestant mission hospitals of the 
Christian Medical Association. Projects supported 
are usually part of an integrated mother and child 
health, public health, and family planning program. 

The Pathfinder Fund, one of the early supporters
of India's program, has helped to sponsor a popula. 
tion education project, the introduction of family 
planning into an industrial slum area in Bombay, a 
demonstration of the feasibility of outpatient female 
sterilization using culdoscopy, and a research project 
to compare desirability of various female sterilization 
methods. 

The Population Council, also an early supporter 
of India's program, has helped to finance basic re. 
search on fertility control in several universities and 
hospitals. 

The World Assembly of Youth has helped to 
sponsor national, regional, and local conferences 
and seminars on population problems. 

The Rockefeller Foundation funded a study of 
population and family planning services. 

World Education helps produce family life educa-
tion materials and workshops. 

World Neighbors gives financial assistance to 
several local private organizations, including the 
Young Men's Christian Association, to support their 
Interest and work in family planning. 

Indonesia 
Indonesia's 131.9 million people make it the most 

populous country in South East Asia and the fifth 
most populous country in the world as of mid-1975. 
The current rate of increase is 2.1 percent per year-
down from 2.5 percent in 1965. The birth rate is38 
per 1,000 population compared with 46 per 1,000 in 
1965. Over the same period, the mortality rate has 
declined from 21 per 1,000 in 1965 to 17 per 1,000. 

Although Indonesia is fortunate in having in-
creasing foreign exchange earnings, largely from its 
oil exports, it is nevertheless beset with serious 
economic and social problems. Indonesia's annual 
Gross National Product (GNP), even with increasing 
oil Income, isestimated to be about $120 per capita; 

45 percent of the populace is illiterate; 44 percent is 
less than 15 years old, which means that some 58 
million young people are the dependents of earners; 
unemployment is high; and health and nutrition 
conditions are primitive. Agricultural production 
is Inadequate, and dependence on food Imports is 
substantial. In other words, Indonesia has a serious 
problem of rapid population growth. 

Population Programs 
Family planning efforts were initiated in In. 

donesia in 1957 by the Indonesian Planned Parent. 
hodAcation P Parno Ffdlateof the 
International Planned Parenthood Federation (IPPF).
Its work was restricted, however, by the policies that 
then existed, and IPPA largely devoted itself to 
ifrianm n 
services. 

Changes in Government brought changes in 
attitude. In 1965 tile family planning policy of the 
Indonesian Government was reversed. The IPPA was 
able to expand its activities, and before tile end of the 
decade had 85 branches with 225 clinics on the 
islands of Java, Madura, and Bali alone. 

In 1968, to strengthen and speed the growing na. 
tional family planning efforts, the Government 
created a National Family Planning Institute within 
the Ministry of People's Welfare. Its purpose was to 
coordinate family planning programs, make recom. 
mendations affecting the national program, work 
with other countries in the area of family planning, 
and develop a national family planning system on 
avoluntary basis. 

In 1970 the Institute was superseded by the Na. 
tional Family Planning Coordinating Board (BKKBN), 
which came under the direct responsibility of the 
President. It was made responsible for coordinating
the work of the several ministries, institutions aii I 
agencies that were conducting family planning 
work. Since its creation, the BKKBN has moved with 
increasing vigor in generating policies, drawing up 
guidelines, and coordinating foreign aid. 

The family planning program offers services 
through the 2,400 Ministry of Health clinics. Other 
Government ministries, inch,,.ing Information, Re. 
ligion, and Social Affr.irs, give supporting help. 
Efforts are being made to bring cliri" services more 
closely to the villages. 

The Indonesian Government's family planning 
annual budgetary obligations have risen from $75,000 
in fiscal 1969 to $12.5 million in 1975 for a total 
during the period of $36 million. 

The Government pn'gram has a,, its present target 
a total of 6 million acceptors and 2,450 family 
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planning clinics by 1976. Its longer range goal Isto re. 
duce the country's crude birth rate by 50 percent by 
the year 2000. This would demand reducing the 
present rate of about 38 births per year per 1,000 
population to 19 births per 1,000 and would require 
substantial increases in annual numbers of new 
acceptors. 

The national program has been giving special 
attention to the crowded islands of Java and Bali. 
An estimated 2.8 million women, representing 20 
percent of all eligible couples in these two islands, are 
now believed to be practicing contraception. 

In fiscal 1974 the national program gave 1.5 
million as the total number of new acceptors that 
year. Nearly 70 percent of acceptors have favored 
use of oral contraceptives, with condoms and IUD's 
next in use. 

Indonesia's family planning effort, as in many 
other countires, faces the serious obstacle of tradi. 
tional behavior. Girls tend to marry young (22.5 
percent marry under the age of 15, and the median 
age for girls to marry is 16.8 years). Fairly large 
families (four to five children) are considered desir-
able by almost everyone. 

Under a "transmigration" program, people from 
crowded Java have been resettled on more sparsely 
populated outer islands. The program has been only 
minimally successful. Population increase on Java 
and considerable in-migration from the outer islands 
has tended to offset out-migration. 

External Assistance 
From 1969 through 1975, foreign aid to In. 

donesia's family planning programs has totaled 
$48 million. Inputs have conic from bilateral, multi-
lateral, and nongovernmental assistance. 

Bilateral assistance. The U.S. Agency for Interna-
tional Development (AID) has assisted the Indo. 
nesian Government's family planning program since 
fiscal 1968, supplying a total of $23 million in direct 
assistance through fiscal 1975. AID's assistance 
was $4.2 million in fiscal 1975 alone. It has supplied 
large amounts of contraceptives, has helped to de. 
velop a logistics system and a service statistics pro. 
gram, has helped to initiate pilot projects for com-
mercial sales of contraceptives, and has supported 
numerous training projects. 

AID's support is scheduled to continue with 
the objectives that include: furnishing the bulk of the 
contraceptives distributed in the Indonesian family 
planning progrin; providing technical assistance to 
strengthen program management; and promoting 
experiments to deveiop new methods of delivering 
family planning services suitable to local conditions, 

The Japan International Cooperation Agency 
has given support to the Indonesian program In the 
form of vehicles, contraceptives, and help in pro. 
ducing informational and educational materials. 
Such assistance through 1975 totaled at least 
$291,000. 

The Netherlands Government has helped the 
Indonesian program in two specific areas. One con
tribution of $333,000 supports sociological and 
medical research, clinical work, and staff training 
as they relate to family planning. A second con. 
tribution of $359,000 (through the Netherlands 
Organization for International Assistance) has helped 
to build and equip a center in Djakarta for training 
nonmedical family planning staff. 

The Norwegian Agency for International De. 
velopment has funded the production of films on 
family planning. 

Multilateral assistance. A multilateral family 
planning assistance program of substantial size has 
been signed with Indonesia as a joint undertaking of 
the United Nations Fund for Population Activities 
(UNFPA) and the International Development Associa
tion (IDA) of the World Bank Group. The 1972. 
77 program provides for a $13.2 million loan from 
IDA and a $13.2 million grant from UNFPA. Its 
goal is to help Indonesia achieve a major expansion 
in its family planning program. The wide-ranging 
loan/grant program calls for: constructing and 
equipping 277 maternal/child health family planning 

centers, 16 family planning training centers, and 7 
family planning administration centers, supplying 
vehicles; supporting training, motivation, evalua
tion, research, and population education; and pro. 
viding family planning technical assistance. UNFPA, 
the United Nations Children's Fund (UNICEF), the 
World Health Organization (WHO), and the United 
Nations Educational, Scientific, and Cultural Organi
zation (UNESCO) are administering various aspectsof the program. 

Nongovernmental assistance. The largest private 
contributor to Indonesia's family planning programs 
has been the International Planned Parenthood 
Federation (IPPF). This support isgiven through the 
affiliated Indonesian Planned Parenthood Associa. 
tion. IPPF helps to finance the Association's overall 
work including training, development of services to 
the outer islands, and the operation of clinics. Obli. 
gations through 1975 totaled $5.6 million. 

The Asia Foundation has made grants to help 
finance seminars, training of social workers, publi. 
cations, and mass media utilization. 

Church World Service has supported a traveling 
exhibition which uses puppetry to convey the family 
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planning message. In addition, Family Planning 
International Assistance has assisted the Council of 
Churches in Indonesia in the latter's efforts to edu. 
cate and motivate the public in family planning 
by utilizing puppet displays, posters, demonstra. 
tions, and publications. 

The Ford Foundation has made grants to the 
Government program and to the University of In
donesia in support of census data analysis, family 
planning rescarch and training, and demographic 
training. Such grants through 1975 totaled at least 
$497,000. The Rockefeller Foundation has made 
grants to universities to enable teaching of' popula. 
tion and family planning. 

Oxfam has made grants in support of' IPPA's 
work, as well as that of specific family planning 
clinics. Grants total $92,775. 

The Pathfinder Fund has sponsored numerous 
projects throughout Indonesia with the objective 
of introducing fertility regulation services into 
health clinics where they had not been available 
before. Also the Fund has supported motivational 
projects, field testing of IUD's, and publication 
of demographic data for leaders. Support through 
1975 totaled $878,000. 

The Population Council has made grants to 
support Indonesia's expanded postpartum family 
planning program, the manufacture and use of IUD's, 
and the training of' provincial personnel. Grants 
through 1975 totaled at least $726,000. 

In Indonesia,a 
trained healthJ 

worker Instructs i 
village midwivesin 

familyplanning, so 
they can help women 

In their villages. 
These midwives play 

an Important role -

In helpingchange 
traditional 

behavior. Some 22 [ 

percent ofthe girls 
marry under the age 

of I5; the median age 
for marriage Is16.8 

years. 

The World Assembly of Youth has helped to 
sponsor seminars and meetings intended to help
make young people more aware of population growth 
and the need for family planning. 

Japan 
Japan's population in mid-1975 was Ill million, 

or 12.1 million more than in 1965. The crowding is 
severe since Japan's area is smaller than that of 
California. While some decentralization appears to be 
taking place with people leaving the largest cities 
for smaller cities and towns, the urban areas are 
among the most densely populated in the world. 

Japan's current rate of natural increase is 1.2 per. 
cent annually and the lowest of any country in Asia. 
Its birth rate, sharply reduced from the 1950's, is 
19 per 1,000 people a year, and the death rate 6 
per 1,000. 

The Japanese people are noted for their in. 
dustriousness but in creating a good living for them
selves (the average per capita GNP of $3,810 is the 
highest in Asia), pollution of' air and water in the 
industrial cities is an increasing difficulty. The de. 
teriorating quality oflife in the large cities has become 
a matter of nationwide concern. Japan, at its existing 
growth rate, would double its population by about 
the year 2033. Should this happen, the nation would 
be hard pressed to provide a livelihood for its addi. 
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tional citizens and at the same time maintain an 
acceptable environment, 

Population Programs 
The Government of Japan has been concerned 

about the nation's evergrowing numbers for many 
years. After the end of World War II, birth rates 
had risen to 34 per 1,000 population per year. With 
the legalization of abortion in 1948, births decreased 
and had fallen to 20 per 1,000 by 1955. The rate was 
reduced--to 17 per 1,000 by 1957-and since then 
has risen slightly to about 19 per 1,000. The rate of 
natural increase (about 1.2 percent) is by comparison 
only half of that of most parts of South and South 
East Asia. 

Family planning has become an accepted part of 
Japanese life, It is practiced by well over half the 
fertile population. While the National Government 
does not have a specific family planning program, 
it supports voluntary and local government efforts, 
promotes responsible parenthood, and has urged 
women to use contraception rather than abortion to 
control the size of their families, 

Some controversy exists over the most desirable 
rate of population growth. Some booming industries 

Cambodia 
The population of Cambodia was estimated at 8.1 

million at mid1975. Tie estimate, however, does notmilionat des otTe etimtehoeve,id.97. 
take special account of the changes in government 
during the 1970's. In this setting, the rate of natural 
increase is estimated at 2.8 percent annually with the 
birth rate at 47 per 1,000 and the death rate at 19. 

Prior to the recent change of government, the 
Cambodian leadership had indicated that the country's 
anticipated population would be too small in relation 
to the nation's resources and that officials would 
welcome a larger population and a faster rate of 
population growth. They did, however, tolerate 
some family planning activity, 

In 1972 a small family planning program was 
set up in the maternal/child health section of the 
Ministry of Health. Also, the Government had given 
support to the Association Khmere pour le Soutien 
de la Famille, an affiliate of the International Planned 
Parenthood Federation (IPPF). The hostilities of 
recent years, however, may have severely limited or 
even eliminated such activities. The current emphasis 
on expanding the rural labor force may not be 
favorable to family planning as such. 

*See page 102 for North Korea. 
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have experienced shortages of labor, and some 
business firms have indicated fear that limited popu. 
lation growth would mean a shrinking labor force. 
Also, official reservations exist with regard to the use 
of contraceptive pills and IUD's were approved for 
contraceptive use only in 1974. 

Condoms are by far the most popular method of 
contraception -used by 77 percent of contracepting 
couples, according to a nationwide survey of 1975. 
Commercial outlets are the main source of supply. 
However, family planning services are also available 
through more than 800 health centers maintained 
by prefectural and municipal governments. Condoms 
are also sold by member organizations of the Family
Planning Federation of Japan (FPFJ). A miember of 
the IPPF since 1954, FPFJ puts major emphasis 
on education, training, research, and fund raising
for overseas family planning programs. Although 
abortions have been declining, it is estimated that 
there may still be close to a million annually. Abor. 
tion is readily available and inexpensive. 

The Japanese Government gives financial support 
to IPPF. It has also given some bilateral assistance in 
family planning to other Asian countries that have re
quested it. 

External Assistance 
The United Nations Fund for Population Activi. 

ties (UNFPA), through the World Health Organization (WHO), supported a project to strengthen 
fily H c, u d atcrit antaml 
family health care, including maternity and family 
planning services in hospitals. The 1973-75 allocation 
was $71,000. 

The IPPF provided financial assistance to the 
overall program of the national family planning 
association, which was the Republic's only facility 
for extending such services. Assistance by IPPF 
included an information and education campaign 
aimed at professionals and opinion leaders, the 
training of medical and paramedical personnel, and 
the improvement of clinical services-especially in 
refugee camps. Expenditures by IPPF for 1974 
were an estimated $70,000. 

Korea (South)* 
The population of South Korea numbered 34.1 

million at mid-1975 and was over one-fourth greater
than the 1965 level. The rate of increase was esti
mated at 2 percent per year. The birth rate was 29 
per 1,000 population in 1974, or significantly 



below the 1965 rate of 35 per 1,000, Deaths had de. 
clined from II per 1,000 people per year in 1965 
to 9 per 1,000. 

Economically, Korea has developed since 1950 
from an agricultural country with a per capita income 
slightly over $50 to a substantially industralized 
country with per capita GNP of about $600 according 
to Government estimates. Although not yet self-
sufficient in food, it has bettered its agricultural 
production at twice the rate of population increase, 
Korea has made such substantial progress that the 
United States, which has provided large-scale eco-
nomic assistance for many years, expects to be able 
to end its Korean aid program in fiscal 1976. 

But although the Republic of Korea has made 
important advances during the past decade in slowing 
population growth and speeding its economic de-
velopment, it is also widely recognized that pro-
longation of the present rate of growth would present 
overwhelming difficulties for Korea's continuing 
progress. 

Therefore, Korea's national target calls for further 
reduction in its population growth rate to 1.5 percent 
by 1976 and to I percent in the 1980's. These goals 
will be difficult to meet. Tile recent decline in popu-
lation growth has leveled off and a number of 
problems exist as Korea tries to lower its birth 
rates further. Among them are the following: 
e The post.Korean War "baby boom" created an 
unusually large young population now coming into 
reproductive age. 
e Koreans continue to view tile "ideal" family size 
as not two children but three or four. 
* Continuation rates for women who try out the pill 
or an IUD are not satisfactory. 
* The Korean Government has failed to expand its 
national family planning expenditures at a rate that 
keeps up with expansions in the national budget. 

Some steps, however, have been taken that should 
help program effectivemess. A longtime emphasis on 
IUD's has shifted to include strong support for 
sterilization, oral pi'ls, and condoms. Legal restric-
tions on abortion ar d menstrual regulation have been 
eased. The Governwent program has adopted the 
slogan "Daughter-son ",ithout distinction; stop at 
two, and raise them well." This reflects an effort to 
overcome the traditional ireference of Korean 
parents for boys and the desire to have two sons. 

Population Programs 
Korea's national census of 1960 and its revelation 

that the population was growing faster than was 
generally realized brought an awakening to the need 
for a population program. A voluntary organization, 

the Planned Parenthood Federation of Korea (PPFK) 
was organized in 1961. The Government set up a 
national family planning program in 1962. 

The national program incorporated family 
planning into the nation's First Five-Year Economic 
Development Plan, allocated funds for family 
planning, and repealed a long-standing law prohibiting 
the importation of contraceptives. (Very recently, 
a ban on the advertising of oral contraceptives in the 
mass media was lifted; this action should help the sale 
of contraceptive pills.) 

Today the Government and the PPFK cooperate 
in administering an extensive program that covers 
the entire country and reaches down to the village 
level. The Government's leadership is extended 
through the Family Planning Section of the Bureau 
of Maternal and Child Ilealth in the Ministry of 
Health and Social Affairs. Two cities, Seoul and 
Pusan, and each of the nine Provinces has a Bureau of 
Public Health and Social Affairs with a family 
planning section. 

The health delivery system consists of 196 
health centers, one for each country or city district, 
and 1,342 health subcenters. Family planning services 
are offered at some, but the main avenue is through 
a certified cooperating physicians program. A number 
of physicians are certified for IUD insertions and/or 
vasectomy opcrations and tubal ligations. A new law 
also allows trained nurses and midwives to insert 
IUD',. 

Participation statistics for 1972 indicate that 
probably nearly half of Korea's mid-1975 estimated 
8.6 million fertile women are participating in family 
planning. Of the participators, about two-thirds are 
acceptors through the national program, and one
third are acceptors through private services. 

The PPFK offers family planning services in 14 
demonstration maternal/child health clinics and-
through a Population Council grant-in a number of 
public and private hospitals. Mobile clinics add to the 
availability of services. 

The PPFK carries the major load of public com
munication on family planning. Its activities in 
information, education, and communication reach 
the general public, Government employees, military 
reserve forces, and even the residents of remote 
islands. 

External Assistance 
Financing from the U.S. Agency for International 

Development (AID), along with help from other 
external donors, has played a major part In Korea's 
family planning efforts since their beginning more 
than a dozen years ago. 
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Korean women from 20 villages come to utilize the services of the family planning 
mobile unit. Korea's birttratehas fallenfrom 35 per 1,000 populationin 1965 to 29 in 1974. 

AID's cumulative obligations to the Korean 
program through fiscal 1974 totaled $5.9 million, 
This was for advisory services, equipment, contra-
ceptives, training, institutions and research. 

The United Nations Fund for Population Activi-
ties (UNFPA) more recently has become an active 
supporter of the program. In 1973, UNFPA signed 
an agreement with the Korean Government to pro-
vide $6 million over a 5-year period. The funds are 
for improvement of family planning services, com-
munications, and population education. The various 
projects are being carried out by the World Ilealth 
Organization (WHO), the United Nations Develop-
ment Program, the United Nations Educational, 
Scientific, and Cultural Organization (UNESCO), 
and the United Nations Children's Fund (UNICEF). 

The International Planned Parenthood Federa-
tion has provided major assistance for the Korean 
program, including funds and commodi' -s. Its 
assistance since 1973 totals over $4.2 million, 

Canada's International Development Research 
Center has made grants of more than $100,000 for 
research on the satisfactions and costs of having 
children and the motivations for childbearing in such 
countries as Korea. 

The Swedish International )evelopment Authority 
made disbursements to the Korean program in 1973, 
1974, and 1975 totaling nearly $4 million. Funds 
supplied contraceptive pills, materials, and personnel 
assistance. 

The Asia Foundation made grants totaling nearly 

$200,000 for 1973 and 1974 for supporting a number 
of projects having to do with family planning in
formation and education. One innovation was 
assistance to the Korean Federation of Housewives 
Clubs to stage a 9-month "No Pregnancy Year" 
campaign. 

The Association for Voluntary Sterilization has 
made grants of more than $50,000 to a hospital and 
college of medicine for laparoscopic andculdoscopic 
sterilization projects. CARE has implemented a 
feeding program through the Korean Day Care 
Centers, which also provide family planning informa. 
tion for mothers. Family Planning International 
Assistance has made grants for training staff 
personnel designed to stimulate family planning 
programs in a number of Korean Christian hospitals. 

The Japanese Organization for International 
Cooperation in Family Planning hzs made grants 
totaling more than $300,000, including the provision 
of a family planning guidance bus with audiovisual 
aids. Oxfam has made grants of nearly $80,000. 

The Population Council has made grants, which 
in 1973 were more than $500,000, for a wide variety 
of family planning assistance projects. And the 
Rockefeller Foundation has made grants for research, 
including a grant to the Korean Institute for Research 
in Behavioral Sciences, for studies concerning boy 
preference among Korean families. Grants in 1973 
were $48,000. 

The Ford Foundation and The Pathfinder Fund 
have given assistance to the program. 
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Laos 
The popt,lation of Laos at mid-1975 was tenta. 

tively estimated at 3.3 million. Based on ahigh birth 
rate of 45 per 1,000 population and ahigh death rateratof per 1,000 populndicatio andaigdth rateof 23 per 1,000, this indicates an annual growth rate 

of over 2 percent. All rates are thought to be about 
the same as in 1965. The Laotian population in 1965 
was 2.5 million. w 

These estimates do not take into account the 
now.unknown effects of hostilities in Laos in recent 
years nor the effects of the changes in government. 
Certainly, however, along with its growth in popula-
tion, Laos has been beset with disruptions of food 
production in areas of armed conflict, the problem of 
war refugees, and a continuing movement of people 
from country to city. The generally low income of 
the people is reflected in the country's low GNP per 
person of $100 per year. 

Prior to the recent government reorganization, 
the Royal Laotian Government had indicated an 
awareness of the need to slow population growth and 
thereby help ease the strain on the country's re-
sources. 

In 1972 the Government established aCommittee 
for the Promotion of Family Well-Being. It assigned 
responsibility for implementing a nationwide volun. 
tary family planning program to reduce the annual 
growth rate to 1.8 percent by the year 2000 to the 
Ministry of Public Health, which offers services in 
a number of centers and subcenters. 

The Government prograin emphasized the re-
lationship between maternal and child health and 
family planning-an approach based on the belief 
that a reduction in high levels of infant mortality 
would encourage increased practice of family 
planning and a reduction in pregnancies. 

The program operated Government-wide, coordi-
nated by the Commission for Family Well-Being 
composed of high-ranking civil servants fron eight 
Government ministries, 

While the future activities of the program are not 
clear at this time, it had already begun to break away 
from a hospital-based, physician-centered approach to 
one delegating more responsibility to nurses and 
midwives. The program had also begun the spread of 
services beyond the traditional popjlation centers 
and was committed to integrating family planning 
into basic health services throughout the country 
within the next 10 to 15 years. 

Some progress had been made. District maternal/ 
child health centers were being renovated and 
equipped. A family planning manpower training pro-
gram was underway. The number of family planning 
acceptors, though relatively small, was growing. 

In1974, about 20,000 users of contraceptives were 
recorded; oral contraceptives were the most popular. 

The Lao Family Welfare Association worked 
closely with the Government program. An affiliate 
of the International Planned Parenthood Federation(PFi a one n16 yagopo h 
(IPPF), it was founded in 1968 by a group of the 
country's leading women. It operated family planning 
clinics and provided training. 

External Assistance 
Before termination of U.S. population assistance 

in 1975, the U.S. Agency for International Develop. 
ment (AID) had been the principal external supplier 
of assistance to the Laotian family planning program. 
From fiscal 1969 through fiscal 1975, AID assistance 
totaled $5.2 million. Other principal contributors 
during the sane period included: the United Nations 
Children's Fund (UNICEF), S439,000; the United 
Nations Fund for Population Activities (UNFPA), 
$571,000; and the International Planned Parent. 
hood Federation (IPPF), S182,000. 

AID support was directed toward the improve. 
ment of health care for mothers and infants and the 
introduction of family planning techniques. The goal 
was to help Laos make maternal and child health/ 
family planning services available to 70 percent of 
the accessible population and to enlist 95,000 couples 
in the practice of family planning by the end of fiscal 
1979. 

UNFPA was assisting two proJects. One was the 
development of maternal and child health/family 
planning activities that was being executed by the 
World Health Organization (Wile). The second, the 
planning and conduct of a population census, was 
being executed by the United Nations. The maternal 
and child health/family planning project, funded at 
$123,000 in 1973, included services and training. 
The census project, funded at S150,000 in 1973, 
was helping tie Government to plan and conduct 
a census of the Vientiane Plain and tihe major cities. 
The census was to provide data on the size and 
characteristics of the population, including data on 
refugees. 

The Asia Foundation has made travel grants 
enabling participation in a youth leadership training 
conference in Korea with emphasis on population 
aspects. 

The Thomas A. Dooley Foundation distributed 
family planning information and supplies with a 
,nedica! program for refugee families. 

The IPPF has given funds to the Lao Family 
Welfare Association for its overall program, including 
public information, training, and operation of clinics. 
Expenditures for 1974 were estimated at $194,000. 
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Malaysia 
Malaysia's 12 million population at mid1975 
was ayelieved2to ileinpoasinat ratofd.bout 

was believtyed T . e birs t rate of at
2,9 percent a year. The birth rate for 	 1974 was 

estimated at 39 per 1,000 population and 	the death 
the 1965rate at 10 per 1,000-both reduced from 

birth rate of 42 per 1,000 and the death rate of 13100 
services 

per 1,000. The lowering of these rates, however, 

did not reduce the overall rate of population in-
dcdreo e tunits. 
crease. 

Trne oroncmersat Malase sb o y
cerned for sonic years that the country's rapidly 

tile ofexpanding population will diminish success 
its aggressive economic development program, and 

since 1966 the Government has enouraged family 

planning as an integral part of its national develop. 
has been successful 

ment plan. Although Malaysia 

in expanding production of export commodities 
and palm oil) and in increasing(rubber, tin, timbr, 


its investments in domestic industry, the need for

acommoatethemoreandmorepubicsrvies tto accommodate themore and more public services 

growing population is a drain upon capital 	formation 
grwing peou t whealthwhich thle Government would like to case. 

prble isis he ighde-
Adding to teAddigovraloverallt tieproblem the igh
percent of Malaysia'spendency ratio; aout44about 44 ercnt o Maaysa s 

population is less than 15 years old. The Government 

also has registered concern about the adverse effects 

pendncyrato; 

utth e
alo raid popuatis onerao ge fadles 
of rapid population growth and large families on the 
health of mothers and children and on the general 
welfare of families. 

Population Programs
Private family planning activities in Malaysia go 

was set up in
when an organizationback to 1953 

one State. Others followed until by 1963 there were 
associations in all II peninsular States coordinated 
by a new Federation of Family Planning Associa-
tions (FFPA). 

The Government of Malaysia made its beginning 
in national family planning in 1964 when 	 it set up 
the Cabinet Sub-Committee on Family Planning to 
formulate a national program. The following year a 
National Family Planning Board was set up witi. the 
establishment of family planning goals as part of its 
mandate. Tile national program went inti operation 
in 1966 and since then has been work,ng 	 toward a 
goal of reducing the population growtn rate from its 
present 2.9 percent a year to 2 percent 	 by 1985. 

In its Second Five-Year Plan (1971-75), Malaysia 
identified the annual family planning acceptor rates 
needed to achieve this goal. They were targeted at 
levels increasing from 80,000 new acceptors per 
year in 1971 to 160,000 in 1975. Achievement has 

been substantial though not complete. 
Responsibility for carrying out the Government 

program lies with the National Family Planning 
Board, which coordinates its activities with those 
of several private groups. Among the latter is the
FFPA, which receives grants from the Government 
and operates mo ttan g300 clinics. 

Th o vernes more than 100 

private medical practitioners dispensing 
through some 70 clinics, substations, and mobile 

As with th FFPA, these efforts are concen. 
trated in West Malaysia-the home of 85 percent of 
the country's population. The other two States,
Sarawak and Sabah, on the island of Borneo, are con

bh onmen o B neopaedSired 
they are served by voluntary associations. 

Pills are the chief form of contraceptive used in 

tee program although many other types are also 

offered. Contraceptives are readily available. 
In thepGovere inarated 

In programe know n a u lation P r 

action program, known as the Population Project,
that calls for strengthening the national and State 

programs, integrating family planning into rural 
services, incorporating population education 

a universityinto school curriculums, and setting uppopulation research program.
pplto eerhporm

The Government of Malaysia has been a 	major 
Tile G overnmenta Coor
 

supporter of the Intergovernmental Coordinating
Committee (IGCC) of the South East Asia 	Regional
Cooperatior. in Family Planning and Population
established in 1971 and headquartered in Kuala 
Lumpur. The Committee provides population and 

family planning services to Malaysia and eight other 
countries. The services ipclude field work, training,
research, education, and mass communication. 

External Assistance 
Important help isbeing provided to the Malaysian 

family planning program by a joint effort of the 
United Nations Fund for Population Activities 
(UNFPA) and the World Bank. Under the terms of a 
5-year agreement signed in 1973, UNFPA isproviding 
a grant of $4.3 million and the World Bank a loan of 
$5 million. 

These funds, along with matching funds from the 
Malaysian Government, are financing projects that 
include training, provision of equipment and supplies, 
communications development, health education, 
family planning services development, and building 
and equippingof family planning clinics. Additionally, 
a population study program is being developed at the 
University of Malaysia. Executing agencies are the 
United Nations Children's Fund, the World Health 
Organization, the United Nations Development 
Program, the United Nations Educational, Scientific, 
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and Cultural Organization, and the World Bank, 
The Swedish International Development 

Authority has supplied quantities of contraceptives 
to the national program. Disbursements through 
1974.75 totaled an estimated $1l1 million. 

The Ford Foundation's assistance through 1975 
totals $681,000. 

The U.S. Agency for International Development 
(AID) does not give direct assistance to the Malaysian 
program but does support other assisting organiza. 
tions. An AID contract of $234,000 with the Univer. 
sity of Michigan is financing an evaluation of the 
family planning program and its use of traditional 
village midwives. Approximately S60.000 has been 
expended in training and equipping six Malaysian 
physicians under the Advanced Technology Fertility 
Management Progr in. Also, AID has a 2-year, 
$194,000 contract with the Rand Corporation to 
assist the Government with a Malaysian fertility 
survey. 

The International Developmicnt Research Center 
of Canada has made grants. totaling $112,000 to the 
program to finance studies oil abortion ;zinong 
Malaysian women;and its health effects 

The International Planned parenthood Federation 
(IPPF), which has beck' assisting prmvate family 
planning efforts in Malaysia since 1961, continues to 
support the FFPA of' West Malaysia as well as the 

Sabah and Sarawak family panning associations of 
East Malaysia. This support, estimated for 1974 
at about half a million dollars, assisis overall pro. 
gralns-including infornatioil and cdu':ation, training, 
work with industrial and union leaders, and operation 
of clinics. 

The Asia Foundation has made grants to Malay-
sian family planning associations and to the Govern, 
ment program for the folltwing objectives: to assess 
the potential of Malaysian voluntary organizations 
as program participants: to foster Information, edu-
cation, and communication activities; and to obtain 
equipment. F scal year 1974 expenditures were 
$57,000. 

The Association for Voluntary Sterilization made 
a grant of $6,000 to the University of Malaysia for 
training and for extending, vasectomy services to 
rural areas. 

The Population Council helped to finance a 
Government-sponsored uteeting on sterilization and 
abortion. 

The Interdisciplinary Communications Program 
of the Smithsonian Institution advanced $14,600 
to finance analytical research into the 1970 Malaysian 
Post Entnteration Survey to mteasure correlations 
between fPrtility anJ various e,.onomic and social 
levels of subjects studied. 

The World Assembly of Youth has helped to 
sponsor conferences and seminars for making the 
young people of Malaysia iore conscious of rapid 
population growth and its consequences. 

World Education has assisted the Government in 
the training of village leaders in family planning. 

Mongolian People s
 

Republic
 
The population of the Mongolian People's 

Republic was estimated at 1.4 million in mid-1975, 
compared to under 1.1 million in 1965. The birth 
rate (1974) of 40 per 1,000 population combined 
with a death rate of 0 i' r 1.000 result in a growth 

rate of 3 percent annually. Approximately 44 percent 
of the present popaiation is under 15 years of age. 

The per cipita CNP is estimited at S550 per year. 
Mong,.ia's 600,000 square mile area is sparsely 

settled witii a.',out 70 percent of ihe population living 
in scattered rnra! settlements or fllowing a nomadic 
existenc,. flovevcr, urbaimdition is reported in
creasing. In recent ' ears the Government has ex. 
panded spending for edlcation and for public 
services. No information is available as !; the 
e'dtience or etewi of fivily planning or maternal/ 
child health prvgrams. 

Nepal 

Nepal, , small sub.Iimalayin kingdom, had a 
1975 population of 12.6 million, or 2.5 million more 
than in 1965. Its current rate of increase is estimated 
at 2.3 percent annually. The hirth rate is43 per 1,000 

' population. and the death rate is 20 per 1,000. With. 
out a sharp drop in the rate of reproduction, Nepal 
could have twi't its prei-nt population in 30 years. 

It has a poicltial for the develodment of mining, 
hydroelectric power, and industry, bt these ;,je not 
near realization. Per capita income is only about $90 
a year. Thie literacy lat is estimaled at 13 percent, 
and life expectancy in44 years 

With little doubt, Nepal', most urgent social 
problem is keeping its popuation hon expanding 
faster than the development of its agriculture and in
dustry. At present, most of the labor for.:e isengaged 
in agriculture; but only about 30 p,.rcent 4cpal's 
total area iscultivatable. 

Populalion Programs 
Nepal's first organized population program 

activity began in 1965 with the founding of the 
Family Planuing Association of Nepal (FPAN), a 

89
 



private organization affiliated with the International child health services to virtually all of Nepal's esti-
Planned Parenthood Federation (IPPF). FPAN, mated 2.3 million fertile couples and to induce an 
apart from the family planning services it offered, was increasingly large portion of them to practice contra. 
helpful In alerting the Governmeqt to the nation's ception. 
growing population pressures and the need for a The Government of Nepal has given increasing 
national family planning effort, budgetary support to family planning through the 

Although there were earlier public activities, the past decade; its 1975 input is somewhat more than $1 
national program can be said to have begun only in million, and even larger funds are planned for 1976. 
1968 with the establishment of a Family Planning But despite Government determination, Nepal's 
and Maternal Child Health Board. The Government of family planning program operates under a number of 
Nepal has continued to support the program and to handicaps. Transportation is difficult because of the 
give population planning high priority in its national rugged terrain; high illiteracy rates hamper getting the 
development plans. The major portion of family message to potential family plnning acceptors; 
planning work is carried out as a semiautonomous and the scarcity of doctors anJ other trained 
activity within the Ministry of Health. FPAN con- personnel may make family planning techniques un
tinues to serve in a supporting role. available in certain areas. Nevertheless, organizational 

The national program aspires to reduce the crude progress is being made. 
birth rate from 43 per 1,000 to 38 per 1,000 between The program now has approximately 250 family 
1975 and 1980 with further reductions to follow, planning and maternal/child health centers operating 
(At the same time, it seeks to reduce infant mortality in 73 of the country's 75 districts. Together, they are 
from an estimated 200 per 1,000 live births to 150 capable of providing services to an estimated 15 
per 1,000.) percent of the people. A wide variety of contra-

Through its expanding services, the program's ceptive choices are offered including pills, condoms, 
ultimate goal is to offer contraceptives and maternal/ IUD's, foams, vasectomy, and laparoscopic steriliza

tion. 
In addition, FPAN operates six family planning 

clinics, distributes contraceptives, and carries out 
motivation and education activities through press, 
radio, exhibits, and films. The distribution program 
is clinic oriented, but several pilot projects arc under
way to expand outlets through commercial sales and 

" the use of home visitors. 

An estimated 60,000 Nepalese are practicing 
contraception. Male sterilization is a leading method 
with the use of pills by women the next most prac. 
ticed. Nepal has had good initial success in intro
ducing the laparoscopic technique for the sterilization
of women who desire the operation. 

6 
To improve family planning coverage and quality 

in Nepal, the Government has established the Na
itional Planning Commission Task Force on Popula

tion Policy with a broad mandate to examine present 
activities and problems and to recommend policies 

• 
period (1975-80).

\reconmendations 
The Task Force's findings and 

are to be acted upon through a 
, 

• ." 
INational 

i 
Population Policy Coordinating Council,

establishled in August 1975 as part of the National 

r n IPlanning Commission. 
, '\ ,... A NepaliAuslim is proud of 

.' ,,,:,. :' . 
having aplanned family. Nepal
has approximately 250 family 
planningand maternal and child 

...... ' ,,... ~-:. .... 
health centers operatingin 73 
of the country's 75 districts. 
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External Assistance 
The U.S. Agency for International Development 

(AID) is the major donor to Nepal's family planning 
program. Its 8 years of financial support have pro-
vided funds totaling $4.5 million, or more than 80pecetf llexeralassistance the program has 
percent of all external 
received.a 

AID assistance began informally in 1966 and wasformalized with budgeted funds in fiscal 1968. AID 
formlizdudgeedwth und infiscl 168.AID 

has supplied contraceptives and other commodities as 
well as funds for the training and development of 
low-cost family planning delivery systems. This 
assistance is being continued. At the same time, 
new efforts are being made to help the Govern-
ment formulate a population policy, improve its 
demographic information, and assess the effectiveness 
of its family planning program. Part of AID's help to 
Nepal is carried out through a contract with the Uni-
versity of California (Berkeley). 

The United Nations Fund for Population Activi-
ties (UNFPA) is sponsoring several projects. One is 
to analyze Nepal's 1971 census data; another is to 
undertake a demographic survey to estimate popula- 
tion growth, fertility, mortality, and migration; a 
third sets up a pilot registration leading to a civil 

Pakistan 
The population of Pakistan in mid-1975 was 

estimated at 70.3 million, an increase of 17.5 million 
since 1965 within the present boundaries of the 
country. The 1974 rate of population increase was 
2.9 percent annually with the birth rate estimated at 
44 per 1,000 population and the death rate at 15 per 
1,000. Unless such a growth rate is abated, it would 
double the country's population before the year 
2000. Rampant growth, in turn, would cancel out the 
benefits of increased food production and would 
make it extremely difficult to meet the costs of 
creating new jobs and providing social services for the 
additional population. 

In recent years, even though the country has 
many of the resources needed to develop a viable 
economy, Pakistan has had a difficult struggle. In 
1971, East Pakistan broke away and became Bangla-
desh. There were basic governmental changes in 1972. 
In 1973 a disastrous flood struck followed by a near 
drought in 1974. All this has put idditional strain on 
an economy in which 46 percent of the population is 
under 15 years of age and more apt to be consumers 
than producers. At present, the GNP per capita is 
about $130. 

registration plan. In 1974, UNFPA agreed to assist 
with a fourth project-the integration of family 
planning into health facilities at a cost of about 
$608,000 for 2 years. 

in two country-to-country agreements, the British 
Ministry of Overseas Development helped to financetraining course for auxiliary health workers, and 
trang Orse for Iliara alworkerathe Japanese Organization for International Coopera.

tion in Family Planning supplied contraceptives and 
tine 
equipment. 

Among voluntary organizations, Family Planning 
International Assistance made a grant to the Nepal 
Women's Organization for a pilot village-oriented 
contraceptive distribution project. The Interna
tional Planned Parenthood Federation (IPPF) has 
given $363,000 since 1972 to the Family Planning 
Association of Nepal (FPAN) in support of its overall 
program-including education and motivation. The 
World Assembly of Youth has helped the Nepal 
Youth Organization to hold meetings making young 
people more aware of population problems and 
needs. The Pathfinder Fund has provided contra
ceptives. The Population Council has provided funds 
for fellowships for graduate study in demography. 

Population Programs 
The Government of Pakistan first became con

cerned about the country's population growth some 
20 years ago, and this concern-and the response to 
it-have continued to increase. Pakistan's current 
program to slow population growth is strongly 
supported and financed (including large inputs from 
foreign donors). It has high priority in the Govern
ment's national development plans. 

The program aims at reducing the birth rate from 
44 to 35 per 1,000 by 1978. It has a goal of making 
birth control information and supplies available to 
three-fourths of all fertile couples across the nation. 
(The size of the task isindicated by tile estimate that 
only about 6 percent of eligible couples currently are 
practicing contraception.) 

Pakistan's first organized family planning move
ment began in 1953 with the formation of a private 
Family Planning Association of Pakistan (FPAP), an 
affiliate of the International Planned Parenthood 
Federation (IPPF). Some clinics were opened, and a 
modest family planning publicity and education 
campaign was undertaken. 

The Government recognized the impending threat 
of overpopulation in formulating its First Five-Year 
Plan (1956-60) and provided for preliminary family 
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- I dTop to bottom: Family planning
decided poster used at Islamabad,

plan Pakistan; buying contraceptives
to pat familyplanningstall;a midwife 

explains use ofcontraceptivesmyfll iEi ! in a Pakistanihome. Family planning 
became a nationalpolicy In1961. 

planning work. Under tile Second Five-Year Plan 
(1961-65), family planning was made a national 

N 	 policy, and a program for bringing family planning to 
the people was set up under the Ministry of Health to 
operate through existing health services. Increased 
emphasis to operations was given in the Third 
Five-Year Plan (1966-70), including expanded bud
get, more personnel, and improved administration. 
Much was done to improve all aspects of the 
population program. By 1970, reports indicated that 
19 percent of Pakistan's urban wives of reproductive 
age and 4 percent of rural wives had practiced 
contraception at one time or another. 

During the early part of the Four:h Five-Year 
Plan (1971-75), family planning lost impetus because 
of hostilities with India, the secession of East 
Pakistan, and internal changes in Government. The 

program rebounded, however, and beginning in 1973 
, has undergone rapid expansion and increased 

budgetary outlay. Pakistan's leaders are giving it their 
strong and continuing support. 

Pakistan's increasing allocation to its population 
program is significant. Commitments have increased 

.. from about $2 million in fiscal 1973 to $4 million in 
, 	 fiscal 1974 to $8 million as Pakistan's share of the 

$24 million program in fiscal 1976. (In addition to 
Pakistan's own funding, substantial assistance is 
coming from outside sources.) 

Any current appaisal of Pakistan's population 
planning program can best be based not so much on 
past results-which have been slow in coming-as on 

47 today's new approaches and expanding activity 
An important feature of this expanding activity

4 	 one that will be watched with interest by other 

concerned countries-is a new "contraceptive inunda
tion scheme." The scheme grew out of the Govern

ment's increasing awareness that family planning 
based on services provided by clinics and physicians 
was not enough; local nonclinical ways for married 
couples to obtain materials for family planning also 
were needed. 

Basically 	 a subsidized sales progra, the "inunda
tion scheme" aims at making oral contraceptives and 

condoms easily and cheaply available in most of 
Pakistan through retail shops and door-to-door distri
butions. Because of the subsidies, the program is able 
to offer the two contraceptives at prices within the 
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reach of most Pakistanis-2N cents for either a 
monthly cycle of pills or a dozen condoms. 

One key part of the "inundation scheme" is the 
work of door-to-door man-and-woman distribution 
teams, which are an important part of Pakistan's 
continuous motivation system-a concept devised as 
an operational guide for the 1970-75 Population 
Planning Program and reaching about 74 percent of 
the country's population. Ideally, both team 
members are high school graduates and both are 
recruited from the area where they will serve, 
Usually, they are assigned a population of about 
10,000 with 1,200 to 1,500 fertile couples. The 
teams, in turn, are backed up by three tiers of 
supervisory, inspection, and training officers. 

As the teams make home visits, they sell pills and 
condoms at the low subsidized prices, refer couples to 
the nearest clinic or hospital if they are interested in 
the IUD or sterilization, educate couples in family 
planning, and obtain demographic data through regis-
tration of all married couples in the area. Regular 
repeat visits to households are made for followup. 
The male member of the team also handles contacts 
with and sales of contraceptives to participating local 
shops. 

Pakistan's many small shops are the second 
ingredient of the "inundation scheme." Their enlist. 

ment is based on the recognition that the number of 
retail outlets in the country far exceeds the actual or 
even potential number of family planning clinics, 
Some 35,000 shops--pharmacies, tea stalls, general 
provision stores, and others-have been enlisted to sell 
pills and condoms. No prescription for pills is 
required of customers. As a sales incentive, the 
shopkeepers keep 40 percent of the price of the 
contraceptives. It has been anticipated that by ealy 
1976 there will be at least one commercial sales 
cutlet for contraceptives in each of Pakistan's more 
than 40,000 villages. 

Pakistan's population planning program for the 
5-year period 1974-78 is expected to expand the 
program's outreach and effectiveness to new high 
levels. The program is working through some 700 
family welfare clinics, which employ female high 
school graduates to insert IUD's and provide other 
contraceptives and simple medicine. Program em-
ployces also do educational work and distribute 
contraceptive supplies at approximately 400 Govern-
ment hospitals and at the 40 hospitals that operate 
postpartum family planning piograms. In addition, 
some 2,000 cooperating physicians distribute orals 
and condoms provided free by the Government. 

All this effort is accompanied by radio, television, 
and newspaper advertising telling where contra-

ceptives may be obtained and urging their use. A 
simple how-to.use pamphlet in Urdu and Sindhi is 
distributed wherever pills are available. 

The value of using multiple distribution methods 
is reflected in these early statistics from the Pakistan 
program. In July 1974, 146,000 monthly cycles of 
pills and 2.9 million condoms were sold. In October 
1975, monthly sales had reached 458,000 monthly 
cycles of orals and 16.7 million condoms. 

The Government is actively considering additional 
features to make the program more effective. One is 
offering incentives to grassroots workers (distribu
tion teams and population officers) in which com
pensation would be directly related to any decrease in 
fertility rates. Another is providing small-family 
incentives through old age insurance. Still another is a 
proposal kIR bonus payments to female employees 
who do not take maternity leave for 5 consecutive 
years. 

The Government also hopes to more than double 
the present number of family welfare clinics over the 
next 2 years and to provide soeic 250 additional jeeps 
for clinics to use in outreach work. 

The sterilization program is being given a boost 
with the introduction of the laparoscopic method and 

the increased number of postpartum clinics, while 
IUD use will be helped as the number of rural clinics 

is expanded. 
To accommodate expanded training of family 

planning workers, additional training centers are 
being constructed. To assure greater supplies of 
contraceptives, the Government plans that eventually 
Pakistan will manufacture its own pills and condoms. 

To obtain more plentiful population data, the 
Government is funding two new demographic re
search organizations-the Population Section within 
the Pakistan Institute of Development Economics, 
and the Demographic Policies and Action Research 
Center within the Population Planning Division of the 
Ministry of Health. 

In addition, a "surveillance" system is being set 
up under which detailed information on contracep. 
tive delivery to outlets and acceptors will be collected 
routinely by field staff. This information will be 
reported, tabulated, and fed into a computer system 
in Islamabad. Analyzed data will permit a constant 
evaluation of program operation and ultimately of its 
impact on fertility. 

To optimize other efforts, an extensive family 
planning publicity campaign has been undertaken, in 
which the program symbol is based on the "ideal" 
four-person family (husband, wife, and two children). 
A special attempt is being made to reach rural 
illiterate couples. 
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Within the private sector, family planning efforts 
continue to be spearheaded by the Family Planning 
Association of Pakistan (FPAP). It receives some 
funds from the Government, but most support comes 
from the International Planned Parenthood Federa-
tion (IPPF). FPAP has 14 district branches, mostly in 
urbanized high-density areas. Its activities include 
communication and education, training, research, and 
contraceptive services, 

The All Pakistan Women's Association also 
maintains a few family planning centers and, in 
cooperation with FPAP, has organized a midwifery 
training course. 

External Assistance 
External assistance is highly important to 

Pakistan's population programs. In the 1974-75 fiscal 
year, such assistance provided more than 70 percent 
of the budget. 

The U.S. Agency for International Development 
(AID) is the foremost supporter. AID's financing in 
fiscal 1975 was $7.1 million and, cumulatively since 
1967, totals over $24 million. U.S. grant assistance in 
fiscal 1976 is expected to total about $9.1 million 
(plus an additional $3.5-million equivalent of excess 
Public Law 480-generated rupees as a contribution 
toward local costs). 

U.S. support is directed mainly toward contra- 
ceptive commodity support. (In fiscal 1976, $8.5 
million isscheduled for subsidizing the distribution of 
contraceptives.) The United States also provides, 
upon request, advisors in commodity supply, infor- 
mation feedback, vehicle maintenance and repair, 
training and manpower development, and communi- 
cation and publicity. 

In addition, AID is helping to develop, within the 
Pakistan Institute of Development Economics, a 
population section with the capability for demo- 
graphic research aimed at improving population pro
gram planning and evaluation. 

The United Nations Fund for Population Activi-
ties (UNFPA) is another active supporter of 
Pakistan's program. It has a commitment to contrib-
ute $3 million annually for 5 years. The work is 
carried out through the World Health Organization 
(WHO) and the United Nations Children's Fund 
(UNICEF) and includes the supply of contraceptives 
and equipment, transport, .alaries of fieldworkers, 
training, and development of maternal/child health 
services, 

Among private organizations, the Association for 
Voluntary Sterilization has made grants totaling 
$37,500 to the Lady Dufferin Hospital to establish a 
laparoscopic sterilization program and to the Lady 

Willingdon Hospital .to. establish a pilot laparoscopic 
program. 

The Ford Foundation has supported Pakistan's 
population program for a number of years. Grants 
through 1975 to support research and training in the 
population field total $4.2 million. The International 
Association of Schools of Social Work has a pilot 
project to develop qualified manpower for population 
and family planning activities. 

The International Planned Parenthood Federation 
([PPF) gives financial assistance to the Family 
Planning Association of Pakistan for its overall work. 
This includes seminars, conferences, and meetings; 
information, education, and communication projects; 
and training. Special projects include work with rural 
and urban welfare centers, industry, and hospitals. 
Expenditures were $179,000 in 1972; $370,200 in 
1973; and an estimated at $450,000 for 1974. 

The Population Council gives grants for popula
tion fellowships, demographic staff support, and 
research on reproductive biology. Support in 1973 
was $11,800. 

Several other countries besides the United States 
assist Pakistan's population programs. The Norwegian 
Agency for International Development is helping to 
cover the current expenses of the family welfare 
clinic component of the population program. 
Planning figures for 1975-78 total $4.3 million. The 
United Kingdom has offered condom supplies and 
may provide a number of vehicles. Australia has 
promised $510,000 in audiovisual training equip
ment. Japan has offered to supply condoms, and 
Sweden has offered to supply latex for condom 
manufacture. Germany has expressed interest in 
offering assistance in the domestic manufacture of 
condoms. Denmark, Canada, and the Netherlands are 
considering possible aid to the program. 

The Pathfinder Fund has also assisted the program. 

Philippines 
The population of the Philippines has grown 

from 27.4 million in 1960 to an estimated 42.8 
million in mid-1975-an increase of 56 percent. The 
birth rate, as of 1974, was 41 per 1,000 population 
(down from 44 in 1965), and the death rate was I I 
per 1,000 compared with 13 in 1965. The rate of 
increase is around 3 percent per year. At this present 
rate, the population of the Philippines would double 
by the end of this century. This growth rate is one 
of the highest for any country in Asia and one of the 
highest in the world. 

The Republic of the Philippines has reversed its 
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population policy in recent years and has shifted 
from encouraging population growth to supporting 
comprehensive programs to lower fertility rates. 

At one time Government leaders thought that a 
growing population would be beneficial because it 
would provide people to populate and develop 
uninhabited, outlying lands. But in the late 1960's a 
closer look was taken at how population growth was 
affecting the economic and social aspirations of the 
country. The findings led to new policies and 
programs to slow down the rapid expansion in 
numbers. 

The degree of concern of the Philippine Govern-
ment over population growth is indicated by the 
increasing funds devoted to family planning. Prior to 
1971, population programs had no national budget. 
During the years 1971-73, $1.3 million were allocated 
annually. In 1974 the family planning budget was 
increased to $4.2 million, and in 1975 it was raised to 
$6.3 million. At the same time, these amounts were 
augmented by substantial additional funds that the 
Government welcomed from external sources. 

Some examples of the results of headlong popula- 
tion expansion that influenced the change of attitude 
of the Philippine Government are listed Lelow. 

One is in the field of education. The Philippine 
people are education conscious and have one of the 
highest literacy rates in the South East Asian and 
Pacific areas-about 83 percent of the population 10 
years and above. About 39,000 public schools have 
an enrollment of 7.6 million students, and about 
3,000 private schools teach an additional I million 
pupils. Approximately 500,000 students are 
attending institutes of highei education. 

But there is a double strain upon the educational 
system because of the rapidly expanding population. 
First a large proportion of the population is young 
and of school age (about 43 percent). Second, the 
number of boys and girls who should be attending 
school continues to increase. Although the Govern-
ment devotes about 22 percent of the national budget 
to education, it has been unable to supply enough 
classrooms and teachers to meet its educational goals; 
many youngsters are not educated beyond the fifth 
grade. 

Another example of population pressure has to 
do with food supply. Despite past and current 
improvements in agriculture, food production has not 
been able to keep up with the expanding population. 
Many children are malnourished. Despite abundant 
natural resources and the potential for becoming 
self-sufficient in such basic foods as rice and corn, 
indigenous production must be supplemented with 
substantial food imports. 

In the area of health, too, services are inadequate. 
Drinking water often is unsafe and proper sanitation 
lacking. 

Population Programs 
Official Philippine concern over the runaway 

growth of population was preceded by private action. 
Family planning efforts began in 1965 with the 
founding of the Family Planning Association of the 
Philippines, an affiliate of the International Planned 
Parenthood Federation (IPPF). This was followed by 
the formation of the Planned Parenthood Movement 
of the Philippines and other private groups. In 1969 
these merged into a new Family Planning Organiza
tion of the Philippines, Inc. A number of pioneering 
family planning clinics and centers were initiated as 
well as population and family planning training. 
Another pioneering private organization, the Institute 
for Maternal and Child Health, opened family 
planning clinics in child care centers throughout the 
Philippines between 1967 and 1970. Also, the City of 
Manila and Laguna Province preceded the National 
Government in adopting strong support for family 
planning service centers within their jurisdictions. 

The Government's new position on family 
planning began to take form when-early in 
1969-the President of the Philippines appointed a 
Commission to study the population situation. Late 
in the year, lie approved its conclusions-which was 
that a reduction in population growth was vital to the 
nation. 

In 1970, the President called for new legislation 
making national family planning the Government's 
official policy and expanding family planning services 
nationwide-especially to poor families and those in 
rural areas. Also, in 1970 the Commission on Popula
tion (POPCOM) was established and was made the 
overall coordinating body of the national program. 
All agencies of Government were instructed to 
support POPCOM's national effort. 

Since 1970, certain legal changes have been made 
to reinforce the program. The Population Act of 
1971 declares a national policy of making available to 

all citizens all medically acceptable means of contra
ception (except sterilization and abortion). The 
Constitution was amended in 1973 to include state 
responsibility to "achic e and maintain population 
levels most conducive to the national welfare." The 
population law was amended to leg,lize sterilization 
and to expand the scope of family planning services 
that may be legally provided by paramedics. The 
Labor Code now requires certain employers to 
provide free family planning services to their cm
ployces. New income tax laws favor small families (in 
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contrast to earlier laws which provided special 
Governmental benefits to large families). An official 
instruction to all mayors requires marriage license 
applicants to present certificates showing that they 
have received family planning counseling. 

The official goal of the Philippine population 
program is to reduce the national birth rate from the[" 
estimated 43 per 1,000 in 1970 to 35.9 per 1,000 in 
1977. This would slow the population growth rate 
from its present higher level to 2.5 percent. To 
succeed, 3.5 million married women (58 percent ofA 
those of child-bearing age) would have to practice 
contraception. 

The Philippine family planning program has made 
a good start in working toward its targets. Numerous 
public and private agencies are cooperating in the 
clinical, research, evaluative, informational, training, 
planning, and management aspects of the program. 
More than 2,300 fully staffed clinics are providing 
family planning services. More than 2 million couples 
are practicing some form of family planning, and 
approximately 750,000 new acceptors were recorded 
in 1974. On the other hand, despite increased 
emphasis being given to reaching them, family 
planning services and motivation still need to be 
extended to many people who live in the more 
remote and isolated areas. 

External Assistance 
The Philippine family planning program receives 

substantial financial assistance from external sources. 
Since 1965, a total of $59 million has gone into 
public and private efforts, of which $14.3 million was 
provided by the Philippine Government and the 
remainder by outside sources. 

The U.S. Agency for International Development 
(AID) helped to pioneer the Philippine population 
program, starting in fiscal year 1968 with funds for 
private organizations that were providing services to a 
small but increasing number of acceptors. AID's role 
has grown along with growth of the program. AID's 
funds have helped to finance the opening of thousands 
of new family planning clinics; to train thousands of 
doctors, nurses, midwives, and motivators to operate 
the clinics; and to develop information and education 
programs. Also, AID funds have helped to buy and 
ship large quantities of contraceptives and equipment. 

Through fiscal 1975, AID inputs into the 
Philippine program have totaled $36 million-with 
the prospect of an additional $7.3 million for fiscal 
1976. 

Another contributor, of growing importance, is 
the United Nations Fund for Population Activities 
(UNFPA). UNFPA signed a 5-year, $5 million agree-
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ment with the Philippines in 1972 to assist projects in 
electronic data processing of census results; in 
strengthening managenent-information systems in 
POPCOM; in obtaining motorcycles for use in rural 
areas; in strengthening and expanding of population 
education; in educating nurses in family planning; in 
the improvement of family planning communication 
and motivation; in the compilation of laws affecting 
population programs; and in developing maternal/ 
child health services linked to family planning. The 
executing agencies are UNFPA, the United Nations 
Educational, Scientific, and Cultural Organization 
(UNESCO); the United Nations Development Pro
gram; the United Nations Children's Fund (UNICEF); 
and the United Nations central organization. 

Among private organizations, the American 
Public Health Association is giving technical 
assistance to the Philippine Public Health Association 
(another private organization) to help improve its 
national health, population, and nutrition programs. 

The Asia Foundation has made a number of 
grants to help improve the national program's work in 
information, education, and communication. Ex
penditures were $20,000 in fiscal 1973 and $60,000 
in fiscal 1974. 

The Association for Voluntary Sterilization has 
made grants totaling $212,000 to a number of 
institutions, including the Philippine General Hospital 
and the Jose Fabella Memorial Hospital, in further
ance of voluntary sterilization. 

Family Planning International Assistance (FPIA) 
has made grants totaling $602,000 for family 
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planning projects, including special church-related The International Planned Parenthood Federation 

efforts to reach families living in outlying areas. (IPPF), an early supporter of Philippine family 

Support has gone to mobile clinics, centers for family pla,,ning efforts, gives its assistance to the Family 
planning outreach, radio programs, literature for Planning Organization of the Philippines for its 

Catholic radio stations, and comic books and flip- overall program, which includes publications, radio 

charts explaining family planning. FPIA also and TV programs, community education, training, 

supported the first sterilization clinic (at Mary and operation of clinics. IPPF expenditures through 
Johnson Hospital) in the Philippines. 1975 totaled $3.5 million. 

The Ford Foundation made a number of early Oxfam has made grants to the Family Life 

grants in support of Philippine family planning Advisory Center of Mindanao and has supported 

efforts-particularly supporting population research motivation projects of the Responsible Parenthood 
and education and management of population pro- Council. 
grams. The Pathfinder Fund has made a number of 
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grants over the years in support of the Philippine 
program, including assistance to the first family 
planning clinic to provide services in Manila. Recent 
projects sponsored have included the introduction of 
fertility regulation into leper colonies, work with the 
mass media to enlist its help in better informing the 
public of the causes and consequences of un-
controlled fertility, the introduction of community-
centered promotion of both male and female steriliza-
tion, and the pioneering of clinical services that were 
later incorporated into the Government's program. 
Assistance from 1969 through 1975 totaled 
$863,000. 

The Population Council has also supported the 
program for a number of years. Grants have included 
assistance in setting up the manufacture of IUD's in 
the Philippines, in expanding postpartum programs at 
hospitals, and in research and training in population 
and family planning. Assistance from 1968 through1975 totaled $418,000.Pouainrgam

The ockfelle r Found n hAs 
The Rockefeller Foundation has made grants toGovernment 

institutions to support a study of midwives as family approved and provided financial aid and clinics were 
planning motivators, the construction of a population opened. 
program headquarters, and a study of rural popula- The Government brought its direct support totionGostructuresouginithediPhilippines.t
tion structures in the Philippines. 

The World Assembly of Youth has co-sponsored 
conferences and seminars to help make young people
aware of the consequences of rapid population 
growth. 

World Education has assisted several population-
oriented groups, including the Philippine Rural Re-
construction Movement, to introduce population and 
family planning education concepts into adult 
literacy classes. 

The Japanese Organization for International 
someCooperation in Family Planning has provided 

assistance to the Commission on Population through 
thle provision of audiovisual and other equipment. 

Singapore 
The island city-state of Singapore has a basic 

problem-crowding. It has only 225 square miles to 
accommodate its 2.3 million people as of mid-1975. 
Furthermore, two-thirds of the population are con-
centrated in the 37 square miles of the city of 
Singapore and its environs. It is one of the most 
densely populated areas of the world, 

The 1974 birth rate was 20 per 1,000 population 
and the death rate 5 per 1,000; the result isan annual 
incr.,ase in population of 1.5 percent. Singapore has 
had a strong and active family planning pogram for 
several years; this succeeded in reducing the 1964 rate 
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of 31 births per 1,000 population to the current level. 
But the Government is concerned that the 1.5 per
cent annfial increase is still too high. It views as 
excessive the country's present population, its growth 
rate, and its fertility rate. It has set a goal of a two
child family as the national norm, and the Singapore 
Family Planning and Population Board has an exten. 
sive program to reach this goal. The Government has 
Initiated a series of disincentives for large families, 
limiting Income tax relief, maternity benefits, and 
other benefits. Although Singapore has made great 
progress in development and the annual per capita 
GNP of about $1,930 is second only to Japan in 
Asia, a price is being paid. Pollution is prevalent. 
The water supply is insufficient. Though much 
building is taking place, there is little space for fur
ther thousands. 

Population Programs 

early as 1949 the Singapore Family Plan. 

family planning in 1965 when it established the 
Singapore Family Planning and Population Board and 
gave it the responsibility for conducting an expandedand intensified progiam. A target was set up of 
reducing the naticnai birth rate to 20 per 1,000 
population by 1971. 

The Board operates 35 clinics as part of the 
Government's maternal and child health service. A 
successful postpartum program is carried out at 
Kandang Kerbau Maternity Hospital; it is in this 
hospital that a majority of Singapore's births take
place. 

Singapore encourages family planning in a 

number of ways. No anti-contraceptive legislation 

exists. IUD's, orals, and condoms are aviilable at low 
cost. Abortion laws have been liberalized, and sterili. 
zation isfree of charge. Informatioi and education 
programs concentrate on ichools, places of work, and 
the community at large. Childless couples find public 
housing readily available. On the other hand, em
ployed women with more than three children find it 
hard to get maternity privileges. 

An estimated two-thirds of all married women 
between 15 and 44 years of age practice family 
planning. Oral contraceptives are the most frequently 
used method of family planning with condoms next. 

External Assistance 
The Singapore family planning program islargely 

self-supporting, though it has welcomed epecialized 



types of assistance from outside sources. 
The International Planned Parenthood Federation 

(IPPF) has assisted its affiliate, the Singapore Family 
Planning Association, since 1952. IPPF supports the 
Association in its overall information and education 
work, including marriagc gu!dance courses, family life 
forums, and research into why some families reject 

family planning. Grants for 1974 were estimated at 
$55,000. 

The United Nations Fund for Population Activi-
ties (UNFPA) is helping several Singapore projects in 
providing contraceptive supplies, establishing a family 
planning training center, and reviewing and compiling 
laws bearing on population and family planning. 
Executing agencies are the United Nations Children's 
Fund (UNICEF), the World Health Organization 
(WHO), and the United Nations Fund for Population 
Activities (UNFPA). Allocations in 1971-75 totaled 
$923,000. 

The U.S. Agency for International Development 
(AID) provides indirect support to the Singapore 
program through its grants to various international 
organizations. In addition, AID has granted $475,000 
for research at the University of Singapore to 
investigate the use of prostaglandins as a means of 
fertility control. 

The British Ministry of Overseas Development has 
made grants to investigate the effects of oral contra-
ceptives. Assistance for 1973 and 1974 totaled 
$64,000. 

The Asia Foundation has supported a mass 
communication campaign directed at males and en-
couraging both the practice of family planning and 
male sterilization. Grants for 1973 and 1974 totaled 
$41,000. 

The Ford Foundation awarded grants totaling 
the 1968-70 period for expansion$90,000 during 

of national family planning activities, 

The Population Council gave financial aid to the 

to help organize an AsianUniversity of Singapore 1953, when the private Family Planningsemiar n ppultionovegroth.since 
seminar on population overgrowth. 

The Pathfinder Fund has also rendered assistance. 

Sri Lanka 
Sri Lanka's or Ceylon's population (13.8 million 

as of mid-1975) almost doubled during the last 25 

years and will double from its present, level in 35 

years unless its current rate of increase of 2 percent a 

year Is slowed. The 1974 birth rate was estimated at 
28 per 1,000 population, and the mortality rate was 

estimated at 8 per 1,000. 
If population growth continues to dilute the 

benefits of economic development, the Sri Lanka per 

capita GNP of $200 per year may stagnate rather 
than increase. Most of Sri Lanka's people live on the 
land and agricultural production is the mainspring of 
domestic economy and foreign trade. During 1975, 
Sri Lanka experienced economic difficulties because 
90 percent of its foreign exchange earnings come 
from tea, rubber, and coconuts-and the moderete 
price increases in these export crops failed to keep 
pace with rising prices for imported food, petroleum, 
and fertilizer. Poor weather added to the problem by 
necessitating additional food imports. The sharp 
decline in export earnings met the persistent costs of 
caring for an everexpanding population head-on, had 
a depressing effect on internal commercial life, and 
contributed to unemploym,nt-now estimated to be 
about 20 percent of the work force. 

These economic and population growth problems 
have left Sri Lanka in the vulnerable position of 
having to rely heavily on foreign economic aid to ease 
its foreign exchange shortage and to support its 
internal investment aspirations. A number of Western 
nations and Japan, under the leadership of the 
International Bank for Reconstruction and Develop
ment and the International Monetary Fund, have 
contributed extensively. The Asian Development 
Bank has contributed also, as well as the Soviet Union 
and the People's Republic of China. 

The Government of Sri Lanka recognizes the 
problems facing the nation. In its current 5-year 
development plan (1972-76), the Government has 
outlined the grave implications for the future if the 
country's annual population growth continues at its 
existing rate. It has called for renewed emphasis on 
family planning as an integral part of the Health 
Department's system of health clinics and related 
maternal and child health facilit1s. In addition, it is 
seeking wider coverage by existing facilities, less than 

them providing family planning services.half of 
ha s hda family planning program 

Famil PlanningSi 1953, hen he a 

Association (FPA), an affiliate of the International 
Planned Parenthood Federation (IPPF), was founded. 

The Government program was initiated in 1965. 

About 500 Governiment clinics and 25 FPA clinics 
dispense family planning information and services. 

early in the programThe optimistic targets set up 
have not been reached, but some reduction has 

as a result of theoccurred in the island's birth rate 
more than two decades of effort. 

Pills and IUD's are the most popular contra
ceptives in Sri Lanka. Abortion is legal on medical 

grounds. In addition to public information and 

education on family planning, sex education has been 

introduced into school curriculums. 
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External Assistance 
The United Nations Fund for Population Activi-

ties (UNFPA) signed an agreement with Sri Lanka in 
1973 providing for $6 million of assistance over a 
4-year period. These funds support an effort to make 
family planning services available to all persons by the 
end of 1976. Major expenditures are budgeted for 
information, education, and communication work-
including family health education, nursing and mid-
wifery education, demographic training and research 
at the university level, and family planning education 
for workers. The World Health Organization (WHO), 
the International Labor Organization (ILO), and the 
United Nations Children's Emergency Fund (UNICEF) 
are all involved in carrying out the projects. 

The Swedish International Development Auth-
ority has supported family planning work in Sri 
Lanka since 1958. Aid is in the form of personnel 
assistance and supply of contraceptives, clinical 
equipment, and audiovisual aids. Disbursements 
through 1974 totaled about $2.3 million, 

The United States Government does not provide 
direct assistance to Sri Lanka's family planning 
program, but it does give considerable indirect help 
through intermediary family planning organizations 
that carry out projects there-such as the Inter-
national Planned Parenthood Federation (IPPF), The 
Pathfinder Fund, Family Planning International 
Assistance, and U.S. universities. In addition, the U.S. 
Agency for International Development sponsors parti-
cipant training for study abroad in improved fer-
tility-control technology and management. It also 
extends economic assistance to other of Sri Lanka's 
programs in the form of food aid and development 
loans. 

The Ford Foundation has supplied support 
totaling 5271,000 through 1975. 

The Population Council also has arsisted the pro-

gram. 
The IPPF has helped Sri Lanka's Family Planning 

Association for a number of years and continues 
financial support of its overall program, including 
efforts to awaken key leaders and public workers to 
the need for family planning, training in family 
planning for Government medical personnel, mass 
media education and information programs, and 
operation of clinics. IPPF expenditures in 1974 were 
an estimated $260,000. 

The Association for Voluntary Sterilization hasgiven agrant of S3,100 to the University of Sri Lanka 

for a pilot program in sterilization and for an Infor-
mation project. 

The International Association of Schools of 
Social Work has a pilot project to develop qualified 
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manpower for population and family planning activi. 
ties. 

Population Services International implemented an 
IPPF-financed nationwide project to market non. 
clinical contraceptives through a retail network of 
some 3,500 general stores, pharmacies, tea houses, 
and neighborhood shops. Usual marketing techniques 
were employed. Initially the project has focused on 
Preethi-brand condoms with the expectation of later 
including oral contraceptives. 

Thailand 
Thailand's population, increasing by 2.5 percent a 

year, totaled over 42 million in mid.1975 compared 
with 31.3 million in 1965. The birth rate in 1964 was 
estimated at 36 per 1,000 people compared with 44 
per 1,000 in 1965. The death rate of II per 1,000 
was also down from the 1965 level of 14 per 1,000. 

Thailand is experiencing a diminishing availability 
of unoccupied productive land to absorb its swelling 
population. This ik causing rural underemployment 
and migration to cities-particularly Bangkok although 
urban unemployment is already a problem. 

Population pressures are also affecting education. 
Rapid growth is making schooling a major concern as 
almost 20 percent of the national budget goes for 
education. 

In March 1970, the Royal Thai Government 
approved voluntary family planning as a national 
policy. The policy announcement had been preceded 
by a 3-year (1968-70) family health project to train 
physicians, nurses, midwives, and paramedical 
personnel in contraceptive techniques. Primary opera
tional responsibility was given to the Minister of 
Public Health, which made family planning services 
available through 4,500 clinics and hospitals of its 
health services network. By late 1975 over 2 million 
couples had accepted sonic form ofn planningaeserviceatruhteGvrmn rga it 
through the Government program and birth rates had 
definitely lowered. 

population would double in 28 years. Such growth 
would make improvements in per capita GNP (now 
$230 per year) extremely difficult and would work 
economic hardship, especially on the poorer segment 
of the population. Through continuing its population 
program, the Thai Government hopes to slow popula
tion growth to a rate of 2.1 percent by the end of the 
Fourth Five-Year Plan period of 1977-81. This means
contacting a large proportion of the nation's over 9 

million women of reproductive age (15 through 49). 

Population Programs 
Specific responsibility for Thailand's family 



jAThaimother shares food 
with herfour children, 
With available land 
diminishing.ruralfamilies 
are migrating to the 
citiesin ever increasing 
numbers. Urban unem. 
ployrientmakes it very 
difficultto find work. 
Family planningbecame 
anationalpolicy in 1970, 
and the Government 
hopes to slowt population 
growth to 2.1 percent 
by 1981. 

effort lies with the Minister of Health, cent of all acceptors are from rural areas.planning 
of the In northern Thailand an experimental program iswhose Undersecretary acts as the director 

National Family Planning Project. The Government's being carried out by private organization calleda 

overall commitment to family planning is also indi-	 Community Based F" nily Planning Services (CBFPS). 

It is supported by lie International Planned Parentcated by the participation of other Government 
ministries and agencies, such as Education, Interior, hood Federation (IPPF). Initiated in mid.1974 and 

and the Department of Local Administration. covering some 25 districts, it enlists teachers and 

The Thai Government's financing of family community leaders, who in turn work with local 

planning has been rising steadily-from the equivalent people to encourage them in family planning and to 

1975. Total supply them with oral contraceptives and condoms atof $486,000 in 1969 to $2.7 million in 
$11.2 million, low, subsidized prices. The program is being evaluatedexpenditures during the period were 

by the Government with expansion in mind if itA noteworthy aspect of the program has been its 

successful use of the national health infrastructure proves to be successful. 

without having to set up a separate organization and 
External Assistancefacilities and train personnel for family planning work 

From 1967 through 1975, approximately $15only. This approach has helped to speed up program 

planning services are now million was contributed to Thailand's population
accomplishments. Family 

program from other countries and organizations. Theavailable through a network of 5,000 rural clinics and 
major source of external support was the U.S. Agencyprovincial hospitals. 

The program makes available all modern means of for International Development (AID). AID began 

fertility control except abortion. One innovation per. 	 helping in 1967 when it assisted the work of a 

voluntary family planning association. With the entrymits trained paramedical personnel, usually auxiliary 

midwives, to dispense oral contraceptives. This is of the Thai Government into family planning, AID's 

contributions were expanded. From 1967 throughconsidered important in reaching acceptors from rural 
million. areas where physicians are scarce. As a result of this 1975, AID support totaled $11 

are by far the most AID's assistance to the Thai piogram is mainly Inliberalized feature, orals 
commonly used type of contraceptive, and 85 per. the supply of contraceptives and clinical equipment 
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(medical kits for IUD insertions or for sterilizations). 
AID also supports training, programmatic research, 
and tests of complimentary (Government and com-
mercial) channels for contraceptive distribution, 

The International Planned Parenthood Federation 
(IPPF) is an important donor to nongovernmental 
aspects of the overall effort. Its support goes partly to 
the IPPF-affiliated Planned Parenthood Association 
of Thailand-mainly for information, education, and 
communication projects-and partly to the CBFPS 
(mentionied above). IPPF support during the 1973-75 
period totaled approximately $2 million. 

The United Nations Fund for Population Activi-
ties (UNFPA) is another major supporter. UNFPA 
assistance to the program began in 1971 when it 
signed a 5-year agreement with Thailand providing 
$3.4 million in funds during the first 3 years. Projects 
in progress include the training of medical and 
paramedical personnel in family planning, the 
accelerated development of maternal/child health 
services and their integration with family planning, 
the improvement of family planning communication 
through motivational and informational material, and 
research. United Nations agencies carrying out the 
projects are the World Health Organization (WHO), 
the United Nations Children's Fund (UNICEF), the 
United Nations Economic and Social Council 
(UNESCO), the United Nations Development Pro-
gram, and UNFPA. 

The International Development Research Center 
of Canada has made university grants. One is for 
testing alternative methods of training midwives so 
that they can play a part in the national family 
planning program. Another is for surveying the 
satisfactions and costs of having children and the 
motivation for child-bearing, 

The Danish International Development Agency 
has donated $460,000 to construct a family planning 
headquarters building. 

The Ford Foundation has supplied assistance 
totaling over $433,000. 

The AmericanThePublic Healthealt Association hepedmercanPubic helpedAsocitio 
to set up a project to plan, develop, and continuously 
evaluate a low-cost, integrated delivery system to 
provide health services, family planning, and nutrition 

aid to a selected rural area. 

The Asia Foun,'.ition has made a number of 
grants to aid information and education for family 
planning. Expenditures for fiscal years 1973 and 
1974 were about $100,000. 

The Association for Voluntary Sterilization has 
made grants totaling $272,000 for training and for 
equipment used in voluntary male and female sterili, 
zation programs. 
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Other private organizations have contributed 
special efforts. Family Planning International 
Assistance has made grants to churches to help them 
set up and promote the use of family planning 
services. The Population Council has made grants 
totaling $634,000 in support of program statistics 
reporting, the postpartum program, and population 
research, studies, and seminars. The Rockefeller 
Foundation has made university grants totaling 
$156,000 for research in reproductive biology and 
reproductive immunology. The World Assembly of 
Youth has worked with national, regional, and local 
groups to help make young people more aware of 
population problems and the need to cope with them. 
World Education has provided $117,000 to the 
Thai Government Ministry of Education for a func. 
tional education and a family life planning course 
for adults. 

Korea 
1
JNorth) 

North Korea's mid-1975 population was esti
mated at 15.9 million compared with 11.7 million in 
1965. The 1974 birth rate was probably about 36 per 
1,000 population, or, down slightly from 39 in 1965. 
The 1974 death rate was estimated at 9 per 1,000 
population compared with 12 in 1965. The annual 
GNP in 1973 was estimated at $340 per capita-a gain 
of $80 a person since 1965. 

Industrial development in the north of the 
Korean peninsula up to about 1940 had attracted 
large numbers of people from the south. This trend 
was reversed after 1945 when 2 million refugees fled 
south to the Republic of Korea when the peninsula 
was wracked by war. Refugees continued to migrate 
to South Korea for some years. 

With large amounts of aid from the Communist 
countries, North Korea experienced high rates of 
economic growth immediately following the Korean 
conflict, but growth has subsided since about 1960. 

The country grows enough food to meet its low levelsof consumption. Food rationing continues. 
nsurmation on Government policies and activi

ties relating to population growth and fertility are not 
available at this time. 

Viet-Nam (South) 
The population of South Viet-Nam at mid-1975 

was estimated at 21 million, compared with 16.3 
million in 1965. With the birth rate at 42 per 1,000 
population in 1974 and the mortality rate 16 per 
1,000, the population is estimated to be increasing by 



2.6 percent annually. If this growth rate were External Assistance 
maintained, the population total would double in 27 The major supplier of assistance to the population 
years. With average annual GNP per person already 
low ($160), such continued growth would act to 
depress living levels still further. 

The Republic of Viet-Nam has the background, 
facilities, and potential for carrying out a successful 
family planning program if its new Government so 
chooses. The Ministry of Health has more than 130 
facilities, including provincial hospitals and some 
district clinics, through which family planning 
services can be or are being offered to the public. A 
substantial number of public health workers have had 
family planning training. 

The future of the program, however, will depend 
on the new Government's interest and financial 
support. During the war years, the program was 
financed largely by external aid (especially aid from 
the United States, which ceased in April 1975). 

The country has had some family planning 
activity since 1967 when the voluntary Family 
Happiness Protective Association, an affiliate of the 
International Planned Parenthood Federation was 
formed. It has promoted family planning educational 
work, conducted training, and. operated a referral 
clinic. 

A major handicap to this earlier work, and to 
more recent efforts, has been the existence of a 
long-standing law-imposed under French rule-that 
restricts dissemination of contraceptive materials and 
information. 

Although the present Government does not have 

an announced national population policy, there was a 
certain degree of Government involvement under the 
preceding regime. After years of delay caused by the 
war, political and religious opposition to family 
planning, the archaic laws, by 1973 some progress 
was being made. In that year, the Government signed 
the World Leaders' Declaration on Population and 
created a National Population Council of Ministers. 
Another significant development was the change in 
name of the Ministry of Health's national family 
planning committee from the Committee for Re-
search in Family Planning to the Committee for 
Family Health. This change reflected a new emphasis 
on family planning; not only was the health of the 
woman of concern but also the health of the children 
and the family as a unit. 

The family planning program under the former 
Government was being implemented through facilities 
of the Ministry of Health. The Ministry reported in 
1974 that there had been 40,396 acceptors of 
contraceptive service from the beginning of the 
program in 1968. 

program before the 1974 change in Government was 
the U.S. Agency for International Development 
(AID). From fiscal 1970 through fiscal 1975, AID 
assistance totaled $3.7 million. Support included 
helping the Ministry of Health to extend family 
planning services to all districts, working with Viet
namese officials to demonstrate the economic and 
health benefits of fertility reduction, training of 
personnel, the development of public information, 
the improvement of population growth projects, and 
supplying commodities including contraceptives. 

The United Nations Fund for Population Activi
ties (UNFPA), in conjunction with the World Health 
Organization (WHO), assisted a Vietnamese maternal 
and child health/family welfare project initiated in 
1971 and financed with $129,000. The project stressed 
the importance of family planning in securing a 
higher standard of living for the family as a whole. 

The United Nations Children's Fund (UNICEF), 
helped the development of national maternal/child 
health services that directly or indirectly s, pported 
family planning. 

The Swedish International Development 
Authority made grants to the program in 1971 and 
1972 totaling $681,000. 

The Asia Foundation made grants to help the 
national program's work in family planning informa
tion, education, and communication. Support also 
went toward the production and purchase of family 
planning films. 

The International Planned Parenthood Federation 
assisted its affiliated planned parenthood association 
in the latter's overall program. This included work 
with opinion leaders, publications, training of social 
workers and motivators, clinical services, and distribu
tion of contraceptives. Expenditures for 1974 were 
estimated at $140,400. 

The Mennonite Central Committee assisted a 
Protestant church in operating two hospital clinics 
providing family planning information and supplies. 

The Population Council made grants totaling 
$141,000 to the Ministry of Health for training 
physicians and other professionals in family planning. 

Viet-Nam (North) 

North Viet-Nam suffered great loss of life during 
the recent years of conflict. The true size of the 
country's present population Is not known;estimates 
indicate a total of uver 24 million. The annual rate 
of population growth is estimated at 1.8 percent. 
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The Government regards its population growth 
and fertility rates as undesirably high. Family plan. 
ning services are made readily available to the 
populace as part of the nation's public health services, 

External Assistance 
At the request of the North Vietnamese Govern-

In South Viet.Nam, along-standing law restricts dissemination 
ofcontraceptive materials and Information. The population is 
growing at the rate of 2.6 percent annually. 
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ment, the Swedish International Development 
Authority (SIDA) began providing family planning 
assistance in 1971-72. Such aid was about $1million 
a year during the succeeding 2 years and twice that 
much in 1973-74. SIDA's assistance has included the 
supply of contraceptives, of medical, nursing, and 
audiovisual equipment, and of scientific literature. 
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Europe
 

The population of Europe-comprising 35 coun- Family planning facilities in Europe vary con
tries and slightly more than one-sixth of the world siderably. Whereas some of the first family planning 
total-increased nearly 8 percent during the 1965.75 centers in the world were established in Europe, 
decade. As of mid-1975, the European population the sale and advertising of contraceptives are still 
totaled 727.7 million (including all U.S.S.R.), an illegal in some countries. Family planning associa
increase of 52.6 million over the 1965 level of 675 tions have been developed in 18 countries with the 
million. (Totals include Greece, shown in Near East assistance of the International Planned Parenthood 
section of the World Population Data table on page Federation (IPPF). 
269.) Government participation in family planning 

The rate of population gain was down, however, varies considerably. In some countries it is integrated 
The 1965.75 increase was only three.fourths the in- with public health services, and in others governments 
crement of the previous decade, when the population provide support for the activities of family planning 
rose by nearly 70.3 million over the 1955 level, associations. An increasing number of governments 

The annual rate of natural increase for Europe in Europe have made grants to family planning activi
dropped by one-third during the 1965-74 period, de- ties both in their own and in developing countries. 
dining from a level of 0.9 percent in 1965 to 0.6 Assistance to developing countries for population 
percent in 1974. The drop stemmed from the com. programs was forthcoming from 16 European coun
bination of a somewhat lower birth rate and a sligtly tries, totaling $70 million through 1974. Countries 
higher mortality rate. The birth rate in 1974 was lb contributing in multimillion-dollar amounts were 
per 1,000 population, down from 18 per 1,000 in Denmark, West Germany, the Netherlands, Norway,
 
1965. The death rate in 1974 was 10 per 1,000 Sweden and the United Kingdom.
 
people, up from 9 per 1,000 in 1965. Europe has the Population developments in 26 of the largest
 
lowest population growth rate of any continent, countries of Europe are presented here in brief
 

The population of Europe is that of an economi- for the past decade. These countries account for 
cally developed region, and problems are expressed 99.9 percent of the total European population. 
more in terms of urbanization and pollution of the See "World Population Data" for most others. 
environment than in terms of effects on national de
velopment. The predominant migratory flow during Albania 
the decade was to northern and western Europe, The population of Albania in mid-1975 is esti
drawing from the southern and eastern regions. A mated at about 2.4 million, an increase of approxi. 
large share of such migration was of a temporary mately 550,000, or 30 percent over the 1965 level 
nature, however, responding to work opportunities of about 1.87 million. The rate of increase was some. 
in labor-short areas. what smaller than that of the preious decade, how. 

Per capita gross national product in the Euro- ever, when the population grew by 35 percent. 
pean area increased during the decade from a level Albania has the highest birth rate and one of the 
of $1,900 per capita in 1965 to $3,010 per capita in lowest death ratesin Europe, both of which, however, 
1973-an increase of 58 percent. declined during the 1965-74 period. The birth rate in 

Regional contrasts prevailed over much of Europe 1974 was about 30 per 1,000 population as compared 
during the decade with respect to population.related with 35 per 1,000 in 1965. The death rate in 1974 
matters. A number of countries-primarily in was 8 per 1,000 people as compared with 9 in 1965. 
northern and western Europe-moved to expand The rate of natural increase for 1974 was 2.2 percent 
family planning services and to liberalize abortion. A annually. 
number of others-primarily in southern Europe- The per capita gross national product of Albania 
continued active opposition to proposals for fertility increased by about 28 percent between 1965 and
 
limitation. Yet other countries where legalized abor- 1973. In 1965 it was $360 per capita and in 1973,
 
tion has been widely practiced-primarily in Eastern $460 per capita.
 
Europe-moved to discourage abortion in favor of According to the report of the Swedish demo.
 
more reliance on contraception. In most countries, grapher Erland Hofsten, both abortion and sterill.
 
abortion has been an important factor in reducing zation are banned in Albania, and the attitude toward
 
birth rates. contraceptives is, if not hostile, as least one of
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Estimated Vital Rates in Selected
 
Developed Countries, 1974
 

Natural increase 
per 1,000 population 

L 
I 

Deaths per 1,000 
population 

Births per 
1,000 
population 
(Whole bar) 

Ireland 11 07777 11 22 

Spain 11 8 19 

Australia 10 1 19 

Japan 12 6 M 18 

Italy 6 F"7" 77 10 77 = 16 

France 5 10 15 

United States .6 9 S& '\\\ 15 

Canada 7 8 15 

Netherlands 6 8 14 

Sweden 2 11 13 

United Kingdom 1 12 13 

SOURCE: Population Reference Bureau PRB 75-39 

Rates ofnatural increase in the developed countriesare far below the worldaverage of1.8 percent. Ratesfor 
Northern Americaand Europe averaged 0.6 percent in 1974. Low birthrates in some European countries 
have given rise to recurringofficialconcernand measures 
aimed at increasing birthrates above what they regard as undesirablylow levels. 

suspicion. Imported condoms are said, however, to be curred at a rate of 18 per 1,000 people, but in 1974 
available in pharmacies. The falling birth rate indi. they were down to 13. Meanwhile, the death rate in 
cates that birth control must be practiced, but it is not 1974 was 12 deaths per 1,000 population, down 
clear what methods are used. Moslem traditions are slightly from the 1965 level of 13. 
believed to be still relatively strong in most of the The per capita gross national product of Austria 
country. increased by 47 percent between 1965 and 1973. In 

1965 it was $2,520 per capita and in 1973, $3,710. 
Government officials attribute the decline in theAustria rate of population growth to two causes. First, the 

age structure of the population has changed to in. 
The population of Austria Is approaching stabili- elude a relatively smaller group of women in their 

zation following a decade of steady decline In the rate childbearing years. And second, Increased use of 
of population growth and increasing activity in the effective contraceptives has enabled more couples 
field of family planning, to determine the number of children they want to 

The population in mid-1975 was 7.5 million, an have. 
Increase of 4 percent, or about 300,000 over the Austria has pursued a policy of supporting
1965 level of 7.2 million. The annual rate of natural expanded family planning activities and wide distri. 
increase during the period declined, however, from a bution of Information on contraceptives. It has done 
level of 0.5 percent in 1965 to 0.1 percent in so in order to avoid unwanted pregnancies, as well 
1974. The decline stemmed from a drop of nearly as the abortions often resulting therefrom, and to 
one-third in the rate of births. Births in 1965 oc- enable couples to plan the number and spacing of 
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their children. It seeks In all this to propagate the idea 
of responsible parenthood and the Idea of the wanted 
child, 

In this connection, an association of family 
planning groups was formed in 1966 and became a 
member of the International Planned Parenthood 
Federation in 1971. The association in 1974 ran 23 
clinics, 14 of which were financed by the Austrian 
Government. Illustrative of the growing support for 
family planning activities, a 1953 prohibition against 
the use of IUD's was lifted in 1973. Also, abortion in 
the first trimester of pregnancy was legalized in 1974 
to become effective in 1975. In addition, sex educa. 
tion has been made compulsory in schools, with the 
family planning association providing materials, 

With its rate of natural increase at the present 
level, however, the Government opposes a further de-
crease of the birth rate as such. Its economic and 
social policy aims to combine a maximum of eco-
nomic growth and price stability, taking into con-
sideration the preservation of the environment, and 
to achieve as far as possible a state of social harmony 
between the different groups of the population. 

The excess of the female population which had 
reached a total of half a million as a result of World 
War 1I casualties has decreased markedly during the 
past two decades. In 1951 an approximately normal 
sex ratio existed oniy for people under 25 years of 
age. By 1971, however, such a ratio existed for 
groups up to 45 years. 

Belgium 

Belgium is one of the most densely populated 
countries in the world (318 per square kilometer). 
A relatively low rate of population growth coupled 
with linguistic and related divisions in its society 
have tended to limit official attention to popula-
tion growth matters. Changes are underway, how-
ever, which may alter this situation, 

The population of Belgium in mid-1975 was 9.8 
million-an increase of 3.4 percent, or about 300,000 
over the 1965 population of about 9.4 million. 
Approximately three-fourths of the increase can be 
attributed to the natural rate of increase, with the 
remainder stemming from immigration. 

The per capita gross national product of Belgium 
increased by 41 percent between 1965 and 1973; in 
1965 it was $3,320 per capita and in 1973, $4,690. 

The annual rate of natural increase declined 
during the 1965-74 period, dropping from 0.4 per-
cent in 1965 to 0.1 percent in 1974. The birth rate 

in this period declined from a level of 16 births 
per 1,000 population to 13 while the mortality rate 
remained largely unchanged at 12 deaths per 1,000. 

Regional variations, however, have occurred with
in the country which are thought to bear important 
implications for the sensitive balance between Dutch
speaking Flemings ar J the French-speaking Walloons, 
the country's two principal linguistic groups. His
torically the northern Flemish part of the country 
has registered relatively higher natality and lower 
mortality than the southern Walloon area. In recent 
decades, however, the differential has been diminish
ing. The high natality rates in Flanders have been 
generally falling while the low rates in Wallonia have 
been generally rising. In Flanders, the pre-World War 
!1 birth rate of 20 per 1,000 population had fallen 
by 1968 to 15.6. In Wallonia, it had risen from 12 
per 1,000 to 13.8. Most recent reports from the 
Belgian Government indicate that tile size of families 
in the two areas has become practically identical. 

Nevertheless, successive Belgian Governments 
have avoided consistent demographic policies al
though they have taken a number of measures that 
are population-related. On the one hand, relatively 
generous family allowances and childbirth allowances 
have been provided on the grounds of "family policy" 
rather than as an encouragement to have children. 
On the other hand, they have provided modest 
subsidies to privately operated family planning 
clinics on the same grounds. 

A 1923 law prohibiting the display and ad. 
vertising of contraceptives was repealed in July 1973. 
Contraceptives may now be sold in planned parent
hood centers. The IPPF-affiliated Belgian Federation 
for Family Planning, founded in 1963, coordinates 19 
Flemish and Walloon centers, including three uni
versity hospitals in Brussels, Ghent, and Liege. In 
1970 it was estimated that about 12 percent of 
women aged 1544 took oral contraceptives despite 
the restricted availability then in force. Abortions re
main illegal in all cases, but a National Commission 
on Ethical Problems, appointed in December 1974, 
is to consider revision of the penal legislation on 
abortion, in response to growing public demand for 
deiure recognition of de facto circumstances. Annual 
numbers of abortions actually being performed have 
been estimated as high as 200,000, or 140 for every 
100 live births. The Belgian demographer Louis LohlV-
Tart judged 50,000, or 35 per 100 live births, as 
probably closer to the truth in 1973. Random testi
mony from rural physicians suggests that the number 
of abortions is now declining, and probably can be 
expected to drop further with increasing availability 
of modern contraception. 
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Concern with the growing population density of 
the country has not been so great as to discourage 
immigration. The Belgian Government regards the 
immigration levels of the 1966-75 period as a positive
element in the country's development. 

Not only has in-migration helped offset a general 
shortage of labor throughout much of the decade, but 
many immigrants have gone into the mining, meta. 
lurgical, and household occupations which Belgians 
are increasingly reluctant to perform. About 80 per-
cent of the total male immigrants are in the extractive 
industries. Of the total immigration, abut 54 percent 
is from the Mediterranean area, with 44 percent 
coming from Italy alone, 

Bulgaria 
Bulgaria's population increased from 8.2 million 

in 1965 to an estimated 8.7 million in mid-1975. 
Death and birth rates have also risen, deaths from 8 
per 1,000 population in 1965 to 10 per 1,000 in 
1974; births from 15 to 17 per 1,000. The 1974 rate 
of natural increase was 0.7 percent annually, the same 
as for 1965. 

The per capita gross national product of Bulgaria 

increased by about 67 percent between 1965 and 

1973. In 1965 it was $950 per capita and in 1973, 

$1,590 per capita. 


The proportionate rise in deaths in Bulgaria stems 

from thepresent near-universal European phenomenon 
of an aging population. The overall birth rate rise, 
with intervening fluctuations, reflects in part in-
creasingly generous pronatalist incentives and some 
recent restrictions on formerly permissive abortion, 
as in Romania, Czechoslovakia, and Hungary. 

Legal abortion at a low cost-in effect, abortion 
on demand-was made available in 1956. In the de-
cade that followed, legal abortions climbed sharply,
reaching 82 per 100 births in 1966. The birth rate 
fell to a record low of 14.9 per 1,000 population in 
that year. 

The Government reacted in February 1968 with 
some restrictions on abortion and a series of measures 
aimed at encouragingthree-child families in particular. 
Lump-sum payments per birth were greatly increased, 
and like the generous monthly child allowances and 
paid maternity leaves, were highest for third-order 
births. Taxes were raised 5 to 10 percent for un-
married persons over 30 and for married couples 
who were childless after 5 years of marriage,

In the following 2 years, legal abortions fell and 
the birth rate rose, especially in urban areas where re-
duced availability of aburuion and increased fertility 
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benefits (including preferential access to housing, 
jobs, and higher education for families with three or 
more children) might be expected to have impact. 
However, births again fell to 15.3 per 1,000 popula.
tion in 1972. New restrictions adopted in 1973 limit 
abortion on demand to unmarried girls under 18 and 
women over 40 with one living child. Contraceptives 
are available but their use is not encouraged. 

Like most East European countries, Bulgaria is 
faced with the dilemma of needing every able-bodied 
woman in the work force in order to achieve current 
development goals, and, at the same time, desiring to 
encourage family sizes sufficiently large to ensure 
adequate labor supplies among future generations. 

Czechoslovakia 
The population of Czechoslovakia was an esti

mated 14.8 million as of mid-1975, compared with 
14.1 million in 1965. Concerned by the sinking 

birth rates of the mid-1960's, the Government since 
then has adopted broad and evidently effective 
measures to stimulate more births per family. From 
a low of 14.9 births per 1,000 population in 1968, 
the birth rate was up to 20 in 1974, one of Europe's 
highest. The annual rate of natural increase in 1974 
had risen to 0.8 percent from 0.6 percent in 1965. 
The death rate increased from 10 to 12 per 1,000 
population. 

The per capita gross national product of 
Czechoslovakia increased about 79 percent between 
1965 and 1973. In 1965 it was $1,600 per capita and 
in 1973, $2,870. 

Pronatalist incentives include various maternity 
and family benefits which can exceed the average

annual wage during the 2 years following a second
 
and higher order birth if mothers choose to stay
 
home; rebates on income tax, children's clothing and
 
rents for families with children; and low-interest loans
 
for newlyweds, on which the principal is progressive
ly reduced at each subsequent birth.
 

The liberal abortion law of 1957 was tightened in
 
1973 in a further effort to promote family-building. 
Although theoretically never available on demand, 
broad interpretation by abortion boards of the law's 
permissible "reasons deserving special consideration" 
had encouraged increasing resort to abortion, to a 
high of nearly half the number of births in 1969. 

Contraceptive advice after abortion and child. 
birth is obligatory and must be provided by public
health gynecologists to all women who request it. 
All methods are available, including IUD insertions 
for 200 crowns, and pills on prescription at 9 crowns 



for a monthly cycle. However, it is estimated that 
currently only 2 percent of women of fertile age use 
pills and 8 percent IUD's. Condoms are preferred by 
20 percent of couples, but coitus interruptus remains 
the leading method at 25 to 30 percent. 

In place of the advisory State Population Com. 
mittee dating from 1957, a high-level Government 
Population Committee was created in 1972 to initiate, 
coordinate, and implement population policy, 

Denmark 
The population growth of Denmark issufficiently 

modeatelesthn on~haf o ! ercet pr yar-moderate-less than one-half of I percent per year-
sees little 	point in pursuingthat the Government 

policies aimed explicitly at changing the rate of 

growth, upward or downward. It does see the need, 

however, for qualitative or welfare.oriented popula-
tion policies in the fields of health, education, anof 
territorial distribution,

Inritial thetrib latin (education,uppultion(exludng GeenandIn md-175 te 
and the Faroe Islands) totaled about 5 million-an 

t mlin965andrethe faproias)ytotaled0abo e 
increase of approximately 100,000 over the 1965 

total of about 4.9 million. The annual rate of natural 
increase during the period declined from a level of0.8165ercntt 0. n pecen in 974 Biths0.8 percen t in 19 65 to 0 .4 percen t in 1974 . B irths 
in 1965 occurred at a rate of 18 per 1,000 people 
buin 1974 wcurredow 14. ,0moltyatateo Me 

but in 1974 were down to 14. Meanwhile, mortality 

remained largely unchanged at about 10 deaths per
1,000. 

The per capita gross national product of Denmark 
increased about 31 percent between 1965 and 1973. 
In 1965 it was $4,070 per capita and in 1973,$5,340. 

Since World War 11, migration to and from Den-
mark has been fairly modest, the number of cmi-
grants almost balancing the number of immigrants. 
The annual number of emigrants and immigrants each 
has represented about one-half of I percent of the 
population

With the fertility down to around the replace. 

ment level-and assuming no change in present condi. 
tions-officials expect the Danish population to peak 
at alevel of about 5.5 million people in the year 2020. 
Thereafter aslight decline would be expected to com-
mence of about 0.2 percent per year. At the same 
time, the proportion of inhabitants over the age of 65 
years would increase from the present level of 13 
percent to 	17 percent, while the unier-15 age group 
would diminish from 23 percent to 19 percent. 

A long tradition of birth control in Danish history 
may have served to facilitate today's wide acceptance 
of family planning. For centuries (as noted by P.C. 
Matthiessen in "Population of Denmark") it had 

been common practice for prospective husbands 
and wives to live in sexual union prior to marriage. 
But under contemporary norms, such experiences 
were not intended to result in pregnancy. For this 
reason some contraceptive methods-chiefly coitus 
interruptus-had been widely employed for many 
generations which, in turn, served to accustom 
couples to regulate births according to economic 
and social conditions. 

Since the end of World War II,however, contra
ceptive practices among the Danish population have 
altered radically. Today, in marriages where contra. 
ception ispracticed and the woman isbetween 20 

and 30, half use the pill and one-fourth the condom. 

The diaphragm and other devices such as the IUD arethus in relatively limited use. 
During the 1966.75 decade newavenuesoffamily 

in 1966planning have opened up. A law enacted 
makes it obligatory for physicians to give free advice 

n s terinai oon c ontra to to allr swomuon 

pregnancy, 	 by childbirth or otherwise. In 1971, sex
 
which had long been practiced in many
schools, was made obligatory at all school levels. 

shos a aeolgtr talsho ees 
This teaching is intended to be adapted to the child
rnsdvlpeta h ifrn eesadi
ren's development at tile different levels and is 

integrated with other subjects.Since 1973, sterilization has been available upon
re u s fo 	 al w m n a d n of 2 y a s a d o v .request for all women and men of 25 years and over. 

Beginning in the same year, abortion also has been 
available upon request and is free of charge within 
the first 12 weeks of pregnancy.Recent years have seen an upswing in political 

yearsing 	 in polalinteresteetin reversing local trends toward depopula
tion so as 	 to achieve a more even geographic spread 
of the population. The metropolitan area and the 
three eastern counties of the island of Zeeland con
tain altogether 35 percent of the total Danish popula
tion but only 7 percent of the country's land area. 
New legislation has therefore brought areas adjacent 
to the towns under the purview of urban planning, 
and authorities have been called upon to prepareplans for urban, rural and recreational zones. 

planfoA naldevelopment plan done. to en
courage a balanced geographical spread of the entire 
population-on economic, social, and environmental 
grounds is thought by many officials to be one of the 
crucial future aims of Danish population policy. 

national deean designed 

Finland 
The population of Finland in mid-1975 is esti. 

mated at 4.7 million, 3 percent above the 1965 level 
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of about 4.5 million. This increase was less than half 
the increment of the previous decade when the popu. 
lation increased by more than 7 percent.

The annual rate of natural increase dropped 
sharply during the 1965-74 period from a level of 0.7 
percent in 1965 to 0.4 percent in 1974. The decline 
stemmed largely from a reduction in the birth rate 
from 17 per 1,000 people in 1965 to 13 in 1974. 
Mortality rates during the decade fluctuated 
moderately at about 10 deaths per 1,000 population.

The per capita gross national product of Finland 
increased about 46 percent between 1965 and 1973. 
In 1965 it was $2,510 per capita and in 1973, $3,660 
per capita. 

Like the lower birth rate, out-migration has been 
an important factor in Finnish population growth. 
In 1969 and 1970 there was a marked drop in the 
total population due to extensive emigration to Swe. 
den. In 1969 emigration is believed to have exceeded 
the natural population growth by about 15,000 
persons. According to the Finnish demographer, 
Kauko Sipponen, the Government has taken no 
concerted measures to influence either the birth rate 
or emigration. The change in recent years resulting in 
a slight moderation in population growth, he 
states, has not been considered a threat. This is 
partly due, he concludes, to Finland's awareness 
that overpopulation is threatening the world, and 
that the environment is being polluted because of 
overconsumption of natural resources and popu-
lation growth. 

The Finnish Government, however, has long been 
sensitive to family welfare and has established a well-
developed social security and health benefits system, 
including assistance to family planning. The social 
security system covers maternity and child allow. 
ances, and health insurance covers the majority of 
the cost of medical services. Education is free and 
compulsory for ages 7 to 15. Planned parenthood 
is integrated with the public health services. Family 
planning advice and services are therefore available 
throughout the country and from clinics operated 
by the Family Planning Association (Vaestoliitto). 
Generally speaking, family policies of the Govern, 
ment are intended to assist families in establishing 
and maintaining a home and to support the financial, 
physical, and mental well-being of the family. 

The Government supports contraception as a 
means of preventing abortion. Public health centers 
distribute pills and insert IUD's and provide advice 
on contraception to women after abortion. Condoms, 
however, are regarded as the most widely used 
contraceptive method and are readily available at 
retail outlets. 

Under the new abortion law of 1970, abortion 
may be induced at a woman's request under pre. 
scribed conditions. Previously, doctors who examined 
women and issued a certificate for an abortion were 
appointed by the State Medical Council. Now every
doctor in the service of the local authorities or the 
state is automatically authorized to issue the certifi. 
cate. According to the new law, a decision isgenerally 
made by two doctors jointly. The new law permitted 
16,000 legal abortions in 1971. 

In 1973 the Finnish Government granted 
$100,000 to the International Planned Parenthood 
Federation (IPPF). Its multilateral assistance to U.N. 
population programs totaled $920,000 through 1974. 

France 
The population of France grew by 8 percent 

during the 1965-75 decade to reach a total of nearly
52.7 million as of mid-1975. This is an increase of 
about 4.5 million over the 1965 level of 48.7 million. 
About one-half of the increase was from net migra
tion. The increase for the period was less than for the 
previous decade, when it was 5.3 million, or about 12 
percent. 

Both the birth rate and mortality rate declined 
during the 1965-74 period. The birth rate dropped 
from 18 per 1,000 population in 1965 to 15 per
1,000 in 1974. The death rate in the same period de
clined from II per 1,000 people to 10. New legisla
tion in the field of family planning, including the 
1975 legislation of abortion under prescribed condi
tions, may contribute to a further decline in the rate 
of population growth. 

The per capita gross national product of France 
increased between 1965 and 1973 by about 44 
percent. In 1965 it was $3,370 per capita and in 
1973, $4,850 per capita. 

With an average density of 95 people per square 
kilometer as compared with 318 in Belgium, 248 
in West Germany, and 180 in Italy, France manifests 
the characteristics of a relatively stable, long-term 
growth pattern. 

Among the more salient of these characteristics 
is the progressive aging of the French population over 
the past century. Because of the increasing ratio of 
elderly people to economically active adults, the size 
of the economically active population in France is 
only marginally larger today than in 1901, although
the population as a whole has grown by about 12.3 
million, or 30 percent. Indeed, as recently as 1968 
the economically active population of France was 
slightly smaller than in 1901, registering 20A4 
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million in 1968 as compared with 20.55 million in 
1901 (Population Council, May 1972). 

Several population.related movements active 
in France during the past century help to account 
for the current situation. The first of these was an 
active movement in favor of birth control which 
started in the last quarter of the 19th century
and which has remained active to the present day. 
Advocated primarily as a means of liberating women, 
the movement contributed materially to the early
reduction in the French birth rate. In the 1870's, 
the birth rate in France was 25 per 1,000 popula-
tion, a rate far below the 35 per 1,000 of neighbor, 
ing European countries. By the eve of World War II, 
France had a birth rate of 16. 

A second movement developed during the same 
period, largely as a reaction to the first. Noting the 
continued decrease in the French birth rate, some 
people became alarmed about the demographic 
future of France and formed the National Alliance 
against Depopulation. It was this movement which 
championed a restrictive law against abortion, en. 
acted in 1920. 

A third movement, motivated by a sense of social 
became activejustice, bRecent after World War I to defend 
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the rights of the family. Joining forces with the pro.
natalists of the second movement, this movement 
helped to enact a set of laws and decrees providing 
various allowances to be paid to families. So extensive 
have these payments become as to represent, during 
the past decade, about 4.5 percent of the gross 
national product. 

For much of the 20th century, therefore, the 
social policy of France, from a demographic point
of view, has been molded primarily by the pro.
natalists and the advocates of social justice to fami. 
lies. From their efforts emerged a series of basic 
family allowances, paid by the Government, intended 
to enhance family welfare and insure a growing popu. 
lation. Since 1945 they have included allowances for 
families with two or more children and for families 
supported by a single income, prenatal allowances 
for pregnant women, and maternity benefits for the 
mothers of newborn children, and housing allow. 
ances. 

In a French familyplanningclinic,youngcouples
attendalecture on the regulation offertility.

developments in France favorfamilyplanning.
Among these are changes in the familyallowance 

system and the nullificationof the prohibitions 
against abortionand contraceptivedevices. 



In addition, measures were provided to alleviate 
the costs of raising children. These included social 
welfare payments for the neediest, scholarships, 
social security benefits to children and mothers not 
engaged in the labor force, sick leave for pregnant 
working women before and after birth, and income 
tax calculated on family size. 

During the 1966-75 decade, however, a shift in 
emphasis occurred. Additional family allowance 
measures were enacted, but according to the French 
demographer, Jean Bourgeois.Pichat, the measures 
were not entirely to the liking of the pronatalists 
and advocates of justice to families (in B. Berelson, 
ed., Population Policy in Developed Countries, 
McGraw Hill, 1974). Meanwhile, significant new 
measures were enacted which favor the practice 
ofcontraception and family planning. 

Three new allowances were granted in the fields 
of specialized education, orphan care, and day care 
for children. But the new allowances, for the most 
part, were allowed only if certain conditions of in. 
come were fulfilled. Similarly, the single income 
allowance has also been made subject to limitations, 
Because the allowance is not paid above a certain 
income limit, an estimated 300,000 families have 
been excluded from its benefits. 

Equally significant, however, were steps taken 
during the past decade to nullify the 1920 law pro. 
hibiting the promotion and practice of induced abor. 
tion and the distribution of contraceptive devices, 

A new law passed in December of 1967 nullified 
the articles of the 1920 law prohibiting birth control 
information and the distribution and sale of contra-
ceptives. Henceforth, the manufacture, import, and 
sale of contraceptives (earlier available only in terms 
of health measures) were freely authorized for distri. 
bution through pharmacies, family planning clinics, 
and state health centers. Social security funds are 
allowed to cover much of the costs. The use of IUD's 
is permitted if insertion is made by a doctor in a 
specialized hospital establishment or office. Com. 
mercial contraceptive information is forbidden, how-
ever, except -in publications intended solely for 
doctors and pharmacists. 

Most recent of the new developments favoring 
family planning-and one which bears significant 
implications for future demographic trends in France 
-has been the law of January 1975, legalizing in. 
duced abortion under prescribed conditions. An 
abortion may now be performed on a woman up to 
10 weeks of gestation after she has been informed 
of the medical risks, referred to social agencies, 
and waits 1 week from the date of her first visit 
with a doctor. After 10 weeks gestation, an abortion 
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can be performed following certification of two 
doctors that the woman's life is seriously endangered 
by the pregnancy or that the child probably will be 
born with a serious incurable malady. 

Each year, some 350,000 permanent and seasonal 
workers cntering France (including workers from 
Algeria and lower Africa) are added to the econo
mically active population of about 20 million com. 
pared to about 800,000 French citizens. 

It is estimated that a net annual immigration of' 
about 200,000, plus higher birth rates among the 
foreign-born, currently account for 50 percent of 
France's annual population increase of about 530,000. 

Population forecasts have been made by the Na. 
tional Institute of Statistics and Economic Studies 
using hypotheses of both stable and decreasing 
fertility. Assuming a steady, unchanging rate of 

fertility (about 1.25 daughters per woman) and dis
regarding the factor of immigration the population 
of France would be expected to reach 63.4 million 
by the year 2000. Assuming a declining rate of 
fertility which would stabilize at a level of 1.04, 
the population would reach 59.2 million. 

The impact of the new family planning measures 
upon the fertility rate is difficult to assess. It may be 
safely assumed, however, that the influences of these 
measures will be in the direction of lower fertility. 
The impact of immigration on the population pro
jections for the year 2000 is also difficult to assess 
inasmuch as immigration rates are strongly affected 
by economic conditions both within France and the 
various source countries of Western Europe and 
Africa. It is likely, however, that immigration will 
continue at significant rates. 

Federal Republic 
of Germany 

After increasing sharply in the early part of the 
1965-75 decade, population growth in Germany's 
Republic (West Germany) slowed dramatically 
during the latter part and showed a net decrease 

in the year 1974. Because of the overall increase for 
the period, the total of 62 million in mid.1975 was 
3.4 million above 1965 (58.6 million). But the 
high point of West German population came at the 
beginning of 1974 when the total reached 62.1 
million. The 1975 figure represented a drop of up
wards of 100,000 from that peak. 

The per capita gross national product of West 
Germany increased between 1965 and 1973 by about 
34 percent. In 1965 it was $4,200 per capita and in 



1973, It was $5,620 per capita. 
The major variables in the population shifts of the 

decade were the birth rates and immigration rates. 
The immigration rate was erratic, including a net 
outflow of more than 100,000 in 1967 and a peak 
in-movement of more than 500,000 in 1969 before 
falling off to about 400,000 in 1974. However, the 
birth rate declined progressively throughout the 
decade to a point well below the replacement rate. 

The birth rate in 1965 was 18 per 1,000 people, 
a level that had been generally maintained for a 
decade or more. During the 1965.74 period, however, 
it declired steadily so that by 1972 it had fallen 
below the mortality rate of 11.8 per 1,000, reaching 
a low of 10 per 1,000 in 1974. The mortality rate 
had begun the decade at a level of II per I,000 
people and had increased to 12 per 1,000 in 1974. 

Whereas, the Federal Republic recorded 995,000 
births in 1965, the number in 1974 had dropped to 
626,000, of which one in six were born to foreigners 
residing in West Germany. This decline is only to a 
slight extent attributable to shifts in the age structure 
of women and of married couples. The major factor 
is the changing attitudes of married couples regarding 
the desirable number of children. There is an un-
mistakable trend to the two-children family, and 
about 10 percent of all marriages have remained child-
less for medical reasons. Thus the annual rate of natural 
increase which had been 0.7 percent in 1965 sank to 
-0.2 percent in 1974. 

Whereas the birth rate represents the dominant 
factor in the population trend, changes in the im-
migration rate give rise to important yearly fluctua-
tions. These fluctuations, in turn, have stemmed in 
part from political developments as between West 
and East Germany and, to a more decisive extent, 
from different economic conditions in the European 
countries. 

Through the 1950's, movements between the two 
German states were the key factors in the immigra, 
tion picture. When the borders between the Western 
sectors and the Eastern sector of Berlin were closed 
by the East German Government in 1961, however, 
the migration stream into West Germany was practi-
cally stopped. Since that time, exit permits from East 
Germany generally have been given only to persons 
beyond working age. As a consequence the immigra-
tion surplus from East Germany during the decade 
has remained at a low level of about 18,000 people 
ayear. 

The sharp rise and fall of the immigration rate 
from year to year therefore stemmed from economic 
developments, the most pronounced of which was the 
German boom beginning in 1960. Unlike the immi. 
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grants coming from East Germany, however, these 
workers from other countries did not come for 
permanent residence. As a rule they returned home 
in large numbers in periods when employment in 
West Germany declined. It was an economic recession 
which led to the net out-migration in 1967 and the 
economic boom in 1969 which brought the peak in. 
movement of more than half a million in that year. 
In the 1970's, however, the economic activity 
slackened, bringing a fall-off in net immigration to 
about 400,000. Since 1973, it has been Government 
policy that, generally speaking, recruitment for 
foreign workers will be conducted only in countries 
of the European Community. 

Inasmuch as there has been no sign of stabiliza. 
tion in the declining German birth rate, population 
projections which do not take immigration into 
account indicate that the present population will 
decrease by 2.2 million by 1985 and by a further 
2.7 million between 1985 and 2000. If these pro. 
jections are borne out, the German population in 
the year 2000 will be only 57 million, about the 
same level as in 1962. 

Meanwhile, life in West Germany, as in many 
other countries, is progressively determined by 
urban forms of living. In 1973 approximately 75 
percent of the population lived in cities of more than 
5,000 inhabitants while one-third was concentrated 
in 60 cities of more than 100,000. This high degree 
of urbanization and the unequal distribution of these 
cities within the nation as a whole led to a concentra
tion of 45 percent of the population in so-called 
agglomeration areas comprising only 7 percent of the 
total area. This urbanization has doubtless contri. 
buted, as elsewhere, to reductions in the birth rate. 

Owing to a variety of factors, West Germany 
has no Government-backed family planning program. 
But advisory services mainly by private organizations 
are available for individual contraceptive consulta. 
tion and these receive financial subsidy from the 
Government. Under present laws, hormonal contra
ceptives may be issued only on medical prescription. 
All other non-hormonal contraceptives can be pur
chased without limitation or can be obtained by mail 
order. 

The Federal Government recognizes the signifi. 
cance of demograplic processes and continues to 
closely observe both the fluctuations in the immigra
tion rate and the decreased birth rate. Although 
action has been taken to limit immigration to workers 
largely from other European Community nations, it is 
not at the present time the intention of the Govern. 
ment to initiate direct population policy measures for 
the purpose of influencing procreative behavior and 



the birth rate. Given the conditions of West Germany, 
the Government believes that a constant population 
level is more appropriate than the increases charac-
terizing population trends of most other countries, 

In its international relations, Germany has estab-
lished a policy of assisting family planning activities 
in developing countries if requested to do so by their 
governments. A 1971 cabinet decision established 
that German assistance should be given primarily 
on a multilateral basis, although not to the exclusion 
of bilateral aid. It therefore has supported the United 
Nations Fund for Population Activities, contributing 
$24.6 million for the 1970.75 period. Other financial 
support has gone to the United Nations Development 
Program and to the Development Center of the 
Organization for Economic Cooperation and Develop. 
ment. 

The first foreign contribution on a project basis 
was given in 1971 in support of a multifunctional 
training and research center in Tunis. German alloca-
tions to this project, which isexecuted in cooperation 
with the World Health Organization and with the 
Tunisian and German affiliates of the International 
Planned Parenthood Federation, amount to $369,400 
for 1971.74. 

German Democratic 

ReublicPof 
The German Democratic Republic (East Germany) 

registered a small decline in population from 1965 to 
1975. The decrease was from an estimated 17 million 
In 1965 to 16.9 million at mid.1975. This followed a 
drop of 0.8 million during the preceding decade when 
large numbers departed East Germany prior to erec-
tion of the Berlin wall in 1961. With emigration 
virtually stopped since then, the 1965.75 decline can 
be attributed to the downturn in the birth rate, from 
16 per 1,000 population in 1965 to I11in 1974. 
The death rate meanwhile rose slightly to 14 per 
1,000 due to the increasing proportion of aged 
persons. Except for 1971, deaths have exceeded 
births each year since 1969. The annual rate of 
natural decrease in 1974 isestimated at -0.3 percent. 

The per capita gross national product of East 
Germany increased between 1965 and 1973 by about 
82 percent. In 1965 it was $1,650 per capita and in 
1973, $3,000 per capita. 

The birth rate drop results from many factors. 
For example, the Government has strongly en-
couraged women to work outside their homes, and by 
1970 women comprised nearly half of the country's 

labor force. Labor shortages are severe because of 
heavy male losses during World War II and subsequent 
emigration. Over 40 percent of the labor force was in 
industry by 1971 and nearly three-quarters of the 
country's population lived in urban areas. 

Family allowances, birth grants, paid maternity 
leave, interest.free loans for newlyweds, and other 
measures have been instituted in an effort to en
courage women both to work and bear children. 
However, these incentives have been less generous 
than elsewhere in East Europe. 

Low birth rates have not inhibited the Govern
ment from providing the full spectrum of family 
planning services, which are seen primarily as guar
anteeing women's rights to control their fertility. 
Founded by Karl.Heinrich Mehlan at Rostock Univer
sity in 1963, the IPPF.affiliated Germany Family 
Planning Association joined with the Ministry of 
Health in 1966 to integrate family planning into the 
public health system. There are now some 200 
Government planned parenthood centers and 200 
Family Planning Association centers combining 
contraceptive services with marriage and sexual 
counselling. Pills and IUD's have been available 
since the ,mid-1960's. Contraceptive sterilization 
of women (but not men) is permitted if other 
methods are unsuccessful or inadvisable. 

Concurrently, abortion has been increasingly 
liberalized. Unlike most countries of the area, East 

Germany did not immediately follow the 1955 lead 
Soviet Russia in lifting most abortion restrictions. 

Temporarily liberalized in 1947 to cope with a 
postwar flood of illegal abortions, abortion was again 
restricted to medical and eugenic indications in 1950. 
Some easing of the law in 1965 was followed in 
March 1972 by complete liberalization of abortion. 
Largely replacing formerly illegal abortions, registered 
legal abortions jumped from about 17,500 in 1971 to 
124,000 in the year after the law change, but 
dropped to some 111,000 in 1973. In this period, the 
Government began free distribution of pills on pre
scription and launched a massive campaign to en
courage women to use them. Numbers of women 
using the pill consequently increased from an esti. 
mated I million in 1972 to 1.5 million in July 1973, 
about 40 percent of all women of childbearing age. 

Greece 
Population growth In Greece has been slowed In 

recent decades by emigration and a falling birth 
rate, The population In mid-1975 was estimated at 
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9 million-an increase of about 475,000 since 1966. 
In the previous decade, the increase was 519,000. 

The rate of natural increase dropped during the 
1965-1975 period from about 1 percent a year to 
0.8 percent according to official data. The decline 
stemmed largely from a fall in the birth rate. Births in 
1966 occurred at a rate of 19 per 1,000 people but 
by 1974 were down to 16 per 1,000. Mortality 
remained constant during the period at a level of 8 
per 1,000 population. 

Tending to offset the natural increase, emigration 
during the past decade has all but equaled natural 
population growth. International emigration has long 
been a significant factor in Greece. Since 1960, 
however, it has reached unprecedented dimensions. 
At the same time, large waves of migrants from rural 
areas have flooded Greek cities, increasing the urban 
population from 37 percent of the total in 1951 to 
53 percent of the total in 1971. 

The objectives of the official population policy in 
today's Greece are: a higher birth rate; higher im-
migration and lower emigration rates; and decen-
tralization and redistribution of the population. 

To combat subfertility, the Government provides 
monthly incentive allowances and tax benefits for 
families with three or more children. With respect 
to international emigration, no official action has 
been taken, but the short-term and long-term con-
sequences are being studied intensively. Following 
the restoration of democracy in 1974 the Greek 
Government re-established the Ministry of Northern 
Greece as a means of promoting d,centralization and 
regional development in that area. 

Although there is strong religious opposition to 
contraception in Greece, there. is no legislation con-
cerning the importation and distribution of contra-
ceptives. Condoms are sold freely. Diaphragms and 
spermicides have also been introduced. IUD's are 
rarely used except in private medical practice. Oral 
contraceptives have been available since 1963 and can 
be obtained without a physician's prescription. 

Greece has no planned parenthood association. 
The modern aspects of control of conception are not 
included officially in the medical curriculum, and no 
legal fertility control services are provided inGovern-
mental programs of public health. Abortion is illegal. 

Hulgary 
The population of Hungary totaled some 10.5 

million in mid-] 975, an increase of nearly 400,000 
since 1965. The death rate rose one point between 
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these years from II to 12 per 1,000 population, 
while the birth rate increased from 13 to 18 per 
1,000. The 1974 rate of natural increase per year was 
0.6 percent. 

The per capita gross national product of Hungary 
increased between 1965 and 1973 by about 62 percent. 
In 1965 it was $1,140 per capita and In 1973, $1,850 
percapita. 

Hungary's birth rate declined to a record low of 
12.9 per 1,000 population in 1962, and continued 
below replacement levels through the 1960's. With 
legalization of abortion on request in 1956, legal 
abortions had outstripped births by 1959 and held at 
over 130 per 100 births until 1970. 

Desiring increased births, the Government ex. 
panded an c~isting system of incentives, aimed at 
promoting two- to three-child families. Among the 
must successful of these measures was introduction 
in 1967 of a child care leave, permitting working 
women to stay at home until a child's third birth
day at 25.percent salary, after 5 months maternity 
leave at full pay. Over two.thirds of eligible women 
initially availed themselves of this provision. The 
birth rate rose to over 15 in 1968, but dropped 
again slightly in the early 1970's. 

Then, in October 1973, a Decision of the Council 
of Ministers on the Tasks of Population Policy intro
duced one of the world's most comprehensive popula
tion policies. Largely implemented in January 1974, 
the Decision explicitly aims at increasing fertility 
to avert long-term population decline, promoting 
the use of effective contraception and reducing the 
incidence of abortion. 

The child care allowance is now progressive and 
can reach nearly 40 percent of average monthly 
earnings in the case of a third child. For each birth 
there is a maternity grant of 2,500 forints ($105), 
more than the average monthly wage in 1972. 
Monthly family allowances for workers are provided 
based on number of dependent children. Working 
mothers may take up to 60 days paid leave annually 
to care for a sick child under age 3 and 30 days 
for one aged 3 to 6. Further childbearing induce
ments include subsidized children's clothing, housing 
priority for larger families, and initial household 
assistance to newly wed couples. 

To encourage responsible family planning, contra
ceptive supplies and services are being expanded, par
ticularly for pills and IUD's. Pills may now be pre
scribed for women over 18 by any doctor of the 
National Health Service, with most of the cost 
covered by insurance. Couples under age 35 now can
not marry before presenting proof of having received 
contraceptive instruction and supplies from a physl. 



cian. In September 1974, a beginning was made in 
introducing education in family life, sex, and contra-
ception in the school and university system and as 
part of military training, 

The 1973 decree restricted abortion for married 
women with less than three children, but it is still 
available on request for women over 35 (40, be. 
ginning in 1979), unmarried women, women with at 
least three living children, and on medical or grave 
social indications including lack of housing. 

By the end of 1974, pill use was up to an esti-
mated 17 percent among women of fertile age, from 
II percent in 1973. Legal abortions dropped 40 
percent, from 170,000 in 1973 to 102,000 in 1974, 
well below the 1974 total of 186,000 live births. 

Iceland 

The population of Iceland in mid-1975 was 
15 percent larger than the

220,000, about 28,000 or 

1966 level of 192,000. The increase, however, s 
one-third smaller than the increment of the previous
decade. 

The rate of natural increase has declined from a 

level of 1.7 percent annually in 1965 to 1.3 percent 

in 1974. The decline has stemmed entirely from a fall 

in the birth rate, which dropped from a level of 24 
emigrationbirths per 1,000 population in 1965 to 20 per 1,000years,

ih 1974. ed u96 0Thepmotaltyate rein ncthped
in 1974. The mortality rate remained unchanged at 
7 deaths per 1,000.beothraeontulines. 

The per capita gross national product of Iceland 

increased between 1965 and 1973 by about 22 
percent. In 1965 it was $3,980 per capita and in 
1973, $4,840 per capita. 

The Government does not hinder the dissemina-
tion of contraceptives, but sponsors no organized 
family planning activities. The importation of contra-
ceptives is permitted, subject to pharmaecutical re-
quirements in the case of contraceptive pills and 
spermicides. 

Abortion has been legal in Iceland since the 
1930's if strong health and socio-economic considera-
tions warrant. The incidence of abortion is relatively 
small, estimated at from 3 to 4 per 100 births. 

Ireland 
Ireland reversed a century of declining population 

during the 1965-75 decade, reaching a long-held ob-
jective of population increase. The rise during the 
decade was 233,000, or 8 percent. 

Ireland's population has decreased over a period 
of more than 100 years due to a combination of ad. 
verse economic conditions, a high rate of emigration, 
and a low rate of marriage. The effect of each of 
these factors was moderated during the past decade, 
however, resulting in a total population of 3.1 million 
in mid-1975. 

Along with the recent increase, however, has 
come a rapid shift in public concern with demo
graphic matters. From a focus on achieving popula
tion growth, public attention has, in less than a 
decade, concentrated increasingly on other themes. 
These include correction of regional imbalances in 
population density and the possible need for changes 
in old laws and attitudes with respect to contra
ception and family size. 

The per capita gross national product of Ireland 

increased between 1965 and 1973 by about 35 
percent. In 1965 it was $1,600 per capita and in 
1973, $2,160 per capita. 

Offsetting its birth rate of around 22-231 percent1,000 and rate of natural increase of over per 

per year, emigration has long been the overriding 
population determinant. It has been the drop in 
emigration in recent years which has made the new 
growth in population possible. 

people emigratedWhereas more than 208,000 
from Ireland during the 1956-61 period, the number 

delnd y n the-fourt o tal ofbu 

54 00in 1 , In ore recent ye ars,emgr t 

has slowed even further chiefly because of high un
employment in the United Kingdom, falling at last 

below the rate of natural increase. 

The annual rate of natural increase, in turn, rose 
by 0.1 per 1,000 during the 1965-74 period. In 1966 
the rate was 1.0 percent and :n 1975, 1.1 percent. 
With the birth rate remaining relatively stable at 
about 22 per 1,000 population the increase stemmed 
largely from a decline in the death rate. In 1966 the 
death rate was 12 per 1,000 population-in 1975, Ii 
per 1,000. 

Another distinctive aspect of the Irish experience 
was the low rate of marriage and the high rate of 
fertility among women who did marry. Since World 
War I, however, marriage rates have been on the 
increase and by now have been virtually transformed. 
Between 1946 and 1969, the median age of bride. 
grooms fell from 32 to 26 and of brides from 27 to 
24 years. The marriage rate per 1,000 unmarried 
population aged 15-64 rose from 18.5 in 1961 to 24.2 
in 1969. And there has been a radical fall in the 
proportion of single persons in the age group 25-34. 
The Irish marriage rate is still one of the lowest in the 
world, and there is every likelihood that it will rise 
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*still further. 
Along with the increase in marriages, marital 

fertility has fallen dramatically. In 1963 there began a 
downturn in the number of women with five or more 
children, and by 1970 the number of sixth or later 
births per family was almost 30 percent below the 
1968 level. Even so, tile Irish family remains very 
large by European standards. In 1970, 15 percent 
of Irish live births were to mothers who had five or 
more children compared with 2.9 percent in England 
and Wales. 

Irish demographer Brendan M. Walsh has linked 
the increase in marriage rate to the decline in fertility 
on tile basis that the traditional high fertility of Irish 
marriages acted as a deterrent to young people con. 
templating marriage. According to this argument, a 
reduction in family size implies a reduction in eco-
nomic costs of the married state and, hence, tends 
to stimulate the marriage rate. Walsh noted, however, 
that with a birth rate of more than 21 per 1,000 
people, Ireland's net reprodction rate is still the 
highest in Western Europe and is likely to remain high 
for a considerable time to come. The key determinant 
of future Irish fertility, he believes, will be the final 
family size of couples who are currently marrying 
at what is by Irish standards an early age. 

The dramatic change in fertility patterns in the 
1960's is generally attributed to the spread in use of 
oral contraceptives. Although the Irish desire for 
population growth had long been accompanied by 
bans on sale or importation of contraceptives, the 
pill became available in Ireland in the 1960's on 
medical prescription for menstrual cycle regulation. 
Following a Supreme Court decision in late 1973 
that it was unconstitutional to prevent the importa-tion of contraceptives, it has become possible to 
distribute contraceptives free of charge. Sales, how-
ever, remain illegal. 

But not all is quiet on the subject. Birth control 
and relevant Irish laws have become more and more 
frequently a center of controversy in recent years. 
The public discussion that has centered on contra. 
ception, however, has rarely involved explicitly demo-
graphic arguments. Proponents of changing restrictivetheiintermcas of he ight of 
laws have stated their case interms of the rights of 
Individuals and the sectarian nature of existing legis-
lation. Ecclesiastic conservatives form a large segment 
of the opposition to contraception. 

There has been no significant public demand or 
pressure in Ireland for a change in the absolute pro-
hibition on induced abortion. Nonetheless, evidence 
has become available that, since the 1968 Abortion 
Act in Britain, increasing numbe;s of Irish women 
have gone to Britain to procure abortion. 
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Despite lack of official support, family planning 
activities have achieved a beachhead in Ireland. In 
1969, a private nonprofit company with a grant from 
the International Planned Parenthood Federation 
opened a family planning clinic in Dublin, and a 
second clinic was opened in 1971. By 1972, over 
7,000 patients had passed through these clinics, but 
patients generally have to make their own arrange
ments to obtain the supplies necessary to implement 
the advice obtained. There are now 18 Roman 
Catholic Marriage Advisory Centers in Ireland, which 
deal with all aspects of marriage counseling, but 
advice is given only on church-approved methods 
of family planning. 

Another area of public concern centers on 
correcting what is regarded as a regional imbalance of 
population development. Almost one-third of the 
country's population now lives in the Dublin region, 
and over 40 percent of tile country's natural popula. 
tion increase occurs among Dublin residents. Ac
cordingly, the Government has adopted the tactic of 
using incentive schemes "to sund industry to de. 
pressed areas and as far as possible to keep the rural 
population where it is." 

Italy 

The population of Italy Increased by about 7 per. 
c e d ui 1 o 7 decadea ch a total of of1965.75 de tocreaa otcent during the to reach 

58 n in midel 95. millionm 
than the 1965 level of 52 million. 

moderately during the period, dropping from 0.9moealydrnthpridopngfm0.
 
percent in 1965 to 0.6 percent in 1974. The decline 
stemmed entirely from a drop in the birth rate. Birthsduring the period declined from 19 per 1,000 people 
to just below 16. Mortality held relatively steady at 
about 10 per 1,000 throughout the period. 

The per capita gross national product of Italy in
creased between 1965 and 1973 by 40 percent. In 
1965 it was $1,800 per capita and in 1973, $2,520 

per capita. 
For a century or more, Italy has been a country 

of net emigration with tile outflow in some periods 
offsetting around 40 percent of the natural increase. 
During the 1965-75 decade, however, net emigration 

slowed to about I per I 000 people, offsetting about 
10 percent of the natural increase. 

The most acute population problems for Italy 
have to do with marked regional differentials in 
fertility and an intense rate of internal migration. 
In the economically less developed southern part of 



the country, fertility traditionally has ranged from 30 
to 50 percent above the replacement level since 1930, 

whereas it has been consistently below replacement in 
the northern and central sections. The southern 
sector has experienced extensive migration to the 
north and other countries. During the 1961-71 
decade, net migration from the south amounted to 
2.2 million, of which 1.2 million was to northern and 
central Italy. 

Fueled by rural.urban migration, the 11 largest 
urban areas have grown from a population of 7.4 
million in 1951 (15.6 percent of the total) to 10.4 
million in 1971 (19.3 percent). Turin and Milan 
gained, through in-migration, more than 26,000 in
habitants per year from 1961 to 1971. Rome proper 
has gained more t.an 28,000 annu,lly. 

Although the country's birth rate is relatively 
low, there is no official family planning policy 
or program in Italy. Despite inmleasing public atten. or pogrm i aten-Itly.Desite ncsasig pbli 
tion to population problems, religious and legislative 
factors have inhibited population action. 

The Government under Mussolini advocated a 
fast Increase of population as a means of increasing 
national power. From 1926 to World War II, a set 
of coordinated legislative and social measures were 
adopted in an effort to achieve a sustained popula-
tion growth. Emigration was discouraged, nuptiality

discouragedinnptiality 
and fertility were stimulated through a broad range 
of economic incentives, and the unity of the family 

was sustained in an effort to prevent the kinds of 
changes which were leading in other countries to the 
emancipation of women. The system of family allow-
ances continues to the present day, but because the 
amounts of the allowances have remainet, fixed for 
a long time, their value has been eroded by inflation 
and they offer little inducement for added births, 
In fact, the earlier objective of rapid increase is no 
longer pursued as a matter of national policy. 

tloncgrowth.tEmigrationdwas 

longursuhea s tt l CAssociation In 1971, the Constitutional Court struck down 
to distribute or sellthe law which made it a crime 

or to purvey information about them.contraceptives 
Sterilization is stricly forbidden in all cases. More 
recently, a number of major political parties have 
introduced parliamentary bills aimed at changing the 
law restricting abortion. At present the Criminal Code 
calls for severe punishment of people who cause abor-
tion for women who take recourse to it (except for 
cases in which -.pregnant woman is in danger of losing 
her life). Some of the bills introduced are aimed at 
removing the punishments now prescribed, some are 
aied at a thorough freedom for abortion, while 
others would allow abortion in more situations thpn 
ispresently allowed. 

A Planned Parenthood Association is active in 

Italy, offering advisory services through several city
and suburban centers. A planned parenthood service 
also has been opened in the Institute of Obstetrics 
and Gynecology of the University of Rome. All 
methods of contraception are now considered to be 
available, and it is estimated about 2 percent of 
women between the ages of 15 and 44 take oral 
contraceptives, and 10.20 percent of the married 
women between ages 21 and 45 in the large towns. 

Luxembourg 

The population of Luxembourg in mid-1975 
numbered 358,000, up 26,000 from 1965. The 
1965-75 increase was about 1,000 less than in the 
previous decade, mostly reflecting asharp decrease in 
the birth rate since about 1967.The annual rate of natural increase in 1965 was 
0.4 prn but y 17th ra t dcreased 
0.4 percent but by 1974 the birth rate had decreased 
to a level slightly below the de ate. The birth 
rate in 1974 was 1 per 1,000 population, down from 
16 per 1,000 in 1965. The death rate in 1974 was 12 
per 1,000 people, up from 1965. After many years of 
moderate population growth, the present negative 
rate of natural increase is a matter of considerable 

concern to many leaders and institutions in the 
country. 

The per capita gross national product of Luxem. 
bourg increased between 1965 and 1973 by about 25 
percent. In 1965 it was $4,170 per capita and in 
1973, $5,230 per capita. 

The penal code of Luxembourg strictly forbids 
abortion and propaganda about contraceptives, 
although the incidence of abortior, is reported to be 
significant. 

Support for the Luxembourg Family Planning 
is given by the Ministries of Family andWelfare, Education and Public Health and by the City 

Council. 

Netherlands 
The population of the Netherlands-one of the 

most densely inhabited countries in the world-in. 
creased by II percent during the 1965-75 decade. As 
of mid-July 1975, the population was estimated at 
13.7 million, an increase of about 1.4 million over the 
1965 level of approximately 12.3 million. 

The increase, however, was Il percent smaller 
than that for the previous decade, indicating a 
slowing of population growth. The annual rate of 
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natural increase dropped by one.half during the 1965. 
74 period, declining from a level of 1.2 percent in 
1965 to 0.6 percent in 1974. The decline stemmed 
entirely from a lower birth rate. Births in 1974 were 
14 per 1,000 population as compared with 20 per 
1,000 in 1965. The mortality rate was unchanged 
at about 8. 

The per capita gross national product of the 
Netherlands increased between 1965 and 1973 by 
about 36 percent. In 1965 it was $3,260 per capita 
and in 1973, $4,440 per capita. 

Population density as of 1971 was estimated at 
323 people per square kilometer. Such high density 
derived in part from the fact that until shortly before 
the onset of the 1965-75 decade, the Netherlands 
had one of the highest birth rates in Europe. Delayed 
industrialization and a strong religious and family 
life contributed to highly pronatalist attitudes until 
that time. The year 1964, however, marked the be
ginning of a rapid decrease in fertility. By then, 
according to demographers Philip van Praag and 
Louis Lohli-Tart, the Netherlands had become a 
modern industrialized country with changing atti
tudes and circumstances. 

Oral contraceptives, introduced during 1963-
64, were one factor influencing the change in fertility. 
Others included the rapid increase in levels of living, 
better education, increased resort to induced abor-
tion, and infrastructural problems such as industriali-
zation, urbanization, roads, spatial planning, and 
second residences. 

Overcrowding is thus an iriportant political 
concern. Among the measures being used to deal with 
overpopulation and unequal density are internal re-
distribution of population, territorial increase (by 
reclaiming land from the sea), and subsidized emigra-
tion. Nevertheless, during the 1960's, a policy of 
immigration was developed in order to cope with a 
shortage of unskilled manpower. With more than 
50 percent of the Dutch working population occu-
pied in the services sector, foreign workers have been 
needed to perform the jobs local workers are not pre-
pared to assume. Approximately 1.8 percent of the 
Dutch salaried population isestimated to be made up 
of foreign workers. 

Other measures to help deal with the demo-
graphic situation in the Netherlands include the 
liberalization of contraception. A 1969 law repealed 
the prohibition against display and sale of contra-
ceptives to minors under the age of eighteen. Since 
then, most contraceptive devices have been freely 
available. Municipalities have the right to issue imple-
mentary bylaws but not to prohibit such devices, 

Parliament in 1971 issued a decree ordering the 

inclusion of oral contraceptives, diaphragms, and 
IUD's under the public medical benefits scheme. As 
of mid-1972, all people under a specified income level 
are able to obtain, on medical advice, any such 
contraceptives free of charge. 

Although abortion remains technically illegal, 
several abortion clinics are allowed to operate with
out interference and, about 1973, performed some 
20,000 abortions annually. Increasing public and 
political pressure is expected to result shortly in 
official liberalization of ahortion. In 1972 the Govern
ment established a Royal Commission on Population 
Problems to study the overall population situation 
and formulate a policy for future development. 

The Dutch Planned Parenthood Association has 
over 60 contraceptive clinics. Family planning 
services are available through most of the clinics, 
university hospitals, and physicians. 

Norway 

The population of Norway in mid-1975 is esti
mated at 4 million, an increase of 8 percent from the 
1965 level of 3.7 million. The 1965.75 increase was 
about 1 percent less than in the preceding decade. 

The rate of natural increase per year was 0.4 
percent in 1974, down sharply from the 1965 rate of 
0.8 percent. Contributing to the decline were both 
a decrease in the birth rate and a small increase in 
mortality. The birth rate in 1974 was 15 per 1,000 
population, compared with 17.5 in 1965. The death 
rate in 1974 was 10 per 1,000, up from 9.1 in 1965. 

The per capita gross national product of Norway 
increased between 1965 and 1973 by about 34 
percent. In 1965 it was $3,530 per capita and in 
1973, $4,740 per capita. 

The discovery of oil in Norwegian waters of the 
North Sea bears significant implications for Norway's 
future economic and social growth. Although the full 
effects of this new-found source of wealth have yet 
to become evident, the Government is taking steps 
to minimize the possibility of adverse ecological and 
social developments. 

The social welfare system of Norway, like that of 
the other Scandinavian countries, is highly developed 
and supportive of family planning activities. The 
system includes health insurance and child and 
maternity allowances. Education is free and com
pulsory for ages 7.16. 

The Government provides family planning 
services through its network of public health clinics 
and gives assistance to the Family Planning Associa. 
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ti6n, founded in 1969. Assisting the Association are 
the Ministries of Social Affairs, Health, Family and 
Consumer Affairs, and Education and Ecclesiastic 
Affairs. 

There iu no law against contraception in Norway. 
Abortion is permitted on socio.medical indications 
before 12 weeks of gestation have elapsed. if a 
woman is married, her husband's conser t is required. 
Male and female sterilization also are permitted on 
the basis of broad medical indications. 

All methods of contraception are available and 
oral contraceptives are manufactured. In 1971, 8 
percent of women aged 1544 years were reported to 
be using oral contraceptives. The abortion ratio in the 
same year was reported to be 16 abortions per 100 
live births. 

Compulsory sex education is included in school 
curriculums. The Family Planning Association or. 
ganizes sex education courses for teachers at all levels 
and is producing a program for teachers in coopera-
tion with the University of Oslo. Meanwhile the 
health services of Norway have produced a film 
entitled "Family Planning and Contraception," which 
has been released in commercial cinemas. 

Planned parenthood is included in the curricu-
lums of the medical schools and in schools for nurses 
and physiotherapists. In addition, the Family Plan-
ning Association organizes training courses for 
teachers and pharmacists. 

The Norwegian Government gives international 
assistance and grants to the International Planned 
Parenthood Federation (IPPF). In 1973, its grant 
to IPPF amounted to $1,180,000. Through 1974 its 
total multilateral assistance to U.N. population 
programs totaled $9,690,257. 

Poland 

The population of Poland reached about 34 
million in mid-1975. This represented an increase of 
8 percent, or 2.8 million, over the 1965 level of about 
31,2 million. During the previous decade the increase 
had totaled about 3.9 million. 

Moderately pronatalist policies were in effect in 
the 1965.75 period, adopted in response to a pre. 
c!pltous drop in birth rates during the previous 
decade. Whereas births in 1955 were at the level of 
about 30 per 1,000 population, they had fallen by 
1968 to 16.2 per 1,000. Concerned at the possibility 
of a continuing decline, steps were 'aken which 
helped to raise the birth rate to 18 per 1,000 by 
1974. Mortality during the decade was relatively 
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stable at arcund 7 to 8 deaths per 1,000 population. 
The per capita gross national product of Poland 

increased between 1965 and 1973 by about 83 per. 
cent. In 1965 it was $1,140 per capita and in 1973, 
$2,090 per capita. 

Sharply fluctuating growth patterns and policies 
have characterized the population since World War 
II. The period from 1945 to the early 1950's was 
marked by population growth and an official pro. 
natalist policy. This policy stemmed most importantly 
from Poland's need to compensate for the drastic 
population decrease caused by the war and its pro. 
gram to populate western territories acquired under 
the Potsdam Agreement of 1945. 

The period from the late 1950's to the late 1960's, 
however, was marked by the introduction of 
measures to curb the "baby boom" which was 
thought to be a main cause of the economic diffi
culties of the mid.1950's. In this period an intensive 
campaign for family planning and contraception was 
conducted through mass media, hospitals, and clinics. 
Abortion also became widely available with the 
Abortion Act of 1956. 

From the late 1960's to 1975 there has been wide
spread public discussion of population matters and 
the adoption of a more pronatalist policy. Measures 
in line with this policy include (I) efforts to improve 
housing for young couples, (2)extension of part-time 
employment for women, (3) improvement of ma. 
ternity and child care, particularly for working 
women, (4) an appreciable increase in the family 
allowance for those who have more than two children, 
and (5)elevation of the social status of motherhood. 
Also, the social welfare system includes health in
surance, child and maternity allowances, and paid 
maternity leave. 

At the same time, the Government provides free 
family planning services to people covered by health 
insurance. Services are available from over 3,000 
clinics throughout the country. A law of 1969 re
quires physicians to offer contraceptive advice after 
delivery and abortion. 

The Government supports the Family Planning 
Association which is affiliated with the International 
Planned Parenthood Federation (IPPF). The Associa
tion has clinics of its own in Warsaw and Krakow and 
branches throughout the country. Through its own 
company, the Association manufactures cervical 
caps and spermicide. Diaphragms, IUD's, and oral 
contraceptives also are available. The Association also 
has its own publishing department, producing a 
quarterly journal, and literature on planned parent. 
hood, sex education, infant care, hygiene and in. 
fertility. 



Despite increasing availability of modern contra. 
ception, a country-wide survey of over 15,000 
married women in 1972 revealed that while half were 
currently practicing contraception, coitus interruptus 
and rhythm remained by far the leading methods, 

Portugal 
The population of Portugal has decreased almost 

6 percent since 1965, falling from 9 million in 1965 
to 8.5 million in 1975. The decline more than offset 
a 5-percent increase in the previous decade. The rate 
of natural increase in 1974 was 0.8 percent per year, 
compared with 1.3 percent in 1965. The birth rate in 
1974 was 19 per 1,000 population, down from 23 
in 1965. The death rate in 1974 was II per 1,000 
people, up from 10 in 1965. 

The population decrease stemmed from net 
emigration to labor-short countries of Western 
Europe and to Brazil. Too recent to be included 
in the figures, however, has been the recent flow to 
Portugal of thousands of migrants from strife.torn 
Angola. 

The per capita gross national product of Portugal 
increased between 1965 and 1973 by about 72 
percent. In 1965 it was $760 per capita and in 1973, 
$1,310 per capita. 

Anew Government program provides family plan. 
ning services within the 40 clinics of the Health De. 
partment Services. Such services are provided in 
cooperation with the Family Planning Association 
and are available primarily in the suburbs and some 
rural areas. All methods of contraception are avail-
able at the various clinics and at the Maternity and 
University Hospitals in Lisbon. 

The advertising of contraceptives isillegal. Sterili. 
zation is prohibited except when life is in danger, 
Abortion also is illegal, even on medical indications, 

The Government maintains a social welfare 
fund. Since January of 1974, education is free and 
compulsory for ages 6 to 14 years. The Government 
plans to expand higher education, doubling the 
number of universities from 4 to 8. 

Romania 
Between 1965 and 1975 the population of 

Romania rose some 11 percent, from 19 million to 
21 million. While the death rate remained unchanged 
at 9 per 1,000 population (1965 to 1974), the birth 

rate climbed by a third, from 15 to 20 per 1,000, re
suiting in a 1.1 percent annual rate of natural increase 
in 1974. 

Romania's population data fail to reveal the 
dramatic story of an abrupt, though short.lived, 
fertility change clearly wrought by Government 
policy-a change probably unique in demographic 
history. Following the example of Soviet Russia 
2 years earlier, Romania adopted in 1957 what 
quickly became recognized as the world's most 
liberal abortion policy. Abortion solely at a woman's 
request in the first trimester of pregnancy became 
available on an outpatient basis at hospitals through
out the country. No bureaucratic procedures were in
volved, thus safeguarding secrecy, and costs were 
low. Despite some official efforts to encourage 
modern contraception, the number of abortions rose 
sharply, reaching a total of over I million in 1965, 
or four abortions per live birth. 

Meanwhile, the birth rate dropped from 22.9 
per 1,000 population in 19 57to 14.3in 1966.Alarmed 
at the implications for the country's future 
population and women's health, the Government re
versed its abortion policy in October 1966. Legal 
abortion was restricted to cases involving risk to the 
mother's life or of fetal defects, rape, women over 45 
(lowered to 40 in 1972) or supporting four children, 
and to cases involving an explicitly defined set of 
physical and mental conditions. Also, family allow. 
ances were increased, and lump-sum payments equiva. 
lent to $85 (now $181) were instituted for each birth 
beginning with the third child. Further, a child
lessness tax on persons aged over 25 was reintro. 
duced, divorce was sharply curtailed, and official 
importation of pills and IUD's was discontinued. 

The effect on the birth rate was immediate. From 
a low of 12.8 births per 1,000 population in Decem
ber 1966 (1 month after the new law took effect), it 
tripled to 39.9 in September 1967. Thereafter, how. 
ever, the rate receded slowly on an almost month-to
month basis, reaching 17.2 per 1,000 population in 
December 1973. 

Legal abortions were reported to have dropped 
to 51,700in 1967. Registered abortions then mounted 
again to 381,000 in 1972. Included in these 
totals is a disproportionate proportion of "spon
taneous" abortions treated in hospitals. This and a 
striking rise in maternal deaths associated with 
abortion (from 19 per I million women aged 15 to 
45 in 1966 to 69 per million in 1971) suggest that 
illegal abortions contributed to the resumption of 
falling birth rates after 1967. Pills and IUD's remain 
officially restricted to use c" ;y on medical indication 
and under gynecological upervision. 
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The, fficial Government population policy has 
been to institute a wide mix of measures, including 
family incentive payments aimed at achieving reason-
able population growth and ensuring the well.being 

of individuals. Also, there are monthly allowances for 

children of workers up to 16 years of age, state aid to 

families with four or more children, a 30-percent in-
come tax reduction for families with three or more 

children, paid maternity leave of 112 days, and 

optional halftime work at half pay without loss of 

seniority for all employed women with children 
under age six. 

In 1966, 73 percent of all Romanian women aged 

15 to 49 were employed. The slight upturn in the 
birth rate from 18 in 1973 to 20 in 1974 suggests, 

however, that a relatively abundant labor supply and 

increasingly attractive incentives may be encouraging 
more women to opt for larger families over full-time 

employment, 

Spain 

The population of Spain in mid-1975 was 35.6 

million, an increase of 3.5 million, or 11 percent, over 

the 1965 level of nearly 32.1 million. This growth 
was 24 percent greater than that of the previous
decade when the increase was 2p8 million. 

The rate of natural increase in 1974 is estimated 

at 1.1 percent per year, down slightly from a decade 
1965 was about 21earlier. Whereas the birth rate in 

per 1,000 population, it had dropped by 1974 to 
in the same period declined19. The mortality rate 


from 9 per 1,000 people to 8.
 
The per capita gross national product of Spain 

increased between 1965 and 1973 by about 53 
percent. In 1965 it was $1,130 per capita and in 
1973, $1,730 per capita. 

Spain traditionally has been a country of heavy 

emigration, in earlier years primarily to Latin 

America, the Philippines, and North Africa. Beginning 

in 1960, however, continental emigration has become 

a demographic, economic, social and political 
phenomenon of considerable consequence. Estimates 

indicate that between 1959 and 1970, 1.74 million 
Spaniards left their homeland and established them-

selves in other European countries. Some surveys 
show, however, that up to 80 percent of these re-

turned to Spain within 3 years. 
Spain also has been a traditionally pronatalist 

country, officially opposed to measures for fertility 
control. Equating population growth with national 
aspirations for "great power" status, the Government 

for centuries has sought consistently to Increase 
Spardsh fertility levels. 

In addition to the pronatalist policies, Spain also 

was, for many years, characterized by a strongly 

rural society, relatively low social mobility, and 

himited1 industrialization-factors which have tended 

to cont'ibute to high fertility levels in other countries. 
However, Spanish marital fertility has not been 

markedly higher than that of other Western European 
populations, a puzzle which demographers find diffi. 
cult to explain. 

There are no organized family planning services 
in the country, although such services are available 
privately and to a limited extent in hospitals. The 
sale of contraceptives is illegal, but condoms are 
available as preventives against venereal disease. 

Oral contraceptives are available on prescription from 

private physicians as cycle regulators. No precise 

means of determining the usage of contraceptives in 

Spain is available, but one Spanish demographer-
Salustiano del Campo-estimates that perhaps 12.2 
percent of all women between the ages of 15 and 49 

may be using pills. A 1973 survey of women about 
the methods they believe are most used for birth 

control indicates that the most well-known method 

is the pill but that the most used in Spain, in the 

opinion of those interviewed, are condoms and 
withdrawal. 

Abortion is condemned in Spain as a crime 

deserving of harsh sanctions. Demographers such as 

Charles F. Gallagher suggest, however, that extensive 

resort to illegal induced abortion, together with the 

practice of coitus interuptus, may go far to explain 

the absence of a higher fertility rate in Spain. 

Sweden 
The population of Sweden in mid-1975 was 

or nearly8.2 million-an increase of about 6 percent 

460,000 over the 1965 total of 7.7 million. Upwards 

of one-half of the increase came from immigration. 

The Swedish birth rate has been consistentl 
among the world's lowest since the 1930's. Without 

the higher fertility of post-World War 11 immigrants 
and, until recently, a declining death rate, the sur

plus of births over deaths would be wiped out, 
leading eventually to a decreasing population. 

The per capita gross national product of Sweden 
increased between 1965 and 1973 by about 22 
percent. In 1965 it was $5,050 per capita and in 
1973, $6,160 per capita. 

Family planning is regarded as of great im. 
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portance in Sweden, although for reasons other than 
that of avoiding a population increase. Here the 
basic assumption behind family planning isthat every 
child should be wanted and taken care of properly. 
Also, family planing is widely regarded as a basic 
right, essential to personal freedom and dignity. 

As an indication of the importance of immi-
gration to the Swedish balance of population, it is 
estimated that during the post-World War II period, 
immigration has accounted for roughly 40 percent 
of the country's total population growth. In 1969 
and 1970, the net gain from immigration was larger 
than the natural increase (roughly 60 percent of 
total increase). Today, one out of every 13 Swedish 
inhabitants is an immigrant. Of the more than 
600,000 immigrants now living in Sweden, about 
200,000 have become Swedish citizens. 

Immigrants arc important to the Swedish popula-
tion balance for more than their initial numbers, 
however. Age-specific fertility rates are about 20 
percent higher for the foreign-born than for the rest 
of the population. 

The highest rate of net immigration was registered 
in 1970 when more than 48,000 foreign nationals 
entered Sweden. The greatest deficit in net immigra-
tion was reached in 1972 when emigration exceeded 
inflow by more than 11,000. The numbers in both 
cases were made up chiefly of foreign-born laborers. 
Immigration to Sweden is dominated by Finns, the 
proportion varying from 30 to 60 percent, and about 
half of all immigrants have been in the 20-34 age 
bracket, males being in the majority. 

Meanwhile, the annual rate of natural increase 
declined during the 1965.74 period from a level of 
0.u percent to 0.2 percent. The decline stemmed in 
part from a decrease in the birth rate and in part 
from a small increase in the mortality rate. The 
birth rate declined from a level of 16 per 1,000 
people to 13. The mortality rate increased from 
a level of 10 per 1,000 population to 1i. 

The Swedish Government provides family plan-
ning services through its extensive public health 
network. It also provides assistance to the Family 
Planning Association which runs two clinics. All 
methods of contraception are available. Gradually
liberalized and increasingly broadly interpreted since 
1938, the abortion law was changed in 1974 to per-
mit abortion solely at a woman's request during the 
first trimester of pregnancy. Sterilization on request 
for any resident aged 25 or over was legalized in May 
1975. Sex education was introduced in the school 
system in the 1940's and made compulsory in 1956. 
Such education contains information on human 
responsibility, basic physiology, and sexual life, 
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and alms to counteract shortcomings arising, from 
ignorance and thereby promote a harmonious rein
tionship between individuals. 

A recent investigation shows that there is wide
spread use of different contraceptive means and 
methods in the country. According to a 1969 study 
of legal aspects of abortion, some 350,000 children 
would have been born in Sweden had no form of 
birth control been practiced. The actual number 
born was 108,000. 

Sweden has long been active in the international 
debate on the population issue and has advocated 
that the United Nations organization should play a 
leading role in this field. It also has been active in 
assisting developing countries with support for family 
planning activities. 

The budget for population activities abroad has 
increased from some $200,000 annually in 1960 
to approximately $15 million in 1972. Roughly 
half of the assistance has been provided on abilateral 
basis. It has mainly consisted of contraceptives, 
clinical and printing equipment, vehicles, audiovisual 
materials, the provision of experts and, to a lesser 
extent, financial support to national family planning 
programs. The other half has consisted of resources 
channeled through international organizations and to 
applied research. 

Switzerland 

The population of Switzerland increased by II 
percent during the 1965.75 decade, totaling about 
6.3 million (official estimates) at the end of 1975 as 
compared with nearly 5.9 million in January 1966. 
The 400,000 increase was about one-half the incre
ment of the previous decade. 

The Swiss Bureau of Statistics reports that the 
rate of natural increase dropped from a level of 0.9 
percent per year in 1966 to 0.4 percent in 1974. 
It states that the birth rate in 1974 was 13 per 1,000 
population, down from 19 in 1965, and that the 
death rate in 1974 was 9 per 1,000 people, the same 
as in 1965. 

The per capita gross national product of Switzer
land increased between 1965 and 1973 by about 27 
percent. In 1965 it was $5,000 per capita and in 
1973, $6,350 per capita. 

The Public Health Department of the Canton de 
Vaud became an affiliate member of the International 
Planned Parenthood Federation (IPPF) in 1957. 
Family planning services therefore are available 
through this Department and the University Hospitals 



of Basel, Geneva, and Lausanne. The Federal Govern-
ment has no official policy for planned parenthood. 

The Schweizerische Gesellschaft fur Familien. 
planung (SGF) in Basel also promotes planned parent. 
hood through general practitioners and other medical 
services. Pro Familia, a Federal family welfare organi-
zation, is a corporate member of SGF. 

The Public Health Department in the Canton de 
Vaud encourages planned parenthood for the pro. 
tection of the family and to combat abortion. It also 
publishes sex education literature. Lectures are given 
by physicians, family counsellors, nurses, and social 
workers cooperating with the Pro Familia center 
on various aspects of planned parenthood and sex 
education. Sex education also is included in the 
school curriculums in the Canton de Geneva. 

There is no law against contraception in Switzer-
land although local religious influences sometimes 
make the obtaining of advice difficult. Abortion is 
available on broad medical indications in some 
Cantons, and a large number of women from neigh-
boring countries avail themselves of it. Availability 
of contraceptive advice from physicians depends 
upon the attitudes of individual physicians. 

Through 1975, Switzerland had pledged some 
$190,000 in assistance to the multilateral popula. 
tion programs of the United Nations. 

United Kingdom 

The 1965-75 decade in the United Kingdom was 
marked by a slow increase in population, an exten-
sion of immigration restrictions, and expansion of 
Government activities in the family planning field, 

The population in mid-1975 was 56 million, 
an increase of 3 percent (1 .7 million) over the 1965 
level of 54.3 million. The annual rate of natural in-
crease declined from a level of 0.6 percent per ,ooo 
population in 1965 to 0.1 percent in 1974. The de-
dine stemmed almost entirely from a drop in the 
birth rate, the level of 18 births per 1000 popula-
tion in 1965 falling to about 13 in 1974. The mor-
tality rate held relatively stable throughout the 
period at about 12 per 1,000 people. 

The per capita gross national product of the 
United Kingdom increased between 1965 and 1973 
by about 21 percent. In 1965 it was $2,580 per 
capita and in 1973, $3,120 per capita. 

Although the United Kingdom is among the most 
densely populated countries (only Bangladesh, Japan, 
the Netherlands, Belgium, and a few island states 
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are more so), Government population measures 
have been more concerned with matters of distri
bution than with growth. 

Since 1930, and more particularly since World 
War II, the Government has aided areas of high un
employment and encouraged the growth of industry 
there by means of tax, loan, and other fiscal in. 
ducements. Other means of encouraging and guiding 
effective movement of population and industry have 
included the founding of 33 new towns now housing 
more than 1.7 million people. In England and Wales, 
II of 23 new towns are designed to relieve housing 
problems in Greater London. 

A large net immigration during the years 1960.62 
(about 388,000 people) led in 1962 to the first 
act to control immigration from British Common
wealth countries and contributed, in part, to a 
growing concern during the 1960's with the problem 
of population increase as a whole. The Common
wealth Immigrant Act of 1968 extended the restric. 
tions applying to Commonwealth citizens, including 
the requirement making entry of each person subject 
to possession of an employment voucher. European 
Community nationals, however, are now able to move 
freely between member states, including the United 
Kingdom and need only a residence permit. However, 
net migration has been outward since 1963. During 
the years 1970-72, for example, total immigration 
was 201,000 and emigration 240,000. 

The Government has adopted no formal popula
tion policy, but a body of legislation was developed 
during the 1960's concerning family planning, abor
tion, and women's rights. These measures, while not 
enacted for demographic purposes, can be expected 
to have a demographic effect. 

The Family Planning Act of 1967 empowered 
local health authorities to give contraceptive advice, 
without regard to marital status, for non-medical as 
well as medical reasons, and to use voluntary organi
zations such as the Family Planning Association as 
agents. Impetus for further expansion of Govern
ment activities in the family planning field stemmed, 
in part, from the recommendations of a Government
sponsored Population Panel which began an inquiry 
into national population problems in 1971 and issued 
a report in 1973. 

General conclusions of the panel included the 
view that "the concept of optimum population is 
impossible to define in terms which provide any 
useful basis for policy making" but "a slower rate 
of increase is clearly preferable to a faster," and "the 
sooner we can approach the conditions necessary for 
a sustainable stationary population the better ... " 
The panel indicated that drastic Government action 



might not be needed, but that efforts to reduce un-
planned pregnancies would be desirable. Steriliza. 
tion and abortion services, It held, should continue 
to be available. 

The panel also made a number of recommenda-
tions on research and recommended the dissemina-
tion of information about family planning and about 
population size and growth. It suggested that the first 
positive step toward a population policy be develop, 
ment of comprehensive family planning services 
,3 an integral part of the National Health Service. 

In 1974 family planning was made a normal part 
of health service arrangements, and the Government 
decided it would provide free family planning advice 
and make supplies of contraceptives available free of 
charge for both medical and nonmedical reasons. 

In 1974 the Family Planning Association acted 
as the agency providing family planning services for 
98 of the 113 new area health authorities. Of 160 
programs offering free consultation and free supplies 
for medical reasons, 131 also gave free consultation 
for nonmedical reasons (and 38 of the 131 gave free 
supplies in addition). 

Abortion on grounds other than the preservation 
of a woman's life was first legalized in the 1967 
Abortion Act, effective in 1968. (The Act did not ex-
tend to Noithern Ireland.) The Act states that a 
doctor may terminate a pregnancy if he and another 
doctor consider: (a) that the continuance of the 
pregnancy would involve risk to the life of the 
pregnant woman or injury to the physical or mental 
health of the pregnant woman or any existing 
children of her family greater than if the pregnancy 
were terminated; or (b) that there is a substantial 
risk that if the child were born it would suffer from 
such physical or mental abnormalities as to be 
seriously handicapped. 

The number of legally induced abortions in the 
United Kingdom since the 1967 Act came into effect rose from 68,000 in1968 to a peak of176,000 in1973, 

with abortions performed for nonresidents comprising 
almost a third of the total by 1972. However,abortions 
dropped in 1974. In England and Wales between 1973 
and 1974, abortions declined from 110,600 to 109,400 
nonresidents a 

A committee appointed by the Government In 
1971 to review the effect of the 1967 Abortion Act 
reported in 1974 (Lane Committee, 1974). After 
receiving evidence from several hundred organizations 
and individuals, the committee recognized that re-
sponding to the demand had imposed considerable 
strain on the National Health Service and that there 
were Inequalities in obtaining services. However, the 

committee's unanimous conclusion was that "the 
gains facilitated by the Act have much outweighed 
any disadvantages for which it has been criticized." 

The 1973 report of the Population Panel made 
population projections to the year 2011 based on 
low, medium, and high population growth rates. 
The low model assumed a fertility rate that would 
decline by about 2.5 percent a year until 1977 to 
reach a gross reproduction rate of 1.02 and a net re
production rate of 1.0 (approximately the replace. 
ment level). In such an eventuality, ., population 
of the United Kingdom by 2001 woul, increase by 
about 12.2 percent, averaging 2.8-3.0 percent per 
decade and reach a total of 60.7 million. 

Assuming a medium growth rate of 4.1.6.0 per. 
cent per decade, the population would increase by 
about 22.2 percent and reach a total of 66.1 million 
in 2011. With a high growth rate of about 5.6-10.7 
percent per decade, the population would increase by 
about 37.7 percent, a 2011 total of 74.3 million. 

The United Kingdom entered the field of popula. 
tion assistance to developing countries by providing 
bilateral (country.to.country) aid in 1964 and multi. 
lateral aid in 1967 (through international agencies). 

A specialized unit, the Population Bureau, was 
established within the Ministry of Overseas Develop. 
ment to increase the capacity of the United Kingdom 
to give development assistance for population work 
by promoting training and research. In the fiscal 
year 1974-75, bilateral population assistance totaled 
an estimated $2.5 million and multilateral assistance 
totaled about $3.5 million. Together with other 
population assistance, the total for the United King. 
dom in fiscal year 1974-75 came to more than $6.1 
million, representing I percent of all British assistance 
programs abroad. 

Assistance isalso given by private agencies such as 
Oxfam and the British Family Planning Association. 

Facilities for population training and research,directed mainly toward development assistance, 

have been increasing. The David Owen Centre for 
Population Growth Studies was set up at University 
College, Cardiff, in 1972 as an international and inter
disciplinary training and research center. A Centre
for Overseas Population Studies is being estabished 
at the London School of Hygiene and Tropical Medi. 

cine to provide training, research, and consultation 
services on population for developing countries. 

U.S.S.R.
 
The population of the Soviet Union-the third 

most populous country in the world-Increased just 
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over 10 percent during the 1965-75 decade to reach 
an estimated total of 254.3 million in mid-1975. 
This was about 23.4 million over the mid-1965 level 
of 230.9 million-an increase nearly one-third less 
than in the previous decade, 

The annual rate of natural increase declined 
moderately from a level of 1.1 percent in 1965 to 
about 0.9 percent in 1974. The decline stemmed 
almost entirely from a moderate increase in mortality, 
During the period the birth rate decreased from about 
18 per 1,000 (1965) population to 17.0 in 1969, and 
then apparently rose again to about 18 in 1974. The 
mortality rate-still one of the lowest in the world-
increased during the same period from about 7 per
1,000 population to 9, due primarily to the gradual 
aging of the population. 

The per capita gross national product of the 
U.S.S.R. more than doubled between 1965 and 1973. 
In 1965 it was $1,020 per capita and in 1973, $2,300. 

The Soviet Union has been a country of rapid 
demographic change. Official statistics indicate that 
as compared with 1913 levels, the birth rate by 
1973 had been reduced by over half as had the mortal- 
Ity rate. Average life expectancy has more than 
doubled-from 32 to 70 years.* Most of this change 
occurred in the 35-year period ending in the late 
1940's. The present-day pattern, characterized by a 
low overall level of births and a low mortality rate, 
has prevailed ever since, 

Widespread differences in the pattern of growth
exist between various parts of the country, however, 
Birth rates are relatively low in Latvia, Estonia, the 
Ukraine, the Russian Federation, Georgia, and 
Byelorussia-areas accounting for nearly 80 percent
of the total population of the U.S.S.R. 

Urbanization in the U.S.S.R. has been rapid for 
several decades. In 1974 the urban population 
accounted for 60 percent of the total, compared with 
18 percent in 1913. This increase was mainly due to 
migration from rural areas, reflecting in part the rapid
growth of industry in the Soviet Union. Between 
1926 and 1971, 955 new towns and cities appeared, 
Cities with populations over 100,000 increased from 
31 to 222, while the number of their dwellers in-
creased irom 9.5 million to 77.5 million. 

Over the period between the censuses of 1959 
and 1970, the urban population of the U.S.S.R. 

*Central Statistical Board, the Council of 
Ministers of the U.S.S.R. The U.S.S.R. in Figuresfor 
1973: Statistical Handbook. Moscow: Statistinka 
Publishers, 1974. 

had grown by 14.6 million due to natural increase, 
by, 5 million due to conversion of rural settlements 
into urban ones because of their industrial develop. 
ment, and by more than 16 million on account of 
migration from country to town. There has been 
relatively little international migration for half a 
century. 

The Soviet Union has no announced population 
policy, but a study issued by the Joint Economic 
Committee of the U.S. Congress ("Soviet Economic 
Prospects for the Seventies," issued June 27, 1973) 
comments upon growing Soviet concerns which might 
lead to such a policy. The study reports that the over
all decrease and regional imbalances in the population
growth rate have been often noted in the press and 
academic circles and are subjects of increasing dis. 
cussion and analysis. In the mid-1960's, the serious 
study of demography was allowed to resume after 
a lapse of nearly 30 years, and a number of research 
institutes and academic centers are now engaged in 
population research. 

Numerous studies have shown that the fertility 
of Soviet women is being increasingly affected by 
the desire for small families. Included in the factors 
responsible are urbanization, shortage of housing, 
industrialization, increased demands for education, 
and greater participation of women in political, eco
nomic, and cultural activities. The ready availability 
of abortion-available on demand since the early 
1920's except for the period 1936-55-and the 
increasing availability of contraceptives have made 
it relatively easy for Soviet women to control 
numbers of births and accommodate to new patterns 
of life. 

Surveys designed to determine desired and actual 
size of the family have been conducted in recent 
years by various institutions. In 1966 the Demo. 
graphic Laboratory of the Scientific Research Insti
tute, Central Statistical Administration, surveyed 
1,462 women employed in several light industry
enterprises in Moscow. The results indicated that 
well over one-third of the respondents wanted only 
one child or none while 95.5 percent wanted two or 
less. 

The desired number of children in other areas, 
however, is significantly higher than that cited for the 
city of Moscow, particularly in the rural areas. A 
1969 nationwide survey of some 36,000 married 
women under age 40 revealed the average ideal 
number of children to be 2.89. The average intended 
family size for the whole of U.S.S.R. was 2.42. 

The total size of populatio- reportedly is not of 
as much concern to researchers and officials as are the 
long-term implications for the numbers of potential 
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mothers and of entrants into the work force. Since 
its earliest years, the Soviet Government has paid
little attention to population policy, for until re-
cently Its labor supply was ample and at no time has 
there been a problem of overpopulation. 

In 1955 a Government decree liberalized the 
1936 prohibition against abortion, stipulating that 
abortions must be performed only by qualified 
personnel in medical installations. 

Under current regulations, an abortion is not to 
be performed if the health of a woman is endangered 
or if a previous pregnancy was terminated within the 
preceding 6 months. Reportedly, it is now the usualpractice that a gynecologist discusses with eachworatic tharaonefoe loitiusses w ea n woman the reasons for her application for abortion 
and warns her of possible adverse consequences. In 
cases of social difficulty a lawyer is consulted. If the 
pregnant woman persists in her request for abortion, 
her application m ust be approved. Term ination is 
performed in a hospital at very low cost free,or 
Reliable data on the number of abortions performed 
annually are not available for the country as a whole, 
but the total isbelieved to be very large. 

Reports onin the Unionthe extentvary of contraceptiveAccordingpracticeSoviet widely. to the 

Congressional study various types of contraceptives 
are available, including the pill and the IUD, althoughthe condom reportedly is the most widely used. 

Officially, demographic policy in the Soviet 
Union is regarded as one of the elements of the 
socioeconomic policy of the state. According to 
Soviet officials, the nation's population policy 
is designed to improve the conditions of life and 
work of the people. The social welfare system in-
cludes health all oa n csbi fr h s a d b y o n , a d o herr t i rdinsurance, paid maternity leave, birth
allowances for third births and beyond, and other 
benefits relating to births, 

There is no planned parenthood association in 
the Soviet Union. Advice is theoretically available 
within the public health service, at local health 
centers, and obstetrics and gynecology departments 
of hospitals. Planned parenthood training reportedly 
is included in the curriculums of physicians and 
midwives as a matter of routine. Many periodicals 
carry articles on various aspects of planned parent-
hood describing methods of contraception, clinical 
trials, and other activities. Two booklets have been 
produced by the Ministry of Health on abortion and 
methods of contraception. 

According to a series of four population projec-
tions prepared by the U.S. Bureau of the Census, the 
population of the Soviet Union can be expected to 
number between 292 million and 348 million by the 
year 2000. If fertility remains at the 1971 level, 

as assumed by the second of the four projections, the 
total population is expected to be around 319.5 
million by the year 2000. This figure would be about 
65 million above the 1975 total of 254.3 million. 

Yugoslavia 
Yugoslavia experienced a 9.8 percent increase in 
Yula i dua rin e 1 9 .8dec e . The aseuln 

population during the 1965-75 decade. The popula.
tion in mid-1975 totaled about 21.4 million, anices f2mlinoe h i-95lvlo
19.4 million. The increase was slightly smaller than
the increment of the preceding dccade, hov.ever,evinci n t of pp ulaing rowt h. 
evidencing a slowing of population growth.
level of 1.2 percent per year in 1965 to 0.9 per. 
e nt in 1 . p e c n t e e in was a d e r cent in 1974. Affecting the decline was a decrease 

in both birth and death rates. The birth rate in 1974 
was 18 per 1,000 population, down from 21 in 
1965. The death rate in 1974 was 8 per 1000, down 
f 9 in 197,0 

from 9 in 1965.Thle per capita gross national product of Yugoslavia increased between 1965 and 1973 by about 59percent. In 1965 it was $690 per capita and in 1973, 
$1 10 per capita$1,100 per capita.

Marked differences among the eight major regionsof Yugoslavia constitute the most distinguishing 
feature of the national population picture. in 1969. 
the birth rate in the multinational Vojvodina region 
was 13.1 per 1,000 population, among the lowest in 
Europe. At the same time, the birth rate in the 
Kosovo region, largely Albanian in makeup, was 37.9 
pe r 1 ,0 0 0 . Such region a l div e rsity in fe rtility is 
affected by the differences in levels of economic 
and social development, social structures, history, 
religion, custoi-, literacy rates, and the quality and 
availability of health and social services. 

The head of the Center for Demographic Re
search in Belgrade has summarized the overall 
picture as follows: 

"The transitional demographic period, which Is 
characterized by falling birth and death rates and by 
changes in the age distribution of the population, is 
virtually at an end in areas with a low birth rate, 
fully established in areas with a medium birth rate, 
and just beginning in areas with a high birth rate 
(Kosovo and some other smaller regions)." 

The Center's projection of future population
growth looks toward a continuation of present rate 
trends, with levelling off in low birth-rate regions
partly balanced by the onset of the "transitional 
demographic period" in Kosovo and other high 
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blith"rate ' 'ockets. Given also the relatively youth. 
fUl ag6 structure of the present population, the 
nationwide total number of births per year is ex-
pected to rise slowly throughout the 1970's and then 
sink slowly in the early 1980's. According to the 
Center's projections, the total population can be 
expected to reach 23 million in 1981 and 23.5 
million in 1986. 

Family planning programs are supported by the 
Communist Party and the state. Contraceptives 
and contraceptive information are freely available 
in principle, the former through medical centers, 
some practitioners, and pharmacies and the latter 
through medical centers, through the work of the 
Councils for Family Planning, and more recently 
through courses in sex education and human rela-
tions being introduced in the schools of some areas. 
The Federal Council for Family Planning in 1969 
reported about 500 health institutions concerned 

exclusively or partially with contraception. Twelve 
contraceptives are now available on the market, 
Including five oral, three mechanical, and four chemi
cal methods. Distribution, however, is reportedly 
uneven. According to the first countrywide family 
planning survey conducted in 1970, abortion was 
then still the most common method of fertility 
control, used by 45 percent of the married re
spondents. Some 44 percent used no contraception, 
38 percent relied on coitus interruptus, 3.6 percent 
the pill, and 1 percent the IUD. 

Legislation to legalize abortion was enacted in 
1952 and subsequently amended in 1960 and 1969. 
The effect of all these acts has been to make clinical 
abortion available to anyone desiring it. The 1969 
law attempts to tighten the conditions, however, by 
requiring that the applicant be warned of the dangers 
and advised to desist, and that she be given informa
tion on contraceptive techniques and availability. 
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Latin America
 

Central and South America 
The rate of population growth in Latin America 

in 1965.75 was highest of the world's regions, 
Mainland population increased 33 percent-rising 
from 219 million in 1965 to over 290 million in 1975. 

Latin America's annual rate of natural increase_ 
the excess of births over deaths per 1,000 people-
was 2.9 percent in 1974, up slightly from 1965. De-
creases in many countries, notably Chile, Colombia, 
Costa Rica, Nicaragua, Panama, and Venezuela, were 
more than offset by gains in populous Argentina, 
Mexico, and Peru. 

Persons under age 15 accounted for 42 percent of 
the Latin Americanthe populationpoulaioninin 1975, as comparedati Amricn 975,as ompred 
with 36 percent for the world. This composition of 

the population points to continued expansion over a 
period of many years even if, as seems likely, there is 

significant progress in reducing of natural in-rates 
crease.illegal 


crease. 
Latin America's net migration in thle 1960-70 

period has been placed by the United Nations at a 
net outflow of 1.9 million. Although complete statis-
tics are not available, a continued outflow probably 
took place in 1970-74. In those years, legal migration 
from Latin America into the United States alone 
totaled 447,000 persons, of whom 300,000 Wye 
from Mexico. Other significant migration streams 
flowed to Canada and Europe. Illegal migration added 
still more to the out-movement. 

Latin America's rapid population growth, only 
slightly dampened by migration, has hampered 
economic and social development generally. For 
individual Latin Americans it has adversely affected 
employment opportunities, health services, educa-
tion, housing, the crime rate, and the overall quality 
of life. 

One effect on individuals is revealed by statistics 
on gross national product (GNP). Total GNP in the 
region increased at an average annual rate of 7.2 
percent between 1970 and 1974. This respectable 
rate of gain, however, was held by population 
increase to an average per capita GNP growth of 4.2 
percent. 

The high proportion of young people in Latin 
America's population mix helps to produce an un-
favorable dependency ratio. This means that people 
of working age must support many others, not only 
most of those vnder age 15, but also some over age 
64. The result is a low standard of living for workers 

and dependents alike. 
The problems are most acute in the cities, some 

of which are expected to double in size within 10 
years. The population of Mexico City is increasing 
at the rate of II percent annually and Mexico now 
has 35 other cities with more than 100,000 people. 
Brazil, Argentina, and several other countries are 
experiencing similar rapid urban growth, not only 
from high rates of natural increase but also from a 
heavy influx of people from rural areas. in most of 
the large cities, unemployment and underemploy. 
ment rates are high. The increasing demand for 

goods, services, and facilities cannot be met coin

pletely, especially with regard to housing, education,and health. 

abortions in all countries of Latin America. 

Popltil 
coraties r a n the poulation 

ae large or the oghlinin 
illel ronsill counte of incAec. 

Abortion has been especially prevalent in the coun. 
tries at the southern "cone" of South America-
Argentina, Chile, and Uruguay. Abortions, many of 
them crudely performed, are a principal source of 
maternal illnesses and deaths. 

The impact of rapid population growth on eco. 
nomic and social development, and its relation to 
abortion, has increased Latin America's awareness 
of the need for family planning, which is often re
ferred to in the region as "responsible parenthood." 
There also has developed in recent years a strong 
belief that individuals and couples have abasic human 
right to information and the means of determining 
freely and responsibly the spacing of their children. 

Awareness of population problems has en
gendered official policy and statutory changes 
creating an increasingly favorable atmosphere for 
contraceptive use. In the past 10 years, family plan
ning programs have come into operation in most 
countries. These developments in the formative years 
of 1965.75 show promise of significantly reducing 
Latin America's rate of population increase in the 
years ahead. 

Some of the break.throughs have been substantial, 
especially in Mexico. 

Mexico, long noted for its opposition to contra
ception, reversed its policy in the early 1970's. In 
1975 family planning services were available in 431 
Government clinics and 91 clinics of a private organi
zation. A "Phase II"program was planned for estab
lishment of some 2,000 new rural health posts to 
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Estimated Vital Rate 'in Selected 
Countries in Latin America, 1974 

LI 
Natural Increase 
per 1,000 population 

Deaths per 1,000
population 

Births per1,000 
population
(Whole bar) 

Mexico 38 8 46 

Bolivia 26 8 44 

Colombia 32 VX91',N 41 

Peru 29 =12 41 

Brazil 28 W -=9 37 

Venezuela 29 7 36 

Chile 20 8 28 

Argentina 1322 

SOURCE: Population Reference Bureau PRB 75-34 

Food and Population in Latin America,* 
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LatinAmerica's rate ofnaturalpopulationIncrease In1974 was 2.9 percent, the highest of the world's major regions. But 
concern about populationgrowthproblemshas led to the establishment ofvigorousfamilyplanningprogamnu InMexico, Chile,' 
COsta Rica, El Salvador, and Panama. Except forArgentina, family planningactivitiesare beingcaned on Inother Latin Amen. 
can coUntries, either with governmentsupportor through privateand Internationalagencie, and organizations. 

offer family planning to the 20 million Mexicans 
living in smaller towns and on farms, 

Brazil, which also has taken the stance of a strong 
opponent of family planning, indicated in a formal 
statement to the 1974 World Population Conference 
in Bucharest that it may be in process of changing 
its earlier position. The Brazilian representative 
noted in his address to the assembly that the ability 
to resort to birth control measures should not be a 
privilege reserved for affluent families only. Instead, 
he stated that it is the responsibility of government 
to provide the family planning information and 
means that may be required by families of limited 
income. In 1975 the Brazilian Government had not 
implemented this stated policy; rather, as in other 
recent years it was remaining largely uninvolved in 
the efforts to establish an effective family planning 
program in the country. It was letting private organi-
zations, state and local governments, and the regular 
commercial market do the necessary work. And these 
instrumentalities, it has developed, have been making 
substantial progress. For example, the major private 
organization, with the strong support of local officials, 
was carrying on in 1975 a pioneering community-
based contraceptive distribution program in some 
areas; about 39 million cycles of oral contraceptives 
were produced locally and distributed in 1974 
through commercial channels; demand for contra-
ceptives in 1975 showed continued rapid growth. 

Ecuador has officially announced availability of 
family planning services through its public health 
facilities. Chile, like Mexico, has taken steps to 
incorporate paramedical personnel into family 
planning programs. The President of Venezuela has 
emphasized his personal commitment to family 
planning and the Government's stated goal is to make 
family planning services available to every Venezuelan 
by the end of 1978. El Salvador in 1974 proclaimed 
an official population policy. 

Although rates of natural increase have not 
declined in most countries, some very significant 

decreases have taken place in birth rates, Chile's 
birth rate declined from 32 per 1,000 population In 
1965 to 28 in 1974; Costa Rica's from 41 to 28; El 
Salvador's from 44 to 40; Panama's from 38 to 31; 
and Venezuela's from 42 to 36. The only countries 
showing increases in birth rates, and those slight, 
were Argentina and Mexico. 

Another factor in the family planning equation 
is the gain in contraceptive availability. In all Latin 
American countries, oral contraceptives are avail. 
able-with or without prescription in pharmacies 
or through hospitals, health centers, family plan. 
ning clinics, or authorized individuals. Condoms also 
are available in all Latin American countries, usually 
without prescription. Other "barrier" types of 
contraceptives--such as diaphragms, foams, and 
jellies-are available in many countries. IUD's are 
available in most countries through health centers, 
family planning clinics, private physicians, or para. 
medical personnel. Sterilization is generally legal. 
Abortion though often practiced as a family plan
ning method is illegal in all of the countries of Latin 
America. 

Proponents of family planning had setbacks in 
a few countries over the 1965.75 period, but they 
offset in only small degree the substantial gains 
made elsewhere in Latin America. 

Argentina's population policy in the mid-1970's 
remained, as it had been for a number of years, 
pronatalist. In March 1974 the Government by 
executive decree forbade the dissemination of birth 
control information and closed existing family 
planning facilities. Domestic manufacture of contra. 
ceptives was permitted but their importation in 
finished form was forbidden. Provision of oral contra
ceptives was limited to medical prescription. 

Argentina carried its opposition to family plan. 

Totalfoodproductionin LatinAmerica increasedrapidlyin 1965.74, permittingthe area asa whole to raise currentper capita
food outputsomewhat about the 1961.65 level. In some countries,however, asignificantpart ofsome foodItems isproduced
for export,reducingper capita availability.Foodproductionpercapita has been well above the base periodin most Central 
American countries, Venezuela, Brazil,and Argentina.But anumber ofcountriesin 1974 had smallerper capitafoodpro.
duction,notablyBolivla, Chile, Ecuador, Guyana, Paraguay, Peru, and Uruguay. 
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ning to the 1974 Norld Population Conference in 
Bucharest, 'There Argentina introduced scores of 
'amendments to the Draft World Plan of Action that 
were designed to change the document from one ex-
pressing concern about population growth to one em. 
phasizing recognition of the value of life and of 
human, familial, aitd natural rights. Also at Bucha-
rest, Argentina argued that international migration 
should be considered as an alternative to family 
planning as a solution to the problem of unequal 
population growth. 

Bolivia carries on some family planning activities 
but the "climate" for the program in that country 
has tended to be unfavorable. 

In Uruguay, the Government has given low priori, 
ty to development of population programs. In 1973 it 
put a 10-percent tax on all contraceptive sales to help
finance a fertility center. In 1974 it substantially in-
creased the birth allowance for the third-born child, 
a pronatalist action. 

In many countries, programs for the delivery of 
family planning services underwent some changes in 
1965-75. In the middle and late 1960's, family plan-
ning was carried on largely through private physicians, 
health centers, and family planning clinics. By the 
early 1970's, however, increased use was being made 
of paramedical personnel; in Chile, for example, 
family planning programs have relied heavily on the 
services of midwives. Also in the early 1970's there 
was a shift toward the distribution of oral contra-
ceptives without medical prescription. In some coun-
tries where such distribution is permitted, retail sales 
have been made at low, controlled, subsidized prices; 
in other countries the distribution has been through 
local leaders or by satisfied users of pills. 

Information and education continued to be pro.
vided potential acceptors of family planning over the 
1965-75 period. Information is essential because it 
sets forth the importance of responsible parenthood 
in improving the quality of life and thereby motivates 
families to accept the service, apprises families of 
services available to them, and enhances social ac-
ceptability of the program. All methods of communi-
cation have been used: radio, television, press, publi-
cations, audio-visual materials, films, meetings and 
seminars. Radio, in recent years, has had increasing 
use, especially in Central America-radio having 
the virtue of permitting communication with people 
who are unable to read. 

Training has been emphasized over the 1965-75 
period. More and more paramedical personnel are 
being trained as one means of compensating for the 
shortage of physicians. A special project has been 
carried on since the middle 1960's for developing 

and evaluating innovative family planning programs, 
especially in the field of information and education. 

The need for data on which to base Latin Armeri. 
can programs for health, family planning, housing, 
education, and employment called for continued 
activity in the field of population statistics. Much 
of this work came into focus through the Latin 
American Demographic Center (CELADE), an 
institution located in Santiago, Chile, which provides 
demographic training, information, and advisory 
services for its member countries. Latin America also 
benefitted from such global programs as the World 
Fertility Survey, administered by the International 
Statistical Institute at the Hague, and from U.S.. 
funded development of computerized population
data systems. CIENES, an OAS sponsored training 
center in Santiago, and the Inter-American Statistical 
Institute also have had an important influence on the 
development of censuses and demographic statistics, 
including household surveys. 

Statistics for 1965.75 show that host countries' 
inputs to population programs totaled $21.2 million, 
or 14 percent of total outlays, whereas assistance 
from external sources amounted to $114.9 million, 
or 84 percent of total expenditures. 

External Assistance 
U.S. AID assistance in Latin America is provided 

in large part through organizations that include the 
United Nations Fund for Population Activities 
(UNFPA), the Pan American Health Organization 
(PAHO), the Pan American Federation of Associa
tions of Medical Schools (PAFAMS), the Inter
national Planned Parenthood Federation (IPPF), The 
Pathfinder Fund, the Population Council, the 
Association for Voluntary Sterilization (AVS),
Family Planning International Assistance (FPIA), 
World Education (WEI), and the World Assembly of 
Youth (WAY). Other assistance has been provided by 
the Ford Foundation, the Rockefeller Foundation, 
the Tinker Foundation, and the Scaife Charitable 
Trust, Kellogg, and other organizations. 

AID also provides support on a bilateral basis. 
In 1975 the agency was directly assisting 10 Latin 
American countries (and 3 Caribbean countries) the 
assistance including, but not limited to, supplying 
contraceptives and other commodities and equipment, 
training personnel, providing assistance of full-time 
advisors and short-term consultants, and funding local 
operating costs. 

AID's outlays in the 1965-75 period were as 
follows: 
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AID Population Program Support, Latin America and the
 
Caribbean Islands, Fiscal Years
 

Item 1965.71 1972 1973 1974 1975 1965.75 
1,000 do. 1,000 do. 1,000 doL 1,000 doL 1,000 do. 1,000 dol. 

Country projects .... 22,589 7,223 6,230 4,792 4,238 45,072 
Regional projects .... 26,266 '3,811 7,383 2,655 1,430 41,655 
Latin America Total . . 48,855 11,134 13,623 7,447 5,668 86,727 

lReduction reflects consolidation of some regional projects into worldwide projects. 

UNFPA provides assistance both on a country 
and regional basis to population and family planning 
programs in Latin America. Requests for UNFPA 
assistance increased greatly in 1974 and 1975, es-
peclally for maternal and child health and family 
planning programs. 

In Mexico, UNFPA is supporting, with outlays 
approaching $4.5 million, that country's expanding 
family planning program. InColombia, the agency has 
financed assistance to maternal and child care pro-
grams, purchase of contraceptives, and a population 
census. UNFPA has provided funds of over 
$1,000,000 for programs in Chile, Costa Rica, and 
Ecuador. Substantial assistance has been extended to 
Argentina, Bolivia, El Salvador, Guatemala, Guyana, 
Honduras, Nicaragua, Panama, Paraguay, Peru, 
Uruguay, and Venezuela. 

At the regional level UNFPA has supported, 
thruah th yenices omnss fogra atnd
America, advisory services for census programs and 

research in basic population data and population 
dynamics. Support for CELADE was continued.dynm.Support forlCELAD convideawas tinedn
Support also was provided to the Latin American 

Program for Social Sciences, which is working on 
guidelines for population policies in individual 

counties.followed.countries. 

PAHO, the regional arm of the World Health 
Organization and a specialized agency of the Organi. 
zation of American States, provides technical 
assistance related to population and family planning 
with funds from AID and UNFPA. PAHO seeks to 
incorporate population/family planning in existing 
health systems and organizations through education 
of professional staffs, provision of necessary supplies 
and commodities, and encouragement and support 
of related social and medical research through its 
advisory and consultative services. In Argentina, 
assistance has been given to the expansion of ma-
ternal and child care protection activities In the 

northeastern and northwestern parts of the country. 
In Bolivia, Brazil, Ecuador, Guyana, Peru, Paraguay, 
and Uruguay, national maternal and child health 
units were strengthened. 

PAFAMS carried on between 1969 and 1975 
seminars in medical schools on demography (in
cluding family planning), the teaching of family 
planning in obstetrics and gynecology courses, and 
developing audiovisual materials for teaching popula
tion dynamics and family planning in medical schools. 

The IPPF has provided financial and technical 
assistance to affiliates in most of the mainland Latin 
American countries. Over the 1965-75 period they 
have carried on three major types of action programs: 
information and education work, training, and medi
cal and clinical operations. In many countries the 
IPPF has been the primary source of information on 
family planning-information which has reached thepeople through such means as press, radio, tele
vision, publications, meetings, and seminars. Training
activities, often carried on in conjunction with 
Ministries of Health, have been aimed at a broad 
Mnsre fHathv enamda ra 
spectrum of personnel-physicians, nurses, midwives,and admin'strative assistants. IPPF clinics have blazed 

a trail that health officials of Latin Americaflo e. I u br o o nre, te ciiahave 
In a number of countries, the clinical 

activities pioneered by IPPF have been expanded 
greatly by Ministries of Health and other officials. 

The Pathfinder Fund, with regional offices in 
Chile and Colombia, has furnished technical and 
financial assistance, contraceptive supplies, and litera
ture to pioneering family planning groups in almost 
all Latin American countries. In 1975 Pathfinder 
continued to place major emphasis on seminars on 
population and family planning for decision makers; 
sterilization, clinical services, and research; use of 
mass communications to disseminate information on 
family planning to the general populace; introduction 
of clinical services in both urban and rural areas; and 
training programs. 
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The Population Council makes research, training, 
adlinstitutional development grants, supplies IUD's 
and books, provides fellowships, and offers technical 
advisory services to institutions and individuals 
throughout Latin America. Such regional organi. 
zations as PAFAMS, CELADE, and the Regional 
Population Center have received Council assistance 
for multinational activities in addition to local institu-
tion support. 

Activities receiving grant support in 1974 in-
cluded research at various Latin American medical 
schools and institutions in contraceptives, reproduc- 
tive physiology, and family planning. In 1974 the 
Council supported demographic research in Brazil, 
Chile (largely through CELADE), Colombia, Guate-
mala, and Mexico, and biomedical research studies in 
Argentina, Chile, and Peru. Grants were made to 
assist postpartum programs and other family planning 
services in Colombia and Venezuela. 

The Council supports translation and distribution 
of population literature. Substantial grants for trans-
lation have been made to the Colombian Association 
for the Study of Population. Most Council publica-
tions are translated for broad distribution in Latin 

America, and basic books and research studies are 
made available to libraries of government agencies, 
universities, and other institutions. 

The Ford Foundation's outlays for population 
activities in Latin America and the Caribbean area 
amounted to $14 million through 1974. Increasing 
emphasis was placed in the 1970's on research and 
training programs, improvements of systems for 
contraceptive delivery, and information and educa
tion, while outlays for reproductive science and 
contraceptive development were de-emphasized to 
some extent. 

The Rockefeller Foundation, which has 
supported biomedical research in fertility control 
since the early 1930's, began to make major commit
ments in the late 1950's and early 1960's to the 
solution of population problems in Latin America. In 
1972 support was provided for establishment of a 
Social Science Research Program on Population Prob
lems Relevant to Population Policies in Latin 
America, a program to be conducted under super
vision of the Commission for Population and De
velopment of the Latin American Social Science 
Council. The program emphasizes institution building 

Latin America's totalGNP steadilymoved up between 1970 and 1974 at an average annual rate of 7.2 percent.

The per capitafigure, however, was much lower-4.2 percent-because ofthe gains the
 
region hat been making in population.
 

Economic Growth Rates '
 
in Selected Latin American Countries
 

Total GNP Per capita GNP 
(percent growth) (percent growth) 

Brazil ___________________/ 11.1 8.0 

Colombia _____________,_ 6.8 3.4 

Peru ______________ 6.2 3.0 

Mexico 2.5____ ___6.0 

Argentina 4.8 3.4 

Venezuela ________ 4.3 1.0 

Chile 2.6 0.7 

1/Averag, annual growth ofGross National Product (GNP), 
SOURCE: AiODSRO 1970-1974 PRB 75-28 
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as well as population research by Latin American 
social scientists. Twelve Latin American population 
centers representing Argentina, Brazil, Colombia, 
Chile, Uruguay, Mexico. and Venezuela are now part 
of the program; additional centers in Peru and Central 
America are being considered for membership. 
Foundation grants to El Colegio de Mexico 
supporting its pioneer research and training program 
in the Center for Economics and Demography have 
made a contribution throughout Latin America. 

The Association for Voluntary Sterilization 
(AVS) has, since 1972, stimulated, encouraged, and 
supported voluntary sterilization programs in Latin 
America through grants for the training of physicians,paraprofessionals, and auxiliary personnel and related 
information and education activities. 

Family Planning International Assistance (FPIA)
is the overseas arm of tie Planned Parenthood 

f Plnne 
Federation of America. It supports Latin American 
family planning programs in a variety of ways. It 

is termoersasth Paentood 

supplies contraceptives, medical equipment, audio-

visual gear, and educational and motivational 
materials, such as movies, slides, booklets, pamphlets, 
radio spots, and posters. It supports three informa-
tion and education programs in Central and South 
America-two in Costa Rica and one inColombia. In 
Peru it carries on a special training program for 
medical students and doctors. It provides technical 
assistance. In Ecuador more than 10,000 women are 
receiving family planning services in an FPIA-
sponsored program-the only one run by women 
physicians in Latin America. FPIA's cumulative 
funding of 17 individual projects over four program 
years was $1.8 million. 

The Tinker Foundation's initial grant in the field 
of population was made in 1965 when it awarded 
$500 to the Population Reference Bureau to support 
that agency's Latin American publications. In a 
l0-year period from 1965 to 1975 a total of $1.2 
million was awarded to various population projects, 
mostly in Latin America, to educate or inform 
national leaders about the serious economic and 
social implications of excessive population growth. 

World Education, Inc., helps to incorporate 
family planning concepts into functional literacy 
programs and nonformal adult education. The scope 
of the work falls into definite categories: identifying 
learner needs, designing programs and curricula, 
developing learner-oriented materials, training 
teachers, and assessing program strengths and weak-
nesses. Projects were underway in 1975 in Colombia, 
Costa Rica, Ecuador, Honduras, and, in the Caribbean 
area, Jamaica. 

The World Assembly of Youth (WAY), with 
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regional headquarters in Managua, Nicaragua,' has 
sponsored regional and national conferences in Latin 
America to increase among young people an aware
ness of the relationship between family planning and 
economic and social progress. WAY also issues a 
monthly bulletin, as well as handbooks, slides, charts, 
posters, graphs, and other materials for use in 
seminars and local meetings. 

Axgenfna
 

Thete sof ispopulation growth in Argentinaamong the lowest in Latin America-Il.3 percent a 
year as of 1974-or less than half the combined 
average for all countries of Central and South 
America. If this pace continues, 53 years will beneeded for Argentina's population to double, or 
needereach a levelf of abouta'ou50 lion ToThle mid.1975dlomillion. 
population was estimated at 25.4 million. 

The Argentine Government views this slowgrowth with apprehension rather than approval. It 
argues that "to correct deficiencies and contribute 
to the occupation and integration of the national 
to o u l ation of natioe 
territory" a population of 50 million must be 
year 2000 instead of 2025.
 
ye The2000ninteaGovernment's plan of action for more rapidof 2025. 
population growth includes: 
e Reducing mortality trends. 
9Raising birth rates. 
e Encouraging the flow of immigration. 

* Reducing emigration.
 
The plan also is aimed at regulating internal migra

tion to assure adequate populations in the outlying 
provinces. 

Argentina's desire for an expanding population, a 
policy which is ordinarily designated pronatalist, 
is not new. The vision ofa large and powerful Argen
tina was attractive to the late General Peron, who 
considered his country-with an area roughly the 
same as India's-to be underpopulated. In 1968, 
too, the Government took a strong stand against 
family planning and birth control when the President 
came out in opposition to what was interpreted as a 
suggestion that World Bank aid be tied to a nation's 
efforts to control population growth. Also, the 
Government supported the attitude of [ie Catholic 
hierarchy, which asserted obedience to tie Pope's 
ruling on artificial birth control. (About 94 percent 
of Argentinians profess the Roman Catholic faith.) 
Pronatalism was further reinforced when a law intro. 
duced a wage policy of increasing subsidies and 
school allowances for each child. 



Argentina 
into the international arena. The Population Council, 
in its Report on Bucharest-a summary of happenings 
at the August 1974 World Population Conference-
notes that "Argentina introduced scores of amend. 
ments to the Draft Plan [World Population Plan of 
Action] that were carefully designed to change the 
weight of the document from one that essentially 
expressed concern lest the rate of population growth 
become an obstacle to socio-economic development 
Into one that "... put main emphasis on the recogni-
tion of the value of life and of human, familial, and 
national rights." Argentina also argued at Bucharest, as 
it had at an earlier preparatory meeting, that interna. 
tional migration should be considered as an instrument 
of population policy that could provide countries 
with an alternative solution to problems of unequal 
population growth. 

Earlier, in March 1974, the Argentine Govern-
ment, by executive decree, forbade the dissemination 
of birth control information and closed existing 
family planning facilities. Domestic manufacture of 
contraceptives is permitted, but they must be of-
ficially tested and registered for sale. The importa-
tion of contraceptives in finished form is forbidden, 
Oral contraceptives may be provided only on stringent 
medical prescription. 

The private Asociacion Argentina de Proteccion 
Familiar (AAPF), an affiliate of the International 
Planned Parenthood Federation (IPPF), had provided 
services on a limited scale since 1966. Following the 
Government's decree in 1974, the organization closed 
its 56 clinics in Buenos Aires and the northwest 
provinces. The IPPF noted in its 1974 Report to 
Donors that "the Family Planning Association is 
currently engaged in promotional activities within 
Government circles, inculcating the concepts of 
responsible parenthood, of family planning as a 
human right, and of the need to eradicate the high 
incidence of induced abortion." 

The abortion situation has been given considerable 
attention. A study early in the 1970's at Rawson 
Hospital, Buenos Aires, showed that one.third of 
the pregnancies of the 532 married women in the 
sample ended in abortion, of wich 72 percent were 
said to be illegal. The inference from the study was 
that In urban areas at least one abortion occurred 
for each live birth. 

.... has extended its pronatalist ideas 

External Assistance 
External support, other than that from the IPPF, 

for population programs has come from the United 
Nations Fund for Population Activities, the Popula. 
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tion Council, the Ford Foundation, the Rockefeller 
Foundation, and the Tinker Foundation. Funding 
has been largely for research in demography and 
reproductive biology. 

Bolivia
 

The population of Bolivia had increased from 4.4 
million in 1965 to 5.6 million by mid-1975, again of 
28 percent. The birth rate over that period remained 
stable at 44 per 1,000 people, but the death rate de. 
clined from 20 to 18 per 1,000 per year. The annual 
rate of natural increase in 1974 was 2.6 percent; if 
continued, this would bring a doubling of the popula.
tion in 27 years. 

Bolivia is one of the poorest countries in Latin 
America. It has a per capita GNP of $200, a high level 
of illiteracy, and poor health services. Life expectancy 
at birth in 1975 was only 47 years in comparison 
with the Latin American average of 62 years and was 
the lowest for any country in the Western Ilemi. 
sphere. Ironically, activities aimed at improving 
health in Bolivia tend to intensify population growth 
and its attendant problems. 

Prior to 1973 there were several Bolivian attempts 
to create a family planning organization and initiate 
activities. In 1973, however, following some initia. 
tives from both the public and private sectors, more 
specifically, promotional activities by the National 
Family Center (CENAFA) and some health officials, 
high Government officials seemed to come to the 
view that Bolivia's high population growth rate, if left 
unchecked, would drastically hamper its economic 
and social development. Subsequently, several im
portant steps were taken. 

Notable was the establishment in 1973 of the 
Asociacion Boliviana de Proteccion a La Familia 
(PROFAM), an affiliate of the International Planned 
Parenthood Federation (IPPF). The Ministry of 
Health (MOH) entered into an agreement with 
PROFAM for assistance in providing family planning 
services plus the management of some official MOH 
responsible parenthood clinics. 

PROFAM opened a demonstration clinic in a 
slum area of La Paz in July 1974. Open 6 hours a 
day, it is staffed by two doctors, a nurse, an auxiliary 
nurse, and a social worker. PROFAM also provided 
family planning services for 6 hours daily in a Ministry 
of Health hospital in La Paz, but there are plans to 
extend services in facilities of its own and other 
Bolivian government organizations in Santa Cruz, 
Cochabamba, Potosi, and Oruro and to begin a 
pilot rural project in the village of Sapaqui. 



PROFAM's training activities are carried out 
in coordination with the Ministry of Health. Training 
for physicians, nurses, and paramedical personnel is 
conducted in PROFAM's model clinic in La Paz. 
Information and communication activities of 
PROFAM are aimed at enlisting support of family 
planning through meetings with union and business 
leaders, civic organizations, and other groups plus 
parallel publication of a bulletin and monographs 
directed toward the influential people of Bolivia. 
These activities are coordinated with and supported 
by the activities of the Asociacion Boliviana de 
Educacion Sexual (ABE3), which receives financial 
support from U.S. AID. The National Family Center 
(CENAFA) was established by Presidential Decree 
in 1968 as an autonomous agency under the Ministry 
of Health. Its purpose is to develop and implement 
seminars, demographic research, and publications 
designed to motivate Bolivian government officials 
and the general population to accept family planning. 
It has been influential in the creation of PROFAM 
and ABES and in greatly improving the local 
ambiance relative to the dissemination of family 
planning and sex education information, 

Despite these favorable steps a "climate" favor, 
able to family planning has not developed firmly in 
Bolivia. In March 1975 the Bolivian Catholic Church 
initiated an anti-birth-control campaign through a 
hard-hitting pastoral letter "condemning" as "modern 
genocide" the international support that has been 
given to family planning activities in Bolivia. The 
Government responded vigorously that it supported 
programs of "responsible parenthood" but not birth 
control-the latter term carrying a connotation 
throughout Latin America of Government determina-
tion of fertility. The Church eased tensions to a 
degree by giving approval in public for responsible 
parenthood programs-the stated objective of the 
Bolivian Government. 

External Assistance 
Inputs to family planning programs by AID have 

amounted to $2,003,000 in the fiscal year period 
1969.75. UNFPA approved in 1976 a contribution of 
$1,520,000 for Bolivia's coordinated maternal and 
child health program. In earlier years, UNFPA had 
budgeted $463,000 for a population and housing 
census, maternal and child health services, and a 
regional development seminar. Other agencies con-
tributing to Bolivia's overall family planning program 
include The Pathfinder Fund, the Population Council, 
the Mennonite Central Committee, the World 
Assembly of Youth, and World Neighbors. 

Brazil 

Brazil's population has risen from 81 million in 
1965 to 107 million bymid.1975. Te annual rate of 
natural increase in 1974 was 2.8 percent, or about 
equal to the Latin American average. This would 
bring a doubling of the population in25 years. Births 
in 1974 occurred at the rate of 37 per 1,000 people 
and deaths at 9 per 1,000. A high proportion of Bra. 
zilians-about 42 percent-are under the 15-year.old 
age level. 

Brazil's economy has been strong in recent years. 
The 1970-74 average annual rate of economic growth 
was about 10 percent, while the per capita average 
rate of growth for the same period was 8 percent-both 
well above the Latin American average. But Brazil's 
economic growth dropped to 5 percent in 1975, 
largely due to the burden of higher petroleum prices. 
Income distribution, meanwhile, continues to be an 
aggravating problem in rural and urban areas through
out the countryasawhole.Up to mid-1975, Brazil's reaction to its highpopulation growth has been ambivalent. On the 
one hand, Brazilian officials have argued that the 
nation needs more pcople. The added population 
would occupy the sparsely inhabited north and west 
regions, create a strong internal markct for trade 
and industry, and provide the mininum population 
required to become a major world power. On the 
other hand, the Brazilian representative to the World 
Population Conference in Buchrct3t in 1974 stated 
at that time that "Being able t( resort to birth con. 
trol measures should not be a privilege reserved for 
families that are well off, and therefore it is the 
responsibility of the State to provide the information 
and the means that may be required of families of 
limited income." The central Government has not 
actively implemented this policy. Instead, it has 
allowed States and municipalities to carry on family 

planning services or enter into agreements with pri
vate organizations to conduct such services and has
 
permitted increasingly large sales of oral contra.

ceptives and condoms. 

One private organization, BEMFAM--the Sociedade 
Civil de Bem-Estar Familiar no Brasil, or the Brazilian 
Civil Society for Family Welfare- has been active in 
family welfare in Brazil since 1965. BEMFAM has, 
in the past, provided full financial support for as 
many as 102 clinics, but is reducing its outlays as 
quickly as possible for financial and policy reasons. 
It seeks to have communities or States pay the 
operating costs of clinics with BEMFAM providing 
mainly technical assistance. BEMFAM is expected 
by the end of 1975 to be supporting fully only 25 
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demonstration clinics in major cities and partially 
supporting 67 other clinics that receive operating 
expenses from communities. As the only organization 
educating and informing the Brazilian public about 
family welfare matters, BEMFAM devoted $400,000 
in 1975 to information, education, and communica-
tion activities and plans to apply $720,000 to such 
operations in 1976. 

BEMFAM is also, with the strong support of local 
officials, pioneering a community-based program in 
rural areas of the State of Rio Grande do Norte 
utilizing voluntary community leaders such as teach
ers, nurses, and midwives who have daily contact with 
many women. The distributors receive 3 days of 
training, with emphasis on problems women may 
encounter in taking oral contraceptives, and also 
attend occasional refresher courses held by regional 
administrators. 

The program started in August 1973 and by 
December 1974 had an estimated 22,000 continuing 
acceptors-or about 6 percent of Rio Grande do 
Norte's approximately 370,000 fertile women. 
BEMFAM considers this program important because 
it shows that community members can do much to 
deliver avaluable service at little cost. 

BEMFAM's information and education program is 
designed to reach leadership groups at the federal, 
state and local levels. Acore program to convince top 
leaders that family planning isan essential service con-
tinues to center around seminars in which leaders 
from diverse fields participate and wide press coverage 
results. Meetings with student and university groups 
are scheduled as are seminars with professional groups. 
In addition there is participation in numerous pro
fessional congresses and meetings. 

The mass media program is built around radio 
spots, films and slides for use in seminars, training 
courses and within clinics, 

Aboition, though illegal, is widely practiced in 
Brazil. Estimates of its frequency range up to several 
million abortions annually. 

Oral contraceptives are well accepted and their 
use is growing rapidly. According to a recent, inter-
nationally sponsored study, about 39 million cycles 
of oral contraceptives were produced and distributed 
within Brazil in 1974. During 1973 and 1974, sales 
increased 4 times as much as the inciease in the 
number of women of reproductive age. Various esti-
mates suggest that between 8 percent and 13 percent 
of women aged 15 through 49 years are now using 
the pill. Use is relatively high in the urban areas and 
among middle and higher income groups. 

Local output of condoms has been running about 
48 million pieces annually, with an estimated 3 

million to 5 million additional pieces per year entering 
the country from abroad. Brazil's condom produc. 
tion is expected to double by 1978. The product line 
has been upgraded in recent years with the addition 
of colored and lubricated condoms. It is surmised 
that these igher priced items are used largely for 
contraceptive purposes while the less expensive, non
lubricated condoms are used primarily for protection 
against veneral disease. Distribution is not limited to 
pharmacies; supermarkets openly display and sell 
condoms in most major cities. 

External Assistance 
Major external assistance to Brazil's family 

planning program comes from nongovernmental 
organizations. The International Planned Parenthood 
Federation contributed $3.3 million to BEMFAM in 
1975. The Ford Foundation, the Population Council, 
and the Rockefeller Foundation have provided grants 
primarily to Brazilian universities for demographic 
and medical research projects. The United Nations 
Fund for Population Activities and the International 
Development Research Center (Canada) are aiding 
demographic research projects. Other organizations 
providing assistance in recent years are the Associa
tion for Voluntary Sterilization, Church World 
Service, the Danish International Development 
Agency, International Education Development, The 
Pathfinder Fund, the Population Reference Bureau, 
the Tinker Foundation, and World Neighbors. 

Chile 
The population of Chile rose from 8.7 million 

in 1965 to 10.6 million by mid-1975-an increase 
of 21 percent. The current rate of natural increase 
of 1.9 percent is one of the lowest in Latin America. 
Contributing factors may be an active family planning 
program in recent years and ageneral improvement in 
the quality of medical care. While birth rates fell from 
32 per 1,000 population in 1965 to 28 per 1,000 in 
1974, death rates also declined from II to 8 per 
1,000 per year, and decreases in infant mortality were 
especially marked. 

Chile's family planning activities, unlike programs 
in many other countries, are aimed primarily at re
ducing abortions. By the early 1960's in Chile, these 
had reached large totals. Abortion traditionally 
has been a much more important phenomenon 
in the countries of the heavily urbanized southern 
wedge of South America-ehile, Argentina, and 
Uruguay-than elsewhere in the Western Hemisphere. 

An issue of the American Universities Fieldstaff 
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Reports, Family Planning in Chile, Part!: The Public 
Program and Part Hl: The Catholic Position, notes 
that "In 1937 the National Health Service 6f Chile 
registered 8.4 abortions for each 100 births; by 1960 
this had increased to 22.3 and the number of women 
involved had risen from 12,963 to 57,268. These 
figures represent only those abortions that came 
under hospital attention because of health compli.
cations. It is currently (1967) estimated that Chile 
has about 150,000 abortions a year, as compared 
to 300,000 live births. Abortions cause two-fifths 
of all maternal deaths, and in 1960 their treatment 
accounted for 184,000 bed-days and cost over a 
million dollars. They are responsible for 8.1 percent
of all hospital admissions ...35 percent of the 
surgery in obstetric services, and 26.7 percent of the 
blood used in all emergency services." 

The article further stated, "Although both hos. 
pitalizations and maternal deaths caused by abortion 
have been reduced greatly...the ratio of abortions to 
total pregnancies seems to have remained constant 
and may even have risen, according to some specialists,
Most Chilean women face a choice between effective 
contraception and an unremitting series of pregnan-
cies, often ending in abortion..." 

Chile's family planning information and services 
are provided within the Maternal and Child Health 
Service of the National Health Service (NHS) and in 
other semipublic and private institutions. The private
Asociacio'n Chilena de Proteccion de laFamilias 
(APROFA), an affiliate of the International Planned
Parenthood Federation (IPPF), provides vital support 
to the NHS, and other external organizations have 
funded various segments of the overall population 
program. Population/family planning activities ap-
parently were not adversely affected bS, events 
following the change of government in 1973. 

In 1973 APROFA signed an agreement with NHS 

under which APROFA will provide support for activi-

ties in the northern region of tile
country not covered 

by the United Nations Fund for Population Activities 

(UNFPA). Eighteen health areas 
 in the north are 
included. APROFA's goal for 1975 was to cover 
85,000 of the 432,000 women of fertile age in the 
north, and they expected to provide 180,000 con-
sultations-145,000 by midwives and 36,000 by
physicians. 

In the south, APROFA hoped to cover 62,000 of
the area's fertile-age women. Midwives were to pro-
vide most of the services, 

External Assistance 
Outside support for the Chilean family planning 

program in the past decade came largely from the 

IPPF (almost $2.8 million), UNFPA ($3.2 million in. 
l'uding unexpended funds), and the U.S. Agency for 

International Development (AID) in the fiscal years
1967.72 (almost $2 million), Other organizations
that provided help include the United Nations, the 
United Nations Children's Fund, the World Health 
Organization, the Pan American Health Organization,
the Swedish International Development Authority, 
the Association for Voluntary Sterilization, The Path. 
finder Fund, the Population Council, the Ford 
Foundation, and the Rockefeller Foundation. 

The financial assistance budgeted for by the 
UNFPA will extend through tile 1973-76.period 
Family planning services are to be increased to cover 
40 percent of the women in rural and urban areas 
over the 4-year period. The program will be carried 
out in 600 hospitals, health centers, and health posts 
in 24 of Chile's 55 health areas. UNFPA financing,
executed through various United Nations specialized
agencies, also has made possible a variety of related 
teaching, training, reserach, demographic, and other 
population activities. 

The Latin American Demographic Center 
(CELADE) in Chile. which is supported by the 
United Nations, has helped the Chilean Government 
improve the collection and processing of statistics. 

Colombia 
Colombia's population as of mid-I 975 was 22.3 

million compared with the 1965 total of 16.1 million 
-an increase of 39 percent for the decade and some
what more than the 32 percent decade gain for all 
countries of Central and South America. 

As of 1974, the rate of natural increase of popula
tion was about 3.2 percent per year, resulting from an 
annual birth rate of 41 per I,000 population and a 
death rate of 9 per 1000. Colombia's relatively high
population growth rate of 3.2 percent a year has
 
accentuated a number of social and 
 economic 
problems by increasing pressures on health services, 
schools, housing, and food supplies. Unemployment
and underemployment are high. Movement of people
from rural to urban areas has also been heavy, and 
city dwellers now account for about 60 percent 
of total population. 

The Government of Colombia, increasingly aware 
of the unfavorable implications of excessive popula

tion growth, has stated that "It is indispensableto...make available objective and sufficient informa
tion on family and sex life so that couples make a 
free decision [and] make available the necessary 
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Part of afamily of16-soon to be 
17-posesin rural Paraguay. Through. 
out Latin America, there is a growing 
complex ofnational and Interna. 
tional assistance, designed to make 
available tofamilies like this many 
types ofprograms for planning 
family size and protecting maternal 
and child welfare. In Paraguay, 
a relatively weak economy high.J-: lights the parallel problems of high 
population growth. Population 
activities began there in 1966; 
by 19 75 the country's expenditures 
on family planning totaled about 
$4.5 million. 

Right, a representative of Colombia's PROFAMILIA, 
a private family planning agency, explains the use 
of the monthly cycle oforal contraceptives. PRO. 
FAMILIA operates urban clinics, nonclinical con. 

traceptiveservices in urban andrural areas, and
 
a wide range of Informationand education services.
 
Below, anurse inone of the 150 clinics operated by
 

the Salvadoran Ministry ofHealth shows amother 1 
a variety of contraceptive devices. El Salvador 
has hadfamily planning programs since 1963; 

in 19 74 its President announcea u broadly based 
national population policy. 
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medical services which will both assure medical care 
and guarantee respect for conscience..." The overall 
program developed to deal with population problems
in Colombia has consisted largely of education and 
the provision of family planning services by inde-
pendent groups operating within and through inte. 
grated health agencies. Leaders of the groups involved 
have sought "to deal with a Colombian problem in a 
Colombian fashion." Specifically, they have sought to 
minimize political or religious conflict and have 
avoided offending social and cultural traditions, 

Population program work got under way in a 
meaningful manner in 1967 when the International 
Planned Parenthood Federation (IPPF) began assisting 
a local private family planning agency called the 
Asociacidn Pro-Bienestar de la Familia Colombiana 
(PROFAMILIA). The aim of the new agency was 
to assist Colombians with their problems of excessive 
population growth and high abortion rates. That year,
the U.S. Agency for International Development (AID) 
arranged for a $320,000 grant to the Colombian 
Medical Schools Association (ASCOFAME) for 
training doctors, nurses, and other population workers 
in all methods of family planning and to perform re-
search and analyses of such factors as internal migra-
tion, housing, and family structure. The Pathfinder 
Fund, the Population Council, and the Ford Founda-
tion provided various kinds of program assistance 
through interested organizations. 

From this beginning, the program has continued 
to expand. Momentum picked up sharply after 
October 1970, when Colombia's President announced 
the extending of "social and medical assistance to all 
classes of the country in order that every family may
have the liberty and responsibility to determine the 
number of its children." The following month, 
Colombia's National Council of Social and Economic 
Policy adopted guidelines indicating support for 
making family life and sex education, plus necessary 
medical services, available to families. 

The Ministry of Health has continued to incr.:.se 

its emphasis on the family planning content of the 

maternal/child care program within the constraints of 

the sociocultural, religious-political milieu in which 
it operates. With a minimum of publicity, it has 
expanded its maternal/child care and family planning 
program to provide some service in essentially all 
population areas of the country. In 1975, family 
planning services were available in 928 public health 
clinics. The Ministry of Health has also assumed 
responsibility for the postpartum program in 35 
nonuniversity regional hospitals. This work will be 
expanded by 1978 to 105 hospitals-or complete 
coverage for this type of facility. 

In addition to continuing its In-service training 
program for physicians, coordinators, and nurses, the 
Ministry emphasizes training for professors of schools 
of practical (auxiliary) nursing. It has made changes 
in curriculums that have meant increased attention to 
maternal/child care and family planning. 

The Ministry also has embarked on an ambitious 
program to train 10,000 rural health promoters. 
About 2,600 are now in service, functioning as a link 
with the health post and providing health education, 
motivation to use health services, and information 
on family planning. 

PROFAMILIA has played a key role inColombia's 
family planning program since 1967. In 1975 it 
operated 42 clinics in 31 major cities, as well as six 
cytology laboratories. The increase in new acceptors
in 1975 totaled about 85,000, and control visits 
for the year were 300,000. The clinics provide
specialized, high.quality family planning service to a 
substantial part of the urban population. The pro
gram encompasses a full spectrum of traditional 
and advanced concepts of fertility control. 

A well-trained professional medical staff is main
tained, but increasing attention is being given to the 
use of paramedical personnel and nonclinical pro. 
grams of contraception. These nonclinical activitie3 
are operating both in urban and rural areas. In 1975 
they included about 660 distribution points and pro
vided service to more than 56,000 women. Although 
the bulk of the distribution points are in rural areas, 
over 200 eventually wil! be established in the urban 
slums of 15 cities. 

A commercial marketing unit is aimed at reducing 
the price of contraceptives as well as expanding their 
usage through traditional commercial channels. The 
commercial unit also employs newer distribution 
techniques, including coupon campaigns utilizing 
the mail, newspapers, and radio and a special 
campaign aimed exclusively at drugstores. 

PROFAMILIA's information and education pro.
grain is aimed primarily at changing community 
attitudes and attracting new acceptors to the organi.
zation's clinics and distribution posts. In 1975 
PROFAMILIA reinitiated-with locally contributed 
time-a radio campaign in 26 cities; the development 
of folders, posters, stickers, slides, and calendars for 
publicizing contraceptive distribution and other 
family planning services; regular courses and meetings; 
and the use of motivators, mostly in collaboration 
with the community-based distribution program.

The Population Reference Bureau, through its 
Bogota' office, conducted a wide range of information 
activities in Colombia and other Latin American 
countries between 1967 and 1974. 
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ASCOFAME has restructured its teaching and 
postpartum program, making it an integrated ma-
ternal/child care teaching and service activity that 
provides all medical graduates with academic and 
practical experience in family planning. New ac
ceptors in 1974 totaled 21,120. 

An outgrowth of previous work by ASCOFAME 
was the formation of the Regional Population Center 
with a charter permitting population activities by 
nonmedical institutions. The major thrust of the 
Center's program is in training and research, but 
it has shown an interest and ability to move into 
areas not covered by other programs. 

A potentially important service organization, the 
Cruz Verde, has been formed by a group of in-
fluential citizens with the support of the Coffee 
Growers Association. The Cruz Verde wants to pro-
mote distribution of contraceptives in the rural areas. 

Another organization, the Association of Physi-
clans and Pharmacists (SOMEFA), provides incentives 
for physicians and pharmacists to extend information 
and services through private channels. 

The national skills training program, SENA, pro. 
poses to give 200 of its own leaders short courses in 
population matters. 

The Foundation for Family Life Orientation 
(FUNOF) has focused on training and community 
seminars outside Bogota. Its activity is being taken 
over in part by the Colombiatt Welfare Institute, 
however, and FUNOF will be reduced to reaching 
31,500 persons between 1976 and 1978. 

The Association for the Study of Population 
(ACEP) has excelled in leadership training and family 
life education. Its program is targeted primarily 
toward women's leadership groups that have signifi-
cant multiplier potential. It also has provided training 
for such diverse elements as pharmacists, military 
leaders, agrarian reform institutions, employees, 
union leaders, family welfare institute leaders, and 
hospital "gray lady" volunteers. ACEP has also 
translated, published, and distributed regionally-
to a list of some 8,000 individuals and institutions-
a large body of family planning material originally 
published by the Population Council and George 
Washington University. 

All these activities by the Ministry of Health and 
the private organizations are paying off in family 
planning terms. In 1975 an estimated 18 percent of 
Colombian women in the 15-to-49 age group were 
taking part in the population program. About a 
million women, including those obtaining contra-
ceptives from private sources, were participating 
in family planning. Of nlew acceptors, about 50 
percent were choosing IUD's as a contraceptive 

142 

method, 35 percent pills, 3 percent sterilization, and 
12 percent other methods-condoms, diaphragms, 
foam, jelly, cream, and injectibles. Abortion is illegal 
in Colombia. 

External Assistance 
Substantial funds have been applied to Colombia's 

population program since 1967. From all sources, 
the total was $29.8 million, of which the Colombian 
Government supplied just over $9 million, the IPPF 
almost $7.3 million, the U.S. Agency for Interna. 
tional Development over $3.1 million, the Popula
tion Council $3.1 million, and The Pathfinder Fund 
$1.2 million and UNFPA $3.8 million. 

Other donors which provided diverse forms of 
assistance included Family Planning International 
Assistance, the Association for Voluntary Steriliza
tion, the International Development Research Cor. 
poration, the University of North Carolina, the Pan 
American Health Organization, Development Associ
ates Incorporated, CARE, the Ford Foundation, the 
Rockefeller Foundation, Oxfam, Population Services 
International, the World Assembly of Youth, World 
Education, World Neighbors, Canada, and Sweden. 

Costa Rica 

Costa Rica's population in mid-1975 totaled 2 
million compared with the 1965 number of 1.5 
million. The yearly rate of increase, however, has 
been declining over the decade. Although the rate 
for 1974 was still high at 2.3 percent per year, it 
was down sharply from the 3.9 percent in 1965 
and substantially below the Latin American average 
of 2.9 percent. Moreover, with the help of a compre. 
hensive family program, further reduction in the rate 
of increase isexpected. 

Costa Rica's population program traces to early 
perception by the nation's leaders that too many 
people vying for available resources was magnifying 
existing social and economic problems. The private 
Costa Rican Demographic Association (CRDA), an 
affiliate of the International Planned Parenthood 
Federation (IPPF), began in 1967 to provide family 
planning services. In 1968 the Ministry of Health 
initiated services, and it was joined in 1970 by the 
Social Security Institute (CCSS). 

Costa Rica has a national family planning policy 
set forth by executive decree. The Government's 
highly successful program is coordinated at the 
national level by the central population committee 
(CONAPO) consisting of representatives of the 



Ministry of Health, the Ministry of Education, the 
CCSS, the private family planning association, the 
university, and two family orientation centers. 

In the first 6 months of 1975, the Ministry of 
Health handled 59 percent of the total 105,610 
family planning visits, the CCSS almost 37 percent, 
CRDA 4 percent, and a small Catholic Church. 
sponsored Center for Family Integration (CIF), 0.1 
percent. 

in 1975 an estimated 25 percepc of women in the 
reproductive age group (15 thror.gh 49) were using 
contraceptives obtained through organized programs 
or from private sources. Of methods used, oral 
contraceptives accounted fo; 78 percent, IUD's 
11 percent, and other me i ods-largely condoms 
and sterilizations-I l percent. 

The Ministry of Health offers family planning 
services in all of its health facilities, and the CCSS 
offers family planning services in 12 facilities. Under 
existing law, however, CCSS will eventually take over 
all the Ministry of Health hospitals with the Ministry 
determining policy and the CCSS providing services. 
The CCSS also has established an excellent center 
for training graduate and auxiliary nurses as women 
health care specialists. Over 70 students were gradu-
ated in 1975. This training center isdthemuhonly onepo.ofin ati Aeriaandwil o 
its kind in Latin America, and will do much to pro-
mote the use of paramedical personnel for providing 
family planning services; the center is now being 
used as a show place and example for many LatinAmrcncountries interested in establishing similar 
American cthe 
training centers. 

CRDA was one of the early promoters of non-
clinical distribution of contraceptives-a system 

women who visit public health clinicsthrough which 
receive coupons enabling them to buy oral contra-
ceptives from participating pharmacies at a price 

the going retail price. CRDA'ssubstantially below 
main role in national family planning work, however, 
has been to create favorable public opinion for the 
Government's program. This has been done through 
conferences, seminars, sex education, releases to the 
mass media and the distribution of other printed 
material on population and sex education. In addition, 
CRDA assists in the administration of a grant to 
Costa Rica for family planning work provided by the 
United Nations Fund for Population Activities 
(UNFPA).

The C'tY in 1975 offered 175 courses of 15 
sessions each for over 29,000 couples and pre-matri-
monials. The Catholic Church of Costa Rica now 
requires each couple planning to marry to attend such 
a course, where all family planning methods are dis-
cussed. If a couple does not like a method such as 
rhythm, CIF may refer them to CCSS. 
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External Assistance 
In relation to Costa Rica's size, outside financial 

inputs to the program have been substantial-almost 
$9.4 million between 1965 and 1975. Major donors 
include the U.S. Agency for International Develop. 
ment, just under $2.9 million; IPPF, over $1.9 
million; UNFPA, over $1.5 million in assistance; the 
Ford Foundation $829,000; and Sweden $881,000. 
Other organizations and governments assisting have 
been Family Planning International Assistance, the 
Pan American Health Organization, the Association 
for Voluntary Sterilization, the Population Council, 
The Pathfinder Fund, World Educational Inter
national, the Government of Canada, the Tinker 
Foundation, the American Public Health Association, 
and Church World Service. Inputs of the Costa Rican 
Government totaled $1.6 million over the decade. 

Ecuador 
Ecuador had a nid.1975 population of 6.7 

million compared with 4.9 million in 1965. The 
earl rate of natural increase in 1974 was 3.2 

yerly ra ef a verage in Ameica. 
Thoughpercent, ornotabove thea average forcountry by Asianyet crowded Latin America. 
standards, Ecuador has the highest ratio of people per 
unit of arable land in South America. Tile great 
majority of Ecuadoreans are farmers. In addition to 

crops for local consumnption, they raisc bananas, 
leading agricultural export commodity, and 

coffee cocoa beans, and sugar for export. 
c eeo ce d s foe port. 

Despite reduced levels of petroleum production 
and exports during the first half of 1975, the Ecua
dorianeconomy generally continued to boom through. 
out the year with the per capita GNP rising signifi
cantly. While 1976 is generally expected to bring 
additional growth, that growth nevertheless will be 
tempered by the fact that almost half of the popula
tion is under 15 years of age and by the fact that a 
high ratio of dependency continues to exist together 
with high rates of unemployment and underemploy
ment. Such problems tend to be intensified by the 
nation's continuing rate of rapid population growth. 

Recent demographic projections indicate that, 
even with a moderate and gradual decline in the oirth 
rate to replacement level, the population would reach 
about 30 million before stabilizing in the next 
century. This projected total, about 5 times larger 
than the present population, would very seriously 
overload resource availabilities. 

The level of official and public awareness of the 
"population problem" is fairly high among educated 
citizens. Frequent articles appear about demographic 
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matters In the daily press and in weekly journals,
and there s some public discussion of the issues 
involved. However, there is no general concern about 
population imbalances, nor is there strong pressure 
to push family planning programs. As a result, family
planning has been rather slow to develop. 

Aside from private medical practice, the fir3t 
limited urban family planning services were started in 
1965 by the private Asociacio'n Pro Familla 
Ecuadorlana (APROFE), affiliated with the Inter-
national Planned Parenthood Federation (IPPF).
Government-provided services, encouraged and 
largely financed by the U.S. Agency for International 
Development (AID), began in a modest way in 1969, 
were c:ganized at the national level by 1972, and 
were given official sanction in 1973. This sanction, 
reaffirmed in 1974, does not give Ecuador a policy
based on a demographic rationale; it does give it a 
policy based on health and human rights. However, 
family planning services are available in most public
clinics as well as in several private facilities, 

On an overall basis, active users of family
planning services in public and private programs ex-
ceeded 70,000 in 1975, up from 53,000 in 1974. 
Over 300 public and private clinics were providing
family planning services compared with 267 in 1974. 
An estimated 4.7 percent of women in the 15 
through 49 age group were covered by the program
in 1975. IUD's have been the most popular contra-
ceptive method, followed closely by pills. 

The Government's new policy of promoting
family planning through the public media is expected 
to stimulate activity by making poor families aware 
of services and supplies that can reduce fertility, 

External Assistance 
Program inputs since 1967 have totaled almost 

$8.4 million. Of that total, AID contributed $5.3 
- million, of which $481,000 was in fiscal 1974 and 

$446,000 in fiscal 1975. Financing of the United 
Nations Fund for Population Activities will be,
starting in 1976, $1,346,000. IPPF funding has been 
$888,000. Other sources include The Pathfinder 
Fund, the Population Council, Family Planning Inter-
national Assistance, the University of North Carolina, 
Columbia University, the Ford Foundation, and the 
United Kingdom. 

El Salvador 
The population of El Salvador rose from 2.9 

million In 1965 to 4.1 million in 1975, a gain of 
41 percent. The rate of annual natural increase in 

1974 was 3.2 percent, which. If continued, would 
mean a doubling of the nation's people in only 22 
years. 

Population pressures on limited resources have 
created numerous social and economic problems.
For example, El Salvador's literacy rate and per
capita GNP are well below the average for main. 
land Latin America. The country has high seasonal 
unemployment and a very uneven distribution of 
income. 

Concern about the effects of excessive popula.
tion growth was shown as early as 1963, when the 
Salvadoran Demographic Association (SDA), now an 
affiliate of the International Planned Parenthood 
Federation (IPPF), was formed. In 1964 the first 
family planning clinic was opened with the assistance 
of The Pathfinder Fund. In 1965 the Government 
*requested support from the U.S. Agency for Inter
national Development (AID). In 1966, AID response 
made possible the opening of II family planning
clinics, and, in 1967, 10 more. In 1968 the Ministry
of Health initiated a 5-year program of family
planning expansion including additional clinics, and 
in 1969 the Institute of Social Security inaugurated 
a program calling for still more clinics. In July 1974 
the President of El Salvador announced and defined a 
national population policy, which sets very broad 
goals: population growth reduction, nutritional im
provement, skills development, employment genera. 
tion, balanced population distribution, and other 
health and welfare benefits. Official support for 
family planning activities is based not only on demo
graphic factors but also on factors of health and 
human rights. 

In 1974 current users of contraceptives in the
public sector numbered 101,000.


SDA has complemented the activities carried 
on 
through the nationwide network of some 150 clinics 
operated by the Ministry of Health and the Institute 
of Social Security. SDA has succeeded in repopu.
larizing the intrauterine device (IUD). One of 
SDA's clinics has become a center for male and fe
male sterilization, and SDA uses that facility to 
train physicians in sterilization techniques. SDA also 
carries on numerous information and education 
activities. They include amotivational radio campagn,
direct promotion by social workers in urban slums 
and rural villages, the training of agricultural ex
tension and rural colonization personnel and of 
young people for family planning and sex education 
activities, and coordinating the work of womenvolunteers. In 1975 almost 20,000 group discussions 
and talks were given by the SDA to private and 
Governmental audiences. 
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External Assistance 
Foreign financial support to family planning 

in El Salvador totaled $8.1 million between fiscal 
1966 and 1975. AID assistance totaled $3.3 million, 
of which $312,000 was in 1974 and $316,000 in 
1975, Other major donors over the 10-year period 
and their contributions included the IPPF with $1.1 
million, the United Nations Fund for Population 
Activities for $868,000, the Ford Foundation with 
$540,000, and the Population Council with $134,000. 
Also assisting were The Pathfinder Fund, World 
Education, the Association for Voluntary Steriliza-
tion, Oxfam, the United Nations Children's Fund, 
the Pan American Health Organization, the 
Smithsonian Institution, the World Assembly of 
Youth, and Sweden. 

Guatemiala 
The population of Guatemala, a basically rural 


country, had increased from the 4.2 million of 1965 

to 5.5 million by mid-1975. The natural rate of in-

tobymid197.55 mllin Th naura rat ofin-
crease in 1974 was 2.8 percent which, if continued, 
would mean a doubling of the population by the 
year 2000. The birth rate is a high 43 per 1,000 
people a year, and only the relatively high annual 
death rate-I 5 per I,000-precludes an even more 
rapid rate of natural increase, 

The present rate of ropulation growth has 
accentuated several basic problems. For example, 
there are not enough classrooms and teachers to 
permit all schov!-:age children to attend school 
through the first six grades; and at the secondary 
level, nationwide, 88 percent of young people in the 
15 to 20 age group are not in school. Le.s than II 
percent of the rural population has ready access to 
potable water, and sewage systems are available to 
only 6 percent of the people-mostly city dwellers. 
The per capita GNP in 1973 was $450, far below the 
average for the Latin American mainland which was 
$770. 

Concern about these and other problems en. 
gendered by rapid population increase led to the 
organization in 1964 of the Guatemala Association 
for Family Welfare (APROFAM), an affiliate of the 
International Planned Parenthood Federation (IPPF). 
In 1965, APROFAM opened its first family planning 
clinic. During its first year of operation it provided 
5,200 clinic consultations and services for 1,700 
new acceptors. 

Family planning began to make significant strides 
in 1967 with the signing of an agreement between the 
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Ministry of Public Health and the U.S. Agency for 
International Development (AID), which provided 
funding for APROFAM's services in 20 Ministry of 
Public Health centers and 10 mobile health units. 
Progress slackened in 1970, but by 1974, the number 
of cl0'ics had grown to 129, through which the 
Minist y and APROFAM provided family planning 
services to almost 21,000 new acceptors and close 
to 30,000 active users. Over the years the program 
had been strengthened through the training of medi
cal and paramedical personnel, the initiation of a sex 
education project in public and private schools, the 
expansion of information and communication activi
ties, and the installation of acomputerized statistical 
system. 

But this progress must be measured against the 
magnitude of Guatemala's growing population 
problem. The nation has some 1.3 million women of 
reproductive age. Acceptors under the APROFAM 
program, plus some users obtaining contraceptives
through private sources, make up only 4.5 percent
of the nation'sutml fertile women. frahn problemuai stcdfiut A special h 
popuaton i the fily lann ing s e Aut
population with tihe family planning message. About
44 percent of the peoplc are Indians, speaking a wide 
diversity of dialects. 

Furthermore, some opposition to family nanning 
had surfaced as early as 1965, when aPastoral Letter 
came out against -he use of contraceptives not 
sanctioned by the Catholic Church. In 1968 the 
major university took a position against contra
ception. In October 1974 several newspapers, sup
ported by some university students,started a campaign 
against family planning that ran until March 1975. In 
view of such opposition, and in the absence of a clear 
population policy on the part of the Government, or
ganized activities have proceeded cautiously. 
Acceptance of family planning has tended to stabilize 
at relatively low levels. 

In 1975, however, the Minister of Public Health 
took a strong positive stand in favor of family 
planning and in support of APROFAM. In March 
1975, in a speech to the United Nations Second 
Meeting on Population in Mexico, the Minister 
clearly indicated his Government's concern with 
rapid population growth and added, in part, "The 
Government...recornizes the fundamental freedom 
of the individual :nd the couple to decide on the size 
of the family and spacing of pregnancy, and therefore 
makes available to all inhabitants (without discrimina. 
tion with respect to creed, education, Iocation, ema
ployment) the information, education and services 
indispensable for such determination to be made 
with good judgment, consciousness, and freedom." 



The Government appears to be close to defining 
a specific policy. It has formed atop-level group con.sisting of members from the National Planning 

Council, the Ministry of Public Health, APROFAM, 
and other selected agencies to develop and present 
the policy. In July 1975 an 11-man working 
committee finished the first draft of a comprehensive 
"Population Policy" and submitted it, informally, to 
the Minister of Public Health. 

External Assistance 
From fiscal 1967 through fiscal 1975, a total of 

$8 million was channeled into family planning 
proactivities in Guatemala. Of that total, AID 

vided over $4.8 million, of which $673,000 was in 

fiscal 1974 and $500,000 in fiscal 1975. Funding 
from the IPPF over the 1967-75 period totaled $1.8 
million, the United Nations Fund for Population 
Activities gave $720,000, The Pathfinder Fund 
provided $167,000, the Swedish International De. 
velopment Authority allocated $85,000, the Popula-
tion Council contributed $82,000, and the Pan 
American Health Organization gave $25,000. The 
inputs of the Government totaled $143,000. 

Guyana 
Guyana's population rose from 631,000 in 1965 

to 786,000 in 1975. The annual rate of natural 
increase in 1974 was 3.0, which, were it to continue, 
would bring about a doubling of the nation's popula-
tion in 23 years. 

The Responsible Parenthood Association of 
Guyana was established in March 1974 with a grant 
from the International Planned Parenthood Associa-
tion. Priorities for the new organization were stated 
to be: first, an education-public relations program 
utilizing local media; second, cooperation with the 
Ministry of Health to provide family planning services 
in existing facilities; third, cooperation with such 
organizations as trade unions and youth clubs to 
stress the need for following responsible parenthood 
practices; and, fourth, operation of clinics in both 
urban and rural areas. The Association planned to 
open its first clinic in 1975. The United Nations Fund 
for Population Activities has financed a fertility 
survey, 

Honduras 
Honduras had a population of 2.7 million as of 

mid-1975 compared with 1.8 million in 1965. The 
annual rate of natural increase was 3.5 percent in 

1974 and the second highest in Latin America. 
Components of this situation are a birth rate (as of 
1974) of 49 per 1,000 people per year-the highest in 
Latin America-and an annual death rate of 14 per 
1,000. 

Honduras has not felt the pressure of population 
on land resources to the same acute degree as some of 
its neighbors. But there is a growing awareness that the 
land/population ratio is not as much a problem as is 

the limited ability of the nation to develop 
of theeconomically and socially. Honduras had one 

lowest per capita GNP figures in Latin America-S290
in 973. pe a t i s i n Latin gr i a lso 

1973. The nation's rapid population growth is also 
beginning to tax health and educational services. 

Population program work in Honduras began on a 
small scale An 1964 when the private Honduras 
Family Planning Association, an affiliate of the 
International Planned Parenthood Federation(IPPF), 
opened a clinic in Tegucigalpa. In 1966 the Govern
ment opened aclinic and also offered family planning 
services through a rural mobile health program, 
known as PUMAR. Between 1966 and 1973 a total of 
33 additional Government clinics were opened, with 
expanded services. During this period the private 
association opened a second clinic to provide post
partum service and an enlarged training program. 

In 1973 the Government officially announced a 
"voluntary demographic policy" including three main 
principles: provision of adequate education about 
responsible parenthood; utilization of natural and 
technical resources that lead to a well-nourished, 
creative population; and application of the principle 
of voluntary participation in family planning pro
grams. Family planning is supported not only for 
health reasons but also because it is deemed to be a 
human right. 

In 1974 the Government, as part of its national 
development plan, announced a policy of providing 
family planning information and services to all who 
desired them. The Government implemented this 
policy with increased financial support for its 34 
maternal/child health clinics, which were being used 
by 40,000 regular acceptors in 1975. At the same 
time, the private associatior' started an outreach 
program using present family planning acceptors to 
motivate others. 

In 1975 training in family planning techniques 
was begun for all of the Ministry of Health staff. In 
the earlier years, the medical profession required that 
all family planning be provided by doctors; but 
because of the small number of doctors available in 
the country, It is becoming apparent that services 
should and will be offered through other means. The 
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private association has extended its outreach program 
and courses to student groups. 

A major program target for the future is the 
complete Integration of family planning into all 
services of the Ministry of Health-a move that will 
eventually make family planning easily accessible to 
90 percent of the total fertile population, both urban 
and rural. 

Of the acceptors now using the services of the 36 
clinics in Honduras, about three-fourths have chosen 
oral contraceptives as a method, and one-fourth 
intrauterine devices (IUD's). 

External Assistance 
Between fiscal 1966 and 1975, the U.S. Agency 

for International Development (AID) provided over 
$4.6 million in budget support to the Honduras 
population/family planning program, of which 
$788,000 was in fiscal 1974 and $619,000 in fiscal 
1975. AID is supporting the Honduras National 
Development Plan, which stresses agrarian reform, 
efficient use of agricultural resources, and expansion 
of basic health and other social services in the rural 
areas. 

The IPPF has contributed $958,000 to the 
population/family planning program, and the United 
Nations Fund for Population Activities $653,000 
Other sources of assistance include the Population 
Council, The Pathfinder Fund, World Education, and 
the United Kingdom. Honduras contributed $1.5 
million through fiscal 1975. 

Mexico 

Mexico has one of the fastest-growing popfilations 
in the world; the annual rate of natural increase was 
3.8 percent in 1974. The mid.1975 population was 
60.1 	 million compared with 42.9 million in 1965. 


more than twice
Mexico's numbers have doubled 
since the first modern census in 1895 enumerated 
12.6 million people. Mexico's "responsible parent-

hood" program, initiated in 1973, is aimed at de-

veloping an eventual solution for the many excep-

tionally grave problems which, in one way or another, 

can be traced to this very high rate of overall popula-

tion growth. 

Mexico's population, overwhelmingly Roman 
Catholic, is marked by wide disparities in culture, 
degree of urbanization, and standard of living. At one 
end of the spectrum are the cultural descendants of 
Mexico's original inhabitants-those who live in 

"indigenous" communities (mostly in the central and 

southern parts of the country) and speak an 

Indigenous language-and who are almost universally 
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poor. At the other end of the economic scale are 
those city dwellers who have accumulated capital 
and become business entrepreneurs of various types 
or who have become skilled in one or more of a 
variety of professions. 

Mexico's population has also been particularly 
mobile in recent years. For example, the movement 
of people from rural areas to cities has been rapid 
since 1960. The largest streams have moved toward 
Mexico City, whose population has been increasing 
by approximately II percent annually during this 
decade. As of 1974, Mexico City had 9 million 
inhabitants and was one of the largest urban con

glomerations in the world. Other cities of rapid 
growth have been Guadalajara, Monterrey, and the 
cities along the U.S. border-Tijuana, Mexicali, 
Nogales, Jutirez, Nuevo Laredo, Reynosa, and 
Matamoros. Smaller migratory movements have in
creased the size of State capitals and smaller indus
trial and commercial centers such as Chihuahua, 
Cuernavaca, Pueblo, Leon, and Acapulco. There also 
has been a substantial degree of migration to new 
agricultural areas along the coast of the Gulf of 
Mexico, to the southern and southeastern tropical 
areas, and to a number of irrigated areas which are 
devoted iii large part to large-scale agricultural prac
tices, particularly those that are located in the Pacific 
Coast States of Sonora and Sinaloa. The adoption 
of further farm mechanization in such areas can be 
expected to increase the need for skilled labor which, 
to sonic degree, will be drawn from other areas and 
add to the migratory flow. 

Large numbers of Mexicans have moved to the 
United States; in 1974 they were the major group of 

U.S. immigrants. In addition to the Mexicans who 
entered the United States as permanent residents, 
many Mexicans who reside along the border commute 
to work daily in the United States. This south-to. 
north emigration, including the movement of daily 
workers, has tended to ease some of Mexico's popu
lation pressures-but many problems remain. 

Problems also persist despite the nation's really 
substantial economic development. Growth of the 
Mexican economy in recent years has averaged out at 
about 6 percent. During this period Mexico has 
changed from a clearly developing country to a 
nation of middle-range growth. Gains have occurred 
particularly in construction, petrochemicals, manu
facturing, and the output of electrical energy. The 
discovery of additional petroleum resources is ex
pected to give the economy a further boost. 

The ptr capita GNP in 1973 was $870-well 
above the average for 22 Latin American countries. 
But wealth is poorly distributed. 



Although the highest earnings groups have 
accumulated and invested appreciable capital, and 
although a substantial middle class has appeared, 
population growth has accentuated the many prob-
lems of disadvantaged urban and rural inhabitants,
The 1970 census found that over a third of the 

dwellings in use in Mexico had only one room. 
Medical care is concentrated in cities, and about 
100,000 locales had no doctors. Almost 24 percent of 
the population was judged to be illiterate. Meanwhile, 
underemployment in the metropolitan area of Mexico 

City isestimated to be over 30 percent. 
Such problems led to the beginning of a new 

population policy in 1959, when a small group of 
concerned people founded the Association for the 
Welfare of the Family, which was aimed at deter-
mining the receptivity of Mexicans to family planning 
through research and contraceptive services. The 
Association had much opposition and was forced by 
the Government to close its clinic for 3 months in 
1961. It changed its name in 1963 to Association for 
Maternal Health. In 1975 the Association operated a 

large private clinic in Mexico City with 50,000 active 
users. The patients are middle, lower middle, and 
upper lower class, and their fees depend on ability to 
pay. The clinic also provides orientation programs for 
medical students and potential clients. 

In 1965 the Foundation for Population Studies 
(FEPAC), an affiliate of the International Planned 
Parenthood Federation (IPPF), was established. Sub. 
sequently it carried out investigations of population 
characteristics and of attitudes toward contraception, 
trained medical and paramedical personnel, and be-
came the leading private family planning institute, 
FEPAC's primary activity is offering family planning 
services through a national network of 91 clinics with 
26 located at Government facilities, 

Although Mexican women in the late 1960's 
expressed a growing interest in limiting the number of 
their children, the momentum toward family 
planning seemed sidetracked in 1969 when the 
Presidential candidate of the dominant political 
party, Luis Echeverria, came out for increased rather 
than decreased population. The position of 
Echeverria, who became President postponed a plan 
by the Ministry of Health, the Social Security 
Institute, other Governmental divizions, and FEPAC 
to include family planning within an expanded 
national program of maternal/infant health care. 

By mid.1971, however, signs of a change in the 
President's position began to appear following key 
advisers' consistent and vigorous emphasis on popula-
tinn problems. In April 1972, the Mexican Govern. 
ment announced that family planning would be 

integrated with existing health centers and services 
started in January 1973. In September 1973, the 
President announced that he would submit additions 
and revisions to population legislation, and said, by 
way of justification: 

Large sectors of our population are worried about the 
problem of the growth of the family. Mexican women by the 
thousands go to health centers, to Government and private 
clinics in search of orientation on the possibilities of 
regulating their fertility. We reject the idea that a purely 
demographic criterion to reduce births can replace the 
complex task of development. But we would be committing a 
grave error if we did not realize the seriousness of the 
increase of the population and the needs this increase 
generates. 

In November 1973, a new General Population 
Law was passed, which included the following pro. 
vision (Article 3, Part 11): 

To carry out programs of family planning through the 
educational and public health services of the public sector 
and to take care that these programs and those of private 

for theorganisms be carried out with absolute respect 
fundamental rights of man and that they preserve the dignity
of families, with the object of regulating rationally and 
stabilizing the growth of the population, so as to achieve the 
best utilization of the human and natural resources of the 
country. 

The new law provides for a National Population 
Council to implement its provisions. The Council, 
inaugurated in 1974, gives Mexico a new orientation 
toward responsible parenthood-a national popula
tion policy deemed consistent with Mexican culture 
and political interest. The Council is a branch of 
the Secretary of Government and iscomposed of the 
titular heads of eight secretariats. 

Emphasis has been placed by both the Govern
ment and the Catholic Church on the rights of the 
family and the role of responsibile parenthood in the 
strengthening of the family institution. Simultaneous 
to the Mexican Government policy reversal regarding 
the desirability of family planning, the bishops of 
Mexico made the statement that the decision on this 
matter (responsible parenthood) corresponds to the 
couple. The role of the authorities lies in urging 
responsibility, infortning, and facilitating access to 
medical and supporting services. On occasion, since 
this 1972 statement, the Church has offered light 
criticism of Government policy through pronounce
ments advocating the treatment of family planning 
matters with discretion. That is, the Church has 
disapproved of the extensive use of public media for 
promoting artificial contraception. However, Govern. 
ment population officials continue to recognize the 
necessity of using all forms of communication to 
promote the concept of responsible parenthood 
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la Victoria is a morning day.care center operated by

the Colombian Institutefor Family Wellbeing. In
 

afternoons and evenings, as a community center for
 
otherfamily members, it offers assistance on family
 

planning along with a variety ofother services In.
 
cluding nutrition supplements for children and
 

pregnant mothers.
 

Below left, typicalmigrant housing in San Jose. 
Rural migrants, who have Costa Rica's largest faml. 

lies, are a primary target for the nation's highly 
successful population program; for on afamily as 

well as anational basis, it l clear to the pro. 
gram's leaders that when too many people Piefor 

available resources, many will be left out. 
Below right, graduates ofa Guatemalan "granny mid. 

wife" training program talk with the Minister of '-4 
Health and the U.S. officialassisting the program, 

In several Latin American countries, family planning 
programs depend heavily on midwives to reach the 
rural population with the family planning message 

and with the necessary services. 
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iniong Mexico's citizens. Moreover, the generally low 
lievel of Church involvement in Mexican policies, 
-which has prevailed throughout Mexican post. 
revolutionary history, shows no signs of change. 

Mexican leadership has insisted that population 
planning will not substitute for economic develop-
ment. And it views its program as one that did not 
come from outside pressure but rather one that grew 
out of Mexico's own awareness of the effects of 
population change on national problems. Mexico, 
which makes its own population decisions, issensitive 
to the necessity for implementing a program fitted to 
Mexican situations. 

In 1975 Mexico had one of the most compre-
hensive population policies in the Western Hemi-
sphere. The increase in tile provision of family 
planning services through the Ministry of Health, the 
Social Security Institute, and other Government and 
private groups is commensurate with the compre-
hensiveness of the official policy. 

The program remains strongly viable. Demo-
graphic increase was tile principal topic at the 
Mexican Government's 4th National Health Meeting 
in September 1975. At the meeting, Secretary. 
General Luisa Maria Leal, of the Mexican Population 
Council, called for greater dedication to family 
planning among Mexico's medical profession and 
termed the nation's population growth "irrational 
behavior of human reproduction" and added that, 
although the individual's rights are to be respected, 
Mexico's progress also must be considered. 

FEPAC by 1973 had expanded its clinics to 91 
and had received a 4-year, $2 million grant from the 
United Nations Fund for Population Activities 
(UNFPA), with the IPPF as the executing agent. This, 
the first UNFPA grant to a private agency, was for 
the expansion of clinical services. However, the 
Government now appears to be bypassing FEPAC, 
though allowing it to maintain existing programs. The 
IPPF noted in its 1974 report to donors that it had 
no plans to increase the number of its clinics, 91, of 
which 26 are located at Government facilities, 

The new national program of the Ministry of 
Health offered family planning at 298 clinics in 
1974-a "Phase I" program covering most of the 
population residing in communities of over 10,000. A 
"Phase 11" program is planned for the establ.shment 
of some 2,000 new rural health posts to offer family 
planning to the 20 million Mexicans living in smaller 
towns and or, farms. "Phase If" also is to include 
11,000 "health houses" to be visited on a rotational 
basis by medical interns completing their required 
year of social service. 

The Mexican Social Security Institute offers 
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family planning services in 133 of its health clinics 
and plans to expand its facilities, paralleling those of 
the Ministry of Health, to the point of providing 40 
percent of the total family planning services in the 
country by 1977. 

The small, private Association for Maternal 
Health in the capital city also provides services, 
conducts training and undertakes some research. The 
Mexican Social Security Institute for Government 
Employees and the medical services of the military 
provide services for their personnel. 

In 1974 a total of 250,000 new acceptors was 
reported. Tile clinics offer three contraceptive 
methods: orals, IUD's, and injections. The general 
target was to make family planning available to 
306,000 women in 1975, gradually increasing to 
717,000 by 1979; 20 percent of all institutionalized 
obstetric cases would have access to a postpartum 
program. 

External Assistance 
Considerable external assistance has been forth. 

coining to supplement inputs of the Mexican Govern. 
ment over the 1969.1975 period. The contribution of 
the UNFPA alone in this period has amounted to 
$4,470,000 

Nicaragua 

Nicaragua's population increased from 1.6 million 
in 1965 to 2.2 million by mid.1975. The rate of 
natural increase in 1974 was 3.4 percent annually, 
well above the 2.9 average for tile Latin American 
mainland. At the 1974 rate, Nicaragua's population 
would double in 20 years. The annual births per 
1,000 population were 48 (second only to the rate in 
Honduras), and deaths were 14 per 1,000 people. 

Although the Government has generally indicated 
that Nicaragua's anticipated population size, the 
levels and trends of its population growth, and the 
country's fertility rates are acceptable, it has neverthe
less sponsored family planning programs. 

Family planning, as a Government program, was 
initiated in 1967 when the Ministry of Public Health 
established the Office of Family Welfare. By 1970 the 
family planning program of the Ministry of Health 
was expanded to include 60 health centers through. 
out the country and became the National Family 
Planning Program. By January 1975, this activity 
encompassed 77 clinics providing family planning 
services, including 62 Ministry of Health clinics, 7 
Social Security clinics, 2 Moravian Missionary Group 
clinics, and 6 clinics operated by the Nicaraguan 
Demographic Association, an affiliate of the Inter. 



national Planned Parenthood Federation (IPPF). 
Official support for family planning is based on a 
health and human rights rationale rather than on 
demographic factors. Active users of contraceptives 
rose from 1,600 in 1968 to 25,400 in 1974. The 
Ministry of Health's target is to reduce the birth rate 
of 48 per 1,000 people in 1974 to 40 per 1,000 by 
1977. Family planning will be integrated with health 
services wherever possible, with the Government 
assuming an increasing share of annual program costs. 

External Assistance 
Combined inputs to Nicaragua's family planning 

program totaled $8,681,000 from fiscal 1967 through 
fiscal 1975. The contribution of the U.S. Agency for 
International Development totaled $3,228,000 over 
the 1967.75 period, including $494,000 in fiscal 
1974 and $400,000 in fiscal 1975. Assistance of The 
Pathfinder Fund totaled $2,379,000, and of the IPPF 
$2,298,000. Other organizations providing assistance 
included the United Nations Fund for Population 
Activities, the Pan American Health Organization, 
World Assembly of Youth, the Moravian Mission 
Group, the Ford Foundation, the Population Council, 
and the Rockefeller Foundation. 

Panama 

Panama's population rose from 1.3 million in 
1965 to 1.7 million in mid-1975. The rate of natural 
ncrease-2.6 percent annually in 1974-would mean 

a doubling of the population in 27 years. 
Rapid population increase is placing great burdens 

on education, health, security, and other. public 
services. There is much unemployment and under-
employment. 

Awareness of the many populated-related 
problems engendered led to the organization in 1966 
of a voluntary Asociacion Panamena para el Plane-
miento de la Familia (APLAFA), the voluntary 
Panamanian Association for Family Planning, which 
is an affiliate of the International Planned Parenthood 
Federation (IPPF). In the years that followed, the 
Panamanian Government took an increasing interest 
in family planning activities, leading to initiation in 
1973 of an integrated health services program which 
by 1975, spread to five of the nine Provinces. 

In 1975, 39 percent of the nation's fertile female 
population was reported using some form of contra-
ception. The goal of the Panama program isto deliver 
family planning services to 50 percent of fertile 
women by the end of 1978. Eighty-eight of 106 
hospitals, Integrated medical centers, and health 

centers were providing services in 1974 and plans 
were under way to extend coverage to an added 105 
sub-centers in 1975.76. 

The medical profession has required all family 
planning services to be provided by doctors or 
medical personnel under supervision of doctors. 
Services provided include pills, IUD's, condoms, and 
tubal ligations. 

External Assistance 
Assistance from the U.S. Agency for International 

Development (AID), begun in fiscal 1967, totaled 
$3,840,000 through fiscal 1975, of which $638,000 
was in 1974 and $360,000 in 1975. AID has provided 
assistance for clinical supplies and other services as 
well as the rural mobile health program, which is 
making it possible for thL Government to reach areas 
that would otherwise not have planning services. 

Over the 1969.75 period the IPPF has provided a 
total of $390,000 in help to APLAFA. In 1975 
APLAFA undertook a comprehensive information 
and education program with press, television, and 
radio coverage; a community action program for 
teachers, schools, private groups, and parent associa
tions; and private sector coverage for industrial 
areas and university groups. Public information and 
discussions have helped to establish family planning 
as a socially and politically acceptable program. 
Earlier in 1973, the IPPF affiliate signed an agree. 
mient with the Ministry of Public Ilealth under which 
the APLAFA will provide support and information 
and education to the family planning component 
ui the maternal/child health program, provide sup. 
port for training medical and paramedical personnel 
within the Ministry, and ,einforcc the family planning 
services in the Government licalth centers. 

The United Nations Fund for Population Activi
ties in fiscal years 1971-75 contributed assistance 
funds amounting to $285,000. This financing was for 
support of the Office of National Population Studies, 
for a national sex education program, and for train
ing of demographic personnel. 

The Population Council and Tile Pathfinder Fund 
have also given assistance. 

Paraguay 

The population of Paraguay increased from 2.0 
million in 1965 to 2.5 million in mi t.1975. The rate 
of natural increase in 1975 was about 3.1 percent 
annually, slightly above the Latin American average 
of 2.9 percent. life expectancy at birth is 62 years, 
equal to the average for other countries of Central 
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and South America but well below the 71 years 
estimated for Northern America and Europe. 

Paraguay is among the least developed countries 
of Latin America. Its per capita GNP of $400 is far 
below the average of $773 for Latin America. The 
nation's relatively weak economy highlights the 
parallel problems of high population growth. The 
Government cannot afford the infrastructure needed 
to stimulate development, nor can it provide ade-
quate education, medical care, and other social 
services for the people. 

Population activities began in 1966 when the 
Paraguayan Center for Population Studies (CEPEP) 
was established by a group of physicians, demo-
graphers, economists, and sociologists. In 1968 
CEPEP established a planned parenthood clinic in the 
University Hospital at the National University of 
Asuncldn, and the following year the Center became 
an affiliate of the International Planned Parenthood 
Federation (IPPF). That same year the Institute for 
the Study of Human Reproduction (IERHI) was 
created through an agreement between the Faculty of 
Medical Sciences of the National University of Asun-
cidn, the Ministry of Health (MOH), and the U.S. 
Agency for International Development (AID) to assist 
the Faculty of Medical Sciences to include family 
planning/population subjects in the medical students' 
curriculum, and to carry out demographic and 
social research activities. 

In 1970 an AID project was begun with the MOH 
for the establishment of the first six public family 
planning clinics in Paraguay; the following year six 
additional clinics were established. 

In May 1972 the Department of Family Protec-
tion (DEPROFA) was created through an AID/MOH 
project agreement. It was to be responsible for the 
implementation of all the governmental family 
planning programs and for supervision of those 
carried out by private and decentralized institutions 
such as CEPEP and the Social Security Institute. 

In 1973 DEPROFA took several steps to im-
prove services. Cancer detection was included as a 
standard test in all family planning clinics and regular 
follow.up procedures were initiated. Patients in the 
program reached a total of 4,969, and 7,300 Papani
colao tests were performed. Three refresher courses 
for paramedical personnel were given by DEPROFA 
with a total of 60 participants. About 7,000 copies of 
family planning/population publications were dis-
tributed throughout the country. Information,educa-
tion, and communications activities of DEPROFA 
reached a total of 57,000 people. 

In 1974 DEPROFA inaugurated seven new family 
planning clinics, bringing the agency's clinic total 

to 19, By the end of 1974 some 18,000 were using 
the facilities. 

In the meantime, operations of CEPEP were 
expanding, In 1974 this IPPF affiliate was operating 
25 family planning clinics throughout the country, 
including two new model clinics in Asuncl6n. It 
also operates two clinics within military compounds, 
and has instituted a training program for officers 
and men within the armed forces. Training seminars 
for postgraduate medical students have been con. 
ducted at the National University. 

CEPEP has done much in the area of information 
and education. In 1974 it organized four special 
meetings for over 120 community leaders to discuss 
population and family planning as it affects their 
communities. CEPEP planned 1975 seminars for 
40 to 50 social security leaders; for about 50 edu. 
cators; and another for 50 trade union leaders. 
Work was going forward to organize youth semi. 
nars for adolescents and university students. Hundreds 
of talks have been given in the clinics, strengthened 
with film presentations. 

Users of contraceptives in Paraguay increased 
from 12,100 in 1972 to 43,000 in 1974. The 1974 
total represented 14.6 percent of women between the 
ages of 15 and 49. Oral contraceptives were most 
popular with users, followed by IUD's and condoms. 

External Assistance 
Combined inputs to family planning work be. 

tween 1967 and 1975 aggregated $4,478,000, of 
which the Paraguayan Government contributed 
$248,000. 

Assistance from the U.S. Agency for International 
Development (AID) has amounted to $2,508,000, in
cluding funds for contraceptives obligated by AID's 
Washington office. AID assistance in 1974 amounted 
to $190,000 and in 1975 to $370,000. 

IPPF outlays since 1967 totaled $1,596,000. 
Other agencies providing assistance have included the 
United Nations Fund for Population Activities, The 
Pathfinder Fund, the Population Council, the 
Mennonite Central Committee, and World Neighbors. 

Peru 

Peru's population rose from 11.5 million in 1965 
to 15.5 million in mid.1975. The rate of natural in
crease was 2.9 percent annually in 1975-equal to the 
Latin American regional average, and a rate that 
would mean a doubling of the population in 24 years. 

With an estimated 170,000 new entrants moving 
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into the labor force annually, population is acting as 
a drag on employment and labor productivity. High 
population growth has put strong pressures also on 
tod, housing, schools, medical services, and other 
basic needs. 

Substantial numbers of Peruvians have been con-
cerned in recent years about the nation's spiraling 
population. Official anxiety lirst became evident in 
1964 when, hy Presidential Decree, the Center for 
Studies of Population and Development (CEI1D) was 
established. CEPD's functions at first were to pro. 
mote studies of population growth and economic and 
social development and publish them. to organize 
seminars and conferences oil population, and to 
promote family planning and research. CIPD early in 
1968 initiated a clinic-based family planning program 
supported by the Ministry of lHealth. Government 

policies changed with a new military government ill 

1968. and CEPD dropped the family planning phases. 

The Ministry of' Health then struck out CEPD's 

family planning activities in Government-owned or 
-supported hospitals, prohibiting them beyond March 

31, 1969. 

In I E biteahurch-sponsored Christian eanily 
Movenent ((FM) began a fauily life ed ucation 
program. including services tfwomen to enable ihem 
to space ihelir Juldren. 2 year, polparttlni. Latet. tile 
church-spotnsoied Lay Apostit Respoisible Pi:ent-
hood Fed,rationr wa l Xhich tl-red anfored, ex-

tensive protgatin oil marriage tlresponsiblc parent-
hood. Thesc tWO 0rani/atiln., have .:tinlrled to 
tnaintaln several chnics il tie pooler sect tits Linta 
and Callao. 

11w !er'!van ,\ssociation tor [arnily Plannitg 
(APPF). a priate mLrgalii/at itiunded in 19(7.was 
reorganized In 1L) and becaltie :in 0tliate otfthe 
International Pianned Parentlhotd Federation IIPPF). 
From I91)6 thiouLth 1973 .\'Pls Jiics. tlo o 
theil in pli tt'ot.lI11,001)!t;::nl,21hO JLd.! of 
consultatins fm phanned pacnt hotd In add tion l 

Nacional de Neonatologia y Proteccion Materno In
fantil (INPROMI), began operation in Lima but was 
later extended nationally. In June 1974 INPROMI 
began a study of medium- and high-risk mothers and 
in-country and foreign training of public health pro. 
fessionals. By decree, the Government in August 
1974 made available to all women maternal and child 
care services free of charge. 

An agreement between INI' OMI and the U.S. 
Agency for International Developrent (AID), ap. 
proved in June 1975 will provide during the 1976-77 
period research to identify medium- and high-risk 
iothers all over the country, to develop means of 
reducing tile risks, and to provide the Ministry of 
iealth a program of maternal and child health, in. 
cluding education on family welfare, sex, nutrition, 
and other factors. 

The program is expected to reach close to 

284.000 mothers (about 3 percent of fertile-age 

Peruvian women) of' whon Q5.000 and especially
the "gran inultiparas'" ("tile highly fertile women") 

are expected to be tilemain recipients of tile pro

grain. Responsible parenthood education will be in
,luded among other medical services to prevent and 
:ontrml risk as approved h% the (overnment. The 
above program includes. also, !raming on maternal 
and chi!l health and family v,clI'are for Peruvian 
icait personnel and es pecialh. tor nurses aids. 
ai\iliarV antl r10tlOes>sional per. o liel. 

One; illartill! IactOr unt.4 he noled. however.p 
Ieru's espontsible partithood pioggrain is being utn
dertakell not o uIir~rpllit. reas but largely inlr det l)Ii, 


the interests of maternal a dl 1hi1d welfare, Peru's 
positio oil populition griowth. indicaled by replies :us 

to a qtestionnalre at Bucliare,i Woild Populationtile 

Confeien;c and otihe pu.iiL pioilouncenienls. 
assllles that ,_,eneral econolmic ald ,ocial develop. 
illnr will eventuallv dk,.,pse of, !he nation's popula. 
titin plrolen. 

Ii shdould Ailo le noted that tite otficial posi
ion. cven oil this point, is not completely rigid. 

the organizaion placed much emiph its onitilt ira. The Government has ennllCiatCd the "riglt of tile 
tiotn activities, ItII as distributing liteiatie. c0t)-
ducling senmirs. arranviig exhibits. lptlblisliiriiL a 
newsletter. and producing iltc Lliitg ritalelial". as well 
as carrying ol edilc't toln. tralinig, and reea.lch pera-
tions. But in I'lei 1974. the (Govelnllent ordereduar.s 

theclosine of .,'F'sclinics ofering inaiiierial/child 

healtlh and planned parerit hood serviceS. diltlttught It 
allowed the urgani/arion it, cinllti ed ucat ion.. it,, 

programs. In Apiil 1975 the G,\crnnient ordered 
APPF to cease all activities, 

Inearly 1972 a new organi/atioll with tnaternal/ 
child health responsibilities was instituted by the 
Ministry of Health. The organization. tile Instituto 

tantil iochoow tie nuinher 0 ,hildren it desires'
a positiotn illline with that of theCliatholic Church as 
set forth [lte Episcopal State'n'lt issled in1974.ill 

lie (Itvernnetl dotes riot intercie in tile leaching 
of inedical courses whose content includes contra
ceptive technology for incdicaENy indicated reasons. 
The Gtvernment does not proltibit tile commercial 
sale of contraceptives, athough. legally, prescriptions 
are required. Responsible parent hood programs are 
carried on in military hospitals and hospitals owned 
and managed by cooperatives. 

As this chronology indicates, a graph of Peru's 
policies since 1964 would be shaped roughly like a 
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capital "U". Early interest in population activities 
was brought to a virtual halt in 1968. Very low-key 
operations were not opposed from 1969 through 
1973. Increased interest in population matters in 
1974 and 1975 has been followed by Initiation of a 
responsible parenthood program limited to mothers 
who would endanger their health by having additional 
children, 

External Assistance 
Should Peru decide to relax its current posi. 

tion against family planning programs or, at least, 
not oppose them, substantial assistance undoubtedly 
would be forthcoming. Assistance relating to popula-
tion matters, e.g., demographic and other research, 
limited education, and family education programs, 
including services for medically indicated reasons, 
from fiscal 1966 through 1975, totaling $5,024,000 
has come from a number of sources. 

Major donors include AID, $1,889,000, (with 
obligations of $92,000 in fiscal 1975); the United 
Nations Fund for Population Activities, $68,000, plus 
$2.8 million proposed over a 4-year period; Family 
Planning International Assistance, $918,000; and the 
International Planned Parenthood Federation, 
$636,000. Other donors include The Pathfinder 
Fund, Ford Foundation, and Rockefeller Founda. 
tion. 

Surinam 

Surinam's population increased from 336,000 
in 1965 to 416,000 in mid-1975. 

Stichting Lobi, the family planning organization 
affiliated with the International Planned Parenthood 
Federation, operates one clinic in Paramaribo. Visits 
to this clinic numbered 11,138 in 1973. Plans were 
under way in 1974 to introduce community-based 
distribution of contraceptives. A sex education pro.gram for secondary schools and an advertising cam-


paign directed primarily at rural areas were being 
planned in 1974. 

Uruguay 


Uruguay's population increased from 2.5 million 
in 1965 to 2.8 million in mid-1975. The birth rate 
of 21 per 1,000 annually in 1974 was the lowest of 
any country in Central and South America. At the 
1974 rate of natural increase-1.1 percent annually-
it would take 63 years for Uruguay's population 
to double. 
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Uruguay's economic growth has been one of the 
slowest Inthe world. Over the 1970.74 period, gain in 
gross national product averaged, in total, minus 0.7 
percent and, per capita, minus 1.8 percent. The 
average growth of GNP for all of Latin America 
over this period was 7.2 percent total and 4.2 percent 
per capita. Population pressure obviously does not ex. 
plain Uruguay's situation, nor does lack of resources. 
R~ather, it seems to trace to high consumption and 
inadequate investment. Also, Uruguay was hit hard in 
1974 by increased world oil prices, which tripled oil 
import costs at the same time traditional export 
markets for beef were being reduced. In 1974-75, 
however, the Goveriment of Uruguay embarked on a 
comprehensive economic reform program intended to 
reverse the impact of two decades of economic 
deterioration. In 1975 it succeeded in raising the GNP 
by approximately 3.7 percent. 

Uruguay has had substantial emigration in recent 
years, which has relieved population pressures, 
especially inurban areas. Abortion is a major problem; 
there are an estimated three abortions to each birth. 

The family planning program in Uruguay began 
in 1962 when the Ministry of H-ealth (MOH) created 
the Association for Family Planning and Research on 
Human Reproduction (AUPFIRH). This association, 
now an affiliate of the International Planned Parent. 
hood Federation (IPPF), offers family planning 
services and sex education plus treatment of genital 
diseases and sterility. Itoperates 21 clinics in Govern. 
ment health centers throughout the country. (The 
Government operates one clinic in Montevideo.) 

In 1971 the Government entered into an agree. 
ment with AID under which the latter provided funds 
to equip and support maternal/child care clinics in 
suburban Montevideo. This 3-year project was under. 
taken to (I) reduce the high abortion rate by en
couraging use of modern birth control methods, 
(2)decrease child mortality in Montevideo, (3) reducechild disease in Montevideo by 20 percent during the 

first year of operation, and (4) improve the quality 
of medical services available in low income sectors. 

Prior to the 1974 World Population Conference 
in Bucharest, the Government issued the following 
statement on population matters: 

1. Each nation has the unrestricted right to 
determine its own demographic policy. 

2. The decision on the number of children will 
depend on the parents' free choice, and cannot be 
subject to official criteria. 

3. Responsible parenthood will be promoted and 
stimulated so that in exercising the freedom of choice, 
parents will attend to their own good, that of their 
children, their families, and their society. 



4. The international community's priority will be 
to raise the standard of living of the peoples so as to 
create conditions which will permit parents to reach 
the necessary level of responsibility, 

5. Population programs should be at the service 
of the human being, and should guarantee family 
dignity and stability. 

6. Contraceptive methods which imply an attempt 
on human life, debasement of human dignity, or de. 
pravation of marriage will be excluded, 

In 1975 the Government named an interminister. 
ial commission. This commission was established for 
the purpose of studying the country's population
problems and of preparing a population policy for 
Uruguay in furtherance of the action plan approved 
in Bucharest. 

The private Family Planning Studies and Research 
Center (ClEF), affiliated with the Catholic Church, 
provides sex education services, conducts population 
seminars, and carries out research projects. 

External Assistance 
Financial inputs to the program total $1,422,000 

over the fiscal 1969-75 period. The largest donor has 
bet.n the IPPF, with $539,000. The Ford Foundation 
has contributed $460,000. AID contributed 
$191,000, virtually all of it in fiscal 1971. The United 
Nations Fund for Population Activities has applied 
$292,000 to the program. Others providing assistance 
include the Population Council and The Pathfinder 
Fund. 

Venezuela 

Venezuela's population Increased from 8.6 
million In 1965 to 12.0 million in mid.1975. This 
gain of 40 percent contrasts with an average gain of 32 
percent for mainland Latin America. The increase in 
total population over the 1965.75 period reflects 
in part the influx of several hundred thousand illegal 
immigrant workers, mostly from Colombia and 
the Caribbean Islands, Venezuela's rate of natural 
increase in 1974 was 2.9 percent annually, equal to 
the Latin American average, 

Venezuela's strong economy, based on petroleum, 
mining, agriculture, and manufacturing, gives its 
people one of the highest per capita gross national 
products in Latin America-$1,360 in 1973. This 
burgeoning economy has absorbed much of the popu. 
lation increase. Nevertheless, the nation's leaders 
have recognized that population growth is excessive 
and should be slowed down. There is particular con. 
cern about the high rates of illegitimacy and abortion, 

especially in tile slums of the large cities. 
Venezuela faced up to its population problems 

in 1968 when a nationwide program of family plan. 
ning was initiated by the Venezuela Family Planning 
Association (AVPF), an affiliate of the International 
Planned Parenthood Federation (IPPF), with the 
assistance of the National Government and several ex. 
ternal donors. By 1973 AVPF had 137 family planning 
centers in operation, most of them in Government 
health facilities; by 1974 the number had risen to 
142. In 1974 the Venezuelan Government created 
an Office of Family Planning within the Ministry of 
Health and Focial Assistance, which assumed in 1975 
administrative and funding responsibilities for the 
delivery of a nationwide family planning service, 
including tile clinics of the AVPF. 

Although the Venezuelan Government has no 
stated population policy, it has a de facto policy of 
furnishing family planning assistance to all who re
quest it. This pro-family-planning attitude of the 
Government dates from the March 1974 inauguration
of President Carlos Andres Perez. 

President Perez, in a series of speeches in 1975, 
emphasized his personal commitment to family 
planning. The Government's goal is to make family 
planning services available to every Venezuelan by 
the end of 1978. Early in 1975 the Health Ministry 
announced that 90 new clinics will be opened during 
the following year and that pilot programs will be 
launched in rural areas in two States. 

A collective Pastoral Letter issued by the Catholic 
bishops of Venezuela in 1969 recognized that the 
state should oppose extra-familial fertility. The Letter 
spoke out against abortion, female sterilization, and
compulsory birth control, but recognized that, in a 

modern society containing many non-Catholics, 
family planning information should be made avail
able to persons requesting it. 

Although the Government and the Church endorse 
responsible parenthood, it should be noted that 
some policies would seem to encourage increased 
fertility. For example, all working women are allowed 
12 weeks of paid maternity leave, tax deductions 
are allowed according to the number of dependents, 
and in certain industries bonuses are given for each 
child born to the worker. 

One of Venezuela's big population problems is 
the high incidence of abortion. Abortion is illegal in 
Venezuela, except when it is deemed necessary to save 
the life of the mother. Data from hospitals that admit 
and treat a large proportion of women suffering from 
the complications of illegal abortion, however, show 
that many abortions are performed each year. In 
1960 and 1970 complications from abortion were the 
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No, I cause of maternal mortality in Venezuela. 
I At the Concepcion Palaclos Maternity Hospital 

(MCP) In Caracas, nearly 50,000 babies are delivered 
each year, and approximately 12,000 hospital ad. 
missions occur due to spontaneous and illegally in- 
duced abortion-a ratio of one abortion to about 
every four births. The Armando Castillo Plaza Mater-
nity Hospital in Maracaibo reports similar figures. 

To help deal with the problem of illegal abortion, 
as well as with the need to provide family planning 
services, MCP instituted a postpartum program in 
1963. To make it easier for recently delivered women 
to receive contraceptive services, a referral system has 
been instituted. When a woman on the postpartum 
wards requests consultation on family planning and 
then decides she would like a family planning clinic 
appointment, she is given a choice of the MCP clinic 
or aclinic close to her residence. 

The family planning services offered at MCP 
include educational meetings with the women during 
the pre. and postnatal periods and provision of IUD's 
or oral contraceptives on request to those who qualify 
medically. From 1963 to 1973 the hospital had 
served 48,022 new acceptors. Almost 91 percent of 
the women have accepted the IUD, as compared with 
8 percent requesting the pill and 1 percent requesting 
other methods, including sterilization. 

In clinics, medical personnel provide counseling 
and instructions on contraceptive use. Methods of 
contraception offered include the pill and the IUD, 
the two most often accepted. But the preference 
changes. In 1969, 63 percent of those accepting any 
method chose the IUD and 32 perce,'nt chose the 
pill. By 1973 the pill had become the most popular 
method with 52 percent of acceptors, while IUD 

acceptance dropped to 44 percent. Clients who visit 
the family planning clinics receive a physical checkup, 
which includes a breast examination, a pelvic 
examination, and a Papanicolaou smear test. Any 
problems that are detected are referred to specialized 
clinics. The regular clinics also offer their services to 
infertile couples. 

Family planning and maternal training programs 
are carried out for the medical personnel who staff 
the clinics and the out-reach workers. Educational 
and motivational efforts to reach potential family 
planning acceptors are carried out by full-time 
health educators, both in rural and urban areas of 
the country. Educational meetings are also held for 
such community groups as factory workers and trade 
unions and others who use national health service 
clinics about the family planning services available 
to them. 

Private family planning institutions now view 
their role in Venezuela as one of technical support for 
the Government family planning effort and mainten. 
ance of an independent voice dedicated to promotion 
of family planning. The AVPF continues to furnish 
advice and technical assistance to the Health Ministry 
on a contract basis and will be responsible for training 
and monitoring personnel for the new clinics. 

External Assistance 
In recent years four major international sources 

have given financial and material support to Vene
zuela's family planning program. These include, In 
addition to the IPPF, the Population Council, The 
Pathfinder Fund, and the United Nations Fund for 
Population Activities. The Ford Foundation has 
supported training programs. 

Costa Rica's Family Orientation Center conductsprograms on sex education and family life. 

156 



Caribbean Islands 
Population of the Caribbean islands rose from 

22.1 million in 1965 to 26.8 million in 1975-an 
increase of 21 percent. This percentage increase 
was slightly above that of the world's popula-
tion, but was far below the 32 percent expansion 
since 1965 in Latin America. 

The increase in total population of the West 
Indies, although large, has been moderated by two 

major factors: Declining birth rates plus rather 
heavy emigration. Birth rates dropped from 36 
per 1,000 people in 1965 to 31 in 1974. The 1974 
death rate was 9 per 1,000 people, down from 10 
per 1,000 in 1965. The 1974 rate of natural in-
crease was 2.2 percent annually. 

Caribbean statistics on migration are fragmentary 
but U.S. immigration figures show that over 600,000 
people from the West Indies were admitted to the 
United States alone between 1966 and 1974, mostly 
from Cuba (refugees), the Dominican Republic, 
Jamaica, and Haiti. According to the United Nations, 
the 1971 British census indicated that 152,000 
persons born in tile Indies entered the UnitedWest 
Kingdom in 1961 or later years. Other migrants from 
the Caribbean went to Canada and Latin America, 
notably to Venezuela. 

The significant decline in birth rates over the 
1965-74 period reflects to a considerable degree 
improved access to family planning services and 
contraceptives through family planning clinics, pri-
vate physicians, and the commercial market. 

Virtually all of the islands carry on activities 
designed to reduce fertility. Many of these programs 
are sponsored by private family planning associations 
affiliated with the International Planned Parenthood 
Federation (IPPF). Programs are similar in that they 
cover three principal areas: provision of family 
planning services and contraceptives, information and 
education activities aimed at "motivating" families to 
accept contraception, and training of physicians, 
nurses, nurse-midwives, as well as administrative 
personnel. 

Available statistics from family planning associa-
tions indicate that oral contraceptives are most 
popular with acceptors, followed by condoms and 
intrauterine devices. 

Family planning programs in the Caribbean have 

bec(n adapted to a wide economic and social spec

trum, for the islands vary greatly in living standards. 
The per capita gross national product averages high 
on islands with heavy tourism or having an abundance 
of exportable goods, such as sugar, coffee, bauxite, 
and other minerals, but it is low on others. As 
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compared with a regional average of $780 per capita 
in 1973, per capita GNP of the U.S. Virgin Islands 
was $5,910, Puerto Rico $2,270, and the Bahamas 
$2,320, whereas populous Cuba had a per capita 
average GNP of $540 (up from $480 in 1965), St. 
Vincent $300 and Haiti $130 (lowest in the Western 

asHemisphere). Languages are about as varied in

come; they include Spanish, English, French, Dutch, 
and Creole. 

Excessive population growth has created prob.
 
lems in all countries. It seems likely, therefore, that
 
family plat ning programs will continue, either for
 
demographic reasons or because the spacing of
 
children is perceived by governments to be a basic
 
human right of parents that should not be infringed.
 

External Assistance 
As in Latin America, the U.S. Agency for 

International Development (AID) has provided 
assistance to the Caribbean area generally through 
organizations that include, among others, tileUnited
 
Nations Fund for Population Activities (UNFPA) and
 
related United Nations agencies, the Latin American
 
Demographic Center (CELADE), Family Planning
 
International Assistance (FPIA), the IPPF, and the
 
Population Council. AID also provides population 
program support on a bilateral basis to Haiti and 
Jamaica. 

The UNFPA has supported population and family
 
planning programs in nine Caribbean countries,
 
including work carried on under agreements with 
Cuba and the Dominican Republic. Regional UNFPA 
programs have strengthened activities in such areas as 
population statistics and dynamics, notably through 
assistance to CELADE, information and education, 
and training. 

The IPPF has been a major factor in the family 
planning activities of the Caribbean since establish
ment of the Barbados and Jamaica association in the 
1950's. The Trinidad and Tobago association was 
formed in 1961, and was followed by IPPF-affiliated 
associations in Guadeloupe and Grenada (1964), 
Curacao (1965), Montserrat and St. Kitts/Nevis 
(1966). Puerto Rico and St. Lucia (i967), Antigua
and Aruba (1970), Dominica and St. Maarten (1973),
and Bona (197). 

In 1974 IPPF organized the Caribbean Family 
Planning Affiliation (CFPA) as a unique means of 
bringing new but very small associations into the 
agency's framework, while continuing to allow them 
direct access to the regional office. Not included in 



Estima ed Vital Rates in Selected Countries 
in the Caribbean Islands, 1974 

1:3 
Natural Increase per 1,000 population Deaths per 1,000popylation Bth0epopulation 

(Whole bar) 

Dominican 
Republic 

35 46 

Haiti 20 36 

Jamaica 24 31 

Guadeloupe 21 28 

Trinidad and 19 7"26 
Tobago 

Cuba 19 6 25 

Puerto 23oRico 002 

SOURCE: Population Reference Bureau PRB 75-35 

The Caribbean area's rate of naturalincrease In1974 was 2.2 percent, wellbelow Latin America's 2.9 percent. The Caribban
 
Isan area ofsharp contrasts-extremepovertyin some countries,relativeaffluencein others. Butpopulationpressures
 
are felt generally, and have engenderedfamily planningprograms, some of which startedin the 1950's,
 
and have stimulatedheavy emigrationfrom some Islands.
 

the CFPA are associations in Spanish-speaking Carib-
bean countries and the older associations in Barbados, 
Jamaica, and Trinidad and Tobago. 

FPIA cooperates on family planning activities 
with the Unitarian Universalist Service Committee in 
Haiti and with the Church World Service in the 
Dominican Republic. The Haitian program has be-
come a model for the Government's national 
program. In addition to technical assistance, FPIA has 
furnished substantial quantities of contraceptives, 
audio-visual equipment, and information materials. 

The International Bank for Reconstruction and 
Development (World Bank) has loaned a total of $5 
million to Trinidad and Tobago and Jamaica, the bulk 
of it for construction of a hospital, health centers, 
and training facilities. 

Other agencies providing assistance in the Carib-
bean area in the 1965-75 period included the Associa-
tion for Voluntary Sterilization, the British Ministry 
of Overseas Development, the Ford Foundation, the 
International Association of Schools of Social Work, 
the International Development Research Center 
(Canada), International Education Development, 

the Mennonite Central Committee, Oxfam, 
Oxfam-Canada, The Pathfinder Fund, the Population 
Council, the Smithsonian Institution, the Tinker 
Foundation, and the World Assembly of Youth. 

Barbados 
The population of Barbados, reversing the general 

pattern for Caribbean countries, decreased from 
244,000 in 1965 to 239,000 in 1975. Two factors 
account in large part for the declining population: a 
low rate of natural growth-I1.2 percent in 1974-and 
heavy emigration. The birth rate in 1974 was 21 per 
1,000 people, the death rate 9 per 1,000. 

The Barbados Family Planning Association has 
continued since 1955 its supplementary role to the 
Government as the only agency providing family 
planning on a national scale. Its activities have been 
funded by Government grants and grants from the 
IPPF and UNFPA. 

In 1975 the Association introduced community
based distribution of orals and condoms and use of 
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condom vending machines as well as an integrated 
health, welfare, and community project for the 
island's northern areas. The Association employed 
one full-time and five part-time physicians in addition 
to six nurse-midwives and two clinic attendants. First 
visits to the clinic in 1973 totaled 4,695, while 
37,925 acceptors were served between 1955 and 
1973. The Association planned to increase its referral 
service to the major hospital for male and female 
sterilization and pregnancy terminations conducted 
within existing law. The Association also consulted 
with the Government with respect to incorporation 
of family planning into health center service, and the 
first polyclinic was planned for 1975. 

A mass information and education program was 
caried on through television, press, and display 
media. A special effort was made to obtain greater 
acceptance of family planning by Barbadian men. 

Cuba 
Cuba's population rose from 7.7 million in 1965 

to 9.3 million in 1975. With the 1974 birth rate 
at 25 per 1,000 population and death rate at 6 
per 1,000, Cuba's rate of natural increase was 2.0 
percent per year. 

Like other couotries of the region, Cuba has a 
population picture that reflects efforts to reduce 
fertility through family planning plus rather sub. 
stantial emigration. The U.S. Immigration and 
Naturalization Service reported in its 1974 annual 
summary that between 1965 and 1974 almost 285,000 
CubansCuba'swerebirthadmittedrate to the United States alone,fluctuated betwcen 27 and 30

Cuba' bir rer fucdthe 1950's, but reached a 
per I 000 persons during tefor 
high point of about 35 per 1,000 during the early
1960's. Official concern about 'this trend led tinitiation of family planning in 1966, servicea 

initatin offamly i asericepannng 196,

offered free of charge through public health facilities.
According to Thomas G. Sanders, writing in the 


Accodin toThoms
G Sader, wrtin inthe 

American Universities Fieldstaff Report, "Cuba and
the Bucharest Conference," Cuba's family planning
seicharest oferecwithinbthe famewor og
serviceseducation. 
maternal/infant health care, although condom s are 
also for sale publicly. Sanders observes that the 
Cuban Government, while not giving priority or 
emph,,sis to contraception, holds the opinion that 
free access to efficient contraceptives and other 
means of fertility control ought to be guaranteed to 
all the population. The "contraceptives and other 
means" are primarily pills, intrauterine devices, and 
diaphragms. 

Population Dynamics Quarterly (Vol. 2, No. 4,
Fall 1974) states that Cuba's family planning program 

is carried on not only to protect the health of 
mothers and children through child-spacing and dis
couraging illegal abortions but also to facilitate 
participation of women in the labor force. Re. 
portedly, Cuban women now constitute over one. 
fifth of the state-employed civilian labor force. The 
International Planned Parenthood Federation (IPPF) 
estimated in 1972 that by 1975 cosc to half of 
Cuban women in the reproductive years of 15-44 
would be employed in the nonagricultural sector. 

Population Dynamics Quarterly also notes that 
the Cuban Government feels that economic develop. 
ment, rather than fertility reduction, will reduce the 
tension between national resources and population 
growth. This position was voiced by Cuba at the 
Bucharest World Population Conference. However, 
the Quarterly states that recent visitors to Cuba 
believe that Government officials are beginning to 
show concern about the social costs of providing 
for the rapidly increasing population. 

External Assistance 
Whatever its reason, the Government, beginning 

in January 1975, moved to strengthen its population 
program with the help of a 4-year, $3.9 million grant 
from the United Nations Fund for Population Activi
ties (UNFPA). 

The 4-year grant from UNFPA will be used for 
extension of maternal/child health services, equip
ment of family planning facilities, support for demo
graphic research at the University of lavana's Centre 
for Demographic Studies, as well as training of 
demographers. UNFPA also has helped fund a course
in demography at the University of Oriente. 

Finland is providing assistance, through UNICEF,
improving II maternity wards in rural areas and 

constructing 3 central kitchens for day-care centersserving 50,000 children each. Finland's support for 
these projects reportedly totals $2,176,000.

The poetsrerdtotal D2,o76t000.The Swedish International Development Associa
tion (SIDA) has supplied the Government's maternal 

Goermentstnand childcid hiealth~has programpplied wth menawith contraceptives, medi
cal equipment, audio-visual aids, and literature for sex


Disbursements in 1974-75 
 were estimatedeu a a t 64,000. 
by the UNFPA at $364,000. 

The U.S. Agency for International Development 
provides no assistance to the Cuban program. 

Dominican Republic 
Population of the Dominican Republic rose from 

3.5 million in 1965 to 4.7 million in 1975-an ex
pansion of 34 percent. The 1974 birth rate of 46 per
1,000 people and death rate of I I per 1,000 resulted 
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In the natural increase rate of 3,5 percent annually. 
Both the birth rate and the pace of natural increase 
were the highest in the Caribbean area. 

Overall economic growth has been vigorous. Gross 
national product over the 1970.74 period expanded 
at an average annual rate of 9.9 percent. Export 
commodities, including sugar, coffee, and minerals, 
have contributed to growth, as have Government and 
private investment financing, 

But rapid population expansion has meant re-
duced shares of economic growth benefits for in-
dividuals. Gross national product per capita for 1973 
was $510. There is much unemployment and under-
employment. particulary in rural areas. Serious health 
problems exist: The death rate is high among children 
under 3 years of age; nutrition is subnormal for 60 
percent of the people; the ratio of doctors and nurses 
to pcpulation is low. 

Recognizing the unfavorable economic and social 
consequences of excessively high population growth, 
the Government in 1968 organized a National 
Council on Population and Family Planning 
(CONAPOFA), which has administered the nation's 
maternal/child health and family planning activities. 
CONAPOFA hopes to reduce the birth rate to 30 per 
1,000 population by 1977 and to expand family
planning services to provide coverage for 20 percent 

of fertile-age women. The major restricting factor has 
been the limited nlumber of trained medical and 
paramedical personnel availablc for the program. 

Family planning activities picked up momentum 
in mid-1974. By June 1075 active users of 
contraceptives had risen to 70,000, or 6.5 percent 
of feitile-age women as compared with only 30.000 
in December 1973. In addition, the Government has 
developed a national community.based program that 
eventually will emphy 4,000 health promoters who 
will sell and distribute contraceptives. Two pilot 
distribution projects were in operation in late 1975. 
The Government has taken other steps to increase 
contraceptive availability: Graduate nurses have been 
authorized to insert IUD's; and graduate and auxiliary 
nurses have authority to prescribe oral contraceptives. 
Orals are provided to acceptors without charge in 
health clinics. but there is a 25-cent charge for a 
month's supply of any contraceptive sold by the 
Government's distributors. 

CONAPOFA is rapidly expanding the number of 
clinics that provide family planning services. In 
mid-1974 there were 71 clinics bitt by February 1975 
there were 110, and the Govertnent planned to have 
200 in operation by the end of 1975. 

Of an estimated 50,000 users of contraceptives in 
1974, a total of 20,500 were using orals, 15,300 
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IUD's, and 8,200 condoms and other means. 
The private Dominican Association for Family 

Welfare (DAFW), an affiliate of the International 
Planned Parenthood Federation; the National 
Institute foi Sex Education; and the Pedro Henriquez 
Urena University have worked closely with 
CONAPOFA in research and evaluation, information 
and elucation, training of paramedical personnel, and 
development of expertise in social work and adminis
tration. 

A lack of infrimation and education is perceived 
by many officids as the most urgent need. and work 
in the these areas is being emphasized by DAFW. Its 
Radio School of the Ail, started in 1972, has proved 
to be a major factor in increasing clinic attendance; 
daily listeners number about 125,000. The program 
was continued in 1975 on a national basis. 

Two-week training courses primarily tbr medical 
and paramedical personnel are held jointly by DAFW 
and CONAPOFA four times a year. A demonstration 
clinic, operated by DAFW in collaboration with the 
government, serves as a training facility for doctors, 
nurses, and auxiliaries. 

External Assistance 
From the inception of the program through fiscal 

1975 combined inputs to the Dominican Republic's 

family planning program have totaled $3,482,000. 
The largest contributors were the United Nations 
Fund for Population Activities. $1,330,000; the 
International Planned Parenthood Federation, 
$1,221,000; and the U.S. Agency for International 
Development, $869,000, which was provided in the 
liscal year period 1967 to 1969. Other agencies 
providing assistance included the Population Council, 
Family Planning International Assistance. The Path
tinder Fund, Church World Service, and the Associa
tion for Voluntary Sterilization. 

Haiti 
Haiti's population rose from 3.8 million in 1965 

to 4.6 million in 1975. The birth rate of 36 per 1,000 
people is above the Caribbean average of 31, while 
the death rate of 16 per 1,000 is substantially higher 
than the regional average of 9. The rate of natural in. 
crease in 1974 was 2 percent per year. Life expectancy 
at birth-50 years is the second lowest in the Western 
Hemisphere. 

With a per capita gross national product estimated 
in 1974 at the very low level of $130, Haiti is the 
only Western Hemisphere state ott the United 
Nation's list of 25 least developed countries. 



Market day near Jacmnel in southern laiti. Cautious steps are being taken to lower 
Haiti'sbirthand death rates, both of which are above the Caribbean av'erage. 

About 70 percent of Haiti's people are farmers 
who live in densely populated areas poorly served by 
roads and other facilities. Farms are small; only 25 
percent of the units have more than 10 acres. The 
World Bank estimates the per capita annual income of 
rural Haitians at about $80, and of the poorest 2.6 
million of the rural population at no more than 
$40.$50. 

Nutritional levels are generally poor. A 1974 
study indicates that tile people consume an average of 
only 1,850 calories per day, one of the lowest caloric 
intakes in the world. Disease. tracing in no small part 
to poor nutrition, is widespread. There arc not 
enough medical and paramedical personnel, especially 
in rural areas, to meet tile ordinary needs of the 
people; a 1Q74 report shows that there are 12,200 
people per physician, and that the infant mortality 
toll is 150 per 1 000 live births-almost 10 times the 
U.S. rate. Nor is the medical situation improving. 
Most of the 100 or so physicians who graduate from 
Haiti's medical school each year emigrate in the hope 
of improving their incomes and living conditions. The 
exodus of nurses also has been heavy, 

Tile educational level is low. Adult literacy is about 
10 percent; and no more than 30 percent of school. 
age children, mostly from urban areas, attend classes. 
Only a few students finish college. 

Haitian officials know that rapid population 

growth intensifies economic and social problems. In 
1968 the President of Haiti requested technical 
assistance for family planning from the Pan American 
Health Organization (PAHO), but it was not until 
1971 that a new law created a Division of Family 
Hygiene to coordinate public and private maternal 
and child health services, including family planning. A 
national family planning program within the maternal 
and child health system became official policy -as a 
basic human right and for promoting health rather 
than for demographic reasons. 

The private Center for Family Hygiene has played 
a significant role in Haiti's family planning program. 
Established in 1969 as a nonprofit agency, tile 
Haitian Government in 1972 recognized the Center as 
a "public utility," and that same yeai the Center 
inaugurated a family planning program in a rural tone 
between the capital city. Port-au-Princc. and the 
Dominican border. The program, sponsored by 
Family Planning International Assistance (FPIA) and 
the Unitarian Universalist Service Committee. it
cluded three family planning/maternal child health 
clinics and a broad conplement ol intormation and 
educatiot activities. 

In 1074. with linancial assistance from the United 
Nations Fund for Population Activities (ULNFPA). 
PAHO. the U.S. Agency for International Develop. 
ment (AID), and The Pathfinder Fund, the Division 
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of Family Hygiene took charge of the national 
program. In May 1975, two of the Center's clinics 
were merged into the Government program. The third 
clinic operated by the Center was retained as a pilot 
demonstration facility. 

Sixteen Government clinics were being operated 
In the urban areas and central towns in 1975 and it 
was planned that, by December 1975, 22 clinics 
would be providing services. It also was planned that 
another 18 clinics would be added by December 1977 
to bring the total to 40. 

Also, in 1975, 9 private clinics were authorized to 
provide family planning services, and requests for 
additional programs were awaiting review and 
authorization. All private family planning activities in 
Haiti must be sanctioned by tile Division of Family 
Hygiene and are required to conform to the norms 
established by the Health Department. This policy is 
aimed at assuring coordination of programs and 
maximizing the use of valuable services, 

FPIA continues to support an information, educa-
tion, and communications program with the Center, 
which includes developing an educational curriculum 
for primary school students, development of slide 
series for family planning training, booklets for 
adults, elementary and secondary school text books, 
and a training program for teachers. 

In 1975 the Center planned a "social marketing 
program", in cooperation with Population Services 
International. The objective is to reach an annual 
retail sales level by the end of the second year of 
450,000 boxes of 3 condoms each, and 90,000 
monthly cycles of oral contraceptives. The condoms 
are to be sold in units of 3 at 10 cents U.S. The same 
price is to be charged for monthly cycles of orals, 
The Center will market the contraceptives on a 
national scale through 2,500 or more small shops. 

The subsidy progiam is deemed necessary because 
commercial sales volumes at "regular" prices are very 
low. Few people in Haiti can afford to pay full 
commercial prices for pills or condomis. 

External Assistance 
Total Inputs to the program from fiscal 1971 

through 1975 were $3,130,000, of which the Haitian 
Government contributed $214,000. 

UNFPA has made available $2,020,000 for 
two major projects-one a population, housing, and 
agricultural census and demographic survey, the other 
a maternal and child health family planning program 
in two capital city hospitals as a first step to national 
coverage. 

The U.S. Agency for International Development 
contributed $144,000, which was obligated in fiscal 
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1975 for asurvey of the structure and organization of 
the Division of Family Hygiene; for a Haitian 
Community Help Organization project in northwest. 
Haiti; technical assistance to the Government through 
the Johns Hopkins School of Hygiene and Public 
Health; and a study of fertility-nutrition relation
ships through Columbia University's Interaational 
Institute for the Study of Human Reproduction. 

Already noted are projects carried forward by 
FPIA, UUSC, and Population Services International. 
Other agencies providing assistance include The Path. 
finder Fund, the Ford Foundation, the Rockefeller 
Foundation, the Mennonite Central Committee, 
Oxfam, and the Population Council. 

Jamaica 
Jamaica Is a small densely populated country with 

limited natural resources. Jamaica's population rose 
from 1.8 million in 1965 to almost 2.1 million in 
1975-an average annual increase of 1.7 percent
somewhat below the Caribbean average of 2.0 percent. 

With the birth rate at 31 per 1,000 population 
in 1974 and death rate at 7 per 1,000, the annual 
rate of natural increase was 2.4 percent. However, the 
total population growth has been dampened by 
relatively heavy emigration, primarily to the United 
States and Canada. Nevertheless, the Government has 
indicated that it still considers the nation's overall 
population increase to be excessive and strengthened 
family planning programs anecessity. 

The Government's position is unequivocal. 
Population growth, even on a moderate scale, has 
accentuated existing difficulties. Schools are over
crowded and there is a chronic shortage of qualified 
teachers. Unemployment and underemployment are 
high. Housing is in short supply in urban areas. The 
crime rate has risen sharply. Although emigration in 
1975 dropped off sharply from what it was in the late 
1960's, it was still substantial for a small country and 
consisted largely of the kind of people Jamaica could 
ill afford to lose-physicians and other professionals, 
nurses, paramedical personnel, and highly skilled 
workers. This "brain drain" has hampered Govern. 
ment efforts ,. find solutions to its serious economic 
and social problems. 

The need for applying a brake to population 
growth was perceived a number of years ago. Family 
planning began in 1939 with small clinics operated by 
the Jamaica Birth Control League. In 1957 the 
Jamaica Family Planning Association (JFPA) was 
founded as an affiliate of the International Planned 
Parenthood Federation (IPPF). 



Above, official 
at aJamaican 
health center 
explainsthe 
use of the loop. 
Left, a mobile 
unit ofthe 
Jamaica Family 
Planning 
Associationstops 
at the village 
ofPhiladelphia 
to explain 
family planning. 

Government efforts began in 1963 with the first contraceptive methods, representing a participation 
5.year independence plan. In 1966, with 25 family through the organized Government program alone of 
planning clinics in operation, the Government created 14 percent of Jamaican women in the 15-49 repro
a National Family Planning Program as a unit within ductive age group. Of total acceptors, about 26,000 
the Ministry of Health. In 1968, with 61 clinics were using oral contraceptives, 5,000 condoms, 4,000 
offering services, the Government established a IUD's, 7,000 sterilization, and 15,000 other methods, 
National Family Planning Board as a policy formation including foam,jellies, creams, and injectibles. 
body appointed by the Minister of Health and The Government is bolstering its contraceptive 
responsible to him. The Board, working closely with service program with comprehensive campaigns to 
JFPA, has continued to expand clinical services, extol the advantages of small families and to persuade 
By 1974 there were 170 health clinics, 26 hospitals, couples to take the steps necessary to hold down 
and 10 health centers offering family planning aid. family size. To help attain this broad objective, the 

In 1974, a total of 50,700 individuals were using Government provides sex education in schools and 
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directs family planning publicity toward adult popu
lations of working and childbearing age. In 1975 a 
commercial contraceptive program was launched (with 
assistance front the U.S. Agency t'orInternational 
Development) which makes oral contraceptives 
and condoms available through pharmacies and other 
retail outlets without prescription at a very nominal 
cost. About 35.000 cycles of orals were used in the 
first 6 weeks and reorders by pharmacies have been 
large. 

A total of $14,174,000 has been spent in Jamaica 
since 1965 for population program assistance. The 
Government of Jamaica, underwriting its solid dedica-
tlion to the program, has contributed a very sub-

Left, signs spread thefamilyplanningmeasage 
InJamaica-part of the counte,'s Intenle 
effort to slow Its rate of natural Increase. 

stantial part of those funds-$8,796,000, Increasing 
its contribution in every year since 1968. 

External Assistance 
AID assistance has amounted to $3,588,000. 

Other organizations assisting include the United 
Nations Fund for Population Activities, the IPPF, the 
Ford Foundation, the Smithsonian Institution, the 
World Bank, the Association for Voluntary Steriliza
tion, the American Association for the Advancement 
of Science, The Pathfinder Fund, the Development 
Association, the International Association of Schools 
of Social Work, the World Assembly of Youth, the 
British Ministry of Overseas Development, and the 
International Development Research Centre (Canada). 

Trinidad and Tobago 
Population of these islands increased from I 

million in 1965 to 1.1 million in 1975. The rate
of natural increase-2 percent in 1974-was a little 
below the Caribbean average. The birth rate in 1974 
was 26 per 1,000 people, and the death rate 7 per 
1,000. 

The gross national product (GNP) per capita in
 
1973 was $1,200, one of the six highest in the region.
 
About 40 percent of the population is under age !5, 
a high proportion of dependents. 

Family Planning Association of Trinidad and 
Tobago operates seven clinics. Medical goals for 1974 
and 1975 were to locate and service the large numberof dropouts, to provide fertility testing for couples, 

and to establish a sterilization service. In 1973 visits 
of acceptors to clinics totaled over 117,000. 

External Assistance 
Major external assistance has been provided 

through a $3 million World Bank loan. These funds 
are being used largely for construction of a family 
planning institute, a 100-bed maternity hospital, 7 
health centers, a rural community health center, and 
extension of facilities of one nursing school. 

The International Planned Parenthood Federation 
(IPPF) provided very substantial support to the 
private Family Planning Association of Trinidad and 
Tobago, with a budget of $349,300 in 1975. The 
Association operates seven clinics, and hoped, with 
funding by Oxfam, to provide a sterilization service 
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for 600 acceptors in 1974.75. Information and 
education emphasis in 1975 was on the production of 
leaflets, booklets, pamphlets, and posters. 

Other assistance was provided in 1965-75 by the 
Pan American Health Organization (PAHO), the 
United Nations Children's Fund (UNICEF), the Asso-
cation for Voluntary Sterilization, the Population 
Council, and the Danish International Development 
Agency. 

Other Caribbean Countries 
Problems of population pressures and maternal 

and child health have long been of key concern in 
many of the small but densely populated Caribbean 
islands. Most of the family planning programs have 
been sponsored and assisted by outside agencies. 
primarily the International Planned Parenthood 
Federation (IPPF), always with Government per. 
mission and often with Government support. The 
descriptions given of the programs are based on a 
1974 IPPF report. 

The Caribbean Family Planning Affiliation 
(CFPA) is a body comprising the individual associa. 
tions within the E-nglish, French. and Dutch-speaking 
islands. The membership in I974 was comprised 
of Antigua, Aruba. Curacao. Doninica, Grenada. 
Guadeloupe. Martinique. Montserrat, St. Lucia. 
St. Kitts. Nevis. St. Vincent. and Surinam. The 
CFPA was accepted as a full inenber of the IPPF in 
1973 and has headquarters in St. Kitts. 

At a meeting in Barbados in May 1974 the 
menbership considered a work program for 1975 as 
Collows: 

Regiona! training: Interchange of personnel 
within CFPA and nonneimber associations: working 
with academic bodies in developing specialized pro-
grams, observation tours, ct ceteri,. 
e Formalized training: Personnel training at 
recognized Instlitttions in countries outside the 
Caribbean. 
* Training center: [~stablisimetit ,f a permanent 
training unt it the Caribbean to cover all aspects of 
family planning. 

Antigua-Antihtla's population incicased front 
60.000 in 19 65 to 73,000 in 1975. The rate of 
natural increase in 1074-I .1 percent -was one of the 
lowest in the Western lHeimisphere. The birth rate was 
18 per 1,000 population, the death rate 7 per 1,000. 
With 43 percent of the poimlation tinder age 15. 
the per capita GNI' in I)'4 was $480. About 40 
percent of the population is urban, 

Services of the Antigua Planned Parenthood Asso-

clation, an affiliate of tile International Planned 
Parenthood Federation, began in 1970 and have 
expanded rapidly. A community.based program for 
distribution of contraceptives, launched late in 1973, 
has the following features: (1) removal of customs 
duties on contraceptives imported by the Association, 
and plans were going forward to remove duties on 
contraceptives for commercial sale; (2) distribution of 
contraceptives at subsidized prices through com
inercial outlets, such as bars, runt shops, and 
pharmacies plus free distribution to those who cannot 

afford to purchase them. The program issupported
by an advertising and information campaign utilizing 

radio, television, the press, posters, exhibits, films, 
and public meetings. 

The Association operates a postpartum program at 
the major hospital and the Government provides 

ifamily planning services at three clinics. Visits to the 
clinics in 1973 totaled 2,693. 

Grenada-Grenada's population rose from 92,000 
in 1965 to 96,000 in 1975. The natural growth rate 
in 1974 was 1.9 percent, belos the average for the 
Caribbean area. The birth rate was 20 per 1,000 
population, the death rate 8 per 1,000. 

Grenada's Planned parentlood Association 
(GPPA) dates back to 1964 and is the only family 
planning agency in the country. In 1974 its position 
was strengthened when lie Government declared the 
right of the individual to have access to knowledge 
and leans of regulating t'atiily sie. 

Visits to the island's 13 clinics in 1973 totaled 
35,598. Condons were by fai the most popular 
contraceptive met ods, folloved by pills. 

The Association continued to accord priority to 
information and education and made special efforts 
to reach the country's leadership. business sector, and 
professionals. An advertising campaign, through 
radio. press, and posters, was supported by personal 
visits of field workers. 

Montserrat -The populat ion (f Montserrat de
clined tront 12.000 in 1905 to I1.000 in 1975. The 
island's natural rate of increase n I9174 was 1.6 per. 
cent. The birth rate was 25 per 1.000 population 
and the death rate ) per 1000. 

The Montserrat Family planning Association, 
founded in 1966, provides services at two centers 
staffed by nurse/nidwives. The services are mainly 
referral: clients are sent to doctors willing, for fees, to 
insert IUD's or prescribe pills. 

The Association intends to operate at least a 
part-time clinic. Because the rate of extramarital 
pregnancy is a source of concern. the Association will 
concentrate out educational activities among tile 
young. 
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Netherlands Antilles-The population of the 
Netherlands Antilles increased from 205,000 in 1965 
to 233,000 in 1975. The annual rate of natural increase 
was 1.8 percent in 1974: the birth rate being 25 per 
1,000 people and the death rate 7 per 1,000. GNP per 
capita in 1973 was $1,650, among the highest in the 
region. 

Aruba's Foundation for Responsible Parenthood, 
established in 1970 by a Catholic priest, has been 
operating with a limited annual grant from the 
Netherlands Antilles Government. The Association 
maintains two clinics, which refer potential acceptors 
to one of a panel of 13 doctors who are members of 
the1974 
counselling and eventually to handle IUD insertions 
in one of its clinics, and hopes to increase awareness 
of tile responsibilities of parenthood among Aruba's
male population. 

m aalo sula on fFounded 
Curaao FoudatonRsposibe Paentoodor 

conducts three part-time clinics. New acceptors are 
counselled by a paramedical staff and then referred to 
doctors for further counselling. In 1974 the Founda-
tion began to provide counselling and other services 
to the island's many manufactu ring companies, which 
are provided with pills and condoms for distribution 
to employees.

A communication program is divided into three 
components: (I) sex education; (2) lectures and 
seminars in cooperation with trade unions; and (3) a 
daily radio dramatic show, reportedly awidely popular 
radio production inCuracao. 

St. Kitts/Nevis/Angilla-The combined population 
of these islands increased from 61,000 in 1965 to 
68,000 in 1975. The rate of natural increase in 1974 
was 1.5 percent annually, with the birth rate at 26 
per 1,000 population and the death rate at II per 
1,000. The per capita GNP was $450 in 1973. 

The Family Planning Association was started in 
1971 and has cooperated with the Government since 

that time in carrying on information and education 
activities. A postpartum program was made a part of 
maternal/child health coverage in 1974. At that time, 
it was estimated that more than half of the state's 
fertile women were using contraceptives. 

The Association operates one clinic, and the 
Government makes contraceptives available to its six 
clinics. A special community-based contraceptive 
distribution project has been favorably considered by 
the Government. The IPPF and the UNFPA have 
provided assistance. 

St. Lucia-Population rose from 94,000 in 1965 to 
107,000 in 1975. The rate of natural increase in 

was 3.2 percent per year, one of the highest
i the ar enar This re f the high 
irth rate 4 e1,00 populto the deat 

rate of per 1,000 
rate of 9 per 1,000. 

in 1967, the St. Lucia Planned Parent
hood Association operates four clinics, three of which 
are io nm e a tes fo r female 

sterilization was developed for 1975. The Association 
saw a total of 14,452 acceptors in 1973, of whom 
11,548 used oral contraceptives as their preferred
method.th o ch 

The Association has put emphasis on reaching 
potential acceptors through public meetings, film 
shows, house to house visits, and an advertisiny 
campaign. 

St. Vincent-St. Vincent's population rose from 
88,000 in 1965 to 94,000 in 1975. The rate of 
natural increase was 2.4 percent annu,lly in 1974. 
The birth rate was 34 per 1,000 population and the 
death rate 10 per 1,000. 

St. Vincent's Planned Parenthood Association was 
founded in 1965. It provides services from its clinic 
and 24 Government clinics. Special attention isbeing 
given to reaching the country's youth. The IPPF and 
the UNFPA have provided assi. "ance. 
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Near East
 
The Near East, though large in land area, is 

relatively sparsely settled. Its population totals about 
117.3 million (excluding Greece as European). How-
ever, because water and fertile land are at apremium, 
populations have tended to cluster in cities and villages 
in the more hospitable valleys and lowlands rather 
than trying to make aliving in the more arid higher 
or desert areas. As a result, these settled areas may 
experience population pressures. 

All the nations of the Near East have relatively 
young populations with high fertility and relatively 
high but decreasing mortality. Typical population 
growth rates range from close to 3 percent to well 
over 3 percent a year. Birth rates are among the 
highest in the world. Today°s growth rates, if con-
tinued, would bring adoubling of the area's population 
around the turn of the century. 

While economic improvement is taking place 
in some countries-particularly those fortunate 
enough to have income from oil-the Near East has 
far to go incatching up with more developed countries 

in terms of general well-being for citizens. Only about 
one-third of the people are literate. Per capita GNP 
averages about $710. Life expectancy is 54 years. 
And, because of high fertility, about 43 percent of 
the population isunder 15 years of age and therefore 
dependent on others for sustenance, education, and 
general care. 

With regard to population policies and family 
planning, Near Eastern nations tend to fall into one 
of three general categories: indifferent, tolerant, and 
supportive. 

Indifferent. Some Near Eastern nations, especially 
the oil-rich countries of the Arabian Peninsula, regard 
themselves as underpopulated and encourage popula
tion growth. Saudi Arabia, as an extreme example, 
not only has no organized family planning activities 
but recently prohibited the importation of contra
ceptives. Others favoring a continuation of popula
tion growth include Israel, Kuwait, Oman, Qatar, the 
United Arab I-mirates, and the Democratic Yemen. 

Estimated Vital Rates in Selected
 
Countries in the Near East, 1974
 

Natural increase Deaths per 1,000 1,000 

per 1,000 population .population population 
(Whole bar) 

Yemen (San'a) 29 Y1' , 50 

Saudi Arabia 29 F , " 7 .N ,07 = 49 

Iraq 33 48 

Jordan 33 15,48 

Iran 29 F W" 16 = 45 

Syria 30 F'"15 45 

Lebanon 30 10 40 

Turkey 27 12 39 

Israel 21Th7 28 

PRB 75-37SOURCE: Population Reference Bureau 

The Near East's rate ofnatural Increase was 2.6 percent In 1974 as compared with the worldaverage of 1.8 per. 

cent. The average birthrate of41 per 1,000 is the secondhighest ofany major worldregion. 
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Economic Growth Rates 
in Selected Near East Countries 

Total GNP (percent growth) Per capita GNP (percent growth) 

Iran 11.4 7.9 

Lebanon 8.7 K 5.5 

Syria 9.6 06.1 

Turkey 7.8 wu 5.0 

Israel 7.7 4.4 

1/Average annual growth of Gross National
SOURCE: Statistics and Reports Division; AID Product (GNP), 1970-1974 PRB 76-30 

As In other regions, satisfactorygains in totalgross nationalproduct in the Near 
East are being eroded by populationgains, which if continued, would 
bringadoublingof the population in 2 7years. 

Tolerant. Another group of Near Eastern coun-
tries appears to favor some slowing of growth rates. 
These tolerate or give limited support to private 
family planning activity and/or family planning 
services as part of national maternal/child health 
systems, Such countries include Bahrain. Cyprus. 
Iraq, Jordan, Lebanon, and the Syrian Arab Republic. 

Supportive. Two of the largest Near Eastern 
countries-and these include nearly half of the area's
population-are concerned about population growth, 

have explicit policies to slow such growth, and have 
both government-supported and private family plan. 
ning programs. These are Iran and Turkey. 

Summary Country Descriptions 
Jordan is giving increasing attention to its popula-

tlon growth problems, seeing them as a major deter. 
rent to its national development plans and its effortseveopmnt 

to improve levels of living. A recent official paper 

spoke frankly of the Government's concern and may 

hae been a first step toward eventual formulation 

of a population policy. 

The Government of Lebanon, while not operating 
a national family planning program, has been favor-

rentto ts atinal lansanditseffrts 

able to private efforts and has permitted the private 
Lebanon Family Planning Association to work 
through the Government's hcalth centers. It has 
extended the Association special tax and custom 
privileges, as it has to the Middle East and African 
Regional Office of the International Planned Parent. 
hood Federation (IPPF), which is located in Beirut. 

Population Confetince for the United Nations Eco
nomic Commission for Western Asia. One of the 

Conference's recommendations was that "govern. 
ments are urged to view family planning as a human 
right for every family. considering this as a basic 

human right in Arab society..."Thearsmallrcoutrsofrihran poplaio 
The small country of Bahrain (population 

240,000) has no o-ganized family planning activities,
but the Govern.ent is interested in incorporatingfamily plannuing into its health services and expects 
tomset pla iotlinic. 
to set up a pilot clinic 

In Cyprus (population 646,000). a private associ. 
ation offers family planning services through two 
clinics and has a program of sex education. The 
Government looks with favor on the work. 
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Israel (population 3.4 million) has an official 
pronatalist attitude and welcomes its population 
growth of 2.1 percent a year. A private family 
planning association has been active for 10 years. 

Kuwait (population I million) permits family 
planning services to be offered within its maternal/ 
child health program. 

Oman (population 766,000) has no organized 
family planning program but expects to offer services 
within private hospitals. 

Qatar (population 92,000) has no organized 
population program activities. 

Saudi Arabia (population 6.2 million) is pro-
natalist. The country has no organized family 
planning services except those of the Arabian-Ameri, 
can Oil Company, which in the past jias provided 
such services to its employees, 

The Syrian Arab Republic (population 7.4 million) 
has announced its intention of integrating family 
planning with its national health services. Syria has a 
national family planning association affiliated with 
the IPPF. 

The United Arab Emirates (population 224,000) 
has no organized family planning services. 

The Yemen Arab Republic, or Yemen (San'a). 
population 6.7 million, and the People's Democratic 
Republic of Yemen, or Yemen (Aden). population 
1.7 million, do not have organized family planning 
services. Both, however, have requested the United 
Nations Fund for Population Activities (UNFPA) to 
help set up such services within their respective 
matertial/child health programs. 

Iran 
Iran has an active, expanding, well-financed 

national population program that aims to slow the 
nation's rapid population growth from its 1974 rate 
of 3 percent a year to 1.6 percent a year within the 
next two decades. The 1974 birth rate is estimaled at 
45 per 1.000 and tie death rate 16 per 1,000. 

The need for family planning action is indicated 
by the fact that Iran's 3 percent growth rate, if not 
reduced. would double today's 33 million population 
before the end of the century. l-ven though Iran's 
economy is benefitting from substantial oil exports. 
such population growth would be a severe handicap 
to the nalion's progran of industrialization and 
general economic modernization as well as to efforts 
to improve the health, welfare, and living conditions 
of the people generally. 

The Goverment of Iran began to show interest in 
population matters and problems in the early 1960's 
when the first Iranian census showed that a rapid 
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increase in population was taking place. 
Ministry of Health officials were sent to study 

population problems in Egypt and Pakistan. By 1967, 
a special Population and Family Planning Division 
had been set up in the Ministry of Health. Family 
planning was made a part of Iran's successive 5-year 
development plans, and increasing funds have been 
made available in its support. For example. the 
1973.74 family planning budget of $12.8 million was 
more than doubled to a proposed $28.8 million for 
1975.76. 

Since 1970 the number of Government clinics 
(both mobile and stationary) that offer family 
planning services is reported to have increased from 
about 900 to more than 2,200. These clinics usually 
integrate family planning services with general health 
care. As of early 1974, an estimated 700,000 Iranian 
couples were practicing family planning. Oral contra
ceptives (pills) are lie preferred method. Contra. 
ceptives are widely available, both through program 
distributions and private commercial sales. Recent 
changes in Iranian laws will permit abortions and 
sterilizations. 

Iran has expanded its family planning information 
and education programs and services to reach into 
rural areas where more than half the people live 
Some 3,000 cooperative centers and 1,000 cultural 
centers, and their staffs, offer family planning moti
vation and supply conltraceptives. Orientation and 
training prograns for family planning workers are 
active. An estimated 1,200 radio aid television 
programs on family planning were aired in 19'74. 
Several lins on the subject are being widely shown. 
Other publicity materials have been developed to 
keep the family planning message before the public. 

A demographic survey of a number of villages is 
being prepared to ascertain the effect ot tie piograti 
on fertility. 

A Model Family Planning l'ioject to increase 
contraceptive use was initiated in Istahan Province in 
1972 and in 2 years inore than doubled the use of 
contraceptives among fertile women. The project 
is being expanded to include 26 districts and cities 
with a total population of 3 million. 

The Iranian fnilv planig movement was 
pioneered by the Voluntary Famnily Planning Associa. 
lion founded in 1958. The Association supports 
the Government progran by carrying out information 
and motivation activities is well as by operating a few 
clinics, mostly at cominutmity welfare centers. 

FEducational activities of the Association ain at 
reaching rural people, youth groups, and factory 
workers and at changing male altitudes toward family 
planning. 



External Assistance 
The two chief sources of assistance to Iran's 

population program are the United Nations Fund for 
Population Activities (UNFPA) and the World Bank. 

In 1971, UNFPA and the Government of Iran 
signed an agreement providing financing of $1.6 
million for a 17.month period preceding the 5-year
pla.; for 1973.78, which called for additional UNFPA 
assistance to the Governemnt in the amount of $3,0 
million. Under the agreement, UNFPA provides assis-
tance for a variety of projects for which the United 
Nations, the International Labour Organisation, the 
World Health Organization, the United Nations Devel-
opment Program, and the United Nations Children'ss e ecu ing T h 
Fund are acting as executing agencies. These projects 
cover awide range of activities-demographic surveys, 

Fu nd are act ng gen ies se roj ctsin 

workers' education, curriculum development, sex and 
population education, rural education, vehicles, and
popuatin ecessive. 

heaorl acome 
nowThe World Bank has provided a loan of $16.51974

million to assist the national population program in 
the 1973-76 period. The loan is principally for the 
provision of facilities, including building andequipping 78 countryside health centers, 9 regional
family planning traid. hagcenters, and 7 paramedical 

training schools and for purchasing 150 vehicles. 
The U.S. Agency for International Development 

(AID) has provided support to the Iranian population 
program, through a contract with the Caro!ina Popu. 
lation Center, University of North Carolina. The 
assistance was given to Pahlavi University in Shiraz to 
set up a population center and reference unit.provides funding AIDto several private organizations
whihdre afsiing theve pra Asorughzats

whic arhe asistng trouh arogam.Als, 
contract with the Westinghouse Population Center, 
AID has supported a marketing analysis of the 
commercial distribution of contraceptive supplies in 
Iran. 

The Association for Voluntary Sterilization is 
helping to set up an Iranian voluntary sterilization 
program, including provision of equipment and 

training of personnel. 
The International Planned Parenthood Federation 

(IPPF) gives financial assistance to the affiliated 
Family Planning Association of Iran for its overall 
program, which includes information and educa. 
tion, training, and operation of clinics in urban areas 
and mobile clinics in rural areas. IPPF funding in 
1974 was somewhat more than $400,000. 

The Population Council has been supporting
Iran's population work since the mid-1960's. Recent 
funding (1973 grants were $132,000) has helped the 
postpartum program, expanded family planning in. 
formation and service activities in the Province of 

Isfahan, and supported the study of the socioeco. 
nomic implications of population growth. 

The Rockefeller Foundation has made grants to 
Pahlavi University for courses in teaching population 
and family planning and to the University of Michi. 
gan for the study of rural population and family 
structure in Iran. 

The Pathfinder Fund earlier helped to establish 
the Family Planning Association. 

The national program also has been assisted by 
Sweden and the United Kingdom. 

Iraq 
view o f the nation's substan tial incom e fro m 

oil and its sizable areas of underdevelop,.d land, the 
GoGvernment of Iraq does not look on tl.e country's 
rapid population growth (3.3 percent a year) as ex.it has indicated, in fact, that it would wel. 

the current growth rate of its population, 
birth rate isestimated at 48 per 1000 population and 
te death rate at 15 per 1000. 

Although thle Government does not support 
family planning, it does accept the nation's relativelysmall family planning activity as a health measure.
Therefore, the Iraqi voluntary family planning
association has been able to integrate its activities 
with the national family health and welfare services. 
As a result, family planning clinical services are avail. 
able in maternity and maternal/child health centers. 

Famnily planning in Iraq was initiated in 1070when a group of doctors set up a Family Planning 
Section in the Iraqi Medical Association. This section,funded by the International Planned Parenthood
Fuded by t I er laed aethood 
Federatioi (IPPF), a year later became the Iraqi 
Family Planning Association (IFPA).

No large-scale campaigns have been undertaken to 
gain acceptance of family planning. However, a small 
survey of mothers attending maternal/child healthclinics in Baghdad showed that half of them favor the 
prcie 
practice. 

External Assistance 
The International Planned Parenthood Federation 

(IPPF) gives financial aid to the Iraqi Family Planning
Association (IFPA). This includes: support for the 
information and education program aimed at mothers 
atteiding maternity and child health clinics; training 
courses for doctors, nurses, and midwives; and opera. 
tion of clinics. Budgeted funds in recent years have 
been: 1973, $71,500; 1974, $63,600; and 1975, 
$78,000. 

The United Nations Fund for Population Activi
ties (UNFPA) has granted a total of $472,000, 
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mainly to strengthen the demographic capability 
of the country at Government and university levels. 
When a 3-year joint project between the World Health 
Organization (WHO) and UNFPA expired in 1974, 
the Government of Iraq did not request its renewal. 
The project's aim had been to further extend family 
planning services to maternity hospitals in urban and 
rural areas during 1975.80. 

Israel 
The population of Israel increased by one-third in 

the 1966-75 decade and totaled nearly 3.4 million in 

mid-1975. This is about 850,000 more than the 1965 
than 2.5 million and representslevel of slightly more 

an increase 8 percent greater than that for the 

previousrichestreou deate. nauAThe rate of natural increase rose slightly during 
2.1 percent in 1974 as 

the decade, registering 

compared with 2.0 percent in 1965. Affecting the 

change were increases in both birth and death rates. 
The birth rate in 1974 was 28 births per 1,000 
population a year and up from 26 per in 1,0001965. 

was 7 per 1,000 peopleThe death rate in 1974compared to 6 per 1,000 in 1965. 
Although immigration in te early years of the 

Jewish State (1948-1951) ran at a rate of more than 
20 percent of tile total population per year, it had 
added rather less than I percent annually to the total 
during the 1966-68 period.Both (lie Jewish and non-Jewish communities in 

Israel have experienced substantial population 
growth. But whereas the growth of the Jewish sector 
has depended mainly upon immigration, the growth 
of the non-Jewish groups has been a result of high 
natural increase. Because the volume of Jewish 
immigration has tended to decline over time, the 
non-Jewish population has b-e increasing more 
rapidly than the Jewish since the late 1950's. 

An article* on Israel states that although abortion 
is technically illegal in most pregnancies, it neverthe-
less is cheaply and readily available privately from 

doctors and appears today to be "one of the most 

popular methods of family planning used." No public 

family planning services have been developed, Bachi 
reports, and modern contraception is relatively un-

practiced. A family planning association was formed 

In 1966 and operates a small-scale information and 

education program. The Pathfinder Fund has assisted 

it. 

R. Bachi. "Induced Abortions in Israel," In R.E. 

Hall (ed.), Abortion in a Changing World, V. 1. 
New York, Columbia University Press, 1970. 

Jordan 
Jordan, while not yet committed to a national 

population policy, is showing increasing concern over 
its rapid population growth and the strain it is placing 
on efforts to improve the income, health, education, 
and food supply of its people. Its mid-1975 popula. 
tion (including the West Bank area) was estimated at 

somewhat more than 2.7 million with a growth rate 

of 3.3 percent. Unless this rate is reduced, the 

population will double in 21 years. 

Jordan has several problems which add to its 
is the small amount ofpopulation concern. One 

agriculturally useful land-about II percent. Another 
rcetaeteWs continuing conflict involving Jordan'shas been the ako h odnRvr 

area, te West Bak of the Jordan River. 
third has been the influx of a large number ofrefugees from the 1967 war with Israel. 

While Jordan is making progress in improving its 

agriculture, exports, general economy, and social 
services, the Government is beginning to look on 
rapid population growth as a deterrent to the de

velopment now taking place. In an official paper 
published in 1975, entitled Contri, Statentent Coni
cerntig Population Change and Devclopnent, the 
Government stated that "Despite the marked increase 
in recent years in per capita Gross National product 
and the ambitious goals of the 3-year program (1973
75), an important consideration is whether, in the 

face of the present and future prospects of populato rwhi odn rrae nprcpt N 

tion growth in Jordan, izcreasecs in per capita GNP 
may be continued to realize a decent level of livingto the common man, and to achieve thme high aspira
tions of the Three Year Plan." The Three Year Plan 

aspires to achieve an annual growth rate of 8 percent 

Another part of the same paper noted that nearly 
50 percent of Jordan's population was under 15 years 

of age, and therefore required considerable social, 
health, and educational services while diverting 
national income from much needed investments. It 

noted, too, that females in Jordan continued to 

marry at an early age so that 70 percent of married 
women had reproductive marriage spans of 25 to 35 
years. The result was that women in the age group 

of 40 to 44 years have an average of 8.3 births during 
their fertile years. 

That the Government of Jordan may be ap

proaching the setting of a national population policy 
is indicated in this part of the 1975 statement: 

The National Population Commission of Jordan 
(established in1972) has been convinced of the interrelation 
between population growth, composition and distribution 
on the one hand and achievement of social and economic 
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goals on the other. It realizes that the population element 
must be related to such goals as better education, full cmi-
ployment, and improvement of the general well-being of the 
population, including the health of mothers and children. 

Although the Population Commission has not established 
a definite policy with respect to regulating the number of 
live births, yet it has been studying means and ways of 
recognizing the right of parents to determine freely and 
responsibly the number and spacing of children, and to assist 
those who so desire to enjoy this right by making available 
scientific information and advice on planned parenthood. 

At present, the .overnment does not run family 
planning programs. IHowever, it has been neutral with respect 
to the five private 'family planning clinics' established in the 
East Bank during the last 2years. It observes the experiment
with interest and for further knowledge of the desires of 
visitors. 

The paper added that the Government was aware, 
from a National Fertility Survey, that two-thirds 
of Jordanian women either fully or conditionally 
approved of birth control and that half of those not 

opposed to family planning admitted their last 

pre gnancy was not wanted. 


Jordan's family planning services are maintained 

by the Jordan Family Planning and Protection 

Association (JFPPA), organized in 1963 and 
 an 
affiliate of the International Planned Parenthood 
Federation (IPPF). The JFPPA has had mtany diffi. 
culties in operating its family planning centers be. 
cause the 1967 war and its aftertath disrupted con-
munication between East Bank and West Bank facili-
ties. As of 1974, the JI:PPA opei-ateal 13 family
planning clinics on the West Bank and 10 on the East 
Bank in addition to house-to-house visits by social 
workers. The majorily of acceptor:, favor the contra-
ceptive pill. Plans called for extending hone visits 
to rural areas in 1975. 

External Assistance 

The United Nations Fund for Population Activi. 
ties (UNFPA) has provided $420,000 for demo-
graphic studies and projects, including fertility sur-
veys and the development of' a Statistical Training 
Center. 

Much assistance to Jordan's private family 
planning effort has come from IPPF, whose expended 
or budgeted aid funds during 1973-75 totaled 
more than $300,000, and fron Fanily Planning 
International Assistance, the International Division 
of Planned Parenthood of America, Inc. Such funds 
have been used for overall program work, including 
infoirmation and education and the operaton of 
clinics. 

The U.S. Agency for International Development 
provides no direct assistance, 

The Pathfinder Fund has supplied contraceptives, 
as have the Swedish International Development 
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Authority and the World Council of Churches, CARE 
has made donations and provided clinical equipment. 

Lebanon 

Although Lebanon has no official population
policy It has laws to restrict contraception. The 
Goverymet has permitt ipnnactiviTie
Government has permitted family planning activities. 
The rate of population increase is 3 percent per year:
the birth rate is40 per 1,000 population and death rate 
is 10 per 1,000 ayear according to recent estimates. 

Family planning services are extended toLebanon's population (2.7 million) through the 
Lebanon Family Planning Association (LFPA),
founded in 1969 and a member of the International 
Planned Parenthood Federation (IPPF). The LFPA 
runs 18 clinics in both rural and urbanareas. Ten 

are in Government health centers, seven in voluntaryclinics, and one in the LFPA Medical Center in 
Beirut. 

Prior to the recent political disorders, public
interest in family planning was high. A survey of 
3000 Lebanese wives showed that 74 percent wanted 
to use contraceptives arnd 15 percent were continual 
users of the pill. Further, family planning has received 
cors~derable mass iiedia publicity- iostly sytpa

thetic. And although the import of contraceptives isillegal, oral contraceptives are available (as period 
ega ora con is r vl al a e 
reulto)a 

A Presidential Decree in 1971 proclaimed tieLFPA a public utility. This status provides oHicial 

support and tax exemption. The Government also has 
ratified an official agreement giving tax and custom
exemption privileges to the IPPF regional office 
in Beirut. The Government has invited the LIPA 
to use public health centers as family planning clinics. 
Also, an LFPA representative is a inember oh a special 
committee convened to redraft existing restrictive 
laws affecting family planning. 

The LFPA has been evaluating its impact during
the past 5 years as a guide to the future. The LFPA's 
ultimate aim is to have family flanning integrated 
into the nation's public health system. 

External Assistance 
IPPF grants to LFPA during 1972.74 totaled 

approximately $225,000. Support was Ibr informa
tion seminars for educators, students, doctors, social 
workers, and midwives; for publications; for in-service 
training for medical staff and social workers; and for 
the operation of cltics. 



The United Nations Fund for Population Activi. 
ties (UNFPA) provided $486,000 for several 
projects-a survey of internal migration and fertility, 
training of family planning personnel, strengthening 
of social science studies at the Lebanese University, 
and compilation and review of laws bearing on popu
lation and family planning. 

The Ford Foundation has made an $80,000 grant
to the American University of Beirut for a population 
studies program. The Pathfinder Fund has sponsored 
an outpatient female sterilization clinic to introduce 
this approach and demonstrate its feasibility. Also, 
Pathfinder has assisted the American University Hos. 
pital, Beirut, to become a facility at which medical 
students can receive fertility regulation training. 

Saudi Arabia 

The population of Saudi Arabia increased by
nearly one-third during the 1966-75 decade, reaching 
6.2 million in mid-1975. This is an increase of 1.5 
million over the 1965 level of 4.7 million and a 60 
percent greater increase than that for the previous
decade. 

The rate of natural increase in 1974 was 2.9 
percent, up from 2.6 percent in 1965. The birth rate 
in 	 1974 was estimated at 49 births per 1,000 
population, or about the same as in 1965. The death 
rate was 20 per 1,000 compared with 24 per 1,000. 

Saudi Arabia isa traditional Moslam country with a 
modernization process dating back only to World War 
11 when oil in commercial quantities was discovered, 
Less than one-fifth of tile population live in urban 
places. The balance of the population isengaged in the 
country's traditional occupation, agriculture-about 
one-third in settled agriculture and two-thirds in 
nomadic or serni-nomadic types. In11o other country is 
such a large proportion of the population nomadic. 
This pattern creates difficult problems with respect to 
the promotion of health services and education. 

The import and sale of contraceptive pills and 
devices were prohibited by the Saudi Arabian Govern-
ment in April 19 75--a decision consistent with the 
Government's view that Saudi Arabia can support a 
larger population and must increase its labor force if 
it is to carry out development plans. 

Oil 	 revenues have enabled the Government to 
provide free medicine and medical care for all citizens 
and foreign residents. A modern hospital has been 
built in Riyadh, and it provides special care and is a 
university 	teaching hospital. 

Demographic information is deficient, but the 

United Nations Fund for Population Activities 
(UNFPA) has provided $128,000 for two demo. 
graphic projects. One was a national census; the other 
the improvement of civil registration and collection 
of vital statistics. 

Syria 
The population of Syria increased by 38 percent 

during the 1966.75 decade. in mid-1975 the total was 
7.4 	million, an increase of 2 million over the 1965 
level of 5.3 million. 

In 1974 the rate of natural increase was 3 
percent, compared with 3.2 percent in 1965. Con. 
tributing to the decline was a drop in the annual birth 
rate from a level of 48 births per 1,000 population in 
1965 to 45 in 1974. In 1975 there were 15 deaths per 
1,000 people ayear, compared with 16 per 1,000 in 
1965. 

Syria has a relatively low population density.
Large regions of the country are desert and sub-desert 
and capable of sustaining only small nomadic ele
ments. The majority of the population is dispersed 
throughout the fertile areas of the river valleys, but 
the 	 cou,try's population is most dense along tile 
Mediterranean coast where irrigation is widely 
practiced. Prospects are good for expanding arable 
land as a result of the newly opened Euphrates dam. 

Prior to 1974 Syria had no formal family plan. 
ning "program" 01 any kind national, regional or 
voluntary. But very recently the Government has 
shown increasing interest in the concept of family
planning as a component of family (particularly 
maternal and child) health care. A Center for Popula. 
tion Studies and Research was established in 1972, 
and a National Committee for Developing Population 
Awareness was set Lip under the chairmanship of the 
Minister of Plaoning. In cooperation with Ithe 
Ministry of Health and several U.N. agencies, the 
Central Bureau of Statistics undertook surveys on 
infant mortality in Damascus and several studies on 
the relalionship between family size. health, and 
economic structure. The Syrian Family Planning 
Associatiun was formed in Jtne 1974. and began 
operations with the Government's support. The 
Syrian Ministry of Health is moving to incorporate 
family planning services into the country's existing 
health structure. 

The selling, prescription, and spreading of infor. 
mation about contraceptives are illegal in the Syrian 
Arab Republic, but conventional contraceptives are 
available in most pharmacies. Abortion is legal only 
for medical reasons. 
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Turkey 
Turkey's population in mid.1975 was estimated 

at 39.2 million and increasing at 2.7 percent per year. 
The 1974 birth rate was 39 per 1,000 population and 
the death rate 12 per 1,000. 

Turkey has had a national family planning policy 
and program since 1965. It operates through the 
Ministry of Health and Social Service facilities, which 
are located in each of the country's 67 provinces. 
Nominally, family planning services have been made 
available to all people. In practice, however, both 
Government support and program effectiveness have 
been variable. An estimated 2.5 percent of married 
women in Turkey in 1974 used the IUD, which, since 
the program's beginning, has been virtually the only 
contraceptive avaitable through Government clincs. 
The number of new acceptors recorded in each of 
recent years has been somewhat more than 50,0)0. 

Pro-natalist attitudes linger in this large and 

sparsely populated country. New progress may be 

emerging, however, as indicated by some of these 
recent developments: 

*The Ministry of Health, in 1974, signed a compre. 
hensive 5.year agreement with the United Nations 
Fund for Population Activities (UNFPA) under which 
UNFPA will provide tip to $10 million to help expand 
family planning and maternal/child health services 
throughout the national health network. 

a The annual quota for importation of condoms for 

commercial sale was doubled from $100,000 to 
$200,000. (As recently as 1972, the quota had been 
only $10,000.) 

* The Ministry of lealth has developed plans for a 

national contraceptive distribution program that 

would m ake adequate supplies of contrceptives avail. 
ablethroghouallhealh failites.programable throughout all health facilities, 

• The Government budgeted nearly $2 million for 
family planning in 1975-by far the largest annual 
amount to date. 

Turkey's first family planning activity was that of 
a private organization, Trirkiye Aile Planlamasi 
Denegi (TAPD), founded in 1963. It is a member of 
the Intinational Planned Parenthood Federation 
(IPPF). TAPD played an important role in motivating 
the Government to set up its family planni't services, 
and it continues to support the program today 
through information and education .,tivtties, 
training, and medical services carried out by its 5 
mobile teams and I 7 fixed clinics. 

At present, tileMinistry of lIealh is responsible 
for making family planning services available to the 
people. Some 578 clinics In the 67 provinces offer 

A 

family planning services, and educational teams 
(working from a ileet of 528 mobile units) go to 

villages to enlist acceptus and distribute contra

ceptives. Health personnel Of the Ministry number 
more than 10,000 including about 7,000 midwives. 
And organizational changes are being made to give a 
stronger position to family planning in the Ministry's 
maternal/child health prgram. 

Other orgamizatcons that upport the national 

p rog tHa p e iatna lrnide te 

include lte lifacettepe University in Ankaraand its Institute of Population Studies, which has 

been heavily assisted by the Ford Foundation. The 
Instiute's social, demographic, and national fertility 
surveys are made available to Government policy. 
makers to assist in program determinations. 

External Assistance 
The largest provider of assistance to Turkey's 

population program has been the U.S. Agency for 
International Development (AID). Although AID Is 
not currently helping finance the program, approxi
mately $2.5 million has been made available since 
mid-1965-much of it to help establish the program. 
This assistance helped to purchase vehicles for ua In 
the health program network, to perform marketing 
analysis of tilecomme:rcial distribution of contra
ceptivas, to train nurse/midwives In family planning, 
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to study the impact of rapid population growth in 
Turkey, and to help the Ministry of Health make 
contraceptives available through health centers. 

AID also has helped fund the Turkish Demo-
graphic Survey Center in the State Institute of 
Statistics, which the University of North Carolina has 
provided with technical assistance in demographic 
data collection and analysis. 

The United Nations Fund for Population Activi-
ties (UNFPA), with its $10 million of funding for 
1974.78, will enable 20 high-level Turkish officials 
to study family planning programs in South East 
Asia, establish a hormone laboratory at Ankara 
Maternity Hospital, provide current information 
on population trends in Turkey, compile and review 
existing laws affecting family planning, and facilitate 
the integration of family planning and maternal/child 
health services. 

The International Planned Parenthood Federation 
(IPPF) gave financial support to the private Turkish 
association (TAPD) during the 1973-75 period that 

totaled somewhat more than $300,000. Among other 
helpful activities, the money financed a family 
planning seminar in 1974 (the first of Its kind in 
Turkey). Earlier IPPF support enabled TAPD mobile 
teams to contact more than 1.1 million persons about 
family planning during the period 1966-73. 

The Association for Voluntary Sterilization has 
made a grant of $17,750 to Hacettepe University to 
establish a female voluntary sterilization program. 
Ford Foundation grants to Hacettepe University 
have financed training and research in population and 
demography. 

World Education funds totaling $77,500 during 
1971.73 helped the Ministry of Education to es. 
tablish adult education programs including family 
planning elements. The Population Council assisted 
Turkey's early family planning efforts, and the 
United Kingdom has provided consultants to the 
Ministry of Health for specific population/family 
planning projects. The Pathfinder Fund has also given 
some assistance. 

This large area, which includes Cyprus, Iran, Iraq, Israel, Jordan, Lebanon, Syria and Turkey, has a rapidly expandingpopu.
lation. Maintaining adequate per capita food production Isbecoming increasingly difficultfor some countries, notably Iraq, 
Jordan, and Syria. 

Food and Population in the Near East, 1965-1974 
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Northern America
 
The population of Northern America-comprising 

about 6 percent of the world total-increased by 10.5 
percent during the 1965.75 decade. As of mid-1975, 
the Northern American population amounted to 
236.6 million, or 22.6 million more than the 1965 
level of' 214 million. 

This 10-year gain, however, was only two-thirds 
the increment of the previous decade, and indicates a 
slowing of' population growth. Population growth 
during the 1955-65 period was 32 million over the 
1955 level of 182 million. 

The annual rate of natural increase for Northern 
America was 0.6 percent a year, based on 1974 
statistics, compared with 1.1 percent in 1965. The 
drop stemmed entirely from a sharp decline in the 
birth rate. The birth rate in 1974 was 15 births per
1,000 population, down from 20 per 1,000 in1965. 
The death rate field steady at about 9 deaths per 
1,000. 

Immigration, however, continued to play a signifi-
cant role in the growth of both Canada and the 
United States, the countries with the largest popula, 
tions. Immigration accounted for one-fourth of the 
population growth of' the United States and more 
than half of that of Canada. 

The per capita gross national prodkict in Northern 
America increased between 1965 and 1973 by about 
24 percent. In1965 it was $4,950 per capita and in 
1973, $6,130 per capita. 

Both the United States and Canada have ex-
perienced, with some variations, the demographic 
history of Western civilization in general and the 
English-speaking "overseas" colonized countries in i 
particular. In the 18th and early 19th centuries, 
mortality and fertility were very high and the rate of' 
growth was rapid. Today the rate of' natural increase 
is well under I percent for both countries-0.6 
percent for the United States and 0.8 percent for 
Canada in1974. 

The legal situations in both countries have shifted 
in recent years from restrictions on contraception to 
the present official support for family planning by 
Federal and many State or Provincial governments, 
The shift has been stimulated especially by emphasis 
on responsible parenthood, women's rights, family 
well-being, and a recognition that growth, in itself', is 
not necessarily good. 

U.S. and Canadian governmental assistance to 
developing countries for population programs totaled 
more than $740 million during the 1965-75 decade. 
Significant additional support also was forthcoming 

from private organizations. 
The United States and Canada-with populations 

of approximately 213.6 million and 22.8 million, 
respectively-account for more than 99 percent of the 
Northern American total. Bermuda with 55,000, 
Greenland with 50,000, and the islands of St. Pierre 
and Miquelon with 5,000 comprise tileremainder
less than 0.0006 percent of the total population of 
Northern America. The population developments of 
Canada and the United States are presented here in 
some detail. 

Canada
 

The population of Canada m 1975 was approxi
mately 22.8 million, or 3.1 million more than in 
1965. The increase, however. was upward of a million 
less than during the preceding decade. The initiation 
of a Federal family planning program in 1970 is 
expected to contribute to this trend. 

The smaller rate of increase came directly from a 
marked drop in the birth rate. since net immigration 
was larger in the 1965-74 pciiod and mortality in the 
two decades held rclatively steady at about 7 to 8 
deaths per 1,000 popu!at ion. In 1074 there were 15 
births per 1.000 people. 21 percent below the 1965 
figure ot 21 per 1.000. Whereas women inthe 15 to 
49 age bracket produced 74.4 children per 1.000 in 
1966. the figure dropped to 67.7 in 1071 and to 61.5 
in 1974.

As another consequence of the lowered birth iate,
mmAsa n con edueitce of utl ord irth (at. 

million) othe un 5r75 populatiotn increase i 
Canada. Fo the previous 10).ear period, it had 
represented one-third ( 1 1illion of the popula
tion increase. 

The Government of Canada recognizes that the 
country of tomorrow will be largely shaped by the 
decisions Canadians make about future immigration 
policies. The Government in 1975 issued a compre
hensive "Green Paper" ot the subject to stimulate a 
countrywide debate with a view toward developing a 
common perception of population goals for the 
nation as awhole. When lie issued this "Green Paper." 
Canada's Minister of Manpotwer and Immigration 
stated: 

To many Canadians, with our country's 
pioneering tradition, the "population question" may 
often have seemed remote. We think of ourselves as 
inhabiting a vast land mass; yet one-third is the 
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granite crust on the Pre-Cambrian shield. We think of 
Canada as possessing virtually boundless farming
potential and therefore a huge capacity to produce 
food for our own and the world's use; yet only 17percent of Canada's territory is even potentially
arable, and of this only about one-third is really good
for agriculture. Moreover, metropolitan expansion is
making perceptible inroads in high-quality farm land. 

We have been accustomed to think of housing as 
cheap and easily available; yet everyone is well awarethat, in urban centers, land prices have risen at
staggering rates. We have always regarded ourselves as
having almost infinite elbow room; and yet some of 
us have begun to feel crowded in our cities. The 
urgency of the question is now coming home to us.
We are beginning to appreciate the importance ofknowing where we are going in population terms and
of taking deliberate decisions to choose our popula-
tion future. 

With over half of Canada's immigrants going to 
three major cities-Toronto, Vancouver, and Mon-
treal-Government officials recognize that population 
policy must also be concerned with where people live 
and how they live. Since 1871 Canada has evolved 
from a rural to an urban-based society. In 1871, 18.3 
percent of the population was considered urban 
compared with 76.1 percent in 1971. Since World 
War II, the most rapid increase in urban population 
has taken place in metropolitan regions with popula-
tions of 100,000 or more, If present trends continue, 
well over half of all Canadians will be living in 12 
metropolitan areas by tie end of the century, with 
one-third of the total population located in the two 
largest cities-Montreal and Toronto. 

In line with the increase in population, the 
Canadian gross national product also followed an 
upward trend during the past decade. It increased 
between 1965 and 1973 by about 34 percent. In 1965 
it was $4,010 per capita and in 1973, $5,370. 

Federal and Provincial Programs 
Federal support for family planning activities was 

made possible by legislation which in 1969 removed a 
longstanding legal prohibition against provision of 
contraceptive information and services. 

A Federal family planning program was initiated 
in 1970 to make readily accessible to Canadians the 
knowledge and means enabling them to make in-
formed decisions about the number and spacing of 
their children. It includes ti). administration of a 
grants program; the development and distribution of 
family planning, family life, and sex education 
materials; the provision of consultation on related 
matters to governmental and nongovernmental or-
ganizations; and assistance in the training of needed 
personnel. Family planning grants are available for 
the development and expansion of family planning 
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services and for demonstration, training, and research 
projects. A limited number of university teaching
and/or research fellowships are offered. Substantial 

support also has been provided to voluntary agencies.
The means of achieving the objectives of the

Federal family planning program come largely under
the jurisdiction of the provinces through their depart
merits of health, education, and welfare. Federal aid 
to 

the provinces is provided by three important pieces
of shared-cost legislation: Tile Medical Care Act of
1966, which makes possible comprehensive medical 
insurance for all Canadians; the Hospital Insurance
and Diagnostic Services Act of 1957, which provides 

a Federal contribution of 50 percent of the costs of
insured hospital services; and the Canadian Assistance 
Plan of 1966. 

Under the two health measures, the costs of 
family planning consultations with physicians, of' 
surgical sterilization, and of clinical services are 
publicly financed. The Canadian Assistance Plan 
shares the costs of contraceptives and of family
planning counseling services provided through 
provincially approved programs to needy people. This 
means that family planning services are theoretically 
available to most Canadians. Their availability, low
ever, is not yet universal. 

Provincial programs are at various stages of 
development. Quebec has announced its intention of 
making family planning an integral part of a broad 
spectrum of health and welfare services. Ontario has 
appointed an interdepartmental committee, chaired 
by the Ministry of Health, to coordinate the develop. 
ment of family planning services and family life 
education. Saskatchewan's Health Department has a 
full-time coordinator of family planning, and the 
government is studying reports of citizen advisory 
committees on family planning and family life educa
tion. Alberta supports the growth of family planning 
services through its Preventive Social Services pro
gram. British Columbia is integrating into its health 
services a number of family planning clinics first 
established under volunteer auspices. 

Sex Education 
The place of sex education in the schools is a 

matter of controversy. A national public opinion poll
in January 1974 indicated that 73.1 percent of 
Canadians approved sex education in the schools. Of 
those approving, 88.8 percent thought that such 
courses should include discussions of birth control. 
However, in some places a minority of parents
opposed this on the grounds that such teaching 
encourages sexual promiscuity and constitutes an 
invasion of parental rights. 



There is also conflict over the provision of 
contraceptive services to minors. This area is under 
provincial jurisdiction through laws which are not 
uniform across Canada governing the age at which 
young people may be given medical care without 
parental consent. Sonic argue that provision of 
contracepti, services will encourage immorality 
among teenagers. However, in tile light of evidence 
that the majority of young unmarried people re-
questing contraceptives are already sexually active, 
others maintain that such services are a necessary 
preventive of teenage pregnancies leading to demands 
for abortions. 

The Subject of Abortion 
Canadian public opinion is sharply polarized on 

the subject of abortion. The 1969 amendments to the 
Criminal Code authorized the performance of an 
abortion by a medical practitioner in an approved or 
accredited hospital when that hospital's abortion 
committee, consisting of at least three other medical 
practitioners, certifies that the continuation of the 
pregnancy would or would be likely to endanger the 
woman's life or health. This provision does not 
operate evenly across the country because the 
establishment of hospital abortion committees is 
optional, and less than half of Canadian hospitals 
have established them. Since health is not defined for 
this purpose, interpretations by individual abortion 
committees vary widely. Hospitals which do perform 
abortions cannot meet the demand. Many women 
seeking abortions obtain them in the United States. 

In 1973 the number of therapeutic abortions in 
Canadian hospitals for Canadian residents totalled 
43,201, an increase of 4,348 over the 1972 level of 
38,853. The abortion rate increased from 11.2 
percent of live births in 1972 to 12.6 percent in 
1973. However, the increase in numbers and the rate 
was the smallest year-to-year increase since the 
amendment of the Criminal Code in 1969 and was 
only about one-half the increase recorded between 
1971 and 1972. 

A public opinion poll taken in September 1974 
indicated that 62 percent of Canadians believed that 
the decision about abortion should be made by the 
woman concerned and her physician. A number of 
influential organizations, including the Canadian 
Medical Association, are on record as favoring this 
principle through the removal of any reference to 
abortion from the Criminal Code. On the other side a 
coalition of "pro-life" groups presented to Parlia-
ment, in June 1975, a petition signed by over I 
million Canadians requesting that the abortion law be 
tightened. 

In October 1975, the Federal Minister of Justice 
announced the appointment of an Abortion Law 
Study Committee. It will conduct a study to deter 
mine whether the procedure provided in the Criminal 
Code for obtaining therapeutic abortions is operating 
equitably across Canada. Its report, due in 6 months, 
is expected to be essentially findings of fact. The 
report will be made public and will form the basis for 
further consideration of the law. In addition to the 
chairman, a medical sociologist, the Committee 
consists of a physician and a lawyer. 

External Assistance 
Most of Canada's population and family planning 

support to developing countries has been provided 
by the Canadian International Development Agency 
(CIDA) and channeled through multilateral organi. 
zations. In fiscal year 1975-76, multilateral assistance 
totaled $7.5 million, an increase of $1.7 million over 
the fiscal year 1974-75 level of S5.8 million. Primary 
recipients were the United Nations Fund for Popula. 
tion Activities, the International Planned Parenthood 
Federation, and the World Health Organization. Until 
fiscal year 1974-75, Canada also provided support for 
the OECD Social Development and Demographic 
Program 

Sonic bilateral assistance also has been given to 
a family planning program in India: vehicles and 
educational equipment have been provided for some 
Caribbean countries; a workshop in Montreal for 
personnel from French-speaking African countries 
has received support; funds have been provided 
for production of a family planning film in Ghana; 
and a contribution of S2 million has been made to 
a population program in Bangladesh supported 
jointly by the World Bank and several bilateral 
donors. 

In addition. CIDA's nongovernmental organiza. 
tions division has contributed more than $435,000 
to 20 family planning projects in developing countlies 
through such Canadian voluntary agencies as ihe 
Family Planning Federation of Canada, Canadian 
UNICEF Committee, Canadian Unitarian Service 
Committee, Oxfam (Canada), World Literacy, 
SERENA, and the Canadian Teacher's Federation. 

The United Sta es 
The population of the United States at the 

beginning of July 1975 was 213.6 million, an Increase 
of 19.3 million from the total a decade earlier of 
about 194.3 million. With population growth In the 
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period slowing, this l0-year increase was 9 million 
less than in the preceding decade. Whereas population 
rose nearly 2.3 million in tile first year of the 
1965.1975 period, it climbed only 1.6 million in 
1974. Significantly, about one-fifth of the increase in 
1965 was from net immigration. In 1974 the propor-
tion from immigration was somewhat higher. 

The overall situation reflects a marked decline in 
the rate of natural population increase stemming 
from a sharply lower birth rate offset only slightly by 
a small decrease in mortality. The drop in mortality 
was from 10 per 1,000 population in 1965 to 9 in 
1974. Tile overall birth rate for 1975 is estimated at 
about 15 per 1,000 or the same as in 1973 and 1974 
but 26 percent lower than the rate of 1965. The 1973 
and 1974 birth rates, and the rate for 1975 were the 
lowest in U.S. history. These birth rates are approach-
ing those noted for the United Kingdom and Scandi-
navia. 

However, the low U.S. rates of today are not 
necessarily the pattern of the future. For one thing, 
the large generation born after World War 11 and 
known as the "baby boom" isentering its most active 

childbearing period. This group-from 20 to 34 years 
of age-will do much to determine the future trend in 
population increases,

Although relatively large numbers of women are 

in the reproductive age group, they are likely to have 

fewer children per woman because the small family is 

becoming the ideal of most Americans. Many believe 

their own quality of life and that of their children 

will be easier to ensure with fewer children to main-

tain and educate, 

A survey of 47,000 households by tile Bureau of 
the Census in June 1974 showed that 72.7 percent of 
the younger wives (ages 18 to 24) expected to have 
two or fewer children and only 27.2 percent of them 
expected to have more than two. 

The wives 18 to 24 years old interviewed in the 
Census survey expected, as a group, to have an 
average of 2.2 children. This figure implies an 
expectation for their future families to include about 
2.1 children. If immigration were nonexistent, 

the rate of reproduction which, if adopted and 

maintained by the entire population, would result in 

eventual zero growth of the U.S. population. Mean-

while, however, because of the extra large proportion 

of people of chiidbearing age, the population would 

continue increasing substantially for about 50 years. 


Three projections of the population of the United 
States for the year 2000 have been recently made by 
the Bureau of the Census on the basis of different 
fertility rates. They range from 245 million to 287 
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million. The low projection assumes that women 
between now and the year 2000 will have an average 
of 1.7 children, and the high projection assumes they 
will have an average of 2.7 children. Thus, a 
difference of one child per woman in the next 25 
years means a difference of 42 million in the size of 
the population by the year 2000. An intermediate 
projection for an average of 2.1 children per woman 
would give a population of 262 million in the year 
2000. All of these projections are based on the same 
assumptions regarding mortality and immigration 
with fertility as the only variable component. It is 
assumed that death rates will decline slightly and 
net legal immigration will remain at 400,000 a year. 

The projection that appears likeliest to reflect 
actuality is the intermediate one that indicates a 
growth in population of about 50 million by the end 
of the century with approximately one-fourth of the 
increase resulting from legal immigration. The pro
jections do not take into account illegal immigrants 
which some estimates put as high as amillion annual
ly. However, illegals are less likely than legal im
migrants to stay permanently. 

In keeping with the increase in population, the 
U.S. gross national product also followed an upward 
trend during the past decade. The per capita gross 
national product increased between 1965 and 1973 

by about 23 percent. It was $5,050 per capita in 1965 

and in 1973, $6,210 per capita. 

It is not known to what extent the decline in 

economic activity since 1973, the accompanying 

inflation, and the rise in unemployment influenced 

the birth rate. However, uncertainties as to employ
ment and income are significant factors in family 
decision making. 

While U.S. population continued to increase, 
changes also occurred in its distribution. For 
example, during the past decade metropolitan areas 
no longer grew faster than nonlnetropolitan ones. The 
South, historically an exporter of people to other 
parts of the Nation, experienced a net influx. 

For the past century or longer, the cities, or 
metropolitan areas, of the United States have grown 
more rapidly than tile country as a whole as a result 
of their attraction to migrants from rural areas and to 
immigrants from abroad. Until about 100 years ago, 
urban residents constituted only one-fourth of the 
U.S. population, and by 50 years ago they had 
passed the one-half mark. At present, approximately 
three-fourths of the Nation's people live in urban 

areas. But since about 1970 there is evidence that 
although immigration into the cities from abroad Is 
continuing, the metropolitan areas, on balance, are no 
longer gaining population through migration from the 



nonnietropolitan countryside. 
Several factors account for the change. For many 

years, the more rapid expansion of metropolitan, as 
compared with nonmetropolitan, areas has been 
associated with rising productivity and higher levels 
of living in metropolitan areas. However, such side 
effects as traffic congestion, air and water pollution,
tensions arising from crowded conditions, and a rising 
incidence of crime have placed serious strains on the 
provision of public services. Such effects have tended 
to offset some of the lure of all metropolitan areas. In 
addition, there have been increases in the number of 
jobs available in nonmetropolitan areas. Retirement 
communities have developed in outlying areas and 
attracted older migrants from metropolitan territory, 
An increasing number of workers commute to metro-
politan jobs from small-town or open-country resi-
dences. And some developments have occurred 
beyond the boundaries of metropolitan areas. 

The above changes in population trends, however, 
do not represent a return by metropolitan dwellers to 
farm communities or pursuits. The farm population, 
after recording an average annual decrease of 4.8 
percent during the 1960's, appears to have stabilized 
at nearly 9.0 million. 

Froim a regional standpoint. the Northeast and 
North Central States, ofi balance, have continued to 
lose some people to other areas during the past 
decade while the West has continued to gain-but at a 
lower rate than in the 1960's. 

The South, however, t the 1970.75 period, has 
reversed its longstanding role as a net exporter of 
people and become a net importer. More whites are 
moving to the South. fewer blacks are leaving, and 
significant numbers of Latin Americans have immni-
grated-prinarily from Cuba. Many incoming resi-
dents have responded to new business opportunities 
in the South; but new retirement developments in 
Florida have also been a major attraction. For blacks, 
the decline in time volume of outmigration between 
1970 and 1975 was so far reaching that the number 
of blacks moving to tile South now nearly equals the 
number moving from the South. This change repre-
sents a significant departure from the large-scale 
outmigration of blacks from the South in time period 
between World War i and the late 1960's a period 
when fully 4 million more blacks left the South 
than returned to it. 

Regionally, the most rapid population growth in 
1970.75 occurred in the Mountain States of the West 
(an increase of 16.3 percent) and in the South 
Atlantic States (9.9 percent). At the other extreme, 
the population of time Middle Atlantic States was 
virtually the same in 1975 as in 1970. 
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Meanwhile, dramatic changes in attitude and 
behavior toward family planning have occurred 
within the United States during the 1965.75 decade. 
Public opinion and public policies have become 
increasingly favorable to measures for voluntary 
control of family size and spacing of births, including 
provision of clinical services. 

The increased availability of family planning 
services and supplies has thus contributed, to some 
degree, to the declining birth rates of the past decade. 
But economic and social factors have also been an 
important part of the picture. Among such factors are 
increased urbanization and the changing status and 
independence of women in the society. Increasingly. 
public opinion and public policies have come to 
approve the principles of the United Nations Declara
tion of Human Rights, including the right of women 
to control their own bodies and reproduction. 

Family Planning Practices of the General 
Population* 

In the United States toduy, more than 9 out of 10 
married couples have practiced-or expect to prac
rice-somne form of contraception to limit or space 
births. Couples are using contraception earlier in 
marriage than they used to. more are using the most 
effective methods, and couples are increasingl) 
successful in assuring their desired family si/c. 

The latest available data indicate that three in 
four Americans who are practicing contraccplion arc 
using scientific nethods. (t this group. 58 percent 
are using the most effective contraceptive methods: 
pill (oral contraceptive) 34.2 peicCnt; steriliatioi 
16.3 percent; and. IUD (intrauterine device) 7.4 
percent. In addition, aliong couples who had borne 
all of tile children tihe) wanted. more than one iii six 
had been voluntarily sterilized lt cotnraceptive 
reasons. Amorig older couples (in)which the wife is 30 
to 44 years of age) sterili/ation typically, tubal 
ligation for women and vasectomy for men-were 
among the most popular methods of contraception. 
Sterilizations were almost equally divided between 
men and women. 

Significantly, individuals served by Federally 
supported family planning programs are using the 
most effective contraceptive tmethods to a far greater 
degree than the population at large. During 1974, 89 
percent of female patients in subsidized programs 
were using the pill (75 percent) or the IUD (14 

torn "Survey of Family Planning in tme United
Stats," by Ruth (;aiaid. Oice of Population Affairs, 
tNpartmncnt of tcalth, Fducation, and Welfare, Decermber 
1974. 



percent). Also, low-income couples-in part through 
the efforts of these programs-have almost reached 
the level of contraceptive usage of high-income 
couples. 

While fertility rates have declined, especially for 
married and older single women-and this to some 
measure can be attributed to the greater effectiveness 
of their contraceptive practices-teenagers are a 
highly vulnerable group. Anational sample of teenage 
females showed that less than one-half of those 
considered to be sexually experienced had used any 
method of contraception for the most recent ex-
posure to the risk of conception and less than 
one-fifth always utilized a means of contraception. 
While a majority of Americans favor giving contra-
ception to teenagers who are sexually active, contro-
versy still exists about the rights and wrongs of 
premarital sex. There is no evidence that availability 

of contraceptive services to unwed teenagers en
courages sexual activity; but available data do suggest 
that if a minor requests contraception there is a 
definite need for it. 

Although the contraceptive use rate of American 
couples is among the highest in the world and, 
although the United States is in the midst of an 
unprecedented low overall fertility, there remains a 
distinct and crucial gap between desired family size 
and the incidence of unwanted pregnancy. On the 
one hand, the average number of children American 
couples desire for themselves is trending downward, 
as noted above. On the other hand, according to the 
1970 National Fertility Study, 44 percent of all 
births between 1966 and 1970 to currently married 
women were unplanned, and 15 percent of these 
births were reported by parents as never having been 
wanted. The survey indicates that unwanted births 

The sharp decline in U.S. fertility rates began in the late 1920's. The continuing drop in the 1930's traces to the 
Depression, which brought postponement of many marriages and increasedemphasis on contraception. The end 
of World War il brought a reversal of these factors; asharp increasein fertility rates resulted in a post-war "Baby 
Boom." Since the mid-I 950's more than nine out of ten married couples-for personal reasons or out of concern 
about U.S. and world population growth-hape practiced or expect to practice some form of contraception to limit 
or space births. Couples are using contraception earlier in marriage than formerly and more are using highly 
effective contraceptive methods. The result has been a trend toward fewer births. 

U.S. Live Births and Fertility Rates, 1925-1974 
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are highest among those who have the lowest educa. 
tional and Income levels, 

The oral contraceptive pill, considered one of the 
most effective methods, had the following failure 
rates according to the 1970 Fertility Study: after one 
year of use, 7 percent of all those American women 
who intended to delay their next pregnancy by using
the pill were accidentally pregnant, and 4 percent of 
those who never intended to have more children were 
also pregnant. Twelve.month failure rates among 
users of the IUD, another effective contraceptive, 
were even higher: 15 percent for women who 
intended to delay their next child, and 5 percent for 
women who wished to end their childbearing. 

When all methods of contraception were taken 
into account, the overall failure rates were very much 
higher. During 1970, one out of every four couples
who practiced some form of contraception for spacing
their family experienced an accidental pregnancy.
And among those who practiced contraception to 
prevent all future births, unwanted pregnancies
occurred in 14 out of every 100 couples. Those 
women who are relatively young at the beginning of 
exposure to risk (that is, younger than the national 
average for any specific pregnancy order) are much 
more likely to fail than those who are older. Sixty-six 
percent of those attempting to prevent pregnancy 
altogether are successful for at least 5 years, but this 
success proportion ranges from 44 percent for the 
youngest to 84 percent for the oldest relative age 
category. 


Estimates indicate that about 900,000 legal abor-
tions were performed in the United States in 1974 (as
reported by Edward Weinstock, Christopher Teitze, 
Frederick S. Jaffe, and Joy C. Dryfoos in the 
January/February 1975 issue of Family Pianning
Perspectives Magazine). This represented an increase 
of 150,000 over 1973. It is estimated that about 
50,000 legal abortions were performed in 1969. 

The estimated 900,000 legal abortions in the 
United States in 1974 compares with the total of 
3,166,000 births in tl'at year. Thus, there were close 
to 3 legal abortions in the United States in 1974 for 
each 10 live birhs. The number of legal abortions 
has increased dratmvat.cally since the Supreme Court's 
decision liberalizimig abortion restrictions in 1973. 
However, it is not kno,'n to what extent these 
merely replace abortions thal would have occurred 
illegally had it not been for the Supreme Court's 
decision in 1973, 

Organized Family Planning Services 
Rapid expansion of organized family planningservices in the United States during the 1965.75 

decade stemmed largely from (1) repeal of statutory
restrictions which previously had prohibited the 
dissemination of contraceptive materials and supplies,
and (2)Congressional initiatives which translated 
public interest into concrete program authority. 

Prior to 1965 most States had continued to 
operate on the basis of laws modeled after the famous 
Comstock Act of 1873-a Federal law that banned 
from the mails and from interstate and foreign 
commerce any and all materials relating to contra
ception. But such laws had become seriously
outmoded in terms of public opinion. Studies in 
1941, 1955, and 1960 showed that a large share of 
Americans of all religious, ethnic, and socioeconomic 
groups favored the use of contraception. The first 
major statutory changes at the State level thus came 
about with relatively little controversy in 1965 and 
1966 when five States repealed restrictions on the 
dissemination of contraceptive information. In 12 
other States, laws were adopted authorizing or 
encouraging public health departments or welfare 
agencies to provide family planning services to their 
clients at public expense. And the U.S. Supreme
Court added its weight to the shift in attitude when it 
ruled in 1965 that married couples have a constitu
tional right to practice contraception free of legal
interference-a right which the Court extended in 
1972 to unmarried persons. 

These deelopments were followed or ac
companied by challenges to the abortion laws of 
many States, almost all of which prohibited abortion 
except to save the mother's life. Colorado liberalized 
its abortion law in 1967, and 17 other States did so 
subsequently. In January of 1973, the U.S. Supreme
Court overturned many ol the remaining restrictions 
on abortion throughout the Nation by its ruling that 
States could not interfere with awoman's decision to 
have an abortion during the first 3 months of 
pregnancy, so long as it was performed by aphysician.* 

It was against this background of sweeping 
statutory change that the 1966-75 expansion in 
organized family planning services developed in the 
United States. The Planned Parenthood Federation of 

*The U.S. Supreme Court held that during ,ne first 
trimester "the abortion decision and its effectuation must be 
left to the medical judgment of the pregnant woman's 
attending physician." After the first trimester "the State, in 
promoting its interest in the health of the mother, may, if itchooses, regulate the abortion procedure in ways that are 
reasonably related to maternal health." After the fetus has 
reached viability "The State. . . may, if it chooses, regulate,
and even proscribe, abortion except where necessary, Inappropriate medical judgment, for the preservation of the life or health of the mot.r." 
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America reports that as late as 1960 no more than 
150 public and private health agencies were operating 
family planning clinic programs serving persons of 
low or marginal income. Most of these were affiliates 
of Planned Parenthood and served about 150,000 
women. 

By 1974, however, family planning programs 
receiving Federal support were serving over 3.4 
million women with a combination of medical,
educational, informational, and social services 
necessary to enable them to freely determine the 
number and spacing of their children. (See the 
accompanying tables.) Over 70 percent of the women 
served were membeis of fainilies with incomes below 
150 percent of poverty ($7,557 for a nonfarm faiily 
of four in March 1974). 

Federal family planning support in 1974 totaled 
$201 million, compared with $60 million as recently 
as 1971 

Itshould be noted, however. that not all of the 
new developments were accepted without organized 
challenge. One response duting the past decade was 
the formation within the United States of a militant 
antiabortion movement. Kniuwii generally as the 
"'RightIto ifc" it has actively opposedL'ivovement, 
abortion and fUrtlici lifting )1legal estrictions. 

In less than " decade, howevel. U.S. law and 
policy had mioved moin dcttring, in at least mnaking
difficult, eftective suiitarv iguhation of fertility to 
permittig ita iti,mdied ii nig public resources to 
facilitate it aild i,, incd somie of the deficits 
deriving trom inequiis inilie distibiutioii of medical 
care. Sharp, e ct-siI)views oiver abortionLtiltri 

,xL iwevtm is e vidt con-
tinuing eif'tOr it t iimoveletl to 
continIue to 1is as iII tile 

ihe"Right l.iL'e" 

lall\ ncleasing litkiliuhes1 , of \lltielicllS to its cause. 

I-deaa .liiini i tivc polic', began to shift 
towaikd suppot oi1 taiily plau.,ing activities aftei 
1q65 with the at-ve .icoitmageijctini ot Congress and 
President [yfidon ohnlint h,I ,6(.te l)epartnmient 
of Health. Edt::it ion, :il Weitlre issued its first 
policy slatellitm lalily plaiming, and President 
Johnson stated tie objuectives oi J.S. domestic policy 
in a message on,,li t id ndmat talioni: 

We have J ,lOWilg L;LjIicCIn to IuSter the integrity
of the family auth Iit opportility for each child. It is 
esential that all laitmimes have access to information 
and services that ill allow IrOCedonl to choose the 
number and !,pacinu' of [hei children within the 
dictates Of ildividlual LonsLieliet. 

The firs. Fde: al :igcti, moiliove actively into 
family planning was the Oflihe ot I conomlic Oppor-
tunity. As part of its tntmpov(uity iiogram, it began in 
1965 to make grants to commuiity action agencies to 
finance voluntary family planning projects. In the 
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same year, Federal maternity care projects enabled 
some city health departments to start providing 
family planning services on alimited basis. 

By 1967, however, Congress was pressing for 
expanded family planning programs. In a major 
development it brought the Department of Health, 
Education, and Welfare into the forefront of the 

W Served in Orgatized 

Fa1n ilY Plaining I'rograis. 
in the Uitiled Stiates, 

Fibwal Years 1968- 1974 

Fiscal 
year Number of women served 
1968 ........................ 863,000 
1969 ...................... 1,070,000 
1970 ...................... 1.410,000 
1971 ................. ... 1.889,000
 
1972 ...................... 2,12,000
 
1973 ....... ........ 3.120,000
 
1974 .. ................... 3,417,000
 

Source: Department of llealth, Education, and 
Welfare Fourth Progress Report to the Congress, May 
1975. 

Estinated Nam ,r of 
W tIei'ot Serre-,d in ()g' lized
 
FaeailY Phim iing i'rogrutis
 

i the I/,,iied Ste.
 
by I Oiln I' LerelI. 1974
 

Percent of all
 
women in 

Imcomle Number of' oiganized lannily 
level women planning programs 

Below poverty 
level. ........ 1,832,000 54 

125 peicent of
 
poverty level
 
or I,ss 2 2....194,000 t34
 

150 percent of
 
poverty level
 

. . . .. . or less . 2,499,000 73 
IEstimate for nonlarin faimily of four, March 

1974, $5,038. 
2 
2Estinate fbr ioilnfarm family ofl four, March 

1974, $6,297. 
3L stinmle fir ionlarmi family of tour, March 

1974, $7,557. 
Source: I)epartment of Health, Education, and 

Welfare Fourth Progress Report to the Congress, May 
1975. 



family planning effort by amending the Social 
Security Act to provide funding for family planning
service projects within the maternal and child health 
programs. Congress at this time also amended the 
Foreign Assistance Act to designate funds for aid on 
family planning and population programs to other 
nations requesting it. 

In 1968 President Johnson appointed a Com-
mittee on Population and Family Planning to assess 
the adequacy of the Federal program. In its report, 
the Committee recommended rapid increases in 
funding and strengthening of the administrative 
machinery for the three main parts of the Federal 
program: (1) voluntary family planning services at 
home, primarily for low-income persons; (2) bio-
medical and behavioral research to improve methods 
of contraception and the understanding of population 
dynamics; and, (3) assistance to family planning 
programs in developing countries, 

A year later President Nixon issued a historic 
first presidential message to Congress on population 
problems calling for increased Federal support of 
each of these programs and asking for the establish-
ment of a population commission. Legislation 
creating the Commission on Population Growth and 
the American Future was enacted in 1970. That same 
year Congress passed the Family Planning Services 
and Population Research Act, which embodied most 
of the recommendations of President Johnson's popu-
lation committee. That act-the only major legislation 
in this field to be adopted by the U.S. Congress-
authorized $382 million for a 3-year program of 
services and research, 

In 1971, the Department of Health, Education, 
and Welfare submitted to Congress a 5-year plan
outlining a program to provide services by 1975 to an 

estimated 6.6 million women of low or marginal
income at risk of unwanted pregnancy. A year later 
the Commission on Population Growth and the 
American Future, in its final report, recommended a 
broad array of health, education, economic, and 
social programs to enable the United States to achieve 

;a stabilized population in an orderly manner as 
rapidly as possible. 

Tile change in public policy was thus expressed in 
numerous legislative and administrative actions at 
Federal, State, and local levels. And in addition to 
providing medical contraceptive services, the resulting 
organized famiy planning programs also became the 
largest providers in the Nation of preventive health 
screening service for low- or marginal-income women 
of childbearing age. A decade before, no public 
money was available for such screening services; in 
fiscal 1974 the Federal appropriation for overall 
family planning within the United States, as noted 
above, was $201 million. 

Such a multilevel program requires multilevel 
decision making. Involved at different levels are 
National Government health and welfare officials; 
State, county, and community governments; State, 
county, and community health departments; associa
tions of service providers; and hospital and clinic 
administrators. 

The level of administrative responsibility varies 
with the type of administrative unit and its level of 
authority. The Federal level of government interprets 
national policy and establishes regulations and guide
lines for the provision of services. Federal officials 
located in regional offices approve or disapprove 
specific grant applications and contracts from service 
providers. 

State officials also review and approve or dis-

Types of Agencies Providing Family Planning Services in the United States,
 
Number and Percent of Total Patients Served at Each,
 

and Average Number of Patients Served Per 7'pe of Agency in
 
Calendar Year 1969 and in Fiscal Year 1974
 

Number of 
agencies 

Type of agency CY 1969 FY 1974 

Hospital ............ 505 
Health department..... 1,177 

755 
1,767 

Planned parenihood..... .146 222 
Other ............. .155 639 

Total ........... 1,983 3,383 

Percent of 

patients served 


CY 1969 FY 1974 


26 18 

33 38 
33 25 
8 19 

10) 100 

Average number of
 
patients served
 

per agency
 

CY 1969 FY 1974
 

612 799
 
344 738 

2,742 3,864 
599 1,011 

609 1,010 
Source: Department of Health, Education, and Welfare Fourth Progress Report to the Congress, May 1975. 
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Originsof U.S. Immigrants, 1965 and 1974 
1965 	

Arc 1974 Africa Oceania 

NortIh America, 

Central Americ, 

North America. 	 Asia and Caribbean 

Europe and Caribbean 

Origins Number Percent Origins Number Percent 
North America, Central North America, Central 

America, and Carbbean 126,729 43 America, and Caribbean 161.444 39
South America 30.962 10 South America 22,307 5 
Europe 113,424 38 Europe 81,212 21 
Aa 20.683 7 Asia 130,662 34 
Africa 3,363 1 Africa 6.182 1 
Oceania 1.512 _I Oceania 3,05 1 

Total 296,697 100 	 Total 394,861 100 

Source: U.S. Bureau of Immigration and 

Naturalization 1974 Annual Report Fiscal year data 	 PRB 75-14II 

Immigrants Admitted to the United States 

Total Annual average
 

1931-1940
 
528,431 

1941-1950
 

103,504
1,035,039 

195 1-19 60 __1 

251,5482,515,479 
~~------------------------------

1961-1965 
1,450,312 	 290,062 

1966-1970 
1,871,365 374,273 

1971-1974 387,5221 
1,550,087 387,522 

SOURCE: 	 U.S. Immigration and Naljralization Service 
1974 Annual Report PRB 75-33 
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Fewer Europeanssought new homes in the United States 
in 1965.74, but America has become highlyattractiveto 
migrantsfrom Latin Amewfca, the Caribbean, and Asia as a 
resultofashift InU.S. Imm;ratlon regulations, 

approve grants under State control. State welfare 
officials are responsible for determining eligibility of 
low-income individuals for family planning services 
through welfare programs. 

Health departments and association administra-
tors have responsibility for obtaining funds and caring 
for the needs of the service providers they represent. 
Hospital and clinic administrators are responsible for 
scheduling and appointments, information, health 
personnel, facilities, equipment and supplies, and 
provision of quality medical services. 

Federal regulations as set forth in Title X of the 
Public Health Service (PiS) Act require providers to 
offer a broad range of medically approved methods of 
family planning services, including the rhythm 
method, and to provide for diagnostic services and 
treatment for infertility. Abortion services are specifi-
cally excluded as a family planning service under the 
PHS Act Title X and the Social Security Act (SSA) 
Title V. 

More than half of all patients served within 
organized programs are served in specialized family 
planning clinics while the remainder receive care 
through maternal health and generai medical clinics, 
Nearly all patients in 1974 had low or marginal 
incomes. Half were 23 years of age or younger, and 
nearly 3 in 10 were still in their teens. More than 
two.fifths had not yet had any children, and an 
additional one-fifth had only one birth. Two patients 
out of every three were white. More than four out of 
five patients chose the most effective methods avail-
able-pills, IUD's, and voluntary sterilization. Before 
enrollment in the family planning clinic, half of the 
new patients used no method or one of the less 
effective methods. After the first visit, more than 
four out of five switched to the most effective 
methods. 

In the field of population research, U.S. Govern-
ment and private programs account for an estimated 
90 percent of all funds expended worldwide. In 1974, 

the combined U.S. programs provided approximately
$61.7 million. 

Among the major Federal research programs In 
the United States are those of the Department of 

Health, Education, and Welfare, which provided 
$54.9 million in 1974 and the Agency for Interna. 
tional Development, which provided $3.9 million. 
Among the major private U.S. research organizations 
were the Ford Foundation (which in 1973 accounted 
for $10 million), tie Rockefeller Foundation ($4 
million), and the Population Council ($1 mill ion). 

Department of Health, Education, and Welfare 
The U.S. agency responsible for administering the 

preponderant share of Federal support for domestic 
family planning services is the Dep.irtment of Health, 
Education, and Welfare (HEW). In fiscal year 1975, 
HEW provided $201 million for organized family 
planning program:s in the United States. This was 
nearly 3, times the fund!, a':,ilable to ItEW in fiscal 
1971 for family planning purposes when approxi. 
mately $60 million was avrJlible. 

As noted, tie dominant role of IEW began with 
the Social Security Ameredmcnws of 1967 which 
authorized funding for family planning services grants 
and also required that not less thani 6 percent of 
funds appropriated for Maternal and Child Health 
Service tinder Title V of the 2ocial Security Act be 
made available for farmily planning services. Since that 
time iIEW (unds have provided a little over $1.1 
billion for research and family planning services 
Within the United States (fiscal years 1971 to 1975). 

IVt-W population prograims are almost entirely 
domestIcally oriented with moore than 99 percent of 
available funds akllocated for Stateside activities. The 
major thrust of these domestic programs, in turn, is in 
the fields of family plamnning services and population 
research, 

Family planning services. IlEW's domestic family 
planning activity falls largely within its public health 
programs, which are carried out chiefly with State 
departments of health, the private organi..:,ion of 
Planned Parenthood/World Population, aai other 
such health care agencies. it is this cooperative 
program which, as described above, has funded family 
planning services with some $201 million in fiscal 

The United States acceptsmore immigrants than uny other country.PublicLaw 89.236, enacted In1963, providesthat 
certain immediate relatives of U.S. citizens may be admitted withoutnumerical limitution:that no more than 120,000
immigrant risas be issuedannually to natives of Independent Western Hemisphere countries;and that no more than
170,000 Immigrant vias be Issued annually to aliensfrom elsewhere, withfurterprovisionsthat within the 170,000
limitno more than 20,000 be Issued to any one countryand no more than 200 to any one independent area. 
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1974,- reaching more than 3A. ,millioni women ,of 
whom more than 70 percent were from low.income 
families. 

But further, by June 30, 1974, some form of 
organized, subsidized family planning services had 
been made available by this program to residents in 
more than 95 percent of the 3,074 counties in the 
United States. This was an increase of 295 counties 
over those reported with serices available on June
30,1973. 

Of the 2,920 counties with services available, 
2,386 counties had facilities or physician referral 
programs in adjacent counties. The percentage of 
counties considered to have some coverage increased 
from 85 percent of all counties in FY 1973 to 95 
percent in FY 1974. Most counties still without 
coverage ,re sparsely settled and have few low-income 
women. Efforts are continuing, however, to provide 
some form of service to counties which do not have 
services available, 


Former Secretary of HEW Caspar Weinberger

noted the cost effectiveness of the program as follows: 


In spite of a few sensitive issues, the federal 

family planning program has been remarkably

saccessful. The goal of making family planning

services available to all who need but cannot afford 

them is approaching fruition. By reducing unwanted

births, the program has been cost-effective, saving 

more than two dollars for every dollar spent. I take 

pride that these results have been achieved on a

voluntary basis without violating the rights of the 
people to choose freely the dimensions of their own 

fertility. 


Such a cost-effectiveness estimate has been de-
veloped by Frederick S. Jaffe of the Planned Parent. 
hood Federation of America, who has attempted 
conservative approximations of (1) the number of 
unwanted births averted due to tax-supported family 
planning programs, (2) the cost of these births, and 
(3) the medical care and public assistance during the 
first years of a child's life. An analysis of the 
short-term savings in Government expenditures is 
presented in the accompanying table. From fiscal 
1967 through fiscal 1972, $402.8 million was ex-
pended with the cost/benefit ratio ranging from a low 
of $1.7 saved for every $1 spent to a high of $2.5 so 
saved, 

Population research. The activities of the public 
ard private agencies involved in population research 
may be divided into biomedical research and be-
havioral science research. Biomedical research in-
volves targeted and basic investigations of human and 
animal reproductive processcs, development of im. 
proved methods of fertility regulatio-, and evaluation 
of 	the safety and effectiveness of current contra-
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ceptives. Behavioral sciences research consists of' 
directed and fundamental studies of the economic, 
social, and psychological determinants and effects of 
population size, composition, and distribution and 
the 	relation of various psychological and sociological 
factors to fertility. 

HEW research activities in these fields totaled 
$54.9 million in 1975 compared with $11.5 million 
in fiscal 1969. 

HEW research programs concentrate on methods 
of 	 fertility regulation that are safe, effective, in
expensive, eas:!, and likely to be used with a 
minimum of medical supervision. Fundamental bio. 
medical research in reproductive biology seeks greater 
knowledge of basic reproductive processes, essential 
for 	 the development and improvement of contra
ceptive agents. The search continues for new and 
efficacious chemical contraceptives for women that 
will not have undesirable side effects. Research 
investigations also seek to discover effective contra
ceptives that men will find acceptable. 

While many HEW biomedical research projects are 

worthy of note, three new initiatives are particularly 
significant:
* Male contraception. An initial clinical trial of a
 
chemical contraceptive for men has been completed
 

which has successfully decreased sperm counts to 
levels considered incompatible with fertility after 2 
months of therapy. This work involved the Laily oral
administration of a weak synthetic male hormone 
combined with a once-a-month injection of a potent
synthetic male hormone. Six weeks after the therapy 
ended, sperm numbers returned to normal levels with 
none of the men reporting reduced libido or other 
undesirable side effects. 
* Long-acting injectible drugs. njectible drugs that
 
could provide contraceptive protecLtion to women for
 
from 3 to 6 months have undlergone extensive
 
laboi.tory and clinical testing. During fiscal 1975, 
one promising long-acting injectible contraceptive 
was the subject of a special evaiuaticn. 
- IUD study. During Fiscal 1975, HEW initiated a 

retrospective case-control study to delineate the risks 
of specific severe complicatiors for all IUD's cur
rently in use and to identi'y subpopulations of 
women 	at high risk of such complications. 

Evaluation of the medical effects of oral contra. 
ceptives and of vasectomy is also of continuing 
interest to HEW biomedical research specialists. 

The goals of the behavioral sciences research 
program of HEW are to ascertain the social, psycho. 
logical, and economic determinants of fertility and to 
expand understanding of the causes and consequences 
of population growth and change so that the public 



B 
E ndi.tres ti- th Un ited States,fis l Years 1967-72' 

4re'rmenfit/Cost Ratios of Federal FamilyPlanning 

EstimatedFiscal expenditure 
year of for family
expendi, planning2 in 

ture millions of dollars 

1967 ............. ..... $18.1 

1968 ............. ...... 25.2 

1969 .............. ... 60.6 

1970 .............. ..... . 70.0 

1971 .................. . 80.3 

1972 ................. 148.6 


Total ............... . $402.8 


Calendar 
year when 
births were 

averted 

1968 
1969 
1970 
1971 
1972 
1973 

Benefit/cost ratio based on:
 
One birth One birth
 
averted per averted per
 

10 woman-years 7 woman-years
 
2.6:1 3.7:1 
2.4"1 3.5:1 
1.4:1 2.0:1 
1.6:1 2.3:1 
2.1:1 3.0:1 
1.5:1 2.2:1 
1.7:1 2.5:1 

'Developed by Frederick S. Jaffe, Planned Parenthood Federation.
2Derived from SpecialAnalyses,Budget of the United States for FY 1969,1972,1973.
 

may be guided by adequate information. 
The relation between social and psychological 

factors and premarital Lehavior is one area being
explored. A research project is looking into the 
extent to which premarital sexual behavior is affected 
by such factors as sexual ideology, self-concept, peer
and parental infiuence, sources of information about 
sex, social background, and opportunity for pre-
marital sexual behavior, 

Organizational structure. The HEW program is 
directed by the Deputy Assistant Secretary for 
Population Affairs. His office-the Office of Popula-
tion Affairs-serves as the primary focus within the 
Department on family planning and population re-
search matters relating to: 
* services, making family planning information and 
services available and accessible; 
e training, meeting the professional and lay man-
power needs in health, social services, and education;
* research, promoting and supporting research, and 
research training in the biomedical and behavioral 
aspects of fertility, sterility, population dynamics,
and program implementation; and 
* population education, the study of the causes and 
consequences of population change. 

Although program responsibilities are delegated
to numerous agencies in the Department, the Office 
of Population Affairs coordinates the programs with-
in the Department and works in close cooperation
with other agencies of the Federal Government and 
private agencies to develop programs in this field. The 
following HEW agencies carry out the various dele-
gated responsibilities withia the Department. 

The Food and Drug Administrat'on approves
contraceptive drugs for safety and effectiveness be
fore they are marketed and maintains surveillance 
over them after their approval. Its involvement in 
population research and family planning services lies 
primarily in (1) sponsoring the research necessary to 
carry out its regulatory responsibility relating to oral 
contraceptive safety and (2) using its regulatory
functions with regard to the safety and effectiveness 
of contraceptive drugs and devices. 

The Health Services Administration is the major
admihostrative support agency for Federal programs
of subsiolzed family planning services. Within it, the 
Bureau of Community Health Services provides for 
(1) project grants to providers of family planning
services, (2)grants and contracts for training family
planning services personnel, (3) grants and contracts 
for seivices, delivery, improvement, and research,
(4) grants and contracts for the development and
 
distr;bution of family planning information, and
 
(5) maternal and child health formula grants to assist 
States by extending and improving their services for
 
promoting the health of mothers and 
 children
especially iii rural areas. Such project grants represent
the major Federal source of direct funding for family 
planning services. 

A second important organization within the 
Health Services Administration is the Bureau of 
Medical Services, which provides comprehensive
family planning services to eligible Federal bene
ficiaries through Public Service hospitals and out
patient clinics. A third such organization is the Indian 
Health Service, which provides comprehensive health 
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The rapid growth of U.S. metropolitanareas has led to 
strain on the qualityofcitylife, and hence to a lessening 

ofitsattractionfor migrants. City people are more likely 
than ruralpeople to sufferfrom noise, airpollution which 

affect, health and also makes it harder to keep clothes
 

and home clean), and crowding (which makes difficulties
 
bothfor movement along the streetsandfor relationships
 

within the family). 
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services, including family planning, to American 
Indians and Alaskan natives, 

The Health Resources Administration, through its 
National Center for Health Statistics, collects and 
publishes vital statistics. It operates the National 
Reporting System for Family Planning Services, 
which provides monthly, quarterly, and annual re-
ports essential for the efficient and effective develop, 
ment, operation, and evaluation of family planning 
programs throughout the Nation. 

The Center for Disease Control assists State, local,
and international health agencies in evaluating family 
planning programs. Epidemic Intelligence Service 
Officers and Public Health Advisors are assigned in a 
number of States to develop and maintain data 
systems for family planning service statistics and to 
conduct special studies relating to contraceptive use 
and effectiveness. 

The National Institute of Mental Health under its 
broad mandate for research and training in the field 
of mental health, supports many activities related to 
family planning. An important responsibility is to 
determine the kinds of mental health services needed 
by families of differing sizes and forms, the adequacy
of one-parent homes in providing crisis support toindividual members, and the correlation between 
indivduamlysembeand the o rationaltwee s ofamily size and the emotional characteristics of 

The National Institute of Child Health and 
Human Development supprts research to develop 
new means of fertility regulation, to evaluate current 
contraceptive methods, and to analyze the social and 
behavioral factors involved in population growth,
change, and distribution. It also supports funda-
mental research in reproductive biology and the social 
sciences upon which are based advances in contra-
ceptive development and the solution to problems 
associated with population dynamics. 

The Community Services Administration is re-
sponsible for the social services program authorized 
under the "Aid to Families with Dependent Child-
ren" section of the Social Security Act. Current 
recipients of public assistance under this program are 
eligible to receive family planning services, and 
Community Services assists States in developing plans 
and administering programs for such family planning
services. 

The Medical Services Administration administers 
the Federal-State medical assistance program known 
as Medicaid, under which participating States are 
required to provide medical assistance (including
family planning) to all recipients of cash assistance,

The Office of Education, through its varied grant 
programs, enables educational institutions at all levels 

to include family life, sex education, and population
education in their programs and gives limited Federal 
support to innovative projects. Plans are developed by
State educational agencies, local school districts, and 
colleges and universities. 

The Office of International Health serves as HEW's 
principal focal point for work relating to international 
health matters including work relating to overseas 
population and family planning programs. Among
other services it provides consultative and other pro
fessional assistance to AID missions overseas and AID 
regional and technical bureaus in Washington, D.C. 

Other Federal Programs 
In addition to the Department of Health, Educa

tion, and Welfare, three other government agencies
also conduct programs concerned with population
and environmental matters. These include the Depart. 
ment of Labor, the Department of Agriculture, and 
the Department of Commerce. 

U.S. Policy Situation 
Despite the activities above, the U.S. Government 

has no explicit policy for curbing U.S. population
growth. The stated objective of its assistance for familygot.Tesae betv ft sitnefrfml 
planning within the United States isto enable parentsto achieve their own preferences in family size. It 
seeks to assure that people in all income groups-notjust those with higher incomes-are able to obtain the 
knowledge, services, and supplies that are necessary 
for this purpose. 

A simple "no population policy" label, however,
does not adequately describe the situation since a 
number of key developments indicate that a broad 
policy consensus, adapted to U.S. needs, is in the 
course of development. Among the important indica
tors of this can be included the following: 

* The first special presidential message to Congress 
on population problems in 1970 by President Nixon 
calling on the Cengress, the American people, and all 
nations to recognize and meet the challenge of the 
world population crisis-a message which followed 
indications of concern relating to population growth
by Presidents Truman, Eisenhower, Kennedy and 
Johnson. 
e The 1972 report of the temporary Commission on 
Population Growth and the American Future 
which-although accorded little in the way of official 
follow-up-nevertheless calls onfor attack a broad 
array of health, education, economic, and social 
problems to enable the United States to achieve a 
stabilized population in an orderly manner as rapidly 
as possible. 
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*eEstabilshment of Federally financed research pro. 
grams to provide better understanding of the 
problems of population growth and distribution and 
of means for coping with these problems. 
* The establishment of the position of Deputy 
Assistant Secretary for Population Affairs in the 
Department of Health, Education, and Welfare, and 
of a Center for Population Research in the National 
Institutes of Health. 
e Clear evidence in the legislative history, if not the 
statutory language, of the Family Planning Services 
and Population Research Act of 1970 that a tacit 
objective of that legislation-or at least of some of its 
supporters-was to lessen the pressure of excessive 
population growth by helping to avoid the birth of 
"unwanted" children. 
@The inclusion in recent statutes of at least minimal 
authorizations for informational and educational 
efforts to provide the poblic with an understanding of 
the problems of population growth and its implica-

Right, ayoungwoman picks up Information materialfrom a 
self.service station, under asign that reads "Family Planning 
IsAltogetherhood."Below, anurse gives counselon family 

planning. The U.S. Government'sobjective in its various 
types of family planningassistanceisto make sure that 

parents can obtain the information andservices they need 
toachieve thefamily size theyprefer. 

28 DayPill 

tions for the American future. 
In the light of these developments, therefore, it 

might be more accurate to describe the present 
population policy-or at least the present population 
posture-of the U.S. Government as one that is 
openly confronting and exploring the problems of 
population growth in relation to the quality of life 
and the strength of social services and institutions. 

External Assistance 
The United States' support for the population 

and family planning programs in developing countries 
focuses in the U.S. Agency for International Develop. 
ment. The activities of AID are described as part 
of the section that follows, "Aid to Developing 
Countries." 

The related activities of the Department of 
State and the Department of Health, Education, and 
Welfare are outlined elsewhere in special sections 
devoted to those agencies. 

£ 
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Oceania
 

The population of the Oceania region is estimated 
at 21.2 million as of mid-1975. The population has 
increased 3.7 million, or one-fifth from the 1965 
level of 17.6 million. Natural increase in Oceania 
as a whole was 1.2 percent annually in 1974, the 
regional birth rate being 22 per 1,000 people and the 
death rate 10 per 1,000. For individual areas, 
however, the natural increase rates varied widely, 
ranging from 1.1 percent in Australia and New 
Zealand to highs of 3 percent or more in American 
Samoa, Western Samoa, Guam, and the Pacific 
Islands. 

Gross national product per person in 1973 
averaged $3,300 for the region, but ranged from a 
low of $210 in Tonga to a high of $4,000 in 
Australia. 

All but 1.8 million of the region's people live in 
Australia, New Zealand and Papua New Guinea. 
Australia alone accounts for nearly two-thirds of the 
region's total 1975 population and for 60 percent of 
the region's increase since 1965. Net immigration has 

contributed significantly to Australia's increase since 
1965. 

Australia 
Australia's population as of mid-1975 is estimated 

at 13.6 million, an increase of 2.2 million from the 
1965 level of 11.4 million. The 1974 birth rate is 
reported as 18 per 1,000 population, the death rate 9 
per 1,000. The rate of natural increase isestimated at 
1.0 percent annually, the same as in 1965. 

The Government in 1970 commissioned a 
national population inquiry to consider the future 
size, composition, ana distribution of the population. 
The survey report observed that Australia's period of 
rapid population growth has ended; that, considering 
natural increase alone, the total population in 2001 
would be about 15.9 million, far below previous 
projections; that, with new immigration of 75,000 a 
year, the total by 2001 would be about 18.5 million, 
Earlier, economists and planners visualized a popula-
tion of 20 million to 25 million by the turn of the 
century. Those estimates, however, had to be modi-
fled owing to the relatively low rate of natural 
increas-, coupled with growth of public opinion 
favoring more modest immigration than in the past. 

Whereas some 3 million immigrants have entered 

the country in the past 30 years, many Australians 

advocate a future maximum of 75,000 a year or less. 
While Australia foresees no problem in meeting the 
needs of its population, it is widely felt that 
population levels should be balanced carefully with 
resources to enable improvements in the well-being of 
the people. 

The survey report pointed out that the high birth 
rates of 15 to 20 years ago-which followed a period 
in the depression years when the rate of natural 
increase dropped below I percent-are responsible for 
the greater number of men and women now entering 
the labor market. This group is also entering its high 
reproductive period and its attitudes and actions will 
determine population growth for years to come. 

The Government has been responding to changing 
national attitudes by increasing its support of family 
planning activities. In 1974 its contributions to 
family planning oil the national and international 
level totaled almost $2 million (Australian). In 
addition, it has removed the sales tax oil oral 
contraceptives. 

The Family Planning Association of Australia, 
founded in 1926, has expanded its operations signifi
cantly since 1968. Its national program calls for 
setting up family planning clinics in all States, 

supporting contraceptive research, training medical 
and paramedical personnel for service in other 
countries as well as in Australia, and a broad program 
of public education. 

Family planning activities were strengthened in 
1974 by formation of the Australian Federation of 
Family Planning Associations (AFFPA), with Associa
tions of all eight States as members. The Government 
has provided central financial support as have the 
various State Governments. 

AFFPA is encouraging universities and other 
educational institutions to include demographic, 
medical, and sociological aspects of population in 
their curriculums. Several, including Mac'quarie Uni
versity, have offered such courses. 

A special family planning program is maintained 
for aborigines, at the Government's suggestion. Train
ing has a high priority and the National Training and 
Research Unit will c.;nduct advanced-level and inno
vative courses in family planning and also will 
coordinate and evaluate bask. training courses 
throughout Australia in collaboration with member 
associations and special units such as the World 
Health Organization (WHO). 

AFFPA has outlined a mass national communica
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tions program to be carried out in conjunction with 
the Government, and an advisory committee has been 
formed to establish communications policies and 
guidelines. Plans have been made for the Federation, 
with the cooperation of the postgraduate extension 
studies division of the University of New South 
Wales, to televise a series of 10 programs on youth 
projects and sex education. 

The International Planned Parenthood Federation 
(IPPF) has supported individual family planning 
organizations and also the new Federation. Some 400 
doctors and scientists from 40 countries attended an 
IPPF congress in Sydney in 1972. This meeting 
concentrated on the medical and biological aspects of 
family planning and stressed family planning as a part 
of social medicine. 

New Zealand 

The mid.1975 population of New Zealand is 
estimated at 3.1 million, 17 percent larger than the 
1965 total of 2.6 million. About one.third of the 
increase was from net immigration. The annual rate 
of natural increase in 1974 was 1.1 percent, the birth 
rate being 19 per 1,000 population and the death rate 
8 per 1,000. 

The New Zealand Government is concerned for 
family health and well-being as well as for balance 
between population growth and the physical, eco-
nomic, and social resources. Although there is no 
officially conducted family planning program, the 
Government announced grants to the international 
Planned Parenthood Federation (IPPF) and the 
United Nations Fund for Population Activities 
(UNFPA) of $2 million each for 1974 a,; *ias 
assisted the New Zealand Family Planning Associa-
tion with grants and medical services. 

The Department of Health recognizes family 
planning as part of its health program. It has 
subsidized and provided other assistance to the 
Family Planning Association. 

Papua New Guinea 

The population of Papua New Guinea was 
estimated at 2.8 million in 1975, an increase of 30 
percent over the 1965 level of 2.1 million. The 1974 
birth rate is estimated at 41 per 1,000 people, the 
death rate at 17. Both these rates are slightly below 
those In 1965. The rate of natural increase at 2.4 

perctrt' annually is down fractionally from 2.5 
percent in 1965. 

A Government.sponsored family planning pro. 
gram has been operatirg since 1968. The New Guinea 
Family Planning Association, founded in 1974, is an 
active element in the overall program. Family plan. 
ning services are provided by Government and church 
hospitals and by mobile services. 

External Assistance 
Assistance for this program has been provided by 

the International Planned Parenthood Federation, the 
United Nations Fund for Population Activities, and 
Community Aid Abroad of Australia. 

British Solomon Islands 
The British Solomon Islands' population of 

191,000 in 1975 would double by the year 2000 if 
the 1974 annual growth rate of 2.5 percent con
tinues. The birth rate is estimated at 36 per 1,000 and 
the death rate at 11. 

External Assistance 
The Solomon Islands Planned Parenthood Associ

ation receives a share of the Pacific Islands grant 
made by the International Planned Parenthood Feder
ation (IPPF) for information and education programs 
and for other services. 

The British Ministry of Overseas Development 
provided grants in 1973 and 1974 for a computer 
program and analysis of birth data, 

Fiji 
Fiji, with a population of 570,000, has one of the 

lowest annual rates of growth among the Pacific 
Islands groups. The rate has been declining steadily 
from the 4.2 percent reported in 1959. By 1970 the 
rate was 2.9 percent and the 1974 figure is 2.3 
percent. Over the same period, the birth rate has 
dropped from 42 per 1,000 to about 28. The death 
rate is5per 1,000. 

The Government has a well-established family 
planning program which was started in 1962 and Is 
encouraging a still further reduction inthe birth rate. 
The Family Planning Association, a member of the 
International Planned Parenthood Federation (IPPF), 
has had an important part in the program especially 
in educational activities. 
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In April 1974 the regional resident representatives 
of the United Nations Development Program, sta-
tioned in Fili, convened a meeting to determine 
interest of agencies engaged in family planning in the 
Pacific Islands in coordinating their activities and 
forming a federation. Plans are proceeding for such a 
federation with a representative of the United 
Nations Fund for Population Activities (UNFPA) 
serving as coordinator. A pilot survey for the World 
Fertility Survey was conducted in Fiji during 1974, 
entirely financed by the U.S. Agency for Interna. 
tional Development under the auspices of the Interna-
tional Statistical Institute. 

External Assistance 
IPPF has given the Family Planning Association 

overall program support. 
The United Nations Childrens Fund (UNICEF) 

has provided assistance in developing national mater-
nal/child health services, training medical and para-
medical personnel, supplying contraceptives, and de-
veloping teaching aids. 

The Population Council, The Pathfinder Fund, 
Oxfam, and the British Ministry of Overseas Develop. 
ment also have contributed to family planning 
activities inFiji. 

Gilbert and Ellice Islands 
The estimated population of Gilbert and Ellice 

Islands in 1975 is 63,000. A birth rate of 35 and a 
death rate of 8 per 1,000 population produces an 
annual growth rate of 2.7 1p.,,rcent. If this rate 
continues, the population would double in less than 
27 years. 

However, a family planning organization was 
established in the late 1960's. Family planning ispart 
of the Government's 1970 development plan and is 
included in Government health services. Use of 
contraceptives is reported to be increasing, 

External Assistance 
The International Planned Parenthood Federation 

(IPPF) provides financial assistance to the Family 
Planning Association for its information, educational, 
and clinic activities. 

Since 1970 UNFPA and the World Health Organi-
zation (WHO) have helped fund activities to make 
family planning services available to the entire popu-
lation and to improve information and education 
programs. 

The United Nations Childrens Fund (UNICEF) 
also has provided assistance. 

195 

The British Ministry of Overseas Development has 
provided funds in increasing amounts since 1972 
($176,000 in 1974) for training medical officers, 
operating clinics, and for expenses involved In a 
population survey. 

Western Samoa 

The population of Western Samoa in mid.1975 is 
estimated at 159,000, compared with 127,000 in 
1965. The 1974 birth rate is37 per 1,000 population 
and the death rate 7. The resulting rate of increase Is 
3 percent per year. 

External Assistance 
The Family Planning Association of Western 

Samoa (FPAWS) receives financial assistance from the 
International Planned Parenthood Federation (IPPF). 
A clinic has been established with a doctor in charge. 
Integration of family planning activities into the 
Government's maternal/child health services was initi
ated in 1971. 

In 1973, IPPF stationed a consultant in Western 
Samoa to encourage formation of voluntary family 
planning organizations in the Pacific Islands and to 
work with island governments to develop favorable 
attitudes. In1974 a regional resident representative
of the U.N. Development Program spearheaded a 
meeting of representatives of the various agencies 
engaged in family planning in these islands with a 
view of coordinating their activities. It is anticipated 
that organizations from about 10 island groups may 
form a federation. 

Also in 1974 a seminar was organized inWestern 
Samoa with IPPF assistance to motivate the MATAIS 
of Samoa to accept family planning. A follow.up of 
the seminar indicated increasing awareness and 
changes in attitudes toward family planning in this 
influential group. 

The, United Nations Childrens Fund (UNICEF) 
has allocated funds to help the Family Planning 
Association make its services available to the general 
public, conduct training programs in fertility regula
tion for health personnel, make surveys, and try to 
increase citizen's awareness of the causes and con
sequences of rapid population growth. 

World Health Organization (WHO) has funded 
advisory services by a medical officer, fellowships, 
supplies and equipment, and supporting services in 
connection with the UNICEF program. Assistance 
was provided in 1972 and 1973 for national seminars 
on health education in family plpnning. 

http:follow.up


"The United Nations Fund for Population Activi. 
ties (UNFPA) provided funds to establish a.data 
preparation and processing unit for the population 
census of1971. 

The Peace Corps has given some assistance, 
primarily on the technical staff level. 

Other Oceania 
Guam-The population Isestimated at 111,000 in 

.mid.1975, an Increase of 37,000 (50 percent) over the 
1965 level of 74,000. The rate of natural Increase 
(1974) is 3 percent per year. The birth rate in 1974 
was 35 per 1,000 people, up from 33 in 1965. The 
mortality rate in 1974 was 5 per 1,000 population, 
compared with 4 in 1965. Per capita gross national 
product from 1965 to 1973 increased by a third to 
about $4,130. 

American Samoa-The population totaled 29,000 
in mid-1975, up 4,000 from 1965. The annual rate of 
natural increase in 1974 was 3.2 percent compared 
with 3.7 in 1965. The birth rate in 1974 was 37 per 
1,000 population, down from 43 in 1965. The death 
rate in 1974 was 5 per 1,000, down from 6 in 1965. 
Per capita GNP in 1973 was $1,020 per capita, up 40 
percent from the 1965 level of $660. 

British Solomon Islands-Population increased by 
one-third during the 1966-75 decade, totaling
191,000 in mid-1975. The rate of natural increase in 
1974 was 2.5 percent with the birth rate at 36 births 
per 1,000 population and the death rate at 11. Tile 
per capita gross national product in 1973 was $280 
40 percent above the 1965 figure of $200. 

Cook Islands-Population increased by about 
one-fifth from 1965 to 1975, totaling 23,000 in 
mid-1975. The rate of natural i:icrease dropped 
during the period, falling from a level of 3.4 percent 
annually in 1965 to 2.7 percent in 1974. The decline 
stemmed from a steep drop in the birth rate-33 
births per 1,000 population in 1974 compared with 
41 In 1965. The death rate was 6 per 1,000 people in 

1974, compared with 7 in 1965. 
French Polynesia-Population increased by one

half from 1965 to 1975, reaching 128,000 in mid. 
1975. This was an increase of 43,000 over the 1965 
level of 85,000. The annual rate of natural increase 
dropped during the period from a level of 3.5 percent 
in 1965 to 2.7 percent in 1974. The decline stemmed 
from a sharp drop in the birth rate-34 births per 
1,000 population in 1974 compared with 46 in 1965. 
The death rate also dropped significantly during the 
period-7 deaths per 1,000 in 1974 as compared with 
11 in 1965. The per capita gross national product 
increased moderately during the period from a level 
of$2,180in 1965 to $2,680 in 1973. 

New Caledonia-Population increased nearly one
half during the 1965-75 decade, totaling 134,000 in 
mid-1975. This was 43,000 above the 1965 level of 
91,000. 'The birth rate in 1974 was 36 births per 
1,000 population; the death rate 10. Per capita gross 
national product more than doubled between 1965 and 
1973. In 1965 it was $2,200 per capita, but by 1973 it 
had increased to $5,010. 

New Iebrides-The population here has increased 
by one-fourth since 1965, reaching 94,000 in mid. 
1975. The rate of natural increase was 2.5 percent in 
1974. The birth rate continued at about 45 births per 
1,000 population, the death rate at about 20. The per 
capita gross national product increased by only 9 
percent between 1965 ind 1973. In 1973 it was $480 
per capita. 

Pacific Islands-The inh,.'bitants have increased by 
one-third since 1965, totaling 116,000 in July 1975. 
The rate of natural increase was 3 percent in 1974 
with the birth rate at 35 births per 1,000 population 
and the death rate at 5. The per capita gross national 
product in 1973 was $450 per capita, compared with 
$340 in 1965. 

Tonga-The population has risen 29 percent since 
1965, reaching 97,000 in mid-1975. Tile rate of 
natural increase was 2.5 percent in 1974, and in that 
year there were 35 births per 1,000 people, with 10 
deaths per 1,000. Gross national product in 1973 was 
$210 per capita. 
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Ad to IDeveloing Countnes
 
The past decade has seen increasing assistance- have greatly expanded their assistance during the

both private and govcrnmental, technical and finan, decade, as have numerous nongovernment private
cial-in helpin3 developing countries cope with their organizations and private foundations. The United
population problems. This assistance is for progra. is States has been the major source of assistance to date,
based on the voluntary participation of individuals but other advanced countries have also provided signifl.
and is provided only at the iequest of the countries cant help, both bilaterally and through international 
themselves and their institutions, agencies and organizations.
 

The United Nations and its Specialized Agencies
 

Multilateral Agencies
 
United Nations System
 

The United Nations and U.N. Specialized Agen. 
cies, the principal means for multilateral action on 
world problems, have given increasing attention to 
population matters since 1966, including provision of 
assistance to the population programs of developing 
countries. 

Prior to 1966, the U.N. system was restricted in 
the population field by limited mandates, lack of 
funds, and also by the fact that few governments had 
yet formulated national or foreign aid policies on 
population. However, an essential technical basis for 
the growth of an action program by the U.N. had 
been laid, beginning from the earliest days of the 
U.N. itself, beginning from the earliest days of 
the U.N. itself, by the pioneer demographic work of 
the Population Division of the parent U.N. organiza-
tion. The basis for U.N. activity was laid in the 
early and mid-I 9 60's, with the passage by the General 
Assembly and other U.N. bodies of resolutions that 
tied population growth to economic developmewt and 
urged additional U.N. activity in the population field. 

It was this rising tide of sentiment for U.N. work 
in population and the growing awareness and concern 
about the rapid increase in world population that led 
to Secretary-General U Thant's decision to establish 
a Trust Fund for Population Activities in 1967 that 
eventually became the United Nations Fund for 
Population Activities in 1969 and the active opera-
tional arm of the U.N. in the population field, 

It was also this rising interest in world population 
problems that led the General Assembly in 1970 to 
designate 1974 as World Population Year and to call 
for the convening of a World Population Conference in 
the same year. The Conference was the first meeting
of Governments ever to be held on the subject of 
population, and resulted in the adoption by consensus 

of the World Population Plan of Action, a kind of 
blueprint for Governments, multilateral, bilateral, 
and other organizations and agencies in the popula. 
tion field. 

United Nations Fund
for Population Activities 

As the leading funding organization within the 
U.N. system for population activities, the United 
Nations Fund for Population Activities has seen its. 
annual budget grow to $80 million in 1975 and its 
cumulative contributions from a total of 78 coun
tries reaching more than $238.6 million by the end 
of 1975. The UNFPA has become the largest multi
lateral source of funding for action programs in 
the population field in de~cioping countries. Cur. 
rently, it is supporting more than I ,200 global, inter. 
regional, regional, and country projects in more than 
100 countries. 

UNFPA assistance is made possible by voluntary 
contributions. (The United States has contributed 
some $77 million to the work of the Fund.) 

For an organization so important in the worlil 
population field, UNFPA's history is relatively short. 

In its first 2 years as the Trust Fund for Popula. 
tion Activities, the Fund, with $5 million provided 
through member country contributions, assisted the 
United Nations in strengthenin. its statistical and 
demographic work. About the same time, several 
organizations in the U.N. system were authorized 
by their governing bodies to carry on population 
activities. 

In 1969 the U.N. Trust Fund became the U.N. 
Fund for Population Activities (UNFPA). Its mandate 
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involved it in the population activities of all U.N. 
organizations as well as those of appropriate non-
government bodies. UNFPA's role was strengthened 
further in 1971 and 1972, and in 1973 it was placed 
under the authority of the General Assembly-speci-
fically under the Governing Council of the U.N. 
Development Program (UNDP). Thus, UNFPA be. 
came, by stages, a separate entity in the U. N. system 
under the authority of an intergovernmental body. 

In 1972 UNFPA formulated its first work plan 
based on an analysis of the oatstanding population 
problems and needs of the developing countries. It 
outlined 4 years of population projects based on per-
ceived needs of countries and was developed with 
the cooperation of recipient countries and U.N. 
organizations. Since then, the plan has been revised 
annually and it covers six categories: basic population 
data, population dynamics, population policy, family 
planning, communication and education, and pro. 
gram development. 

UNFPA assistance is provided only upon request 
of Governments, and it is neutral as regards the types 
of assistance it provides and may fund activities to 
limit population growth as well as to stimulate 
growth. 

In Latin America, where until the end of 1973 
the majority of aid requests to UNFPA were for 
demographic research and training, requests for 
projects in maternal and child health and family 
planning have increased sevenfold. The new emphasis 
is particularly notable in Central America, the Carib-
bean area, and Mexico but also affects a growing 
number of South American countries. 

In South West Asia, assistance requests have 
tripled since the beginning of 1973. Although em-
phasis is still strong on the development of basic 
population data required for economic and social 
development, interest in family healti and family 
planning projects is increasing. 

In the northern part of Africa, the bulk of assist-
ance has been for support of family planning pro-
grams, such as those in Egypt and Tunisia. In Africa 
south of the Sahara, UNFPA funds have provided 
support chiefly for the African Census Program; 
but interest is growing in assistance to family plan-
ning services as part of national basic health services. 

In Asia and the Pacific, funds provided for 
population activities in 1974 were double the 1973 
amount, and most of the resulting projects were at an 
advanced stage of implementation in 1975. Over 95 
percent of the requests for UNFPA support have been 
for family health and family planning programs. 
Many Asian countries have concluded agreements 
with UNFPA. 
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New country agreements were concluded by 
UNFPA in 1974 with Bangladesh, Kenya, India, the 
Republic of Korea, and Turkey, and a revised and 
extended agreement was made with Pakistan. Other 
country agreements were in an advanced state of 
preparation. Prior to 1974, country agreements had 
been concluded with Chile, Cuba, the Dominican 
Republic, Egypt, Indonesia, Iran, Malaysia, Mauritius, 
Pakistan, the Philippines, Sri Lanka, and Thailand. 

The UNFPA also funds a number of interregional 
and global programs, such as the World Fertility 
Survey (see below). 

UNFPA's contributions of $68,375,553 to popu
lation programs in 1974 went, in the following 
shares, to these geographic areas: Asia and the Pacific, 
33 percent; Africa, 20 percent; Latin America and the 
Caribbean, 18 percent; interregional, 17 percent; 
global, 12 percent; and Europe, less than one-half of 
1 percent. 

The projects that UNFPA supports and funds are 
normally executed tnrough the United Nations Secre
tariat, through the specialized agencies within their 
respective fields of competence, or through non
governmental organizations. Among these are the 
United Nations Development Programme (UNDP), 
United Nations Children's Emergency Fund (UNICEF), 
International Labour Organisation (ILO), Food and 
Agriculture Organization (FAO), United Nations 
Educational, Scientific, and Cultural Organization 
(UNESCO), and the World Health Organization 
(WHO). It is also cooperating with the World Bank 
in two major country programs. 

United Nations 
As previously indicated, much of the basis for 

the U.N. action program in the population field had 
its origins in the demographic groundwork laid in 
the first two decades of the U.N.'s history. 

Both the Population Division and the Statistical 
Office within the United Nations have made and 
continue to make important and valuable contribu. 
tions to the work of the U.N. multilateral popula. 
tion assistance program. 

The work of the United Nations itself includes 
important regional programs in Africa, Asia and the 
Far East, Western Asia, and Latin America, including 
regional demographic training and research centers. 
Its assistance is provided mainly through: the de
velopment and improvement of national systems of 
demographic statistics; the worldwide dissemination 
of national statistics in as comparable forms as 
possible; the development of international recom. 
mendations; the preparation of studies, reports, tech. 
nical manuals, and handbooks, the convening of 



conferences, seminars, and training courses; the provi. 
sion of advisory services; the development of regional 
training and research centers; and the provision of 
fellowships. 

The Population Division has assisted developing
countries with the improvement of their demographic 
statistics, with demographic training, and by the 
preparation of studies of the relationship between 
population trends. 

The primary arm of the United Nations in 
providing assistance to developing countries' popula-
tion programs is the Fund for Population Activities 
(UNFPA), an element of the U.N. Development 
Program (UNDP). The projects that UNFPA supports
and funds are normally executed either through the 
United Nations or through the specialized agencies 
within their respective fields of competence. Among 
the more important of these organizations are the 
World Health Organization (WHO), the Children's 
Fund (UNICEF), the Educational, Scientific, and 
Cultural Organization (UNESCO), the Food and 
Agriculture Organization (FAO), the International 
Labour Organisation (ILO), and the Environment 
Program (UNEP). 

An essential technical basis for the growth of 
U.N. population action was laid, beginning in 1946, 
by the pioneer demographic work of the Population 
Division of the parent U.N. organization. Tile Divi. 
sion since that time has assisted developing countries 
with the improvement of their demographic statistics, 
with demographic training, and by the preparation of 
studies of the relationship between population trends 
and social and economic factors. The Statistical 
Office of the United Nations also beginning in 1946, 
made a similarly valuable contribution through its 
work for improvement and dissemination of demo-
graphic data. 

A continuing function of the U.N. system is the 

United Nations 
Development Program 

Established in 1966 through the merger of two 
earlier programs-the U.N. Special Fund and the 
Expanded Program of Technical Assistance-the 
United Nations Development Program (UNDP) assists 
developing countries around the world by providing
technical assistance and preinvestment studies de. 
signed to provide public infrastructure for moderni. 
zation and the necessary basis for the development 
of sound capital projects which can then be financed 
by either public or nrivate investment capital. 

In the population area, UNDP acts as executing 

evaluation of the accuracy and the consequent adjust. 
ment of basic demographic data for each country
particularly on the age and sex structure of popula
tion and on fertility, mortality, and international 
migration. Much of this work is carried out by the 
Population Division in collaboration, insofar as 
possible, with the regional economic commissions and 
the U.N.-sponsored research and training centers. The 
adjusted data are made available for the use of 
organizations in the U.N. system. Attention is also 
given by the specialized agencies to the improvement
of the adequacy and the international comparability 
of the statistics in their respective fields. The Popula
tion Division also does basic work in demographic
projections, fertility analysis, family planning 
analysis, mortality analysis, urban studies, analyses of 
and international migration population policies. 

An ancillary program in which the United Nations 
is participating is the World Fertility Survey, which 
will add considerably to fertility data. This survey is 
being undertaken by the International Statistical 
Institute, in cooperation with the International Union 
for the Scientific Study of Population and other 
organizations, with the collaboration of the United 
Nations. Financial support is provided by UNFPA of 
the United Nations and AID of the United States. 
The survey is planned for completion by June 30, 
1977. Its aim is to provide scientific information that 
will enable each country to describe and interpret its 
situation with regard to human fertility and to help 
compare fertility lew's and the factors that influence 
them in different contries and regions. 

The most comprehensive sources of worldwide 
population statistics are the U.N. Demographic Year
book and the Statistical Yearbook. More current 
population statistics are published in the U.N. 
Monthly Bulletin of Statistics and the quarterly
Population and Vital StatisticsReport. 

agency for the UNFPA for UNFPA-funded projects In 
a variety of areas, such as support communications
projects for census and family planning programs. 
In 1974, UNFPA contributions to projects executed 
by UNDP amounted to $8.8 million. 

UNDP is currently playing an increasingly larger
role as an executing agency for UNFPA projocts 
implemented in countries. With the growing number 
of UNFPA projects funded directly, the role of the 
UNDP Resident Representatives in the field, assisted 
by UNFPA Field Coordinators, has increased con
siderably. UNFPA funds to Government agencies in 
recipient countries are channeled thirough the Resi
dent Representative's offices for disbursement. 
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United Nations 
Children's Fund 

The United Natons Children's Emergency Fund 
(UNICEF) supports responsible parenthood because 
children suffer when families exceed the size parents 
can adequately support. However, UNICEF works 
on the principle that only when parents and prospec. 
tive parents-the ultimate decision makers-can see 
the chance of a better and a more assured life for 
their children will they be motivated to limit and plan 
family size. Improving prospects depends heavily on 
services that help the health, welfare, and develop, 
ment of children and the family. 

Thus, when UNICEF's Executive Board launched 
assistance for family planning services in 1967, it was 
through extension of the existing basic assistance 
rather than as a separate activity, 

Indonesia, for example, promotes responsible 
parenthood with UNICEF help through basic health 
services; this work is complemented by a family-life 
education program for out-of.school girls and 
mothers. More than 2,000 family planning clinics, 
established in health and maternal/child health 
centers, now reach 2 million of Java's 15 million 
fertile couples. The complementary education pro-
gram offers nonformal courses in child care and 
nutrition, hygiene, family planning, sewing, cooking, 
and household budgeting. 

UNICEF help takes the form of supplies, equip
ment, and vehicles as well as training and education 
materials. Specific aid depends on the requirements 
of the individual project. In Thailand, for instance, 
where family planning activities are similarly linked 
to the development of basic health services, more 
than 3,000 nurses and midwives are provided with 
UNICEF-supplied motorcycles to enable them to 
increase the number and frequency of visits to 
client's homes. 

UNICEF's assistance to health services, nutrition, 
water supply for home use, and women's programs-

million in 1974-all contributes tovalued at $80 
to build theresponsible parenthood by helping 

conditions necessory for that effort. In addition $6.4 
funds went to assist familymillion in UNI'PA 

planning services in 14 countries in 1974. 

UNFPA has also asked UNICEF to procure and 
stockpile supplies and equipment worth $4 million, 
This procedure is aimed at expediting UNFPA-
financed projects, permitting reduced costs through 
bulk purchasing, and contributing to better coordina-
tion. 

iter tional"IiAbour 
Organisation 

The involvement of the International Labour Or
ganisation (ILO) in the U.N.'s population activities 
stems from the impact of rapid population growth in 
developing countries on employment, training, and 
the welfare of workers. Research and action on popu
lation, employment, income distribution, and popula. 
tion policies are carried out under the ILO's World 
Employment Program. 

Further, the ILO seeks to widen the involvement 
of workers and employers in population matters 
including family planning. The ILO's program in this 

respect (with UNFPA funding) seeks to: encourage 
and enable trade unions and labor education bodies 
to participate in family planning programs; help 
employers to appreciate the role that occupational 
health and welfare services can play in bringing family 
planning information and facilities to places of work; 
encourage the extension of family planning promo. 
tional, educational, and motivational activities through 
cooperatives; and promote family planning services 
through the medical care components of social 
security-especially in Latin America. 

In 1971, UNFPA allocated $285,000 to ILO 
activities. In 1974, UNFPA contributions to ILO popu. 
lation programs totaled $3.6 million. 

Food and Agriculture 

Organization 
The Food and Agriculture Organization (FAO) 

was among the first of the specialized U.N. agencies 
to be seriously concerned with world population 
growth; this was because of the effect of population 
increase on the balance between food and people. In 
1967, the FAO Conference recommended that the 
Organization should be increasingly involved in the 

study of the relationship between food supplies and 

population growth and the interaction between 

demographic and agricultural changes. The 
Conference also approved an integrated approach to 

reaching families, through existing national programs, 
with information about the relationships among 
family resources, needs, goals, and size. Most funding 
for FAO population activities comes from the 
UNFPA, whose support for such activities increased 
from $137,000 in 1970 to $2.8 million in 1974. 

Furthermore, the U.N. World Food Conference 
held in Rome in November of 1974 passed a 
resolution recognizing the need for achieving a 
desirable balance between population and the supply 
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of food. The resolution called on governments and 
people everywhere to make every possible effort to 
grow sufficient food and equitably distribute income 
so that all human beings could have an adequate diet 
and also "to support for a longer-term solution, 
rational population policies ensuring to couples the 
right to determine the number and spacing of births, 
freely and responsibly, in accordance with national 
needs within the context of an overall development 
strategy." 

FAO and its institutions and services provide
excellent channels of communication with rural people 
through measures for extension, education, home 
economics, agrarian reform, social security, agricul-
ture credit, cooperatives, improved nutrition, and 
improvement in rural life. 

U.N. Educational, Scientific,and Cultural Organization 

The active role of the United Nations Educa-
tional, Scientific, and Cultural Organization 
(UNESCO) in the population field dates from 1968. 
Its mandate, established by successive sessions of its 
General Conferences, lies in the three areas of 
research, education and information, and technical 
and advisory support. It provides services in these 
areas upon request by members, 

UNESCO's 1974-75 program has consisted mainly 
of global programs aimed at identifying and investi-
gating, by means of expert meetings and research, the 
substantive fields of family sociology, the interrela-poulaiondynaicsandthenatraltion bewee 

and cultural environment, and the techniques of 
population education. A handbook on population 
education curriculum development was finalized by
the end of 1974. In the communication sector, 
UNESCO has concentrated mainly on the develop. 
ment of communication activities through mass 
media with special emphasis on film production, 
radio and TV programs, and development of audio-
visual materials. As part of this effort, it established 
the International Audio-Visual Resource Service incollabornation io-Visu al Plannederce 
coloFedrationwih theuInen a P Par-

Operationally, UNESCO is concerned with two 
main lines of endeavor: the introduction of popula.
tion education in formal and nonformal school 
systems and helping member states take account of 
population dynamics in their educational planning. 
Increasing importance has been attached to the 
activities of field teams and to the quality of support 
services provided by headquarters staffs. Its 1974 
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allocation from UNFPA of $4.8 million is more than 
five times the 1971 allocation of $850,000. 

In its population work, UNESCO is promoting 
research, training, evaluation, and materials develop. 
ment in family planning communications and has 
begun work on the development of a systems
approach for integrating communications and family 
planning programs. Regional family planning com
munications advisors have been appointed for the 
Arab states, Africa, Asia, and Latin America to service 
and assist regional and national programs on request.
Long-term assistance is being given with UNFPA 
financing to the communications components of a 
number of large-scale national programs, and training 
programs have been established for national 
personnel. UNESCO expects to assist some 25 
national programs and train approximately 400 
family planning communications personnel during the
period 1973-78. 

World Population Service, published by the U.S. 
National Commission for UNESCO in cooperation 
with the UNESCO Secretariat and the national 
commissions of the 38 member countries, has com
pleted its second year of publication. Circulation is 
worldwide with English, French, and Arabic editions. 

World Health Organization 
The World Health Organization (WHO), as part of 

its mandate and in answer to requests from member 
Governments, works in three areas relating to human 
reproduction, family planning, and population 
dynamics. These are: (he introduction of family 
dynics thesere the roucion of amilyplanning into health services, the provision of appro
priate education and training for health personnel atall levels, and iesearch-both biomedical and opera
tional-in human reproduction. 'Ihc underlying 
strategy of the organization is to assist the strengthen
ing of national health services, in which family 
planning is included as an integral part of health care 
through maternal and child health services supported 
by nutrition programs and health education. 

To help administrations to meet the demands 

posed by the increased scope and multidisciplinary
nature of family planning, WHO pays particular
attention to the planning, administration, and evaluation of projects. It especially emphasizes the use of 
modern managerial techniques and the importance of 
operational research. In addition, WHO sponsors
scientific and technical meetings in human reproduc
tion, family planning, and population dynamics to 
provide an international forum for collaborative 
efforts and to enmphasize the importance of national 
and international coordination of efforts and re
sources. 



WHO's collaborative research program in human 
reproduction is concerned with the effectiveness, 
safety, and acceptability of existing fertility regu-
lating methods, further contraceptive technological 
development, and other problems, such as infertility 
and subfertility. 

As an intergovernmental organization serving its 

145 member countries, WHO does not endorse any 
particular population policy. It does, however, fully 
recognize the health aspects of family planning in 
terms of appropriate timing and adequate spacing of 
pregnancies. It is also WHO's position ,hat integrated 
family health services-which help to secure the 
survival of an already born child and to further 

World Bank 
The decision in 1968 for the World Bank and its 

soft-loan affiliate, the International Development 
Association (IDA), to enter the field of population 
assistance was based on the conviction that rapid 
population growth is a major barrier to the economic 
and social progress of many developing countries. The 
Bank uses a three-step program, which begins with an 
assessment of the implications of population growth 
on development as part of the Bank's periodic 
economic reviews; it then undertakes, on request, 
sectoral analyses; finally, it provides financial 
assistance to specific projects on conventional Bank 
terms or, to especially weak economies, on special 
soft.loan terms (no interest, 50.year repayment). 

To date, World Bank or IDA loans for population 

Organization for Economic 
The Organization for Economic Cooperation and 

Development (OECD) is actively concerned with 
population problems, primarily in relation to 
economic development, 

Such inerest first found expression at the high-
level meeting of the OECD Development Assistance 
Committee held in 1966 in Washington, D.C., dealing 
with world food problems. It led, in 1968, to the 
creation of a special Population Unit within OECD's 
Development Center, a semi-autonomous body for 
research and liaison with developing countries. This 
unit, financed out of special contributions from 
interested member countries, was given a twofold 
mandate: to study the role of the population factor 
In economic development in order to provide 
guidance to developing countries; and to keep OECD 
member countries informed of population-develop-
ment matters as a basis for the members' formulation 

promote its health-will, in all probability, facilitate 
the acceptance of overall family planning services in a 
manner that might not be achieved by family 
planning programs alone. At present, WHO is assisting 
more than 60 countries to integrate family planning 
services into maternal and child health care-and thus 
into general health services. 

In 1970, WHO's budget included $1.8 million 
from UNFPA for activities in the above areas; by 
1974 it had increased to $11.5 million. In addition 
$10.6 million was received from various donor 
governments for WHO's expanded program of re
search, development, and research training in human 
reproduction. 

programs have been extended to eleven developing 
countries-Bangladesh, Egypt, India, Indonesia, Iran, 
Jamaica, Kenya, Malaysia, the Philippines, Trinidad & 
Tobago, and Tunisia. 

World Bank/IDA funding for population projects 
has covered abroad range of "hardware" items such as 
buildings, vehicles, furniture and equipment, and "soft. 
ware" items including training, demographic research, 
pilot projects, technical assistance, and recurrent costs 
in certain circumstances. By the end of 1975, the Bank 
had committed a total of $123 million for population 
projects in eleven countries though disbursements were 
only at the 10 percent level. In six of the eleven 
countries the Bank is co.financing population projects 
in cooperation with other donors. 

Cooperation and Development 
of assistance policies. 

Direct assistance by the OECD has thus been 
mainly of an informational nature and Includes the 
dissemination of population aid statistics and the 
exchange of experience. Member governments 
channel their contributions for population assistance 
either directly to the national programs of the 
recipient countries or indirectly through multilateral 
organizations and private agencies, although anumber 
have given their total contributions to intermediate 
agencies. 

The OECD's future work in the population field 
is expected to emphasize increasingly the role of 
demographic factors in development. The Develop. 
ment Center will focus on the relationship between 
population dynamics and such subjects as develop
ment planning, rural development, migration move
ments, nutrition, and the economic status of women. 
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U.. gency, for Internationa Development
 
The United States through the Agency for Inter.. recipient country or institution and as a supplement 

national Development has been the foremost sup. to the country's own efforts; (2)help is given only 
porter of global action during the 1965.75 decade in for programs in which each individual is free to 
response to the world crisis of runaway population choose methods of family planning which are in keep
growth. Of the $1,054 million total of international ing with his or her beliefs, culture, and personal 
donor assistance provided for population programs wishes; and (3) the Agency does not advocate any 
in the developing nations of Asia, Latin America, and specific population policy for another country nor 
Africa-nations with over half the world's people- any particular method of family planning. Its aim is 
$732 million has been provided through AID. to provide needed family planning assistance upon re-

At the same time, the continuing spread of world quest so that the people of assisted countries may have 
concern with population problems during the decade freedom to control their reproduction as they desire. 
has been marked by rising assistance provided by the The Agency's assistance program in this field is 
United Nations, by other countries and institutions, carried forward through six major types of activi
and by great increases in individual countries' funding ties aimed at specific goals for program advance. 
of their own programs. Progress toward this wider ment. These activities, described in the following 
assistance and action has been stimulated and en- sections, include improvements of demographic data 
couraged by AID. collection and analysis, population policy develop. 

AID's assistance for the population programs of ment, biomedical and social research, family plan
developing countries is guided by the following prin. ning services programs, communication, and man
ciples: (1) Assistance isextended at the request of the power and institutional development. 

World Births, Percent by Region, 1974 
Oceania 

Region Percent 
of births 

Asia 62.7 
Asia (Other) Other Asia 26.5 

India 17.7 
Latin America China (P.R.) 18.5 

Africa 14.4 
Latin America 9.8 
Europe
USSR 

5.9
3.8 

Africa North America 3.0 
% Asia (India) Oceania 0.4 

Total 100.0 

S(People's Republic
of China) 

SOURCE: U.S. Bureau of the Census/ISPC PRB 7516 

Three.flfths ofthe babies cominginto the world In1974 were born in Aia. But thisgreat relon iLniaking real 

progress Inreducingfertility.Birthrates droppedfrom 39 per 1,000 people In1965 to3l In 1974., 
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Fpedents Supported b 'dltsi
 
in Developed and Developin Countres,, 1975,
 

Developed countries Developing countries 

55 persons under age 15 and 79 persons under age 15 andover age 64 are supported by over age 64 are supported byeach 100 aged 15 through 64 each 100 aged 15 through 64 

SOURCE: U.S. Bureau of the Census, based onUnited Nations data 
PRB 76-23 

Population Composition of Two Countries
with Widely Differing Growth Rates 

High Growth Rate (Mexico) Low Growth (Sweden) 

7074 7074 

69 
6569 

6064064 

55569 

45 0g4649so6 

Male 4044 
Female 4444Male 3539 Female 

3034 

2529629 

2024 

24114
 

59 

SOURCE; 197 Demographic Yearbook, United Nations (1972 deia);PR7524 

204
 



The highproportion ofyoung people In the populationsofdeveloping countries,plus people overage 64, puts
 
a burden on workingage peopple and reducees living standards of all age groups, Also, countries with ahigh'
 
deendency ratlio have difficulty In accumulating the savings requiredfor insw'tment andstimulation of economlcgrowth,
 

Demographic Data Collection and Analysis 

The U.S. Agency fbr International Development able, or where there is no registration or incomplete 
(AID) has supported the collection and analysis of registration. Progress was made In developing the 
population statistics for decades. This support, one new techniques. 
of AID's oldest activities, traces to the need for an In 1968 AID made the first of several grants 
accurate "yardstick" to evaluate population prob. to the University of North Carolina, which estab
lems and family planning performance, especially in lished laboratories in Colombia, Kenya, Morocco, 
developing countries where birth rates are high. and the Phillipines in cooperation with overseas 
Statistics measure the dimensions of the problem- academic and research institutions. These labora
the current population, rate of population growth, tories have improved the reliability and predictive 
and the effects of that growth in total and per capita value of data for population and family planning 
terms on employment opportunities, housing, food programs. The projects they administered included 
availability, health services, education, and other surveys, development of experimental data systems, 
essentials of living. In countries that have established and research on the effectiveness and validity of data 
family planning programs, statistics measure progress collection techniques. 
made in reducing fertility. 

The earlier AID studies were aimed at defining 
and describing the still little-understood relationship Support to Census Bureau 
between population growth and economic develop. AID has strongly supported world population 
ment-studies which indicated that in many de. work of the U.S. Bureau of the Census. The Bureau 
veloped countries excessively high birth rates were maintains current estimates of total population for 
reducing the overall quality of life for individuals, all countries and estimates of current levels of fer. 
Over the years increasing emphasis has been placed tility, mortality, and population growth. Population 
on development of statistics that can be used in one projections by age and sex have been made for 
way or another to improve family planning pro- selected countries. To provide AID abroad overview 
grams. of the demographic situation in each of the develop-

In 1975 the collection and analysis of popula- ing countries, the Bureau maintains a computer file 
tion data have the objective of: (1)measuring the containing data on a wide variety of demographic 
Impact of AID-supported family planning programs; measures for both the most recent census year and 
(2) helping to develop awareness and understanding the current year. A family planning program sub
of population problems in developing countries, and model has been modified to take account of post

(3) helping family planning administrators improve conception birth control methods in evaluating the 
program design and implementation. effect of family planning programs on population 

AID's activities in some countries are hampered growth. 
by a lack of good census data; a few countries have The Bureau has provided advisory assistance to 
never taken a census of population and in some many countries on censuses and other surveys of 
countries censuses have been inadequate. Therefore, population. In fiscal 1973, the Bureau's advisory and 
an eaily AID project, in cooperation with the Depart- training resources were used extensively in support 
ment of Health, Education, and Welfare, was asearch of the Africa Census Program of the United Nations 
for techniques by which birth and death rates and Economic Commission for Africa under which 22 
population changes can be estimated from interview countries have been undertaking population enumera
data where no detailed census information is avail- tions. 

Until the age structure of a populationcan be shiftedaway from one with many young people (as in Mexico) to
 
one with many olderpeople (as in Sweden) rapid populationgrowthwillcontinue.This "momentum" ariesfrom
 
the fact that there willbe more youngpeopleformingfamiliesand havingbabies at a fasterrate than olderpeople
 
are dying.Even iffertilityrates were to drop to the replacement level ofslightlyover 2 babiesper mother, It would
 
take an estimated 60 years before populationsof the developingcountrieswouldstabilize.
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Technical assistance of, the CenSius Bureau has ' 

led to development or impirove'men't of'methds"of 
population measurement and the processing of 
demographic data. One example is the development 
of the Census Tabulating System (CENTS), a new 
method of rapidly tabulating data from censuses 
and surveys. This method, designed for the IBM 
360 Model 25 computer, was an immediate success 
and was adopted by many countries. However, 
because not all countries have IBM 360 computers, 
a companion package called COCENTS, written in 
the COBOL language and adaptable to a number of 
computers, was developed later. COCENTS has been 
made operational on computers manufactured by 
several U.S. companies, as well as those of Japanese 
and British makers. CENTS/COCENTS is now opera-
tional in more than 40 countries and the demand 
isstill strong because it can be used for virtually every 
type of data. Development ofCENTS/COCENTS has 
saved much time previously spent preparing computer 
programs tailored to specific tasks, often by in. 
experienced programmers. Surveys have shown that 
the simplicity of the CENTS/COCENTS system 
results in substantially lower costs than those in-
curred when other systems are used. 

In developing CENTS/COCENTS, AID and the 
Census Bureau concluded that regardless of the 
data types collected, the processing was essentially 
similar. Information relating to individual reporting 
units must be recorded on a preprinted form. The 
reporting unit may be persons, families, or house-
holds, as in a census or survey-or an event, such as 
a birth, death, or visit to a family planning clinic-
or units, such as contraceptives. The compleLed 
forms must be transmitted to a central processing 
center where information is transferred to computer 
readable form, such as punch cards or key to tape. 
Computer readable form information must then be 
edited to identify and correct obvious errors (such 
as a pregnant male or 20-year-old grandmother). 
Edited data are then tabulated and'printed in tabular 
formats for use. 

AID made several sizable grants to support the 
population activities of the Latin American Demo- 
graphic Center (CELADE), at Santiago, Chile. 
CELADE offers courses in demography and statistics, 
conducts demographic research, and makes technical 
and demographic assistance available to national 
governments. A subregional center of CELADE was 
established in 1967 in San Jose, Costa Rica, to assist 
in demographic training and research in Central 
America. 

AID has financed regional demographic projects 
in Africa and has carried on country activities in 

'EhilopaliGhaa Uberia, and Uganda.' 
U.S. AID in 1972 initiated'a World Fertility 

Survey and has supported it through the International 
Statistical Institute along with the United Nations 
Fund for Population Activities. The Survey will 
provide information on fertility patterns in over 40 
countries. The survey material to be obtained will be 
nationally representative but, also, internationally 
comparable. 

AID, recognizing that family planning programs 
are new in many countries, has evolved the concept 
of the management information system (MIS), which 
can provide management the information needed for 
sound decision-making. The process of developing 
an MIS calls first for the identification of "decision 
points;" that is, the individuals who, within a certain 
period of time, must make the critical decisions. The 
next step is to determine what information is re
quired at each decision point to enable the decision. 
maker to arrive at a sound management judgment. 
Then, an MIS can be designed and implemented. 
Systems have been established in about a dozen 
countries with varying levels of assistance from 
AID. 

In fiscal 1975 highest priority was given to 
measurement of the impact of family planning pro. 
grams on fertility in Indonesia, the Philippines, 
Korea, Thailand, Pakistan, Colombia, Bangladesh, 
Kenya, Nepal, and Mexico. The first four of these 
countries have vigorous family planning programs. 
The other six may be expected to develop strong 
national programs before 1980, but benchmark data 
must be gathered ahead of time. 

High on AID's priority list is support work by the 
United Nations Fund for Population Activities 
(UNFPA) in developing demographic data to alert 
Government officials to the extent and consequences 
of rapid population growth within their borders. 
Controversy about national population policies, 
notably in Africa and to some extent in Latin 
America, traces in part to the fact that basic data 
on population size, age and sex distribution, and 
birth rates are incomplete or, often, grossly in. 
accurate. 

Demographic data are required for the establish. 
ment and administration of family planning programs. 
Data are needed for "target definition"-to pin. 
point geographic areas of greatest fertility, to chart 
the demographic and socioeconomic characteristics 
of potential acceptors, and to assess current knowl
edge and attitudes toward the practice of contra
ception. Data also are needed to measure the degree 
of "target attainment." Required data include 
numerator analysis of family planning acceptors, 
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.
surveys of fertility change among acceptors ascon. 
trasted with nonacceptors, and controlled experi.' 
ments to demonstrate the differential Impact of 
alternate program mixes. 

Some gaps remain, 
Although many countries require that births and 

deaths be registered, there is great variability In 
registration. Some countries register most of their 
births and deaths, but have difficulty in processing 
the data and putting them into usable form. Other 
countries have spotty registration-good in some 
areas, poor in others. For countries where registration 
systems are weak, sample surveys, sample registra-
tions, and dual record systems can provide valuable 
data on the general level of fertility. However, there 

is a4'nleed- to document the specific impact of family: 
planning programs, and AID Is developing a project 
forthis purpose for fiscal 1976. 

A lack of census data is still a problem, although 
the United Nations has lent its strong encouragement 
to census-taking, which is often done once in a de
cade in the year ending with the digit zero. Censuses 
taken in 1980 will produce very valuable data on the 
accomplishments of family planning programs as well 
a data needed for many other purposes, including 
assessment of the impact of population on develop. 
nient. Some planning is under way now in many 
count.ies to devise training programs, to perfect 
m tho-dology, and otherwise take steps to ensure 
complete and accurate enumerations of population. 

Population Policy Development
 
Attitudes on population matters differ widely 

among countries. Some countries announce as official 
policy their determination to slow the population 
growth rate through certain types of family planning 
programs. Others, though espousing no official 
policy, permit both public and private population 
programs to function and may even support or 
encourage them. Within each of these two categories 
some programs are more advanced, more purpose. 
ful, and more goal.minded than others. Still other 
countries have adopted some form of population 
growth control but do not adequately implement 
the program. And still others have not yet developed 
any significant national policy of family planiiing. 
These differing attitudes stem from broadly varying 
historical, cultural, religious, philosophical, psycho. 
logical, and economic factors. 

The U.S. Agency for International Development 
(AID) hao identified among countries experiencing 
serious population growth problems four stages of 
policy development-start-up, intermediate, maturing, 
and self.sustaining. AID, to support and speed policy 
development in countries in the start-up and in-
termediate stages, is disseminating information to 
decision-makers on the unfavorable impact of too 
rapid population growth on national development 
goals and on the need for measures to encourage 
reduced fertility. Also, AID is furnishing numerous 
countries periodic information on the social and 
economic determinants of fertility, and sponsoring 
studies of the status and implication of laws bear-
ing on family planning activity. Through this assis-
tance a country's decision-makers and its scientific 
community gain an understanding of population 
dynamics in that country-an understanding that is 

essential to establishing and implementing rational 
population policies. 

AID's objective in the policy field consists pri. 
marily of enlisting and supporting indigenous leaders 
who will themselves determine and implement what
ever measures are needed to promote policy develop
ment. In pursuing this objective, AID uses research 
and persuasion to discover and elaborate lines of 
informal national self-interest that, in turn, can 
buttress an adequate fertility control policy. AID, 
in a sense, Jis an "information broker," bringing 
together the experts who study the problem of 
population with the decision-makers of the developing 
countries-the latter tile in a position to directones 
resources to deal with population problems. 

Country studies and conferences have been AID's 
principal means of bringing together population 
experts and decision-makers. 

Through fiscal 1974 a total of 50 subprojects 
supported by seven AID contracts were initiated to 
study population factors in countries experiencing 
serious population growth problems. A total of 32 
of the 50 subprojects have been directed at the 
six countries with maturing population policies-
India, Indonesia, Pakistan, Philippines, Thailand, and 
Kenya. Examples of these 50 subprojects include 
work agreements executed by the Interdisciplinary 
Communications Program (ICP) of the Smithsonian 
Institution with indigenous researchers to study 
social and economic determinants of fertility. The 
American Academy for the Advancement of Science 
(AAAS) has initiated studies of cultural factors in 
population dynamics, employing host country 
scientists. Tufts University, through the International 
Advisory Committee on Population and Law (IACPL), 
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has, compiled and analyzed national laws related, 
to, population and fertility control. GE-TEMPO, the 
Center for Advanced Study of the General Electric 
Company, has also sponsored a series of country 
studies that measure the consequences of rapid 
population growth and assist development planners 
in weighing the policy alternatives, 

Workshops and seminars have reached decision-
makers in five countries in the policy start-up stage 
and four countries having inadequate policies. The 
ICP has held nine conferences on the population 
problem and determinants of fertility. The AAAS 
held a seminar in Bucharest just prior to the World 
Population Conference (August 1974), to discuss 
studies on cultural consequences of population 
growth. The IACPL sponsored a seminar on law and 
population in Nairobi, while the National Academy 
of Sciences held five international seminars on popula. 
tion dynamics. 

Officials of AID's Population Office took part 
in the 1974 World Population Conference, which 
focused global attention on population policies and 
their development. Wide-ranging debates at the Con-
ference dramatically displayed the way myriad politi, 

-cal considerations influence population policies. 
Representatives of most developing countries insisted 
that population matters be integrated among other 
concerns, such as a more equitable distribution of 
income within and among countries. And countries 
were more willing to support family planning services 
from the standpoint of improving health of their 
populations than of reducing fertility for demo. 
graphic reasons. 

These and other attitudes evident at the Con
ference demonstrated once again that population 
policy is subject to endless change in nearly every 
country. In part, this condition derives from the 
continued evolution of the unique set of demographic, 
economic, and social factors that shape each country's 
current development prospects. Furthermore, popula. 
tion policies are often closely identified with forceful 
public figures whose own rise or fall in power greatly 
affects the state of policy commitments. Finally, 
public decisions typically rest on inadequate demo. 
graphic data and rough-and-ready analysis. As im
proved data and improved studies come to light, 
future policies will be more finely tuned or yield 
to more relevant expressions of public commitment. 

U.S. AD Assistance to Population Programs, 1965-75
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Insofar as the basic stock of population dynamics 
knowledge is inadequate to meet AID's program re-
quirements, AID has -developed a strategy to fill 
the critical knowledge gaps. Research is needed in 
four basic areas: (I) study of those consequences 
of rapid population growth that, in the view of a 
significant body of developing country policy.makers. 
are favorable to development, e.g., low-density 
countries that relate population growth to the effec-
tive occupation of national territory; (2) research on 
those socioeconomic determinants of fertility whose 
close association with fertility decline is known but 
where research findings are not specific enough to 
guide policy decisions, e.g., the kind of female educa. 
tion or type of student that is most likely to bring 
about reduced fertility; (3) cross-cultural studies 
designed to distill from country research more 
general findings and new or revised hypotheses to be 
rested in specific country research, e.g., a common 
education threshold beyond which further female 
education has little effect on fertility; and, (4) re-
search to clarify the processes of policy formulation 
and development. 

In carrying on its policy development work, AID 
has compiled a ranking of 92 developing countries. 
Variables used in measuring the urgency of relative 
assistance claims are: (I)projections of country 
population growth over the decade of the 1970's, 
(2)an index comparing country birth and death 
rates to average developed country vital rates; and 
(3) GNP per capita. 

The top 20 countries-those having the most 
serious population problems-fall into the first three 
stages of policy development. One group, Ethiopia, 
Sudan, Mali, Afghanistan, Yemen Arab Republic, 
and Burma, represents the "policy start-up" stage. 
These countries have not yet developed a significant 
national policy to restrain fertility. Implicit popula-
tion policy may be pronatalist. A national consensus 
to support the development of population policy is 
weak or absent; popular views may favor rapid 
population growth, rather than restraints on growth, 
as a path to national greatness. 

Another group of countries are in an "inter-
mediate policy" stage, Zaire, Tanzania, and Nepal. 
These have generally adopted some form of popula-
tion growth control policy, but the public commit-
ment has shallow roots in terms of demographic 
understanding and an inadequate pace and breadth 
of Implementation. No high-level governmental body 
exists with the power to coordinate national policy. 
Many influential public officials pay lip service to it. 

The remaining group of countries of the top 
20, Indonesia, Thailand, and the Philippines, have 

"maturing, policies." Policies have been adopted and 
a basic institutional framework has been established 
to promote the implementation of policy. However, 
policy decision is not translated into adequate 
support; policy tends to rely solely on family plan. 
ning efforts to achieve lower fertility goals. There is 
need to orient development initiatives outside of the 
area of family planning toward support for lower 
fertility. Moreover, the national coordinating body 
occasionally needs expert consultation services and 
it lacks adequate staff training opportunities to en
sure its continuing effectiveness. 

None of the 20 countries are in the "self-sus. 
taining policy" stage, where there are reasonably 
adequate national policies and institutional bases 
to carry then on. 

Of the 72 other countries in the AID ranking, 
approximately a third do not receive AID support
for instance, Angola, Argentina, Cuba, Iraq, Libya, 
New Guinea, Saudi Arabia, and Uganda. 

The next largest group of countries are in the 
"policy start-up" category-Upper Volta, Niger, 
Haiti, Malagasy Republic, Bolivia, Cameroon, and 
Senegal. All of these are in Latin America or Africa. 

A smaller group of the 72 are considered to have 
"intermediate policies" at the present time-Ecuador, 
Guatemala, Liberia, and Zambia; again, all of these 
countries are in tile developing world outside Asia. 

A similar number of nations are classified as 
having achieved a "maturing policy"-Egypt, Ghana, 
Malaysia, Venezuela, and Costa Rica. 

Finally, a few countries among the 72 have 
vigorous, "self-sustaining policies," such as South 
Korea, Taiwan, Chile, Hong Kong, and Singapore. 

Looking toward the future, AID's highest policy 
development priority will be given to those lines of 
activity likely to result in relatively clear prescrip
tions by public decision-makers-in general, research 
on the .social determinants of fertility and applica
tion of fundings to policy issues. This activity will 
focus on the situation of nations whose natural popu
lation increase poses tilemost serious problems 
for the world as a whole, including India, Indonesia, 
the Philippines, Pakistan, Bangladesh, Thailand, 
Zaire, Nepal, Kenya, Morocco, Egypt, Mexico, 
Iran, and Colombia. It is possible, however, that 
small-scale determinants research will continue 
to be supported in countries considered to have 
relatively weak population policies at present but 
which are demographically important-Nigeria, Ethi
opia, and Afghanistan. Since only a few selected 
countries will be candidates for large-scale research 
on determinants of fertility in the near future, AID 
will closely coordinate its activities with those of 
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other. .international agencies, and organizations!, to This biomedical research has been carried out 
minimize overlap of activities. through contracts with various universities, including, 

In' the United States, Colorado, Harvard, Johns 
Hopkins, Minnesota, North Carolina, Northwestern,

Research Pittsburgh, Washington (St. Louis), Wisconsin, and 
Since the mid-1960's, AID has supported popula. Yale, and, abroad, Makerere University (Uganda), 

tion research with the purpose of developing and Royal Veterinary College (Sweden), and the Univer. 
implementing improved means of controlling fertility. sity of Singapore. Cooperating institutes and founda-
This research falls into two major categories: (1)bio. tions have included the Battelle Memorial Institute, 
medical research to develop improved fertility control the International Fertility Research Program, the 
technology and (2)operational, or "action," research National Institute of Child Health and Human De. 
to improve implementation of family planning pro. velopment, The Pathfinder Fund, the Population 
grams. Council, the Salk Institute, the Southwest Founda-

Both types of research are essential to improve tion for Research and Education, and the Worcester 
effectiveness of family planning programs. Bio. Foundation. 
medical research is supported on the premise that the Once-a-month self-administered fertility control 
ready availability of means for fertility control is method. Research is being conducted to develop a 
a prime determinant of fertility behavior and of the self-administered means for controlling fertility after 
time and fiscal requirements for a fertility control exposure to or recognition of pregnancy. 
program to achieve its objectives. The objective of A "hindsight" means of fertility control would be 
operational research is to improve the effectiveness a major technical advance in this field. Since fiscal 
of family planning delivery systems. 1965, AID has obligated about $15 million for re

search on a self-administered once-a-month means of 
Biomedical Research fertility control.

The effort has been focused on four areas: 
Between 1967 and 1975 AID has provided about T. earch o egn o f ovarian crps 

$46 million for biomedical research to develop 1.tem(arn on. 
improved means of fertility control. The high priority luteum (ovarian) function.
 
given this work has been based on the assumption 2. Studieson anti-progestins.
 
that, if effective fertility control technology can be 3. Research on gonadotropin-releasing factors.
 
developed and delivered to countries with rapid 4. Prostaglandin research.
 
population growth, the people of those countries AID has obligated $4.8 million for over 40
 
tend to make use of that technology. AID's research studies seeking new ways to control corpus luteum
 
program has been directed toward applied rather than function and block progestational activity. This
in research is based on the premise that by altering
basic research, and has pursued relatively few leads in the function of the corpus luteum-the part of the 
depth rather than attempting to explore all possible ovary that produces a hormone (progesterone) es

approaches to the development of new technology. ova to produceson-hormo n re te d. 
Relevance to the needs of developing countries has sential to reproduction-fertility can be regulated. 
been a consideration of paramount importance in theo
selection of topics for research develop inhibitors of gonadatropin-releasing fac

sltnds fot o ic research hators as contraceptive agents. Releasing factors are 
Funds for biomedical research have been applied chemical "messengers" that link the hypothalamus 

inthree areas: part of the brain with the pituitary gland. The pitui. 

1. Research on a once-a-month self-administered tary, among other functions, produces gonadatropic 
method. hormones required for conception; it is theorized, 

2. Research to improve currently available therefore, that if the releasing factors can be inhibited 
means of fertility control, from stimulating the pituitary, the hormonal "chain" 

3. Comparative clinical field trials of means would be broken and conception prevented. Some 
of fertility control under use conditions In develop- anti-releasing factor substances have been identified, 
Ing countries. Although their value for fertility control has not yet 

AID's larle-cale purchasingoforal contraceptivesin bulk, with standardizedIngredients and packaging, has 
reducedprocurement costs. Costs oflargepurchases in 1973, 1974, and 1975 rangedfrom .1378 cent t0,1498 

cent per monthly cycle, a compared with costsof earlieramaller contractsrangingfrom .16 75 cent to.3470 cent per cycle. 
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ieen fully established, the compounds can be taken 
orally and seem to have no bad side effects, 

Since fiscal 1968, AID has obligated about $7 
million to support prostaglandin research, seeking
',anontoxic and completely effective substance or 
method which, when self-administered on a single
occasion, would ensure the nonpregnant state at
completion of a monthly cycle." Following early
promising results, progress on developing a prac.
tical self-administered means of fertility control 
was stymied for several years because termination 
of pregnancy was not always complete and side 
effects remained troublesome. 

But work to solve these problems with new pros.
taglandin analogs and delivery systems has continued. 
Recent findings have given rise to considerable 
optimism among researchers and others that many
of the old difficulties are on the way to being solved. 
A report at the May 1975 International Conference 
on Prostaglandins at Florence, Italy, indicated that 
an excellent post-conceptive, self-administered means
of fertility control based on prostaglandins is close to 
being a reality. The farthest along at present is the 
vaginally administered analog 15 (S).15 Me PGF 2
methyl ester, which appears to offer virtually certain 
and complete induction of mensus with acceptable
side effects in the first 4 weeks following missed 
menses. 

Improving currently available control methods 
Although important progress will come from re-
search In new means of fertility control, many im-
portant gains have come from the less costly re-
search aimed at improving existing technologies
for example oral contraceptives, condoms, sterili-
zation, and pregnancy termination. Improvements
In existing technologies are now exerting a power-
ful "multiplier effect" on the effectiveness of family
planning programs wherever these technologies are 
being made available. 

AID's research efforts to improve existing means 
of fertility control relate to such characteristics as 
improved convenien,;e for the individual; simplicity
of use; attractiveness and appeal of the product or 
method; safety and freedom from side effects;
effectiveness (relatively few failures); a low cost-
simple and cheap to manufacture and distribute;
cultureal acceptibility; minimal reliance on highly
skilled medical practitioners; and, overall adaptability
in family planning programs, 

Although often disparaged for their imperfec-
tions, oral contraceptives constitute a tremendous 
advance toward womankind's ancient goal of a com-
pletely effective and coitally independent means 
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of preventing unwanted pregnancies. Use of oral 
contraceptives is Increasing rapidly in developing
countries. Because major improvement In steroidal 
contraception is unlikely, AID has confined its 
research to studies on safety and side effects in 
developing countries, devoting $2.1 million to that 
area since fiscal 1970. 

Progress toward perfection of intrauterine devices 
has been slow. Although innumerable IUD's of plastic,
metal, and fiber have been "invented" and tested,
few, if any, have demonstrated decided advantages 
over the Lippes Loop. Earlier enthusiams for copper.
bearing IUD's and a variety of plastic shapes have 
been tempered by increasing experience and aware
ness of practical limitations to their use. Although
the loop continues to have an important place in 
family planning programs, limitations on its use in. 
elude lack of complete contraceptive protection in 
some cases, lack of retention by some, and unavail. 
ability of adequate follow-up clinical services 
especially in many remote rural areas. 

Introduction of attractively packaged, colored, 
and lubricated condoms has led to greatly increased 
demand for these as a means of fertility control. 
Wherever available, these are useful for family 
planning. 

Important advances are being achieved in the 
technology of female sterilization. Previously con. 
sidered a difficult and dangerous procedure requiring 
expensive hospitalization, female sterilization is now 
being done as a low-cost out-patient procedure by 
any of several methods. 

One of these recent AID-supported developments
includes single aperture laparoscopic sterilization with 
tubal (Hulka-Clemens) clips and (Yoon) Fallope
rings; it avoids the two main hazards of laparoscopic
female sterilization-general anesthesia and electro. 
cautery.
 

Clinical trials with improved tubal clips and rings
and their applicators are now in progress in several 
countries-the United States, Britain, India, Thailand,
Korea, and Singapore. As results of additional field 
trial experience become available, AID will apply
knowledge gained to perfect specifications for laparo
scopes; and then will purchase the instruments in 
considerable number for delivery to developing 
countries. 

AID is also sponsoring experimental work on new 
techniques of female sterilization using cornual 
trauma, cryosurgery, tissue glues, plugs, transcervical 
methods-all would eliminate the need for an opera
tion. 

AID-sponsored studies are seeking a reversible 
means of male sterilization and implified means of 



male sterilization for field use. 

Termination of Pregnancy remains a controversial 
means of fertility control. Nevertheless, the pro.
portion of the world's population living in countries 
where abortion is now legal has increased from one. 
third in 1971 to two-thirds in 1976. In 1973 the
U.S. Congress adopted an amendment to the Foreign
Assistance Act which prohibits assistance by AID for
abortion services as a means of family planning. How. 
ever, some abortion.related research and training are 
supported by AID for the purposes indicated below,

AID-supported research relating to termination of 
pregnancy has focused on development of methods 
and equipment which allow safe termination of 
pregnancy and effective treatment of illegal and 
spontaneous abortions and miscarriages suitable for 
use in developing countries. 

AID also sponsors research in pregnancy testing.
Early detection of pregnancy allows early initiation 
of prenatal care or, for those who choose it, early
termination of pregnancy on a wholly voluntary 
basis and in accordance with prevailing local custom
and medical practice. Anew 5-minute test which can 
detect pregnancy as early as the time of the missedmenses has been developed at Johns Hopkins Uni.veristy and is entering field studies. 

Field studies. To improve cu~rently used means 
of fertility control and to evaluate fertility control 
methods which may have differing efficacy and risks
associated with them when used in the less developed
countries, a major component of the AID research 
program is collaborative and comparative clinical 
trials of new methods. The focus of this effort is the
epidemiologic evaluation of the success and the per.
formance characteristics of each of these methods 

under use conditions in field programs. This type of 

evaluation studies is performed through a network

of collaborating investigators. These field studies have 

also made it possible to carry out double blind trials 

of new methods in the same-clinical setting, 


Beginning in fiscal 1967, AID supported the de-
velopment of the International IUD Program of The 
Pathfinder Fund. This $1.5 million field study of IUD 
characteristics has provided high-quality comparative
data from 40 countries. Uniform records and cen.
tralized data processing have allowed the determina-
tion of which performance patterns are related to
IUD user and clinic characteristics. For example, the 
highly important category of removals because of 
bleeding or pain has been shown to be greatly related 
to Individual clinics providing contraceptive service, 
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To extend the availability of a clinical network 
for field trials, an International Fertility Research
Program (IFRP) was initiated in fiscal 1971. Since 
that time a total of $9 million has been provided to
the IFRP to support conduct of collaborative field 
trial, of new IUD's, sterilization techniques, preg. 
nancy termination techniques, prostaglandins, and
pharmacologic contraceptives in many countries. 

Biomedical research by others. Although AID's
fertility research program is focused on the applied
end of the spectrum, a great deal of basic research 
concerning human reproductive processes is being
carried on by others. The major institutional sources 
of funds for both applied and basic research in repro.
ductive biology and contraceptive development are 
governments, private foundations, international 
organizations, pharmaceuti--al firms, and universities. 
Research is being carried out in government labora
tories, universities, private research laboratories, and 
at pharmaceutical firms. It was estimated in 1970
that at that time there were 145 major institutions 
carrying out research in the biomedical field. 

Operational Research 

In the fiscal period 1965-74 AID provided $20million for over 70 technical assistance and opera.ilo o vr7 ehia sitneadoeational research projects in 20 countries of Africa,
Asia, and Latin America to improve delivery of 
family planning services. 

In many developing countries, especially those 
in Asia, the family planning infrastructure is well 
established and the full spectrum of fertility regula.
tion methods is available. There are, however, 
numerous economic, administrative, geographic, and 
cognitive barriers which restrict this availability.
In many programs, people still must pay for contra.
ceptives, wait in long lines, fill out lengthy forms,
receive services only during certain hours, and travel 
long distances. In addition, many persons are not
 
aware of the services that are available, or have

inaccurate information about specific fertility regula.

tion methods. The general objective of "action" re.
 
search projects is to develop delivery systems that
 
eliminate or minimize such barriers, therby making

fertility regulation methods available.
truly These 
systems must be cost-effective and have the potential
for replication by the host countries. 

Taiwan. The project's objective is to measure 
use and effects of contraceptives when made available 
to women in their homes. Twelve study townships
and twelve control townships are used in the project.
Each study area is matched with a control. A base. 
line survey of client characteristics has recently been 
concluded and a followup survey will be conducted 



at the end of the project in mid.1976. 
Egypt. AID is providing the American University 

in Cairo with funds to demonstrate two contraceptive 
delivery systems in both urban and rural settings. The 
first system entailed a household canvass during 
which pills or condoms were offered free to residents. 
Under the second system, pills and condoms were dis-
tributed through group meetings of neighborhood 
women. This year.long demonstration has been ad. 
judged highly successful and will be continued, 

Korea. A new project provides for the "satura. 
tion" of a study area with pills and condoms through 
village-wide household canvasses. After an initial 
canvass/meeting, resupplies can be obtained from a 
village depot. The study area has a population of 
approximately 450,000 people. There will L.e a 
control area which will not receive the saturation, 
and an intensive cost analysis of the saturation area. 
Backup services offering other fertility regulation 
methods will be provided. In addition to this cost 

analysis, there will be three contraceptive prevalence 
surveys In each area-before, mid-point and after. 

Bangladesh. This is a study of the acceptability 
of various contraceptive methods in rural Bangla. 
desh. It involves assessing household delivery of 
contraceptives in rural areas by comparing acceptor 
data, periodic estimations of prevalence of contra. 
xeptive use, and age-specific fertility rates. 

Research by others. The international effort 
supporting research to improve family planning 
delivery systems is much less extensive than that 
supporting biomedical research. Much support has 
come from the budgets of national programs. Other 
major sources of funding are the Ford and Rocke. 
feller Foundations and the Population Council, 
although recent cutbacks in foundation funding 
have diminished the role of the foundations. The 
International Planned Parenthood Federation has 
recently launched some research and community. 
based distribution and demonstration projects. 

Strengthening Family Planning Services
 
From the beginnings of assistance to family plan-

ning programs of developing countries, the U.S. 
Agency for International Development has empha. 
sized types of aid aimed at the development and 
strengthening of field services of country programs. 
Through its Office of Population and country Mis. 
sions, AID acts in this sphere to (1) provide and en. 
courage adequate availability of contraceptives and 
program services, (2) promote the development of 
improved delivery systems for family planning 
supplies and services, and (3)provide technical 
consultation on program problems. Such services-
available at the request of the host country-are 
essential to the growth and expansion of family 
planning programs in these countries, 

Over the lO.year period AID has provided $99.3 
million for purchase of contraceptives and other 
fertility control materials alone. The Agency is now, 
as it has been since 1966.67, the leading source of 
contraceptive supplies and other assistance for the 
family planning programs of developing countries. 
To date some 7 million IUD's have been purchased. 
Further, more than $9.5 million has been used for 
purchase of medical equipment and other commodi. 
ties used in extending family planning services. For 
fiscal 1974, contraceptive purchases totaled $21.9 
million and other equipment $6.0 million. In fiscal 
1975 such purchases totaled $26 million and $1.5 
million, respc-tlvely. 

AID outlays for family planning services other 

than contraceptives for the 1966-75 period amounted 
to $229.2 million. In fiscal 1974 they amounted to 
$29.1 million and in fiscal 1975 to $27 million. 

In Washington this type of assistance centers in 
the Family Planning Services Division. The Division 
arranges delivery of contraceptives and other medi. 
cal supplies and equipment as requested by the AID 
Mission in individual countries, provides technical 
consultation to help resolve special problems arising 
in development of coun'ry prorams, and monitors 
grants to private organizations. 

The strategy of providing family planning services 
is now focused directly on the delivery of contra. 
ceptives and on reaching that part of the population 
in greatest need of family planning services. 

Postpartum Approach 
A first step in this direction during the lO.year 

period was the postpartum approach-a technique 
pioneered by the Population Council in 1966 with 
AID assistance and since widely adopted as a basic 
part of family planning programs in countries through. 
out the world. 

The postpartum program is based on the fact that 
in the period immediately following delivery (or abor. 
tion) many women are highly motivated for fertility 
control and are more than usually responsive to 
family planning information, education, and services. 
Furthermore, women clients in obstetrical wards 
represent the most fertile segment of society. They 
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are readily reached by family planning educators, the 
aura of confidence in the hospital staff is favorable, 
and the setting for subsequent delivery of contra-
ceptive services seems appropriate and logical to the 
potential clients. 

The hypothesis that a program conducted in 
keeping with such a setting would be effective was 
first verified in demonstration projects conducted 
in large urban hospitals. On the basis of .*. success 
of these projects, the approach was then extended 
to smaller units in a wide array of countries. 

Reports from large urban hospitals indicate that 
younger women tend to prefer different means of 
contraception than older women. Younger women 
having few or no children prefer oral contraceptives 
while sterilization acceptors were of a median age of 
over 32 years and had a median of 5 living children. 

AID Commodity Support
In keeping with the growth in family planning 

programs throughout the world, AID during the past 
10 years has dramatically expanded its program of 

providing contraceptive commodities to cooperating 
private and government organizations. It financed 
delivery of contraceptive supplies to more than 70 
countries in fiscal 1975. 

The provision of commodities authorized under 
Title X of the Foreign Assistance Act includes a wide 
range of supplies and equipment. In addition to oral 
contraceptives, intrauterine devices (IUD's), condoms, 
aerosol foam, diaphragms, creams and gels. AID has 
provided essential clinical equipment and supplies 
such as examining tables and sterilization equipment 
for both stationary and mobile clinics. 

Expanded education and training activities have 
required increased amounts of training aids, audio. 
visual equipment, and a wide range of auxiliary 
supplies including films, booklets, and pamphlets. 

As a reflection of expanded activity in family 
planning programs in developing countries and of 
increased demand for contraceptive supplies, ex
penditures for contraceptive. increased from $21.9 
million in fiscal 1974 to $26 million in fiscal 1975. 
Of the $99.3 million expenditure for contraceptives 
and other fertility control materials made in the 
last 10 years, $35.9 million was destined for countries 

Total Contraceptive Supplies Financed
 
by AID for Developing Countries, 1966-75
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n'Asia, For,deliveries, $24.6 llion hasnone to*Asia 
of atotalof $76.9 milIon'.- Similar ,Patterns.were 
maintained in fiscal 1975. 

Oral Contraceptives 
....
In fiscal 1975, AID assistance amounted to 66.5 
million cycles of oral contraceptives representing 
a value of $10.4 million. Cumulatively, through
fiscal 1975, AID has furnished 355 million cycles
of oral contraceptives at a cost of $62.0 million. 
AID supplies oral contraceptives on a bilateral basis 
to 20 countries at the present time and, by working
through other participating organizations, makes 
contraceptives available to some 7C countries. 

AID has procured contraceptives through con-
tracts negotiated by the General Services Administra. 
tion (GSA) using the competitive bid procedure
which resulted in changes in the brand or type of 
oral contraceptives supplied from time to time. 
Brand changes in some cases brought complaints
from users, with resultant detrimental program
effects. In June of 1973, after a thorough review 
of procurement practices, AID initiated a policy
of central procurement for oral contraceptives. 
This allows procurement under generic specifica.
tions rather than under brands that may change,
thus enabling cost savings to the U.S. Government 
as well as aiding the continuing acceptance by the 
users. 

Since June 1972, all AID-furnished oral con. 
traceptives have been in a standard "Blue Lady" 
pack, each containing three monthly cycles. The 
Blue Lady pack, with a silhouette of ayoung woman, 
putting a pill in her mouth, has become familiar 
to women in the developing world and has facili-
tated education and communication concerning oral 
contraceptives as well as enhancing distribution. 

Oral contraceptives are widely available to pur. 
chasers in many countries, including the Philippines,
Jamaica, Bangladesh, Botswana, Chile, Egypt, El 
Salvador, Ethiopia, Gambia, Honduras, Iraq, Jordan, 
Nepal, Liberia, Paraguay, Sudan, Trinidad, Tunisia, 
Uruguay, and Pakistan. In several of these countries 
there are no prescription barriers. Others such as Thai-
land and Korea are considering a similar approach.

Since an estimated 60 percent of women of child. 
bearing age in developing countrips are less than 30 
years of age and over half of all children aie borne 
by women in their twenties, assistance for oral 
contraceptive distribution is being given priority
by AID. To meet the rapidly growing demand, alter-

native., methods: of manufacture: procurement, and 
distribution are being explored. For example, AID 
is providing support' for the distribution of oral 
contraceptives and/or condoms through retail outlets 
at subsidized prices in the following countries: Pakis
tan, Bangladesh, Jamaica, Sri Lanka, the Philippines,
and Indonesia. These efforts complement existing
family planning programs by greatly increasing the 
availability of contraceptives, especially for In
dividuals who do not have easy access to family 
planning clinics. 
Intrauterine Devices 

Demand for IUD's has continued to grow over 
the past 10 years, with AID providing 830,000 IUD's 
in fiscal 197S.The types now being furnished are the 
ipes noing AIsha te
 

Lippes Loop and the Saf-T-Coil. AID has supplied
four sizes of Lip esLoops (A,B,Cand D).

Until it came under question by the U.S. Food 
and Drug Admnistration, two sizes of Dalkon Shields 
(small and standard) were also provided. However,
the Dalkon Shield is no longer provided and all out
standing supplies have been recalIed. Cumulatively,
AID has provided 7 million IUD's at a cost of $2.8 
million during the past decade. 
Condoms
 

Condom provision in fiscal 1975 showed a 
marked increase from previous years' purchases-346 
million units as compared to 9.3 million in fiscal1966.Renewed interest in this type of contraceptive
has resulted from the introduction of multicolored 
lubricated condoms which are now available in red, 
green, black, blue, and pink. Cumulatively through
the program, 950 million condoms have been pro.
vided at a total cost of $25 million. 

Other Contraceptives 
There is only a limited demand for other contra. 

ceptives of the conventional variety. Aerosol foam 
continues to be provided by AID to developing 
countries requesting it for their programs. Similarly,
diaphragms, vaginal creams, and gels are also provided 
on request. Cumulatively, funds used to provide the 
latter commodities amounted to slightly more than 
$810,000. 

In addition to supplying the above listed contra. 
ceptive devices, AID has acted to standardize the 
components supplied in medical kits so as to simplify 
procurement procedures and assure availability of 
the necessary equipment in the numerous special. 
purpose clinics in developing countries. Major activi-

Althoughreversiblemenw offertllity control,such as pills,condoms, and IUD, continueto be the most widelyused 
methods in familyplanningprogramsgenerally, sterilizationis rapidlyassumingmore ImportanceInmany countries. 
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ties have -included development of, specifications
for a simplified mIni-laparotomy kit. 

To assure the availability of all the various com-
modities in adequate quantities to carry out the ob. 
jectives of the family planning programs, AID has 
established a policy to maintain a I-year supply in 
country and a 1-year supply on order. 

Sterilization 
Accompanying marked improvements in equip-

ment and techniques for surgical sterilization, espe.
cially laparoscopic and minilaparotomy sterilization 
for women, greatly increasing numbers have chosen 
voluntary sterilization for control of fertility in re-
cent years.

Sterilization is popular manyin countries in-
cluding the United States. Sterilization, especially 
tubal ligation, has long been widely used in Puerto 
Rico. India is also a leader in use of sterilizations, 
the number rising to a peak of more than 3 million 
in 1972, mainly vasectomies. With a decline in 
vasectomies since 1972, the growing availability
and acceptance of advanced techniques of female 
sterilization lifted the 1975 total in India to more 
than 3 million sterilizations. It is estimated that 
some 17 million couples in India are currently de. 
pendent on this method of fertility control, 

Increasing demand for femal,- sterilization hasalso 
been manifest in other countries whenever quality
services have been made available-in Bangladesh, 
Colombia, Costa Rica, Egypt, El Salvador, Jamacia, 
Korea, Nepal, Pakistan, Philippines, Thailand, Tunisia, 
among others. 

Assisting country programs in use of advanced 
techniques of female sterilization, especially lapara.
scopic sterilization, the Agency for International 
Development has supplied 455 laparascopes for pro. 
grams in 53 countries since 1972, plus more than 
10,000 minilaparotomy kits, 

Monitoring of Grants 
In providing assistance to strengthen field work 

by private organizations abroad, the Office of Popula-
tion monitors four major grants. 

The International Plannu Parenthood Federation
(IPPF) uses its amount from AID to help establish 
and support affiliate associations In 84 developing
countries. These associations provide family planning
information and services through over 3,000 clinics, 
IPPF also trains clinic personnel in basic contra-
ceptive techniques and family planning education and 
it develops and distributes information/education 
materials to increase knowledge about family plan.
ning among prospective acceptors. 

..,Family Planning International Assistance (FPIA),
the international division of Planned Parenthood 
Federation of America, uses its grant to help pro.
:de financial, technical, and commodity assistance 

to family planning programs of church-related and 
other private service organizations in developing
countries. Since the inception of its program, FPIA 
has provided grants to more than 80 projects in 22countries, with the emphasis on low-cost/high benefit 
programs that are innovative and have the potential
for replication elsewhere. In addition to direct 
project grants, FPIA has provided commodity assis. 
tance-contraceptives, medical equipment and 
supplies, educational materials-to a total of 75 
countries to date. 

The Pathfinder Fund uses its grant in dealing with 
a variety of groups which demonstrate a willingness 
and capdcity to undertake innovative and pioneering 
family planning programs, particularly in areas where 
none have existed. Pathfinder has supported projects
in a total of 56 developing countries. 

The Association for Voluntary Sterilization 
(AVS), in turn, uses its grants in working with all the 
aforementioned groups, but limits its efforts to 
voluntary sterilization. It supports some 35 voluntary
sterilization information and service projects in 25 
developing countries. AVS also trains medical 
personnel in advanced techniques of sterilization and 
sponsors international and regional conferences on 
voluntary sterilization for leading medical and health 
professionals. In addition, AVS helped establish 
several national voluntary sterilization associations 
in developing countries and a World Federation of 
Associations for Voluntary Sterilization. 

Data Collection for Management Purpose
In order to provide maximum support to national 

family planning programs, monitor the dvelopment 
of program progress, and gather information vital 
for the proper management of its large contraceptive commodity assistance, the Office of Population
has instituted a quarterly and annual reporting 
system which measures the in-country flow of con. 
traceptives and the development of family planning 
services. 

The data requested from the field are limited to 
relatively few variables considered most important
in providing support to programs and thought to be 
standard for almost all programs. Feedback reports 
are provided to all countries submitting data so that 
the data can be used for management purposes in the 
field as well as in the Office of Population. 

By collecting these data quarterly, the Office 
of Population can adjust its contraceptive procure
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ment and shipping 'procedures 'to reflect actual 
program realities and support programs'by providing
technical assistance when logistical and managerial
problems are noted in the submitted information. 

Technical Services 
The Family Planning Services Division provides

technical back-up to the Office of Population and 
to USAID Missions and responds to requests. for 
help from overseas family planning organizations, 

These functions are performed by two full-time 
physician/family planning specialists who provide
technical services in several ways: 

(I) Developing specifications for contraceptives
commodities and medical instruments and providing 
medical guidelines to the field on use of these. 

(2) Keeping field staff informed of medical 
developments related to family planning. 

(3) Responding to written and cable requests
for technical help from USAID Missions. 

(4) Attending national and international family
planning meetings to present AID's point of view. 

(5) Visiting overseas family planning programs 
to assess progress and provide technical advice, 

(6) Providing short-term highly specialized family
planning consultant help to voluntary programs
through the use of contracts with the American 
Public Health Association, the Family Planning
Evaluation Branch of the Center for Disease Control 
in Atlanta, and Management Sciences for Health, a 
Boston-based firm. 

(7) Expediting the acceptance of contraceptive
and medical family planning techniques overseas by
persuading physician' colleagues in developing coun-
tries of their importance and benefits. 

Conununication 
Just a decade ago, most of the world's people,

particularly those in the developing nations, had 
never heard of family planning. Most did not realize 
that their countries had population problems or that 
many of their own family problems were directly re-
lated to the fact that they could not adequately 
care for the number of children who were being born. 

Now, in country after country, people have be-
come aware that rapid population growth isoccurring
and that family planning exists. What made the dif. 
ference? New research from demographers, econo-
mists, and social scientists described the magnitude 
and seriousness of explosive population growth and 
its negative effects on development, the environment, 
and individual health and well-being. New inventions 

and improved applications In contraceptive tech. 
nology made family planningmethods more effective 
and safer. However, the mere existence of new Infor. 
mation and materials was not enough. To bring these
findings out of scholarly literature, to grasp public 
attention and generate action, dozens of organiza.
tions mounted a broad range of information, educa. 
tion, and communication (IEC) programs through a 
variety of channels. 

IEC activities over the past 10 years have greatly 
expanded public knowledge, and interest concerning
the problems of high rates of population increase 
have stimulated needed program action and provided 
information on family planning methods and program
services. Radio, television, posters, pamphlets, news. 
peper articles, and films have spread the word;health 
and family planning curriculums have been developed
and introduced in thousands of schools; local, na
tional, and regional meetings have brought people
together for discussions and to initiate action. 

The overall purpose of the U.S. Agency for Inter. 
national Development (AID) in this field is to assist 
developing nations create or improve their systems
for the delivery of information and education in 
support of population and family planning programs.
With so many differing conditions and settings in. 
volved, the importance of specific IEC programs
for adeveloping country cannot be over-emphasized.
Varying messages must be delivered in different ways
depending on the resources available, the stage of 
policy acceptance and interest in acountry, the social 
and cultural climate, the target audiences to be 
reached, the channels and media to be used, and a 
number of other factors. 

Funding Channels 
Approximately II percent of AID population re

sources over the past decade has gone into IEC activi
ties, including those conducted by various organiza. 
tions such as the United Nations Fund for Population
Activities (UNFPA) and the International Planned 
Parenthood Federation (IPPF). AID funds for IEC 
projects reach developing nations though four major
channels: 

1. Bilateral or country-to-country financing in 27 
nations is directed toward providing resources needed 
for IEC activities within agiven country. 

2. Financing through UNFPA-sponsored projects
in more than 40 countries goes primarily for govern.
mental population/family planning activities, such as 
health delivery systems and population education in 
the schools. 

3. AID assistance to IEC programs of private
voluntary organizations suc a*s IPPF and The Path. 

219
 



finder Fund supports private family planning assola,
tions, church-related health and community programs, 
private welfare agencies, and service projects in more 
than 80 countries. 

4. Interregional projects funded through AID 
contracts and grants are carried out by institutions 
or private firms to support and supplement programs 
being conducted through the other channels.
 
Action Audiences 


Despite the increase of knowledge and acceptance
offamily planning in many areasand despite the widevariety of projects already mounted, the IEC task is 

just 	beginning. The availability of services and sup-
plies in an area often depends upon the level of local 
interest and demand stimulated by information and 
education. At the same time, the use of services/ 
supplies depends on public knowledge of them and 
their availability.

In recent years, AID has sought to aim its IEC 
assistance toward five basic "action audiences" and 
encourage other contributors to do the same. These 
audiences are definable target groups who help de. 
termine the success of a national familyplanning program or failure 

planingprogam.3. 
The potential reproducersaction audience is the 

primary target. These are the women of childbearing 
age and their partners who must be encouraged in ap.
propriate ways to adopt and practice effective means 
of family planning.

IEC activities attempt to persuade the controllers 
of policy audience to adopt and support populationpolicies applicable to their areas of Influence. Policy
controllers are the individuals or groups who make 
family planning programs possible and give them a 
respected stamp of approval 

respecdtmp oprovcersahl n bwithOn-coming reproducers are children below the age 
of marriage and childbearing. IEC projects both inf scoolaim tagetand 	 ut o povid ths keand 	 out of school aim to provide this key target 
group with full knowledge of the national and 
personal reasons for family planning,

Messages to the general public help develop
knowledge of population problems in society, family,
and Individual-which fosters the concept of family
planning and the introduction and widespread use of 
program services. The public is urged to adopt lower 
family size norms and determine to slow the rate of 

Deliverers of information and services are those 
who staff clinics, serve as family planning field 
workers, have access to media channels, and are in 
other ways responsible for bringing reproducers to. 
gether with services. IEC activities teach them effec. 
tive methods for doing their work, provide continuing 

information on developments in family planning, and 
erco urage them to treat clients in ways that promote 
sustained family planning practice. 

Because resources are limited, AID is concen.' 
trating mainly on campaigns to reach the first three 
audinces-the reproducers, the controllers of policy,' 
and th. on-coming reproducers. 

Program Strategies
Through its years of population/family planningexperience, AID has adopted six major strategies as 

those most likely to result in the development ofsuccessful IEC support for population programs: 
1. Through country-specific iECprograms taking 

it accout the -iferif e pople tokbe 
into account the differing needs of the people to be 
reached, to encourage population/family planning 
groups within a country to design and implement IEC 
activities in the country which will greatly increase 
public knowledge of the need for fertility control and 
of the availability of commodities and services. 

2. To organize AID's staff, skills, and resources, 
plus those of contractors and grantees, around a series 
of campaigns aimed toward action audience projectswhich are relevant to country plans and abilities. 

To cooperate and coordinate with internaTol orat and maorvonta grup n 
national organizations and major voluntary groups on 
activities to improve the quality of assistance pro
vided and avoid duplication of effort. 

4. To work with and through professional and 
broad-based special interest groups, such as home
 
economics
membersassociation and, to reachtheir 	 labor unions,and the people they influence, en
listing their educative support for family planning.
 

5. To encourage local production of IEC ma
terials 	required by country programs and cooperate


other groups to improve the quality and useful.
ness of materials going to developing nations. 
6. o tili t de iss6. To utilize the mass media for wide dissemina

tion of basic messages of population/family planning 

programs.
Grant/ContractIEC Support 

By awarding grants and contracts to a number c 
organizations to carry out specific IEC activities, AID 
multiplies the skills and resources It has available In 
the IEC field, greatly expands the numbers of people
reached, and is able to meet developing country needs 
more quickly and effectively than would otherwise 
be possible. Staff specialists within the Office of 
Population's IEC Division monitor grants covering
far-reaching IEC programs. They also coordinate 
closely with other AID officers on AID-funded 
projects, such as those of Family Planning Interna. 
tional Assistance, which have a major IEC component 
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as part of their operations. Grants monitored directly
by thie IEC Division include: 

East-West Communications Institute (EWCI). An 
AID grant to EWCI in 1970 assisted that organiza.
tion to improve its capabilities to serve as an inter-
national resource for improving information-educa. 
tion support of population/family planning programs, 
EWCI is involved in IEC training service and research 
in the population field and other spheres of economic 
and social development activities. 

More than 325 participants from 42 countries 
have taken part in the 19 conferences and workshops 
sponsored by the Institute through June 1975. EWCI 
staff members have collaborated on research and case 
studies with personnel of action programs and re-
search institutions in 14 developing nations. Major 
surveys have been coiducted of the abilities, magni-
tude, and needs of IEC programs in 25 selected coun-
tries. Numerous graduate students and short-term 
trainees have learned IEC methods and contributed 
to projects at the Institute. 

One recent innovation is the development of 
a modular training system incorporating instructional 
materials for 15 different segments of IEC studies.With general guidance and tuitoring from the EWCI 
stff, agsudent scecs dulsording m to E I
staff, a student selects modules according to hisservices.interests, professional needs, and time available.EWCi's Resource Materials Collection Center 
serves as a clearinghouse of EC materials which are
made available to professionals on an exchange basis. 
The Institute has received more than 7,000 requests 
for materials, 1,325 in FY 1975 alone. EWCI pub-
lishes the bimonthly IEC newsletter which reaches 
approximately 4,000 people in more than 100 coun-
tries. EWCI staff members and consultants have 
provided technical assistance to a number of on-
going country EC programs through short-term 
visits. 

University of Chicago. The Community and 
Family Study Center (CFSC) of the University of 
Chicago has carried out a number of population
research, training, publication and consultation 
activities for more than a decade. Funding for its fall 
program has been provided from both private and 
public sources. 

Long-term, graduate-level IEC training, initiated 
in 1971 under an AID grant, emphasizes a combina. 
tion of classroom training and practical laboratory
experience to prepare graduates for posts as top-
level administrators or technicians in IEC popula. 
tion programs in their own countries. Since It began, 
the degree program has granted 37 Master's degrees,
7 Ph.D.'s and 4 certificates to students from 23 coun-
tries. The program has a capacity of 25 students 

annually. and has 8 fellowships to award to profes.
sionalswho will become key communication experts 
in their own countries. 

Some 957 participants from 79 countries have 
attended CFSC's summer workshops on "Mass 
Communication and Motivation for Family Planning" 
since they began in 1962. The workshops, funded 
mainly by the Ford Foundation, were partially 
funded by AID in recent years. 

Beginning in 1974 a parallel program in popula. 
tion education (which includes the training of family 
planning workers) for both long-term and short-term 
training was launched in collaboration with the De
partment of Education of the University. 

The CFSC has established a Communications 
Laboratory with a materials production branch and a 
research branch, and a small population research 
library. The Center has produced a variety of mono. 
graphs which serve an international teaching function 
and are of practical use to programs in developing 
nations. Staff members have undertaken a number of 
short-term consultation activities. 

American Home Economics Association (AHEA). 
H e in y ome us n da milyHelping young women nomi s aand girls understand family 

needs and processes has long been a role of home eco. 
They are recognized as authorities in this field andTe r eonzda uhrte nti il n 
their programs are growing in many developing na
tions. They reach both urban and rural women. Thus,home economists occupy a strategic position forteaching population concepts and motivating women 
to practice family planning. To add this new dimen
slon to the home economist's activities, the AHEA 
has been conducting an international EC program
under an AID grant to involve home economists in 
active support of family planning programs under
way in their own countries. Since July 1972, AHEA 
has conducted 33 seminars and workshops in 14countries. Some 3,000 home economists have partici
pated. Eleven summer institutes held at U.S. universi
ties have provided specialized family planning training 
to 135 home economists from developing nations. 

InternationalConfederationofMidwives. Assisted 
by a 5-year grant from U.S.-AID, the International 
Confederation of Midwives has been conducting a 
project since 1972 emphasizing the family planning 
responsibilities of midwives throughout the world, 
especially in regions and areas where midwives are the 
usual source of assistance at child-birth. 

Three regional programs for this purpose were 
conducted in fiscal year 1975-in Bogota, Colombia, 
for South American midwives and obstetricians; in 
Manila, the Philippines, for delegates from East Asia; 
and in Kuala Lampur, Malaysia, for those from West 
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Asia., Others:were conducted in fiscal 1974 for the 
Caribbean area, in Bridgetown, Barbados; and for 
western Francophone Africa, in Dakar, Senegal. In 
the preceding year, they were held inSan Jose, Costa 
Rica, for Central American delegates; in Nairobi, 
Kenya, for East African representatives; in Yaounde, 
Cameroon, for midwives and obstetricians from the 
Francophone countries of Central Africa; and in late 
1972, the first of the programs was held In Accra, 
Ghana, for delegates from English-speaking countries 
of West Africa, with midwives and physicians at-
tending from five countries. 

Airlie Foundation. Under projects funded by 
U.S.-AID, the Airlie Foundation has received support 
for its continuing information-education services to 
population programs in developing countries, parti-
cularly in Latin America. 

The AID funded projects include support for the 
Inter-American Dialogue Center at Airlie House and 
funding for production of training films and teaching 
materials relating to population problems and family 
planning. Since establishment of the Inter-American 
Dialogue Center in 1962, the Center has been host to 
approximately 50 dialogues on population matters 
In which more than 1,800 Latin American leaders 
took part. In 1975, Airlie completed a series of 63 
population films in support of country family plan-
ning programs in 13 Latin American countries. 

Asia Foundation. Working with a wide variety 
of Asian local and cultural groups, the Asia Founda-
tion has assisted some 235 population projects, in-
cluding law and policy projects, in 14 countries under 
an AID grant awarded in 1972. The Foundation has 
emphasized help to small-scale locally initiated 
projects, bringing many new people, new approaches, 
and new organizations into the family planning 
field for the first time. 

The Foundation supports training and study 
tours to increase the competence of persons engaged 
in population/family planning work; the design, pro-
duction, and distribution of IEC materials; purchase 
of IEC commodities, such as slide projectors; pur. 
chase and distribution of books on population 
for universities, organizations, and key individuals; 
family planning education programs in cooperation 
with unions, midwives and other groups. 

World Assembly of Youth (WA 1). Abroad range 
of International, regional, national, and local youth 
organizations has been made aware of the need for 
action in the population field through the World 
Assembly of Youth. AID supported its program 
through grants from 1969 through fiscal year 1975. 

The organization has sponsored a series of semi. 
nars, conferences, and workshops in many countries 

of Latin America, Asia, and Africa. It has initiated 
population essay contests, mass media programs, 
public meetings, speaking contests, house-to-house 
visits, and other events. WAY has cooperated with 
UNFPA, IPPF, and other groups and joined with 
several youth associations to organize an Interna
tional Youth Population, Conference in Bucharest in 
1974. A "Population File" produced and distributed 
by WAY as a comprehensive kit for population 
information-education campaigns includes graphs, 
charts, articles, and suggestions for activities. 

World Education, Inc. (WEI). Under AID grants 
first provided in 1969, WEI has performed a series 
of country analyses of functional literacy programs 
in 32 countries. In 16 nations, the oiganization 
created enthusiasm for incorporating family planning 
concepts and information into the curriculums of 
these nonformal education programs conducted by 
many different organizations. More than 300,000 
acceptors have been recruited through this project. 

WEI provides technical assistance to develop 
or redesign curriculums tailored to specific programs 
and countries, trains teachers, provides assistance in 
developing publications and teaching materials, and 
evaluates the effectiveness of materials used. The 
organization's major operations are in Colombia, 
Ecuador, Ethiopia, Ghana, Indonesia, and Thailand. 

Country Programs 
Assistance for the population IEC activities of 

specific cotintries is often extended by AID in col. 
laboration with the UNFPA or other international 
organizations. Programs in Asia-most notably India, 
Indonesia, Korea, Pakistan and the Philippines-have 
been the major recipients over the past decade. In. 
creased attention to and interest in information, 
education, and communication in the population/ 
family planning field is now being seen in many 
areas of Latin America and Africa, with significant 
programs underway in Colombia, Costa Rica, Ghana, 
Kenya, and many others. Projects are too numerous 
to detail, but a selection of different types of country 
IEC activities supported by AID countries includes: 

Philippines. With a strong national leadership 
dedicated to reducing population growth rates, 
the Philippines has created a dynamic program. 
AID provides assistance for the activities of the 
National Media Center, which produces a broad 
range of population information materials, including 
radio and television programs, films, pamphlets, and 
posters. Rapid strides are being made in incorporating 
population curriculums throughout the entire school 
system. 

Colombia. Consultation and financial aid were 
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provided ,to help Javerlana University introduce 
population-related materials into the health'curricu. 
lum and develop a graduate level program of popula.
tion studies. Information on family life and respon. 
sible parenthood is disseminated through radio and 
newspapers. 

Ghana. Funds were provided to operate IEC 
activities within the Danfa Rural Health/Family 
Planning Project, a comprehensive demonstration, 
teaching, and research program. 

Indonesia. A cadre of health education specialists
is being developed to act as a community catalyst 
in linking family planning services with community
and individual needs. IEC materials development has 
been given support and now plays a role in many 

aspects of the population program. 
Korea. The IEC program directed by the Planned 

Parenthood Federation of Korea (PPFK) for the 
Korean Government has developed a trained staff 
and professional IEC direction to serve as a model for 
Asia. The senior staff has been trained at the Univer. 
sities of Chicago and North Carolina, the East West 
Communication Institute, and other AID-supported 
centers of population communication. Several years 
ago the Korean Government asked AID to assist in 
the design of the population IEC . -,gram and in 
its training efforts. The innovative prumotional and 
informational techniques developed by the PPFK, 
and successfully applied, now serve as prototypes for 
other Asian countries and beyond. 

Manpower and Institutional Development
 
Population and family planning activities in de. 

veloping countries require the services of many
skilled, dedicated people. To meet these needs, 
the U.S. Agency for International Development 
(AID) since 1965 has made it possible for over 4,000 
trainees to study in the United States in programs 
lasting at least I week. An active manpower training
effort, through contracts and grants to universities, 
public and private foundations, institutes, agencies, 
and other organizations for training both within 
the United States and abroad, has absorbed 10 per-
cent of the resources allocated to population/family 
planning work. 

Many different capabilities are needed for effective 
programs. Clinical personnel, including physicians, 
nurses, and midwives, accounted for about 67 percent
of all U.S. AID.sponsored trainees, and social workers, 
outreach personnel, and training officers brought 
this total to over 75 percent. Also required are 
support personnel: Sociologists, economists, com-
munication specialists, demographers, accountants, 
and a nonprofessional and clerical support staff. In 
addition, blo-medical researchers and instructors in 
universities and medical and nursing schools play 
an essential role in a nation's family planning program. 
Of those trained in the United States since 1966, 
22 percent were support personnel. 

To a maximum extent, the training and utiliza. 
tion of population manpower should take place with-
in the countries where programs operate. The transfer 
of U.S. capabilities within the developing countries 
often takes place through (I) the training facilities 
of the agency operating family planning programs 
(such as the Ministry of Health or the International 
Planned Parenthood Federation affiliate in the 

country), and (2) through the training facilities of 
universities,' medical and nursing schools, institutes of 
public health, and other institutions. Nevertheless, 
highly qualified individuals from developing countries 
still have a great interest in coming to the United 
States for training at an institution that has world. 
wide reputation in the field and the capacity to 
develop effective short-term training programs for 
individuals who already have expertise in a particular 
subject matter area. 

The manpower training inventory reveals that 
fewer than 33 percent of all AID-fndecd participants 
were trained fora period of 15 weeks or more whereas 
approximately one-third of the participants recived 
training of 2 to 5 weeks. The data are revealing, for 
rather than primarily seeking a degree, two-thirds of 
the participants receiv',.d intensive "involvement" 
type seminars, clinical and nonclinical on-the-job 
training and organized occupational study. The 
training experiences provided these participants were 
"academic" programs-22 percent, seminar-work
shops-40 percent, on-the.job training or organized
occupational study-31 percent, and "observation" 
training programs-14 percent. 

Within these short-term training programs, the 
problems brought by trainees from their own coun
tries are given priority analysis and attention. Partici. 
pants receive essential instruments, books, and docu
ments to use when they return. Trainees are expected 
to apply their new knowledge to training programs in 
their own countries-the "multiplier effect"-and are 
expected to provide "feedback" to the U.S. training 
centers: the experience, knowledge and data they en. 
counter in their own country, a reverse flow that 
improves the overall quality of training. 
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Developing Country Participants -inTraining 
for Population Programsa 1972-1975' 

(AID-Funded inthe United States and Other Countries) 
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AID-funded trainingforpopulationprograms coversa broadpersonnelspectrum. Trainingis carried on for 
physicians,nurses, midwives,economists,socialworkers, demographers,statisticians,communicators, 
administrators,and otherpersonnelcategories. 

Nurse-Midwives 
Training for nurse-midwives in the United States 

is based at the Downstate Medical Center of the Uni-
versity of New York in Brooklyn, where teams of 
nurse-midwives, leaders, and trainers from less de-
veloped countries take 8 to 10 weeks of intensive 
advanced training in all aspects of family planning 
relevant to services nurse-midwives provide. These 
teams then return to their home countries to 
strengthen or establish nurse-midwife family planning 
clinical training programs, and in the process are ad-
vised and assisted by the faculty of Downstate. Thus 
far Downstate has been instrumental in upgrading 
the quality of training for nurse-midwives in 10 
developing countries. In addition, many individuals 
have been trained simply as practitioners and in some 
cases as trainers providing additional training outside 
their country. 

Public Health and Community Nurses 
Enrollees in this program are being trained at the 

Harbor General Hospital In Los Angeles, at Meharry 
Medical College In Nashville and its contracted sub. 

training centers, and at the University of California 
at Santa Cruz. 

Collectively, the need for Increased involvement 
of obstetricians, gynecologists, nurse-midwives, and 
public health and community nurses isgreat. A 1970 
survey of 37 program countries having a combined 
population of 1.2 billion found 300,000 physicians, 
185,000 nurses, and 129,000 midwives providing 
medical services for this population. Significantly, 
only 3.0 percent of the doctors, 1.6 percent of the 
nurses, and 17.9 percent of the nurse-midwives in 
these countries were giving half or more of their 
time to family planning. 

Managers and Executives 
A twice-a-year training program for managers and 

executives is conducted by the Center for Population 
Activities at Washington, D.C. Top and middle 
management personnel are given training in all aspects 
of family planning program development and opera
tion from the point of view of the managers at 
various levels from clinic to national. Transfer of this 
training to overseas locations is under consideration. 
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Social Workers 
Training for social workers is conducted through

the International Association of Schools of Social 
Work which has set up pilot programs in 30 schools 
within 15 developing countries. The schools provide
pre-service professional training for social workers so 
that whether they enter full time work in family
planning organizations or work in social welfare or 
social service capacities in other kinds of institutions, 
they can teach or handle counseling, referral, and 
other service necessary in the family planning field, 

Under a related program operated by the Uni-
versity of Michigan's School of Social Work, selected 
young professors from less developed country schools 
of social work are given masters degrees in population 
and family planning, 

Economists and Behavioral Scientists 
Government representatives and scholars are 

being given advanced education at Harvard Univer-
sity in population economics, dynamics, and policy, 
The project over a 5-year period will have encom
passed graduate level instruction for 56 students,
41 of whom are degree recipients or candidates. 
The program not only is helping highly qualified 
people from developing countries acquire a systematic
overview of the character and consequences of rapid
population growth, but also is giving them the status 
and capability needed to become influential voices 
in population matters in their own countries, 

Trainers 
A program aimed at improving the quality and 

effectiveness of trainers in developing countries is 
carried on at the University of Connecticut, in Hart-
ford. 

This program provides trainers 12 weeks of inten-
siy-. work in how to design, manage, and teach all 
aspects of family planning through training programs
operating in their home countries. These officers 
are responsible for the training of the very large
number of para-professional personnel that make up
the great bulk of family planning workers having
direct contact with client families. Plans are now 
underway to increase the capacity of this program 
to provide training at overseas locations-a develop-
ment that could markedly expand high-priority 
countries' capacity to meet training requirements. 

Family Planning Orientation Training
A program of family planning orientation is 

targeted at influential people from developing coun-
tries who come to Washington is diplomats, develop-
ment specialists, public administrators, and business 

men. The program~also is aimed'at Americans'who go 
to developing countries in connection with assistance 
programs. 

The program, through a wide variety of orienta. 
tion visits, demonstrations, seminars, and printed
materials, shows participants that the United States 
through public and private action is effectively pro.
viding its citizens with the knowledge and means to 
practice family planning. The program is conducted 
by the Planned Parenthood Association of Metropoli. 
tan Washington, and during its first 22 years over 
1,300 people have received from day to 3 days of 
orientation, or have attended conducted seminars and 
conferences. Many participants have expressed sur
prise that the United States is practicing at home 
what it advocates for developing countries: family 
planning conducted on a voluntary basis. 

Training Communicators, Home Economists 
These activities are discussed in the section on 

information, education, and communication. 

Training of Demographers and Statisticans 
Training in this area is discussed in the section on 

demographic data collection and analysis. 

Supportive Institutions 
Since an overall AID objective is helping de

veloping countries reach the point where they are 
able to conduct their affairs without outside assis
tance, one requirement in the area of population/

family planning programs is "institution building."

There must be effective institutions within the United
 
States to help such development in the less developed
 
countries. Similarly there must be institutional
 
support within the developing countries themselves.
 
Institutional development has absorbed 6 percent

of total resou,.es allocated Jo population programs. 

AID's institutional development program consists 
of six projects. Three are conducted under the "uni
versity service agreements" -with Johns Hopkins
University, the University of Michigan, and the 
University of North Carolina. Through another 
project the University of North Carolina also provides
technical assistance to development of a population 
center at the University of Ghana. Two other projects 
are carried out by the University of Hawaii and the 
Population Council. Three other projects are carried 
out by the University of Hawaii, the University of 
North Carolina, and the Population Council. 

The prime objective has been to help U.S. uni. 
versities gear up for research, training, and advisory 
services needed for population/family planning 
programs In the 1970's. A second objective has been 
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to expand the number of knowledgeable U.S. and integrated with'the needs of population/family plan. 
developing country students capable of staffing or ning programs in developing countries.; 
assisting family 	 planning/population programs in 
developing countries. 	 U.S, Participant Training 

I In 1971 AID ncotiated follow-up agreements Each year between 400 and 500 participants have 
with grantee universities which involved activities in come to the United States under existing bilateral 
research, demonstration programs, pilot studies, agreements and contracts to study in a variety of 
and experiments-activities which were prototypical, institutions and centers. As part of this worldwide 
innovative, and practical. But as these subprojects training effort, AID provides professional guidance, 
were implemented, it became obvious that, in the funds, placement, and support to these individuals 
main', the developing countries had inadequate sup- and is actively engaged in recruitment in those coun. 
portive functions and by and large were incapable of tries where AID missions exist. Many participants 
sustaining and promoting the self-sufficiency required are recruited annually by U.S. universities under 
for more extended programs. contract with AID. The majority, 56 percent, have 

On the basis of this evidence, AID revised its been women. The developing countries and regions 
grant to the University of North Carolina to test the from which these participants come are generally 
applicability and viability of long-range subprojects those in which a pressing population problem has 
that would permit the United States and collaborating been recognized and in which a vigorous national 
developing countries to participate in more sustained family planning program is under way. 
institutional building activities. University services An AID inventory reveals that 50 percent of all 
agreements are being focused and structured to participants trained in the United States since 1966 
enable universities to respond to basic training and came from 10 developing countries, and 9 additional 
specialized problem needs, while every effort isbeing countries bring the total to over two-thirds. Region
made to channel funds into subprojects closely ally, 43 percent of the participants came from Asia, 

tternational Assistance to Population Programs 

Primary Sources of Grant Funds', 1965-1974 
Millions of U.S. dollars
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197.5 202.1200-
183.1 

180-	 r I
: Private Sources
 
160- Donor Governments 

other than the U.S. 140.8
140

..... U.S. Government (AID)
 
120 117.5
 

100° 

80-	 78.9 

60-	 52.3 .: 

..4076 31.4 

1965 1966 1967 1968 1969 1970 1971 1972 1973 1974
 
SOURCE: AID/PHA/POP PRB 75-12
 

Total funding assistanceprovidedby donorsto populationprogramsofdevelopingcountriescontinuesto increase. A 
smalldecline in U.S. assistanceini974 was more thanoffset by expanded aidfrom othergovernmentsandfrom private
sOuea. This assistancesupplements the increased total inputs of local currencies by the developingcountriesasa whole. 
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40:percent from Latin America, and 15 percent from (18) Costa Rica and (19)Panama. More recentlyAfrica. A rank order of these countries is (1)the a greater emphasis has been placed on recruitmentPhilippines, (2)Colombia, (3)Pakistan (and Bangla. and training of African nationals.

desh), (4) India, (5) Thailand, (6) Indonesia, (7)Para
guay, (8) Bolivia, (9) Ghana and (10) Nigeria, while a In-Country Training
sizable number of participants also recruitedwere Notwithstanding the importance of U.S.-basedfrom: (11)Nepal, (12)South Korea, (13)Peru, training the past decade, most of the trainingover(14) Chile, (15) Ecuador, (16) Mexico, (17) Turkey, in population/family planning has been provided 

AI.D. Population Program Assistance, Financial Summary
 
Fiscal Years 1965 - 1975
 

Program goals 1965467 Total1968 1969 1971 19731970 1972 1974 1975 1965-75 
Goal 1 
 1,000 1,000 1,000 1,000Development of adequate demo. 

1,000 1,000 1,000 1,000 1,000 1,000 Per.do. dol do. dol. dol.graphic data .............. do. do. do. dol. do, cent
900 2,632 4,082 4,480 7,720 9,778 9,121 11,601 11,906 62,220 8 

Goal 2
 
Development of adequate popu.'
 
lation policies:
 

Policy development ......... 665 
 620 1,259 2,844 2,134 654950 1,430 999 11,555 2 
Social science research ...... 679 932 955 1,527 4,424 7,698 3,480 2,166 3,771 25,632 '4 

Goal 3
 
Development of adequate means of
 
fertility control:
 

Biomedical research........ 
 204 173 5,963 8,163 6,820 11,520 5,550 3,356 4,227 45,976- 6 
Operational research ........ 651 1,262 1,088 7,787 3,231 1,639 2,025 1,377 31,704 20,764. 

Goal 4
 
Development ofadequate family
 
planning services:
 

Contraceptives (orals, condoms,
 
IUD's, etc.) ............,-
 1,059 4,130 4,105 3,686 7,049 36,067 21,857 26,009 1103,962 14 
Service programs ......... 4,258 17,828 16,555 30,307 33,031 45,368 25,771 29,129 26,966 229,213 3 

Goal 5 
Development of adequate information programs ........... 225 2,002 
 3,873 4,204 10,766 17,277 16,335 13,999 12,976 81,657 11 

Goal 6 
Development ofadequate 
manpower and institutions: 

Training ............... 888 
 2,102 2,666 7,195 13,840 9,954 15,308 12,475 8,799 73,227 '710" 
Institutional development . . .. 1,477 =5,705 3,789 2,491 9,507 8,434 6,538 3,204 2,945 44,090 6 

AID operational expense ....... 524 435 1,084 1,469 1,893 2,414 3,929 12,300 10,000 34,048 5
Total ................ 10,471 34,750 45,444 74,572 
 95,868 123,265 125,554 112,445 109,975 732,344 100 

Ilncludes $99,336,000 of contraceptive supplies purchased directly by AID. Prepared by Office of Population; 5 December 1975 
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within developing countries themselves. the case. Leading in this development of extensive 
,Over the past decade many tens of thousands in.country training have been the Philippines, Pakie. 

of people have participated in various in-country tan, Indonesia, Colombia, Thailand, Ghana, Costa 
training programs. The largest number trained have Rica, South Korea, Kenya, and Egypt. 
been outreach workers, communicators, motivators, 
and home visitors. Many of these individuals have Physicians 
a background in health education, but increasingly Physicians play a key role in family pl-.".!tig 
they are specially recruited community workers programs. They provide clinical and surgical methods 
residing in the area in which they work. In addition, of fertility regulation, supervise paramedical and 
short-term courses for clinical personnel have also auxiliary personnel, and are active in administering 
been developed in several countries. Much of this nonclinical and contraceptive services. Of 4,673 AID
training is specifically for service personnel, but sponsored trainees who have studied in the United 
increasingly the population and family planning con. States 28 percent were physicians. 
tent is being brought into medical, nursing, public In 1975, training for obstetricians, gynecologists, 
health, and health auxiliary schools so that new and other surgically qualified physicians was carried on 
graduate professionals are better prepared to render under the leadership of Johns Hopkins University's 
population/family planning services than was formerly Program for International Education in Gynecology 

Summary of 1965-75 AID Funding Allocations to Organizations 
for Population Activities and to Bilateral Programs 

Organization or program 1965-68 1969 1970 
Fircal years

1971 1972 1973 1974 1975 
Total 

1965-75 
Share of 

total 

Voluntary organizations: 
International Planned 

1,000 
do. 

1,000 
do. 

1,000 
dol. 

1,000 
do. 

1,000 
dol. 

1,000 
dol. 

1,000 
dol. 

1,000 
do. 

1,000 
do. 

Percent 

Parenthood Federation 4,478 5,964 7,300 5,000 8,000 12,104 12,747 12,437 68,030 9 
The Pathfinder Fund. .. 
Population Council.... 

1,494 
3,104 

4,359 
7,487 

--

2,435 
3,066 
4,247 

4,350 
5,525 

6,735 
7,280 

4,001 
-

3,660 
750 

27,665 
30,828 

4 
4 

Association for Volun
tary Sterilzation .... - - - - 876 1,000 1,250 1,850 4,976 1 

Family Planning inter
national Assistance-
Church World Services - - - 3,800 4,000 - 3,730 4,424 15,954 2 

Other private voluntary 
organizations ...... 421 458 6,868 6,241 13,542 9,469 6,654 8.204 51.857 7 

Voluntary subtotal ..... 9,497 18,268 16,603 22,354 36,293 36,588 28,382 31,325 199,310 27 

Universities .......... 8,014 3,797 6,494 23,559 14,741 14,100 11,430 10,672 92,807 13 

Participating Agency Scrv
ice Agreements ...... 419 2,585 1,301 1,883 2,911 3,767 3,667 3,772 20,305 3 

Bilateral programs...... 22,942 13,778 39,635 25,287 34,230 47,588 33,617 30,319 247,396 34 

United Nations Fund for 
Population Activities... 500 2,500 4,000 14,000 29,040 9,000 18,000 20,000 , 97,040 .13 

Other1 . . . . . .. . . . . .. . 2,890 3,432 5,070 6,892 3,636 10,582 5,049 3,887 41,438 6 

AID operational expenses 959 1,084 1,469 1,893 2,414 3,929 12,300 10,000 34,048 4 

Total ...............45,221 45,444 74,572 95,868 123,265 125,554 112,445 109,975 732,344 100 

Prepared by the Office of Population, U.S. AID. 

!Includes primarily the Pan American Health Organization, the Salk Institute, the Latin American Demographic Center, the Latin American 
Center for Studies of Population and Family, Management Services for Health Incorporated, and the General Electric Company. 
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SummIry ofa Decade of AID Dollar Obligations 'for 

Population-and Family Planning Projects, by Fiscal Years 

Project 1965-67 1968 1969 1970 1971 1972 1973 1974 1975 
Total 

1965-75 

Nonregional: 
Office of 

Population ..... 
Office of Health... 
Office of Science 

and Technology. 
Office of Interna

tional Training .. 

AID operating 
expenses. .... 

U.N. Fund for 
Population 
Activities ...... . 

Nonregional total .... 

1,000 
do. 
2,079 
-

-

132 

524 

-

2,735 

1,000 
do. 

10,623 
-

. 

38 

435 

500 

11,596 

1,000 
do. 

17,745 
-

.... 

40 

1,084 

2,500 

21,369 

1,000 
do. 
22,518 

-

304 

1,469 

4,000 

28,291 

1,000 
do. 

35,913 
978 

546 

1,893 

14,000 

53,330 

1,000 
do. 
50,206 
1,355 

503 

2,414 

29,040 

83,518 

1,000 
do. 

59,422 
438 

200 

430 

3,929 

9,000 

73,419 

1,000 
dol. 

157,547 
750 

200 

531 

12,300 

18,000 

89,328 

1,000 
do. 

159,415 
667 

180 

399 

10,000 

20,000 

90,661 

1,000 
do 

1315,468 
4,188 

580 

2,923 

34,048 

97,040 

454,247 

Africa: 

Country projects .. 
Regional projects 

23 
30 

404 
259 

983 
457 

2,484 
179 

2,084 
5,699 

9,008 
2,259 

7,596 
3,556 

4,071 
334 

3,862 
1,262 

30,515 
14,035 

Africa total ........ 53 663 1,440 2,663 7,783 11,267 11,152 4,405 5,124 44,550 

East Asia: 

Country projects .. 
Regional projects . 

496 
350 

3,525 
1,325 

6,388 
1,608 

8,853 
623 

10,977 
1,942 

12,620 
1,826 

15,194 
1,425 

7,971 
96 

6,620 
29 

72,644 
9,224 

East Asia total ...... 846 4,850 7,996 9,476 12,919 14,446 16,619 8,067 6,649 81,868 

Latin America: 

Country projects .. 
Regional projects.. 

1,539 
2,861 

5,457 
2,468 

3,071 
7,256 

5,437 
5,520 

7,085 
8,161 

7,223 
3,911 

6,230 
7,393 

4,792 
2,655 

4,238 
1,430 

45,072 
41,655 

latin America total .. 4,400 7,925 10,327 10,957 15,246 11,134 13,623 7,447 5,668 86,727 

Near East and South 
Asia: 

Country projects .. 
Regional projects .. 

2,437 
-

29,061 
655 

3,349 
963 

322,908 
277 

5,181 
1,409 

1,395 
1,505 

10,471 
270 

3,138 
60 

1,473 
400 

59,413 
5,539 

Near East and South 
Asia total ........ 2,437 29,716 4,312 323,185 6,590 2,900 10,741 3,198 1,873 64,952 

Country and regional 

total ............ 7,736 23,154 24,075 46,281 42,538 39,747 52,135 23,117 19,314 278,097 

Grand total ........ 10,471 34,750 45,444 74,572 95,868 123,265 125,554 112,445 109,975 732,344 

IIncludes contraceptive commodities supplied to programs in developing countries. 
21ncludes $2.7 million loan to India for program vehicle parts. 
31ncudes special $20 million grant to India. 
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and 'obstetrics (PIEGO). Johns Hopkins PIEGO 
operates throu"4 associated institutions in the United 
States including Johns Hopkins, the University of 
Pittsburgh School of Graduate Public Health, and the 
Washington University (St. Louis) School of Medicine. 
Abroad, the School of Medicine at the Beirut 
(Lebanon) American University and several Institutes 
in South Korea c ntribute to the program. 

PIEGO training consists of intensive 4- to 6-week 
courses In advanced fertility techniques for obste. 
triclans and gynecologists. It includes an extensive 
review of reproductive physiology and medicine and 
provides the necessary equipment and supplies to 
permit trainees to return to their countries and 

establish operating clinics and training centers in the 
procedures and methods that they have been taught. 
In addition, it has a follow.up program that sends 
qualified Americans or third-country nationah to the 
medical institution of each participant to give further 
training within the local environment and to assist in 
developing and maintaining proper standards for the 
advanced medical procedures that they have learned. 
Since 1972, 315 physicians from 51 developing 
countries have received surgical laparoscopy training 
at one of the PIEGO centers, and 375 AID-purchased 
laparoscopes are currently distributed In 52 less 
developed countries among trained gynecological 
surgeons, many with PIEGO training. 

People per physician Isa measure that varies greatly Inthe developing countries. For example, the number 
per doctor ranges from 530 in Argentina (below the average for the developed countries), to 27,240 In Indonesia,

51,200 in Nepal,and 75,200 in Ethiopia. The problem is Intensifiedin some developing countries by the emigration
ofphysiciana seeking to Improve their prospects In Northern America, Europe, orother developedareas-an out. 

movement often referred to as a "brain drain." 

Number of People per Physician 

680 Developed
countries 

Latin1,530 America 1 

Near1,910 

4,700 South 

5,030 Y '/////// East2 
Asia 2 

14,900M Africa 3 

0 2,000 4,000 6,000 8,000 10,000 12,000 14,000 16,000 
1/ 22 Countries
 
2/ Excluding China & Japan

3/ ExcludingSouth Africa
 
SOURCE: AID/SRD PRB.75-7_ 
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Private Organizations
 
Airlie Foundation 

The Airlie Foundation, a private nonprofit institu-
'ton located near Warrenton, Va., in association with 
the Department of Medical and Public Affairs of the 
George Washington University Medical Center, has 
been actively involved in fostering communication 
on population subjects, 

U.S. Ageacy for International Development (AID)
grants have supported projects along three lines: The 
operation of an lnter-Americaa Dialogue Center, the 
support of a Population Information Program, and 
film productions on population-related subjects, 

By the end of fiscal year 1975, the Inter-Amerl, 
can Dialogue Center had sponsored 49 meetings
both in the United States and Latin America for 
leaders from government, academia, mass media, 
military, doctors, bankers, women lawyers, soap 
opera producers, as well as representatives of the 

American Home Economices 
Association 

The American Home Economics Association 
(AHEA), through its International Family Planning
Project, has been working since 1971 to help establish 
population education and family planning as an 
Integral part of home economics programs in dc-
veloping countries. This project is supported by a 
grant from the U.S. Agency for International Develop.
ment. 

The first planning conference, held at the Unl-
versity of North Carolina in November 1971, brought
50 participants from 13 developing countries and the 
United States together to discuss the family planning 
aspects of home management. Since then, some 3,000 
home economists have participated in in-country
workshops and institutes including family planning
subject matter. These specialists, in turn, have carried 
family planning information to many thousands of 
househoids in their countries.Country surveys and consultations-the first steps 
Inproviding information and stimulating both govern-ment officials and home economists to become 

leaders in family planning/population activities-have 
been made in 19 countries since January 1972. 

Following the surveys, in-country workshops and 
seminars are conducted by local home economists 
In consultation with AHEA staff, emphasizing family 

physical and social sciences. 
The Population Information Program which pub.

lishes population reports aims to make rapid dif. 
fusion of population research findings in fields of 
fertility control technology, family planning pro. 
grams, and law and public policy. Some 85,000 
copies of each of the 40 reports published by the 
end of 1975 were distributed overseas in four 
languages-English, French, Spanish and Portuguese,
Abstracts and citations are available through a com. 
puterized storage and retrieval system.

Nearly 100 16.mm color motion picture films 
have been produced by Airlie Foundation in the 
population field under AID sponsorship. Most of 
them were developed in collaboration with family
planning programs of 13 Latin American countries. 
They are available on free loan for Spanish. and 
English-speaking audiences in Latin America. 

planning and population education as acomponent of 
home economics programs in schools and colleges
and in extension and community development pro. 
grams. In-country funds, personnel, and other resources are used as much as possible. 

Thirty-five workshops were held in 30 countries 
in 1972 through 1974 and are planned for additional 
countries in 1975-76. These workshops are for the 
purposes of orientation, curriculum development, and 
resource development. In Jamaica, for example, most 
of the 46 workshop participants were teachers. The 
program included lectures and discussions of the 
effects of overpopulation and of ways of integrating
family plannir g and home economics education. 
Three followup workshops were held for 90 teachers 
in rural schools. As a result of this activity, family
planning education became a part of the school 
curriculum in September 1974 and will reach about 
34,000 students each year. 

In-depth training on a regional or International 
basis has been provided. Two month-long workshop. 

were held in Taiwan in 1973 with 10 countries 
represented. The Philippines Home EconomicsAssociation, with AHEA assistance, conducted a 
3week family planning/population education work
shop in 1975 for participants from Afghanistan,
Nepal, Sri Lanka, Indonesia, Thailand, and the 
Philippines. 

In addition, 6-week summer institutes have been 
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Family Plnning Programs and FertilityRtes 
Impacts of vigorous and less-vigorous programs 

Births per Countries with vigorous programs in the 1960s
1000 women
 
400
360 CHILE TAIWAN (CHINA) REP. OF KOREA 
3201960 1960
 

28-1960516 

1965
 

240- 1965"' 
 1968 4 .~ 

200 1965 

15.19 20-24 25-29 30.34 35-39 40-44 45-49 15-19 20-24 25-29 30,34 35.39 40-44 45-49I I I I I I I 
15-19 20-24 25-2930-34 353940-4445-49 

Age of mother 
The fertility of women declined during the 1960s in countries with vigorous family

planning programs. 

Births per Countries not having vigorous programs in the 1960s
1,000 women 
400.
 
360- 1960 MEXICO 
 BRAZIL ALGERIA 
280- 16 971
110
6 17200, 


40 
0 
15-19 20124 25129 30-34 35.3940-44 45-49 15-19 20.24 25-29 30-34 35-39 40-4445-491 1 L I I I I 

15-19 20-24 25-2930-34 35,3940-44 45-49 
Age of mother 

Fertility rates remained high during the 1960s in developing countries not havingvigorous family planning programs. Private family planning assoc'--ions did not existin most of these countries before the 1960s and government policy often actively discouraged contraceptive availability. However, Mexico in 1973 initiated an official program of family planning and Brazil in 1974 announced a policy embracing recognition
of the right of couples to determine the number and spacing of their children and the
obligation of the government to make the necessary means available. 

SOURCE: Al D/PHA/POP PRB 75,5 
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held in the United States for home economics 

students from developing countries-students already 

in the United States for study purposes. Three 

institutes In 1972 enrolled 42 students representing 

21 countries; in 1973, five institutes enrolled 66 from 

26. developing countries. Seventeen countries were 
represented at one general and two specialized 

summer institutes in 1974. In 1973 AHEA received a 

grant from the Asia Foundation to fund Asian 

graduate students at the summer institutes. 


AHEA organized a meeting of an ad hoc advisory 
committee of home economists from developing and 
developed countries in Helsinki in 1972 and a second 
meeting in Ankara in 1974. Following recom-
mendations of the second meeting, 35 home econo-
mists from 20 countries have been designated as 
representatives for family planning/population educa-
tion activities in their own countries, including work 
with AHEA's international family planning project. 

The summer institutes tie in with another func-
tion of the project-that of providing educational 
materials. Two packets of prototype teaching 
materials have been developed, 

Other publications of the project include: 
Women's Roles and Education, Resource Papersfor 

American Public Health 

Association 
The American Public Health Association (APHA), 

representing some 25,000 members, is broadly con-
cerned with improving public health through com-
munity efforts. For over 100 years it has served as a 
leader in developing technical standards for delivery 
of public health services, improving the quantity and 
quality of health manpower, and working with other 
groups on matters of public policy that affect the 
public health and welfare. It has made-and is 
continuing to make-important contributions to 
population research and family planning in the 
United States and abroad. 

In 1959, APHA adopted a milestone policy 
statement calling on all health organizations to 
support population research and encourage develop. 
ment of family planning services for all population 
groups consistent with their beliefe and desires. 
Committees were established by the Association to 
carry out this policy, and numerous related studies 
and investigations were made of maternal and child 
health, in epidemiology, in statistics, in public health 
nursing, and related fields. These early activities led 
to several national conferences and other meetings at 
which data were examined, programs reviewed, and 
plans made for projects relating to population, 
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Curriculum Development, and aResource Catalogfor 
Family Planning andPopulationEducation in Home 
Economics. 

AHEA works closely with other organizations. 
AHEA and IPPF have prepared a 15-minute slide and 
taped-sound production for home economists and 
family planning field workers titled Partnersfor 
Change. An AHEA staff member works regularly with 
the International Federation of Home Economists 
(IFHE) at its headquarters in Paris. IFHE, FAO, and 
AHEA have collaborated in preparing an international 
plan of action to incorporate population education 
and family planning in home economics. Liaison is 
maintained also with UNESCO, WHO, World Educa
tion, Asia Foundation, and other organizations con
cerned with family planning. 

A home economist from a developing country 
attended the World Population Conference in Bucha
rest under AHEA sponsorship, and an AHEA repre
sentative attended the World Conference in Rome. 
Home economists in developing countries are being 
encouraged to take part in national and international 
observances of International Women's Year, and 
AHEA funded two IFHE representatives to the 
International Women's Year Conference. 

The Association followed its 1959 population 
policy statement by issuing 12 additional statements, 
resolutions, and program standards between 1964 and 
1974. These concerned family planning programs, 
standards for abortion services, sex education, and 
related subjects. 

APHA has directed and staffed a number of 
family planning and population projects since 1965. 
One of the most important was a 5-year project 
funded by the Ford Foundation in 1966. 

One significant result of this 5-year project was 
the establishment of a process for disseminating 
information and educational materials on population 
to public health workers. Another was the publica
tion of several standard-setting documents, including 
a family planning guide for State and local agencies 
and a set of standards for abortion services. Between 
1966 and 1971, APHA was a major publisher of 
technical family planning literature. 

Other activities stemmed from the project funded 
by the Ford Foundation. In 1967 the Association 
assumed responsibility from the Population Council 
for the continuance of a family planning project with 
U.S. medical schools. In this project, each of the 
participating schools developed a plan to better the 
health of a low-income area through family planning. 
All plans provided fr.-e family planning counseling 
and services to clients who met established criteria. 



In September 1974, under a grant from the 
Department of Health, Education, and Welfare 
(HEW), the Association began a detailed study to 
obtain information on social and psychological 
factors in adolescent sexual behavior. Health workers 
have long been concerned about the inadequacy of 
quantified knowledge on this subject. Working with 
colleagues, advisors, and teenagers, APHA staff has 
developed a questionnaire-interview technique to 
record adolescent attitudes and experiences, 
personality and cognitive style, life events, motiva-
tion, and self-esteem along with social and demo-
graphic information. A sample of 2,700 representa-
tive 16- and 17-year old males and females is being 
surveyed in Washington, D.C.; Atlanta, Ga.; and 
Bellingham, Wash. Adolescents participating in the 
survey In Washington, D.C., and Bellingham have 
agreed to a second interview within a year if it is 
needed. Results and analysis of the study are ex-
pected to be available in 1976. 

Also In 1974, APHA's continuing interest and 
leadership in promoting better understanding of the 
public health implications of population imbalance 
led to its publication of a comprehensive guide to 
family planning information sources for health 
workers. 

As part of its educational work in the population 
field, APHA collaborates with several universities in 
the United States, including the Universities of 
California, Washington, and Hawaii and Loma Linda 
University. It also works with overseas centers to help
development and training of manpower. Such 
examples are the University of West Indies, Mahadol 
University, and the University of Indonesia. APHA 
also has assisted schools and colleges in nine de-
veloping countries in improving curricula for teaching 
family planning techniques and population program
methodology. 

Since 1970, APHA has cooperated with AID in a 
program to provide professional consultation and 
technical assistance in population/family planning 
and health-related fields. Using its own staff and a 
registry of some 1,000 qualified consultants, the 
Association has assisted developing countries in 
planning, Implementing, and evaluating programs; in 
training professional and technical staffs; in preparing 
and disseminating technical data and educational 
information; and in integrating family planning into 
maternal/child health and other services, 

Governments of five Latin American countries 
have asked APHA to study their family planning 
programs and help establish goals and priorities. The 
Association also helped plan and conduct four 
regional seminars on population and family planning 

sponsored by the International Alliance of Women. 
Advice and consultation have been provided to 

professional groups throughout the world on the 
management and utilization of fertility control 
measures and contraceptive techniques. In the past 5 
years, some 200 physicians, nurses, demographers, 
management specialists, educators, and other pro. 
fessionals have served as short-term consultants in 
more than 45 developing countries. 

One example of this type of assistance isa project 
initiated in 1971 with the Government of Indonesia. 
It was designed to increase the number of health 
education specialists and to involve a major per
centage of fertile couples in the national family 
planning program. A cadre has received in-country 
training at the undergraduate level, 42 health educa. 
tion specialists have received graduate training in the 
United States, and a postgraduate program has been 
established at the University of Indonesia. Health 
education services have been strengthened at all levels 
to assure a continuation of support for maternal/child 
health and family planning programs. 

From 1970 through 1974, the Association made a 
study of the role of voluntary health organizations in 
developing countries to find ways of increasing 
citizen and group participation in improving health, 
family planning, and nutrition services. As a result of 
demonstration projects in Costa Rica and the Phil
ippines, future plans are directed to expanding and 
strengthening organized voluntary efforts in support 
of national health goals. 

Since May 1972 the Association has directed a 
program to assist developing countries plan, establish, 
and evaluate integrated delivery systems for health, 
family planning, and nutrition. Aprocedure has been 
set up to gather, store, and retrieve information about 
health delivery systems worldwide; to Identify
interesting innovations; and to evaluate them and 
study reasons for their success or failure. 

A demonstration project in Thailand-and others 
currently being planned-will include host-country 
planning with APHA assistance, involvement of 
national and community groups, and a focus on 
integrated services for women 15 to 55 years of age
and for children under 5 years. It is anticipated that 
the demonstrated services can later be carried out and 
replicated by the host countries without assistance. 

APHA collaborates with other organizations
such as the Christian Medical Commission, the Popu. 
lation Council, the Ford Foundation, and The Path. 
finder Fund-in international projects. It has worked 
closely with the World Health Organization and is a 
sponsor nd participant in the National Council on 
International Health. 
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Field Staff 

'For the past 5 years, 1970-75, the American 
Universities Field Staff has been engaged jointly with 
the California Institute of Technology (CIT) in a 
program studying the consequences of population 
growth. Launched in 1970, the pilot phase of the 
program was established to bring together the demo. 
graphic expertise of selected members of the CIT 
faculty and area knowiedge of the Field Staff 
Associates. The purpose was to study social and 
political factors affecting and affected by population 
problems.

Situated in different parts of the world, Field 
Staff Associates observe what is happening with 
respect to population in different developing and 
developed countries. Pooling their knowledge with 
that of discipline-oriented scholars of the CIT, they 
write reports after a process of comment and criti-
cism by all project participants, understandable to the 
general public. The CIT comments bring into con-
sideration the concern of the economist, demo. 
grapher, anthropologist, and sociologist. 

Field Staff Reports on population have covered 
many aspects of the problem. 

Asia Foundation 
Following several years of exploratory assistance 

for population activities, the Asia Foundation in 
mid-1972 entered into a program of expanded action. 
(A nonprofit philanthropic institution, the Founda-
tion has been helping Asians and Asian institutions 
for over 20 years in promoting economic and social 
progress.) Assistance is mainly for country and 
institutional improvements in public information, 
education, and communication on population and 
family planning matters; but help is also provided in 
analyses of laws and manpower aspects relating to 
population policies and programs. 

Funding for its activities has been provided by the 
U.S. Agency for International Development since 
1972. 

The Foundation encourages and supports pro-
grams that fit into national and regional strategies for 
reaching population/family planning goals. It 
supports innovative project, and provides resources 
for exchange and cooperation among Asian popula-
tion institutions. The Foundation also assists efforts 
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AThey .have included explorations of faimilyplanning and the political and religious issues in. 

volved, general population reviews discussing popula.
tion issues in each world area, analyses of the role of 
multinational political bodies in determining popula.
tion policy, and studies of the relation of economic 
development and population pressures., 

The result has been over 125 articles and three 
collections of articles in books: Population: Perspec. 
tire, 1971, 1972, and 1973. 

In addition, annual working conferences have 
been held. The program's first conference in Decem. 
ber 1970 in Pasadena, Calif., dealt generally with the 
population issue, each field Staff Associate presenting 
a review of population trends in his area of foreign 
residence. A second conference in 1971 at the Field 
Staff's Center for Mediterranean Studies in Rome, 
Italy, explored relevant problems of migration with 
special geographical emphasis on sub-Saharan Africa. 
In January 1973, a third conference dealt with the 
relations between a society's perception of its popula
tion problems and the relevant policies adopted. At 
the most recent conference, population problems and 
the food situation in countries around the world were 
related. 

The project has been governed by a steering 
committee made up of two persons from each of the 
participating institutions. 

of individual countries in inforiational education, 
training in population-related social science research,
improving program management, and in spreading 
public awareness, acceptance, and adoption of fer
fility-control measures. 

The Foundation has resident representatives, or 
officers-in-charge, in 12 countries. 

Those where it now provides direct assistance are 
Afghanistan, Bangladesh, Hong Kong, Indonesia, 
Korea, Malaysia, Pakistan, the Republic of the 
Philippines, the Republic of China (Taiwan), Singa. 
pore, and Thailand. 

Also, it is exploring ways in which the Japanese 
population/family planning experience can be helpful 
to other Asian countries. 

Among activities supported by the Foundation 
are: the Intergovernmental Coordinating Committee 
in Southeast Asia for Population and Family Planning
that assists regional cooperation and exchange, the 
provision of advisors in population to institutions, 
and the Asian Broadcasting Training Institute that has 
workshops for upgrading the planning of radio and 
television broadcasts. 



Association for Voluntary 

Sterilization 


The Association for Voluntary Sterilization 
(AVS) is a private nonprofit organization in the 
United States working for voluntary sterilization as a 
method of family planning and fertility regulation. Its 
efforts have resulted in substantial gains in the 
acceptance, availability, and use of voluntary steriliza-
tion. In 1974, almost I million Americans elected 
to be sterilized. 

Numerous groups in other countries have turned 
to toNmefrsfor guidancegruidanc ininotadvancing their voluntaryAVS 	 coungtir havoltr 

sterilization programs. 	 In response, AVS, with the 
funds from private sources,assistance of AID and 

created the International Project (IPAVS) in June 
1972 to stimulate and support voluntary sterilization 
programs around the world. IPAVS provides no direct 
services; rather, it supports projects through grants to 

local needs.medical and health groups to meet 
hrastog J$197,mi S hd wred 125 

grants totaling $1.9 million to recipients in 24 
countries. Its 1972.74 record reflects both increasi 
numbers of grants and an expanding geographic 
coverage. In 1972, two grants were made; in 1973, 22 
grants to II countries; and in 1974, 70 grants to 21 
countries. Geographic areas receiving assistance have 
included South America, Central America and the 
Caribbean, East Asia, and South Asia and the 
Mideast. Projects have been funded for medical 
equipment, information and education programs, 
training paramedical and auxiliary health workers, 
and medical-scientific conferences. The largest 
number has been for service and training projects and 
for medical equipment. Purchase of equipment has 
amounted to about 40 percent of all funds awarded. 

Approximately 22,000 sterilization procedures 
were performed by IPAVS subgraniees in 1973 and 
1974-20,000 female and 2,000 nale. About 69 
percent of the female acceptors weie under 35 years 
of age compared with 39 percent of male acceptors. 
During 1974, the largest number )f female steriliza-
tions (12,000) was in East Asia and the largest 
number of vasectomies (1,000) in South America. 

A variety of surgical techniques has been used in 
female sterilizations-laparoscopy, culdoscopy, 
colpotomy, paparotomy, mini-laparotomy, and post. 
partum tubal ligation. Laparoscopy accounted for 
about 40 percent of the female sterilizations. 

A significant accomplishment in 1974 was the 
promotion of mini-laparotomy-a simplified, in-
expensive outpatient procedure suitable for programs 
in both rural and urban settings. The procedure has 
been widely used in Thailand, where it was perfected, 
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and where rural physicians throughout the country 
are now being trained for its wider use. In 1974, 578 
procedures were performed at an IPAVS-funded 
program at Ramathibodi Hospital in Bangkok, and 
hundreds more were performed by Ramathibodi. 
trained physicians at rural health centers. This pro. 
cedure ia now being used in the Philippines and 
Colombia and the IPAVS has provided related 
training to physicians from Bangladesh, Costa Rica, 
Indonesia, and Korea. 

Increased use of this technique in 1975-76 is 

indicated by the large numbers of requests from 
tringadqupe.governments and physicians throughout the world for 
training and equipment. 

A jog IPAVS has been physicianinn activity 
training. From 1972 through March 1975, 412 
physicians were trained in female procedures and 71 
in vasectomy. These physicians were from 18 
countries, representing all major regions of the 
developing world except Africa. 

Training grants are either major awards to key
government or university teaching institutions or 
small awards for training individual physicans in 
surgical techniques or in the organizing and planning 
of voluntary sterilization programs. Since the impact 
of national training grants is potentially larger, IPAVS 
has emphasized such projects as a nationwide 
Philippine program to train 80 physicians. To date, 
paraprofessional training has been limited to a few 
programs with Colombia's PROFAMILIA and 
Guatemala's APROFAM. IPAVS also has provided 
physicians with orientation trips to other countries to 
observe various types of service programs. 

In 1974, IPAVS funded information and educa
tion projects in 14 countries with 62 percent of 
assistance going to South and East Asia. 

The vast majority of these programs, 75 percent, 
were for patient education and did not extend 
beyond the confines of a hospital or family planning 
clinic. Many were coordinated with government 
family planning and voluntary sterilization services. 
Others were connected with Laining and service 
projects in university, government, or private hospi
tals. One grant was for a national public education 
program, and a few were for health personnel 
education. 

Since its Second International Conference in 
Geneva in 1973, IPAVS has escalated its conference 
activities. IPAVS sponsored or assisted six con
ferences in 1974, and directors participated in nine 
other international meetings. Activity the first half of 
1975 included a regional conference in Dacca 
sponsored by the IPAVS.funded Bangladesh AVS, a 
regional Asian conference in Taipei, Taiwan, the 
Korean AVS national conference, and the Egyptian 



Fertility Control Society regional confesence. 
The Second International Conference recom-

mended that IPAVS help groups in various countries 
develop national voluntary sterilization associations 
with the ultimate goal of establishing a world 
federation. To date, IPAVS has funded associations in 
Bangladesh, Iran, Taiwan, Turkey, Egypt, Indonesia, 
and Korea. Associations in 15 other countries are in 
various stages of organization. 

The first Developmental Conference on National 
Associations was held in June 1974. A statement 
setting forth an Interim Commission was drafted and 
was signed by health and medical leaders from 16 
countries. IPAVS will represent all member associa-
tions and affiliates at the international level. It will 
serve as a forum for the exchange of information, 
knowledge, and research findings, and it will work 
toward establishment of nongovernmental organiza-
tion status with the World Health Organization. 

IPAVS is planning a Third International Con-
ference to be held in Tunis in 1976. Emphasis will be 
on program planning and implementation and 
management of voluntary sterilization services, 

CARE 

CARE, Inc. (Cooperative for American Relief 

Everywhere, Inc.) is well known for its objectives 
of helping the less fortunate peoples of the world by 
converting voluntary contributions from Americans 
and Canadians and the support of host governments 
into various forms of relief and assistance, 

CARE's activities in the family planning field, 
beginning in 1965, have grown from providing equip-
ment to family planning clinics to carrying out 
carefully developed multielement projects. The or-
ganization does not measure its success in terms 
of contraceptive delivery or number of acceptors. 
Its work is through projects that combine educa
tion, child nutrition, and family planning. 

In Korea, CARE has recently developed and is 
operating an integrated program combining nutrition 
supplementation for preschool children with nutri
tion education and information on family planning 
for mothers. Up to 15,000 women and 50,000 
children will be involved in 1975 and 1976. 

In India, CARE's Pre-School Health Services 
Program in Tamil Nadu began in 1975 and will assist 
through 1979 in strengthening maternal/child health 
services of a post partum program. During the first 
year, 2,500 preschool children and 1,250 mothers 
were scheduled for special services; by 1979 the 
number of recipients Is expected to triple, 
Acceptance of family planning isa prerequisite. 
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CARE has supported population projects in India 
since 1968 when funds were furnished to print comic 
books to carry the family planning message. For 
several years food supplements were provided to 
patients who underwent sterilization. In 1971 there 
were more than 63,000 acceptors in a district that 
had a goal of 20,000. 

In 1970, CARE furnished a traveling education 
unit to the Honduran Family Planning Association. 
Also, booklets on the ue of contraceptives were 
printed in the Vietnamese language, and other family 
planning assistance was provided in South Vietnam. 

CARE has been involved in family planning 
programs in Turkey since 1970 and has provided 10 
vehicles for mobile teams serving rural and mountain 
villages. In 1968 family planning demonstration kits 
were sent to Tunisia, and hospital equipment and 
instruments were dispatched to a family planning 
clinic in Hong Kong. 

Earlier in the decade CARE provided technical 
equipment including medical equipment to family 
planning clinics in Jordan and teaching aids for 
medical schools in Poland that benefitted 7,000 
to 8,000 nurse/midwives and medical students be
tween 1967 and 1970. 

CARE's family planning programing in Hong 
Kong has been in direct support of the Family
Planning Association of Hong Kong, a private organi
zation begun in 1936. The Association's main objec
tive is to reduce the high birth rate of Hong Kong 
through family planning education and by providing 
services-including the provision of contraceptive 
devices. It also offers advice to infertile couples and 
has programs in family life education and related 
social work. The Family Planning Association 
operates 54 clinics in Hong Kong, two of which 
CARE helped to establish. In addition, CARE has 
provided furnishings, equipment, instruments, and 
fixtures for anumber of other Association clinics. 

Church World Service 

The planned parenthood program of Church 
World Service (PPP/CWS) began its work in 1965 
with a small staff and limited budget. Since then the 
program has expanded each year with generous 
support from church denominations and individual 
donors. 

Within a decade the program has become world
wide in scope and is carried on primarily through 
church.supported hospitals and organizations. Clinics 
and doctors receive equipment and supplies. Contacts 
in additional countries are provided with information 



and educational materials. In rural areas and remote 
mountain communities, mobile family planning teams 
bring medical services and information to otherwise 
inaccessible people. 

In early !975 the largest country program of CWS 
was in Indonesia. This family planning project started 
in 1969 with the cooperation of 50 physicians and 
included development of educational materials for 
both the Christians and the Moslems of Indonesia. 

Previously, the largest program was in India, 
where in 1966, the planned parenthood program of 
CWS began financing a major portion of the family 
planning project of the Christian Medical Association. 
Less than a year afterward, more than 100 hospitals 
had joined the program, and by 1969 over 450 
church-related hospitals and clinics were being served, 
This project is receiving grants from various donors-
mainly from abroad. But with 261 member Mission 
hospitals spread through India, additional funding 
support became necessary during 1975. Church World 
Service has moved to meet this need with further 
assistance so that the India project has once again be. 
come the largest country program. 

Another major program is in Brazil, where opposi-
tion to family planning was once strong. Working 
with concerned church and medical people, 
particularly DIACONIA and the Hospital.Escola S. 
Francisco de Assisi, CWS has helped promote a 
change in attitude. The Governnw~nt has now adopted 
the view that every couple should have the right to 
receive family planning information and services, 

Several pilot programs in leadership training were 
initiated in the Philippines in 1974 through churches, 
church-related institutions, and cottage industries. 
Also, the Coptic Evangelical Organization for Social 
Services in Egypt has been given a 2-year commit-
ment recently to make family planning a part of its 
self.help program, and a 3-year leadership training 
program has been launched in the West Indies. 

New programs being developed will emphasize 
multidisciplinary action-literacy, agriculture, nutri-
tion, maternal/child health, and family planning. The 
first project now being planned with these elements is 
a joint one in Venezuela with CWS and Agricultural 
Missions to support a husband-and-wife team trained 
in agriculture and public health. 

The CWS program has worked in partnership 
since 1971 with Family Planning International 
Assistance (FPIA)-the international division of the 
Planned Parenthood Federation of America. FPIA 
now handles all shipping of medical and other 
equipment, contraceptives, and information and edu- 
cational materials for the overall activity. A fulltime 
multidisciplinary team of family planning specialists 
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is available to provide on-the-spot expertise. 
The number of countries benefitting has increased 

steadily during the decade. In the first year of the 
program, approximately 200 church-related doctors 
in 39 countries in Africa, Asia, Latin America, and 
the Middle East were furnished information and 
supplies of intrauterine contraceptives. Ten shipments 
of contraceptive aerosol foam were made to seven 
countries that year, and more than 19,000 family 
planning leaflets were distributed to contacts in 66 
countries. One year later, PPP/CWS was supplying 
information and contraceptives to more than 300 
doctors in 46 countries and had contacts in 88 
countries. Limited grants were made to clinics in 
Brazil, Jordan, and Mexico and special assistance 
went to projects in Haiti, Bolivia, Ghana, Peru, and 
the Philippines. 

By 1968 the value of materials and literature 
supplied during the year was $1.3 million, and the 
program had established contact with over 1,000 
Christian-supported hospitals in 81 countries. Specific 
projects had been added in India, Indonesia, Korea, 
Taiwan, Hong Kong, the Ryukus, and the West Indies. 

Along with partnership with FPIA and grant 
arrangements with the U.S. Agency for International 
Development, 1971 saw other major developments. 
An invitation from Chile's Minister of Health to 
participate in a conference on maternal/child health 
and family planning was an early step in Chile's 
becoming the first country in Latin America to 
establish a national population program. CWS pro
grams also began to be more effective in other 
countries, such as the Dominican Republic and Costa 
Rica. By 1972, Colombia had the world's largest 
vasectomy clinic. 

With FPIA assistance, CWS programs were ex
panded in Peru and Bolivia in 1973. Program activity 
increas'd in Africa with assistance going to Ghana, 
Kenya, Nigeria, Uganda, Zaire, Zambia, Burundi, and 
Tanzania. FPIA/CWS support also was extended to 
Thailand, Laos, Malaysia, Singapore, Nepal, Bangla. 
desh, and Israel. 

East-West Communication 
Institute 

The Communication Institute of the East-West 
Center, one of the Center's five problem-oriented 
institutes, since 1970 has been contributing im. 
portantly to improvement of the public information,' 
education, and communication (IEC) elements of 
population and family planning programs. The East. 
West Center was established in 1960 by the U.S. 
Congress to promote better understanding and re. 



lations between the United States and nations' In 
Aslal'and the Pacific through cooperative study, 
training, and research. The Communication Insti-
tite's work in the population field is part of its 
broad program for Improvement in IEC support 
for'development programs in general. 

In the population field, the Institute has been 
developing a comprehensive resource to serve the 
needs of population programs and their IEC person. 
nel. The Institute draws upon the experience of 
other types of development communication as well 
as that for population programs. It provides specialized 
training in IEC support for family planning programs, 
conducts collaborative research, maintains a major
collection of IEC materials for analysis and Inter. 
country exchange, carries out information-sharing 
and utilization work, hosts international conferences 
on population communication and education, and 
provides support for internships for degree and non-
degree study. Its population IEC work has been 
funded primarily through a grant from the U.S. 
Agency for International Development (AID). Organi. 
zitions in addition to AID that have provided finan-
cial support for Institute activities include the Ford 
Foundation, The Pathfinder Fund, the United Na. 
tions Educational, Scientific, and Cultural Organi.
zation (UNESCO), the Asia Foundation, the United 
Nations Children's Fund (UNICEF) and the Food and 
Agriculture Organization (FAO), the Population 
Council, the United Nations Center for Economic 
and Social Information, the United Nations Fund for 
Population Activities, and World Education. 

The Institute maintains collaborative relation. 

ships with a number of other institutions, including
 
those of developing countries. Close at hand are the 

East-West Population Institute and the University of
Hawaii's School of Public HeIalth. 

The Institute also cooperates with the Interna-
tional Planned Parenthood Federation (IPPF),
UNESCO, The United Nations Economic and Social 
Commission, Asia and the Pacific, the Ford Found,,. 
tion, the Asia Foundation, and the Inter.Governr ,,nt 
Coordinating Committee in Kaula Lampur. 

Although the primary focus of the East-West 
Center is Asia and the Pacific, the Institute from 
1971 through 1975 established regular contacts 
with IEC personnel in 127 countries. Beginning with 
a pilot workshop in 1971, 20 different workshops, 
conferences, and seminars involving a total of 349 
people from 42 countries have been held. 

The current Modular Professional Development 
Program is the major training activity conducted by 
the Institute. The modular program is based on 
learning materials developed collaboratively by Asian 

and -American IEC experts. The first modular pro. 
gram held in the spring of 1974 consisted of 15 
individual modules. Following the third modular 
program in the fall of 1975, the Institute's work in 
professional training for family planning communi. 
cators entered a new phase. In place of full-length 
workshops at Honolulu, the program now emphasizes 
collaboration with Asian, Pacific, and American insti
tutions in country/locality adaptations and use of 
modular materials. 

Each year, in December, the Institute has con. 
ducted a I-week conference on major issues in popu. 
lation IEC for program administrators, practitioners, 
and scholars from Asia and the United States. 

Institute research activities are organized under 
three subdivisions-International Communication, De. 
velopmental Communication, and Popular Culture. 

A ..irect contribution to the research program 
activity has been a series of case studies of innovative 
approaches in family and population planning com
munication problems. Since the initiation of the pro
gram in 1971, 11 case studies have been undertaken 
on topics such as: the use of mothers' clubs to spread 
family planning information in rural Korea; the use of 
traditional midwives as communication operatives; 
strategies for increasing elite support for family
planning in Kenya; a comparison of themes, slogans, 
and nonverbal symbols used for family planning 
communication; family planning communication in 
the People's Republic of China; and the uses of com. 
mercial resources. 

Family Planning
 
International Assistance
 
Family Planning International Assistance (FPIA)
 

was organized in 1971 
as the international division ofthe Planned Parenthood Federation of America
 
(PPFA). Its purpose is to provide assistance to
 

vermental and nongovernmental agencies and In
stitutions (including church-related ones) in de
veloping countries to enable them to conduct and 
expand family planning programs. It receives funds 
from the U.S. Agency for International Development, 
Church World Service, and other donors as well as 
from PPFA. 

Since its establishment, FPlji has made grants for 
more than 90 projects in 23 de/eloping countries for 
a total of $5.3 million. In its first year of operation
(1971-72), FPIA funded 27 projects at a cost of 
$657,000. Obligations in th.- 1974-75 program year 
were $2.1 million, 21 percent over the previous year. 
During the 4 years since 1971, 34 percent of the 
expenditures have been for projects in Latin America; 
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30, percent, East Asia; 13 percent, Africa; 5 percent, 
West Asia; and 18 percent, interregional. 

FPIA puts high priority on projects that can lead 
to the development of other projects in the same 
country or serve as models for projects elsewhere. For 
example, an FPIA-funded voluntary sterilization pro. 
ject in the Philippines-the first in that country-
encouraged several other agencies to establish similar 
programs. 

Continuing another innovation, FPIA in 1974-75 
responded to opportunities to assist agencies of the 
Catholic Church in responsible parenthood programs. 
To date, $1.6 million has been obligated for such 
programs. InPeru, FPIA is working with two Catholic 
lay groups to operate 48 clinics in urban slum areas 
and coastal cities. The program is supported by the 
Church and local priests. Similar projects are planned 
or underway in other countries including Costa Rica, 
Colombia, Mauritius, and the Philippines. 

Another FPIA objective is developing effective 
low-cost, high-benefit family planning programs to 
make contraceptives readily available. With this end 
in view, FPIA will fund 26 service projects for a total 
of $1.1 million in the current program year, or more 
than triple its first year's expenditures. An example
of this type of project is the Iglesia Ni Cristo Mobile 
Family Planning Clinic in the Philippines, which 
began as a small FPIA-funded demonstration project. 
It has become a nationwide operation serving more 
than 100,000 clients, Currently, it is enrolling about 
one-fourth of all family planning acceptors in the 
country. Another example is FPIA's support of the 
Korean National Council of Churches, which is using 
a cadre of church women to distribute oral 
contraceptives door to door and is conducting an 
educational campaign to recruit IUD acceptors. 

Besides making direct project grants, FPIA 
provides contraceptives, medical equipment and 
supplies, and educational materials. In calendar year
1974, commodities valued at about $800,000 were 
shipped to more than 23 institutions in 53 countries, 

FPIA has identified more than 1,000 
church-related hospitals, clinics, dispensaries, and 
other private groups engaged in family planning 
services. During its first 3 years, FPIA has become the 
largest single source of contraceptives and other 
family planning supplies to this network, which aided 
an estimated 500,000 users in calendar 1974. 

Support for training programs is an integral part
of FPIA's activitiss. An African program, for 
example, is a collaborative effort with the Family 
Guidance Association to establish a training program 
in Ethiopia for nurses and public health officers. This 
is an Important breakthrough in providing family 

planning services inrural areas. Since 1971, FPJA has 
provided training for. 7,000, family planning 
personnel. 

During its first 4 years, FPIA has funded 41 
information, education, and communication projects 
for a total of $1.9 million. Fifteen projects received a 
total of $558,000 of support in 1974-75 with the 
largest share (26 percent) designated for Africa. An 
example of the work being done in this field is the 
development of daily radio programs, pamphlets, and 
a film for use in the Philippines and in East Asia. 
Also, a series of family planning communications 
workshops were held in East Asia and Latin America, 
and another is planned to bring together Christian 
and Muslim leaders in the Middle East. 

Since 1971, FPIA has helped to produce 1.5 
million copies of 175 different family planning
pamphlets, to broadcast 3,500 family planning radio 
programs, to provide family planning counseling for 
more than 400,000 people with another 700,000 
attending family planning lectures, and to distribute 
291,000 posters and 260,000 books. A quarterly 
newsletter was started in 1975 to disseminate infor
mation about project activities and to encourage 
replication of successful projects. 

Finally, FPIA established regional offices in 
Africa (Ghana), East Asia (Philippines), and Latin 
America (Costa Rica) during the 1974-75 year and is 
planning to open another in West Asia. 

Ford Foundation 
Since 1952 the Ford Foundation has devoted 

almost $200 million to work directed to world 
population problems with the overall purpose of 
helping to reduce the rapid rate of world population 
increase. It is convinced that progress in limiting 
population growth isa necessary condition, copecially 
in developing nations, for attaining economic and 
social progress and improving the quality of life. 

In pursuing this purpose, it takes into account the 
wide diversity of conditions existing from country to 
country-needs and requests for assistance, the im
pact of population growth on national development
efforts, the acceptability of population planning, and 
country capacities for population analysis and action. 
Thus, it has no blueprint for population work but 
instead adapts its activities to circumstances in 
different parts of the world. 

Since population change cuts across the 
knowledge and interest areas of a variety of disci
plines and professions, the Foundation is involved in 
programs of substantive as well as geographic di
versity. Its strategy involves pursuing five related 
objectives: 
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fc. The Ford Foundation'Total Commitments. in 'Population Acti titiesi 

c6uniry or region Commtments indollars 

Asia and the Pacific 


Bangladesh ..................... 421,824 

Formosa ..................... 

Hong Kong .................... 

India .......... 

Indonesia ......... 


Japan' .............. 

Malaysia .................... 

Pakistan .......... 

Philippines .................... 

Singapore ............
 
SriLanka ..................... 

Thailand ..................... 

South Central Asia 


42,619 
54,450 

.. ... 10,583,699 
.... , #..... 990,260 

... .... 14,987 
681,000 

............ 4,224,373 
1,064,134 

, ..... 191,898 

................. 

Southeast Asia .................. 

Asia ........................ 


Total ................. 

Middle East and Africa 


Algeria ...................... 

Arab Republic of Egypt ........... 

Ghana ...................... 

Israel I...................... 

Kenya ...................... 

Morocco ..................... 

Nigeria ...................... 

Tunisia ..................... 

Turkey ..................... 

Middle East ................... 

Eastern Africa ................. 

North Africa ................... 

Western Africa ....... . ........ 

Africa ....................... 


153,116 
129,287 

75,000 
877,000 
94,000 

$19,597,647 

347,480 
1,363,205 

210,000 
2,160,000 

76,000 
565,625 
593,257 
727,025 
915,500 
428,446 
241,500 
202,625 

.. 924,000 
188,726 

Total ............ ...... .$8,943,389 


* increasing awareness of the facts of population 
growth and their implications for human welfare and 
expanding and strengthening the commitment to deal 
with population growth as amajor problem. 
9 expanding, improving, and evaluating the systems 
through which birth control technology becomes 
known and used. 
e develoning more satisfactory birth control 
methods. 
* focusing social science and management 
competence on problems of lowering fertility, 
e encouraging study of the interrelationship between 
economic and social policy and growth and distribu-
tlon. 

It has been a major force in three general areas of 

Through Fiscal Year 1974 

Country or region Commitments indollars 
Latin America and the Caribbean 

Argentina ..................... 134,800 
Barbados .................. 69,000 
Bolivia ...... . ...... ...... 7,500 
Brazil .................. -.... 3,951,805 
Chile ....................... ,.572,858 

Colombia .......... .. ..... 1,240,384
 
Costa Rica ..................... 446,000
 
Ecuador ........................ 35,725
 
Haiti ....................... 70,000
 
Mexico .................... 2,715,677
 
Peru ........................ 505,000
 
Venezuela .................... 454,700
 
Central America ................ 236,000
 
West Indies and Caribbean .......... 69,999
 
Latin America and Mexico ......... 3,401,983
 

Total . ................. 13,910,432 

IConsidered by the Ford Foundation to be 
developed. 

population work:
 
e assistance to population programs in developing
 
countries.
 
e research and training in reproductive biology.
 
* establishment of university population studies 
centers in the United States. 

Most of the Foundation's work in these fields is 
initiated and carried out by its International Division 
through the Population Office in New York and 16 
field offices in Asia, the Middle East and Africa, and 
Latin America. The Population Office both supports 
institutions in the United States and the developed 
world and-an important activity-provides advisory 
services to the Foundation's field offices. 

Growth of population activities. The Founda. 
tion's population commitments have grown to sub
stantial magnitude over the past 10 years, after 
beginning modestly in 1952 with a $60,000 grant to 
the Population Reference Bureau, Inc. The program 
expanded into the international arena in 1959 with a 
$350,000 grant to the Government of India. Since 
then, directly or indirectly through the Population 
Council or other grant recipients, the Foundation has 
supported family planning activities in more than 30 
countries in the developing world. 

Its to:.1 support for population activities from 
1952 through 1963, including $8.3 million in 1963, 
was $20.8 million. In subsequent years, with the 

241
 



growthof world and country concern for population 
problems, annual commitments have ranged between 
$10.7 million and $26.8 million.' This funding in-
dudes assistance for regional as well as country 
programs in Asia and the Pacific areas, the Middle 
East and Africa, and Latin America and the Carib. 
bean areas. 

Through 1974, almost $20 million had been 
committed to population activities in the developing 
countries of Asia and the Pacific. Half of this total 
has gone to India. In addition, about $7 million had 
been channeled to countries in the Middle East and 
Africa plus $2 million to Israel (which the Founda. 
tion considers a developed country). Latin America 
and the Caribbean received almost $14 million for 
population activities. For a more detailed breakdown 
of expenditures see the table, p. 241. In addition to 
the above, substantial support has been extended to 
research and training institutions in the United States, 
Europe, Japan, and Australia whose work is related to 
the developing regions. 

In Asia and Africa the Foundation's work has 
been directed primarily toward assisting family
planning action programs with supplementary 
assistance to training and research. In Latin America 
where, until recently, efforts to reduce national birth 
rates were not a customary part of public policy, the 
Foundation's empnasis has been on the study of 
populatio iproblems and on reproductive biology, 

Since 1959, the Foundation has committed over 
$90 million-approaching half of its total devoted to 
the population field-to support fundamental re-
search and training in reproductive biology and to 
broaden knowledge upon which to build improved 
contraceptive technology. This work has been carried 
out principally in university-based laboratories and 
clinics, mostly in the industrialized world. But in-
creasing emphasis isnow being placed on research and 
training programs in the developing world. In this 
field, the Foundation has provided assistance to 74 
institutions in tilc United States and Europe, 21 in 
Asia, 13 in Latin America, and 7 in the Middle East, 
including Israel. 

Grants totaling more than $22 million have gone 
to some 15 university centers in the United States, 
each with a different pattern of specialization in the 
social sciences, demography, and population 
planning. As a result, more d.mographers are now 
involved in the design and evaluation of family
planning programs; schools of public health have 
developed curriculums for training family planning 
administrators; and behavioral scientists are working 
to solve problems of education and communications 
for family planning and in understanding factors in 

the social 'and cultural environments that affect 
fertility. Much of the Foundation's support to U.S. 
population centers has been directed toward research 
on the causes and consequences of population growth 
in the developing world and toward training Indi. 
viduals for responsible positions in national family 
planning programs. 

The next 5 years. Ford Foundation budgets for 
work in the population field as for other fields are 
being reduced at present, but population will con
tinue to have a high priority. The Foundation has 
budgeted $12.7 million for it in 1975 and $11.5 
million in 1976. The 1972 total was $14.7 million. 

The overriding theme of the World Population 
Conference at Bucharest was the role of population
change as an integral part of development, thus 
reinforcing the Foundation's decision to give priority 
attention to matters in this sphere. The Bucharest 
Conference also indicated the increasing willingness 
on the part of governments throughout the world to 
provide family planning information and services, 
whether as an instrument to improve the health and 
welfare of the mother and child or as a part of an 
effort to lower national rates of population growth 
for the benefit of the country. This concern is 
reflected in the Foundation's continuing efforts to 
encourage research aimed at improving contraception 
as well as making family plannin!; programs more 
effective through improved management and better 
information and education programs. 

Under current plans, the Foundation's population 
activities during the next 5years are expected to take 
the following shape. 

Funding for reproductive science and contra. 
ceptive development will be reduced from the $6 to 
$7 million annually of the past few years to $2to $3 
million per year. Increasing priority will be given to 
overseas programs, where access to financial support 
is more limited than in the United States. Effort will 
be made to stimulate local financing in such countries 
as Japan and Australia, to emphasize innovative 
approaches to fundamental research on an inter. 
disciplinary basis, to attract young scientists into the 
field, and to help provide guidance to the field 
through activities such as the Review of Reproductive 
Biology and Contraceptive Development which is 
being carried out jointly by the Ford Foundation, the 
Rockefeller Foundation, and the International De
velopment Research Center. 

To improve the effectiveness of systems for 
contraceptive delivery and information and educa
tion, the Foundation is particularly interested in the 
possibility of linkage between indigenous manage. 
ment institutions in family planning programs and the 

242
 



management resources of industralized countries. 
Management interests also include the planning,
administration, and evaluation of information and 
educational programs and the development of ways 
to combineandmaternalfamily and child health services withnutrition planning education. Annual 
nudtrt hion ayeplanin sed jcatiA uala
budgets for this major area of interest are projected at 
$1 million. 

Social science research is expected to receive 
increased emphasis, especially with regard to re-
lationships between population change and economic 
and social variables. This includes prepolicy research 
as well as analysis of the policy-making process and 
evaluation of policy implementation. As in the field 
of reproductive biology, the Foundation expects to 
place major emphasis on encouraging the develop. 
ment of capacity for research and linkages to policy
in the developing world. Three examples of programs
currently being supported by the Foundation along
these lines are: the Ford Foundation-Rockefeller 
Foundation program of awards for social science and 
legal research related to population policy; the 
regional program of social research on problems
relevant to population policy in Latin America 
(PISPAL); and the southeast Asia population research 
awards program (SEAPRAP). 

Emphasis also will be given to the "population
growth-distribution-development nexus" with atten-
tion to such problems as marriage age, status and 
roles of women, infant mortality, incentive schemes,
social security schemes, income distribution, f(mily 
structure, divorce, community structure, education, 
and literacy. 

Finally, the Foundation feels that important 
opportunities remain for collaborative efforts be-
tween it and other agencies, and it will conftinue to 
encourage joint funding with other donors for large
multicountry activities. 

General Service Foundation 
The General Service Foundation has provided 

support since 1965 for selected educational and 
research activities in the population/family planning
field, including public education regarding the social 
and personal impacts of population growth and 
change. Through calendar 1974 its grants in this 
field, for both national and international projects, 
have totaled over $1.5 million. Included are projects
in sex education, leader education, population edu. 
cation, information and education, research, family
planning assistance, program training, legal aspects
of population matters, and provision of counseling 
services. 
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International
 
Confederation of Midwives
 

' International Confederation of Midwives 
( 1Me in te r oa mnfederaton o nd(1CM, initiated a program in 1972 to encourage and 
help midwives around the world to supply familyplanning information and services for their clients and 
local groups as part of their basic work for maternaland child health. Since then, the 1CM has been 
conducting a series of regional programs for mid
wifery leaders from nearly all developing countries. 
Funding is provided through a grant from the U.S.Agency for International Development. 

International Planned 
Parenthood Federation 

The International Planned Parenthood Federation 
(IPPF), with its network of family planning associa. 
tions in individual countries, has long played a major
and uniquely important part in the world spread of 
fi!mily planning and awareness of population
problems. In the last decade its role in family 
planning education and in the prevision of technical 
services and supplies has xpanded dramatically
between 1965 and 1975 the number of member 
associations rose from 40 to 84. Also, groups in 17 
additional countries were working toward member. 
ship in 1975. 

From its inception, IPPF has, in effect, been a
 
women's rights organization staunchly upholding a
 
woman's basic right to determine the number and 
spacing of her children, it has also campaigned for the 
right of parents to family planning information and 
services to be recognized universally as a basic right. 

Organization 

Much of IPPF's strength comes from the fact that 
member associations are indigenous national organiza.
tions. Each is self-governing, working in its own
cultural and political environment to meet the needs 
of its own people while carrying out basic aims of 
promoting family planning and disseminating
knowledge of the consequences of rapid population 
growth. 

Through the individual country associations, 
thousands of clinics are being operated and millions 
of people in all regions of the world are receiving
family planning information, services, and supplies.
Many hundreds of volunteers and staff workers are 
going into schools, factories, community centers, and 
isolated rural areas to reach additional thousands. 

In well over 100 countries some form of famly 



planning program, either government- or non-
government-sponsored, has been established or is 
underway. More than 60 countries have national 
population commissions, and more than 40 have 
announced official policies on population growth. In 
almost all of these countries, the pioneering activities 
of their own family planning associations, assisted by 
IPPF, were the forerunners to development of the 
government programs. Many governments now in-
dude family planning or child spacing as part of their 
public health or maternal/child health programs. Such 
projects receive strong IPPF support and are par. 
ticularly important in countries where large families 
have traditionally been desirable. 

Through its central office in London and six 
regional offices, the IPPF Is a supportive and uniting 
body for all these activities. It helps individuals and 
groups organize family planning associations and gain 
public understanding and political support; and it 
provides them with financial assistance, technical 
advice, supplies, and education and informat,3n 
services to enable them to become more competent in 
planning, programming, budgeting, and reporting. As 
part of its services to member associations, IPPF 
arranges for field visits, seminars, and workshops and 
trains more than 25,000 workers a year. 

Cooperation With Others 
Close cooperation is maintained with other volun-

tary agencies such as the International Council of 
Women, Associated Country Women of the World, 
International YWCA, Girl Guides, World Assembly of 
Youth, and International Cooperative Alliance as well 
as with trade unions, professional associations, and 
many health and welfare groups. 

IPPF has given special consideration during the 
last 3 years to integration of family planning into 
other efforts to raise living standards and particularly 
into rural development. This is done primarily by 
working closely with other groups. In the Philippines, 
the family planning association cooperates with 
government departments in an annual educational 
motivation campaign; more than half a million people 
attended over 7,000 meetings in Indonesia under a 
community education project; and the family 
planning association in Korea serves 400,000 mem-
bers of 2'),000 Mothers Clubs. An IPPF Centre for 
African Family Studies, based on an international 
agricultural extension college in Kenya, is launching a 
program for the training of agricultural extension 
workers throughout Africa in community develop-
ment and family planning communication. The 
Allahabad project in India and the Shadab project in 
Pakistan are two extensive demonstrations of family 
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planning becoming an integral part of community 
development in largely rural areas. 

IPPF has developed an expanding work relation
ship with the United Nations and its specialized 
groups. The Economic and Social Council (ECOSOC) 
has granted IPPF Category I status, up from the 
consultative status granted in 1964 and Category It 
status in 1969. IPPF is on the technical panel of the 
United Nations Fund for Population Activities 
(UNFPA), has acted as its agent in handling grants for 
some countries, and has cooperated with it in raising 
funds from governments. Consultative status is main
tained with the World Health Organization (WHO), 
the United Nations Children's Fund (UNICEF); the 
United Nations Education, Scientific, and Cultural 
Organization (UNESCO); the Food and Agriculture 
Organization (FAO); and the International Labour 
Organisation (ILO). Programs are carried on in 
collaboration with several of these agencies. 

The International Audio-Visual Resource Service, 
funded by the United Nations Fund for Population 
Activities (UNFPA) and jointly run by UNESCO and 
IPPF, was set up late in 1974 to help government 
agencies and organizations and family planning 
associations to make the best possible use in their 
programs of the growing wealth of audiovisual 
materials around the world. 

World Population Year 
High priority was given by IPPF to cooperation 

with the United Nations on World Population Year. 
Member associations sponsored or participated in a 
great range of special activities with information and 
support from the central and regional offices. Many 
volunteers from the member associations were in
cluded in the national government delegations to the 
1974 World Population Conference in Bucharest, 
which itself reflected growing international 
acceptance of IPPF aims and programs and a marked 
change in attitudes toward family planning in the last 
decade. 

IPPF ran a daily newspaper, Planet, throughout 
the Bucharest meetings. The paper served to point to 
the issues and clarify the simultaneous debates in the 
various commissions of the governmental conference 
and in the sessions of the NGO Tribune. 

In its 9-point position paper presented at the 
Conference, IPPF strongly backed a target date of 
1985 to bring family planning education and services 
to 2.5 billion men and women in their fertile years. 
While this was not included in the World Plan of 
Action as a goal for governments, there was no doubt 
that delegates believed it should remain the objective 
of the private sector and that each government should 



be encouraged to fix a target that wejld be realistic in 1968, and had reached $12.4,million in 1974, 
in terms of its own needs and resources. . Assisted countries are making noteworthy contri
;, ,This is a continuation of the forward movement butions of funds, goods, and services. For instance, 

demonstrated at the United Nations Human Rights especially substantial financial support has been 
Conference in Teheran in 1968 when 84 nations provided to their own associations by the Govern
passed, without dissent, a resolution strongly ments of India, Pakistan, Korea, the Philippines, and 
supported by IPPF stating that couples have a basic Ghana. Many provide space and facilities for clinics. 
human right to decide on the number and spacing of The Family Planning Association of Venezuela, for 
their children. And it is a decided change since the example, which was just getting underway in 1966, 
1965 World Population Conference in Belgrade when was by the end of 1974 operating 136 clinics, 132 of 
IPPF was one of two nongovernmental sponsors and them in Government premises. In Kenya,. where a 
considered it a significant accomplishment that clinical program was started in 1968, IPPF and the 
family planning was included in the agenda and one Government have a cooperative project which sends 
session dealt with contraceptive methods. seven mobile teams into rural areas and which will be 

taken over entirely by the Government in 1976. 

Contributions Substantial support comes from private organiza
tions and foundations. Oxfam was one of the earliest

IPPF's eminent position in the family planning donors (1965), and the Victor Fund gave great 
field is evidenced also in the sources and amounts of impetus to such contributions the same year with a 
the contributions it receives. For IPPF's first decade, pledge of $3 million to be spread over 3 years. IPPF 
beginning in 1952, funds were woefully short, coming estimates $2.2 million will be received from such 
mainly from private donors in the United States and sources in 1975. 
the United Kingdom. In 1965 support was beginning Member associations are encouraged to conduct 
to come in also from governments, and IPPF was able their own fund.raising activities and where possible 
to budget $895,000 (compared with $30,000 in to contribute to central funds, The Family Planning 
1961). As interest and support increased, expenditure International Campaign in England was launched in 
levels reached $14.3 million in 1970; $33.7 million in 1963, the forerunner of many successful campaigns in 
1973; and the estimated cost of programs for 1975 other countries, such as Canada. The 189 affiliates in 
was $46.7 million, with about $30 million of this in the United States hoped to raise $120 million in 
grants to the Federation from governments and the 1975, part of which would support the international 
remainder being contributions by governments or movement. 

Through the years IPPF has expanded its serviceslocal authorities to those associations which are also 
to cover far more than assistance to its member

funded by the Federation. 
Funds are used to support and maintain existing associations. It makes grants to universities and 

organizations and services in needy countries, to assist individuals for family planning research in the fields 
the development of promising new organizations, and of biology and sociology and supports studies in 
to stimulate innovations. The central office engaged contraceptive methods and problems of fertility. 
in 89 separate projects in 1974, each in response to Many training courses to prepare medical and para
an identified need. Financial support was provided to medical personnel for family planning activities are 
65 member associations and to 20 others in countries conducted or underwritten. 
without member associations. The central office also 
distributed $5 million worth of contraceptives 
through its affiliates. Conferences 

The number of donor countries, as well as International and regional conferences are 
amounts given, has grown steadily. Sweden in 1965 another important activity. IPPF has sponsored nine 
was the first country to make an official grant. It was international conferences; and numerous reg!onal 
followed shortly by the United States, Japan, Great meetings serve to diffuse knowledge and experience. 
Britain, Denmark, and Norway. In 1974, 23 countries In 1971, the Middle East and North African regional 
made direct financial contributions, including 10 office brought together 80 Muslim specialists and 
developing nations. IPPF hopes to have 50 contri- scholars from 24 countries to consider the religious 
buting countries by 1976, with 20 from the ranks of implications of family planning. Their two.volume 
the developing nations. study, published in Arabic and Fnglish, represents 

U.S. Government grants to IPPF, channeled one of the major sociological documents produced in 
through the Agency for International Development, the Islamic world in recent times. The scholars, from 
began with $121,000 in 1966, increased to $4 million countries as far apart as Morocco and Indonesia, 
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concluded that Islamic teaching permits family
planning and the use of contraceptives-a major
breakthrough toward realizing IPPF's goals in that 
part of the world. 

The International Conference in Brighton,
England, in October 1973, commemorated IPPF's 
21st anniversary and was called to consider its role in 
the next decade. As a preliminary to this meeting,
IPPF conducted a survey of unmet needs in family
planning in 209 countries. Results showed that while 
31 percent of couples use some method of contra-
ception, only about a quarter of the world's popula-
tion has adequate access to family planning informa-
tion and supplies. 

Following the Anniversary Conference, the IPPF 
Governing Body formulated guidelines and objectives 
for 1974-76. It will seek to: 
@Increase the awareness of peoples and governments 
about the human rights implications of population

growth on family health and welfare and its national 

and global impact. 

9 Improve and expand family planning services with 

emphasis on effective distribution of contraceptives, 

e Promote family life and planning courses in schools 

and for out-of-school youths and adults. 

e Undertake or stimulate action-oriented research in 

biomedical and social sciences. 

e Increase systematic evaluation of Federation activi-

ties. 

* Promote activities to broaden IPPF's membership 

base, especially among young people.

" Make special efforts to expand rural area programs.

" Upgrade volunteer and staff training and skills, 

" Increase efforts to obtain support from all sources, 

* Develop information, education, communication, 

and motivation techniques to achieve these goals. 


Rural Areas, Youth 
Programs are already underway to implement 

many of these objectives. IPPF" is intensifying its 
efforts to reach the millions of people in rural areas 
who have no access to family planning education. In 
Latin America, 50 to 70 percent of the population is 
classified as rural; 80 to 90 percent in Africa; and 
70 to 80 percent in Asia. India is pioneering a
broad education program in rural areas. The Domini-
can Republic, Sri Lanka, Honduras, Pakistan, and 
Lesotho are among other countries developing similar 
programs. In the Dominican Republic and other 
countries, radio is being successfully used to reach 
rural commnities and to stimulate a demand for 
provision of government services, 

IPPF's newly instituted program of community 

based ,''tribution of contraceptives isexpected to be 
especially effective in rural areas. Distribution will be 
through a variety of commercial and noncommercial 
channels with shopkeepers, teachers, housewives, and 
community leaders being recruited to act as suppliers
and to supplement the work of auxiliary health 
personnel. Successful pilot projects in Colombia, Sri 
Lanka, Thailand, and Brazil are serving as models for 
a dozen other countries. UNFPA, the Population 
Council, and several other agencies have joined IPPF 
in designing and launching this major new effort to 
make family planning a practical possibility for rural 
millions. 

Associated with this approach had been the 
recruitment and training of paramedical personnel. 
Midwives, nurses, health auxiliaries, and traditional 
birth attendants are being brought into pilot projects. 

Associations are being urged to involve more 
youth in education and motivation activities and in 
leadership roles. Sex education programs for both 
in-school and out-of-school youth are being
strengthened in an effort to reach young people
before their reproductive years. Many associations in 
Latin America and the Middle East, for instance, are 
working with their governments to introduce sex 
education in school curriculums. 

A special contingency fund of $100,000 has been 
approved by IPPF for youth activity expansion in 
1975, building on a youth workshop held in Singa
pore in May 1973 at which nine associations elabora
ted projects for their countries. A youth leaders' 
consultation workshop on population education and 
family planning programs later brought together 56 
young leaders from 28 Philippine family planning 
organizations; and at the end of 1974 another youth 
workshop was held in Nepal to stimulate activities 
and involvement in Pakistan, Ceylon, Bangladesh,
India, Iran, and Nepal. 

Association volunteers and regional and central 
staff met early in 1975 with outside experts to study 
a 1973 survey of training needs and activities within 
IPPF and to map out the first steps towards designing 
a strategy for a major effort in training generally and 
in management development in particular. This effort 
is being allotted top priority for the Federation as a 
whole. Member associations also regularly turn to
IPPF for motivational and educational materials, and 
these are subject to continuing review, renewal, and 
addition. A fieldworkers' kit containing slides, film 
strips, and printed matter was tested in 1974 and was 
scheduled to be uxd widely in 1975. 

Dissemination of information to bring about an 
awareness of population problems and create an 
understanding of the necessity for family planning is 
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-a fundmental service of IPPF. The library and 
information center in London (with 6,000 volumes) 
is a major world resource on all aspects of family 
planning and of population education. Audiovisual as 
well as printed materials are made available to 
researchers, students, and program planners and 
managers. A regular flow of technical handbooks and 
other aids is maintained for workers in specific family
planning and population fields, 

Publications 

Crucial to the success 
of IPPF member associa. 

tions in their own countries is the ability of IPPF as a 
whole to influence opinion leaders and, through
them, governments, the United Nations agencies, and 
other international and national organizations. The 
central office has always maintained an active publi-
cations program and adapted its cutput to the needs 
of the time. Rapid success has been achieved by the 
quarterly magazine People, launched for the opening 
of the World Population Year, The periodical aims to 
provide decision makers and other persons of in-
fluence with a regular flow of lively information on 
developments and ideas in the family planning and 
population fields. Like most other IPPF publications, 
People is produced in English, Spanish, and French. 
Other influential quarterly publications are the Medi-
cal Bulletin and Research in Reproduction. IPPF 
News, produced in Arabic and Portuguese as well as 
the three basic languages, provides a monthly news 
flow for volunteers and staff throughout the Federa-
tion and many thousands of other workers in the 
family planning movement, 

Some Background 
While this report deals primarily with highlights 

of the last 10 years, IPPF's work in the field of family
planning actually goes back 23 years. Founded in 
1952 in Bombay, it was the outgrowth of small, 
national, planned parenthood groups that had 
struggled in a hostile climate for many years. By
1922, Mrs. Margaret Sanger-an outspoken champion
of women's liberation-was working with a planned
parenthood group in the United States and was in 
dose contact with similar groups in other countries, 
IPPF came into being largely through the efforts of 
some of these early believers in women's rights, 

Today IPPF is the largest voluntary family
planning organization in the world. Full membership
is limited to one nongovernmental family planning
association in each country; associate and affiliate 
memberships are also accepted. Member associations 
name representatives to the six regional councils-
Africa, Europe, Indian Ocean, Middle East and North 
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Africa, East and South East Asia and Oceania, and 
Western Hemisphere. These councils choose delegates 
to sit on IPPF's supreme policy group, the Governing 
Body. These representatives from different cultures 
and associations in different stages of development 
work together to promote IPPF's goal, stated in its 
constitution, "to advance the education of the 
countries of the world in family planning and 
responsible parenthood in the interests of family 
welfare, community wellbeing and international 
goodwill." 

Western Hemisphere Region. Headquartered in 
New York City, IPPF's Western Hemisphere Region 
(IPPF/WHR) has been developing and supporting
family planning in Latin America, the Caribbean, and 
northern America for over 20 years. The past 10 
years have seen the movement sweep through the 
region, bringing affiliated family planning associations 
to all except two countries-Cuba and Haiti-and 
attracting nearly 2.9 million acceptors of family 
planning by the end of 1974. These years also 
brought immense increase in the region's program
resources-from a budget in calendar year 1965 of 
$196,000 to the 1974 level of $8.59 million in funds 
and $4.3 million in commodities for distribution. 

The country associations in the Western Hemi. 
sphere organize their programs around family
planning clinics, generally founded and operated in 
Latin America by doctors and in the Caribbean by
volunteers from all walks of life. The number of 
clinics reached a peak in 1972 of about 750. These 
serviced 3.5 million visits by clients in that year, of 
which almost 500,000 were first visits. The number 
of association clinics has decreased to about 500 in 
1975 largely because more governments are now 
providing family planning services. 

In the past 5 years, IPPF's affiliates have begun
operations in rural Latin America and in the 
Caribbean. The first rural effort was by the 
Colombian association PROFAMILIA; it set a i.attern 
that has come to be known as community-based 
distribution. In the past 3 years, PROFAMILIA's 
program has set up 370 distribution points serving
12,000 acceptors in a low-cost system enjoying 
exceptionally high continuation rates. This success 
has led to a transfer of the community-based 
distribution techniques to urban slums, beginning 
with Bogotc in 1973. Costa Rica, the Dominican 
Republic, and Brazil are among the other countries 
with programs bringing family planning to rural areas 
via mobile units, radio programs, and special training 
courses. 

This broad trend toward bringing services directly 
to potential acceptors came to be supplemented by 



other Innovations and new attitudes as the 1970's 
advanced These include a much wider use of para. 
medical personnel, renewed emphasis on postpartum/ 
postabortion programs, and establishment of the first 
voluntary sterilization program in Latin America. 

From the outset, the associations were challenged 
to find ways of telling the public that family planning
services are available and beneficial. And by 1970, 
information and education units had been established 
throughout the Western Hemisphere region and all 
but a very few associations were making use of mass 
media. In 1975 the Center for the Training of Latin 
American Communicators in Family Planning had 
graduated four classes of about 40 students, each 
from courses lasting 10 weeks, 

W. K. Kellogg Foundation 
. As part of its broader program, the W.K. Kellogg 

Foundation has provided financial support over the 
past decade to organizations active in the fields of 
family planning and population education. 

Grants to the Alan Guttmacher Institute, 
formerly the Center for Family Planning Program
Development, totaled $1,850,000 for fiscal years 
1968.69 through 1974.75. Funds provided for the 
first 6 years of this period were to support the 
Institute's overall activities in the field of family 
planning/population education. For 1974-75, the 
grant was for a project to increase the availability of 
family planning services in rural areas of the United 
States. An additional $325,000 has been budgeted for 
this purpose through 1977. 

From 1966 through Foundation
granted $700,000 to the 1975,Internationalthe Planned 


Parenthood Federation (IPPF) to be used for infor
mation and education programs in its Western Hemi
sphere region. Its funding for 1974 and 1975 enabled 
support of an education and training project con-
ducted jointly by the Sociedade Civil de Bem-Estar 
Familiar no Brasil (BEMFAM) and the government of 
the State of Rio Grande do Norte in the poverty 
stricken northeastern part of the country. BEMFAM, 
a nonprofit family welfare society, is the IPPF 
affiliate in Brazil and operates an extensive family
planning program. The educational and motivational 
program in Rio Grande do Norte includes participa-
tion of specially trained teachers and other com-
munity leaders. 

Assistance also has been provided, beginning in 
1971, to the Population Reference Bureau, Inc., for 
Its information/education activities in Latin America. 
Grants to the Bureau for 1971 through 1974 totaled 
$325,000. 

Two other major Foundation-supported projects 

In Latin America with emphases on population 
planning are the Pan American Health and Education 
Foundation's Regional Maternal and Child Health 
Project based in Sio Paulo, Brazil, and the Javeriana 
University's model maternal and child health program 
in Bogotd, Colombia. 

Lutheran World Relief 
Lutheran World Relief has shipped family planning 

supplies to missionary hospitals for many years. In 
1964, a special family planning project received 
financial underwriting. At that time Lutheran World 
Relief began providing funds to Korea for a mobile 
medical unit, which served as a pilot family planning 
program in rural areas. This was followed by funds 
for family planning seminars,, with travel costs for 
leaders. Beginning in 1967, funds were authorized for 
family planning projects in India. Lutheran World Re. 
lief continues to give regular help to the Taiwan 
Christian Service for its family planning work in low. 
cost housing developments in Taipei. 

Mennonite Central
 
Committee
 

The Mennonite Central Committee (MCC) has 

assisted family planning activities in Indonesia, India,
South Vietnam, Haiti, and Paraguay in conjunction 
with broader medical and community development 
programs. In most of these countries, MCC is associ.
ated with the Planned Parenthood Program of ChurchWorld Service and with local government programs. 

Milbank Memorial Fund 
The Milbank Memorial Fund was active in the 

population-demographic field from 1928 through 
1971. It explored the question of differential fertility 
according to socioeconomic status, investigated 
contraceptive practices, and studied social and 
psychological factors affecting fertility. During part
of the last decade, the Fund continued to award an 
annual fellowship to the Office of Population Re
search at Princeton University. These grants were 
initiated in 1936 and the last was made in 1972. A 
series of grants in general support of the Office of 
Population Research also continued during this 
period. 

Four biennial conferences were held from 1965 
through 1972 and the proceedings published in the 
Milbank Memorial Fund Quarterly. The last 
conference was "Forty Years of Research on Human 
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Fertility." Earlier conferences were: "Demographic 
Aspects of the Black Community" In 1969; "Current 
Research on Fertility and Family Planning In Latin 
America" in 1967; and "Components of Population 
Change in Latin America" in 1965. 

The Fund's major program emphasis is now on 
health services. 

National Abortion Rights 

Action League 


The National Abortion Rights Action League 
(NARAL) was organized in 1969 as the National 
Association for the Repeal of Abortion Laws. It 
adopted its present name after the Supreme Court 
abortion decision in 1973. NARAL's registered 
lobbyists monitor legislation and provide relevant 
information to public officials and agencies. By 1975 
it represented a coalition of more than 70 State and 
national groups. Political action networks have been 
established in every State to inform both the U.S. 
Congress and the State legislatures of support for the 
right to choose abortion. 

During the earlier period, NARAL concintrated 
its efforts and resources in States, such as New York, 
that were considering acceptable bills with a realistic 
chance of passage. It also promoted and assisted in 
the organization of State repeal groups and helped 
initiate challenges to restrictive laws. 

Recently, NARAL sent representatives to the U.N. 
World Population Conference in Bucharest in 1974 
and to the U.N. International Women's Year Con-
ference in Mexico City in 1975 to help organize the 
International Association for the Right to Abortion. 

National Right to Life 

Committee 


The National Right to Life Committee is an 
affiliation of State right-to-life organizat-ons opposed 
to abortion in the United States. Their objective is to 
secure the right of "personhood" to ever, unborn 
child. While each of the United States is represented, 
the State organizations and structures differ widely. 
In California over 100 right-to-life groups are affil-
iated with a State coalition. Other States may have 
but one organization; number of members differs 
considerably from State to State. 

The National Committee's stated functions are 
to: 
* Promote respect for the worth and dignity of all 
human life, including the life of the unborn child 
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from the moment of conception. 
* Encourage, promote, and sponsor legislation and 
other measures for the protection of human life 
before and after birth-particularly for the defense. 
less, the incompetent, the impaired, and the Incapaci. 
tated. 
* Engage In activities that will help to accomplish the 
above purposes. 

Objecting to the 1973 decision of the U.S. 
Supreme Court which liberalized restrictions on 
abortion, the Committee holds that the abortion 
question involves a true balancing between two 
innocent lives. The mother, because she is pregnant, 
has not forfeited her life. The child conceived has 
done nothing to indicate that its life should be taken. 
Both deserve the utmost in competent medical care. 
No action should be taken, however, to eliminate the 
life of the child, and every precaution and medical 
measure must be used to assure that neither life be 
sacrificed for the sake of the other. 

Recognizing the difficulties involved in problem 
pregnancies, the National Right to Life Committee 
endorses programs such as Birth Right and Pregnancy 
Aid. 

It favors adoption of a proposed human life 
amendment designed to afford the protection of the 
U.S. Constitution to all human beings-including their 
unborn offspring at every stage of their biological 
development irrespective of age, health, function, or 
condition of dependency. 

Negative Population 
Growth 

This organization, begun in1972, has worked to 
promote drastic reduction in world population during 
the next 70 to 100 years in order to make possible a 
world economy it believes would be sustainable 
Indefinitely in a sound and healthy environment. As 
an initial goal, it seeks to encourage first the United 
States and then all countries to put into effect 
national programs of population control in order to 
reduce the population to not more than half the 1970 
levels. 

Two grants have been received to be used for a 
membership campaign and for education-information 
projects. Four position papers have been issued, and 
four others are in preparation. Officers have been 
participating in workshops and conferences sponsored 
by population and environmental groups. And the 
organization is now issuing a quarterly newsletter, the 
first issue distributed in 1975. 



Office of Population 

Research 


The Office of Population Research at Princeton 
University is one of the nation's oldest centers for 
demographic research and teaching. Since its 
founding in 1936, the Office has consisted of a 
professional staff of moderate size and a large number 
of visitors and students who come for research and 

training. 


Over the years methods have been developed for 
analyzing fertility, mortality, nuptiality, and migra-
tion and their relation to the growth rates and age 
structu:as of populations. Several researchers are 
currently engaged in studies of the classical core of 
mathematical demography-namely, the theory of 
stable populations and related concepts. Another 
continuing concern of the Office is methods for 
estimating standard measures of fertility and 
mortality from inaccurate and incomplete data. Pro-
gress in this area can be helpful both in analyzing data 
from developing areas and historical demography. 

Various studies, continuing an interest begun 
decades ago, also are being conducted within the 
broad heading of population growth in developing 
countries. For example, a current project examines 
available evidence on population policy and income 
distribution. 

Two major on-going research projects deal with 
fertility. An international team of scholars-some 
working at the Office and some in their native 
countries-are analyzing demographic trends in each 
of more than 700 European provinces with relation 
to declining birth rates. In the United States, the 
1975 National Fertility Study is underway. Re-inter-
views will be scheduled with 3,000 women who 
participated in a study in 1970, and first interviews 
will be solicited with 1,000 women who have married 
since then. Complete pregnancy histories and a record 
of use of various modes of fertility regulation will be 
collected from each respondent along with other 
data. 

The Office of Population Research offers instruc-
tion to doctoral candidates in such fields as eco-
nomics, sociology, and statistics; to visiting students 
enrolled in a special nondegree program; and to 
post-doctoral research fellows who come for training 
under grants. In addition to formal courses, the 
Office regularly schedules seminars on research in 
progress to acquaint students with new findings and 
new techniques. In the past 2 years, students from 
Colombia, England, Egypt, India, Mexico, Morocco, 
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Nigeria, Scotland, and the United States have received 
training in demography. 

Population Index, published quarterly, provides 
a special service to the field of demography-the 
collection of bibliographic information, 

The staff, in addition to research, teaching, and 
publication of the quarterly, engages in extensive 
public service activities. Members have served as 
consultants to the United Nations, the U.S. Govern. 
ment, and governments around the world as well as 
to private foundations and colleges and universities. 

Oxfam 
Oxfam, a voluntary British-based organization, 

began supporting family planning activities in 1965 
and since then has provided assistance for projects in 
34 countries. From 1965 until April 1973 grants 
totaled slightly less than half a million pounds with 
approximately £80,000 awarded for projects in 
Africa, £325,000 in Asia, and £87,000 in Latin 
America and the Caribbean. 

Early assistance was modest, averaging about a 
dozen grants a year and totaling £30,000 to £40,000. 
By 1972-73, some 30 projects received £40,000 and 
in 1973-74 grants of approximately £164,000 were 
made for projects including family planning. Of this, 
£39,000 went to Africa, £84,000 to Asia, and 
£41,000 to Latin America and the Caribbean. 

Oxfam seeks out small, needed projects and makes 
a special effort to encourage the smaller medical 
institutions to provide family planning. High priority
isgiven to preventive health programs in which family
planning is closely associated with maternal and child 
health services. Training and motivation are 
emphasized and related to an overall philosophy of 
integrated family care and welfare. 

Family planning programs in India have 
accounted for a large proportion of Oxfam's grants. 
For example, continuing support has been given to 
the Christian Medical Association of India for a 
nationwide family planning program, and aid has 
been approved through 1977 for aproject in Bombay 
that incorporates family planning with other health 
work. 

Among its activities in other areas, Oxfam has 
provided motivational materials and clinic support to 
the Indonesian Council of Churches since 1971 for its 
family planning activities and has agreed to support a 
family planning services and training program in 
Tanzania until 1976. Other Oxfam-supported projects 
include an evaluation study of a family planning 
method being used in El Salvador, support since 1967 
of the St. Vincent Planned Parenthood Association, 
and a family planning program administered by a 



mi.slonary nurse in Kenya. 
In 1969 Oxfam's Council of Management decided 

to allow funds to be used to support vasectomy and 
tubectomy programs if local situations make these 
family planning methods appropriate, 

Oxfam-Canada 

Oxfam-Canada, sister organization of the British 
Oxfam, was established in 1963 as an autonomous 
charitable organization under the patronage of the 
Governor-General of Canada. It has its own board 
of directors and its own projects committee. It is one 
of the largest nongovernmental agencies in Canada 
that funds indigenous self-help projects and offers 
emergency relief and assistance in the less-developed
countries of the world. 

Since 1963, it has provided grants for popula-
tion/family planning activities in Bolivia, India, 
Indonesia, Mexico, the Philippines, Trinidad and 
Tobago, and other countries, 

Pathfinder Fund 

The Pathfinder Fund was formed in 1957 to 
continue the life work of the late Clarence Gamble. 
Beginning in 1929, Dr. Gamble had worked to make 
family planning services available to those who could 
not obtain them. During the 1930's and 1940's, lie 
concentrated his work in the United States, where he 
was responsible for the opening of the first public
family planning clinics in 40 cities and 14 States. He 
made a grant to the Department of Health in North 
Carolina that made possible the world's first govern,
ment-operated birth control program. fie also gave
significant help in the development of a faniily
planning association and a family planning program in 
Puerto Rico. After World War Ii, he began offering 
assistance abroad to initiate or expand family
planning in many countries of Europe, Asia, Africa,
and Latin America. 

At the time of his death in 1966, The Pathfinder 
Fund was a relatively small organization employing a 
few field workers who visited cities and countries 
overseas, stimulated interest in family planning, and 
helped start national family planning associations 
through small grants. Some 20 national associations 
were given such assistance, 

Beginning in 1967, grant assistance from the U.S. 
Agency for International Development and increasing 
philanthropic interest in family planning have made 
possible the expansion of Pathfinder programs. Over 
the 1965.75 decade, the total of Pathfinder grants
and the variety of supported activities have grown 
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greatly, In 1965, Pathfinder grants were less than 
$100,000; in 1975, grants totaled $3.5 million. In 
1965, Pathfinder's primary role was to stimulate 
interest in family planning among the leaders of the 
countries its field representatives visited. Grants were 
made to start activities-but necessarily these grants 
were small. In1975, not only were the number and 
size of grants much larger, but the range of activities 
had multiplied. In 1975 approximately 150 grants 
were made in more than 40 countr,-s.
 

Pathfinder continues to make some grants 
 as 
small as $500 to help countries or cities or organiza
tions start family planning activities. Inthese cases, a 
little money made available very quickly can often 
have substantial impact or even be the key to the 
starting of a larger project. 

As family planning services have become available 
in more and more cities and countries, it is often no 
longer a question of whether family planning services 
would be offered-but of where and how they would 
be offered. Will they be sufficiently inexpensive-so 
that a large population may be served? Will they be 
presented in a manner sufficiently sympathetic so
that couples not highly motivated might use them? 
Additionally, there is an evident need to inform 
people about family planning services so they know 
of their availability, know what they are all about, 
and want to use them. The Pathfinder Fund has 
responded to these needs in many ways. 

Pathfinder, also has sponsored paramedical
training programs and encouraged countries' health 
systems to allow paramedical personnel to deliver 
family planning services. Where overseas training for 
health personnel has seemed beneficial, the Path
finder Fund has funded travel and training. 

It also has conducted an extensive research 
program on intrauterine devices and helped to intro
duce new contraceptive methods in several countries. 

Increasingly, The Pathfinder Fund has provided 
support to leadership groups, professional groups, and 
social service and social welfare organizations to 
enable them to consider tile need for family planning
in their own countries, to discuss the effects of rapid 
population growth on economic development and the 
welfare of their citizens, and to consider possible
actions. The Fund's view is that solutions to 
questions of family size, unwanted pregnancies, and 
rapid population growth must be determined for each 
country by tile people of the country in terms of 
their own needs, culture, and resources. 

More recently, The Pathfinder Fund-taking a 
broader look at the social changes that inevitably 
occur as countries develop-has begun to make grants 
to individuals and to groups to consider the effects of 



the changes, how populations respond to those 
changes, and what the leadership and citizenry might 
do to improve life and welfare under the new 
conditions that are evolving. Economic development, 
improved health, and the increased chances of child 
survival have wrought substantial changes for a large 
part of the world's population. Increasing attention in 
the future may go toward programs that seek to 
understand, accommodate, or stimulate beneficial 
change. 

Pathfinder's field staff, none of whom are 
Americans, has been carefully built up over a decade. 
Five of its members are physicians with public health 
degrees and experience. In 1964, the field office for 
Africa and the Middle East was established in Geneva, 
Switzerland. A national office for the Philippines was 
opened in Manila the same year. Then anational office 
was opened in Djakarta, Indonesia; The Pathfinder 
Fund, India, was organized with offices in New Delhi; 
and regional offices for Latin America were opened in 
Santiago, Chile, and BogotS, Colombia. In 1974 a 
regional office was opened in Nairobi, Kenya, to 
cover sub-Saharan Africa and to enable the Geneva 
office to concentrate on North Africa and the Middle 
East. 

Planned Parenthood 
Federation of America 

The Planned Parenthood Federation of America 
(PPFA), the pioneer family planning organization 
of the United States, is the largest national associa-
tlion within the International Planned Parenthood 
Federation (IPPF) 

Beginning with the founding of the Nation's first 
birth control clinic by Margaret Sanger in Brooklyn, 
New York, in 1916, the U.S. Planned Parenthood 
movement spread. By 1974 it was serving 930,000 
acceptors. Meantime, there has been avirtual tripling 
of the service load since 1966, including services in 
sex education, abortion referrals, vasectomy, and 
other activities. 

PPFA provides the largest private network of 
reproductive health services for low-income women in 
the United States. No one is turned away from its 
clinics because of inability to pay. More than three in 
four of its acceptors during 1974 were of low o 
marginal income. Eleven percent were recipients of 
public assistance. 

In addition to contraceptive services, it provided 
6 million diagnostic tests and examinations in 
1974-pap smears, pelvic and breast examinations, 
Mlood pressure measurements, blood tests, and VD 
tests. It conducted more than 11/million individual 

counseling sessions on birth control, Infertility, 
problem pregnancy, and other medical needs. And it 
made roughly 100,000 referrals to other sources of 
health care-reflecting the organization's concern for 
all medical conditions uncovered during the client's 
visit. 

PPFA also provides the Nation's largest network 
of help and advice for those with a problem 
pregnancy, handling more than 200,000 such cases in 
1974. Those who wished to carry a pregnancy to 
term were recommended to a source of prenatal care 
and, on request, were referred to adoption services. 
Those who wished an abortion were guided to a 
high-quality m,'dical service. During the year, 19 of 
the 187 affdiates provided abortion service and 
follow-up contraceptive guidance in their own facili. 
ties-eight more than ayear earlier. 

The organization also serves as a major source of 
service and referral for persons seeking voluntary 
sterilization. More than 50 of the affiliate organiza
tions offered vasectomy service in 1974. In all, more 
than 13,000 women and more than 11,000 men 
received voluntary sterilization service, counseling, or 
referral through PPFA clinics in 1974. 

The national headquarters of PPFA serves three 
major roles: as guide to its national network of 
community services; as major advocate and analyst In 
the U.S. family planning field; and as a continuing 
source of family planning assistance to other nations, 
both through its own programs and through its im
portant financial support to the International Planned 
Parenthood Federation. 

PPFA develops its own international programs 
through its international division, Family Planning 
International Assistance (FPIA). 

Population Council 
The Population Council is a private, nonprofit 

organization with a twofold role in population 
activities. It undertakes and supports research, 
training, and technical assistance in the social, health, 
and biomedical sciences and also acts as a center for 
the collection and dissemination of information on 
significant developments and ideas related to popula. 
tion questions. 

Established in late 1952 by John D. Rockefeller 
3d, the Population Council is one of the oldest 
private organizations in its field. Initially confining its 
activities to small demographic and biomedical re
search grants, the Council in the early sixties began 
technical assistance to family planning projects in 
developing countries. During the past decade, how
ever, its program activities have centered increasingly 
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on9rsearch in demography, physiology of reproduc-
ti9n,a.nd., public health/family planning and on 
making population-related training available to insti-
tutions in developing countries. Research activities 
are carried out both in-house and through grants and 
fellowships. The institution-building activities are 
carried out through cooperative relationships with 
private organizations and government agencies in 27 
developing countries in Africa, Asia, and Latin 
America. 

In 1975 the Population Council operated with a 
budget of $13 million and a staff of 125, of whom 28 
were stationed in 16 countries. This represented a 
near tripling of its budget and a doubling of its staff 
over the past decade. The organization's 1975 budget 
was drawn from Rockefeller sources, the Ford 
Foundation, other foundations and individuals, and 
U.S. AID. 

Through its Demographic Division, the Council in 

1975 provided major training assistance to universi-

ties and university-institutes in 14 countries and 

minor assistance to other groups in Africa, Asia, and 

Latin America. In all such efforts, it sought to help 

recipient organizations in developing institutional 

capacities for local demographic training and research 

relevant to national situations. The application of 

social science, and particularly economic analysis, in 

the study of population policy was the aim of 

assistance to development planning bodies and related 

research institutes in four countries. Support for 

professional interchange was provided through inter-

national professional associations-notably the Popu-

lation Association of Africa. 


Research and publications of the Demographic 
Division in 1975 involved six major fields, all 
supported by grants or conducted by the Council's 
own professional staff. The fields included demo-
graphic measurement, detailed assessment of the 
demographic situation in selected countries, models 
of fertility determination, models of economic-
demographic processes, population projection tech-
niques and results, and migration. Workshops and 
specialists' meetings in a variety of scientific and 
policy-related subject areas were also conducted or 
supported by the Council. 

Through its Technical Assistance Division, the 
Council provides major support to family planning 
programs in Colombia, the Dominican Republic, and 
Venezuela in Latin America; Morocco and Tunisia in 
Africa; Iran in the Near East and South Asia; and 
Indonesia, Korea, Taiwan, the Philippines, and 
Thailand in East Asia. As the basic needs of family 
planning programs have been met by governmental 
and international agency funding, emphasis has been 
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increasingly turned to experimental, innovative, and 
evaluative activities. Information and education pilot 
activities were conducted in Iran and Korea and are 
serving as the basis for expanded programs in these 
countries. In Turkey, Indonesia, and the Philippines, 
work has been completed on the development of 
family planning delivery assistance through the urban 
hospital-based international postpartum program. 
Similar efforts are now being extended in the rural 
areas through family planning demonstrations coordi
nated with maternal/child health care. 

Postrirtum programs previously supported by 
the Council's technical assistance activities have been 
transferred to other funding approaches, including 
those of WHO, UNFPA, and local governments. 
Research and evaluation continued as a major thrust 
with significant activities in Colombia, Venezuela, the 
Dominican Republic, Tunisia, Iran, Thailand, South 
Korea, and Indonesia. In addition, the International 
Committee on Applied Research in Population con
tinued to identify and quickly test out promising 
ideas for improved fertility-reduction measures. 

An unchanged primary objective of the Bio
medical Division of the Council isthe development of 
improved, new methods of fertility control. Earlier 
activities toward this end were given new impetus in 
1970 when U.S. AID awarded a $3-million, 5-year 
contract for the development of a once-a-month pill. 
Under this program, the Division conducted and 
c.uordinated efforts to develop agents with useful 
contragestational activity. Nearly 300 compounds 
were evaluated for contragestational potential in a 
variety of animal and biochemical tests. Several 
compounds identified as having possible utility are 
undergoing continuing investigations. 

The Biomedical Division's contraceptive develop
ment efforts scored a success in the early sixties with 
its work on the plastic intrauterine device (IUD). The 
Division furnished the lion's share of the research 
funds, programmatic help, and manufacturing aid 
that brought the IUD to its present stage as a major 
contraceptive in national family planning programs. 
In 1971, the Division's research efforts were en
larged with the founding of the Internationa, Corn
mittee for Contraceptive Research (ICCR), which was 

established to carry work on new methods of fertility 
control through to the final stages of testing and 
development. The Committee has focused on 12 
potential new fertility control methods and has 
evaluated nearly 100 different dosage regimes and six 
IUD's in the pursuit of these methods. Approxi
mately 50,000 men and women have participated in 
these trials. The "Copper T," an IUD, is the first of 
the ICCR's potential new methods to complete testing 
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and development. It is now being distributed'in over 
20 countries. 

The Biomedical Division has sought to stimulate 
research and training in reproductive biology and 
allied fields in both developing and developed 
countries through its Visiting Scientist, Fellowship 
Training, and Grant Programs. Small numbers of 
international scientists and scholars are invited to 
spend their sabbatical leaves working in the Division's 
laboratories. The Division's Fellowship Program en-
ables biomedical scientists from both developing and 
developed countries to carry out advanced training in 
their specialties at institutions of their choice. In 
addition, the Division provides post-doctoral training 
for selected scientists in its own laboratories. 

P-opulation Crisis 
Committee 

The Population Crisis Committee (PCC) has 
played a key role in strengthening programs to curb 
world population growth during the past decade, 
especially through its educational work with leaders 
and policymakers in many parts of the world. 
Established in 1965 by the late Hugh Moore, 
Kenneth B. Keating, and William H. Draper, Jr., the 
PCC seeks to generate knowledge, understanding, and 
action throughout the world to help bring birth rates 
into balance with reduced death rates at the earliest 
possible time. 

A nonprofit educational organization, the Coin-
mittee works with concerned citizens in all walks of 
life and with leaders in business, the professions, 
science, religion, and government. Its aim is to reach 
an ever-widening audience through meetings, discus-
sions, and the publication and distribution of educa. 
tional and policy statements on population problems. 

Over the past decade, General Draper and other 
PCC members marshalled some $10 million of indi. 
vidual, corporate, and foundation support for the 
International Planned Parenthood Federation (IPPF). 
Such contributions from the private sector were made 
through the Victor Fund and Victor-Bostrom Fund. 
In 1975, however, a new fund, the Draper World 
Population Fund, was established by PCC to further 
expand such support. Named in honor of General 
Draper, who had served as National Chairman of PCC 
and who died in late 1974, the fund will give primary 
support to the IPPF with emphasis on innovative 
programs that promise maximum impact in reducing 
excess fertility. Distinguished volunteers, under the 
direction of Mrs. Angler Biddle Duke, are contri-
buting their time to the work of this fund. 
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Working with officials 'of the United States 
Government, the Population Crists Committee has 
encouraged the development of the population 
assistance program of AID. Committee members have 
also worked with officials in the Department of 
Health, Education, and Welfare (HEW) to support 
programs that will make family planning available to 
all women in the United States who need but cannot 
afford such services. To emphasize the continuing 
value of biomedical research and to develop and 
perfect better methods of voluntary fertility control, 
PCC members have worked with the National Insti
tutes of Health in organizing conferences, briefing 
sessions, and publications on population research 
issues. 

Since the inception of U.S. programs in 1968, 
Committee members have been increasingly involved 
inUnited Nations programs in population. General 
Draper, as National Chairman of PCC, was a pioneer 
supporter of the United Nations Fund for Population 

Activities (UNFPA). As U.S. Representative on the 
United Nations Population Commission, he and other 
PCC members were influential in formulating plans 
for the World Population Conference held in 
Bucharest, August 1974, and for the World Popula. 
tion Year, 1974. PCC also organized educational 
tours for German and Japanese parliamentarians in 
1972 and 1973, respectively, to see at first hand 
population problems and programs in a number of 
developing countries. 

During 1974, PCC was accorded consultative 
status to the United Nations and was active in a 
number of international conferences. In February, 
the Women's International Conference on Population 
and Development, first proposed and then substanti
ally assisted by PCC, was held under U.N. sponsorship 
and laid the groundwork for new emphasis on 
improving the status of women as a factor in reducing 
excess fertility. In March, PCC helped to arrange a 
conference for Latin-American military leaders and 
officers on Population and Continental Security. In 
August, PCC members participated as delegates, 
advisors, and nongovernmental participants in the 
World Population Conference and the Population 
Tribune. PCC coordinated a team of demographers to 
prepare population projections of 40 countries for 
the Conference to demonstrate implications of 
alternative population growth assumptions into the 
21st century. 

Throughout 1974, PCC worked to publicize and 
promote action on the world food crisis, emphasizing 
the close relationship between rapid population 
growth and food deficiencies in the developing world. 
A "Declaration on Food and Population," which was 



drafted In consultation with food experts from all 
over the world and signed by over 3,000 prominent 
citizens from more than 100 countries, was presented 
to the Secretary General of the United Nations in 
April. Based on this Declaration, a resolution 
sponsored by 24 developing countries was adopted by 
the World Food Conference in Rome in November 
1974. The resolution urged that birth rates be 
brought "into reasonable balance with the lowered 
death rates that have been achieved." 

In 1975, PCC worked to maintain the momentum 
gained during World Population Year (1974). The 
establishment of a program on Women, Food, and 
Population enabled PCC members and staff to play a 
major role in preparations and implementation for 
the U.N. International Women's Year Conference. An 
international "Call to Action" has been formulated 
and widely circulated by PCC. 

Throughout the last decade, the PCC has de-
veloped a key educational role. The PCC has con-. 
sistently recruited influential volunteers, prepared 
pioneering. publications and reports on crucial issues 
in the population field, and helped to develop a 
broader base of understanding for population issues 
among policymakers in many parts of the world. In 
the post-Bucharest era, as an increasing number of 
governments are moving to implement constructive 
population policies and to integrate these with overall 
economic and social development, PCC will continue 
to encourage wider understanding and support for 
such programs. 

Population Institute 
The Population Institute, established in.1969, 

enlists and assists key leadership groups in bringing 
population growth into balance with resources as 
quickly as possible by means consistent with human 
dignity and freedom. Each of its four divisions 
contributes to expanding public knowledge of and 
interest in population problems in the United States 
and abroad. The Institute's essential role is motiva-
tion: identifying for a world public its own responsi-
bility for population issues and providing programs 
and other resources for action. By reaching out to 
leadership, it employs the principle of leverage, 
engaging a vast constituency through the institutions, 
structures, and media to which millions give attention 
and allegiance. 

The Organization Liaison Division. Beginning in 

major organizations-including the Camp Fire Girls; 
the Boys Clubs of America, the American Association 
of University Women, the YWCA, and the PTA
millions of individuals are being reached. A bi
monthly publication (first distributed in 1974) and 
issue-oriented bulletins channel information to these 
groups; frequent programs of activism or involvement 
in issues give them a means of contributing directly to 
the solutions of problems. 

The Youth and Student Division. The Institute's 
first del artment, started in 1970, is focused on 
sensitizing America's youth to the problems of 
population growth. Now the Division's work has 
grown to international dimensions. At the request of 
the United Nations, it called together youth leaders 
from around the world in January 1974 to plan 
participation in World Population Year (1974); since 
then it has continued to assist international youth 
groups. Earlier, in 1973, it had initiated and chaired a 
coalition of U.S. youth organizations working on 
population policy matters in preparation for the 
World Population Conference, and it conducted a 
group of students to this Conference. 

Through these U.S. students, a nationwide 
campus action network has been established to 
promote student involvement in population activites. 
In addition, The Popidation Activists' Handbook, 
published by Macmillan in November 1974, was 
prepared by the Division to assist students in be
coming involved in population issues. Other activities 
include a project, initiated in January of 1972, that 
provides student interns to assist state policy makers 
in researching and developing population-related 
programs. And inJanuary 1975 aNational Resource 

Center/Clearing ttouse on Population was organized 
to provide materials and resources to college and high 
school students. 

The Education Division. Division personnel assists 
educators, associations, textbook authors, and 
publishers in carrying population-related issues into 
classrooms. The Division seeks an interdisciplinary 
inclusion of population-related themes and informa
tion in all cuirioula. It identifies the need for students 
to understand the interrelationship of all social issues 
and the population growth component of each. 

The Communication Center. The Center works 
extensively with radio and television in the United 
States and abroad to help spread population informa
tion. For example, after background briefings by the 
Institute for 600 TV writers and producers in Los 

May of 1972, the Liaison Division has given in. Angeles on November 17, 1971, and 400 in New 
creasing help to U.S. national organizations in in- York on March 15, 1972, major network executives 
forming their members on population-related issues. requested briefings for all their producers and story 
Through regular communications with more than 500 editors. These have led to effective discussions on TV 
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programs. A series of Institute-sponsored annual TV 
awards first presented in May 1973 helps to motivate 
producers and writers to include population issues in 
network entertainment television. 

The Center also maintains liaison with radio and 
TV network news staffs and helps them perceive and 
report the relationship between rapid population 
growth and world problems in food, energy, and 
housing. As a result of efforts of the Communication 
Center, a worldwide association of religious broad-
casters is focusing radio-TV programs on population 
problems. These broadcasters, convened by the Insti-
tute in London in August 1973, operate the two 
largest networks in the Third World. Using hundreds 
of transmitters, they provide news and information to 
a large segment of the population inAsia, Africa, and 
Latin America. 

Other Communication Center activities have in-
cluded: a national seminar, "The Population Issue 
and the Role of the Press," for over a hundred 
newspaper editors in the United States in April 1973; 
workshops in collaboration with Zero Population 
Growth and other organizations to help local popula. 
tion activists improve their media coverage; an annual 
cartoon contest, now in its third year; and coopera-
tion with other groups in promoting International 
Women's Year, World Population Year, Food Day, 
and other special events. The Communication Center 
was a leader in organizing World Population Day in 
1974. 

Population Reference 

Bureau 
From its beginning in 1929, the Population 

Reference Bureau (PRB) has been a pioneering force 
for increasing public knowledge and understanding in 
the United States and the world regarding popula-
tion-dynamics-related changes and their present and 
future effects for individuals, societies, and the 
environment, 

A private nonprofit organization, the Bureau's 
information-education program iscarried out through 
the issuance of frequent reports and analyses to its 
broad membership and to public information media. 
In addition, it offers special services for population 
education through school systems, sponsorship 
and/or participation in important seminars and 
conferences on population problems, and assistance 
to scholars and private and public agencies in the 
study and analysis of changing population situations 
and problems. Further, the Bureau cooperates with 
other population organizations and institutions In 
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producing or providing information-education 
publications, visuals, and services needed in their 
programs. 

Under its charter, the PRB Is cotinuously con
cerned with all aspects of population developments in 
the United States and abroad, including those in 
cities, nonmetropolitan areas, States, individual 
countries, and geographic regions. Its approach is 
guided by the belief that both individuals and 
governments are more apt to make sound decisions 
on future action when they are fully Informed about 
the influence of population dynamics upon In. 
dividuals and societies. 

Population Services 
p 

International 
Population Services International (PSI), 

established in 1970 as a nonprofit family planning 
organization, directs its programs primarily to mar
keting the concept and means of fertility regulation. 
It stresses methods of contraception that do not 
require scarce medical services and facilities. Its mode 
of programming utilizes mass media, consumer goods 
distribution networks, and local business expertise. 
Population Services International estimates that its 
activities in 1974 were responsible for averting more 
than 22,000 births. 

PSI follows a "social marketing" approach-the 

application of marketing principles to programs de
signed to enhance human welfare. This approach 
focuses on the use of commercial facilities and 
techniques, such as market analysis, sales promotion, 
and consumer education to bring birth control 
information and low-priced services to large numbers 
of people-particularly in areas where family planning 
clinics are lacking or inadequate. In this work, it 
cooperates with local researchers, marketers, ad
vertising and consumer products distribution firms, 
and with community leaders and educators. Its 
long-range objective is to alleviate problems of popu
lation growth, unwanted pregnancies, and sub
standard health. Its medium-range objective is de
velopment of projects that can be adapted for 
large-scale, demographically significant programs in 
developing countries and also reduce unwanted 
pregnancies in developed areas. 

Its largest program in 1975 was a nationwide, 
AID-funded project in Bangladesh. There, PSI is 
working with local firms to educate consumers about 
birth control and to distribute 36 million condoms 
and 7 million monthly cycles of oral contraceptives 
through thousands of shops over the next 3 years. 



Another contraceptive marketing program started 
in late 1973 in Sri Lanka with a grant from the 
International Planned Parenthood Federation (IPPF), 
the support of the Sri Lanka Government, and theaid 
of a local family planning association. Extensive 
advertisingretail outlets and bylocal was used to promotemail.salesFirst-yearthroughsales4,600of 

condoms totaled over 4 million-exceeding the 
original goal of 2.5 million. As a result, a sister 
project has been set up to market oral contraceptives. 

Other projects are underway or in the planning 
stages in Latin America, Haiti, India, Nepal, and East 

A grant from the Population Council is enabling 
PSI to work with private contraceptive manufacturing 
firms operating in Latin America, Southeast Asia, and 
Africa to increase the use of their products in 
developing countries. Working relationships also have 
been established with advertising firms in Kenya,
India, Colombia, Indonesia, the Philippines, Ghana, 
and Sri Lanka. These have worked with PSI to test 
and refine advertisements to promote family planning
in their own locales. Also, marketers in developing 
countries receive PSI support for family planningactivities. 

activities. epopulation
One of PSI's earliest projects, started in Kenya in 

1972, was a campaign using newspapers, radio, direct 
mail, and cinema advertising to sell contraceptives at 
a subsidized price. Followup surveys showed that in 
the project 120,000 condoms were sold to an 
estimated market of 50,000 people. In addition, 
14,000 condoms were scld by mail to purchasers inUganda and Tanzania. A grant from Oxfam has 
enabled PSI to purchase a mobile unit and hire afleidman to continue this project in remote areas.In addition, some PSI projects relate to medical

InomePSIaditon, rojcts elae tomedcal 
procedures. For example, widely distributed leafletshaverecuitdcndiatcsforvasctoiesand 

laparoscopies in the Philippines. Also aScaife grant is 
being used for a clinical project in Australia to 
demonstrate the use of menstrual regulation tech-
niques. 

In the United States, PSI gives high priority to 
programs for teenagers with special emphasis on 
young men 13 to 20 years old. A 2-year project
supported by the Office of Economic Opportunity 
brought contraceptives and sex information to over 

25,000 young men by direct mail and indirectly to 

over 40,000 more via high school athletic coaches. 


Foundations that have contributed to PSI activi-
ties, In addition to those donors previously men-
,tioned, include the Hugh Moore Fund, Ford Founda. 
tion, Sunnen Foundation, Playboy Foundation, and 
the Henry B.Plant Memorial Fund, Inc. 

Resources
 
for the Future
 

Demographic work as such became a formal part
of the research program at Resources for the Future 
only in tate 1970 though it had been an integral part
of nearly every project since the organization'sfounding in 1952 because one cannot consider 
environmental quality and natural resources without 
taking Into account the impact of population growth, 
size, and distribution. It became clear, however, that 
the population factor should have explicit program
matic recognition, and a major project was developed,at the initiative of the President's Commission on 
Population Growth and the American Future. The 
project's goals were to forecast the dimensions and 
nature of the resources and environmental questions 
that the Nation is likely to face in the year 2000; to 
determine the extent to which changes in population, 
patterns of consumption, and technology contribute 
to these problems; and to suggest ways of handling 
such major issues. In addition to in-depth studies 
of key areas, a comprehensive simulation model was 
developed, the principal variants of which were 

growth and geographic distribution,standard of living, and technological possibilities. 
Work continues on longterm perspectives for the 

United States, with major support coming from the 
National Institutes of Health. Additional variables 
being taken into account include size and composi
tion of the labor force, international relations, and 

isiuin n oiisIn the developing countries, studies have beenundertaken to explore the long-term consequences of 

population growth, economic development, and re.source consumption, Particular attention isbeing paid
sourcetconsuion.rPnrticular ateentioniiscbeing paito patterns different from those experienced by theUnited States and Western Europe so that a better 
base might be developed for making projections of 
resource supply and demand for the world. A study
in Baroda, India, in cooperation with the Operations 
Research Group, is nearing completion, one in In
donesia will conclude in mid-1976, and two more are 
planned-one in Colombia and one in Africa. 

Resources for the Future, in work supported by
the Rockefeller Foundation, also has been involved in 
researching the socioeconomic determinants of 
fertility. Important to the United States, this work 
gains even greater significance when viewed from the 
perspectives of the developing countries. In brief, its 
premise is that demographic variables are affected by
such factors as female labor force participation, 
female educational achievement, degree of urbaniza. 
tion, and the degree of public support for health, 
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family planning, and social security measures. A 
collection of essays on population policy from this 
perspective was recently sponsored by Resources 
for the Future and isnearing publication. 

Two features stand out about population studies 
at Resources for the Future: they have a strong
international orientation, and they are much more 
than demography. Indeed, the emphasis is on re-
sources and the environment-on a view of popula-
tion as both cause and effect in the total scheme of 
things. 

]Rockefeller Foundation 
With a four-decade history of support in the 

population field, the Rockefeller Foundation in 1974 
devoted between $6 million and $7 million to help 
fur related programs-approximately the same as in 
1973. Grants in 1973 covered programs in 18 
countries plus 47 projects in the United States. In 
1968, grants were made for 9 projects overseas and 
12 in the United States. 

Specific goals and interests of the Foundation 
have changed through the years as needs have 
changed. In the 1960's, emphasis was on 
strengthening demographic resource centers, pro. 
moting reproductive biology research in developing
countries, supporting field programs providing family
planning on a research and demonstration basis, and 
developing information and education programs. 

Public and government interest in population 

programs increased greatly in the 1966-75 decade, as 

did available funds. By 1973, the Rockefeller 

Foundation was one of the 10 major sources for the 
$330 million contributed to population programs. 
(The $330 million included $125 million from AID 
and $15 million from other countries' foreign aid 
programs.) Since these funds were being used largely
for family planning projects in developing countries,
the Rockefeller Foundation shifted its own priorities. 
Its main thrust isnow research. Particulai attention is 
devoted to the interrelationships between p,'pulation 
growth rates and economic and human develbpment 
and social factors and to a search for better contra-
ceptive methods. 

The new orientation includes providing assistance 
for establishing major centers for research and 
training in reproductive biology. Grants have been 
awarded to the Universities of California (San Diego,
and the San Francisco Medica-l Center) and North 
Carolina, the Salk Institute, Rockefeller University, 
and Harvard Medical School. Other recipients have 
been the University of Bristol, England, and the 
Sloan-Kettering Institute in the United States. The 
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Foundation also awards a limited number of special 
postdoctoral fellowships-nine in 1974-for advanced 
laboratory training. 

In September 1974 a grant of $1.5 million was 
approved for the Population Council's international 
program of laboratory and clinical research to test the 
effectiveness and safety of new contraceptive 
methods. 

A special program established basic science re. 
search positions in medical school departments of 
obstetrics and rynecology and thus is bringing the 
approaches a-ld point of view of the laboratory 
investigator to the more action-oriented clinical departments. Between 1W72 and 1975, 10 such grants 
were approved at an average 3-year cost of $120,000. 

Training and educational programs have also been 
supported. Examples include grants to the University 
of Texas (San Antonio) for a project involving both 
social and biological sciences and the clinical aspects 
of fertility control, to the Planned Parenthood 
Association of Maryland for developing instructional 
materials and methods for population education in 
the Baltimore public schools, and to the Planned 
Parenthood Federation of America for training nurses 
as primary providers of family planning services. 

Interest in training demographic and other social 
science personnel in low-income countries led the 
Foundation to provide a grant to enroll African,
Asian, and Latin American students in the demo
graphic training program of the London School of 
Economics and Political Science. El Colegio de 
Mexico also received support for research and training
graduate students in economics and demography. 

In 1970 the Rockefeller and Ford Foundations 
jointly began supporting a program of competitive 
research and awards on population policy questions.
Since then, support has been provided for more than 
a hundred projects. In 1974 they included studies on 
child mortality and compensatory reproductive be
havior, policy implications of migration into 
medium-sized towns in Nigeria, voluntary limitation 
of family size, and trends in U.S. abortion policy.
Awards were made to researchers from the United 
States, Nigeria, Pakistan, Sierra Leone, Sri Lanka, 
Hong Kong, Sweden, Israel, Tanzania, Belgium,
Colombia, France, and Australia. 

The Foundation also funded research on the 
consequences of population growth with grants to the 
Instituto di Tella, tile Universities of Ghana and 
lbadan (Nigeria), Njala University College (Sierra
Leone.), and the Universidade Federal do Ceara in 
Brazil. Also, recognizing the importance of training
foreign experts to advise their own governments on 
population issues, the Rockefeller Foundation has 



encouraged programs at the Universities of lbadan, 
Nairobi, and the Philippines; Mahidol University 
(Bangkok); and Gadjah Mada University (Indonesia). 

The Foundation's interest in strengthening 
regional associations is reflected in its support in 
1972 of a social science research program on 
problems relevant to population policies in Latin 
America conducted under the supervision of the 
Commission for Population Development of the Latin 
American Social Science Council. It includes an 
emphasis on institution building as well as on 
population research. Three areas are being given 
priority: agarian structure and population; urbaniza-
tion and population; and political systems and popu. 
lation policies. The Foundation also provided support 
in 1974 for the Council for Asian Manpower Studies, 
an association of Asian scholars. 

The Rockefeller Foundation has consistently 
tried to concentrate its support in critical areas in the 
population field not adequately covered by others. It 
believes that family planning programs can now 
generally be left to the support of government and 
international agencies. Thus, it will give its major 
support to population research and to training in 
relevant social sciences in low-income countries, 

Smithsonian Institution 

The Smithsonian Institution, through its Inter-
disciplinary Communications Program, initiated the 
International Program for Population Analysis (IPPA) 
in 1972. IPPA is aimed at generating analysis of 
population policies and dynamics by scholars and 
analysts in the developing countries and issupported 
by the U.S. Agency for International Development. It 
emphasizes research and interdisciplinary communica-
tion among researchers and policymakers to help 
solve an individual nation's population problems. It 
seeks especially to attract younger social scientists to 
population research. This is accomplished through 
short-term work agreements with individuals to con-
duct and report on specific research projects and 
through workshops, conferences, and publications. 

With interest and participation expanding 
steadily, 98 study proposals were received by mid-
1975. Of these, 27 were for work in 16 African 
countries, includng the first request for a project in 
Niger. Funds for research in 17 Asian countries were 
sought in 33 proposals, and 35 requests were received 
for Latin American-Caribbean projects-up 40 per-
cent from the preceding year. From the beginning of 
IPPA through June 1975, 41 study agreements 
obligating slightly more than $1 million had been 
signed. Of these agreements, 8 relate to Africa, 18 to 

259 

Asia, and,.14 to Latin America and the Caribbean. 
Over the first 3 years of the International pro

gram, the Interdisciplinary Communications Program 
has been increasingly utilized for technical support, 
special projects, and &taffassistance to various govern
ments and to institutions in the population field. By 
mid-1975, the program had received 278 support 
proposals. 

Close cooperation is maintained with such groups 
as the World Bank, the Ford Foundation, the Social 
Science Research Council, United Nations agencies, 
and various population organizations. An example of 
technical support in a cooperative project is the work 
carried on with the World Bank on the research, 
design, and administrative arrangements for a demo
graphic and socioeconomic study of the causes and 
consequences of migration in West Africa. This 
project, supported by several groups, is administered 
by the University of Ghana, the Centre lvoirien de 
Recherches Sociales of the University of Abidjan, 
Ivory Coast, and the Centre Voltaique de la Recherche 
Scientifique, Upper Volta. 

In 1974-75, a workshop in Accra, Ghana, on the 
development and utilization of human resources was 
sponsored jointly with the University of Ghana. Six 
African countries were represented. A workshop in 
Rawalpindi, Pakistan, under joint sponsorship with 
the Government of Pakistan, explored that country's 
experiences in the population field. A third overseas 
workshop was cosponsored with the Government of 
Turkey and the University of Istanbul and dealt 
with the impact of planned urbanization on popula
tion dynamics in the East Marmara region. In 
1973-74, similar workshops were held in Lomi, Togo; 
Tampaksiring, Bali; and San Salvador, El Salvador. In 
addition, projects in Pakistan, El Salvador, and 
African countries have been provided on-site con
sultations and support by the program's specialists. 

Publications are an important part of the pro
grain. A trilingual quarterly newsletter is issued as 
well as semi-annual bibliographies compiled and 
annotated by the staff of tIhe Interdisciplinary Coin
munications Program. Occasional monographs, pro
ceedings of workshops and conferences, and special 
reports are published. Also, individuals with work 
agreements are encouraged to seek publication of 
their research reports in appropriate professional 
journals. 

In all aspects of the program, technical resources 
are provided by social science analysts on the staff of 
the Interdisciplinary Communications Program and 
by members of an independent panel of more than 45 
Ind~lviduals with special expertise in population
related areas. 



Sunnen Foundation 
The Sunnen Foundation is a private philanthropic 

institution founded by Joseph Sunnen in1945. It is 
devoted to the support and encouragement of public
education regarding the effects of population growth 
in the developed countries (especially the United 
States) as well as the developing ones with high rates 
of population increase, 

The Foundation is primarily concerned with the 
effects of U.S. population growth on the United 
States and other areas of the world, the effects that 
population growth in the developing countries have 
on the United States, and the economic effects on the 
developed nations of providing massive aid to de-
veloping countries with burgeoning populations, 

Its activities consist wholly of making grants for 
educational pruJects and studies. Major funding goes 
to specific goal-oriented programs of organizations 
active in some aspect of the population field. Among
its key fields of interest is support for development 
and adoption of appropriate population education 
curricula for use by school systems. 

Its interests include action-oriented programs in 
the population field, improvement in the status of 
wom-.n, development of policies tying population 
growth to demands on world resources, and recogni 
tion of effective fertility control as an essential part 
of national and regional development programs. 

Tinker Foundation 
Concentrating on programs for better under-

standing among the peoples of Latin America and the 
United States, the Tinker Foundation's assistance 
priorities are demographic education and informa-
tion, social science research, and postgraduate educa-
tion programs for Latin Americans. In a 10-year 
period from 1965 to January 1975, a total of 
$1,156,479 has been awarded to population projects. 
The Foundation concentrates on programs that 
educate or inform national leadership about the 
serious inplications of rapid population increase for 
social and economic development. The Foundation 
plans to continue to assist similar programs in the 
future, giving primarily to activities which are initi-
ated from within the Latin American region or which 
complement such initiatives. The Foundation has not 
given support to medical research, training, or clinical 
programs. Examples of Its recent grants are listed 
below. 

In 1974 a grant of $16,250 was made to Planned 
Parenthood of New York City to assist the Margaret 
Sanger Center launch a population education program 

for foreign students studying inthe metropolitan 
area. The objective of this program isto help familiar. 
ize the students with the broad concepts of demo. 
graphy, population dynamics, and public health 
problems. 

A grant to the American Universities Field Staff 
was renewed in 1973 for a second 3-year period and 
increased from $75,000 to $90,000. This supports a 
series of reports analyzing the population issue in 
Latin America. The project is part of a worldwide 
study being conducted in collaboration with the 
California Institute of Technology. 

Several 2- and 3-year grants were made in 1971. 
The Foundation awarded a 2-year grant of $43,000 
to Duke University to send an economic demograp-er 
to Brazil to work with the Sociedade Civil de 
Bem-Estar Familiar no Brasil (BEMFAM), the 
Getulio Vargas Foundation, and the Pontificia 
Universidad Catolica on population projections for 
the 1970's and analyzing the impact of population 
growth on the social and economic structure of the 
nation. 

The same year the Foundation initiated a 3-year 
grant of $75,000 to the Center for Studies in 
Education Development at Harvard University to 
develop a program in population education to meet the 
needs of Latin American countries. Foundation 
support was used for fellowships, to enlarge the 
Center's library, and for an additional faculty mem

ber. 
A 3-year grant (1971-73) was awarded to the 

North American Educational Foundation to permit 

the Instituto Tecnologico y de Estudios Superiores de 
Monterey to add a course in demography to its 
curriculum. The course has now been absorbed into 
the Instituto's own budget. 

In 1971 the Foundation began a $150,000 3-year 
grant to the University of Florida to develop an 
intensive training and research program on Latin 
American demography and population studies. 
Programs for Masters and Doctors degrees in Latin 
American demography 'were improved, and the 
capacities of the data bank and cartographic labora
tory were increased. 

The Foundation's initial grant in the field of 
population was a $500 award in 1965 to the 
publications program of the Latin American depart
ment of the Population Reference Bureau. This 
support continued from 1968 through 1973 and 
totaled $343,125. In 1969 the Foundation began 
supporting an annual series of population dialogues In 
Latin America organized by the Bureau. It awarded a 
total of $323,104 for these conferences through 
1973. 
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Unitarian Universalist 


Service Committee
S ri Ct 
The Unitarian Universalist Service Committee 

uses a multidisciplinary, multidimensional approach 
in its international program in the population field, 
This activity is a major component of maternal and 
child health care services.

The Committee is a private, nonprofit, nonsec-
tarian organization. 

Family planning activities have been included in 
its program in Nigeria, Haiti, and other countries. The 
work in Haiti began in March 1966 and was re-
organized in January 1969 into a family planning 
field laboratory in urban and rural settings. In co-
operation with the Pan American Health Organization, 
the Haitian Government has now absorbed the urban 
component as a first step toward building a national 
program. 

World.Assembl y of Youth 
The year 1974 marked the 25th anniversary for 

the World Assembly of Youth (WAY) and its wide-thepord ssenmbly fcoulthaloisprogrand 

spread economic, cultural, and social programs 
which were designed to help increase the involve-
ment of youth in meeting the major challenges 
of our time. 

In 1948 a number of youth leaders in Europe and 
North America, sensing the need for an international 
youth organization dedicated to human rights, invited 
the youth councils of all member countries of the 
United Nations to be represented at a conference held 
in London. The following year, 29 national youth 
councils ratified a charter and WAY began its work. 

Today, WAY serves as a coordinating body for 
some 67 national youth councils and cooperates with 
youth organizations in 40 additional countries. It has 
gained international recognition and support, and its 
programs and services have expanded rapidly. 

During the last decade-and particularly since 
1969-WAY has placed increasing emphasis on infor. 
mation and education programs related to family 
planning and responsible parenthood. WAY believes 
young people constitute a dynamic resource in 
worldwide efforts to eliminate poverty, sickness, 
Ignorance, and social injustice and to build a pro. 
ductive and peaceful life for all people. If these goals 
are to be reached, young people must be made aware 
of the damaging effects of rapid population growth on 
family life, community development, and national 
progress. 

261 

WAY has been carrying on its population work 

primarily through conferences, seminars, and workshops.
sIn 1973, a 3-week seminar was held in Brussels, 

Belgium, for youth leaders from developing countries. 
Other international conferences have been sponsored 
in Vienna, Austria, and in Washington, D.C., in the 
United States. The International Youth Seminar in 
Vienna was attended by 42 participants from 23 
countries. 

Regional and national conferences have been 
sponsored in Africa, Asia, and Latin America. Partici
pants at these conferences have, in turn, spearheaded 
thousands of local workshops throughout the world. 
Well over 250,000 young people have attended these 
sessions. 

National and regional conferences are planned in 
cooperation with area youth councils and with the 
support of government officials and national leaders. 
Officials of family planning associations often are 
featured speakers. Tie conferences point out the 
relationship between family planning and economic 
and social progress and, conversely, between rapid 
population expansion and economic and environ

mental problcms. Young people are encouraged to 
discuss these matters further in student and youth
meetings and in their homes. Debates, contests, anddiscussion groups often are arranged to precede or 
follow a conference. 

Programs developed by national youth councils 

are coordinated by the international secretariat based 
in Brussels. Regional offices for Africa are located in 
Accra, Ghana, and Nairobi, Kenya; for Asia, they are In 
Djakarta, Indonesia; and for Latin America, in 
Managua, Nicaragua. 

As part of its population information/education 
program, WAY provides handbooks, special publica
tions, slides, charts, posters, and graphs for use in 
seminars and by local groups. A monthly population 
bulletin also isissued. 

The international secretariat places importance on 
the principle of channeling support from youth 
organizations of developed countries to youth activi
ties in developing areas. Many programs are carried 
out with the collaboration and support-both in 
facilities and funds-of the United Nations and its 
specialized agencies such as the Educational, 
Scientific, and Cultural Organization (UNESCO), the 
Food and Agriculture Organization (FAO), the 
Children's Fund (UNICEF), the International Labor 
Organization (ILO), and the World Health Organiza
tion (WHO). 

The U.S. Agency for International Development 
(AID) provided support from 1969 to 1974. 



Woi ld Edueation 
World Education works in partnership with about 

45 organizations in developing countries and in colla-
boration with a number of international agencies to 
provide innovative educational approaches, financial 
assistance, and skilled consultants to 30 literacy pro. 
jects In 17 countries. It develops integrated functional 
literacy programs for adults that include education on 
population matters, family planning, nutrition, and 
food production. Its long.term program of functional 
literacy training has been assisted since 1969 by 
grants from the U.S. Agency for International De-
velopment. 

World Education's program includes: identifica, 
.ion of learner needs through individual and group 
interviews and baseline surveys; design of training 
programs and curriculums; development of learner
oriented methods and materials focusing on problems 
of everyday concern to the learners; training of staff 
and teachers; and development of evaluation strategies 
and techniques for assessment of program activities 
and learner gains. 

Its communication program disseminates infor-
mation and results of project activities through publi-
cations and audiovisual media. 

World Neighbors 
World Neighbors has been active since 1952 

in self.help programs of community betterment 
in the villages of many developing nations. Program 
emphasis has been on food production, literacy, 
public health, village industries, and leadership 
training. Although family planning has always been a 
part of the program, since 1964 it has become second 
only to food production in emphasis and expendi. 
tures. World Neighbors has self-help programs in 
numerous countries. 

A Production Center for rural development train, 
ing materials, established at the World Neighbors 
headquarters, produces materials designed for village-
level use by workers and volunteers. Filmstrips and 
manuals include material on family planning, public 
health, and food production. In addition, staff 
members have conducted communications training 
sessions in selected countries. 

World Neighbors' project directors are usually 
nationals of the countries where its projects are 
located. Overall direction is given by World Neigh- 
bors' director of the overseas program and five 
resident representatives. Work is done principally 
through local personnel indigenous to project areas, 
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World Population Society 
The World Population Society isan international, 

nonprofit professional society that promotea a multi. 
disciplinary approach to questions of population 
dynamics and their interaction with other variables 
such as food, economics, natural resources, and 
development. The Society provides channels of com 
munication between laymen and professionals 
through the publication of a newsletter, a student 
newspaper, conference proceedings, and through 
sponsorship of meetings, symposia, conferences, and 
workshops. An International Population Con
ference-which brought together international experts 
in population, food, law, economic development, and 
social justice-was held in Washington, D.C., Novem
ber 19 through 22, 1975. 

Woridwateh Institute 
Worldwatch Institute is an independent, nonprofit 

research organization funded by a group of private 
foundations, the U.S. Government, and agencies of 
the United Nations which share an interest and 
concern for problems of the future. As an "early 
warning system," Worldwatch identifies trends re
lating to population growth, food, and the environ
ment that could develop into crises during the final 
quarter of this century. Worldwatch focuses global
attention on these problems and presents decision 
makers with a range of public policy alternatives. The 
approach to problem solving is international and 
interdisciplinary and reflects the Worldwatch view 
that the complexity of tomorrow's important 
problems requires solutions not to be found within 
the narrow confines of national frontiers and tradi
tional academic perspectives. 

Cut.ent Worldwatch projects focus on: redefining 
national security in a time of increasing global 
interdependence; ecological undermining of food 
production systems as a result of deterioration and 
losses of agricultural land; economic, demographic, 
and political problems facing the world in the last 
quarter of this century; global energy resources, 
needs, conservation, and distribution alternatives; the 
changing role of women; and environmental and 
social threats to human health. 

Worldwatch research results are communicated 
through Worldwatch Papers, articles in popular and 
scholarly international periodicals, in books written 
for both opinion leaders and the general public, and 
seminars. Worldwatch publications are aimed at a 
worldwide audience of persons whose thoughts and 
actions involve them in mankind's future problems. 



Zero!POpulation Growth 
Since its establishment in 1968, Zero Population 

Growth, Inc. (ZPG) has conducted and supported 
programs of education and information "stressing the 
need for achieving zero population growth in the 
United States and elsewhere as soon as possible." By 
mid-1975, ZPG had a nationwide membership of 
about 10,000 and a network of 100 chapters. It is the 
only registered national population lobby, 

In the spring of 1975, the organization reaffirmed 
its long-standing interests in promoting small families, 
improving birth control options, preserving the right 
to select abortion, and reducing immigration to the 
United States. At the same time, it has stepped up 
attention to population distribution and per capita 
consumption of natural resources. ZPG is currently 
giving detailed consideration to the possible com-
ponents of a comprehensive U.S. policy on popula-
tion size and distribution, 

Combining these new initiatives with traditional 
concerns, ZPG is presently working to foster public 
attitudes supportive of small families, child-free 
couples, fertility control, population stabilization, 
provision of fertility control services to all persons, 
reduction in levels of teen-age pregnancy, U.S. assist-
ance for fertility-control programs in other nations 
and for stabilization of the world population. ZPG is 
also working to lower levels of per capita resource 
consumption in the United States and to stimulate 

stewardship of US. land resources and desired poll
cies in growth.determinant fields such as transporta

tion and other public facilities. 
ZPG assigns top priority to educational work with

public officials and to broad public education on 
population matters through news media, its news
letter, special studies and reports, and work with a 
special correspondence group. 

Its school-oriented role is one of encouraging 
school systems at regional and State levels to apply 
modern population education concepts. Heavily in. 
volved in past years with the development of popula. 
tion education materials and curricula for use on the 
Nation's schools, ZPG has recently decided that it 
should now concentrate on the implementation of 
such materials and curricula. 

Note: It is recognized that, in addition to the 
organizationsdiscussed above, scores ofother institu
tions and organizations in the United States and 
elsewhere throughout the world also have given 
attention to population matters during the 1965-75 
decade. The above descriptions cover the most 
significant of such activities for which information 
has been available to the Population Reference 
Bureau. Of special note have been the activities of 
many U.S. universities and colleges in the area of 
populationstudies and technical assistance.A number 
of foreign organizations and foundations, inchding 
the Colombo Plan, also have rendered valuable 
assistance tq population programsduring the decade. 
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Demographic Data
 
. nting Population of World and Individual 

Countries for Mid-1975 
nent or United Nations population estimates are 

For almost all countries, the midyear 1975 accepted as valid; and (2) whether or not the 1974 
estimates presented here were derived from the estimates or the base data for the projections take 
midyear 1974 Government or United Nations' underenumeration into account; i.e., the population 
estimate for that country. That estimate was pro- totals are increased on the basis of knowledge 
jected to midyear 1975 by applying what was con- regarding the degree to which the latest census 
sidered to be an appropriate growth rate for the underenumerated the population. Also, differences in 
I.year period. In most instances the growth rate used timing and other factors may result in estimates 
was that experienced by the country in the 1973.74 which differ from those officially accepted by the 
or the 1972.74 periods or that is implied for the various countries. 
1970-75 period by the United Nations' population It is not known whether the estimates presented 

projections as assessed in 1973 (medium variant), here are closer to the actual populations in the 

Other methods used to derive midyear 1975 various countries than those which would result 

population estimates would usually result in different from the longer range component projections or 

figures. One generally accepted method is to project from other projection techniques, particularly those 

the separate components of population change; based on adjusted totals and age-sex distributions. 
that is, to apply fertility, mortality, and international It would be fortuitous if any estimate now were to 

migration assumptions to the latest age-sex distribu- prove identical with the final official figure when the 
tion-usually data derived from the latest census. latter is known, but it is believed that the estimates 

Such longer range projections may vary from the I- given here by the Population Reference Bureau are 

year projections presented here because of two technically sound, although differing in some cases 

principal factors: (.)whether or not the 1974 Govern- with estimates from other sources. 
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World Population Data-i1965 and 197,5 Compared
 

Region; 
Estimated 

population, July 1 
Births per 1,000 

population 

Deaths 
per 1,000 
population 

Rate or 
natural 
increase 

Time 
to double 

populationi GNP per capita3 

1965 1975 1965 19742 1965 19742 1965 19742 1965 19742 1965 1973 

World........... 
Thousands 
3,289,308 

Thousands 
3,947,039 

Number 
34 

Number 
30 

Number 
15 

Number 
12 

Percent 
1.9 

Percent 
1.8 

Years 
36 

Years 
38 

Dollars 
920 

Dollars 
1,250 

Northern America ... 214,073 236,552 20 15 9 9 41.0 0.6 69 116 4,950 6,130 

Latin America ....... 241,078 317,083 39 37 11 9 2.8 2.8 25 25 590 770 
Mainland ....... 
Caribbean Islands ... 

218,998 
22,080 

290,271 
26,812 

39 
36 

38 
31 

I1 
10 

9 
9 

2.8 
2.6 

2.9 
2.2 

25 
27 

24 
32 

590 
560 

770 
780 

Europes . . . . . . . . . . .. . 666,604 718,682 18 16 9 10 0.9 0.6 77 116 1,900 3,010 

Africa6 . . . . . . . . .. . . 278,176 365,003 48 47 23 21 2.5 2.6 28 27 250 310 

Near East7 . . . . . . . . . 126,270 163,536 42 41 16 14 2.6 42.6 27 27 470 710 

South Asia ......... 635,210 799,886 44 38 20 16 2.4 2.2 29 32 110 120 

South East Asia ..... 247,911 319,281 44 38 18 15 2.6 42.4 27 29 140 180 

East Asia .......... 862,433 1,005,787 33 26 15 9 1.8 1.7 38 41 350 680 

Oceania ........... 17,553 21,229 24 22 10 10 1.4 1.2 50 58 2,660 3,300 

IBased on the rate of natural increase shown and assuming no change in the rate.
2Data refer to 1973, 1974, or to the 1970-75 period.
3 For the Communist countries and for nearly all countries with populations of less than I million, the estimates were derived by applying

the annual growth rate for the 1965-72 period to the 1972 estimate. The figures were published in the 1974 edition of the World Bank Atlas:Population, Per Capita Product and Growth Rates. The 1972 estimates are in market prices and are based on a multiyear period (1965-71) to 
convert domestic currencies : dollars. For the remaining countries, the figures are in 1973 constant dollar equivalents.4 Difference due to rounding of birth and death rates. 

SExcludes Greece, shown in Near East section of World Population Data, page 269, and includes over 60 million in Asiatic U.S.S.R. See 
text.

6Excludes population of Egypt, shown in Near East section of World Population Data, page 269. See text.7Excluding Greece as European, 1975 total for Near East as 117.3 million. 

Note: For general sources and methods, see the notes of the table World Population Data. The estimates given above are the weighted
averages for the countries within each region for which data are available or estimates were derived. 
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WORLD POPULATION DATAI
 

Estimated Births Deaths 
popula- per per Time to Popula- Ufe 

tlon, 1,000 1,000 Rate of double tion expect- Urban GNP 

Region and country 
July 1, 
1975 

popula-
tion 2 

popula-
tion2 

natural 
increase 

popula-
tion3 

under 
age 15 

ancy 
at birth 

popula-
tion 

per 
capita4 

Thousands Number Number Percent Years Percent Years Percent Dollars 
World ............. 3,947,039 30 12 1.8 38 36 59 38 1,250 

Northern America ...... 236,552 15 9 0.6 116 27 71 74 6,130 

Bermuda .......... 55 19 7 1.2 58 30 69 100 4,710 
Canada ........... 22,811 15 7 0.8 87 29 73 76 5,370 
Greenland ......... 50 20 6 1.4 50 43 61 67 2,780 
St. Pierre and Miquelon . . 5 30 13 1.7 41 32 NA NA NA 
United States 

(the 50 States and the 
District of Columbia) .. 213,631 15 9 0.6 116 27 71 74 6,210 

Latin America 
(Mainland) ........ 290,271 38 9 2.9 24 42 62 60 770 

Argentina ........... 25,376 22 9 1.3 53 29 68 81 1,250 
Belize ............ 139 39 5 3A 20 49 NA 54 700 
Bolivia ........... 5,612 44 18 2.6 27 43 47 35 200 
Brazil ............ 107,162 37 9 2.8 25 42 61 58 750 
Chile ............. 10,585 28 8 51.9 36 39 63 76 780 
Colombia .......... 22,273 41 9 3.2 22 46 61 64 410 
Costa Rica ......... 1,967 28 5 2.3 30 42 69 41 780 
Ecuador ........... 6,716 42 10 3.2 22 47 60 39 370 
El Salvador ......... 4,099 40 8 3.2 22 46 58 39 340 
Falkland Islands ...... 2 20 6 1A 50 27 NA 55 NA 
French Guiana ....... 55 37 9 2.8 25 38 NA 66 1,000 
Guatemala ......... 5,509 43 15 2.8 25 44 53 34 450 
Guyana ........... 786 36 6 3.0 23 44 68 40 380 
Honduras ........... 2,747 49 14 3.5 20 47 54 28 290 
Mexico ........... 60,152 46 8 103.8 18 46 63 61 870 
Nicaragua ........... 2,153 48 14 3A 20 48 53 49 500 
Panama ........... 1,668 31 5 2.6 27 43 66 49 900 
Panama Canal Zone .... 40 14 2 S1.1 63 32 NA 6 2,910 
Paraguay .......... 2,547 40 9 3.1 22 45 62 38 400 
Peru ............. 15,510 41 12 2.9 24 44 56 60 620 
Surinam ............. 416 41 7 3.4 20 50 66 49 880 
Uruguay .......... 2,764 21 10 1.1 63 28 70 80 860 
Venezuela ......... .11,993 36 7 2.9 24 44 65 75 1,360 

Caribbean Islands ....... 26,812 31 9 2.2 32 41 64 43 780 

Antigua ........... 73 18 7 1.1 63 43 62 40 460 
Bahama Islands ...... 205 22 6 51.7 41 44 66 58 2,320 
Barbados .......... 239 21 9 1.2 58 34 69 4 950 
British Virgin Islands .. 11 25 6 1.9 36 39 52 12 NA 
Cayman Islands ...... 12 32 8 2A 29 39 NA 39 NA 
Cuba ............ 9,252 25 6 62.0 35 37 70 60 540 
Dominica .......... 75 36 10 2.6 27 49 58 17 360 
Dominican Republic ... 4,694 46 11 3.5 20 48 58 40 510 
Grenada ........... 96 26 8 S1,9 36 47 63 8 460 
Guadeloupe ........ 352 28 7 2.1 33 40 69 9 1,050 
Haiti................ 4,574 36 16 2.0 35 41 50 20 130 
Jamaica ........... 2,052 31 7 2A 29 46 68 37 870 
Martinique ......... 347 22 7 51.6 43 41 69 33 1,330 
Montserrat ......... .11 25 9 1.6 43 40 52 11 NA 
Netherlands Antilles .... 233 25 7 1.8 38 38 73 32 1,650 
Puerto Rico ........ 3,128 23 6 1,7 41 37 72 58 2,270 

See footnotes at end of table. 
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WORLD POPULATION DATA'
 

Estimated ' Births Deaths 
popula- per per Time to Popula- life 

tion, 1,000 1,000 Rate of double tion expect- Urban GNP 

Region and country 
July 1, 
1975 

popula-
tion2 

popula-
tion2 

natural 
increase 

.popula-
tion3 

under 
age 15 

ancy 
at birth 

popula-
tion 

per 
capita4 

Thousands Number Number Percent Years Percent Years Percent Dollars 
Caribbean Islands (Continued) 

St. Kitts, Nevis, and 
Angullla ......... 68 26 I1 1.5 46 46 60 28 450 

St. Lucia .......... 107 41 9 3.2 22 50 57 5 480 
St. Vincent ......... .... 94 34 10 2.4 29 51, 59 5 300 
Trinidad and Tobago . . . 1,088 26 7 52.0 35 40 66 12 1,200 
Turks and Caicos Islands 6 32 10 2.2 32 47 NA 41 NA 
U.S. Virgin Islands ..... 95 40 8 3.2 22 36 NA 24 5,910 

Europe ............. 718,682 16 t0 0.6 116 26 71 63 3,010 

Albania ........... 2,411 30 8 2.2 32 40 71 34 460 
Andorra ........... 23 18 6 1.2 58 29 NA NA NA 
Austria ........... 7,540 13 12 0.1 693 24 71 52 3,710 
Belgium ............. 9,803 13 12 0.1 693 23 71 87 4,690 
Bulgaria ............. 8,741 17 10 0.7 99 22 72 59 1,590 
Channel Islands ...... 123 12 13 -0.1 - 22 NA 80 2,400 
Czechoslovakia ....... 14,804 20 12 0.8 87 23 70 56 2,870 
Denmark .......... 5,065 14 10 0.4 173 23 73 80 5,340 
Faeroe Islands 40 20 7 1.3 53 32 NA 85 3,840 
Finland ........... .. 4,706 13 10 S0.4 173 24 69 58 3,660 
France ............ 52,694 15 10 0.5 139 24 73 70 4,850 
Germany, Democratic Rep. 16,885 11 14 -0.3 - 23 71 75 3,000 
Germany, Federal 

Republic ......... 61,947 10 12 -0.2 - 23 71 88 5,620 
Gibraltar .......... 30 18 6 1.2 58 26 NA 100 1,580 
Hungary ........... 10,546 18 12 0.6 116 20 70 49 1,850 
Iceland ........... 220 20 7 1.3 53 32 74 86 4,840 
Ireland ........... 3,109 22 11 1.1 63 31 72 52 2,160 
Isle of Man ....... 56 13 19 .0.6 - 20 NA 56 1,690 
Italy ........... . . 55,805 16 10 0.6 116 24 72 53 2,520 
Liechlenstein ....... 24 17 8 0.9 77 28 NA 28 NA 
Luxembourg ...... 358 11 12 -0.1 - 21 71 68 5,230 
Malta ............ 325 18 9 0.9 77 26 70 94 1,100 
Monaco ........... 24 11 11 0.0 - 13 NA 100 NA 
Netherlands ........ 13,654 14 8 0.6 116 27 74 77 4,440 
Norway ........... 4,010 15 10 0.4 173 24 74 45 4,740 
Poland ............ 34,022 18 8 1.0 69 25 70 55 2,090 
Portugal ........... 8,499 19 I1 0.8 87 28 68 26 1,310 
Romania .......... 21,245 20 9 1.1 63 25 69 42 NA 
San Marino ........ 19 17 8 0.9 77 26 NA 92 NA 
Spain ........... 35,596 19 8 1.1 63 28 72 61 1,730 
Sweden ........... 8,195 13 !! 0.2 347 21 75 81 6,160 
Switzerland ......... 6,489 13 9 0.4 173 24 73 55 6,350 
U.S.S.R ............ 254,300 18 9 0.9 77 28 70 60 2,300 
United Kingdom ...... . 56,024 13 12 0.1 693 24 72 76 3,120 
Yugoslavia ......... 21,350 18 8 S0.9 77 27 68 39 1,10c 

Africa ............ 12365,003 47 21 2.6 27 44 45 21 310 

Algeria ........... 16,792 49 15 3.4 20 48 53 50 500 
Angola ........... 6,262 47 24 2.3 30 42 38 15 490 
Botswana .......... 677 46 23 2.3 30 46 44 13 280 
Burundi ............ 3,770 48 25 2.3 30 45 39 3 70 
Cameroon ......... 6,398 40 22 1.8 38 40 41 20 230 

See footnotes at end of table. 
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WORLD POPULATION DATA'
 

Estimated Births Deaths 
popula-

tion, 
per 

1,000 
per 

1,000 Rate of 
Time to 
double 

Popula. 
tion 

Life 
expect- Urban GNP 

Region and country 
July 1, 
1975 

popula-
tlon2 

popula-
tion 2 

natural 
increase 

popula. 
tion3 

under 
ag6 15 

ancy 
at birth 

popula-
tion 

per 
capita4 

Thousands Number, Number Percent Years Percent Years Percent Dollars 
Africa (Continued) 

Cape Verde Islards .... 298 33 10 2.3 30 44 50 6 340 
Central African Republic . 1,790 43 22 2.1 33 42 41 27 180 
Chad ............ 4,028 44 24 2.0 35 41 38 12 90 
Comoros ........... 298 44 20 2.4 29 43 42 5 170 
Congo ............ 1,350 45 21 2.4 29 42 44 374 420 
Dahomey (now Benin). .. 
Equatorial Guinea ..... 

3,111 
320 

50 
37 

23 
20 

2.7 
1,7 

26 
41 

45 
37 

41 
44 

13 
9 

120 
290 

Ethiopia .......... 27,920 49 26 2.3 30 44 38 11 80 
French Territory of 

Afars and Issas ..... 
Gabon .............. 
The Gambla ........ 

106 
528 
516 

42 
32 
43 

21 
22 
24 

2.1 
1.0 
1,9 

33 
69 
36 

NA 
32 
41 

NA 
41 
40 

NA 
17 
14 

1,580 
1,250 

160 
Ghana .............. 9,867 49 22 2.7 26 47 44 29 290 
Guinea ........... 4,416 47 23 2.4 29 43 41 16 140 
Gulnea-Blssau ....... 522 40 25 1.s 46 37 38 20 280 
Ivory Coast ......... 6,673 46 21 2.5 28 43 44 28 510 
Kenya ............. 13,351 49 16 3.3 21 46 50 10 170 
Lesotho ............. 1,038 39 20 1.9 36 38 46 5 100 
Liberia ............... 1,567 50 21 2.9 24 42 45 28 250 
Libya ................ 2,437 45 15 3.0 23 44 53 29 2,980 
Madagascito 

(Malagasy Republic) ... 7,518 50 21 2.9 24 45 44 14 170 
Malawi ........... 5,012 48 24 2.4 29 45 41 4 110 
Mall ............. 5,629 50 26 2.4 29 44 38 12 400 
Mauritania ......... 1,316 39 25 1.4 50 42 38 10 200 
Mauritius ............ 885 28 7 2.1 33 38 66 44 400 
Morocco ........... 17,370 46 16 3.0 23 44 53 37 290 
Mozambique ........ 9,120 43 20 2.3 30 43 44 10 330 
Niger ............ 4,596 52 25 2.7 26 46 38 8 120 
Nigeria ........... 63,022 49 23 52.7 26 45 41 16 250 
Reunion .......... 
Rwanda ........... 

493 
4,241 

28 
50 

7 
24 

2.1 
2.6 

33 
27 

43 
44 

63 
41 

43 
3 

1,210 
70 

St. Helena ......... 6 23 11 1.2 58 39 NA 32 NA 
Sao Tome ePrincipe . .. 79 45 11 3.4 20 33 NA 23 470 
Senegal ........... 4,383 48 24 2.4 29 43 40 30 250 
Seychelles ......... '60 30 9 2.1 33 43 65 26 370 
Sierra Leone ........ 3,042 45 21 2,4 29 43 44 13 160 
Somalia ............ 3,156 47 22 2.5 28 45 41 26 80 
South Africa ........ 24,964 43 16 2.7 26 41 52 48 1,080 
Namibia 

(South-West Africa) .... 
Southern Rhodesia .... 

852 
6,308 

46 
48 

23 
14 

$2.2 
3.4 

32 
20 

41 
46 

41 
52 

23 
19 

(6) 
410 

Spanish Sahara ....... 122 45 26 1.9 36 4.1 NA 41 NA 
Sudan ............ 17,757 48 18 3.0 23 45 49 13 140 
Swaziland .......... 493 49 22 2.7 26 46 44 8 310 
Tanzania .......... 15,162 50 22 2.8 25 47 44 7 130 
Togo ............ 2,230 51 23 S2.7 26 46 41 15 180 
Tunisia ........... 5,776 38 13 2.5 28 44 54 40 460 
Uganda ........... 11,546 45 16 2.9 24 44 50 8 160 
Upper Volta ........ 6,032 49 26 2.3 30 43 38 7 80 
Zaire ............. 24,900 45 20 2.5 28 44 44 25 150 
Zambia ........... 4,898 51 20 3.1 22 46 44 34 500 

See footnotes at end of table. 
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'WORLD POPULATION DATA I
 

Estimated Births Deaths 

Region and country 

popula-
•tion, 

July 1, 
1975 

per
1,000 

popula-
tion 2 

per
1,000 

popula-
tion 2 

Rate of 
natural 
increase 

Time to 
double 
popula-
tion 3 

Popula-
tion 

under 
age 15 

Life 
expect-
ancy 

at birth 

Urban 
popula-

tlion 

GNP 
per 

capita4 

Thousands 
Near East 13 . . . . . . . . . . . . 163,536 

Bahrain ........... ... 240 
Cyprus ........... .... 646 
Egypt, Arab Republic of , . 37,218 
Greece . . ....... 9,005 
Iran .............. 33,103 
Iraq ............. .. 11,018 
Israel ............ 3,377 

Gaza Strip .......... 387 
Jordan ........... 2,706 
Kuwait ........... .. 1,007 
Lebanon .......... .. 2,656 
Oman ............ ... 766 
Qatar ............ 92 
Saudi Arabia ........ 6,231 
Syria ............. . 7,355 
Turkey ........... .. 39,180 
United Arab Emirates . . 224 
Yemen (Aden) ........ 1,657 
Yemen (San'a) ....... .. 6,668 

Number 
41 
44 
18 
38 
16 
45 
48 
28 
50 
48 
45 
40 
50 
50 
49 
45 
39 
50 
50 
50 

Number 
14 
15 
10 
15 
8 

16 
15 
7 

16 
15 
8 
10 
19 
19 
20 
15 
12 
19 
21 
21 

Percent 
S2.6 
2.9 
0.8 
2.3 
0.8 

S3.0 
3.3 
2.1 
3.4 
3.3 
3.7 
3.0 
3.1 
3.1 
2.9 
3.0 
2.7 
3.1 
2.9 
2.9 

Years 
27 
24 
87 
30 
87 
23 
21 
33 
20 
21 
19 
23 
22 
22 
24 
23 
26 
22 
24 
24 

Percent 
43 
44, 
32 
41 
25 
47 
48 
33 
49 
48 
43 
43 
NA 
NA 
45 
49 
42 
34 
45 
45 

Years 
54 
61 
71 
52 
72 
51 
53 
71 
52 
53 
69 
63 

NA 
NA 
45 
54 
57 
NA 
45 
45 

Percent 
42 
78 
43 
43 
53 
43 
61 
86 
79 
43 
22 
61 

NA 
NA 

18 
44 
39 
65 
26 
7 

Dollars 
710 
940 

1,460 
260 

1,780 
760 
640 

2,730 
NA 
290 

7,050 
870 
490 

5,940 
1,300 

340 
580 

6,740 
110 
80 

South Asia ........... . 799,886 37 16 2.1 33 40 49 19 120 
Afghanistan ........ .. 
Bangladesh ......... . 
Bhutan ........... .. 
India ............ 
Maldive Islands ....... 
Nepal ............ . 
Pakistan ........... . 
Sikkim ........... .... 
Sri Lanka (Ceylon) .... 

19,108 
74,000 

1,176 
608,540 

136 
12,591 
70,329 

222 
13,784 

43 
47 
44 
35 
50 
43 
44 
NA 
28 

21 
20 
21 
15 
23 
20 
is 

NA 
8 

2.2 
2.7 
2.3 
2.0 
2.7 
2.3 
2.9 
2.0 
2.0 

32 
26 
30 
35 
26 
30 
24 
35 
35 

44 
46 
42 
40 
44 
40 
46 
40 
39 

40 
43 
44 
50 

NA 
44 
50 

NA 
68 

is 
9 
3 

20 
11 
4 

26 
5 

22 

80 
100 
60 

120 
90 
90 

130 
90 

200 

South East Asia ........ .319,281 38 15 $2,4 29 43 51 20 180 
Brunei ............ ... 
Burma ............ . 
Indonesia7 . . . . . . .. .. . 

153 
30,470 

131,920 

33 
40 
38 

4 
16 
17 

2.9 
2.4 
2.1 

24 
29 
33 

43 
41 
44 

NA 
50 
48 

64 
19 
18 

1,640 
80 

120 
Khmer Republic

(Cambodia) ....... 
Laos ............. 

.. 
.. 

8,110 
3,303 

47 
45 

19 
23 

2.8 
2.2 

25 
32 

45 
42 

45 
40 

19 
15 

80 
100 

Malaysia (including 
West Malaysia, Sabah, 
and Sarawak) ...... 

Philippines ......... 
Portugese Timor ...... 
Singapore .......... .. 
Thailand .......... 
Vietnam, North ...... . 
Vietnam, South ...... . 

12,039 
42,761 

670 
2,250 

42,277 
24,323 
21,005 

39 
41 
44 
20 
36 
32 
42 

10 
11 
23 
5 
it 
14 
16 

2.9 
93.0 

2.1 
1.5 
2.5 
1.8 
2.6 

24 
23 
33 
46 
28 
38 
27 

44 
43 
42 

'39 
45 
41 
41 

59 
58 
40 
67 
58 
48 
40 

27 
32 
10 

100 
13 
12 
19 

550 
250 
130 

1,930 
230 
110 
160 

East Asia ............ 1,00,787 26 9 1.7 41 32 63 30 680 
China, People's 

Republic of ....... 822,763 827 10 1,7 41 33 62 23 270 

See footnotes at end of table. 
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WORLD POPULATION DATA1
 
Estimated Births Deaths 

Region and country 

popula-
tion, 

July 1, 
1975 

per 
1,000 

popula-
tion 2 

per 
1,000 

popula-
tion 2 

Rate of 
natural 
increase 

Time to 
double 
popula-
tion 3 

Popula-
tion 

under 
age 15 

Life 
expect. 

ancy 
at birth 

Urban 
popula-

lion 

GNP 
per 

capita 4 

Thousands Number Number Percent Years Percent Years Percent Dollars 
East Asia (Continued) 

China (Taiwan) ........ 16,040 23 5 $1.9 36 43 69 63 660 
Hong Kong ........... 
Japan ............. 
Korea, North ......... 
Korea, South ......... 

4,339 
110,944 

15,852 
34,128 

19 
19 
36 
29 

5 
6 
9 
9 

1.4 
3l.2 

2.7 
2.0 

50 
58 
26 
35 

36 
24 
42 
40 

71 
73 
61 
61 

90 
72 
38 
41 

1,440 
3,810 

340 
380 

Macao ............ 277 25 7 1.8 38 38 NA 97 270 
Mongolia .......... 1,444 40 10 3.0 23 44 61 46 550 

Oceania ............. 21,229 22 10 1.2 58 33 68 71 3,330 
American Samoa . . I I . 
Australia ........... 
British Solomon Islands . . 

29 
13,623 

191 

37 
18 
36 

5 
9 

11 

3.2 
51.0 

2.5 

22 
69 
28 

47 
29 
44 

67 
72 

NA 

0 
86 
9 

1,020 
4,000 

280 
Cook Islands .......... 
Fiji ................ 
French Polynesia ....... 
Gilbert and Ellice Islands.. 
Guam ............... 
New Caledonia ....... 
Papua New Guinea .... 
New Ilebrides ....... 
New Zealand ........ 
Pacific Islands ......... 
Tonga ................ 

23 
570 
128 
63 

111 
134 

2,762 
94 

3,129 
116 

97 

33 
28 
34 
35 
35 
36 
41 
45 
19 
35 
35 

6 
5 
7 
8 
5 

10 
17 
20 

8 
5 

10 

2.7 
2.3 
2.7 
2,7 
3.0 
2.6 
2.4 
2.5 
1.1 
3.0 
2.5 

26 
30 
26 
26 
23 
27 
29 
28 
63 
23 
28 

52 
41 
44 
45 
40 
39 
45 
46 
32 
46 
46 

NA 
70 
58 
58 

NA 
NA 
48 

NA 
72 

NA 
NA 

NA 
33 
38 
24 
25 
44 
11 
19 
81 
32 
20 

NA 
640 

2,680 
360 

4,130 
5,010 

360 
480 

3,930 
450 
210 

Western Samoa ....... 159 37 7 3.0 23 50 63 20 250 

NA = Not available. 

IAside from GNP per capita, the sources for which are given in footnote 4, most of the data in this table were reported in various United
Nations' publications or were estimated by the Population Division of the United Nations or by the International Statistical Programs Center 
of the U.S. Bureau of the Census. Estimates for the world !egions and the world total are weighted averages for countries for which data are 
available.2For the more developed countries, with complete or nearly complete registration of births and deaths, nearly all the rates shown pertain
to 1973 or 1974. For acarly all the developing countries, with incomplete registration, the rates shown refer to the 1970-75 period and are
taken from the United Nations' medium variant estimates as assessed in 1973 (United Nations, Selected World Demographic Indicators by
Countries, 1950.2000, I SA/P/WI'.55, May 28, 1975). These figures should be considered as rough approximations only; for many countries 
they probably differ significantly from the actual rates.

3 11ased on the rate of natural increase shown and assuming no change in the rate.4Data refer to 1973. For the Communist countries and for nearly all of the countries with populations of less than I million, the figures
shown were released by the World [lank on I)ecember 21, 1975. They are to be published in the tenth edition of World Batik Atlas: Popula.
tlion, Per Capita Product and Growth Rates. For the remaining 136 countries, the figures shown were published by AID in Gross National 
Product, Estimates for Non-Conmnmunist Countries for 1973, RC-W-137, July 1975. However, the figures for French Guinea, Grenada,
Kuwait, Mali, Netherlands Antilles, the United States, and Yugoslavia are later estimates to be published soon by U.S. AID in an updated 
report on GNP. 

$Difference due to rounding of birth and death rates. 
6 Inciuded with South Africa.
7Includes West Irian. 
8Since about one-fifth of the world's population lives in the People's Republic of China, its birth rate is especially significant to the birth 

rate for the world as a whole. A change of five per 1,000 in China's rate changes the rate for the world by one per 1,000. In the absence of 
official information on the birth rate in the People's Republic, the United Nations' medium variant estimate was used in this table. Some
observers, however, consider the rate of 27 per 1,000 population too high at the present time because of China's vigorous family planning 
program in the recent past.

9preliminary data from the 1975 census indicate a 2.7 percent rate of natural increase in 1974.
lOBased on United Nations data for 1973 publish'd October 1975.
 
1 Includes over 60 million in Asiatic U.S.S.R.
 
12 ncluding Egypt's population, 1975 total for Africa is 402.2 million. See text.
 
13 Excluding Greece and Egypt, 1975 population total for Near East is 117.3 million. See text.
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Glossary
 
Acceptor: One who adopts a given method of were to continue, the group would produce on 
regulating births and/or receives advice through a average one daughter per woman, with the eventual 
family planning program. result that population growth would cease. 

Antinatalist: Policy of government, society, social Nurse-midwife: A fully accredited nurse trained to 
group, or religion aimed at slowing population handle uncomplicated delivery of babies and to 
growth. examine women and prescribe birth control methods. 

Birth control: Measures of individuals, countries, or Oral cycle: A I-month supply of oral contraceptive
societies aimed at influencing-decreasing or in- pills designed to prevent pregnancy within awoman's 
creasing-numbers of births. The expression is often menstrual cycle. 
used synonymously with family planning, fertility Parity: The nuber of live children a woman has 
control, and responsible parenthood. borne. 

Birth order: Rank of each live child a woman has Pronatalist: Policy of a government, society, social 
group, or religion aimed at increasing population 

Birth rate: A measure of the frequency of live births growth. 
In the whole population, generally expressed as the Rate of natural increase (percent): A measure of 
number of births during the year per 1,000 popula- annual population growth based on the differencetion at midyear. nulpplto rwh ae ntedfeec

between the birth rate and the death rate per 1,000 
Commodities: Contraceptive materials, such as pills, population. 
IUDs, condoms, used in a family pl.inning program. Specific fertility rate: A measure of live births in a 
Broadly tile term also includes medical equipment 
needed to perform examinations and sterilizations, specific group. Often refers to births to women in 
office supplies, or even field equipment, such asjeeps. age-specific fertility rate. 

Death rate: A messure of the frequency of deaths in World Population Year: The year 1974 was pro
the whole population, generally expressed as the claimed "World Population Year" by the United 
number of deaths during the year per 1,000 popula- Nations to focus world attentiontion at midyear. Ntost ou on populationol teto npplto

pr3blems and specifically on the UN's World Popula-
Demography: The empirical, statistical, and mathe- tion Conference, which was held in Bucharest in 
matical study of human populations. August 1974. 

Family planning: The conscious effort of couples to 
regulate the number and timing of their children's 
births. Although family planning usu.ally involves 
reducing the number of births, it also includes efforts 
of childless couples to induce pregnancy. 

Fertility control: A deliberate effort on the part of 
individuals, societies, or social groups to regulate the 
number of offspring. 

Fertility rate: A measure of the number of births 
during a given year per 1,000 women of childbearing 
age, usually defined as ages 1 5 to 44 or 15 to 49. 

Net reproduction rate: A measure of the number of 
live daughters that would be born to a group of 
newborn girls if tip to tile end of their reproductive 
age span they were exposed to the same mortality 
rates by age and bore daughters at the same rate by 
age as all women in a given year. An NRR of 1.0 
means that If current mortality and fertility rates 
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