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II GETTING A.I.D. POPULATION PROGRAMS STARTED 

Factors in Successful Famil, Planning 

The growing adoption of favorable government policies on family 

planning and the growing public awareness of the problems of continued 

population growth is a very recent development. Twenty years ago most 

governments followed pronatalttpolicies or had no policies at all. The 

interest of governments in population matters were primarily devoted to 

increasing the growth rate and was based on the bypothesis that large and 

growing populations are indispensable for power, prosperity and prestige. 

The people 'were exhorted to have large families for patrotic reasons, 

contraceptives and abortions were often declared illegal, and various in

centives were tried either in subsidies or tax advantages for large 

familes. These efforts were usually strongly supported by religious 

organizations which often attempted to prohibit any but "natural" methods 

of limiting the size of families. 

The people were generally responsive. The instinct for race survival 

is deeply rooted. People like children and want heirs for their way of 

life, philosophy and inheirtance. In some societies the number of 

children is considered as an index of virility and barreness is pitied
 

or scorned. In some countries, such as India and Pakistan, people want large 

families to insure the survival of at least one son. In many countries 

snes are prized for religious and cultural reasons. For all of these 

reasons there has been a lack of effective pressure on the politicians 

or governments to inaugurate, expand, or operate more efficiently family 

planning programs. 
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The pronatalist arguments still being heard varying degreesare in 


around 
the world and political leaders seldom wholeheartedly support family 

planning Programs. The beneficial effects are essentially long run and 

the politicians are necessarily concerned with their careers in the short 

run. There is also often an uneasy feeling that there may be a domestic 

political liability in family pl&nning that might be exploited. 

Basically, however, the misgiving of many top officials is based upon 

the residual feeling that national size means national power. In a large 

number of the country review papers the positive correlation of population 

size and military growth and the fear of upsetting the military balance 

was noted as an inhibiting factor to the growth of family planning programs. 

Other inhibiting beliefs include doubts on the motives of the developed 

world in promoting family planning on either racist grounds or a fear this 

is a new form of colonialism, a belief the pressures and tensions of pop

ulation growth will promote modernization, the desire for a larger national 

market and a larger working force, and the fear of losing out in the com

petition between countries and between ethnic groups.
 

Private Methods 

Nevertheless, methods for preventing conception and aborting unwanted 

pregnancies have been practiced for centuries. Family size has also been
 

reduced by infanticide, especially of female 
children. Various methods
 

have been followed whether these methods 
were legmlly or morally sanctioned 

or not. A mountian tribe in Asia has long followed the custom of killing 
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a mother and child on the birth of her fourth baby. This population 

control procedure stimulated the development of the art of abortion and
 

the search of effective methode to decrease fertility. Such a method 

however, might lack acceptability in other cultures. 

Contraception and abortion is practiced in all of the countries 

covered by this review and contraceptive devices are available through 

the private sector whether or not there is a program and whether or not 

such devices are legal although at a great variation in price. In all
 

of the countries various voluntary agencies were operating in the family
 

planning area although there was little attempt to evaluate the effective

ness of these agencies or to define their role in those instances where
 

the government has large active program. Thea and private sector is an 

important factor in lowering the birth rate or reducing the abortion rate 

in many countries such as Chile, Costa Rica, Pakistan, India and Paraguay, 

but of very minor importance in countries such as Ethiopia where conven

tional devices are probably only obtainable and used by the wealthy. 

None of the country papers in the review provided very good data on 

the role played by the private sector in distributing contraceptives 

although many considered it of major importance. USOM Thailand has made 

a good effort in determining the number of devices purchased commercially 

through confidential reporting from importers. India has made the greatest 

use of private sector delivery and quite successfully. If commercial 

sales are overlooked there is always the danger that many people counted 
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as new acceptors under a government program are simply switching from 

commercial sales. Where weaknesses in government administration and health 

structure are apparent, the use of commercial facilities which can, for 

example, place coca cola or equivalent in every village in Indonesia, 

should not be overlooked. Expansion of commercial distribution would 

probrnbly require subsidies and lee-l changes in some countries. Additional 

information is required on cost ratios and effectiveness between commercial 

and government distribution.
 

Recent Trends
 

The post World War II period has experienced a dramatic change in 

natalist policies. Prior to the war governments interest in population 

matters stemmed from low rates of growth mortality and migration. Today, 

in nearly two thirds of the developing world the concern is with high rates 

of growth and policies have been adopted to limit the growth rate. 

This trend has been accelerating with the spread of world awareness 

of the population problem. From very slow starts, over 20 countries have 

taken favorable positions on family planning or stepped up existing pro

gram in the last 5-6 years. Additional countries are now at least 

permissive in the field and allow some activity although they have not 

taken the step of announcing a national policy and embarking on a national 

program. Although the change in world attitudes has proceeded with re

markable speed, there remains a great uneveness in performance and 

commitment to mount an effective program. 



5.
 

The differences are also sharply delinated by region. In Asia, which 

has the largest populations, highest densities, and oldest civilizations, 

all major countries except Burma and Vietnam are committed to a reduction 

in the growth rate. In Asia, the movement is based primarily on economic 

and social development considerations. 

The African countries, with the exception of the northern tier,
 

provide little or no 
support to family planning programs. The newness 

of many states has meant that the influences favorable to family planning 

came in to play later than in other areas. Also the historic struggle 

for survival in a hostile physical environment made high fertility an 

essential for tribal existence. Today, in many African countries the 

rhetoric is that Africa is underpopulated and needs more children. The 

motivating force behind the few countries that have adopted family 

planning projects has been the economic planners and developers. Health 

and family spacing has played a rather minor role. 

In latin America, where there are also large sparsley populated 

areas, family planning activities have lagged behind Asian efforts. 

However, active programs have developed in some countries with the em

hasis on health rather than developmjnt, although development may be an 

equally important, but less publicized reason. The lag may also be 

explained, in part, by the influence of the Catholic Church in the area. 

However, Catholocism has not been insurmountable obstacles in many 

countries, but in thcse an open confrontation with the Church has been 

avoided. 
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In general, countries have moved from little or no interest in 

limiting population growth through a phase of growing concern and possible 

action or permissiveness to a phase of adopting a policy and embarking 

on an action problem. Given the multitude of forces at work behind the 

adoption of a policy and a program, the process of moving from one position 

to another varies greatly from country. The Population Council has identi

fied eight steps that are generally observed in the policy making process. 

1. expressed government awareness and interest in population size 

and growth, usually in connection with development planning; 

2. a public statement by a responsible official on the adverse effect 

of the high population growth rete on the per capita income 

development; 

3. a request for a study of the population situation and recommen

dations by a respected international organization, a foreign 

government or a local instituticn;
 

4. further development in the form of sample pilot prosurveys, 

jects, KAP studies and new courses in demographW and reproductive 

biology in the Universities; 

5. expansion of MH care, increased or new budget appropriations, 

provisions for family planning service through the government 

health network in cooperation with or subsidy to private family 

planning associations;
 

6. statement of a target - to reduce the birth and/or growth rate 

and/or to support family planning; 
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7. establishing a family planning authority within the government 

which then formulates a program to implement the target; and 

8. establishment of subsidary units in the family planning agency 

to deal with various aspects of the program, i.e., information 

and education, personnel, recruitment and training, records, 

research and evaluations, and logistics. 

These steps are not always necessary and some countries have skipped 

a number of them. Nevertheless, the pattern appears fairly consistent
 

and the steps can provide a useful check 
 list of the review countries.
 

Ethiopia has not yet entered 
the scale. Ghana, and theEcuador Philippines 

are near the middle of the scale and moving. Kenya and Nepal are well
 

along. The other countries have completed the basic 
 prerequisites althryugh 

some Latin American countries have programs with little publicity and no
 

publicly stated goals. 
 In one country (Pakistan) there is not the close
 

cooperation between 
 the health network and the family planning program 

that usually obtains. Although Paraguay has no official policy and no 

government sponsored program, the operation of private clinics and com

mercial sales is permitted. USAIDThe has developed an interesting strategy 

to further the establishment of a program. 

Attitudes
 

Moving government and peoples from awareness to effective programs 

requires changes in attitudes and the change must be andfrom awareness 

and permissiveness to dedication commitment.and The tfget group for 
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the attitudinal change will vary from country to country dependent upon
 

how far the country is along in the population question and the approach
 

must vary to focus on the appropriate target group, such as:
 

the national power elite, or decision makers;
 

the intellectuals which includes the professions and academicians; 

the opinion makers which would range from the controllers of the 

media, to the Church heirachy to village priests and leaders; 

the politicians;
 

the bureaucracy;
 

and finally the potential acceptors which might be further 
identified 

by age group, number of living children, urban or rural. 

In one country an attempt was made to identify the opinions of the 

national power elite on the population question and to draw up a strategy 

to change the attitudes of those susceptible to change. The opposition 

to the program melted away before the effort was completed. In all 

countries USIS has spent a considerable effort on identifying target groups 

developing techniques on how to get information to these groups. Perhaps 

their experience can be useful. With the exception of a few countries, 

such as the Philippines, Paraguay and Costa Rica, the country review papers 

were silent on methods of identifying and influencing opinion, and decision 

makers. 

The following section illustrates the way some of the standard program 

elements have been used to change attitudes and behavior. The list is 

illustrative and is not meant to te comprehensive. 
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international Conferences 

In several countries, participation in international conferences, 

particularly those sponsored by international organizations, made converts 

of influential doctors and health officials who then became active in 

promoting family planning programs primarily on the basis of better health. 

Attendance at conferences proved particularly helpful in Ghana, Chile 

and Costa Rica. Press reports of these conferences have also proved use

ful in bringing the population problem into the open and starting 

discussion. 

Research
 

Any program which is intended to be pr.rmanent must involve continuing 

and acknowledged institutions which can provide prestige, continuity, and 

community acceptance. Local demographic rosearch by a respected University 

can be very valuable in focusing high level attention. Social and economic 

projections at various population growth rates can be useful in enlisting 

support of leaders of economic and social sectors such as education, 

health, transport, etc., as well as the development planners who have proved 

to be the motivating force in many countries. Medical research contracts 

might be useful to gain support for the program in the medical schools 

and the medical societies. Perhaps more important than the research itself 

is the fact that it is performed within the country and probably has more 

acceptance and relevance than the same findings based on work done in 

other countries. As the work goes forward it becomes known and talked 



10. 

about increasing public awareness and helps create vested interests
 

favorable to family planning.
 

Training 

The training of family planning workers tends to keep the program in
 

the public eye aid increases the vested interests 
in favor of the program. 

Participant training abroad, in addition to the training itself, can be
 

useful in demonstrating programs of other countries 
in a similar state of 

development. In this connection we might consider a family planning in

doctrination visit for every influential participant.
 

Tempo
 

The experience with Tempo type materials has been to brief to draw 

firm conclusions but so far the reactions have been mixed. Those Missions 

who are adapting the information to the local situation and particularly 

those who are drawing in a local institution to assist with the adapt

ation, sayr the response has been very favorable. However, two Missions 

thought the material to be too complex to be useful and three could see 

little value. Two needed translations, one to Spanish and one to French 

although this need was not mentioned by other countries. One Mission was 

still awaiting a reply from AID/W on proposed use of the Tempo materials. 
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Knowledge, Attitudes, Practices 

Nearly all countries had done some type of study and the results were 
nearly unanimous in indicating broad based support for family spacing
 
and/or limitation. 
 This result can be useful in dissolving opposition and 
laying to rest the sensitivity issue. They also indicate the inability 
of the people to exert meaningful upward pressure on the bureaucracy for 

such programs. 

Individual Attitudes 

USAID/Pakistan noted that the problem of acceptance or acceptionnot 
of family planning defies rational expectations and is therefore not sub
ject to change by rational methods. 
 This statement reflects the frustra

tions in this area and nearly every Mirsion would like more in country
 

research on behavior pattenis 
and motivations.
 

In every country there is a backlog of people who want 
 to practice
 
family planning. Before programs 
are underway some of these people have
 
both the lowledge of the practice and access to traditional methods 
and
 
devices. InformatioL is primarily spread by word of mouth 
or physicians.
 

In some countries, particularly 
in Latin America this can provide cover
age to a significant share of the population, while otherson particularly 

in Africa and Asia, such services would reach very few.
 

After a program 
has started and information on the availability of 
family planning services becom-. more widely known the numbers of volunteers 

will usually keep pace, for a time, with the expanding facilities. One 
Mission noted there is no current need to start a motivation program until 
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they could take care of the demand, The danger of proceeding too rapidly 

and before the logistics are firm was well illustrated by the case of one 

Asian country which was carrying out pilot projects with the pill. A 

late shipment resulted in nearly 100 percent pregnancies. 

In the early stages of program development word of mouth and haphazard 

information programs are probably sufficient. Most Missions consider a 

satisfied user to be the best seller of the program. Nevertheless, in 

more matuwe programs such as Korea, Taiwan, India, Pakistan, and the small 

city states of Singapore and Hong Kong, a more focussed and intensified 

motivation program is required to achieve program goals. In these countries 

a number of different methods have been tried with a general theme of a 

small family is a happy family better health and nutrition. All forms of 

media have been used including puppet shows, audio visual mobile units, 

minstrel shows, posters, pamplets, as well as radio, TV, the press and 

movies. Unfortunately there has been little evaluation of the effective

ness of the various methods and little cost benefit analysis. Working 

through womens' organizations when available, the saturation technique of 

Singapore, and a tie-in with entertainment in rural areas appear particul

arly promising. 

India and Pakistan have tried cash payments or prizes to finders and 

for acceptors with rather inconclusive results.
 

Tying in family planning to mothercraft, mother and child health, and 

nutrition has been tried in a few cases but it is still too early to 

evaluate effectiveness. In Chile the basic theme is mothers health and 
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reduction of the abortion rate. In some LA countries family planning has 

been tied to tests for cancer. The value of such a tie-in lies in improvinE 

the acceptability of the Family Planning program as it becomes a very 

expensive and inefficient cancer detection program. 

Some starts have been made to get family planning and demography into 

the education system but it is far too early to test the results and effectiv 

ness. Efforts to introduce sex education into the secondary schools have 

generally not been successful. 

Follow-up and house-to-house visit appears promising but is expensive 

and could severely tax the administrative resources of the program. Only
 

very limited information on the effectiveness was available but only one 

country, Ecuador, reported poor results. 

Post partum programs have been undertaken on small scales in several 

countries and evaluation reports are beginning to become available. There 

is a wide range of USAID views and experience on these programs. Pakistan 

down plays the value of getting the mother on contraception immediately 

after birth as she is infertile for several months anyway and could drop 

out in this period. Pakistan does see some value of post partum visits 

for education and sterilization. In Chile, on the other hand, at least 

one hospital inserts IUD's even though there is a higher drop out rate. 

One country thought the fact that few children were born under any medical 

supervision made a post partum program impossible. Other countries with 

similar lack of medical facilities have started home visiting programs. 

The work on motivation is still initiatry and a wide range of methods 

and techniques are being tried. From the cuuntry experience it is very 

clear that the problem has not yet been solved and further work is required. 



DEVELOPMENT OF A COUNTRY FAMILY PLANNING PROGRAM
 

Commitment
 

In Chapter I, the status of government commitments to population
 

programs as evidenced by both formal policy statements and by actions was
 

reviewed. The point was made that formal statements make more likely that
 

governments will provide leadership resoirces and manpower in sufficient
 

strength to achieve a rediced birth rate. On the other hand, commitment
 

may be made thro'igh financial anthorizations and personnel appointments 

withoit a policy statement. Jlidged either way, the commitment of governments 

to family planning appears to be considerably less than commitments to the
 

new cereal varieties which was the sibject of last years review. In the
 

case of the grains, the programs gave promise of an immediate political 

impact, and there was little or no formal opposition. Family Planning pro

grams, on the other hand, are opposed by powerful groips in many colintries, 

are politically sensitive, and promise only long range benefit. These
 

factors make the obtaining and contin, ation of a firm commitment considerably 

more diffic1lt for family planning than for grail'3. 

In some colintries that oirrently have large scale programs the sense 

of lirgency appears to be eroding away. In some instances this may be d,e 

in part to a sense of complacency broight about b7 recent food siccesses. 

Difficilties in meeting goals and 'inexpectedly high drop oit rates has 

cal7sed some disillisionment and discoiragement. Some are also experiencing 

administrative and organizational difficilties accompanied by variois
 

blireaucratic road blocks. In some there appears to be a growing tendency
 

to rely on external assistance rather than increasing the allocation of
 

domestic resoirces.
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For those cointries which have new programs or are j'ist getting
 

started the degree of government commitment is qiite mixed. In Jamaica the 

degree of government spport is high and increasing. In Costa Rica there
 

is strong execitive sipport and good sipport is developing in Trinisia. If
 

the experience of the cointries which have older programs is valid, there
 

may be problems in maintaining and increasing this sipport. In some
 

contries, the small poorly financed programs indicatbs ambivalent attitldes. 

In others, with new programs, such as the Philippines, suipport is growing
 

bit commitment has not yet been achieved. Finally in couintries such as
 

Urugiay and Chile there is no government policy bit the population growth
 

is low.
 

Title X legislation and the President's message on popilation of
 

July 18, 1969, established the intent of both the legislative and execitive
 

branches of the U.S. Government to give population control/family planning
 

high priority. A.I.D. policy statements likewise slipport a high priority
 

for this activity. Some A.I.D. technicians, however, assebt that the
 

strength of the A.I.D. commitment occasionally falters in the day-to-day
 

actions which can make or break a program. Recruiting, contracting and
 

prooirement reqvire a considerable commitment if population/family planning 

projects are to be implemented quickly and suiccessf1lly. 

Establishing the Need for a Poptlation Program in a Host Cointry 

Commitment to popuilation/family planning programs obvioisly requiires 

a prior conviction of the need for them. In a n, mber of cointries, siuch
 

as Korea, the Philippines and Costa Rica demographic research stidies
 

carried on throlgh local lniversities have proved to be important. 
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In T irkey, snch stidies have not yet led to mich action. In some other
 

colintries demographic sirveys have been condlcted throlgh variols local
 

insti-itions with the help of the Popvilation Coincil, Ford Fo,ndation, U.N. 

organizations and others. In Africa, the U.S. Census Burea, has been
 

helpfSl in gathering and plblicizing demographic facts.
 

In most colintries, the registration of vital events and the timely
 

compilation of statistics from these registrations are both incomplete.
 

In order to supplement this data sample s9rveys have been or are being
 

condiicted in a nuimber of cointries. Sich sirveys iisially are needed to
 

establish baseline 
data against which the progress of pop1ilation/family 

planning prograria can be evalliated. Only one colntry doibted the need for 

baseline data prior to a program. 
This data can be collected in a number
 

of ways. In several couintries, schools of pliblic health or medicine began
 

slich research. 
In Pakistan, however, the Institite for Developing Economics
 

and the Popuilation Growth Sirvey conduicted jointly by the Central Statistics
 

furnished the basic demographic data upon which the family planning program
 

was based. 

KAP or Knowledge - Attituide - Practice Srrveys have been indertaken
 

or are in process in most of the couintries and, with the notable exception
 

of Nepal, these lisially demonstrate that people are having about twice as
 

many children as they desire and that more people are interested in family
 

planning than is generally believed by the government administrators. These
 

stuidies have been helpil in gaining political sipport. These stuidies and
 

experimental private clinics sponsored by the International Planned Parent

hood Federation (IPPF), Popilation Concil, Pathfinder Fund, SIDA etc. 
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have been very iseftl in a nuimber of cointries in establishing the accept, 

ability of family planning.
 

Attendance at international conferences by government officials and
 

opinion leaders in a cointry, and stlidy toirs to other contries have been
 

instrimental in starting several of the programs.
 

Pilot Demonstration Projects
 

In a n1mber nf cointries, in which Costa Rica and the Philippines
 

probably offer the clearest examples, the programs devoloped along similar
 

lines. Private clinics are started by Pathfinder or Chirch organizations
 

or the IPPF. These activities are accompanied by a growing interest
 

started and fed by th growing literatuire and often by a' endance at con

ferences. Usually a Family Planning Organization is formed affiliated with
 

IPPF. Often a privatE demographic association is started. The growth of
 

the private Family Planning agencies tends to create a strong lobby which
 

presvires the government agencies. Finally a national government sponsored
 

national program is started.
 

Pilot project or projects in some form have normally preceded the
 

lainching of a national program. These projects have helped to develop the
 

information needed to plan a national program. They have tested vario',s
 

techniquies of contraception and collected data on their relative accept

ability and effectiveness. The projects have also provided pilot data on
 

the staffing and training reqirements. In at least one contry, Paragiay,
 

a pilot clinic was ,ised to test the adequiacy of data collecting and reporting.
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Projects have also ,incovered slich clilt'iral factors as the acceptability of
 

vaginal sponges in some areas and their ,inacceptability in others. They
 

have also been ,ised to test innovations sich as incentive payment to village
 

midwives to win their cooperation and the ,ise of s'ib-professional rather
 

than professional personnel for delivery of family planning clinical ser

vices. Field trials of different motivation messages and media have been
 

,ised in a nvimber of covintries.
 

Occasionally cominity development groips take the initiative in
 

introdiicing family planning. In East Pakistan the R'iral Development
 

Academy at Comilla contriblited new information on the commercial distribition
 

of conventional contraceptives, motivational techniqlies, lise of incentives,
 

and vise of sib-professional personnel for clinical family planning services.
 

Maternal and Child Health (MCH) programs, either private as in the
 

case of Taiwan or Governmental as in the case of Solith Vietnam and Latin
 

American co,ntries, have also provided a base for pilot stuidies.
 

Many colintries have obtained oitside assistance in establishing pilot
 

model clinics throligh piblic or private soirces. Sweden, throigh its SIDA
 

organization, pioneered suich clinics in Pakistan, Ceylon, and other couin

tries. The Pathfinder Ftnd and IPPF have given suipport to sich clinics.
 

The Ford Foindation and the Popllation ouincil, as part of their research
 

and training programs, often assist in establishment of pilot clinics and
 

stidy centers.
 



Medical association, medical schools, and pnblic health schools are
 

also often ,itilized to introdlce family planning services into a country. 

The Medical Association of the Philippines, for example, pioneered in train

ing and indoctrinating medical personnel for family planning. 
The Colombian
 

Association of Medical Schools operated family planning clinics in Colombia
 

prior to Government involvement.
 

In brief, pilot projects appear to have been very lisefil in initiating
 

p-ograms, infliencing attiides, testing techniqules and administrative
 

arrangements, and assisting program design to fit the coulntry situlation. 

The fact that many similar tests have been rin elsewhere often lacks re

levance to local personnel.
 

Administration
 

The qulality of the leadership, which is probably one of the most
 

important ingredients, was discussed in nearly every colntry paper. 
In
 

highly personalized societies the qiialities of the individlal heading the
 

program appear to be of paramolint importance. Quialities req,ired were
 

,isually the ability to motivate and control the staff; 
to extract resouirces
 

from the host cuntry and external sources; to accept new ideas; to possess
 

administrative talent; and to gain the sipport and acceptance of the society
 

for the program. Programs which have dynamic leadership, with access to
 

the power strict,,re have clearly progressed faster than those with 'instable
 

or hostile leadership, or conflicting lines of aithority, or where the
 

leadership of the program is well'down the ladder of the bireaicracy.
 

Most co',ntry programs are located in the Ministry of Health, ,isially
 

as a semi-independent department, as part of Maternal and Child Health
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program or as a part of the comprehensive health program. In many cointries
 

the reqiired clinical medical sarvices are offered effectively throigh
 

Maternal and Child Health programs. There are three major reasons for 

this approach. (1) It is claimed that women participating in MCH programs 

are of proven fertility and have a maximnm interest in birth control when 

they are pregnant or recently post-partm; (2)the staff of MCH programs
 

have rapport with the potential clients and have a relevant backgrolund so
 

that they reqliire little training to participate effectively in family
 

planning programs; (3)family planning services extended by MCH programs
 

are more acceptable to many women than those offered in separate mass
 

programs specifically designed for popilation control. 
 Family planning
 

services, as a I'inction "of health programs designes to protect
 

mothers, decrease infant mortality, improve child ntrition, prevent abortions
 

and cancer, appear to be more acceptable in the religiously sensitive coiin

tries of Latin America. Inmost of Africa, family planning is also more
 

acceptable as a health meaire. 
In addition, in some developing cointries
 

the slibsti-ition of popllation for health programs in foreign aid may
 

provide confirmation for propaganda that the U.S. is racist. 
On the
 

other hand, in many countries the provision of colintry wide health services
 

for all people add lip to implalisibe or impossible manpower and fiscal
 

reqiiirements. 
 If target levels of acceptors are only achievable through
 

comprehensive health programs, then ,irgent fvrther work is reqiired.
 

Inmost instances, the Missions making the pro-MCH case slimarized
 

above are describing a sitliation where the program has not yet become
 

widespread enough to have a significant demographic effect. When this phase
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is planned, varios Missions and analysts point ont that the infrastrictire
 

of qialified health personnel and physical clinic facilities which wo'ld
 

be reqvuired to meet both comprehensive health and the family planning goals
 

is clearly beyond the capability of most colintries. At this point, the
 

expansion of paramedical staff needed to meet family planning goals may
 

slirpass the total MCH staff, so that the latter is the tail of the dog.
 

Another problem with complete reliance on MCH is that this program is
 

lisally a slib-agency of a health section which is 
a sib-agency of the
 

Ministry of Health. so
ThIrs the family planning activity is buried under 


many hierarchical layers that it receives inadequiate top level attention
 

and flinding to slicceed on the desired scale.
 

Several colntries have separated family planning from health services
 

and one or two has competing family planning programs in different agencies. 

One within the health complox and one without.
 

A few countries have established high-level family planning co,incils
 

consisting of cabinet-level members, distingiished private citizens and
 

sometimes religiois leaders. 
 The Ministries of Health, Finance, Information,
 

Edication, Agricuiltuire and Commulnity Development are uisulally represented 

and in at least one the concil is chaired by the Minister of Finance and
 

Planning. Althoigh it is too early to dociment the valie of this approach 

in obtaining broad based suipport, these early efforts appear promising.
 

The role of the Ministry of Eduication in introdlicing couirses on
 

demography, physiology of reprodliction and family planning into the edlica

tional system, has been mentioned although few examples of good efforts
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in this direction yet exist. 
Extension services in the Department of
 

Agriciltuire or of Comminity Development are sometimes ,itilized to comnlnicate 

information on family planning to vast nunbers of peoples at the village
 

level with ,mevaliated results.
 

Contraceptive Methods
 

Some programs began with primary emphasis the
on IUD but by now most 

recommend the effective clinical methods 
-- namely, oral contraceptives
 

or IUDs as first choice for spacing, with sterilization recommended where
 

permanent cessation of fertility is desired.
 

IUDs started as the favored method in most developing country programs
 

because they are cheap, effective, reversible and reqliire only one decision. 

In practice, they have proven to have clinical complications which althoigh 

medically ,inimportant have been an important factor in their losing favor 

in nearly every cointry. It appears that in the rish to meet demand when
 

a program starts, services are often swamped 
so that efforts to cater to
 

patient satisfaction appears linnecessary. It is precisely duiring this time
 

the quality and tone of the program can set preconditions for suiccess.
 

The best plblicity is word of molth of the satisfied liser. Conversley, a
 

dissatisfied woman negates the experience of many satisfied lisers. 
 With
 

even minimlim follow lip care, the gossip network can be rediced or work 

for family planning. In one colintry it fouindwas that there were wide 

variations in drop out rates between the patients of different doctors,
 

with one physician recording a 90% retention rate. 
Based on limited exper

ience,Emiador observed resilts varied sharply with the motivation 
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of the MD and clinical assistants. Costa Rica also indicated that the skill
 

of paramov'nt importance. Nevertheless, wideof the individlal doctor to be 


the failire of the IUD,
spread piblicity has occurred in many contries on 

and this will be difficult to conteract.
 

New IUDs being developed will probably lessen the medical complications.
 

More and better-trained personnel will be needed in the clinical medical
 

services necessary for insertion and follow up work. Most colintries are
 

now accepting the principle that slib-professional health workers can be
 

adeqviately trained for IUD work although Tinisia still reqiires gynecologists
 

for insertion. The acceptance of this premise and the training of large
 

numbers of para-medical or sb-professional health workers co'lid provide
 

the necessary manpower to make IUDs a more effective contraceptive technique
 

throigh better service to the patient.
 

Experience with other types of contraceptives is discussed in Chapter
 

III, Here the only additional comment might be that for beginning programs
 

which lack adeqlate nimbers of trained personnel, conventional contraceptives
 

have not been promoted as muich as one might expect.
 

Training Staffing
 

The shortage of trained people and training facilities was commented
 

on by most contries. Only Turkey thoight program training facilities were
 

adequate for the size of the program. Costa Rica, along with other
 

As the
colntries, started with training personnel olitside the colintry. 


needs expanded, training was switched to in couintry at the University and
 

training will be extended to medical, paramedical, and social workers.
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A similar pattern was followed in the Philippines with small scale initial
 

training outside the country. Medical training is now carried on by the
 

University of the Philippines College of Medicine; MCH and other Health
 

personnel by the Department,of Health. A number of coimtries have estab

lished or planned Family Planning training centers slich as Ecnador, Kenya, 

Jamaica.
 

Doctors, medical stlidents, nvirses and midwives, social workers and
 

teachers, demographers, economist, administrators and planners often are
 

provided some family planning content in their training coirses. 
This
 

backgroiind in family planning tends to improve cooperation and plublic
 

sipport.
 

The indoctrination of all workers in family planning programs appears
 

to be helpfvil in developing ,inderstanding as well as skills. In many
 

contries a pilot or demonstrati.on project provides the initial training.
 

Medical schools, puiblic health schools, nursing schools are another solirce
 

of training for the bio-medical or the health worker. Social science
 

departments of universities are often resources for training social
 

scientists.
 

Finding adeqliate staff for a family planning programs is a common
 

problem particuilarly when family planning is a part of the health service.
 

Often this raises a problem that can be solved only by accepting a level
 

of medical care for family planning consistent with the level of medical
 

care generally provided in the colintry. In a colintry where 95 percent of
 

deliveries are made by i'ntrained, village midwives a policy that only
 

gynecologists can deliver clinical family planning services is not realistic.
 

In a nimber of cointries sib-professional medical people have proved adeqiiate,
 

http:demonstrati.on
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after training, in areas where medical services are ,i ally rendered by
 

lintrained people.
 

In Pakistan several hindred Lady Family Planning Visitors have been
 

trained in one year to insert IUDs. They accounted for two-thirds of the
 

IUD insertions and a recent study demonstrated that their resl1ts were 

Dilly as good as those of qlialified physicians.
 

Research, evallation, and inspection ,islially reqnires anothr category 

of workers. Althoigh basic research in bio-medical sciences has been more 

prodvictive in the developed colintries, some fundamental research in develop

ing colintries usiially gains the cooperation of doctors and scientists.
 

In at least one colintry the medical society is against the program. Re

tention of an adeqnate staff is sometimes troliblesome. Family planning 

programs are often considered temporary, sich as in Korea, and the staff
 

are temporary employees rather than permanent government civil servants. 

This handicap of non-civil service statlis is sometimes overcome by paying
 

larger salaries. When staff members who are working flill time for the
 

Government Health Department are ,itilized for family planning work, some
 

colintries have folind it necessary to provide them additional compensation. 

In Latin America this is accomplished by giving them extra pay on an holirly
 

basis for houirs worked beyond their normal dities. In other programs, as
 

in Pakistan, they are given a small retainer fee plis a fee for services 

for clinical contraception and a percentage of the sale price for conventional
 

contraceptives. The Latin American scheme creates problems within the gov

ernment strictire. The fee-for-service compensation has the disadvantage
 

of encoiraging over-reporting bit both have the decided advantage of stimu

lating activity.
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Motivation
 

There is increasing evidence that, by merely offering convenient
 
family planning services, a large nvimber of acceptors will be forthcoming
 
in the first year or two with a minimin of motivational effort. 
However,
 
the evidence seems to be accimllating that after these highly motivated
 
people accept family planning a greater motivational effort is reqlired to 
maintain momentum. Increased motivation is generally recognized as a common 
problem in the matlire programs and there are some efforts to inclide all
 
family planning workers slich as doctors, nirses, midwives, etc. to partici

pate in motivating patients. 

In addition, a numnber of colintries have cadres of people whose fill
 
time effort is motivation. This is being tried at many levels and with many 
techniques, inc~liding mass commuinications, television, radio, newspapers,
 
billboards, movies, posters, and pamphlets. 
Unfortunately eval'iation
 
efforts and cost benefit analysis are spotty and inconcl,sive.
 

Individual comm,
lnication appears to be effective in perslading a
 
potential client to make a decision to actuially practice family planning
 
and is being tried in a nuimber of colintries. However, even after acceptance, 
continial reinforcement is nearly always necessary to obtain continuance. 
Those clinics which make provision for individal counseling when the 
client starts family planning and provide continued personal contact to 
encoirage continmance have the best records. 
 One clinic in Latin America
 
has 90 percent continuiation rate. 
 At this clinic patients receive in
dividuial co'7nseling at their first visit to the clinic. The client is given 
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a revisit card an is again notified one week before her visit is dle. If
 

the client does not retirn on her die date or within one week of that date,
 

she is visited at home by a social worker to encorage her to ret!rn to the
 

clinic. 
Post part'im programs are being tried in a few cointries. There
 

is difference of opinion among Missions as to the cost effectiveness of thesE
 

programs. There is considerable variation in the emphasis given to motiva

tion in different programs. In Costa Rica the Demographic Association, an
 

affiliate of IPPF, has a well organized information init as have other
 

co'ntries. In others, however, these programs are still in the
 

pilot stage or non existant.
 

Evaliation
 

The need for a section for evaluiation and research independent of
 

responsibilities for program operations is becoming recognized. 
Where
 

established, this section is responsible for developing a reporting system
 

to provide information needed for making intelligent decisions concerning
 

the operation of the program. In some cases simple analysis of the data
 

can give information as to the acceptability of different types of contra

ceptives, efficiency in volime of work of variis clinics, continulation
 

rates of patients, and other such necessary operational information.
 

In Pakistan this feed-back information demonstrated that more than
 

two-thirds of those accepting family planning services 
were poor people
 

from riral areas and not rich lirban edulcated peopel, that more than two

thirds of the IUD clients were brought to the clinic by village dias, that
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the IUDs were inserted by sub-professional lady family planning visitors, 

and that IUDs inserted by sub-professional workers gave equally good re-


Eslts compared with those 
 inserted by physicians. These findings were in 

contrast to the opinions held at that time.
 

Fvinding 

No matter how well the program has been planned, there remains the
 
common problem of obtaining adeqnate bdgetary resorces. Lack of adeqriate 

resources has been a major inhibiting factor in the development of family
 

planning programs. Dvring 
 the Third Five-Year Plan, Pakistan estimated a 

need for a 40-crore bidget bit ended ,ipwith a 28.4 crore bidget. 
In
 

Korea, program operations have been cirtailed, on occasion, beca,se of the
 

lack of c7rrency to pay incentive payments and salaries.
 

Legislative and administrative policy decisions of both A.I.D. and
 

host colintries have delayed expenditure of funds even when they are
 

available. 
This is a problem common to most projects as is the necessity
 

for complying with the procirement reglations of two couintries.
 

Assistance to Cointry Programs 

External assistance is available to all of the coutntries. Practically
 

all programs have accepted financial and commodity assistance either directly
 

from the U.S. or through m'ilti-lateral official agencies svch as the U.N.,
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international voluntary agencies such as IPPF, or through non-official 

U.S. organizations such as the Popl1ation Coincil and Pathfinders, and 

Ford Fyindation. Technical assistance is also available and is present in 

varying degrees and effectiveness. 
A few of the cointries are critical of
 

the quality of the alailable technical assistance and sometimes resent what
 

they consider excessive interference with their programs by some technical
 

advisors. 
On th.e whole, however, technical assistance appears to be well
 

received.
 




