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Introduction

Five years ago IPPF undertook its first systematic worldwide survey of
trends in fertility and family planning. Its purpose was to explore

the world's unmet needs in family planning, covering population and
fertility. fanily planning programmes, national barriers to family
planning acceptance and the respective roles of governments, associations
end other agencies in organized plans and programmes and international

funding.

The Survey provxded a baseline of xnformation about current demographic ‘
trends and levéls of contraceptive practice in the world as a whole. The .
zindinga were presented at the IPPF Anniversary Conference iu 1973 and
vere used to formulate guidelinea for future IPPP priorities.

Anong the ten guidelinea laid down at the Conference. tvo in particular
teflected the lessons of the Unmet Needs Survey. They called for the
improvement and expansion of fertility regulation services, with emphasis
on more effective distribution methods, and for the integration of family
1ife and population education throughout the formal education systenm,

for out of school youth and for adults within progrannna for workers.

In adopting the guideline on fertility‘regulation services IPPF was renew-
ing its conmitment to a role in the provision of contraceptives, directly
or indirectly. Its support to conventional clinic services continued, but
great effort was placed on promoting community-based distribution services
as a means of making contraceptive supplies more accessible to those dis-
tant from or wary of family planning clinics. The use of non-physician
personnel, in the clinic or elsewhere, was identified as another mesns of
making contraceptive services more flexible and accessible. In 1%76-77
IPPP also increased its efforts to provide sterilization for those freely

accepting this method.

Some idea of the effect of these atrategies may be gained from IPPF ser-
vice statistics. The number of CBD programmea throughout "IPPF rose rapidly :
from three in 1971 to 29 in 1976, In addition, associations were pronotins
systems for distribution of contraceptives by field workers; within the past
two years over 20 of these schemes have been initiated.
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Within the clinic, 48 associations permit midwives and nurses to carry.
out medical duties without the direct supervision of doctors. During
1977, more than $2 million in additional funds have been alloca;gd;fbr
new and expanded sterilization programmes.

The guideline on population and family life education offered two types

of approach; programmes designed for youth and "iﬂtegrated programmes"

for adults and workers, combining aspects of health or welfare with

family planning. By 1976 rural programmes and integrated programmes had
been set up by 57 associations. 61 associations were engageﬂ in some form
of activity which included youth as an audience, 44 of these concentrating
on specific aspects: i.e. students and school children, out-of-school
youth, training for teachers and youth leaders and to the involvement of
youth volunteers in promoting family planning awaraness.

Intgrnational_women's-Yeap 1975 gave impetus to women's development pro-
grammes which are now a proninent feature of IPPF work; 43 projects with
allocation totalling $400,000 were approved in 1977.

Against this background of programme development IPPF undertook in 1975-
77 its Forward Look Study - "a thorough reappraisal of objectives, prio-
rities and strategies which should guide its work over the next ten to
15 yesrs." Its findings were synthesized from the views and experience
of member~associations, Task Forces of volunteers and staff, and

expert 'External Assessors'j they were stated in the document presented at
the fircc Members' Assembly in November 1977,

In this study emphasis was once again placed on new delivery systems and
family planning education for young people along with improvements in
status of women and clear criteria for allocation of resources.

A further contribution to the corporate thinking of the IPPF was made by
the Unmet Needs Survey, repeated in 1977, to obtain up-to-dcte estimates
of the world situstion and a five year review of changes in the status
of family planning.

As in 1972, the Unmet Needs Survey drew upon international data sources
and IPPF members, grant-receiving associations and regional offices for
information about every country in the world and was conducted undex the
guidance of Professor J Corbett McDonald, formerly head of IPPF Evalua:ioﬁ

Department and now honorary consultant to the department.
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Comparison with 1971 findings euggeete that while the situation is not
profoundly different, some sreas of the developing vorld have undergone
change and may now be approaching a stage of -demographic transition,
chardctérizéd by low mortality and fertility rates.

In terms of prograzce priorities however the results show with renewed
force the magnitude of need for supplies and information, the world's
reliance on organized programmes,the gap between urban and rural pro-
grammes, and the ever-more urgent need to reach young people. Thus
the Survey complements the ‘Forward Look Study, offering a quant;tative
basis ou which to judge priorities at regional and national level.

The main Survey findings were described by the Secretary-General at the
Members' Assembly in November 1977. This report has been prepared to
reach Regional Offices, associations and all those who provided informa-
tion as soon as possible. Their co-operation is gratefully acknowledged
and comments or requests for further details will be welcome.

Method and sources of information

The 1976 Survey was carried out by the same method as for 1971, Demo-
grephie data were taken from UN Demographic Yearbooks, ‘supplemented by

US Bureau of the Census. The same methods of calculation were used where-

ever possible.

The number of questions in the association queetionnnire'vae reduéed to
compensate for the short time allowed for collecting information. Published
gources were used for government service Tigures; ° the inquiry about
international funds was omitted. This enabled the Survey to be completed

in time for the Members' Aeeembly. '

veilabxlity and reliability of data

Demogrephic changes take e long time to ehov their effect and lo a’ review
of population etatierics 1971-6 wae unlikely to produce ‘many | rurprieee. '

# IPPF and its Future; An IPPF Workiug Paper, September 1977.:
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Comparisons were limited further by lack of data, The most reliable and
‘eomplete evidence comes from countries where rates are already lov. Else-
where, estimates for one or both of the years under review may be lacking
or changes may appear which are really the reault of xmproved statistical

procedures or even "of differences in preaentation inapired by political

or other considerations.

UN Demographic Yearbook statistics are derived from national censuses and
so may be out of date for some countries. Between 1965-74, 179 countries
had censuses (i.e. complete enumerations of the population) representing
74% of world population. However, the only topics universally covered
were total population, sex and age. The margin of error in estimates
derived or updated from these sources may be greater than any possible

_ degree of change over five years. Among the remaining countries, 25 in-
cluding 17 in Africa had never had a census.

Results from sample surveys and population projects were not used in the
Survey since the primary purpose of reviewing demographic data was to
compare figures from one year to another from a consistent source.

_ The association questionnaire was aent to 105 ‘countries repreaenting 63%
of world population (87.2% excluding Rusaia and China), the same- propor-
tion as in the 1971 Survey.

94 associations returoed long queationnaire and another provided partial
information, representxng 902 of IPPF members and grant receiving countries
‘compared with 93% in 1971. A further four were completed by secretariat
staff. All Regional Offices (except Europe) completed a 'short' question-
paire for non-IPPF countries. No new estimates were available for Russia

. and China. '

The 1976 Survey produced a slightly higher proportion of replies to ques-
._tiona on levela of contraceptive practice and knowledge and access to pro-
grammes, Fewver associations estimated proportions of programme effort by
government and non-government agencies, or abortion levels. However, reli~
ability of snswers had improved for most questicns. 20%7 more replies were
based on some data rather than guesswork or personal experience, for ques=-
tions on contraceptive practice and knowledge .and even more for abortion.
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'‘Programme effort' and age of new acceptors were less reliable than before,
possibly because the Survey allowed only a short interval for data collec~-
tion after the end of the financxal year. However, 1976.information could
be regarded as comparable with and racher more reliable than that for 1971,
vith data on ‘access “to programme' and proportionate programme effort

still on a rather low level of reliability.

Further efforts will be made to check questionnaire data against reliable
indicators, to assist associations in gacherxng valid and useful information
about national needs.and the-status of family planning programmes.

Survey Findings‘

World population

World popuiation increased otéadily'from73.6joillion to 4 billion in 1971-6.
The global rate of natural increase showed little change, having been
sustained by large numbers of women entering the fertile age range. These
numbers resulted from high birth rates in the previous generation and also
from falling death rates which allowed an increasing proportion of young
people to survive into the fertile age range with consequent high birth
rates. In regions with high rates, decreasing numbers of deaths would help

to maintain population growth even if births were decreasing.

Nevertholess..the gfobal annual rate of growth slowed down to 1.8% from 2.1Z
in 1971 (table 1). The world crude birth rates fell from 35 to 30. The
crude birth rates of population is not a reliable indicator of fertility
because it is heavily influenced by the proportion of women in the fertile
age range; if the proportion is high, a decline in total fertility rate may
not be reflected in the crude birth rate. However CBR is a convenient way

of comparing the populations of different countries and regionms.

Only 24% of the world's population now lives in countries with reported
crude birth rates of over 40, including 982 of the population in Africa. .
73% in the Middle East and 437 of Latin America. " :
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World population and levels of crude birth rates
(population in '000s)

CBR = 25orless . 26 - 39 .. 4O+
?oPn;‘.':'Pércenffn: Pop® Pefdéht‘h Cpop® Percent
: World Pop S Hbrld{?op‘-yj‘ S World Pop
1971 1093~ 20.6 . . 1049 28,4 1548 420

1976 1164  .28.9 1698 472 962 Co239

As in 1971, 71Z of the global population lives in countries with crude
birth rates of 26 or over. The shift from higher to lower rates within
this group is due to five major countries, India, Pakistan, Mongolia,
Burma and Egypt, which reportedly achieved crude birth rates of less than
thar 40. Por India (34.6) and Pakistan (36), this represented a fall of
8 and 14 points respectively. Possible errors in these estimates may be
compensated for by high figures for some Latin American countries cur-

rently thought to be experiencing decline in CBR.

-Among countries with rates of less than 26, over half were European. Nine
developing countries had come into this category since 1971; the majority

of these were islands.

In the Middle East and North Africa the proportion of population in very
high birth rate countries declined though low birth rate countries still
constituted less than 17 of the regional population. The situation was

more:?;sn unchanged in Latin America and East & South East Asia; in the

latter a slightly larger population in high birth rate countries than in
1971 can be attributed to high rates of growth in Indonesia, Philippines
and Thailand (figure 1).

Current fertility declines may be a good augury for family planning pro~
grammes, since contraception is one of the major means of controlling
£ertility._but the full force of population momentum hzs yet to be felt
and the problem of population size in relation to resources and develop-
ment remains acute. The fertility of the 1970's and 80's will ensurz a
young age structure and hence continued population growth during the next

century.
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Projectionl by Frejka(l) show that even if the world achieved a net re-
production ‘rate of 1 by 2025 it would then bave 10-11 billion inhabitants.
A more gradual and realistic rate of decline (projection 5) would result
in an ultimate population of 15 billion before a net reproduction rate of
1.0 was reached in 2100. Less developed countries would then have
increased their numbers by four or five times. To achieve even this, the’

‘current family size of nearly five must be reduced to less than four by ZOGQ.

Linear decline of fertility to net reproduction
rate of 1.0 in years' 2020-5 and 2040-5 (Frejka)

Projection 4 KRR = 1 in 2020-5 Projection 5,NRR = 1 in 2040-5

Population Total fertility Population Total fertility

(millions) Rate (millions) Rate
1980  4436.3 427 4460.3 4,39
2000 6422,1 3.33 6669.8 . 3,69
2100 11168.8 2,11 7 15102.3 2,11

‘Though it implies unchanged fertility in-developed countries projection 5
still may not represent the maximum limit of population growth since future
mortality decline and fertility levels may have been underestimated (figure 2

Socio-economic factors (figures 3-5)

There was little improvement in factors thought to bu associated with ferti-
lity levels (table 1), Infant wmortality rates, perhaps the most sensitive

{ndicator of environmental conditions, showed a slight decrease for the
world as a whole from 90 to 85/1000 but statistics were particularly uneven
in quality. In 60% of countries no change, or changes of less than % 102
were recorded. Nearly half of these were countries with 1971 rates already
below 25/1000 (W. Europe, N. America, some E. European and Western Pacific
countries). Increases (up to 50 points) were'reported for Africa; more
commonly rates were reduced, the greatest decreases (up to 100 points)
occurring in Africa and the Middle East. Very high rates had previously '
been reported for countries in these regions; the substuntial reductions
reported from 1971-76 gave rise to the apparent overall decline in infant

mortality.

(1) FPrejka, Tomas, The Future of ?opulation Growth. Alternative Paths
to Equilibrium, Wiley & Sons, New York and London 1973 pp 224 and 225



Data was least complete in the Middle East, Africa and ESEAO0, most available
‘in MENA and Africa. Bearing in mind the link between quality of data
reporting and high levels of infant deaths, these regions could be regarded
as having the severest problem of infant mortality, with Africa experienc-
ing the highest levels. Moderate declines seemed probable in Latin America
and in sowe Asian countries (including W. Malaysia, Singapore and Philip-
pines) Tgypt and Sudan, Mauritius and some other small countries.

1975 figures for GNP per capita showed that the gap between rich and poor

countries had widened in absolute, though not in relative, terms.

| 1970 1975
'N. America . 4507 7020

‘W, Europe 2049 4747
China 129 . 350
W. Africa 125 290

Indian Ocean 9 - 200

‘Though retlec:ing current market prices these figures are not valid
i{ndicators of living standard. They merely reflect the scale and degree
of poverty which still afflicts a major part of the developing world.

UN literacy estimates have not been published since 1973, but educational
enrollment for females (lst and 2nd grade) indicated little improvement in

the past five years. However, in the Western Pacific and in a majority of
Latin American countries half or more girls were enrolled; so were most of
the Caribbean and S. East Asian countries for which figures were available.
In MENA and Africa only a small proportion of countries reached this level
of enrollment. Female education is an indicator mot only of socio~economic
development but of ‘the status of women which in turn is generally associated
with family planning acceptance.

Women at risﬂ: family plannfng and abortion

The numbers of women at risk rose at the rate of 2.5% per annum to reach 558
million in 1976 as compared with 496 million in 1971. ‘The entry of large
numbers of women into the fertile age range operated to keep this rate higher
than the population growth rate.

% The number of women aged 15-44, multiplied by a factor of .628, to allow
for proportions sterile or sexunlly inactive and for the time necessary
to achieve three desired pregnanciex.
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West Africa experienced the highest rate of increase (21%) over the five
year period, followed by Latin America and East and South East Asia (20%)
and Indian Ocean Region (17%).. In the Hiddle.!aat. W. Pacific and Carib-
'bean regions rates were similar to Euroﬁe‘(53¥8);ahd lower than North
America (14%). ' '

Contraceptive practice

According to association estimates, 35% of eligibie couples were practis-
ing a contraceptive method regularly, compared with 31 in 1971: a world
increase of about 1% a year. Western Pacific, Europe and North America
had more than half of couples practising (figure 6) but a large part of
the developing world was still at, or below, the 20% practice level. 1In
MENA, Asia and the Caribbean however, the percentage practising was in-
creasing sufficiently fast for western levels of practice, say 65Z,to be
achieved in the foreseeable future. '

For regions where practice levels are low and rising only slowly, the out-
look is bleak. Great effort would be required to reach 65% ptaccice;‘even
at current rates of increase. West Africa for exawple would require 182
years (2159 AD), and Latin America 87 years (2064 AD) compared with 31
years in the Middle East and 11 in the Caribbean.

From these rough estinates contraceptive practice levels, as distinct from
age at marriage and proportion of population married, would not be sufficent
to achieve the fertility decline assumed by Frejka for zero population
growth by 2025, or even, in the case of West Africa and Latin America by
2100. Less developed regions alone would by then have reached 10 billion

on the more optimistic projection, 13 billion on the alternative. One
optimistic feature of these reported practice rates was that 1971-6 in-
creases were highest, except for Latin America, in regions with low

practice levels. If these changes were maintained as rates, (i.e. doubling
in 5 years) rather than percentage changes, low-practice regions would
rapidly reach levels at which fauwily plarning had a real impact on fertility

decline.

Meanwhile 361 million women remain unprotected. Even excluding Russia and -
China (where international agencies are not active) the reduced figure inb
still 262 million. Over 60% of this number is made up of 15 countries ;
each with over 2 million couples not practising (figure 7).
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25% of these women were in India and two thirds of the total for La't_in
America were located in Brazil, Colombia and Mexico. ‘

Amoug couples practising throughout fhe vorld the use of modern methods
(oral contracepiive, IUD and sterilization) had increased in all regions
vith sterilization accounting for 74% of use in Indian Occau Region.
Increases in orals and IUDs was most noticeable in the Caribbean region,
East and South East Asia region and Africa. Sepa;ace estimates for
injectables were not made. 43% of couples were using other methods;
large proportions of withdrawal and rhythm users were reported in East
and West Butopé, and of condoms in the Western Pacific (table 2.

Increased percentages of couples practising contraception do not

necessarily indicate greater impact on fertility. As those already
practiring grow older, their potential fertility diminishes and so the
contribution made by family planning efforts to fertility decline |
decreases. Hence any real improvement in levels of practice depends on

the proportion of young couples involved. Age-specific rates of

practice were not covered in the survey, but- studies of countries where most
practising couples are in contact with organized programmes indicate a uhift

towards younger programme acceptors.

Abortion

According to the available escimates, approximately one pregnancy is neli-
berately terminated for every three live births in the vorld as a vhole,
suggesting a total of 34 miilion abortions per year.

Fewer associations gave an abortion figure, as distinct from an estimated
range, but a higher percentage of answers were based on data rather than’
guesswork or personal experience. This perhaps indicated that associations
without access to recent abortion statistics preferred not to make yet

another guess.
No of replies Replies based on data
o o Vumber Percentage
91, 89 32 36
1976 69 % - 8
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The number of countries (106) with no or few legal abortions decreased,
reflecting legislative changes since 1971. The overall distwribution of
illegal abortions remained practically unchanged. 16 countries reported
no abortions at all. High legal rates, above 200/1000 live births,
occurred mainly in Europe and Western Pacific countries and were often
combined with high illegal rates. Eastern Europe rates had nevertheless
declined. Of 41 countries reporting no legal and less than 50 illegal
abortions per 1000 live births,29 were in Africa. All Latin American
countries reported some illegal abdrtioné. mostly at high levels. Asian
countries had illegal rates up to 200 and low legal rates (figure 8).

North America showed a clear increase in legal abortions. Estimates of
legal abortions increased noticeably in India (along with growing numbers
of illegal abortions), Indonesia and Turkey reported increases in illegal

abortions.

Among 180 countries for which abortion estimates were recorded, the largest
single group had low abortion and low contraceptive practice levels, 46 of
the 58 countries in this category were in Africa and MENA. The majority of
Latin American countries had high abortion and low practice rates. The
majority of very high abortion estimates were for West and East Europeen .
countries with high practice levels.

Contraceptive knowledge and access to information and education progrémnnn

fhe global proportion of couples with adequate knowledge of contraceptive
methods remained the sume in urban areas and actually increased in rural
areas. B86% of all countries reporting knowledge levels estimated that
half or more of urban couples had adequate knowledge and 51Z did so for
rural couples, compared with 80%Z and 41% respectively in 1971, East
Africa had improved most.

Although adequate knowledge among rural couples was claimed by more asso-
ciations no marked changes were indicated since 1971; the improvement was made
up of small favourable shifts in several regions. However, MENA and Indian
Ocean estimates were more conservative than previously; Pakistan's assess=~
ment was lower for urban and rural and Sri Lanka gave a low scparate esti~
mate for rural instead of the former combined total. Even in N. America
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(Cundda) 'most’ coﬁplest were regarded as having sufficient knowledge
rather than 'all’ as before. Since reliability of answers had improved
on thil question, better m!omatmn and more cautious estimates may have
been used. In any case, with only half the couples of the world havirg
aufﬁcient knowledge to plan their families, a need for family planning
‘information was clearly indicated in all regions (figute 9).

\ l’efé’gn;agé of couples with adequate knowledge
o o © Urban Rural  Total
. 'World (excluding USSR'and China) 702 51%. - 55%
‘Developing reglons 6% 46T 49z

'rhe proportion ‘of adults repo:ted al having adequnte acceaa to infoma-
tion and education programmes, . had hardly changed since 1971, except for

\_vomn after childbirth.

' "Acce,u to infomtibn» _a’ndk:q'a‘uké.’atidn prvogrua'neu 1971-1976

_ -Adults Women after childbirth
* N America ~ Other N. America Other
& Europe countries & Europe countries
1971 6 55 | 571 “
1976 68 56 77 85

Anong youth levels of access were low.‘ Despite some improvement ovef 1971,

b eltimat:es for "other countries" showed that three quarters of children.
‘under 15 and over half those over 15 still had no access to I4E prograumes.

Youth 15 Youth 15
N. America Others N. America Others
& Europe . & Burope :
1971 ’3_2 16 46 2

1976 30 23 1. 43
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For those over 15 years old 27 countries repofted improved accese; but

14 other remained in the 'very few' category. Except for Sudan, all MENA
countries reported less than 402 of youth over 15 with access: two thirds
‘of African countries allo_fell belcw this level. ESEAOR and Ccribbeen
countries concentrated in Ehe'ZOFGOYrange access. Those reporting access
for 'almost all' youth over 15 were Singapore, Colombia, Sudan, the Carib-
bean and four Eucopeen countfiee.

For youth under 15, only 18 countries showed any improvement. 41 provided
access for tvery few' in this age group, compared with 50 in 1971, and in
all regions the' majority of countries reported less than 40% with access.
Thus the lavel of access for youth under 15 was uniformly lew.

Countries reporting greater access than in 1971 included only 5 of the 15
countries with more than 2 million women at risk and unprotected by con~
traception. These were Indonesia, Colombia, Mexico and, for youth over

15 only, S. Korea and Japan.

Organized family planning programmes

A substantial proportion of practising couples were in continuing contact
with organized contraceptive services;ba situation more or less unchanged
from 1971. About 60% of countries reported that more than half of practic-
. ing couples were served by organized programmes; most associations in
Africa and Asia were in this category. Larger proportions of unsupervized
practice vere reported in Europe, North America and Latin America, but only
13% of women at risk lived in countries where 'most' or 'almost all'.

couples practised without guidance.

Femily planning programme ecceptore

Organized contraceptive progrunnme eccoun:cd for 22,4 million recorded new
acceptorl, thus keeping up vith inereaeed numbere of women at riek.,‘ '

New lcceptore

. Women at risk not Number Percent of women at
practising (millions) (millions) risk not practising

w96 129 £

1976 263.6 224 oasT



- 14 -

The 'acceptor index' (1) showed that Indian Ocean and ESEAO programmes had
substantially increased their impact; while MENA, Latin America and the
Caribbean were keeping up with the flow of women into the fertile age
range. In E & W Africa, the index value had not improved much since 1971
and was still well below the 'break even' value of one. |

Acceptor index values 1971-76

19711976
Bast Africa 0:44 0.65
West Africa 0,15 0.17
Middle East & North Africa . 1.47 1.35
Indian Ocean - 1,79 3.32
[East & South-east Asia 1.20 3.38
;& Oceania . ,
Western Hemisphere 5.7 3.4
iCaribbean 0.86 1.96
L. America 0.56 1.08
N. America 2.24 °3.38
‘World (excluding USSR , o
‘and China) ‘ 1.21 2.5

IPPF had 2 million new acceptors (including N. America and Europe), an
{ncrease of 16X over 1971 figures. This represented a temth of all new
acceptors in organized programmes and rather less than 1% of all women
at risk (cutside Russia and China) unprotected by contraception.' The
overall age distribution of IPPF acceptors had not changed except for a
slight increase at younger ages. West Africa, W. Pacific, ESEAOR showed
an increase in acceptors under 25, but Latin America had hardly chadged
and MENA and IOR (perhaps because of sterilizatiom) recorded smaller

pfbportions of young acceptors (figure 10).

The overall proportions of oral contraceptives, IUD and sterilization
acceptors were roughly unchanged from 1971 but condom acceptance had in-
creased and injectables, reported by 44 countries, had contributed 1.52
of total new acceptors (table 3).

Even allowing for possible under reporting in the past (many condoms
having been previously classified with other methods), the 1976 condom
figure appears to represent a genuine increase in use of the method. The
number of associations reporting condom acceptors in the clinic rose from
36 in 1971 to 58 in 1976. '

(1) An acceptor index value of 1 represents the number of women or couples
which must be recruited to maintain current levels of contraception.
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Over 1.5 million of IPPF's new acceptors were recruited by 73 associstions
in developinglcountriea which reported programme statistics for the year.
212 of this number were in community-based programmes in Western Hemis~-
phere and Indian Ocean regions. Sterilization cases represented 10% of
nev clinic acceptors in these countries, the number of agsociations offer-
-ing sterilization having_increabed from 5 in 1971, to 35. B %

Availability of organized prbgrammes

Only 5i{of thﬁ,world's popuihtion had no organized family planning pro-
grazme of any kind - the same proportion as in 1971. The proportion of
programmes run by governments alone increased slightly, and there was also
a definite shift towards combined government and association programmes '
(table 4). The proportion of private programmes alone, mostly in emall
countries, decreased. Brazil was the only large country in this category.

Proportiun of world population covered
by private and government programmes

' Private  Government Private & Government "Nonefi';
1971 13,0 %0.0 52 s
1976 4.7 32.2 8 s

wWhile these figures indicate widespread goverhment involvement they do not
show the relative contribution of association and government to combined
programmes. 39 associations provided over 80% of the national I&E effort.
For training of medical and other personnel, 80% of effort was provided by
20 and 33 associations respectively.l7? associations provided 80X of effort
for medical and clinical services. The associations' contribution was sub-
stantial for all types of programme in Africa, Latin America and thz Carib-
bean.

The proportion of financial effort contributed by government had increased
for all types'ot,family planning service as shown by the p:opottiqn'receiv—"
ing 'mostly' of 'nearly all' government support.
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Percentage of associations reporting effort
'nesrly all' or 'mostly' by government

“Ho-of - Clinieal ‘ Training

, Countries " Services I4E Medical Other
1971 86 43% 19 3 25%
/1976 80" sex 0 31x  41Z 362

;'Ths nsjotity of other countries reported very "few' services by government.
As in 1971, government snd association did not often contribute in equal
‘proportion to any type of service. . One or the other bore the major costs
(figuge 11).

Intstnstionsl assistance

The smount of populstion sssistance doubled since 1971 to $290 million in
, l976 (estinated $314 million in l977). but was still only 2% of total
i otficisl development sssistsncs. A temporary increase occured in l974.

‘The amount handled by UN agencies went up by only 50%; whereas IPPF's
budget imcreased 2} times. Fifteen new governments were added to its list

of donors, 11 from developing countries.

Sepnding by national governments on domestic family planning Programmes
rose from nearly $408 million to approximately $670 million in 1975. India
set aside $688 million for the current Five Year Plan 1974-9. Pakistan
proposed to earmark nearly $31 million for development period 1977-83.

It is difficult to draw any conclusions about the real incresse_in_vsloe of

funds allocated to family planning.

Barriers to family planning

The overall incidence of serious or moderately serious bsrriers to full
acceptance of family planning had increased slightly (figure 12). . A more

important change was in the nature of barriers reported.

The incidence of barriers recorded by North America, Europu snd Csribbesn C
countries had decreased but Latin America reported an incresss. As bsfore,f
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lhwl>and regulhtions and attitudes of'governﬁent or medical professaion
were not serious barriers, each being mentioned by about 20 countries.
Only religious attitudes, mentioned by 45 remained as a relatively
serious barrier, especially in Europe and N.,and Latin Americh, On the
part of the acceptor, antipathy to modern methods was again- a serious
obstacle in only 28 countries. |

Thus barriers which depended on policies of other agencies and attitudes
towards family planning appeared in general to have decreased in importahce.
Judgements as to what constitutes a barrier are evidently influenced by

the associations' view of country needs and its own role.

For example, 44 associations reporting over 50 illegglaéboftiohs-per 1000
live births nevertheless described themselves as having nd‘aeridu§ 1ega1
barriers. o

"Among the 6péfationalvfac;drs-affécting acceptance of familv planning, lack
of staff improved'(45 mentions) but was still an important barrier, lack of
public media (37) remained at the same level and lack of finance (47) had
worsened, Lack of supplies was least important vxth only 12 mentions.

fhé most frequently mentioned barrier, inadequate access to supplies and
information (53), was prominent in all regions and had &slso worsened since
1971. This indicated awareness of the need for greater scale and availabi-
lity of programmes, a frustration echoed in the low levels of access to pro-
gramme feported for young people and those in rural areas,
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Summar

The IPPF Survey of Unmet Needs in Family Plannihg‘iavﬁniqué'in{ﬁctempt-
ing to establish a baseline of systematic information aboutsfamily
planning and fertility treads throughout the world.: It gives a picture
of programme needs and priorities on a global scale and describes the
role of family planning associations in the context of goverament acti-
vity.

Much of the information required = for the Survey was available only in
" erude and unreliable form. Lack of data prevented many associations

~ from describing their national situation precisely; the need for
information might well be included in their unmet needs. Neverthéleaa.
even imperfect data can illuminate major needs and problems which must
be tackled if the world's family planning priorities are to be met.

The brief demographic review included in the Survey emphasized the scale
of the problem and the world's rapid progress towards a total population
at least three times greater than its present 4 million inhsbitants.
Though its rate of growth has slowed down and the global birth rate has
J‘declined slightly, large numbers of women are still entering the fertile
-age range, creating the lag in population decline which renders large
numbers of births inevitable in the near future, Already 558 million

wvomen are "at risk'" of unwanted pregnancy.

On the positive side, levels of contraceptive practice have been main~
tained and some parts of the world show distinct signs of change. Indian
Ocean, MENA, ESEAO and the Caribbean had higher practice rates, as well
as higher acceptance rates in organized programmes, thsn in 1971. If
these rates of change were maintained, modern levels of practice could be
achieved in the foreseeable future. A distinction can be drawn between
regions where change is occurring even though current levels of practice
are relatively low, and others where practice levels are static at a
rather low level (Latin America) and others, less densely populated,
‘where contraceptive practice is still extremely limited (East and West
Africa), This distinction also holds roughly for levels of knowledge and
programme activity.
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Wider availability of legal abortion and a decrease in the incidence of
offical attitudes ea barriers to full acceptance of family planning were
favourable aspectt of change for 1971-76. Organized family blnnning pro-
grammes have expanded to keep up with increasing numbers of women at risk;
more effective contraceptive methods are being promoted; family planning
knovledge and access to programmes has increased, at least among adults.

Nevertheless, only half the adult population of the developing regions
vheve 8dequate knovledge. Access to information and education programmes
- is. lergely restricted to adults and women after childbirth. and the lag

o between contraceptive knowledge and practice moted in the 1971-72 Survey

' . 'seems to be more pronounced.

The world depends heavily on organized programmes. 652 of women at risk
live in countries where organized programmes serve half or more of practis-
ing couples, the majority in Asia and Africa where practice rates are low.
Organized programmes reach only 8.5% of women at risk of unvanted pregnancy.

High illegal abortion rates persist especially in Latin America and though
" abortion has been legalized in many parts of the world abortion services ure,

as in‘India.a major unmot need.

From these findings the foremost needs in world family planning can be
summarized. Large numbers of women ere at risk, particularly those in 15
large countries which together contain 60% of all women not yet protected
by contraception (outside USSR and China). Modern methods of contraception

and safe abortion are still not aveilable to the majority of women.

Priority groups have been identified but are not being reached on a large
enough scale. Younger acceptors of efficient methods must be recruited if
they are to exercise their human right to control fertility. Many factors
in the modern world are encouraging smaller desired family size, including
family planning programmes themseives. The deficiency in numbers of young
family planning acceptors,the relative failure of information services to
reach rural couples and youth and the discrepancy between levels of know—
ledge and practice are indications that family planning progranmes are

failing to meet human aecds.

Operational factors such as lack of staff, finance and access to programmes
were most frequently quoted by association as barriers to family planning
acceptance but were often not sharply defined. For example few associations

mentioning lack of staff as barriers, specified the type of staff required.
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Associations also differed in their perception of barriers. Only two men-
tioned regulations preventing para-medical personnel from inserting IUD's,
although only 48 associations permit midwives and nurses to carry out clinic
duties unsupervised by doctors. Associations reporting over 50 illegal abor-
tions per thousand 1live births nevertheless described themselves as having

no sgrious legal barriers. .The overall picture however was one of inadequate
access to family planning services and informatioan, showing that associations
were fully aware of programme deficiencies., They were already playing a sub-
stantial part in all types of service programme and a continuing role in in~
formation, education,training and contraceptive delivery systems was clearly
indicated.

IP?F's overall position had strengthened with increasing external support.
Income from donor governments had more than doubled, allowing steady pro-
gramme expansion. A substantial part of programme develépment was directed
towards promoting more accessible distribution scrvices and more effective
methods such as sterilization, and reaching rural communities, youth and

other target groups through the integrated approach.

The problems indicated by the Survey might be summed up as problems of
priorities. Large countries with increasing numbers of women at risk have
problems of a different order for other countries. Even if fertility'is
declining the rate of declinc must accelerate in order to check population

growth rates.

The Survey findings appear not merely to justify IPPF efforts at identifying
criteria for resource allocation but to place urgent priority on areas where
population numbers are swelling most rapidly. They clearly indicate the
need for all possible effort towards the goal of making family planning
freely available throughout the world.
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Figure 1 REGIONAL RATE OF POPULATION GROWTH, 1976.
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Figures 3,4 & 5 SOCIAL AND ECONOMIC INDICATORS
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Figure 6 CONTRACEPTIVE PRACTICE LEVELS,. 1971 & 1976.
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Figure 9 PROPORTION OF WORLD pom'm amvaw urTy KNOWLEDGE OF FAMILY PLANNING, 1976
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Figure 11 ASSOCIATION CONTRIB
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TABLE 1 WORLD POPULATION, SOCIAL AND ECONOMIC INDICATIONS

- LT -

Region Population Rate of Natural Infant ﬁbrtality GNP Per Capita Percentage Female Educational
'000's Increase(Average) Rate : Enrollment 1973
1971 1976 1960-70 1971-76 | 1970 1976 1969 1975 T e e T

AFRICA - East 126,662 145,599 24 28 139 110 223 400 . 35.

Vest 141,229 | 162,878 | 23 29 148 142 125 290 26.
EUROPE - East 171,587 | 181,018 | 11 11 54 28 | 1,155 | 2,150 19

West 328,951 334,430 9 3 23 17 | 2,069 | 4,747 90
U.S.S.R. 245,066 | 256,644 | 12 9 25 28 | 1,769 | 2,620 el
INDIAN OCEAN 712,393 810,978 25 18 121 121 99 200 [
MENA 178,277 | 165,233 | 30 21 133 87 293 870 - 34
ESEAO 309,938 345,549 28 22 110 ‘80 269 530 564
CARIBBEAN 21,119 | 27,638 | 21 1. | 62 3 | 542 | 960 6
L. AMERICA 259,601 295,714 | »30 25 .79 58 458 | 1,040 | 61
N. AMERICA 228,601 | 237,314 | 14 7 20 16 | 4,507 | 7,020 98
W. PACIFIC - China 787,176 875,000 18 (21) 122 - 129 350 -
W. PACIFIC - Others| 172,350 186,423 17 16 24 15 | 1,136 | 2,970 -
WORLD 3,688,950 | 4,024,418 21 18 90 85 821 1,430
Countriec with ) . N Ll
birth rates 1,126,885 | 1,164,304 CDR 20 4,290 93

under 25 . 9 '
26-40 1,047,015 | 1,898,341 14 110 340
' 78--}-without}—-440 49 (excluding
India China)
40+ 1,515,050 961,773 17 95 390 41




TABLE 2
Y .

PRACTICE RATES 1971 and 1976

- 28 -

ANNUAL INCREASE

L;ﬁi&i‘n. &

REGION | YEAR | WOMEN AT | PRACTICE| ORALS STERTL- OTHER | AN} WAR NOT
| RISk x & IUD ZATION IN PRACTICE RATE | PRACTISING
1 19} 16,900 8.2 | 48 1 s 15,514
E. AFRICA L _ 1.08%
- 76| 19,674 13.6 | 61.5 7.5 31 ' 16,998
‘1971 | 19,100 1.2 72 1 28 18,870
W. AFRICA : 0.34%
76 | 23,200 29 [87.5 o0 124 22,527
1971 | 23,400 48,7 4 . <l 86 12,004
E. EUROPE : C 1.46%
76 |- 24,910 56 18.9 o 8.1 | - 10,960
_ 1971 | 40,900 66.2 YA EF R ) S A 13,824
W. EUROPE SRS S 0a168
76 | 43,228 67 31 2.14. 66,86 | ‘ 14,265
T 1971 | 33,100 40 5 o 95 19,860
u-s.s.nc . ) -
76 | (34,652) | (43) (19,752)
1971 | 92,100 10.9 16 61 23 | - 82,061
INDIAN . o . - 1.82%
OCEAN 76 | 111,923 20 16 .7 710 S 89,538
1971 | 24,409 0.7 ] 13 1 26 S 21,789
MENA 1.52%
x| . 76| 21,069 18.3 | 82,4 1.4 - 16.2 5o 17,213
1971 | 41,200 13.8 57 3 .40 | .. 35,500
ESEAD. S N WY R _
- 76 | 49,566 20,9 |75.12 8.08 16.8 . 39,207
1971 3,500 | 32.4 25 2 713 — 2,366
CARIBBEAN , 1.92
76 3,269 | 41.9 |S8.2 14,7 26,7 : 2,190
1971 | 34,300 18.9 72 2 27 : . 27,817
L. AMERICA 0.48%
1 76| w1127 21.3 | 73.9 2 24.2 - 32,367
1971 | 29,200 80 43 15 42 5,840
N. AMERICA ; _ 0
76 | 33,419 80 50.4  16.6 33 S 6,684
1971 | 112,200 35 3 .. 33 33 72,930
76 | (126.714) | @37y , _ - (78,569)
, 1971 |* 25,200 44,1 19° .6 15 e 14,087
WESTERN 1488
PACIFIC 76 27,250 . 53,1 22,5. - 9.1 - 68.4 N 11,612
1971 | 495,500 30.9 3 16 = 53 342,390
WORLD o
76 | (558,501) (35) , (361,882)
WORLD, 1971 | 350,200 28.7 33 11 56 249,600
EXCLUDING ) B S "
76 | 399,135 3% | 38 19 43 263,561

« Zxcludlngilun (4.4 million women at risk)which kin 1976 formed part of IPPF Indian Ocean ,‘

Region.



TABLE 4 PROPORTION OF REGIONAL POPULATION BY TYPE OF PﬁOGRAMME

e

REGION

YEAR

PRIVATE GOVT.

PR. & GOVT.

NONE

E. AFRICA

1971
'76

41
127

1
1.1

46
70,7

13

W. AFRICA

1971
76

60

E. EUROPE

o1
176

.
0

282

1)

155

‘ﬂ37;?;ﬁ59?7”"

62
53,5

19
:118.

W. EUROFE

vn
176

u[91 
"7ifi5f”f

Lo

48

|

1

U.S.S.R.

S
76

100.

8.8

TNDIAN OCEAN -

S |
C76

100
‘100,

191
Liirge.

. v,'v B 12

. ’55

~1;”ir

ESEAOR

T |
176

L0

'13h

7.5
79

B T R

6.6

CARIBBEAN

1971
76 .

3.3

539 .

89
624

L. AMERICA

wn |
76

55
469

436,

‘r vv.'.:;cl

N. AMERICA

© 1971
6"

100

CHINA

e
e |

WESTERN PACIFIC

|
o6 |

s

WORLD

ETH
176

52
8
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TABLE 3 NEW ACCEPTORS IPPF 1971 and 1976
AGE OF NEW ACCEPTORS METHODS ACCEPTED J
NEW ACCEPTORS NEW ACCEPTORS
REGION YEAR|REPRESENTED |[425 25-34 344 [0r. Imj. IUD C Oth. Ster,| REPRESENTED
' 1971 86,500 (9)(40 30 30 71.6 12,5 4.3 10.5 1.0 86,500 (9)
E. AFRICA
76 76,178 (9){31 51 18 55.3 11,4 14.2 4.9 13.6_0.5| _ 76,178 (9
1971 48,800 (6)|20 43 37 37.7 29,7 8.2 23,2 1,2 18,800 (6)
W. AFRICA - .
76 28,783 (3)|47 27 26 55.6 6.6 12,2 7.4 18.2 (0.1 76,188 (9)
1971 58,159 (1)130 49 21 25,7 71.3 3 81,800 (2)
E. EUROPE
76 No information 30,9 0 40.8 20.9 7.4 O 14,461 (2)
1971} 421,400 (5)|57 31 11 58.6 10.3 1.7 16 13.3 421,400 (5)
W. EUROPE ,
76 No information No information
INDIAN OCEAN 1971 24,896 (4)|26 42 32 23 7 U 69 <1 65,499 (6)
76 98,101 (5)]21 46 33 26 0.9 4 37.1 ja 274,429 (6)
- 1971 21,263 (6)]22 53 25 63.3 1 23,5 8 1 3.3 86,616 (7)
NA } .
) 76] 116,305 (8)[18 49 33 47.7 1.4 30,8 18,6 0.9 0.7 125,579 (9)
19711 122,820 (6)|27 48 25 62,0 & 15.3 6.7 11.6 4 142,042 (7)
ESEAO :
76 56,396 (5)|38 47 15 68 1 912 8 2 56,396 (5)
1971 36,259(13)| 51.8 37.6 10.5 |45 2 10.4 8 28.3 6.2 36,259(13)
CARIBBEAN
76 57,231(12){ 54.5 36.2 9.3} {49.8 1.6 6.5 12.8 11.3 17.7 60,902(13)
1971} 247,140(11)] 36.0 46.8 17.2} |55.8° 3.0 35.5 &l 2.5 3.2 318,000(14)
LATIN AMERICA| . - .
J761 164,470(11)] 42.3 48,1 9.6 [55.4 1.2 34.1 1.5 4.4 2.4 695,713(15)
19711 307,137Q1) |73 17 10 67 0 11.6 0.512.8 4.7 307,137 (1)
NORTH AMERICA
76] 473,750 (1)| 78 19 3 79.7 0 8.9 2.2 6.7 2.5 473,750 (1)
1971] 61,921 (2){ 20 48 32 64,3 1.6 15.3 11.0 1 7.5 66,559 (3)
WESTERM .
PACIFIC 76 75,222 (2)| 32.3 40 27.7} |32.7 0.3 12.2 39.8 2.6 12.4 75,222 (2)
VORLD 1971|1,436,295(64)] 48 35 .17 -~ 5843 20.4 2.6 12.8 6.0| 1,660,612(73)
7611,140,066(55)] 52 - 34 14 55.7 1.5 19.4 10,5 5.7 7.0 1,928,818(71)

®* Figures in brackets show the number of
countries represented in the age or
‘method breakdowns of new acceptors.



