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The Hugh Moore Award was established in 1973 by the Population Crisis 
Committee, the Association for Voluntary Sterilization, the International 
Planned Parenthood Federation and the Population Institute, to honor the 
memory of one of the world's foremost pioneers in population and family 
planning. Hugh Moore was among the first to endorse voluntary sterilization 
for family planning purposes. He was one of the first to buy national advertis
ing space to present population issues and ideas about fertility control. He was 
among the first to support organizations seeking to change government poli
cies that affected family planning and fertility management, and he was one of 
the first to link environmental and ecological problems to population growth. 

Each year, the Hugh Moore Award is presented to a distinguished leader in the 
field who possesses the same qualities of foresight, courage, willingness to 
experiment, to innovate, and to provoke action. Such a description fits no one 
quite owell as Dr. Fernando Tamayo of Colombia. As presidcnt of IPPF, he 
urged its member organizations to include sterilization in their roster of family 
planning services around the world and his untiring efforts to promote surgical 
contraception on many fronts has been instrumental in making it the world's 
foremost contraceptive method. In Colombia, Dr. Tamqyo, working as a vol
unteer, battled formidable opposition to make this "radical" service accepta
ble and availab!e. Today, as president of the Colombian Family Planning 
Association (ProFamilia), he can look back on a decade in which he helped to 
move the world. In his own country, family planning is now universally ac
cepted, and voluntary sterilization has become one of its leading methods of 
fertility control. Colombia is, in fact, a microcosm reflecting similar progress 
internationally. Dr. Tamayo symbolizes the kind of'leadership that has made 
the voluntary sterilization movement so enormously successful. 
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Introduction
 

Perhaps no previous conference has so keenly limned the 
shape of the past nor offered such provocative insights 
into the future. At Seoul, we beheld at once where we had 
been and sensed anew where we shall go. We looked, in 
fact, at an evolution-"not a force but a process"-and 
saw that the decade of the 70's was a period of begin-
nings, of growth and maturation, of joining together for 
collective action to accomplish common goals. We found 
that so much had been accomplished so quickly that we 
were not simply moving, but were propelled into the dec-
ade of the 80's by the very process we had only recently 
set in motion. 

Joined by new friends from an everwidening circle of 
committed and concerned professionals from allied 
fields, we found that success itself had generated new and 
often more sophisticated issues, posed new problems, and 
stimulated responsive action. 

Like all evolutions, ours was in various stages of develop-
ment. Some of us were well down the road while others 
had only started the journey, yet common linkages of 
concern for the quality of life for all the world's people 
sounded the basic theme of the conference, 

Education as commitment emerged as the nucleus of a 
shared concern about the provision of sensitivL, culture-
specific counseling, especially for preliterates whose 
rights to full Information that provides for informed con-
sent must be as carefully guaranteed as the rights of liter-
ate acceptors. 

In a movement rapidly coming of age, education and the 
use of sophisticated communication techniques, appro
priately applied with sensitivity and candor, will be as 
important to our progress in the next decade as new tech-
r.ological advancements. It will nct be enough-once 
initial demand for services has been met-that we make 
surgical contraception universally availablc; we must also 
make it universally acceptable as the logical chcice at the 
appropriate time. That is the core commitment, 

As expected, the participants continued their epic quest 
for ways to bring sterilization services and fertility man-
agement education to the people who need it most, 
whether urban or rural. Although faced with seemingly 
insurmountable odds such as the universal shortage of 
trained manpower, lack of finds, lack of health infra-
structures, and frequently the hazards of uncertain or 
non-existent transportion systems, the conferees never-
theless reported innovative solutions through non-tradi-
tional linkages. Sterilization services were seen as an im-

portant point of contact between the health care system 
and the individual, often providing the first exposure to 
preventive care. 

Troubled over the health hazards of grand multiparity
widespread in many countries-the conferees sought to 
define it at Para IV where it would be recognized as a 
medical indication for sterilization. They urged that 
multiparas be considered at high risk and be given top 
priority, especially in beginning programs, as a matter of 
public health policy. 

There was continued deep concern for legal changes and 
clarifications where restrictions exist. Although enor
mous attitudinal changes and practices have occurred 
over the past decade, the legal climate has been slower to 
reflect these realities in many areas. Much work remains 
before voluntary sterilization will be clearly and defini
tively legal in every country. Lack of clear definition 
creates a chilling effect at the outset, particularly among 
physicians who are the mainstay of service programs. In 
this respect, the problem is first a political one needing 
political support for change. Concerted efforts will be 
made to enlist this support in the 80's. 

The technological search continues for new and simpler 
techniques that are reversible, lower in cost, easily de
liverable to remote areas, and relatively independent of 
the need for expensive, sophisticated equipment. Reversi
bility continues to be hotly discussed, with advocates 
championing the need for improved methods as soon as 
possible while others urge caution and see permanency as 
the proper objective for fertility termination. 

It is clear now that voluntary sterilization offers a genuine 
demographic potential, given the continued rate of 
growth in acceptance, and the rapid spread of service 
availability. Most countries of the developing world have 
come to recognize the inevitable link between economic 
development (with all of its potential for betterment of 
the human condition) and population problems. Some 
have riot yet taken the positive actions that will be needed 
to meet the challenges of the 1980's and we hope that 
initiatives for change will come soon. 

Our triennial conference continues to be a leadership for
um, providing policy- and decision-makers with a valu
able top level information exchange to keep our inter
national communications network vital and active. It is 
with pride and pleasure that we publish this record of the 
proceedings, the chanson des gestes of the voluntary 
sterilization movement. 

Marilyn E. Schina 
IraLubell 
June 1980
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President's Introduction
 

Mahmoud F. Fathalla, Conference President 

The Fourth International Conference gathers top leaders 
from various disciplines and from various walks of life to 
discuss a world phenomenon of our time, the increasing 
use of voluntary sterilization for fertility control. 

People participate in international confercn'xcs to ex-
change scientific information and to learn irom each 
other. This conference isdiffere:nt in that participants 
have conic here because they are also deeply concerned, 
not because they are merely interested, 

Our concerns may vary in emphasis but at least we have 
thre-e main aitvas of agreement. We are concerned about 
unlmited and unchecked population growth. We are con-
cerred about the humlan right to regulate reproduc!ion. 
We are concerned about individual and community 
health. 

Population assarcoess is recent in human history. I do not 
want to be an alarmist. I also cannot be complacent. The 
statistical exercises of demographers have shown dramat
ically what would happen ifpeople continued indefinitely 
to reproduce at the present rate. At sonic future date 
there simp'y woidd not be room enough for the projecced 
astronomical numbers of people to survive on this planet. 

The world population is now showing unmistakable 
trends to decreased growth. The starting rate of fertility 
decline and the speed of decline, consequently, the point 
in time when fertility levels approximating replacement 
are re'tched, will be crucial in detcrrmining the final si/e of 
the population of' our world and of our countries. The 
world population nvay stabilize at 8 billion or at i5 bil
lion, depending on how we behave in this century. 
Throughout the f'ew million years of human life on earth, 
probably no single century ever had or will have such an 
influence on human destiny. 

This epoch in world history will be critically and harshly 
judged. There will be a general judgment on how respon-
sibly we have all behaved in reproducing ourselves, and 
there will be a special judgment oil how wc f'acilit led 
or hindered the unmistakable trend to decreased pop-
ulation growth. And there is no question about it. We are 
not doing our best to help people limit their ferlili-

ty. The sooner the better is probably more valid here than 
in any other field. All that can be done should be done. 

Iwill bc more specific about the subject of this conference 
by mentioning two facts. First, the increasing acceptance 
and use of voluntary sterilization has been a phenomenon 
of our time. More tha, any other contraceptive method 
available today, voluntary sterilization is gaining in pop
ularity. Second, voluntary sterilization is the most demo
graphically effective method of' contraception. 

Voluntary sterilization services are not available in a large 
part of our world, whether because of government poli
cies or because of' lack of' material and personnel re
sources. 

The topics we will be discussing over these three days are 
far from a philosophical exercise and are not just fields of 
scientific research. They are some of the strings on which 
hang the destiny of mankind. 

We arc concerned about population. We are also con
cerned about human rights. We cannot sit back in com
fort when women are being used as baby factories in a 
large part of our world and are not given the right, the 
basic human right, to say: we've had enough. 

We are celebrating the year of the child, and people are 
discussing the right of the child fti' car-. education and 
play. The basic right of the child to be born when wanted 
and to be born healthy does not seem to be called for 
loudly enough. 

We are concerned about health. We cannot sit back in 
comifort when mothers arc dying or suffering because of 
unwanted pregnancies while they are denied the informa
tion and means to limit their fertility. A large precentage 
of' the maternal mortality, so high in developing coun
tries, could be prevented if women were allowed to stop 
childbearing after having the desired number of children. 

Ladies and gentleme-, we are here because we are con
cerned about the quality of human life for the present and 
for the future. The challenge is great and time is short. 
May God bless your work. 



Korea's Experience with 
Population Growth 

Honorab!p H.E. Shin Hyon Hwack, Deputy Prime Minister 
Minister of Economic Planning Board, Korea 

Mr. President, Distinguished Guests, Ladies and Gentle-
men: I am pleased to extend the warmest welcome to you 
on behalf of the government and the people of Korea. 
There exists here in Korea a deep appreciation and respect 
for your work, and we are proud that you have chosen 
Seoul for your conference, 

Perhaps you will forgive me if I digress a bit. Many years 
ago when I was a young vice minister, a report found its 
way to my desk. I was shocked by its content Mlhiclh 
claimed that one of the most urgent policy tasks facing
the government was population and family planning. The 
idea of family planning was still very alien in Korea in 
those days. I for one thought that the subject was unfit 
even for private genilclanly discourse, let alone for open 
discussion in an official nieniorandum. 

The point of my story is, of course, that it was not so long 
ago that even the most enlightened in Korea were some-
times less than fully aware of the vital importance of the 
work being carried out by your profession. Furthermore, 
it is perhaps easier today than it was a generainn ago to 
see with clarity the principal issue involvcd, namely how 
the whole question of economic development and im-
provement in the standards of' living are inextiicably 
bound uip with T!i,.htCencd attitudes and approaches to-
ward population growth. I am sure at least that tihis has 
been true here in Korea. 

In the late 1950's, however, Korea was still a country 
steeped in tradition, especially in family matters. Over 
70% of the population was agricultural, and the popula-
tion growth rate was over 3'o per year. A change came in 
the early 1960's when under new political leadership, the 
economy, long stagnant, began to develop. The formida
ble problem, however, was how any general improvement 
in living standards could take place when the population 
was growing at such an alarming tate. 

In 1962 the nation began its first serious efforts to stem 
population growth through family planning. With the 
help of concerned individuals, the medical prof,:ssion, 
and numerous voluntary organizations, tile goverr:meni 

launched a number of programs designed to reduce birth 
rates. Thanks in large measure to these programs, the 
nation's birth rate dropped from 43 to 27 per i,000 in the 
1962-1978 period. These results actually fell short of the 
original target, but in comparison with the results 
achieved elsewhere, they were a considerable success. 

In my opinion there were two major factors responsible
for the success of our efforts. In the early 1960's, Korea 
enjoyed an unusually high educational level for a dcvel
eping country. The literacy rate in 1962 was over 80%, so 
it was relatively easy for people to understand the pur
pose of the program. I believe our programs also yielded 
results precisely because they parallelled the nation's 
earnest cffoi is to develop economically. As some of you 
may know already, Korea launched its First Five Year 
Economic l)evelopment Plan in 1962, and the develop
ment strategy followed ever since has been an out ward
looking, export-orientcd one. This strategy has created 
maximum employment opportunities in a very short time, 
which, in turn, have resulted in limiting the size of fami
lies, especially among young people. 

lii looking back on our entire experience in family plan
ning, I am certain about two things. First, without the re
duction in the growi of population fromt 2.9%o to 1.601o 
per annuni between 1962 and 1978, tile more than three
fold increase in real GNP pr capita would not have ,)e
curred. Second, although technical advances are highly
important, we will not achieve ich unless \re continue 
to use imaginative appro.ies to economic incentives and 
cultural values. I have little doubt that you will be devot
ing a great deal of your time to exploring precisely these 
approaches during the next few days. 

In closing, let me congratulate you for having chosen the 
most beautiful month of the Korean year for your confer
ence. I hope you will have opportunities to visit our 
farms, villages and burgeoning industrial towns and 
cities. I hope you will enjoy meeting our people and you 
will want to come back to Korea and see us again. 



The Challenge and Response:
 
Family Planning in Mexico
 

Jorge Martinez Manautou 

Until recent y'ears, the political and cultural environment 
in Mexico encouragcd high fertility. This was reflected in 
the Federal Sanitary Laws in force before the year 1973, 
which prohibited the advertising and sale of products for 
fertility control, and in the 1947 General Population Law 
which favored population growth. 

In 1973, the Sanitary Laws were modified, eliminating re-
strictions concerning contraceptive products, and in 1974, 
a new General Population law was issued as folgows: 

Mian and woman are equal before the law. The
 
law shall protect the family organization and 

development. 


Every person has the right to be properly in
formed in order to freely and responsibly de-

cide the number and spacing of his children. 


Family planning activities were initiated in private insti-
tutions during the second half of the 1960s and, in a very 
limited way, in official institutions where such activities 
started in 1974. 

nIgure I. 
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Thus, when early in 1977 we were entrusted with the re
sponsibility of coordinating the official activities on this 
subject-after almost, two decades of striving to establish 
a family planning program-we were also given the 
opportunity to develop a national plan. This plan would 
enable us not only to comply with the difficult demo
graphic goal the government had indicated (to reduce the 
population growth rate from 3.20o to 2.5Wo by 1982), but 
also to structure the plan in such a way '.hat it could be 
successfully continued after the current presidential term. 

MECHANISMS DEVELOPED TO FACE THE 
FAMILY PLANNING CHALLENGE 

In order to meet the fascinating Ahallenge, severiA mech
anisms and factors were considered. We wanted to select 
the best people to direct the key program in the afficial 
sector, and we sought to create a ... ordinating organiza
tion to diagnose the situation sc .: could design a na
tionally integrated program that would incorporate the 
related activities. 

We defined priorities to help us to decentralize the pro
gram. We had to motivate the population towards the use 
of family planning services. And, finally, we had to de
velop a permanent evaluation system. 

FigLre 2. 
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We selected the most capable persons to continue the 
previously initiated official programs and to take part in Figure 3. 
the development process of the new national plan. 

COORDINACIO.- DEL PROGRAMA NACIONAL 
DE PLANIFICACION FAMILIAR 

A coordinating office was created, Coordinaci6n del Pro
grama Naciona! de Planificacidn Familiar, to unify cri
teria aod coordinate the family planning program activi
ties of the different government health institutions, as 
well as those of some decentralized concerns and private
institutions participating in the programs. 

,.,.V 

The Coordinaci6n established contact with o.ner nationai 
and foreign technical, scientific and financial institutions 
in order to exchange experiences and information and to 
obtain the necessary support for the development of 
activities. 

Some of the Coordinaci6n's main objectives were: 

" To develop the national family planning program
and to organize, standardize and evaluate family
planning activities, 

security's institutions. In addition, the programs of other 
official and private institutions are progressively adjed. 

" To collaborate wii; the National Population Council 
for the fulfillment of the demographic goals. 

Education, biomedical research anc - social investigation 
are supporting programs, each with various sub-pro

" The Coordinaci6n encouraged the decentralization grams. 
of the nai onr program and provided technical 
suprort to the programs developed in the govern-
mert institutions. 

It is worth mentioning that, within the family planning
services, priority has been given to rural program., which 

The Coordinacidn takes maximum advantage of the exist-
ing structures and resources inorder to render more effi-
cient services and to extend coverage to population 
groups previously neglected. The office also promotes the 
development of' nationally manufacttired contraceptive
products and conducts investigations of a biomedical 

are integrated into primary health care. Furth:r, de
centralizing the programs, motivating the population to 
use family planning services, and establishing a peima
nei, evaluation system have been considered funda
m,.,ital str2tegies in program development. 

THE PROCESS OF PROGRAM 
nature on the use of such products. DECENTRALIZATION 

The organizational structure 
chides: 

" Clinical services, 

of the Coordinacidn in- Within Mexico's 31 states, the family planning program
isbasically carried out by the national health and social 
security institutions whose national management levels 
are stationed in the capital of the Republic. Nevertheless, 

" Rural services, in view of the magnitude and increasing range of the net
" Information and education, 
* Planning, 

work of services and of the great variety of economic, 
social, political and cultural characteristics which are
observed within the different states, it has become neces

* Administration and financing. 

THE NATIONAL FAMILY PLANNING PROGRAM 

The Coordinacion, jointly with the health and social 
security institutions, developed a national family plan-
ning program whose demographic goal was to reduce the 
Mexican population growth rate from almost 3.2% in 
1976 to 2.5% by 1982, and to further reduce the rate to 
I% by the year 2000. 

sary to promote the program's decentralization as a part
of an administrative reform favored by the federal gov
ernment. This reform allows the state governments to 
take greater responsibility in the programming, execu
tion and control of the public sector's activities in each 
state. 

The decentralization of the family planning program and 
the programming process have been implemented simul
taneously. This, aside from fostering the coordination 

The plan's rural and urban programs are integrated with 
the sub-programs of each of the health sector's and social 

of the institutions among themselves, has emphasized the
responsibility of state and local levels for both program
ming and decision-making. 
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ACHIEVEMENTS OF THE NATIONALFigure 4. FAMILY PLANNING PROCRAM 

One of the basic charters of the national family planning 
program is a permanent evaluation system. The evalua-

II l P tion activities have been qarried out through two main 
procedures which complement each other, i.e., institu
tional information systems and a national prevalence sur
vey on the use of contraceptive methods. 

Information Systems 
INTER- INSTITUTIONA L 

COORDIATIONBased on41 AKINGof thi2 data furnishedinstitutionsbythatthe informatiotnprovidingsystenms'famlilyDECSION! tile government are 
planning services, it has been possible to record the num
ber of new users during the years 1977-1978, as well as the
number of active users; these are the wometn who have 
continued using contraception since they joined the pro
gram. 

As for new users, the established goal intile health sec-
Figure 5. tor's and social security's institutions was 2,062,700 

woten for the years 1977-1978. Of this target 92.1%1"o \\as 
reached, including a total of' 1,898,4(X) new users. 

In tlie urban program, during this same period, 94.4Io of 
_______._ _ THE__ , _ NATIONAL -_.__-_---- the goal was reached while in the rural program the target 

covered was 86.9 percent. 

Adding the :ontribution of other official and private 
instituticns to the abovc figures, the program achievedCOMMON BASES FOR THE COORDNATED PROGRAMMING 99.8%o of the goal established for the two years previously 

OF THE HEALTH AND SOCIAL SECURITY INSTITUTIONS metntioncl. 

It isimportant to point out that in1978 the ne\%users who 
Dprevious joined the program represented a 25.4% gain over theyear. 

FI-,ure 6. 
 l,gure 7 

MEET TSTATE LEVEL ING5 OF THE ER NOR W USENTGOAL AE
TO PRESENT THE PLANNING PROGRAMFAMILY AND SOCIAL SECURITY's 2,062, 700 1,898,400 92.1, 

CURNAT TUTGRANN8CA.C OFT4l TRORAM RTATE 
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Figure 8. 	 According to the number of new users and the continuity
observed in each one of the contraceptive methods pro
vided by the program, the health sector's and the social 
security's institutions had served a total of 1,718,900 

Nactive users at the end of 1978. 

The estimated number of women who had reached fertile 
age and were leading marital lives during the period 1976-

OFGOAL 1978 showed an annual increase cf 3.9%-from 
HEALTH SECTORs OTHER OFFICIAL 8,670,000 to 9,400,000-while the annual increase of 
AND SOCIAL SECURITY's Nactive women during tle same period was 34.7%, that is,Ralmostnine times higher than the increase of the popula-NSTTUTIONS Nlion 	 represented by "'omen in marital union. 

National Prevalence Survey on the Use of Contraceptives 

lDuring the months of July through October, 1978 a na
tional survey was conducted in order to study tle fenale 
population between 15 to49 yea: sof age, as well as wom
en's knowledge about famil) planning and the use and 
non use of contraceptives; tilL e data were related to se-

Figure 9. lected socio-economic charact 'ristics. In addition, the 
survey provided important elements needed to establish 
tile demographic impact of family planning. 

Some relevant data obtained from the survey wvere: The 
active users among the government sector represent 
41.4°1o of the total. Of those, 41.3%70 resort to drugstores 
or private doctors to obtain contraceptives, and 17.3%7 

1,17,, 1470 ANNUAL use traditional methods such as rhythm or withdrawal. 
INCRIASI 

As a whole, 40%11of the sexually active married women 

IN A M are currently using a method. representing a total of over70 000 ,1 10(100 1 3.8 million women. 

1 718.40 	 It was also found that 67.5% of Ilie present users selected 
tile most effeclivc methods for fertility control, such as: 
hormonal, 34.0%, surgical methods, 17.4% and intra
uterine devices, 16.1 percent. 

Of the total number of' women using a method, 64% did 
ti4,'ure /0. so with tile purpose of limiting their family size. The women h',d an average of 4.8 living children. A total of 

95.3% stated that they had their husband's or partner's 
approval to ose contraception, which is a very significant 

ACTIVE USERSACCORDING TO 	 fact. 
THE NATIONAL PREVALENCE SURVEY 

ON THE USEOFCONTRACEPTIVES 	 Tile users' average age is 30.7 years, which shows tile in
clusion of younger women as compared to former years. 
It is necessary to point out that the national average age
for the first marital union of women is 19 years. This 
neans that they continue to marry at an early age. 

Regarding the application of' surgical contraceptive mcili
17.3% ods, tile main data obtained in the survey can be stttn

marized its follows: 
I)lttl WOMI N At Till II III AM; IN MARITAl 

A CO{]NNIONARIC111110N I I' I 11dN6 1ACIPTIV[MII HOD • 	 i 'oe 's.Age. 81.3%1.', of the wotnen who used this 
mtelhod 'ere 30 or more years of age, with an aver
age age of 35.3 years. 
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9 Marital Status. It is often mentioned that one of the
Figure 11. things of which persons are afraid, when it comes to 

permanent contraceptive methods, is the eventual 
change in their marital status (separation, divorce, 
abandonm-nt or partner's death) and, consequently, 

DATA ON THE TOTAL NUMBER OF USERS the necessity or desire for more children in the fu
ture. Nevertheless, as can be observed in other coun
tries, most sterilized wo:nen in Mexico remain mar
ried; only 4.8% become divorced or separated, and 

WITH MORE EFFECTIVE METHODS 0.50 are single women. 

P Number of Children and Pregnancies. The women 
who use permanent contraceptior show, in general, 
a high fertility pattern, especially the rural and sub-

WITH LESS EFFECTIVE METHODS urban women whose pregnancy average goes up to 
(LOCALTRSDITIONNL) 	 8.1, with an averageof 7.2children still living. In the 

metropolitan areas the average is 6.7 pregnancies and 
5.3 children living. 

Contraception Usage History Prior to Sterilization. 
68.6% of tilewomen using surgical contraception 
had been using contraception prior to being steril-

Figure 12. 	 ized. The methods used, by frequency order, were 
the following: pills 26.8%, intrauterine device 
10.50, rhythm and withdrawal 7.6%, injections 
6.7%, condom 2.4/o and other 3.3 percent. 

Number of Sterilized Wonen. Tile estimat~d total 
of Mexican women who chose surgical contraception 
to the date of the survey was 700,000. 

I WITH THE PURPOSE OF LIMITING THE FAMILY SIZE 	 Surgical Services Rendered. A study of the distribu
tion of services rendered shows that 47.8% of thesterilizations (335,000) were provided by the Institu-

HAVE THEIR HUSBANDs OR PARTNER's APPROVAL to Mexicano del Seguro Social, 12.2% (85,000) by 
YEARS USERS AVERAGE AGE the 	 Secretaria de Salubridad y Asistencia; 4.9% 
YEARS AVERAGE AGE OF WOMEN IN MARITAL UNION 	 (34,000) by the Instituto de Seguridad y Servicios 

Sociales de los Trabajadores del Estado and 4.4% 
'(31,000) by other official institutions. Hence, 69.3% 
of the total corresponds to the public sector and 
30.7076 to the private sector. 

Figure 13. 	 Figure 14. 

THE STERILIZED WOMENFER T H 

TYPE OFWOMEN's PREGNANCY CHILDREN 
LOCALITY OFRESIDENCE AVERAGE STILL LIVING 

7.0 6.0 

8.1 72 

.as 	 6.6
H ill 6.8 5. 

SOURCE NATIONAL PREVALENCESURVEY ON THE USE OF CONTRACEPTIVES 16..
~SOURCE. National Pr'evalence Survey on 1t. use ol Cont,;rcc:ept~yc's 1978
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This important participation of private medical care in 
the provision of surgical contraception and the total fig-

Family Planning in Mexico 

ures reached in the country indicate the population's in
creasing acccptance and need for surgical methods which, 
in turn, show the importance of the personal communi
cation to motivate people to choose these methods. In 
Mexico, no special programs to promote surgical contraceptions have been conducted; rather, surgical contra
ceptions have been the result of the general contraceptive 
practices which lead people to choose safer methods. 

Therefore, at the present stage, experience indicates that 
the best strategy is to ensure the availability of surgical 
contraceptive services to satisfy the population's spon
taneous requirements, especially in the suburban and 

environment. 

Our program was initiated in 1977 when our population
growth was 3.2 percent. We were able to reduce it to 
2.9% by the end of 1978. We feel we are on our way to 
reaching our target of 2.5076 by 1982, and that we shall 
leave a solid framework so as to further reduce the rate 
to only I%by the year 2000. 

Thus far, this has been our answer to the fascinating 
challenge of family planning in Mexico. 



Conference Goals and Direction
 

Elizabeth Connell 

It 	 is a privilege to be holding the Fourth International 
Conference on Voluntary Sterilization in Korea, a coun-
try that has had such outstanding success in the field of 
family planning, especially in sterilization. During the 
past 15 years Korea's birth rate has dropped from 43 live 
births per 1,000 to 27 per 1,000. This means the popula-
tion growth rate has been reduced from almost 3 to 1.6%, 
a truly remarkable example of what can be accomplished
with determination and know-how. 

It is exciting to look back and review the changes that 
have marked the three previous conferences. In 1964 
when the first conference was held, the concept of volun-
tary sterilization was still fairly new. Few people were in-
volved in promoting it, and techniques-especially for 
female surgical contraception-were complicated, costly,
and time-consuming for physicians and patient. 

When we met in Geneva in 1973, voluntary sterilization 
was just coming of age. The laparoscope was new, and 
owning a laparoscope was an international status symbol. 
At that meeting, emphasis was on the status of voluntary 
sterilization and its medical aspects. 

At the 1976 conference in Tunis we found that trem1en-
dous changes had occurred in three years. Voluntary
sterilization was becoming more genera!ly accepted; and 
while the laparoscope was still widely used, new and 
simpler methods such as minilaparotomy were assuming
increasing importance. We talked less about medicinL and 
more about the socioeconomic, political, and religious 
factors surrounding the use or non-use of surgical con
traception. 

Now, three years later, again we find tremendous 
chang,.. Voluntary sterilization has become the foremost 
contraceptive method, moving ahead of the pill world-
wide. While we still consider medical technology impor-
tant, it has been given less emphasis in the conference 
program than other aspects of steri'ization. 

As we were planning this meeti1g, we decided upon two 
primary conference goals: 

I. 	To stimulate !hp i-lu'1sion or voluntary sterilization 
in national health programs; 

2. 	 To do so by identifying those factors that will in
crease the availability, acceptability, accessibility,
and utilization of voluntary sterilization. 

As you can see, the program has been designed to meet 
these goals: 

9 The first plenary session will set the stage;
* The second stresses social, cultural, political, relig

ious and economic factors influencing surgical con
traceptive programs; 

* 	The third focuses on issues on policy and program 
development and implementation;

The fourth deals with informatin and education;
 

9 The fifth looks at surgical techniques and their pro
gram imp!cations; 

eThe sixth emphasizes legal and ethical aspects; 

* The seventh includes reports from task forces. 

In addition, a special evning session will be devoted to an 
area of major interest oday: the restoration of fertility
after sterilization. Participants will discuss the medical 
feasibility of reversals .or males and females, and the 
implications of the expanding acceptance of surgical con
traception. 

Task force sessions paralleling the plenary sessions were 
designed with three interdisciplinary goals in mind: 

1.To share knowledge and experience; 

2. 	To identify important policy and program concerns; 
3. To lead to recommendations and guidelines for fu

ture programs, research, and exchange of informa
tion. 

So this promises to be an exciting program. After every 
conference we have always said the next one could not
possibly be better. However, in every case it always has 
been! 



The Role of AVS in the Growing 
Acceptance of Voluntary 
Sterilization in the United States 

John C. Cutler 

In the United States, as in almost every other country in 
which voluntary sterilization is an increasingly important 
component of population/family planning programs, the 
voluntary sector, as represented in the United States by 
the Association for Voluntary Sterilization, has played an 
important role in bringing this about. We expect to con-
tinue to work to assure increasing access to and utilization 
of voluntary sterilization, changing program emphasis 
and orientation as necessary to respond to changes in 
public and professional perceptions of the need for and 
appropriate utilization of the procedure. 

I should like to report upon our experience in the United 
States with the hope that there may be some information 
of value to other associations, 

Now in its 42nd year, with several changes in name during 
that period, the Association for Voluntary Sterilization 
continues a priority program to educate the public and 
the health, legal, and soial work professions with respect 
to voluntary sterilization through a variety of different 
methods. It is my personal opinion that this sustained 
effort, with strategy and tactics changing to meet the cli-
mate of the time, has played a major role in the growing 
use of voluntary sterilization in the United States. 

This can be summarized simply by stating that voluntary 
sterilization has become the number one choice for mar 
ried couples where the wife is 30 years or older, and the 
number sterilized has increased by about one million per 
year since 1970. You will receive statistical information in 
,reater detail from others, so I shall not dwell further 

t'pon it. 

In addition to the educational-motivational program, 
A.V.S., upon request, provides consultation and coun-
seling ..,ervices to hospitals and family planning clinics 
which want to enlarge their programs with respec: to vol-
untary sterilization, 

The Association for Voluntary Sterilization provides re-
ferral services to individuals throughout the nation who 
request assistance in securing professional services for 
male or female sterilization. The Association has a na-
tion-wide roster of about 2,000 cooperating physicians 
who accer referrals made in response to these requests. 

As the needs arise, the Association joins in legal actions 
in cases i i which the sterilization procedure is alleged to 

have been involuntary-an increasingly rare occu .ence 
in the United States. In contrast, the need seems to be in
creasing for assistance to the individual whose right to 
voluntary sterilization has been denied. 

The Association suppo.s and promotes fact-finding 
studies on medical, public-health, legal, psychological, 
ethical, and socio-economic aspects of voluntary steriliza
tion and collects and disseminates statistical data with 
respect to the procedure. 

Finally, and of particular significance to this meeting, I 
should mention the International Project of the Associ
ation for Voluntary Sterilization, which is made possible 
by both private and A.I.D. funding. It is my feeling that 
in addition to stimulating the growing use of the proce
dure worldwide, the knowledge and experiences gained by 
you in your programs have served us in the United States 
by permitting us to draw upon the professional and tech
nical developments and program experiences in other 
countries to enrich our own national program. 

Before moving on to the discussion of the future, I would 
like to formally acknowledge once again the generous 
grant from the International Foundation of the United 
States which made possible the development of the inter
national activities of A.V.S. which have since been in
creasingly funded by other private donors and by A.I.D. 
whose support is gratefully acknowledged. 

I should mention, incidentally, that we in the United 
States depend upon private donors for our continued 
existence and growth, and should suggest that other na
tional associations might well begin to look for non
governmental support, particularly from industry and the 
socially responsible wealthy sector of the population. 

As we review the state of family planning programs and 
activities involving voluntary sterilization in the United 
States today, there are several trends that are highly sir-. 
nificant to the Association for Voluntary Sterilization 
which should be brought to your attention. For I feel that 
these trends may have a significant impact on programs 
in other countries, just as in the United States. 

The very success of the efforts to increase family plan
ning service utilization in the United States has resulted in 
public (and political) feeling that the population/family
planning programs have been so successful that the vol
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untary agency and governmental programs no longer
need the same level of financial support. Thus, priorities 
are shifting and adequate funding for programs, services, 
training, and research is becoming increasingly difficult 
to secure. 

As we public health workers know from our United 
States experience, this reaction on the part of the public
and legislative bodies is the usual reaction to the success 
of a public health program and to scientific developments
which simplify the prevention or treatment of disease. 
This has been observed in the United States in the danger-
ous rise in the level of children unprotected by immuniza-
tion against polio and other communicable diseases. In 
similar fashion, the gonorrhea rates in the population are 
at an all-time high in spite of the existence of specific,
highly effective therapy. The reason for this has been the 
loss of public and health professional concern and re-
sultant cutback in public health programs which followLd 
the successful development of vaccines and of simplified 
penicillin therapy. 

We are witnessing a similar reaction in the very success of 
our family planning programs in which voluntary steril-
ization plays such an important role. Thus, we in the 
Association for Voluntary Sterilization, and you in other 
countries in possession of equipment, professional skills, 
and demonstrated ability to provide service to large seg-
menls of the population seeking voluntary sterilization 
must be prepared to deal with a similar public reaction 
to success. 

There is no simple solution, but each of our associations 
will have to develop and carry out programs which will 
counter the trend to cutback on funding of services, 
training, and research. 

Furthermore, as is common with respect to an' new, 
innovative medical or surgical developments, there is a 
growing undercurrent of concern over possible undesira-
ble side effects of sterilization. In the United States, a 
small group of professionals, drawing upon small scale 
animal studies or what I consider poorly designed human 
studies, has come up with statements questioning the 
long term safety and health risks of the procedure. 

The publicity given to these "scare statements" attracts 
far more attention than reports on the safety of the pro-

cedure. This is always the case with respect to safety of 
procedures or drugs, and we have been working to allay 
the charges so as to permit continual increases in utili
zation of the procedure. This type of "scare" news 
spreads, and you may well be able to draw upon our ex
perience as this happens in other nations. 

We are experiencing increasing governmental regulation
of thc procedure, as with the 30-day waiting period be
tween signing of the consent form and performance of the 
procedure whenever federal funding is involved in de
livery of this service. Along with this are requirements for 
counseling, and for use of the language understood by the 
person seeking service. This is all being required in the 
interest of assuring truly informed consent. Certain as
pects of this type of regulation are finding their way into 
international programs and activities supported by U.S. 
funds. It is to be hoped that, just as is being done in the 
U.S., the planning for and delivery of services can be 
carried out so that the requirements are met, yet in such a 
way that services will not be denied. 

Finally, we are observing in the United States determined 
efforts on tl_ part of various conservative groups in 
particular to restrict access to family planning services, 
including voluntary sterilization. I know full well that in 
many other countries you are facing similar types of 
organized opposition. 

In the United States, the Association for Voluntary Steril
ization isattempting to deal with the problems and oppo
sition that Ihave mentioned. We are working actively to 
assure that the rights of the individual to access to volu
tary sterilization, and to other means of birth planning 
not be denied to any citizen. 

We trust that our experiences may be of some value to 
you, and we look forward to learning from your experi
ences and achievements. Meetings such as this offer an 
ideal opportunity to share experiences and to learn so that 
all of us in our programs may be able to respond most 
effectively to the needs and changing perceptions of our 
nations in terms of population and family planning. 

Dr. Cutler is the President of the Association for Vohn
tary Sterilization, Inc. 



The International Status of 
Voluntary Surgical Contraception 
and Its Implications for 
National Health Programs 

Ira Lubell and Ruth Frischer 

It gives me great pleasure to be here this morning among 
an audience where I recognize a great many of the faces 
that have helped create "the contraceptive phenomenon 
of the seventies"(l). 

Table 1.Worldwide E-stimate of the Number of Couples 
Controlling Their Fertility by Family, Planning 
Alethods (in Millions) 

Method 1970 1978 

Sterilization 
Pill 
IUD 
Condom 
Other 

20 
30 
12 
25 
60 

90 
55 
50 
35 
30 

Total 147 260 

The number of couples using sterilization to prevent any 
further pregnancy presently exceeds the number using any 
other form ofcontraception. Worldwide, of an estimated 
260 million couples using some method of contraception,
90 million have opted for voluntary sterilization, 

The upsurge in the worldwide prevalence of voluntary 
sterilization in family planning programs has been so 
rapid as to suggest that major alterations in religious, 
legal, social, and political attitudes have taken place and 
have combined to create a favorable climate for the grow-
ing utilization of surgical contraception. 

RELIGIOUS AND LEGAL ASPECTS 
INFLUENCING THE ACCEPTANCE OF 
VOLUNTARY STERILIZATION 

Religious proscriptions were once thought to be strong
deterrents to the acceptance of contraceptive sterilization. 
However, in many countries, religion has not proven to 
be a barrier. Sterilization has gained acceptance inmany 
Moslem countries, and nearly all Hindu and Buddhist 
countries have family planning programs which include 
voluntary sterilization. Even steadfast Catholic doctrines 
are changing. As recently as 1977, the Vatican annulied 
any marriage entered into where a man had been surgi-
cally sterilized. Now, according to anew decree, men who 
have undergone vasectomies before marriage, whether 
for medical reasons or not, are allowed to enter into a 

valid marriage contract. Therefore, it is not surprising to 
find that Colombia and El Salvador, though predomi
nantly Catholic or India, though largely Hindu, or 
Bangladesh and Pakistan, though Islamic, are but a few 
examples of countries which now permit voluntary sterili
zation despite traditional religious constraints. 

Worldwide, there has been a notable liberalization in the 
legal status of voluntary sterilization in recent years (2). 
In many countries where there are no specific laws pro
hibiting surgical contraception, the procedure is con
sidered permissible. Afghnistan, Mexico, Nepal, the 
Netherlands, Saudi Arabia, and Sri Lank., for example, 
have no legal provisions pertaining to sterilization. 

Where legal status is unclear, as in Argentina, Brazil, 
Bulgaria, Paraguay, Peru, and Uruguay, outdated laws 
are not enforced. Burma, Greece, Portugal, Somalia, and 
Spain specifically prohibit surgical contraception. How
ever, sterilizations, where otherwise illegal, can always
be performed for medical reasons. In Turkey for cx
ample, even though illegal, sterilizations are permitted 
for medical reasons. Physicians in many areas of the 
world arc increasingly performing sterilizations for socio
medical as well as strictly medical reasons, thus encourag
ing a more lenient interpretation o!the laws. Also, many
countries have passed legislation either specifically au
thorizing voluntary sterilization or modifying present re
strictive statutes. InJanuary 1976, Sweden enacted a new 
law permitting persons over 25 years of age to be steril
ized on request. Singapore's 1975 law allows the sterili
zation of married persons over 21 years of age. Since 
1974, Chile has permitted sterilizations on socio-eco
nomic grounds. And in 1975, Austria's ne.w legislation 
made it clear that voluntary sterilization was not "may
hem." In 1978, Italy made sterilization legal. In addition 
to direct legislative action, some countries, such as El 
Salvador, have established new rules a.id operating pio
cedures through the Ministry of Health to peruit per
formance of sterilization and have even undertaken to 
provide sterilization equipment for clinics. As a result of 
increasLd popular and medical acceptance, many coun
tries have taken legal steps to assure the availabilit of 
sterilization. 

CULTURAL FACTORS 

Cultural factors are not easily measured, yet they play a 
vital role in the attitudes that prevail towards sterilization 
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as well as whether male or female procedures will pre-
dominate. 

For example, in Latin America, nachismo, or male pride
in his sexual and procreative ability, has always been con
sidered an established facet of the culture. Experts know-
ing this cultural trait predicted that vasectomy would 
never be opted for. But successful vasectomy programs
such as those in Colombia and El Salvador clearly show 
that Latin American men, in spite of their macho atti-
tudes, will choose vasectomy once they understand its 
benefits and once services are made available to them. 

However, in the balance between male and female sterili-
zations, female sterilization procedures now surpass va-
sectomies in popularity in many countries. This may re-
flect the growing concern over the reported adverse ef-
fects of oral contraceptives and IUDs or it may be the ob-
served results of the Feminist Movement. Women whose 
traditional basic responsibility was that of child rearing 
now have the possibility not only to space their family but 
to terminate their fertility once the desired family size has 
been achieved. The ability to control their fertility, there-
fore, implies more power to women. And, we can surmise 
that the improvements in the status and position of wom
en coupled with the very notable, almost revolutionary,
improvements in female sterilization techniques have 
greatly influenced and promoted a demand for female 
sterilization, 

But perhaps the strongest endorsement, the one most 
likely to reach across cultural barriers, is word-of-mouth 
advertising by satisfied users. The satisfied users have 
been our greatest boosters and together with good infor-
niation and education programs, have helped tremen-
dously in furthering the use of surgical contraception at 
the grass roots level in c,.untry after country. 

Table 2. Estimated Number of Couples Controlling 
Their Fertility by Voluntary Sterilization h v 
CountrY or Continent and Year (in Millions) 

Country or Continent 1970 1978 

China 4 36 
India 7 22Asia (excluding China, India) 1 4 

United States 3 12 

Europe 3 10 
Latin America 0.5 4 
Canada 0.5 1 
Africa 0.5 I 

Estimated World Total 20 90 

Notice, if you will, on this table the worldwide usage of 
surgical contraception and how that use has so dramati-
cally risen in the past 8 years. Especially note the spec-

tacular increase during this decade and the universal shift 
to the Pill, IUDs and surgical contraception. 

PROGRAM STATUS 

Asia 

A brief summary of the worldwide program status of vol
untary sterilization shows that a great number of the 
world's sterilizations have been performed in Asia, with 
the majority of procedures performed in the People's Re
public of China and India. Programs in Bangladesh, 
Korea, Nepal, Pakistan, Philippines, Singapore, andThailand have been successfully in progress for several 
years and are expanding. Other countries such as Indo
nesia have already recently developed, organized, and are 
promoting stci;lization services outside of and in their 
national family planning programs. 

Iran performed a small number of postpartum and inter
nal sterilizations. With the liberalization of its law in 
1976, married persons over 25 years of age and unmarried 
persons over 30 are now permitted sterilizations on re
quest. 

India was among the first countries to incorporate volun
tary sterilization into a national family planning program
in the 1950's. Its intensified family planning program
offered high incentive payments for sterilization and 
implemented a system of disincentives, applied unless a 
sterilization certificate was produced. During 1976, some 
states considered statutes requiring compulsory steriliza
tion under certain circumstances. Public animosity to
ward involuntary sterilization contributed to the downfall 
of the Congress Party, and the government elected in 
1977 has rejected any policy of coercion in family plan
ning. However, financial compensation for sterilization 
users continues. lp addition, free reversal operations may
be offered to individuals requesting them. Approximalely 
22 million Indian couples are estimated to be relying on 
voluntary sterilization. 
In China, an estimated 36 million couples have opted for 

surgical sterilization to control their fertility. 

EUROPE AND THE U.S.S.R. 

Approximately 10 million couples in Europe control their 
fertility with voluntary sterilization, and throughout
Western Europe, voluntary sterilization is now becoming
increasingly popular. In Great Britain and Scandinavia,
sterilization services are provided through government
supported health services. 

Sterilization is permitted in: Austria, Denmark, Finland, 
Germany, Italy, Great Britain, Sweden, and Iceland. 
Countries without laws governing the performance ofsterilization are: Poland, Belgium, Bulgaria, France, 
Luxembourg, Netherlands, Romania, and Switzerland. 
Greece, Portugal, and Spain legally forbid sterilization. 
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In Eastern Europe and the U.S.S.R., sterilization pro- MIDDLE EAST AND NORTH AFRICA 
cedures remain rare events. 

In the Middle East, female sterilizations are primarily
LATIN AMERICA performed in Egypt and Tunisia. Female sterilizations are 

also available in Jordan, Lebanon and on a small basis 
Although its legal status isunclear in many Latin Ameri- in Turkey. The performance of vasectomy generally ap
can countries, voluntary sterilizations performed by pri- pears to be a rare event, except in Yemen. 
vate physicians are becoming increasingly available. 

NORTH AMERICA 
In Brazil, Chile, Ecuador, Peru, and Venezuela, private 
physicians perform female sterilizations and justify their Voluntary sterilization is very popular in the United 
performance for health reasons. States and almost as widely used in Canada. In the United 

States, 12 million couples have opted for surgical contra-
In Argentina, Paraguay and Uruguay, sterilizations are ception, with the number being increased by an additional 
illegal and difficult to obtain, one million a year. 

In Colombia, voluntary sterilizations are available and OCEANIA 
have become a popular mode of contraception. 

In Australia and New Zealand, male and female steriliza-
In Central America, both male and female sterilizations tion procedures are available primarily in urban loca
have become very popular especially in El Salvador, tions. It has been estimated that approximately 4% of 
Guatemala, Costa Rica, and Panama. Female steriliza- women in urban areas use sterilization. 
tion methods predominate in Puerto Rico, the Dominican 
Republic, and sonic Caribbean islands such as Cuba, In Fiji, 42% of all contraceptive users chose sterilization, 
Dominica, Grenada, Haiti, Jamaica, St. Lucia, Trinidad, and Western Samoa provides female sterilization in its 
and Tobago. family planning services. 

World Map. Availability of Sterilization Services- 1978 
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Sourre: Greei, C. R 1978. V'o ry st erihilati: worl'lea cepthi, hod.Popittin I?eporisI t tia io ding coittra inet Speca1Topir Aoito. 
graphs, ?to. 2, March, pp. At 54-55. Wtashington DC: George Washington Univ'erstay. 
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SUB-SAHARAN AFRICA 

The use of voluntary sterilization in Africa is the lowest 
worldwide. However, female procedures are performed 
for medical indications in some African countries. 

Recently a small number of female procedures have been 
reported performed in Botswana, Ethiopia, Ghana, 
Kenya, Mauritius, Nigeria, Senegal, the Sudan, Uganda,
Tanzania, and Zambia. It is most encouraging to report
that female sterilization services are being expanded in 
Kenya, Mauritius, Nigeria, Senegal and the Sudan. 

DEMAND FOR VOLUNTARY STERILIZATION 

Our experience thus far shows that the longer surgical 
contraception is made available as a cor,:raceptive al
terrtive, the better the performance record of a steriliza-
tion program. 

We know that prior to this decade, legal, socio-economic, 
religious and administrative barriers limited the use of 
sttrilization. Now the primary obstacle is providing suf
ficient services to meet the existing demand. This demand 
for sterilization services currently exceeds any predicted
projection. And demand can only be met if services are 
expanded. This calls for more staff, more training of 
personnel and the provision of dedicated facilities. Ef-
forts must now address the broader delivery of family
planning 	 services including surgical contraception into 
rural regions, along with the maintenance of efficient and 
effective programs that are already in existence. 

You can 	 see on the world map the availability of vol-
untary sterilization as of 1978. It is interesting to note 
that in general the public finds voluntary sterilization an 
acceptable method of contraception. However, wfat we 
all too often find is that the use of sterilization service is 
contingent iipon changing the attitudes of public offi-
cials, government administrators and policy makers. 

Governments are more likely to reflect change than to 
initiate it. To be sure, the source of many governments'
interest in family planning can be found in their rapidly
growing populations and the increased difficulty in pro-
viding for the basic human needs such as adequate food, 
health care, jobs, education, and housing. It is all too evi
dent that population growth often outstrips hard-won 
economic gains. However, governments are coming to 
realize that family planning must be an essential element 
of any economic development and social improvement 
program. 

It is only if government-supported family planning pro-
grams continue to develop and if programs are initiated 
and expanded in intensity and geographic scope that the 
supply can ever hope to meet the demand. 

The time is now. Vigorous programmatic efforts must be 
launched 	 not only to stimulate the diffusion of family 
planning 	 among reproductive age couples but also to 

favorably influence the attitudes of the rising generation 
towards the use of family planning methods. 

UNMET NEED OF FAMILY PLANNING SERVICES 

Currently an estimated six out of ten women of reproductive age (that is, aged 15-44) are at risk of an unwanted 
pregnancy. 

Table3. 	 World's Wonen of Reproduciive Age (15-44) 
at Risk of Unwanted Pregnanct in 1971 and 
1976 (in Millions) 

1971 1976 
No. %o No. 076 

Women of Reproductive 
Age (15-44) at Risk 350 399 
Women of Reproductive Age(15-44) at Risk Using 
Contraception 	 101 29 13( 34 

Using Most Effective 
Methods 	 44 44 77 57 
Using no Contraception 249 71 263 66 

Adapted froin IPPFSurvey of Unmet Needs in Fanily
Planning 1971-1976, London 1977. 

In fact, 	 during the years 1971 to 1976, the number of 
women at risk not protected against unwanted pregnan
cies rose 	 from 249 million to 263 million, demonstrating 
an unprecedented unmet need for family planning ser
vices. However, during the same time period, the number 
of women in the world using contraception to prevent an 
unwanted pregnancy rose from 101 million to 136 mil
lion. As you can see, the use of highly effective methods 
such as surgical contraception also increased (3). 

Since a high proportion of those choosing surgical contra
ception are women (over half of sterilization acceptors 
now are women), these findings also have significant im
plications fcr the future in terms of maternal and child 
health. 

The importance of family planning in terms of the health 
benefits to be reaped by women (of reproductive age) and 
by children is still not widely acknowledged. This being
the Year of the Child presents an ideal opportunity to 
stress this fact. 

IMPACT OF VOLUNTARY STERILIZATION ON 
MATERNAL AND CHILD HEALTH 

It is hbped that in the long run, the impact of all family 
planning methods including voluntary sterilization will be
felt in reducing the high rates of maternal mortality and 
infant mortality and improving the chances of survival of 
all children. 
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We are all too familiar with the statistics citing the dis- by 23% in Colombia and France, and by 25% in the 
tressingly high rates of infant and maternal mortality and Philippines (4). 
morbidity in the developing nations. That this is a grave 
concern need not be underscored. It should be kept in mind that sterilization is a method 

most appropriate for men and women who have achieved 
their desired family size. It is these same women, who 

Table 4. Maternal Alortalit' Due to PregnancY and tend to be aged 30 or more and who may have already had 
Childbirth, by Maternal Age and CountrY several children, for whom the risks of pregnancy are 
Development (per 100,000 Live Births) greater. Sterilization then plays an extremely important 

public health role by preventing these high risk preg-
Developing Developing nancies. 

Maternal Developed Countries Countries 
Age Countries (Advanced) (Less If one tiling is clear, it is that a two-way interaction exists 

Advanced) 	 between family planning including surgical contraception 
and its influence on improving maternal and child health,

20-24~ I0 20 700 and conversely, maternal and child health facilitates tile 
20-24 10 20 400 practice of family ,anning. Therefore, the best means of 
30-34 25 50 500 reducing high rites of maternal and infant mortality is to 

provide a means of fertility management within an infra35-39 	 44 100 500 

71 150 g00 structure of total health service.
40-44 

Adapted frot Green, C.P. Voluntary Sterilization: The promotion of maternal health and the survival of 
World's Leading Contraceptive Method. Population children ought to be recognized as an intrinsic good. If it 
Reports, 1978. p. 57. receives tile programmatic attention it deserves, tangible 

benefits could be derived to improve the health status of 
mothers and infants, which in turn could significantly

Table 4 shows maternal mortality by age groups. As contribute to the quality of life as a whole. 
you can see, in sonic of the lesser developed countries, 
there is a shockingly high mortality rate associated with CONCLUSION 
pregnancy and childbirth. 

Many factors have influenced and further generated the 
Maternal health is also adversely affected by certain pat- acceptance and incorporation of voluntary sterilization in 
terns of childbearing such as short intervls between family planning programs throughout the world. Im
preg:nancies that not only affect maternal healtt. but also proved surgical techniques, the growing recognition of 
cause high levels of infant mortality. Other contributory women's rights, new cultural attitudes and the easing of 
factors are the age of the mother at her first and last religious and legal barriers are but a few of the comnpo
pregnancies and the total number of her pregnancies. The nent parts that have combined and culminated in the 
risks to both mother and infant are generally high in the meteoric rise and succ-ss of voluntary sterilization. 
first pregnancy, greatly decline in the second and third 
pregnancy but begin to increase again with increasing age Perhaps the most important impetus to the popularity of 
and parity. voluntary sterilization has been the recognition by mil

lions of individuals of their basic human ,ght to regulate
It has been calculated from a study of data from around their own fertility. 
the world, that prevention of births in the high risk 
periods of female fertility would reflect enormous health When sterilization services have been made available and 
benefits for women in these groups. The report states when an individual is given the freedom to choose or not 
that if women had children only in the optimal age inter- to choose sterilization, increases in demand have fol
vals of 20-34, maternal mortality would decrease by 1910 lowed. It is "volunteerism" that unlocks the door to 
in Mexico, Thailand, Venezuela, and the United States, acceptance. 
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An Overview of 
Family Planning in Korea 

Jae-Mo Yang 

Inorder not to duplicate what ha'- already been covered in 
the welcoming address of His ED:epncy, Dcputy Prime 
Minister Shin, I would like to confine my presentation to 
the non-governmental volunteer's viewpoint, although it
is merely anaiher side of the coin, inseparable from the
governmcntal program. 

BACKGROUND: THE PROIIEM IN EARLY 1960',, 

1111960, the Republic of Korea had a population of 25
million in a small area of slightly under 99,(X)0 square 
kilometers, a density of 270 persons per square kilometer.Since only 21 % of the land was arable, and over 70% of 
the people were engaged in farming, our major industrvat that time, it meant that more than 1,200 persons lived 
on tile harvest produced on I square kilometer of land. 
The average size of farms in Korea is about 2 acres. More 
than 42% of the farmers, however, tried to make a living 
on less than 1.2 acres apiece. This caused an overall na-
lional annual food deficit of 4.5 million Sn ks, or 650,0(X)
tons of grain. 

Korea, with an annul per capita income of between S70 
and S80, \was the poorest country in the temperale /one
and perhaps among the most crowded in terms of bous-
ing. In urban areas the majority of families, \which aver
aged five members, lived in one or two room,. The most 
popular ideal family \was 3 sons and two daughters (I). In
rural areas the average family of six \was also crowded 
into a one-or-two-rooi dsvclling. It was estimiated that 2 
million houses were required to shelter adequately the
popitiation in 1960. 

The problem if excessive grow'l svas likewise reflected in 
a shortage ofeducational facilities for children. In 1960,
there were 4,358,000 children in Korea between the ages
of six and eleven for whom elementary education was 
compulsory. This resulted iil classes cotaining 80 t I () 
children on morning and afternoon shifts. 

Perhaps of even greater concern was the increasing num-
ber of children found abandoned on the streets, the rea
son for which was usually said to be poverty rather than 
illegitimate birth. In the city of Seoul alone, six or seven 
abandoned children were picked tip daily. 

According to the census data, the estimated population
growth rate in 1960 was 30 per thousand per year with a 
crude birth rate of 43 and a crude death rate of thirteen, 

Four to nine percent of Korean couples practiced family
planning with relatively ineffective conventional meth
ods (2). 

To achieve Korea's Five Year Economic l)evelopment
Plan, begun in 1961, for a 5%growth rate, a sharp reduc
tion in the birth rate was needed. For example, in 1962
the econcinic gro\th rate was 2.6%, as compared to an 
eot iinat ed 3% population increase. 

ORIGIN 01: ORGANIZED EFFORT 

The Planned Parenthood Federation of Korea (PPFK) 

The Planned Parenthood Federation was organized in
April, 1961 at the Korean Red Cross auditorium at a time 
when production and import of contraceptives was taboo 
under the law. It began without paid staff, with one full
time volunteer secretary, Dr. Yong-Wan Kim, sharing my'
otTice room in Yonsci University, and $3,0(X) as the first 
year's budget. It grew to 350 paid staff, 50,000 member
ships, 750,000 women enrolled in the Family Planning
Mother's Club and an annual budget of about US $2.5 
million. The PPFK moved its office seven times until it 
got its own building in 1977. 

The Gov'rnment's Policy Adoption 

The PPFK had to suspend its activities for about five 
tIt011111Sd tie to tie military revolution on May 16, 1961. 

A fcw ofPlPFK's leading members were fort unate enough
to be involved in tie process of formulating the new 
government's policy in favor of family planning. General
Chung-Hee Park, Chairman of the Supreme Council in 
late Noveniber, 1961, announced his public support of 
volunlar, family planning. Since then, as the head ofi the 
Korean Government, lie has continued strong support for 
the program despite some objection from tle Catholic 
hierarchy. So the Republic of Korea became the 3rd 
among developing countries in Asia to have a national
family planning program. 

Recogiiizing that gains made in improving standardour 
of living were being offset by rapid population growlh,
tire national government included family planning in its 
Five Year Plan (1962-67). Thus, prohibitive regulations\%ere repealed, domestic production of contraceptives 
was encouraged, a family planning advisory committee 
was established, and about $336,000 was appropriated 
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for 1962 to initiate the program by the Ministry of Health 
and Social Affairs. Based on these actions and policies,
in 1962, 366 family planning workers were trained and 
were assigned to each family planning clinic in 183 county 
health centers. A nation-wide information program, in
cluding the production and distribution of printed mater-
ials and visual aids, was carried out. Vasectomy opera-
tions were performed on 3,400 persons. And 230,000
couples were registered in the program and given a choice 
of four contraceptive methods: foam tablet, jelly, con-
dom and diaphragm. 

Two University Family Planning Research Teams 

Yonsei Universil ' Team. With a Population Council 
grant, Drs. Jae-Mo Yang and Sook Bang undertook a 
two-year family planning action research project in the 
rural area of Koyang County. The findings served as a 
guideline for national program planning and future re-
search. In the same rural area they began field research on 
the most efficient method of IUD service, comparing
mobile service versus stationary service, and insertion by
medical doctors versus nurses. A study on the use of the 
oral pill was also begun, as was a study on the effective
ness of mothers' classes, which led to the organization of 
17,000 family planning village-level mothers' clubs all 
over the country in 1968. The team started an inter-dis
ciplinary research institute-Yonsei University Center for 
Population and Family Planning-in 1968. 

Seoul National University. With a Population Council 
grant, Dr. Ee-1-1yok Kwon launched a large scale family
planning action research project in urban Singdong, 
Seoul City, in 1964 to compare the efficiency of several 
methods of family planning communication. Later, this 
study was expanded to cover the entire city of Seoul. Dr. 
Han-Soo Shin, who served as the Chairman of the 
PPFK's Medical Committee for many years, pioneered in 
clinical trials of IUD at the University Clinic. Dr. Hee-
Yong Lee has been a pioneer in research and training in 
male sterilization, and the famous analogy of a vasecto
mized male as a sweeter seedless watermelon orginated 
with him. Under Dr. Kvon's leadership, tie Reproduc-
tive Medicine and Population Institute was established in 
the University in 1972 with WHO's support. 

The Two-Children Club 

The PPFK is the foster parent of this club. It was organ-
ized in 1970 with about 2(X) young elite couples with two 
or less children. One partner of each couple \as steril-
ized. The members have been the most powerful volun-
teer lecturers for vasectomy campaigns at reserve army 
group education sessions, 

Korea Institute for Family Planning (KIFP) 

A generous donation from the SIDA enabled establish-
ment of governmental institute, KIFP, in 1970, to take 
over the important burden of training and evahation 
from tie Ministry of Health and the PPFK. It was pur-
posely organized as non-governmental so that it would 
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have flexibility, objectivity, and continuity of leadership, 
but also designed to be semi-governmental to guarantee
financial support and some partial authority over local 
units in relation to the program evaluation. 

The Korean Association for 
Voluntary Sterilization (KAVS) 

Both the Health Ministry and the PPFK strongly en
dorsed the establishment of KAVS in 1975 to strengthen

the sterilization program. Most of the core members of
 
KAVS had been veteran family planners of PPFK for
 
many years.
 

In-Country Technical Assistance Mission for Family
Planning in Korea (ICTAM) 

Recognizing the existence of abundant domestic resources 
available for technical advice on family planning pro
grams of the Health Ministry, this mission team was 
organized in 1974 with UNFPA's support. The members 
are mostly university professors of sociology, communi
cations, psychology, education, or health statistics. 

GOAL, TARGET, AND ACHIEVEMENT 

The national demographic goal was to reduce the growth 
rate to 25, 20, 15, and 13 by the end of each Five Years' 
Development Planning Period (1966, 1971, 1976, and 
1981). In order to achieve such a goal, targets for family 
planning practice were set, for instance, 45% of eligible
couples (32% through government-backed services, 13% 
by own means) by 1971. Such ail overall national target 
was divided into annual targets by specific control neth
ods which were followed by further detailed allocations 
to infra-structures of local government units. The goal
and target have been readjusted from time to time to re
flect demographic reality, development of contraceptive 
technology, and budget appropriations. 

Tie government program was primarily directed toward 
rural population and poor urban so that, in 1964, it re
cruited 1,473 female family planning workers and as
signed one to each township. This was the first time in the 
history of Korean bureaucracy that every township level 
government unit had ever had at least one full-time per
son in the whole field of health and welfare. I underscore 
tie significance of the event by indicating that "family
planning" played a starter's role in the national program 
for maternal and child health and general public health. 
Family planning enabled the Health Ministry, suffering
from a very low status in general, to find an important
role with which to participate in the national economic 
development program, and to justify a little more bud
get, which was otherwise impossible without some epi
demic outbreak. Therefore, family planning in Korea has 
made an enormous contribution to social and economic 
development in addition to its other accomplishments. 

Family planning workers issue coupons to those couples 
motivated to get free supplies and service at nearby clinics 



22 Yang 

Table 1. The Population, Target, and Achievement for Family Planning Programs in Korea (1962-1978) 

Popula- No. of No. of
 
tion women eligible Target (achievement in parentheses)

(ihousand) age 15-49 couples Sterilization
 

15-44 IUD pilla Condoma Male Female M.R. 

1962 26,513 6,086 NA
 
1963 27,262 6,235 NA 1,493 129,804 19,866
 

(1,493) (129,800) (23,000)

1964 27,984 6,372 NA 106,397 156,301 25,256
 

(105,640) (156,300) (28,296)

1965 28,705 6,504 NA 225,951 191,706
 

(228,333) (248,000) (15,000)

1966 29,438 6,646 4,227 391,687 168,868 19,942
 

(400,000) (150,000) (20,000)

1967 30,331 6,810 NA 323,457 137,427 19,677
 

(325,377) (150,000) (30,370)

1968 30,838 6,990 NA 263,132 26,264 133,943 15,987
 

(277,400) (171,000) (150,000) (18,000)

1969 31,544 7,199 NA 281,642 91,175 147,774 15,314
 

(300,000) (320,000) (150,000) (20,000)
1970 32,241 7,437 4,586 295,100 170,513 162,823 17,317
 

(311,800) (320,090) (150,000) (20,000)
1971 32,883 7,647 NA 293,792 199,276 161,340 16,422
 

(300,000) (320,000) (150,000) (20,000)

1972 33,505 7,897 NA 300,309 213,928 155,604 16,454
 

(300,000) (250,000) (150,000) (20,000) (3,242)

1973 34,103 8,155 NA 325,935 234,699 176,032 19,695
 

(338,600) (250,000) (150,000) (28,300) (4,797)

1974 34,692 8,422 NA 350,764 241,979 172,685 29,913
 

(380,000) (250,000) (150,000) (37,000) (5,358) (2,195)
1975 35,281 8,719 5,123 348,858 240,183 196,736 42,747
 
(350,000) (250,000) (200,000) (56,500) (14,841) (3,746)
1976 35,860 9,002 NA 310,000 250,000 150,000 50,900 35,720 8,690
 
(297,872) (203,402) (158,070) (44,881) (35,545) (8,482)
1977 36,436 9,269 NA 290,000 200,000 100,000 54,400 181,000 23,000 
(281,568) (178,783) (103,107) (53,735) (181,427) (22,032)1978 37,019 9,532 NA 240,980 94,796 126,834 36,992 193,398 60,797 
(250,000) (100,000) (130,000) (45,000) (200,090) (59,000) 

Cumulative Total (4,349,492) (1,962,813) (2,467,2 77) (413,737) (438,356) (98,428) 

aCouple Years Protection 

of health centers, hospitals, or designated private practi- Korea isno exception to the general trend of higher rural
tioners (J,000 doctors for IUD, 600 doctors for vasecto- fertility rates in comparison to rates in urban centers. my were trained between 1963-64). By 1968, the cumula- However, as seen in Table 2, the gaps have been greatly
tive total of national family planning services delivered reduced. 
were, as shown in Table 1,approximately 4,350,000 IUD 
insertions, 2,000,000 CVP by oral pills, 2,500,000 CYP This reduction could be the combined results of success inby condoms, 850,000 sterilizations, and 100,000 cases of the family planning program and the Saemaul movement
menstrual regulation. Estimated number of births averted (page 24).
by such achievement isabout 2 million as shown in Table
2. In the meantime Korea has spent about 41,333 million An encouraging sign is the substantial increase of those won (equivalent of US $100 million) for family planning practicing family planning by their own means. For inprograms which include wages for personnel, training, stance, according to the 1978 KAP study by KIFP, 21016
expenditures for information and education, supplies and of eligible couples were currently practicing by their own
services, and administration and evaluation of the pro- means while 28% were practicing through use of go' ngram. The cost per birth averted is about US $50. ment services, making a total practice rate of 49 pet .nt. 
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Table 2. Number of Births A verted by Method and Year, 1962- 1978 

Sterilization Menstrual
 
Year IUD Oral Pill Condom Male Female Regulation Total
 
1962 15,010 328 (3,823) 15,338 (18,833)

1963 79 31,532 2,512 (22,253) 34,123 (53,864)

1964 8,514 35,700 6,589 (29,415) 50,803 (73.629)

1965 27,900 39,637 9,742 (18,543) 77,279 (86,080)

1966 59,862 37,949 12,329 (28,737) 	 110,140 (126.548)
1967 71,521 30,028 15,366 (28,355) 116,915 (129,904)
1968 79,964 5,145 28,159 17,884 (28,240) 131,152 (141,508)
1969 74,810 17,450 31,324 20,012 (30,477) 143,596 (154,061)
1970 65,001 29,289 30,636 21,958 (24.765) 146,884 (149.691)
1971 69,843 31,683 34,510 13,825 (17,843) 149,861 (153,879)

1972 61,295 39,039 31,322 14,708 (19,154) 263 (3,109) 146,627 (15.',919)

1973 56,866 
 39,033 32,603 15,726 (21,860) 852 (4,516) 145,080 (154,878)

1974 54,172 36,705 29,493 
 18,417 (44,415) 1,582 (6,042) 1,185 141,554 (172,012)
1975 52,664 32,709 30,392 23,363 (58,812) 3,200 (16,957) 2,023 144,351 (193.557)

1976 85,078 
 31,550 33,624 16,653 (33,743) 4,409 (42,958) 4,580 175,804 (231.553)
1977 78,189 29,858 21,817 20,299 (41,064) 17,097(240,321) 11,897 179,157 (423,146)
1978 66,300 21,870 23,003 20,465 (28,262) 25,150(256,252) 32,830 189,618 (428,517) 
Total 912,058 314,331 516,739 250,176(479,761) 52,553 (570,155) 52,515 2,098,372 (2,845,559) 

Figures in parentheses are the number of births averted through acceptors' life time. KIFP unpublished data. 

Tremendous increases in sterilization, particularly fe- - The income Tax Law was revised in 1977 to
male, in the pot few years are encouraging in terms of exempt from income tax only the first two chil
improvement in the use-effectiveness of our program. dren (instead of three as in 1976). 

- The Corporation Tax Law was revised to allowSTRONG POINTS deductions for expenditures for family plan
ning services to employees.

A. Consistent Government Policy Support. For example, - The Family Law was revised to give women
hesides the inclusion of demographic targets in every greater rights in inheriting family property.

Five Year Economic Development Plan:
 

As an implementation of the policy decision thatIn September, 1963, the Prime Minister asked social development will be emphasized in !he
all government ministries to extend full coopera- Fifth Year Plan, the Government started ft ;
tion, by every means, to strengthen the national health care service for about 2 million indigen, 
program. low income population in January, 1977. A 

" In 1965, the Deputy Prime Minister again stress- social health insurance ,,:heine for about 3 mil
ed the importance of family planning. Achieve- lion industrial employees and their families was 
ment in family planning services was included in begun in 1977, and extended coverage was given
the assessment credit of local government units. to another 3 million civil servants, school teach

ers and their families in January 1979. TheseFamily Planning is given the highest priority in 	 provisions facilitated family planning services for 
poor and middle class people. 

* In December, 1976, the Population Policy Delib- B. Quick Feed-back and Prompt Action. The national 
eration Committee strengthened the family planning program during the Fifth Planning Year program has never been hampered by hesitation or

meekness of top administrators in policy revision in(1971-81) and introduced several incentive and responding to recommendations rconstructive criti 
disincentive approaches for small family norm. cism. For example: 

- Priority inalloting public housing for steriliza- Responding to the preliminary report of the 
iton acceptors with two or fewer children. Koyang study that the condom has the highest 

- Provision of 3,000 won (US$6.37) was made to rate of acceptance and effectiveness over other
the low-income people undergoing sterilization conventional contraceptive methods, the govern
to compensate them for lost wages incurred by ment increased the condom supply instead of 
the sterilization procedure. omitting the others. 
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* 	The PPFK's clinical study on the IUD was sched-
uled to run for two years from 1963, but the 
goVernment decided to manufacture 80,000 IUDs 
locally for extensive use in 1964. 

C. 	 Supplementary Role of Voluntary Organization. 
Until 1964 the PPFK carried out most of the activi-
ties on behalf of the government. Training of fam
ily planning workers, doctors, nurse-midwives, and 
national reconstruction movement leaders was a 
most important task. 

"Happy Family" is the PPFK's monthly publica
tion, started in 1964, It has abcut 50,000 circulation 
so that each village Mothers' Club can get at least 
two copies free of charge. The contents include 
family planning, maternal and child health, nutri-
tion, home economics, and sanitation, 

Since 1968 the PPFK has had great faith in its na-
tion-wide network of' "Family Planning Mothers' 
Clubs" which make the voluntary family planning 
movement a grass-roots program. 

D. Saemnaul Movement. One of the mosi ,iccessfuil 
innovative projects introduced by President Park in 
1971 was the new village movement. The slogan is 
'diligence, self-help, aid cooperation'' in te 
spirit of love of one's family, community, and 
country. Though the movement was designed by the 
top levels of government, every decision at the 
planning stage was made by the villagers. Absorp-
tion of the Family Planning Mothers' Club into the 
movement in 1977 %as an important development
in the integration of the family planning movement 
into the overall socio-conomic community de-
velopment prograni. 

Though the average income of farmers is still a little 
bit less than that of urban wage carriers, it has been 
improving rapidly (about $3,500 per family in 
1978). By 1978, 100Wj of rural v'illagcs had electri-
city. According to the survey data of t7 Korean,
Broadcasting Corporation, 71 percent of 7,256,0(X)
Korean households had one or more television setsas 	of Deceniber 31, 1978. These TV channels wsill 

facilitate communication activities, 

E. 	 University Participation. The training, trial, and 
screening of new contraceptive devices, the ir-

provement of communication strategies, and the 
campaign for legal revision would not have been 
possible without the active participation and coop
eration of the professors. 

PROBLEMS 

Perhaps there is no program without problems. The fami
ly planning program has had its share, but they have only 
served to strengthen our resolve and we have redoubled 
our efforts. 

PROSPECTS 

The Republic of Korea has been fairly successful in 
achieving its demographic objectives by reducing the total 
fertility rates from 6.0 in 1960 to 2.7 in 1978, and by in
creasing the rate of family planning practice from the 
1964 level of 9Qo to 490%0in 1978. Howevcr, these are far 
from satisfactory. The current ideal family size of 2.7 
is still too high. Meanwhile, our population has increased 
by 50% during the last 18 years. And it will cooltinue to 
increase for at least 60 years to come. One demographic 
reality, we know, is that the sooner we achieve replacement level fertility, the sooner and the smaller stationarypopulation we will have. Therefore, we must do our best 
to reach replacement level fertility as soon as possible by
having over 65/ of fertile couples practicing family plan

ing ovean 
ntng effectively. 
The Republic of Korea is poor in her natural resources 
and suffers from Iron Curtain tensions between the South 
and North. However, we are now accomplishing rapid
economic and social development. Last year's per capita
income exceeded $1,000. We hope such a trend will con
tinue and incc,mes will rise quickly. 

The government's plan is to extend compulsory educa
tion to 9 years from the current 6 years by 1986. Realizing
that socio-economic development and family pl.nning 
are corpleinrary to each other, our fture seems to be 
brighter. E en thotigh our next generation is destined to 
have a frugal life in a much over-crowded environment, 
I sincerely hope that they ied lainily planning services1sieryhoetateyndfinlpanngevis
neither from the government nor from the association,because everybody will have sufficient knowledge 

through formal education, and e'ery couple can practice
family planning effectively with dignity. 
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Acceptability Dynamics of Male and
 
Female Sterilization
 

Abdel Ornran 

During the last few decades, sterilization has emerged as a
significant method of permanent fertility control in many
countries. Although no accurate figures are available, it
has been estimated tlat, on a global basis, some 80 ril-
lion or more individ jals have undergone sterilization, 
That is quite an increi se from the 3 or 4 million in 1950, 
the 20 million in 1970, ind the 65 million in 1976 (1). Therelative distribution of male and femalc sterilization has 
varied over lime and sp;ce and according to the state of 
technoloy arid relative availability of services, 

It can be predicted also that sterilization will become 
more popular as more individuals and couples who have 
achieved their desired family size become increasingly dis-
enchanted with the prospect of having to depend on tern-
porary methods of contraception for the rest of their re-
productive lives. With norms favoring smaller family sizeand increased child survival, many couples will achieve 
tb,:ir desired number of children at relatively young ages. 
Tihey theti look forward to 10 or more years of temporary
cont racept ion with tie calculated risks of occasional un
wanted pregnancies makiitg it llecessiry to resort to aborlion or the risk of side cffecls of methods like the pill
(w\hose side effects incrcase with age and smoking) or the 
ILJD. Sterilization tinder these circumstances becomes an 
attractive aternat ie.-lte availability and use-prevalence
of'sterilization nia,,+also increase as policy makers become 
more aware of its cost-efficiency and the supcriority of its 
demographic effect ivettess. 

Despite tfle rapid growth inuse of sterilization over a rela-
tively short period of time, there remain nany areas of 
grave concern. A few examples follov. 

" The spread in time use of sterilization across cultures
and geograph has been highly selective, if not er-
ralic. Its use has risci incertain areasvery rapidly 
and not at all inoliers. Sizable pockets of resistance 
still rmain in Africa, the Middle East, Asia, l.atin 
America arid Eastern Europe.

* Sterilization has not yet achieved its demographic 
potential since time majority of operations are per
formed on people with high parity and age or oil 
those who are probably subfccund, 

* The medical profession is lagging behind in accept
ing and providing surgical sterilization for demo-
graphic reasons. At tile same time, medical training
is inadequate in this area. Only a few gynecologists 
arc involved in the sterilization movement, and urol-

ogists and general practitioners are yet to be in any
significant number. Nevertheless, the medical pro
fession is resisting the performance of selected pro
cedures of surgical sterilization by trained para
medical personnel in areas where trained doctors are 
in short supply. 

Because of such variation in acceptability, use-prevalence
and technology, it is necessary to review the dynamics of 
acceptability in various settings based on accumulating 
world experience. Therefore, this paper identifies thefactors involved in acceptability dynamics and character
izes them into three levels: 1)societal, 2) professional,
and 3)individual. This is done with full recognition of the 
multiway interactionc among factors present in each level
and between levels. The simplified relationships are pre
sented in Figure 1.Experiences in several regions and cullures are discussed in an effort to single out the most 
.orkable approach to enhmcing the acceptability of 

sterilization. 

Fi'iure 1.Acceptability of Sterilization: A Microcosm 

SOCIETAL 
ATTRIBUTES 

INDIVIDUAL 
ATTRIBUTES RESPONSE 

PROFESSIONAL 
ATTRIBUTES I cK 

SOCIETAL ACCEPTABILITY OF STERILIZATION 

Societal acceptabilin,of sterilization depends on several 
complex factors summarized simplistically in Figure 2. 

Religious and Polilical Factors 

Most religious and many cultural attitudes tend to dis
courage the termination of a person's ability to procreate. 
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PROFESSIONAL TOULENANCE 
ANDLERANCE
 

STAN ARDSPEEIRGROUIP AND 
ATTITUDES 

>4. SOCIETAL -

TECHNOLOGY ACCEPTANCE 
LEGAL 

EFFECTIVENESS S fATUS 
EASY ATUI 

REVERSIBILITY 

A 

PROMOTIONALA-CTIVITES 

OFFICIALAND 
VOLUNTARY 

Where sterilization is confused with castra.tion or impair-
ment (or mutilation) of reproductive organs, opinions be-
conic frankly hostile. In recent years, however, tolerance 
of sterilization has increased, especially when justified ol 
health or psychological grounds. 

In Islam, there isvirtually no explicit prohibition of steril-
ization as we know it today; hence some scholars (UI-
amaa) have assumed its permissibility. This was affirmed 
by Sheikh Muhammad Ibrallim of the Sunni sects in 1936 
when he stated, "I can see no legal objection to the adop-
tion of the sterilization method, or of temporary contra-
ception, in the interest of those concerned, if in the first 
instance, the need for such measures has been fully in-
vestigated and vindicated, and proved to be neces-
sary" (2). Sheikh Muhammad Shamsuddin of the Shiite 
sect further supports the acceptability of sterilization in 
Islam by writing that "...there is nothing preventing the 
husband and the wife from undergoing such operations, 
because the preservation of the power to procreate isnot 
a duty prescribed by Muslim Law, and it is not a marital 
right. Hence, it is legally permissible to undergo a surgi-
cal operation to sterilize both men and women whether or 
not it will be possible in the future for both of them to re-
gain their procreation state." (3) 

Nevertheless, negative attitudes still prevail in most of the 
Muslim world due to conservative interpretations. Only 

in cases where further pregnancy endangers the health of
Figure 2. Factors Affecting Societal Acceptance the mother, and in cases of transmissible and hereditary 

diseases, is sterilization not only permissible but re
quired. This gives hope that it may be possible to make a 

PUBLIC METHOD case for sterilization based on potential health hazards 
EPTIONPERCPOPULATION UNDERSTANDING associated with high parity and pregnancy at late mater-

PRESSURERM STERILIZATION nal age. This requires further docuilentation throughOTIVATIONEMANCIPATIONE NPERENCL collection of data on family formation and lcalth in Mus
1H lim communities which this author is undertaking.

/TULThe Canon Law of the Roman Cartolic Church has no 
CLTURAL exlctprohibition of' voluntary sterilization, "'but therei f'~ '~ nld 

body o iial ecclesiastical documents, ircludingthe 1968 'Hutnanae Vitae' Lncyclicad, which are contiary 
to the practice.'' (4) 

The Protestant denominations are, in most cases, moreliberal in their attitudes toward sterilization. In a recentstatement, the United Methodist Church asked "that 
church-related hospitals take the lead in eliminating those 
hospital al,ninistrative restrictions on voluntary steriliza
tion and abortion which exceed tie legal requirements in 
their respective political jurisdiction and which frustrate 
the intent of the law where the law isdesigned to make the 
decision for sterilizaton or abortion largely or solely the 
responsibility of the pei _on most concerned." (5) 

Jewish law prohibits impairment of reproductive organs 
as explicitly stated inthei ShUlchan Aruch, [-ben l-aezer, 
Laws of Piryah, 5:11 (4). Liberal views in support of vol
intaty sterilization are held by some Jewish groups, and 

many Jewish physicians and hospitals perform the opera
tion. Rabbi Balfour Brickner states that "volhntary steril
ization is a significant and viluable method of birth con
trol for those couples who have completed their families 
and are sure they wvant no more children." (5) 

In Hinduism and Buddhism, io explicit teaching,, deal 
with sterilization. Both religions are opposed to "inijury" 
and to "upsetting the cycle of Karma, the law of cause 
and effect, or sowing anld reaping, in human exist
ence." Fagley believes, however, that "there is enough 
flexibility in the Eastern faiths for modern reformers to 
put forward the case for scientific methods of family
planning." (6) Ghandi himself preferred continence to 
artificial methods of fertility control. This was based on 
his personal interpretation and did not refer to the Gila or 
the Vedas to .;upport his stand. Being a value judgment 
means that it can be replaced by another %alitle when 
justifications exist. Thus, a vasectonized Hindu may 
believe that Ghandi's counsel was the most perfect, but lie 
was unable to act oi it when he chose vasectomy of sheer 
necessity (7). 

Socialist ideology is unclear with regard to stcrilizalion. 
From the few reports available, tile acceptance of terili
zation in tie socialist countries Lf' lasterit l-urope atnd ill 
Russia isvery low (4). The operation for men in particular 
is used only sparingly an~d ;n exceptional circuitlstanccs. 
In the People's Republic of China, the situatioi is differ
ent. Sterilization is gaining societal acceptance as "a 
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major method of fertility control within the scheme of 
population control in China." (8) 

Cultural Factors 

As already stated, sterilization is often confused with 
castration and may, at least, be thought to affect man's 
sexual drive or virility. Virility is highly valued in all cul-
tures. Consider, for instance, the concept of machismo in 
Latin America. Virility can be proven by the ability to im-
pregnate, an ability tha' is halted by sterili-ation. Because 
of the lack of undersLanding of the sterilization proce-
dures and no reassurance that it would not impair sexual 
performance, misconceptions will continue to exist. 

The term sterilization is also unfortunate in relation to 
women. It invokes negative atitudes inherent in many
cultures toward a "sterile" woman. In certain African 
cultures, a sterile woman is almost an outcast; and, in the 
Middle East she is unduly disfavored and has low chances 
of remarriage once divorced or widowed. The term "fer-
tility termination" or some other euphemism is therefore 
preferred. 


There is also the misconception in developing societies 
that the family planning campaign, particularly steriliza-
tion, is a form of "genocide" endorsed predominantly by 
western powers. This is easily rebutted by demonstrating 
that sterilization is widely used in several western coun-
tries where millions of males and females have been elect-
ing sterilization to terminate their fertility at relatively 
low ages and parities. 

Legal Codes Governing Sterilization 

The legislative process in most countries is apparently too 
slow to keep pace with the changing public and profes-
sional opinion regarding sterilization. Fortunately, very
few countries have specific legislation prohibiting sterili-
zation. in mosl countries, no specific provisions on steril-
ization are madc, and its legality may be assumed under 
the axiom reiterated by the IPPF Legal Panel, that "what 
is not prohibited is permitted." 

There may be, however, certain regulations in regard to 
sterilization of minors and the mentally retarded, or in 
regard to consent and waiting period between adoption
and the actual operation. The Department of Health, 
Education and Welfare in the U.S. extended the waiting 
period in 1978 from 72 hours to 30 days in facilities sup-
ported by federal funds. Furthermore, the medical com-
munity may impose certain restrictions in regard to age 
and parity. 

Promotional Activities for Sterilization 

There is unmistakable positive correlation between the 
acceptance of sterilization and the vigor of organized 
promotional activities for sterilization by voluntary and,' 
or official organizations. In countries where the accep-
tance of sterilization is low, there is a virtual absence or 

lack of emphasis on this method in the family planning
efforts. The populace may even be unaware of the avail
ability of this service. Under such circunstances the cul
tural, professional, and individual biases go unchal
lenged. 

On the other hand, in the countries where sterilization is 
widely accepted, one can identify specific promotional
activities that have made acceptance possible. Examples 
are readily available. The pioneers in this regard are the 
AVS in the U.S. and the Simon Trust in England, the 
government in Puerto Rico and the National Family 
Planning Program in India. Following suit, several vol
untary and official organizations for voluntary steriliza
tion became active in many countries. These included a) a 
national AVS in Bangladesh, Pakistan, Indonesia, Thai
land, Korea, the Philippines, Sri Lanka; b) the Fertility 
Control Societies (a prototype of AVS) in Egypt and 
Sudan; c) voluntary and official programs in Latin 
America, such as ProFamilia in Colombia, APROFA 
in Chile, APROFAM in Guatemala, and d) sterilization 
programs introduced by official agencies in China, Tuni
sia, El Salvador, Panama, and, most recently, Mexico. 

The promotional activities in these and other countries 
were able to offset cultural biases and religious restric
tions, professional apathy, or limitations of the health 
infrastructure. Thus, despite implicit or explicit restric
tions, millions of males and females of various religious 
affiliations were sterilized. These included, for example, 
over 10 million Hindus in India and Sri Lanka, 2-3 mil
lion Muslims in Bangladesh, Pakistan, Indonesia, Malay
sia, and india, and several million Buddhists in Japan, 
Korea and Thailand. In Latin America, where the Catho
lic Churcii opposes artificial methods of fertility control, 
including sterilization, the percentage of women in repro
ductive age protected by sterilization (being themselves 
sterilized or living with vasectomized partners) ranged
from 2.9% in Paraguay (1977), to 6.3% in El Salvador 
(1975), 8% in Costa Rica (1975), 25% in Panama (1975
76), and 35% in Puerto Rico (1970) (9). A survey in 
Puerto Rico revealed that 85% of the sterilized fcmale!; 
were Catholic. It should also be remembered that thou
sands of men in Latin America were vasectomized de
spite the prevailing concept of machismo. The 10 million 
in the United States and the 5 million in Europe who 
were sterilized belong to various religious sects and ethnic 
backgrounds. This bears witness to the effectiveness of 
promotional activities against all odds, both cultural and 
administrative. The stens in the evolution of' these pro
motional activities is given later. 

International Support 

A related factor enhancing societal acceptance is the 
international collaboration between and endorsement of 
the sterilization campaigns in various countries. Full rec
ognition is made of the efforts of such organizations as 
the International Project of AVS, the World Federation 
of AVS, the IPPF, WHO, UNFPA, AID, IFRP, IPHS, 
and many others. 
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Population Pressure more difficult to obtain due to inflation, maldistri
bution of wealth and the slow rate of replacement. 

While sterilization may be used sporadically for medical 
or eugenic reasons, the major justification for its use to- Appreciation of population pressure is therefore an im
day is demographic. The potential superiority of its effec- portant factor in societal acceptance of sterilization. 
tiveness in reducing fertility levels has been well recog
nized and is ever increasing with its adoption at lower age Figure 3. The Malthusian Equation of Population vs. 
and parity. In most countries one sterilization may avert Resources is Getting More Complicated 
1.5 to 2.5 births on the average. This will increase with
 
lower age and parity at the time of sterilization.
 

Population Resources
 
For the developing countries, in particular, sterilization
 
seems to be invaluable in accelerating their demographic populatWideraseOr Inflation.
base 
transition. Population pressure in most developing coun- Increased rate of per e Relative unavailability 
tries is all too obvious. What is disquieting is the recent to the poor masses. 

fertility decline capita consumption.and premature enchantment with initial 
on the assumption that the population problem is on its * Increased social ex- e Slow rate of replace

can be pectations. ment. way to extinction. This near-sighted contention 
dismissed by considering the following sobering facts: * Increased demand on * Depletion of finite re

public services, sources (e.g. oil). 
" Along with the fertility decline experienced by cer

tain countries, there has been a parallel decline in Norms Supporting Smaller Family Sizes 
mortality in such a way that the reduction in the rate 
of natural increase has lagged behind. A related issue is the norm for a smaller family size. This 

" Even if we assume a slowing in the rate of popula- may be a function of improved child survival, increased 
tion growth, the actual number of people added has social aspirations, or the limitation of resources. The 
increased in many countries, since the population published results of the World Fertility Surveys indicate 
base from which the rates are calculated is now much that the means for the number of children wanted in ten 
larger than in ealier decades. On a global basis, for developing countries are generally low (10). (Table 1). 
example, from July 1976 to July 1977, 80 million 
persons were added to the world, as opposed to 68 It is speculated that these means will continue to decrease 
million that were added during a comparable period and become more widespread in developing regions. With 
10 years earlier when the growth rate was higher. the assistance of effective educational programs, the 

merits of a smaller family size might aid in popularizing
* Population increase does not in itself constitute a sterilization. 

problem until it exerts pressure on resources. Such 
pressure is now taking two forms: increased per capi- Availability of ServiL-s 
ta consumption; and increased social expectations. 
Even if population growth declines, the pressure on The power of availability of sterilization services at a 
resources will continue as long as the two factors reasonable cost or at no cost cannot be overemphasized. 
continue to increase. The problem is that in all coun- This is especially true when accompanied with well
tries these factors are compounding one another. orgs-fized communication, education, and motivation 

" Furthermore, ihe resources themselves are becoming progi-ms. Not only the quantity but also the quality of 

Table 1. Mean Number of Children Wanted, by Women's Age: World Fertility Survey (10) 

Country All Ages 20 20-24 25-29 30-34 35-39 40-44 45 + 

Colombia (1976) 4.1 2 7 3.2 S.7 4.2 4.6 4.9 5.8
 
Dominican Republic (1975) 4.8 3.4 3.9 4.3 4.9 5.7 5.8 6.4
 
Fiji (1974) 4.2 3.0 3.6 4.5 5.0 5.7
 
Korea, South (1974) 3.2 2.8 2.8 2.8 3.1 3.4 3.6 3.8
 
Malaysia (1974) 4.4 3.9 4.0 4.2 4.4 4.6 4.6 4.7
 
Nepal (1976) 4.0 3.6 3.7 3.9 4.2 4.3 4.3 4.3
 
Pakistan (1975) 4.2 4.1 4.0 4.2 4.2 4.3 4.4 4.3
 
Panama (1976) 4.3 * 3.4 3.8 4.4 4.6 5.2 5.4
 
Sri Lanka (1975) 3.8 2.6 2.8 3.2 3.8 4.4 4.5 4.8
 
Thailand (1975) 3.7 2.9 3.1 3.4 3.9 4.0 4.1 4.6
 

*In Panama, women under age 20 were excluded from the survey 
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services is important. The impact of sterilization reaches 
a zenith when it is integrated into health and family plan
ning services. 

Feedback from Users and the Halo Effect 

One of the most pervasive influences on societal accep-
tance is the positive feedback from satisfied users. Many 
programs have used vasectomized men to recruit other 
men for the services. The same occurs with sterilized 
women. It may also be profitable to publicize (with per-
mission, of course) the acceptance of sterilization by 
community figures and leaders. In the U.S., a boost to 
the vasectomy program resulted when such prominent 
figures as Arthur Godfrey and Paul Ehrlich publicized 
that they had been vasectomized with satisfactory results, 
This is known as the "halo effect." 
Incentive Systems 

Incentives have been used in many countries (India, 
Pakistan, Bangladesh, South Korea, Taiwan, Indonesia, 
Turkey, Egypt, Ghana, Mauritius, Japan, and other 
countries) for the purpose of increasing the adoption of 
family planning. In spite of some questions ahomt its ethi-
cal correctness, the incentive system became so central to 
the family planning program in India that about 22%o of 
the family planning budget in India's 1969-74 five-year 
plan was designated for incentives (11). Such incentives 
may be given to adopters, motivators, personnel provid
ing the service, or to groups and communities to which 
the adopters belong. (Editor'sNote: In general, IPAVS 
does not endorse or promote the concept of incentives for 
st'r i!ization.) 

Despite the widespread use of incentives, tile careful 
evaluation of the effectiveness of the various systems is 
still lacking or incomplete. What are their dynamics (es-
pecially the psychological component)? What is their 
relationship to user satisfaction or dissatisfaction with 
permanent sterilization? How feasible are the various 
schemes and what is the best mix of schemes, as well as 
the ethical correctness of the whole approach? 

Finally, it must be emphasized that the incentive system 
may work well in sonic countries and not in others. 
Hence, it should be considered within the perspectives of 
each individual country. Actually, some countries, like 
Taiwan and Singapore, found it proper to have the appli-
cants pay for the operation rather than receive an incen- 
ivc. This is one way to ascertain consent, but then again,

it 'nay not be a viable approach for other countries. 

Motivation but not Coercion 

One of the most valuable approaches to enhance societal 
and individual acceptance is motivation through a well-
coordinated communication and education program. By 
no means should the voluntary character of sterilization 
be compromised. The systems of harsh disincentives and 
specified quotas for workers are coercive and should be 
avoided. 

Cost-efficiency of Sterilization 

One of the factors to be considered is the relative cost
efficiency of sterilization. It seems obvious that steriliza
tion, especially at low age and parity is much more cost
effective than temporary contraception. The benefits go
beyond the monetary savings. They may include the 
following: 

* 	 Sterilization is one event that does not require con
tinued organizatioial input in the form of motiva
tional campaigns and follow-up visits by family 
planning workers; 

0 The cost of the operation, whether born out by the 
individual and/or organization is less than the cost 
of 10-20+ years of contraceptive use except when 
withdrawal or other conventional methods are used. 
This means fewer clinical visits and transportation
needs, lower cost of supplies, and less time required 

for visits; 

9 There is also the risk of one or more pregnancies 
with temporary contraception, which should be in
cluded in the monetary and psychological cost to the 
individual; 

9 	There are the possib!e side effects and their monetary 
and health costs. The pill stands out as the least cost
effective method after age 30, especially when the 
desired family siie has been already achieved. 

This area should be carefully researched by experts in 
cost-efficiency with the objective of estimating, in mone
tary terms, the possible savings of different methods. 

PROFESSIONAL ACCEPTABILITY 

Societal and individual acceptance is greatly sensitive to 
the attitudes and standards of the medical profession. 
The factors related to rrofessional acceptance are sum
marized in Figure 4. 

A 	 few concerns will be discussed in some detail. 

Professional Attitudes and Standards 

Besides legal provisions, the medical profession may im
pose certain standards of minimum age, number of chil
dren, consent of individual and/or spouse, and emotiopal 
stability which must be met before a sterilization can be 
performed, especially in hospitals. 

In the U.S., as recently as 19t9, many hospitals were 
still observing the guidelines set forth by the American 
College of Obstetrics and Gynecologists (ACOG) which 
became known as the "rule of 120." This rule applied
specifically to women and stated that when the age of the 
applicant is multiplied by number of living children, the 
result should be no less than 120. Thus, the number of 
living children should be at least five for a woman 25 
years old, four for a woman aged 30, and three for one 
aged 40. The rule was dropped from the 1969 guidelines. 
For vasectomy, however, the rules were somewhat re
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In Singapore, female sterilization is the method adopted,
Figure4. FactorsAffecting ProfessionalAcceptance although only for women with six or more children. In
 

Colombia, the conditions are that the applicant should be
 
35 years of age or over, with three or more children (both
 
sexes) and psychologically stable. Both partners should
 
sign authorization forms, and two weeks should elapse
 

0 O 0 , between scheduling and performing the operation(17,18).
 

In 1976, The Fertility Control Society of Egypt ruled 
A, that sterilization is preferred only for those with three 

•0oc living children (at least one of them male), and the women 
eG 4 	 should not be less than 30 years of age. A waiting period 

of two weeks after consent is mandatory. 

P S 0 	 Legal Consideration 

ACCEPTANCE 0 	 The legal status of sterilization in a partic,dar setting in
fluences professional attitudes and pract'cci. Malpractice 
suits, in particular, would have negative effects, especial
ly with regard to minors and people who are mentally 
defective. 

Personal and Other Characteristics 
40, ' , Physicians are influenced by their personal attitudes, 

religion, peer pressure, and professional background.
They are also influenced by the state of technology and 
their personal competence. Physicians who are not pro
fessionally knowledgeable about sterilization may ex
press ideas closer to the layman's attitude than the profes

laxed, especially when the operation was done on an out- sional's because they, too, are uninformed.
 
patient basis.
 

Clinical Compassion
 
The sterilization movement in the United States was
 
greatly enhanced by certain professional endorsements. The compassion of physicians for people under their care
 
In addition to the elimination of the restrictive require- is an important factor in promoting sterilization. Such
 
ments for vasectomy from the ACOG guidelines, the compassion is enhanced when the basic facts about the
 
American Medical Association came out very strongly in health aspects of family formation, contraception, and
 
favor of vasectomy in 1968. An editorial in its journal of sterilization are compared and duly recognized by physi-
May 27, 1968, reminded physicians of the legality of the cians as important to human well-being.
 
operation in fifty states, its simplicity, safety, and high

satisfaction rate among the clients. The American Public The World Medical Society endorsed in 1974 a recom-

Health Association followed suit in 1972. mendation by this author that: "The prescription of
 

family planning will reduce substantial health risks to 
Even India which leads the developing world in the mothers and children and hence should become a part of
 
prevalen.-- of sterilization, has restrictive regulations, at routine patient care for responsible health professionals

least on paper. The rules are not uniform, differing a- everywhere in the world."(19)
 
mong states and probably among hospitals. The mini
mum age requirements range from 30 years in Maharash- Health risks definitely increase with pregnancies occur
tra (12) and Uttar Pradesh (13) to 35 years in Madya Pra- ring after a certain age (usually 35) and certain parity
desh (14) and just under 50 in Tamil Nadu (15). The num- (usually 3). At the same time, risks associated with con
ber of living children is usually three or more; however, traception, particularly the pill, also increase with age 
some states require only two children, provided one of after 30. The answer in thes: cases is, of course, steriliza
them is a son who has survived the risks of childhood tion. Thus, physicians should give counsel to that effect. 
mortality (defined as surviving to age five in Uttar Pra
desh and eight in Maharashtra). Additional requirements Concern for the Communities 
may be emotional stability, understanding irreversibility, 
and reasonable expectation of permanence of marital The medical profession cannot isolate itself from coin
union. Such regulations are hardly observed in large pro- munity concerns. The health, social, and economic con
grams such as the vasectomy camps. The rules are more sequences of unduly rapid population growth should be 
liberal in some areas of Bangladesh where only two living addressed and the demographic superiority of steriliza
children are required with no age specification (16). tion considered. 
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INDIVIDUAL ACCEPTANCE 	 effecti,,eness during which the spouse, relatives, friends, 
physicians and other counselors may be consulted. In-Individual acceptance of voluntary sterilization is influ- centives and other motivational systems may have an

enced by a variety of factors, which may be personal, effect at this point.
societal, or professional, as illustrated in Figure 5. 

Final acceptance of sterilization may still be affected byIt is contended that an individual goes through three main 	 availability, awareness of the meaning of the procedure,
phases of acceptance: a primary phase when he or she and feedback from satisfied or dissatisfied men andresolves not to have any more children, an intermediate women. After the operation, the response of the sterilized 
stage of consideration and/or experimentation with other person becomes an integral part of its acceptability to
methods of fertility control, and a final stage when sterili-	 others. 
zation is accepted. The decision usually includes con
sideration of which partner should undergo the opera- Choice Between Male and Female Sterilization 
tion, the male or female. Several studies point out that the 
post-partum period is a most convenient time for motiva- In the preceding discussion, in the conceptual framework
tion for contraception and sterilization. During the below, and in the following paragraphs, we make the
period the level of motivation for fertility regulation risky assumption that every decision in the choice of malegreatly increases. versus female sterilization is made rationally. Indications 

are, however, that some such decisions may not be asPrimary acceptance is influenced by personal attributes, rational as we assume. In a vasectomy or tubectomy camp
group affiliation, social aspirations, societal values and in an Indian village or railway station or at a festival and awareness, and perception of methods of contraception in secluded discussions of the "vasectomy agent" withand their availability. This stage may be followed by an clients in remote villages of Bangladesh, the decision mayinterim period of screening available methods and their be so hasty that one is inclined to doubt rationality. The 

Figure 5.Individual Acceptance of Sterilization:A Conceptual Framework 
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incredibly small incentive or the temptation to accept stated that the woman is the childbearer and therefore
what others have accepted may be the major factor which should assume the role of the sterilized person in the 
makes the operation attractive. One even suspects that a marriage unit. In the Indian survey, the majority of the
number of acceptors may be utterly ignorant of what they Hindu and Muslim women stated that the operation 
are undergoing. Furthermore, some acceptors in the would make the husband weak, and in the scheduled 
developing world may have their own system of rationali- castes and V!llalah groups, a higher percentage of tile
zation which is not amenable to western methods of inter- women responded that the husband was the wage earner
pretation. and, therefore, should not be sterilized. 

Assuming rationality of the decision, which is apparently The above variations indicate that different value sys
more applicable to the better informed individuals, a tems were operating in the rationalizations of the women
complexity of factors may be involved in a couple's deci- for their preferences. Further intensive and controlled 
sion as to which partner will undergo the operatio' Such sociological, psychological, and anthropological research 
factors include: availability; simplicity of procedur and is needed in areas where both male and female steriliza
type of anesthesia; need for hospitalization and tit. - lost tions are readily available.
 
for the procedure; reliability and safety of the methods or
 
rumors thereabout; feedback from those who have used Individual Characteristics of Acceptors

the method; perception of sexual effects; male and fe
male roles; comparative health status of husband and These characteristics vary over place, time, state of de
wife; motivation and acceptability to the spouse; and velopment, legal status and availability of sterilization.
 
reversibility (a possibility which may become important Sonic of these characteristics are listed below:
 
in the future).
 

Age, parity, and number of living children differ
A Philippine and an Indian example will be used to shed among the less developed regions of' the world. In 
some light on this complex issue. In a WHO collaborative Central America and South and East Asia, men and
study, samples from Philippine and Indian women an- women seeking sterilization are younger (in their 
swered questions regarding their perference for male or early thirties, on the average). (Figure 6).
female sterilization and stated their reasons for selecting 
one over the cther (20). In both samples, women elected Caribbean, is still quiteIn tile the age of accepta,,:,
sterilization as a contraceptive method, and indicated a high (close to 35). Tile mean parity at which steriliza
preference for female sterilization (85% in the Philippine tion is adopted also v'aries among developing regions 
survey and 80% in the Indian survey). However, the pri- with the lowest in South America (about 3 children) 
mary reasons for this selection varied. (Table 2). and highest in South Asia (4-5 children). In all de

veloping regions, the mean age and parity of the ac-The majority of the women in the Philippine survey ceptors have been on the decline since 1974-75. 

Table 2. 	 Reason Given for IWomen Preferring Felnale Sterilization in the Philiplpine and Indian SurveYvs for a HVHO 
Collaboratihe Study 

Philippine Survey 	 Indian Survey 

Vellalah Scheduled Other 
Reasons Rural Urban Hindu Castes Hindu Muslim 

Husband 	refused 10.7% 2.5% 10.6% 10.80/0 5.0% 7.9% 
Operation will reduce 

the sexual activity of 
husband 2.5 1.4 5.92.0 	 5.4 2.2 

Operation will make 
tilehusband weak 2.1 2.7 39.0 35.8 51.152.0 

Women 	are tilechild
bearers alrd should be
 
the one to be sterilized 72.0 87.3 1.4 4.1 1.6 
 1.7 

The operation is 
ineffective for tilemale - - 0.7 4.1 4.0 1.7 

The male is the wage 
earner 11.8 46.8 31.55.0 	 39.9 35.4 

100.0 	 100.0Total 100.0 100.0 	 100.00 100.0 
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0 Previous contraceptive experience: Men and womenFigure 6. Female Sterilization Acceptors by Region and seeking sterilization in the developed countries typi-Year cally report 80 to 100% pevi,)us experience with 
40 contraception. With a few exceptions, their counter

3 1974 - 1975 parts in the less developed countries have either no 
M 1976- 1977 

< 
experience or modest experience with contraception. 

35 - 1978 * Religious affiliation: In countries of mixed religious
Z 

composition, acceptance may differ among groups.
Unfortunately, however, most of the data available30 -	 on sterilization by religion are descriptive data. 

In Table 3, acceptance of sterilization is expressed as a 
25 rate of the population belonging to a specific faith. Look
6 ing at this data, it is contended that the Catholics are less

inclined toward the acceptance of sterilization, especially
5 - - for Catholic males as opposed to Protestant males. The 

>rate of acceptance when both members of the couple are
Protestant is two to three times as high as the rate when 

( 3both are Catholic. 

:E 2MODELS OF STERILIZATION ACCEPTANCE 

There are several models of acceptance that vary from 
CARIBBEAN CENTRAL SOUTH SOUTH EAST one country to another with regard to pace, form, andAMERICA AMERICA ASIA ASIA succession. In some countries, acceptance was relatively 

Region rapid and cumulative. In others, it was slow and fluctuat-
Source. IPAVS, Annual Report, 1978 	 ing. In regard to countries in Africa, Asia and Middle 

East where sterilization is yet to be institutionalized, we 
can identify several sequential stages in the c-volution of* Education and social status: Men and women under- sterilization acceptance. This is illustrated in some detail

going sterilization in the developed countries have in Figure 7. 
more years of education and are probably drawn
largely from the middle class. In the less developed In essence, the activities in support of sterilization comcountries, the acceptors are usually of low educa- mence very slowly. There is usually great reluctance andtional status and are probably drawn largely from hesitation to accept sterilization. The first two stages, inthe lower class and only occasionally from the different awareness and reluctant beginning, may takemiddle class. severO years or be telescoped in 	a shorter time. How-

Table 3. Percent of Popula.'on with Contraceptive Sterilization by Couple's Religion, for Women Under 45 Years of
Age, Currently Married, Husband Present: 1965 and 1970 (21) 

Percent with Contraceptive Sterilization 

Couple's Religion Vasectomy 

Risk Population 
Tubal 
Ligation Other 

All Operations
Percent Number 

Total Population 
All Operations

Percent Number 

1965 
Both Protestant 
Mixed Protestant 

7 7 2 16 1,967 10 3,006 

and Catholic 
Both Catholic 
Other 

3 
2 
5 

5 
3 
6 

1 
I 
1 

9 
6 
13 

235 
508 
253 

6 
4 
8 

342 
906 
346 

1970
Both Protestant 
Mixed 1-rotestant 

10 9 3 22 2,174 13 3,513 

and Catholic 
Both Catholic 
Other 

4 
4 

II 

4 
5 
5 

I 
I 
2 

9 
10 
18 

184 
596 
473 

5 
5 

10 

362 
1,099 

783 
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Figure 7. Phases in the Evolution of Sterilization Acceptance 
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who are sterilized (those wsho are older decreases in age and parity of those cepled asa method of fertilit) terrina
 
and hake higher parls . electing sterilization. lionamung yoinger men and wontn
 

and those with loss parity. 

ever, these stages are important foundations just the CONCLUSION 
same. Even in the U.S., sterilization activity was slow in
developing, and the first American organization for The preceding discussions of societal, professional, and
sterilization ran its activities under the innocuous name of individual acceptability of sterilization bring to the fore
the Human Betterment Association. It was not until 1964 front many of the important topics to consider in at
that the name was changed to the Association for Volun- tempts to increase the popularity of sterilization as a 
tary Sterilization. Prior to 1964, the AVS was cautious, fertility regulating method. These issues need to be ad
yet determined. After 1964, a vigorous campaign was dresst.d by the agencies sponsoring sterilization as a fertil
launched which influenced and encouraged increased ity regulating mechanism as well as by the governments
societal and professional ac,:eptance of sterilization, currently advocating or contemplating its implemenla

tion. The factors linked with acceptability of sterilization
It is anticipated that many countries in the third world are so intertwined with a people's cultural beliefs, their 
who now have !ittle or no organized activities for steriliza- social interactions, and way of life that one is drawn to 
tion will soo'i emerge into the third phase of organizing argue that unless these factors are drastically changed,
their effort in that regard. Eventually, or hopefully, sterilization is not a viable approach. However, the evi
sterilization will be institutionalized and integrated into dence presented in this paper clearly it dicates that steril
health and family planning services. ization has been accepted alike by rural people of differ

ent religious affiliation in India and in different religious
As to demographic effectiveness, sterilization will exert groups in the U.S. 
its highest influence on fertility when, first, the use
prevalence significantly increases to :0 to 20% among the Among all fac:tors presented in this paper, there is one
couples in reproductive age; and, scCtid, where younger that seems more applicable and effective in enhancing the 
and low-parity couples elect sterilization in large num- acceptability of sterilization against formidable odds, and
bers. This is currently happening in man.' countries; for this is an organized, locally-oriented promotional cam
example, Puerto Rico, Taiwan, Panama and India. paign. Promotional activities have influenced societal, 
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professional, and individual acceptability in the more and planners and policy makers perceive the inevitability of
less developed regions of the world by diminishing the acceptance of sterilization. Time aiid time again, resis
number of misconceptions people had toward steriliza- tance is more in the minds of the family planning ad
tion. ministrators than in th.-people the program is attempting 

to serve. Hopefully, rodels of acceptance will assist inOf course, there will always be pockets of resistance to understanding how this resistance can be diminished and 
sterilization. The impact of such opposition will be a a more positive approach adopted. 
function not only of their magnitude but also of how 
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Political Factors
 

Haryono Suyono 

In many countries where government-supported family 
planning programs are already well established, steriliza-
tion remains a somewhat sensitive political issue. The re-
cent experience of India during the emergency stands out 
as an extreme example. In Indonesia, where a majority of 
the population professes adherence to Islam, sterilization 
as a government-supported method of contraception 
faces potential religious, and therefore political, opposi
tion. For this reason the National Family Planning Co-
ordinating Board (I3KK1IN) of' Indonesia has confined its 
endorsement to "sterilization as an experimental tie\v-
method." The 13KKBN provides financial support for 
training, research and limited resources. Until now%sterili-
zation services have been made available primarily 
through the private sector, including tile well known 
Bathesda Hospital in Yogyakarta, the Indonesian Plan
ned Parenthood Association, the Pathfinder Fund, and 
PUSSI (the Indonesian Association for Volmut ary Sterili-
zation) all of which have provided services and are train-
ing and equipping an increasing number of private physi-
clans throughout tile country. 

Althoughi tibe dettiand for sterilization services iti Indo-
nesia is growving, tile absence of official governtletit en-
dorsetrent creates art obstacle to more widespread accep-
tatce and prevents tile satisfaction of an alread' Cxistling 
popular demand.Our Indonesian experience is discuss,:d 
below and lay offer a possible solution to the ittpasse. 

Perhaps the major psycllhlogical and moral block to ac-
ceptance of sterilization in Itdonesia cstes iti large part 
from its almost permanent and irreversible nature. No 
other contraceptive ttcilhod is quite so dramatic and corn-
plete in its effect, a fact which can create possible political 
questions or issues. 

For this reason, considerable research funds arc beitiLg 
spent to develop viable reanastomosis techniques, init-
self an indicator of the awareness and concern \\ith the 
psychological drawbacks of the method. It is now pos]i-
ble that a major breakthrough intechniques of reversibil-
ity will be forthcoming in tile near future. Such a possi-
bility has tiot been brought to the attention f our politi
cal leaders. 

The great concern over the issue of reversibility points to 
a fundamental drawback in tite approach to tle use of 
sterilization itself as well as to other methods of contra-
ception. Frequently, family planning programs lend to 

evaluate (and inform political leaders about) tileuseful
ness of contraceptive methods in limited medica! terms, 
separate from broader progam objectives. The Pill, the 
IUD, or sterilization tend to be seen as ends in themselves 
rather than as means toward other more important goals 
such as fertility limitation and acceptance of small family 
norms. 

Against this background and with this narrow viewpoint 
and limited knowledge about family planning, Indo
nesia's political elite \wcre asked to participate in art open 
debate with the medical community. The doctors asked 
for tiore support vwhile the politicalis asked for more in
forniation about possible future effects. Neither could 
really understand tle other. 

The issue is not \vhether the Pill, tle IU), or sterilization 
should be officially endorsed as program methods. The 
issue is whether or not individuals desiring to limit their 
fertility and to accept a small family norm are, in fact, 
able to obtain from either the public or private sector a 
complete range of services that let hern achieve their de
sired fertility objectives. For this reason, the present 
focus ott tle inherent advantages/disadvantages of avail
able specific methods of contraceptiotn might better be 
directed toward a greater cotcern with tile nature atid 
degree of corttmitment-program and political-to thle 
idea of fertility limitation and the stmall fartiily nortm. 

Taking this kind Of focus enabled us to mount a more 
active drive to provide vohtntar' steriliation services. 
For example, in1974/'1975 there were less than 10,000 
sterilization,, perfortied, a figure representing only 51"1 of 
all tiesv family planning acceplors for the year. 

Itt 1978/1979 we raised ile acceptance level to 38,000 
cases. I rivatc clinics represented 3.2% of all liew accep
tots for tile year. 

Tlc, figures were only reported cases, so there may be 
swV.;al thItousand more performed by private physicians 
notcovered by our reporting systeni. 

It all, for tie last five years \c liave recorded nmore than 
20,(X)O cases out of 10.2 million new family planning 

acceptors. 

As can be seen from this experience, there is often a great
er commitment by the populace to fertility limitation by 
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Table 1.Number of New Fanily Planning Acceptors 

Total Number of New Acceptors by Method 
Fiscal Pill IUD Condom Vag. Injectable Male Female Total 
Vear Tab. Sterilization Sterilization 
First 5Year Plan 2,823,990 991,505 338,667 30,432 - - - 4,184,594 
Second 5 Year Plan 
1974/75 1,0" 187,153 301.094 2,918 4,283 1,959 7,724 1.592.891
1975/76 1,3 1.- 251,994 356,282 1,955 11,451 2,115 12,519 1,966,585
1976/77 1,48j,703 400,234 279,080 1,730 27,536 3,487 
 19,020 2,212,790

1977/78 
 1,593,508 366,489 200,870 1.172 48,435 9,556 26,063 2,2e,6,093
1978/79* 1,472,137 404,499 166.191 
 1,290 67.472 6,890 30,670 2,149,149
 

Total 2nd 5 Year
 
Plan o,965,377 1,610,369 1,303,517 9,065 159,177 24,007 
 95,996 10,167,508
 
Total 9,789,367 2,601,874 1,642,184 39,497 159,177 24,007 95,996 14,"52,102 

*Datai up to February 1979 projected to March 1979. 

Sources: National FaWn i Planning Coordinating Board, lndonesia 

whatever means than there iswithin the government itself It is not advocated here that any specific fertility regulaor within the national family planning program. It can be tion method, including sterilization, necessarily become
clearly observed that demand is and will be growing, officially endorsed and promoted. Instead I suggest thateventually reaching a stage where sterilization will be- any individual who voluntarily decides to avoid future 
come one of the most popular methods in Indonesia. childbearing, either temporarily or permanently, be pro

vided, without fear of legal reprisals and without greatWhat is suggested here is the need for a fresh campaign personal inconvenience, any medically sound method ordirected at national policy and decision makers to re- service. That can only be achieved if and when govern
affirm their commitment, not to any particular contra- ments themselves fully support and are committed to theceptive device or method, but rather to the voluntarv notion of fertility limitation and acceptance of a small 
acceptance of fertility limitation and asmall family norm, family norm. 
These are, ultimately, decisions of the individual. As
 
such, it is the responsibility of family planning programs 
 The inherent risks in such an approach are fully recog
with similar objectives to provide, directly or indirectly, nized. It is understood that this proposal calls into ques
any and all safe and reliable means. on demand. Without tion the stated commitment. If it is to be more real than
providing access to such means, a national commitment ,hetorical, then means to achieve the desired ends must 
to fertility control and to popular acceptance of a small also be made available. 
family norm is hollow and verges on hypocrisy. 



Economic Perspectives
 

Kee Chun Han 

In reviewing the past 17 years of the Korean Family Plan-
ning Program, it is clear that sterilization has never been 
as fully appreciated as it is now. 

1976-77 was the turning point in acceptance of female 
sterilization. The number of acceptors increased over 
500%, rising from 35,563 acceptors in 1976 to 181,445 the 
next year. By 1978, there were 193,398 acceptors, making 
tubal ligation the most preferred method. 

The vasectomy program, by comparison, averaged ap-
proximately 24,920 annually between 1962 and 1975. It, 
too, siowed a sudden surge in new acceptors in 1976 to 
40,711, rising to 53,746 in 1977, then declining to 36,922 
in 1978. 

Viewing these acceptance figures with an eye to future 
patterns, we can assume that female sterilization promises 
to rejuvenate Korea's family planning program. I offer 
the following analysis in support. 

PERSPECTIVES IN PROBLEM ANALYSIS 
An explanation of the economic benefits and motivation
Anr seplanation ofnteecrooich fit an e oivtion 
for sterilization can be approached from three points of 
view, that of individual acceptors, medical doctors, and 
the national economy. 

The Economics of Sterilization atthe Level of Acceptors 

The economic justification for limiting the size of one's 
family in Korea, as in any country, is well evident, and is 
manifested by the steadily increasing proportion of repro
du-tion age women interested in family planning. The 
family planning practice rate increased to 44% in 1976 
from 24% in 1971. Through a rapid process of modern-
ization, attitudes and values about childbirth and birth 
control have changed radically. A 1976 two-month survey
of 6,020 married women from 151 regions established the 
following (I): 

0 80.9% of tiletotal married women favored the na-

tional campaign for atwo child limit. 


a The average age at first marriage is rising: 
Ye.rs of Age 


1955 1976 
Male 24.5 27.2 
Female 20.5 23.5 

The mean ideal number of children desired by wo
men (15-44 years old) declined to 2.8 in 1976 from 
3.7 in 1971, whereas the actual number of living chil
dren remained at 3.0 from 1971 through 1976. 

With such attitudinal changes, more females are moti
vated candidates for surgical sterilization. The former 
preference for the IUD in the Korean family planning 
nrogram is now shifting to voluntary sterilization, 84.007o 
of which have bee, female procedures. By contrast, in 
1972, of the 19,696 users of sterilization, only 16.5% were 
female. 

The upsurge of female sterilization in Korea can be attri
buted to various causes. With modernization, the eco
nomic benefit parents have traditionally attached to chil
dren has diminished while the economic burden of having 
them has increased. Economic development has improved 
education, reduced tht agricultural population, and in
creased the general standard of living. As a logical result, 
parents have become less dependent upon their children. 

Another factor con:ributing to the popularity of Fte ilization is the development of efficient and economicU: surgi
cal techniques such as laparoscopy and minilaparotomy.
These new techniques take only 10-15 minutes and i':quire 
only local anesthesia in contrast to the time when ':male 
sterilization meant major abdominal surgery with i:neral 
anesthesia and several days hospitalization. In addition,
these new techniques can be performed on rurual ac
ceptors within their own villages, not necessarily in large 
urban hospitals. 

The efficacy of sterilization is self-evident. Compared to 
other contraceptive methods, such as oral pills and con
doms, it requires only a one time use. Also, unlike the 
IUD, sterilization does not lose its effectiveness; there is 
rare incidence of contraceptive failure with sterilization,
in contrast to the IUD, whose efficacy is limited due to 
pregnancy, expulsion or removal. In Korea, it has been 
estimated that the effectiveness of sterilization is four 
times that of an IUD; 10 times mole effective than thePill, and I,60() times more effective than the condom (2). 

Another significant factor contributing to the increase involuntary sterilization among females is the philosophy 
of male sovereignty prevalent in Korean society. The fear 
that vasectomy may lead to castration has encouraged 
more females to undergo sterilization operations. 
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Economic Incentives for Designated Medical Doctors 

As of the end of 1978, 2,146 designated physicians were 
authorized to perform voluntary sterilization in Korea. In 
addition, there were 782 leaders at the local health cen-
ters, and 1,627 field workers at the levels of Eup and 
Myun. In Korea, all sterilization operations are per-
formed by physicians. Non-physicians in the program re-
cruit eligible couples, maintain equipment and assist 
physicians in surgical procedures. 

The success of voluntary sterilization services in Korea is 
attributable to the enthusiastic participation of medical 
doctors. No other contraceptive method requires the 
physician's cooperative efforts in both persuasion and in 
performing the surgical operation as does sterilization, 
The role of physicians in promoting sterilization as an 
effective contraceptive method is vital in persuading 
potential acceptors. 

Most eligible couples are not aware of the nature and con-
sequences of the surgical contraception. The majority of 
adults worry about castration as the consequence of 
sterilization. Often it will take more time to reassure pa-
tients that manliness or womanliness will remain un-
changed than to perform the surgical operation itself. The 
physician's preliminary explanation is, then, imperative 
for both wife and husband, 

It is noted that the Korean family planning program pro
vided 15,000 Won (equivalent to US 30 dollars) per case 
to physicians for female sterilization while 6,000 Won(Si2 dollars) was given to support the direct cost of 
(US idolr)wsgvntsuprthdietcsof
each male sterilization. Four hundred W on per case of 
either male and femaho sterilization (US 80 cents) is 
awarded to those ield workers who recruited the accep-
tors. Three thousand Won (US 6 dollars) is provided as a 
subsidy o those female acceptors whose income status 
qualified them for the poor and relief program, although 
these are few. 

Although US 30 dollars per female sterilization cannot be 
considered sufficient, the incentive has made the program 
attractive to physicians. A 2000/o increase in the payment 
per case of female sterilization has resulted in the dra-
matic increase in female sterilizations, front 35,563 cases 
in 1976 to 181,445 cases in 1977 to 193,398 cases in 1978. 
Such incentives appear to work very well in recruiting ac-
ceptors and thereby promoting sterilization in Korea. 

Finally, a word is due here about the other coincidental 
happening in 1977 in Korea, when for the first time in the 

Republic's history, a new medicare system was launched. 
Under that program, 2,095,000 beneficiaries were pro
vided health care services and the medical insurance sys
tem was mandatory for companies employing more than 
500 people. This covered approximately 100 of the 
Korean population, including employees and their fami
lies. These two new medicare systems enabled the desig
nated physicians to have easier access to a larger body of 
voluntary acceptors of sterilization. 

Economic Factors Influencing National Policy 
on Sterilization 

Sterilization programs are similar to other economic pro
jects. They require scarce economic resources, but differ 
from other economic projects on the output side. Sterili
zation programs are designed to prevent pregnancy or to 
avert childbirth, the economic benefits being negative and 
indirect. 

The very basic estimate in deriving the demographic im
pact of a sterilization program is the number of births 
averted by the sterilization program. In Korea, as men
tioned earlier, the number of births averted by steriliza
tion was estimated to oe 2.9. During the period from 1962 
to 1973 the sterilizalon program in Korea achieved 
210,524 male and f,'malc acceptors and the estimated 
number of births averted were 304,188, distributing the 
number of births averted by year. 

Various economic effects of the family planning program 
an eonomic compa ing rogrcan be obtained by comparing the births averted under 

thle st erilization program with the number of childrenth o wolz a ve remam w i ve th o hero gren 
who would have remained alive without the program. 
Important is the fact that if the program had not been 
implemented a greater population would be inhabiting 
nthisland, consuming more resources, slowing down eco

nonmic growth, and accordingly reducing the annual in
crease i per capita income. 

For the period 1962-1973 under consideration, the cost of 
the sterilization program, considering only direct costs, is 
estimated as 1.9 million US dollars. On the other hand, 
the benefits arising from the foregoing number of births 
averted by sterilization programs are calculated as 358.7 
million US dollars. Thus, the benefit ratio for steriliza
tion can be calculated as 187.8, namely 188 times the cost. 

In short, the sterilization program has a very high benefit 
ratio and the government should endeavor to provide 
more financial support for the sterilization program. 
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Religious Factors That Influence
 
Voluntary Sterilization Programs
 

Melanio Gabriel 

Aldous Huxley once said that "facts do not cease to exist 
because they are ignored." This quotation is incontest-
able and it holds true even with voluntary sterilization. 
Not a few family planning program leaders discount or 
ignore the positive and negative influences which religious 
beliefs exert on voluntary surgical contraception pro-
grams. Many do not recognize the profound impact of 
religious factors in the acceptance or rejection of volun
tary sterilization-but rather put too much confidence in 
so-called research studies and surveys. They minimize, if 
not totally ignore, the silent, yet tremendous effects of 
religious factors oil family planning programs, particu-
larly sterilization programs. Although I cannot support 
my opinion with highly-engineered research, I maintain 
the view that religious factors exert tremendous influence 
in impeding or accelerating the progress of voluntary 
sterilization programs. It is wisely said that "opinions 
cannot survive if one has no chance to fight for them."This conference is no small opportunity for me to fightfor my opinion o 

In the Week's Events (I) a special information service of 
the Population Center Foundation, it was said, 

...factors such as religion, income, education, 
occupation, information average of male living 
children and mental states do not influence either 
the acceptance or rcjcction of sterilization in tile 
Philippines. But dissatisfaction with other contra- 
ceptive methods-spccifically, the pill and the 
condom-is a sigificant factor. 

These were the main findings of a research study, and it is 
gar&ntuan task for me to disagree with a study like 

this, but I believe tfat the psychological nature of' naii is 
almost impossible to catalogue. I maintain the viewpoint 
that religious factors exert tremendous effects oii the 
acceptance or rejection of voluntary sterilization for the 
following reasons: 

Since time immemorial, a great majorily of huian-
kind have cherished beliefs in a powerful supreme 
being-or even in naitire-so that religion in one 
form or another fulfilled spiriiual needs. The psy-
chohogical needs that are often referred to in books 
are mainly spiritual. These are needs ef the highest 
order and cannot simply be ignored. Among Chris-
lians, the words of Jesus Christ that mail does not 
live by bread alone but by God's word are a deeply 
imbedded teaching %siich negates the appeal of 

socio-economic benefits offered as factors to moti
vate people to practice family planning. 

a 	 A great majority of church leaders arc"still very' cred
ible even in these times when it is claimed that thre 
is a crisis of faith, and they exert no little influence 
on those who hear or read their preachiigs or x
hortations. 

""The appearances of the 'moral manuals' intended 
primarily for the training of confessors and focusing 
heavily on sin, further confirmed the negative ap
proach to sexual matters. Since these manuals served 
as the almost exclusive source of moral teaching, 
they had a particularly profound impact on the for
mation of values and attiudes regarding human 
sexuality."(2) 
T s 

The sad experience in many countries wherein religions have exerted a powerful influence in government family planning policies attesi to the fact that 
negative religious factors heavily impede family 

planning prograis, especially sterilization pro
grais 

I'm not an armchair administrator, and I get first
hand experiences in the field. I have had occasions to 
ask people why they do not want ,lerilization or even 
just the pill. At first, they say that they are afraid of 
the side-effects; but when you dig deeper, you find 
out that they were told by a rcligious leader to abhor 
such methods because they will be punished by God 
in the form of side-cflects. A careful scrutiny of their 
claims leads you to conclude that a feeling of guilt 
follows and then all other possible complaints are 
blamed on the method. 

I and my wife are living witnesses of religious influ
ences. We would not have involved ourselves actively 
in sterilizations had not the church hierarchy sanc
tioned our involvement in this endeavor for huiain
kind. Our project has icrlformed about 30,000 sterili
zations in 4 years, 4 months time and sse can see that 
religious factors have a lot to do with the success of 
our program. 

scarch mi been 
in-depth (this is just a conjecture and is in no way in
tended to a.lssr.i the accuracy or practicability ofi lile 
study) so (hat only the question of religious affili
atioin may have been asked. 

Theie studies nteittioned tay iot IIha e 



42 Gabriel 

The INC itinerant teams have had many experiences. On church leaders-to discredit family planning, mostly 
one occasion, Popcom Provincial Population Officers in- sterilization. We have to recognize this problem lest the 
vited our teams in and informed us that there would be no time comes that the problem cannot be contained any
less than 50 sterilizations in a certain area. A few days more, when all the efforts and sacrifices of those involved 
before the team arrived, religious leaders preached that in population control have been nullified because we 
"the devils will be coming on invitation from devils of failed to take cognizance of the problem and refused to 
higher order (referring to Popcorn Officers) and these begin resolving it. We may be exuding too much confi
devils will deceive the flock with promises of a brighter dence that our programs are faring well and that religious
future." The teams were able to do only 8 sterilizations factors bear no influence. I say that it is high time that we 
out of' the more than 50 candidates. recognize the problems. 

In another place, another team headed by Dra. Carolina lin a workshop last March 28-30 that I participated in, 
Gabriel was supposed to do about 50 or so sterilizations, with the theme: "Working Towards Higher Continuance 
However, the archbishop, together with some priests and Rates," I said that there is a growing effort to discredit 
nuns, held a demonstration in front of the clinic where family planning. Many participants shared the same 
our team was supposed to perform. Many people opinion; and I advocated that we adopt the strategy of 
crov.'ded around and witnessed the demonstration. It was including the scriptural bases of family planning and 
fomitin:e that my wife was given radio and TV time so sterilization in our I & E efforts. It is only through the 
shX '., !Ained to the people what sterilization is all about. gospel truth that we may be able to combat erroneous 
She said that if these religious leaders preach that God teachings which people believe in and will continue to be
said, "Go forth and multiply," the verse does not stop lieve until such time that the truth enlightens them. 
there but continues to say "...and replenish the earth, and 
subdue it." She thanked the religious leaders for making In conclusion, take note of these verses from the Bible: 
the people aware that they will be doing sterilizaticns. 
The team did 110 voluntary sterilizations in two days. "For, behold, the days are coming in which they
(The second day was by reques' of the residents for an ex- shall say, Blessed are the barren, and the wombs 
tension.) This could mean that religious influences could that never bare, and the paps which never gave
work like a double-edged blade. They may impede or they suck." (Luke 23:29) 
may accelerate, but the influences are there. They are 
real, not imagined. "But if any provide not for his own, and specially

for those of his own house, he hath denied the 
What I am driving at is this: We should recognize that faith, and is worse than an infidel." (I Tim. 5:8) 
there is a growing and concerted effort-led by some 
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Acceptability in Bangladesh
 

Mufeweza Khan 

Because of its high degree of effectiveness and one-time 
application, sterilization can contribute significantly to 
reduction of excess fertility in Bangladesh, if it can be 
applied on mass scale. Widesca!e application of steriliza
tion in the family planning program, however, would de-
pend first on the program's ability to make necessary 
arrangement for tile required services, and secondly, on 
the acceptability of the methods in the social, cultural and 
economic environment of Bangladesh. While provision of 
service facilities isdependent primarily on the availability
of medical manpower, supplies, and institutional facili-
ties, the acceptability of the method may turn out to be a 
more complex social phenomenon determined by factors
independent of the availability of service. It is, therefore, 
necessary to understand the phenomenon of acceptability
of sterilization in relation to the existing social, psycho-
logical and cultural environment, 

HISTORY OF STERILIZATION IN BANGLADESH 

A large scale use of sterilization in the family planning 
program in Bangladesh (formerly East Pakistan) dates 
back to the late sixties, when male sterilization unexpec-
tedly became a popular method of clinical contracep
tion (1). The first major effort in the family planning pro
gram under the 3rd Five Year Plan of Pakistan, launched 
in 1965, did not anticipate that sterilization would com
prise a substantial part of the family planning program's
achievement (2). The program in this phase envisaged use 
of IUDs as the major spearhead of the technological
front, to be supplemented by the condom and foam tab-
let. But, primarily because of the narrow range of contra-
ceptive provision in the program limiting the scope of the 
individual's contraceptive choice, and more particularly,
because of inadequate service infrastructure available for
IUD insertion, the program had to look for alternate 
methods. Male sterilization was considered a suitable and 
acceptable alternative for the program, which could lead 
to a demonstrably good progamn accomplishment. Soon 
after this realization, the program re-oriented its empha-
sis and re-directed its effort toward recruitment of male 
sterilization acceptors. Consequently, acceptance of male 
sterilization rose very sharply over the next few years (3). 

Table I prcents the number of vasectonies performed as 
compared to IUD's during the 1965-70 period. l)uring til 
same period tubal ligations were performed only in the 
obstetrics/gynecology units of the major hospitals, and 

their number was insignificant. The major factors which 
were considered to have contributed towards this high 
rate of vasectomy acceptance were: 

I. 	Provision of cash incentive on the spot to the accep
tors and the recruiters, and professional fees to the 
doctors. 

2. 	Imposition of specific numerical targets on all func
tional units of the program for all methods, includ
ing vasectomy, which put the units under pressure 
to recruit a minimum number of vasectomy cases 
every month. 

3. 	Participation of an unofficial cadre of self-styled 
vasectomy recruiters or agents who made referral of 
vasectomy acceptors their part time job, and thrived 
on the referral fee and a part of the acceptors' incen
tive money. 

Table 1. The Number of Contraceptive 1IcceptorV of 
,'asectomv as Compatred to IUD IDurin.g the 

Period.s 1965-1970 

Year Vasectomy IUI) 

1965-66 
1966-67 
1967-68 
1968-69 
1969-70 

5,000 
46,000 

253,000 
389,(XX) 
314,0M) 

96,000 
250,000 
350,000 
397,0(10 
272,00( 

Later on, all the above three aspects of the program be
came very controversial and were thought to have led to 
a considerable amount of inflated reporting (4, 5). In the 
immediate post-liberation period when the incentive mon
ey was stopped and the pressure of targCs was relaxed,
the acceptance of vasectomy scriously declined. 

Table 2 presents the numerical pcrfornancc of the pro
gramn in Ierim of acceptance of' asectoy and tllecto
my, as compared to IUD (6). Re-institition of, financial 
incentives temporarily increased the performance. During
the period, tubal ligation demonstrated a slow but steady 
rise. 
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Technological advincement in female sterilization 
Table 2. Number of Contraceptive.1,'retors of with promotion of the minilaparotomy procedure 

Vasectomy and Tubectoin as Co,,x'rred to made it possible to offer the method on an outpatient 
IUO During the Period 1971-1978 basis, without thz, hazards of general anesthesia and 

a piolusicu hospital stay. This development is par-
Year Vasectomy Tubectomy IUD ticularly crucial in the cultural context of Bangladesh 

where women are not used to going to hospitals ex
1971-72 139 151 1,597 cept in case of medical emergencies. The sophisti
1972-73 242 129 15,785 cated surgical facilities of a well-equipped hospital
1973-74 446 1,015 27,592 can easily alienate Bengali women. Thus, avail
1974-75 14,469 4,707 48,776 ability of tubectomy by minilaparotomy procedure
1975-76 37,839 11,076 77,840 in peripheral health ccnters b,ought the method 
1976-77 75,066 41,246 59,421 within reach of a larger number of women. 
1977-78 33,143 44,722 40,564 

Unlike acceptance of vasectomy in the mid and late 
sixties, which was promoted primarily by means of

CURRENT STATUS OF ACCEPTABILITY OF payment of incentives and the administrative pres-
STERILIZATION sure of targets, the initial acceptance of tibectomy 

was relatively spontaneous and unaided by financial
Currently, vasectomy is widely unpopular, with only a incentives. It was observed that any change in the 
fewv cases attending the major clinics. Conversely, tubec- amount of financial incentive always resulted in a 
tomy is very popular. The question arises why there was corresponding change in the rate of vasectomy ac
this rise and fall of vasectomy acceptance, and if this has ceptance, and on occasions when there was no fi
any bearing upon the future trend of tubectomy accep- nancial incentive, there was practically no case of va
tance. The impromptu introduction of vasectomy in the sectomy in the clinics. But these changes in the 
family planning program in the sixties was too hasty to amount of incentive money had relatively less influ
consider the needed social, cultural and psychological ence on the rate of tubectomy acceptance. This indi
factors relevant to a social acceptance of a hitherto tin- cates that the demand for tubectony in our society
known and permanent method of contraception which is much more likely to be sustained over time than is 
has the potential of giving mise to serious doubts, such as vasectomy. 
the loss of manliness or libido. Large numbers of vasecto
milies wvere performed without any supporting educational SOCIAL FACTORS RELATED TO 
campaign to dispel the possible doubts and misconcep- ACCEPTABILITY OF STERILIZATION 
tions about vasectomy. The untrained vasectomy agents'
only concern w,'as to see that the acceptor reached the The future trend of acceptability of a method \,ould de
surgical table to earn them the referral fee. They did not pend to a great extent on the level of satisfaction among 
properly inform the acceptors about the nature of the those who accepted the method in the past, because, if an 
procedure, possible consequences, and the required pre- acceptor is satisfied with the method, he/she is more 
cautios to be taken. In order to make their job easy, likely to recommend the same to others. A survey con
quite frequently they told the acceptors that the pro- ducted by tle Johns Hopkins Fertility ResearchI Project
cedure was something like a sinmple injection. Inmany in 1977, revealed expressed satisfaction among about 
instances, ineligible couples past their reproductivity, 98(l'o of ttibectomy acceptors about a year after the pro
were recruited. As a motivational strategy, the agents laid cedure, as compared to only 50-550,16 among vasectomy 
more emphasis and focus on the provisioii of incentive acceptors (9). 
money rather than on the value of tle procedure itsa con
traceptive. All this led to a mounting dissatisfaction A similar survey amoing tlubec!ony acceptors of Con
among the sterilized men, and brought the method into cerned Women for Family Planning (C\VFP) in 1979 
general disrepute (7). A survey conducted by the .ohns also revealed expressed satisfaction among 950 of the 
Hopkins Fertility Research Program revealed that anong clients. It is, therefor ,, possible to predict tdhat tubectony 
a sample of vasectomy acceptors, 50 to 55% 'ere dis- will continue to rise in its popularity in the future. 
satisfied with tlie procedure about a year later (8). 

The recently conducted Bangladesh Fertility Survey (BFS) 
The post-liberation period, as mentioned earlier, has al- indicates that about 61"o of married fecund wonen 
ready demonstrated a steady and gradual rise in accep- do not w\ant any tmore children (10). Theoretically speak
lance of tubectomy. A comparison between the circuni- ing, this figure should represent the ultimate maxinmnu 
stances that led to tilerise and fall in the acceptability of demand for sterilization. However, the progran experi
vasectoniy and tie related progranmatic and no-ipro- ence and tle expressed intention to practice contra
gratimatic inputs, with those that led to the rising pcpu- ception as revealed inthe above suireve, indicate differ
larity of tubecto1, may have important bearing itloln ently. Some of the best isolated fatily plannin g programs
the prospect for a long term trend of tubectomv accep- have been able to achieve a conlracepti c praclice rate of 
lance. The major factors which cal be considered to have about 36Qo of the couples of rcproduclive age of which 
led to the rising popularity of tubectomy are as follows: sterilization contributed aboul 6'o (11).Nationwide, 
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campaign of 1977, about 94% of tubectomy accep-Table 3. 	 Level ofSatisfaction Among TubectoI y A ccel- tors consulted their spouses, as compared to 69% of
 
tors of JH-FRPSurvey a111 CWFP P,'ogram the vasectomy acceptors.
 

JH-FRP (1977) CWFP (1979) Table 6 shows that most of the tubectomy accep
tors of the CWFP program (95.3%] discussed the 

No. M) No. 070 issue with their husbands many times before they 
finally decided to undergo tubectomies. Our experi-

Satisfied 509 97.7 1,166 94.9 ence suggests that quite frequently, even after a posi-
Unsatisfied 12 2.3 14 1.2 tive consensus is reached at the family level, the final 
Not Sure - 48 3.9 visit to the clinic does not take place. It is common 

to hear, "We have been talking about sterilization 
Total 521 100.0 1,228 100.0 for the last two to three years, but did not have the 

courage to go to the clinic." Under these circum
stances, the friendly reassurance of our workers is all 

those who are currently practicing contraception, to-	 that is necessary to persuade the client. 
gether with those who have expressed intention to prac
tice contraception in the future, as found in the BFS sur
vey, together add up to about 2407 of the couples of re- Table 4. Husband's Influence in Tubectoiniy Acceptance
 
productive age (10). The above gaps betveen the poten- AImong CJVFP Acceptors

tial need for sterilization and the actual practice and de
mand for future practice of contraception indicate tile No. 070 
existence of physical, social, cultural and economic barri
ers inhibiting acceptance of sterilization. Some selected Husband asked for tubectomy 545 44.4 
factors relevant to sterilization acceptance are discussed Wife sought ;husband's permission 632 51.5 
below: Tubectoniy without husband's 

permission 	 42 3.4
" 	Physical barriers: Obtaining sterilization services I-Iusband did not know 9 0.7
 

would cost the potential acceptoi s in terms of travel,
 
loss of time and physical hardship. It was a reveal- Total 1,228 100.0
 
ing experience of the CWFP program to find that
 
most women do not undertake any travel equivalent
 
to that required to obtain a sterilization service, even
 
over a period of years. Besides communication prob
leins, women seldom travel alone without an escort. TableS. Distribution of a Sample ofAcceptors of Tubec-

A program which can adequately and efficiently tonty and Vasectomy of 1977 Nation wide Steril
solve these programs can contribute towards increase ization CampaignAccording to Sponsal Consul
in ;Arilization acceptability. CWF's fundamental tation
 
pattern is designed in this direction.
 

" Social and cultural barriers: Low educational attain- Tubectomy Vasectomy
 
ment and low social status of wonen in our tradi
tion-bound, superstitious society, pose many ob- No. 00 No. 0
 
stackcs to sterilization acceptance. Low education is
 
a barrier to receiving full particulars of the services, Consulted spouse 391 93.8 278 69.2
 
and low status of women is a potential barrier in Did not consult 26 6.7 124 30.8
 
their decision making process. Our women must
 
utdergo a tough ordeal at tihe family level before a Total 417 100.0 402 100.0
 
final decision can be made about sterilization. Per
missions are obligatory not only from the husband
 
hut also front tie in-laws. Il inay cases, the hus
batnd's directive is the determining factor in theonho.a.......... .
 
process. Tulh,6.	Distribution of a Samlh'of Tttectomy .lcep

tors' of C1'1 Prograinm .l (cordin' to the ,Vlno-
As shown in Table 4, about 4407o obtaincd steriliza- her of Timnes teyr Discussed ksA' i'th Their
 
tions ttnder positive instruction of the husband and I-htslhand'.s Ih,.line Operation
 
about 52°o sought the husband's permission. Only
 
3.4% obtained tulbectony withou tile hiusband's No. 0

permission. No discussion 14 1 .1
 

Once 43 3.5
 
Table 5 shows that among the tutbectomy and va- Many times 1,171 95.3
 
sectomy acceptors of the nationwide sterilization
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Socio-economic barriers: The agrarian economic 
pattern in our country is primarily responsible for a 
relatively large family size ideal. Because of the eco-
nomic value of childrenneed to have particularly sons) and thesons to inherit the deceased husband's 

needto avesonstonheit te dceaed hsbad's 
property, our women desire a larger family size. Be-

cause of the relatively low survival rate of our young-
sters, women tend to have additional babies not only

teorece tedingochilenddtonalobais ando 

to replace the dying children, but also as a kind of
insurance against luture child death. As a result, 

women accep t sterilizatio n o nly when they alread y
have a family size larger than they desire. The aver-
age desired family size (according to BFS survey) is 
age deidred familyste acordnge t uvey) vig4.1 children, whereas the average number of living 
children of the tubectomy acceptors is about five (9, 

* Women's problems: The women become pregnant, 
suffer from the hazards of pregnancy and child 
birth, rear the children, and therefore, they directly
feel the impact of a large family size, poverty and 
hunger, while their husbands remain mostly out of 
duors. Therefore, the women logically become more 
desperate about limiting their family size, and de-
spite the inhibiting influence of the above mentioned 
social, cultural and economic barriers, show greater
interest in the concept of family limitation. A pro-
gram strategy using a "women to women" ap

proach can help in appropriately focusing on their 
needs and car help them to make a rational decision 
to accept sterilization. 

-CWFP program strategy: As a routine prerequisite
for recruitment of women for tuba] ligation, afo utento woen for a on a 
proceureacwrker elains ev estiof thprocedure and clarifies all doubts and questions. In 

this discussion she tries also to include the husband
asnd mother-in-law. The motivational clients arean spoted in Thpo ivaion dal ie ts of 
t ilespor e r in th e f vehicl e. die e scortaosthe worker in the CWFP vehicle. While being trans
ported, the prospective clients get a further opportunity to discuss "ittsupport from each other and draw moraleach other. A final round of coun
seling is carried out in the clinic to ensure that the 
woman is psychologically prepared for 	 the procedure. Occasionailv it happens that a client changes 
her mind on arrival at the clinic, because the clinic 
atmosphere scares her. When this happens the 
woman is sent back home to further think about the 
matter. After the procedure, the client stays in the 
clinic overnight and goes back home the next morn
ing in the CWFP vehicle. The outreach worker of the 
area keeps in regular contact with the sterilized client 
at frequent intervals, to ensure that she does not 
develop any negative feeling. 

REFERENCES 

I. Khaleque, K.A., Islam, M.A., and Kahn, A.R. 1975. Na-
tional Family Planning Program of Bangladesh-Past,
Present and Future. Background paper for the Inter-
national Seminar on Population Policy, 15-21 May 1975,
Bangladesh.

2. 	Government of Pakistan. Family Planning Scheme t)uring
Third Five-Ycar Plan, 1965-1970. 

3. 	East Pakistan Family Planning Board Progress Reports,
1966-70. 

4. 	United Nations. 1969. Reports of an Evaluation of Family
Planning Program of the Government of Pakistan. New 
York. 

Alauddin, M., et al. 1970. Report of the Committee for
Evaluation of the Family Planning Program in East Paki-
, ,11. 

6. 	Directorate of Population Control and Family Planning.
RESP Unit Annual Reports, 1972-78. 

7. 	Khan, A.R. 1978. Acceptability of Male Sterilization in
Bangladesh: Its Problems and Persptectives. Paper pre
sented at 2nd National Conference on Volntary Steriliza
tion of BAVS, 21-22 January 1978, Dacca. 

8. Khan, A.R., Swenson, I., and Rahman, A. 1977. Reports 
on the Follow-up of Vasectomy Clients from the Shibpur
and Shalna Vasectomy Camp and Matched Case Control 
Clients. Johns Hopkins Fertility Research Project, Report
No. t0. Dacca. 

9. Swenson, I., et al. 1977. Report ott the Follow-up Study of 
Tubectomy Clients from Kaliakoir Sterilization Camp,
Model Clinic in Dacca and Bollebpur Hospital of Chris
tian Health Care Project in Kushtia. Johns Hopkins Fer
tility Reset;rch Project, Report No. I1. Dacca.

10. 	 Khan, A.R. 1978. Bangladesh Fertility Survey, Report No. 
I. Directorate of' Population Control and Family Plan
ning.

II. 	 NI. Rahman, International Centre for Diarrheal Disease
Research -Matlab Experience, 1979: personal communi
cation. 



Professional Attitudes
 

Mahmoud F. Fathalla 

Physicians play an important role in the overall accep-
tance of family planning and voluntary sterilization. This 
role is exercised by the individual physician on individual 
patients, i.e., on individual acceptance, as well as collec-
tively by the medical community on societal acceptance. 

There are two simple reasons why physicians c in have 
such influence. They are the deliverers of the set vice, and 
their advice, justifiable or unjustifiable, carries much 
weight in health matters wvith the individual patient and 
with the commutiity at large. 

The role of the physician in family planning in general 
and in sterilization iti particular is tie result of the multi- 
plication of the physician knowledge and skill by tile phy-
sician's attitude. If'the physician's attitude is zero, then 
whatever the skills and knowledge are, the physician's 
role will be zero. 

It is not enough to supply physicians with the necessary 
skills or techniques. It is also necessary to preach huniani-
tarian, sociological and health rationales. hi nanyiareasm 
of the world, as a medical specialty, family planning still 
carries a low prestige. The area is often religiously contro-
versial, largely ambiguous, sometimes considered morally 
dubious and, economically unrewarding. 

The variation ill physician's attitutdcs froii one country to 
another seems to be unbelievable among members of the 
same scientific community. These attitudes fall ws'ithin a 
wide spectrum. On the one extreme, there are physi-
cians-certainly fewer nowadays than decades ago-who 
maintain an attitude against birth control. Next int the 
spectrum are physicians who have a favorable attitude 
towards family planing in general but who maintain 
negative attitudes towards certain famiiily planning methi
ods, on medical or non-medical grounds. Practically all 
family planning methods have suffered somewhere, 
sometime and somehow from the physician's negative 
attitude. Coitus interruptus is still considered unfavorable 
in many medical texts that claim alleged but unproven 
side effects. The pill has been and is still being denied to 
people in some countries. intra-uterine devices are still 
not allowed inl some countries because of physicians' re-
sistance, and they have fallen in disrepute unjustifiably 
for a number of decades. Abortion services are still not 
widely available, but even when they are available, phy
sicians have sometimes been conscientious objectors. 
Sterilization services are still unavailable to a large seg-
ment of the world's population. 

Next along the spectrum of professional attitudes is a 
favorable one towards family planning and family plan
ning methods but a restrictive attitude towards the deiv
cry of family planning services. Examples of such atti
tudes are physician requ,irement for pill prescription, phy
sician requirements for IUD insertion and formulae for 
eligibility for sterilization such as age or parity. 

Next along the spectrum is the positive attitude with no 
commitment to family planning. This is, unforttunatcly, a 
commonly prevailing attitude. 

Next on the spectrum of professional attitudes is the 
liberal and positive attitude of physicians for family plan
ning, family planning metlhods, and family planning 
services. 

Ott the extreme left of professional attitudes is the overly 
enthusiastic promotion of family planning. Such an atti
tude in the case of sterilization may result in neglect for 
proper informed consent practices and may do harm to 
the family planning movement. 

Professional attitudes can have their alpact at three 
levels: patient counseling, availability of service, and 
government policy making. 

Il patient counseling, it is high time to consider it a pro
fcssional error not to mention sterilization among family 
planning methods offered to a patient who wants to ter
minate his or her fertility. It is recoatmended, and in 
sonie countries is obligatory, that patients requesting 
sterilization be fully informed of other alternative mothi
ods. To play fair, one must say that patients offered other 
methods should be informed about sterilization. 

The physician's attitude in patient counseling is very 
important. The patient who requests sterilization deserves 
special treatment. She or lie is not a patient in need of a 
surgical procedure as any other patient, but one who has 
made aserious and noble decision, to elect a surgical pro
cedure for the welfare of the family. I would class such a 
person, from the poit of view of the medical profession, 
as nearer to the patient who volhntarily undergoes str
gery to give tip his or her kidney for the sake of another 
individual. 

At the level of' service availability, professional attitudes 
have played and still play an important role. Service avail
ability can be affected in a number of ways. One is restric
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tive regulations imposed by the profession, such as the re-
quirement of special age parity formulas, limiting the 
procedure to medical indications or requiring a waiting 
period before granting sterilization. A waiting period has 
the effect of limiting post partum ster "ization and access 
to the service by the rural population who nearly always
have inadequate means of transportation. Another pro-
fessional attitude affecting service availabili, is the limi-
tation on who can perform the procedure. rhis results 
from rules on qualifications and training of personnel to 
perform sterilization i.e., should a general surgeon or 
general practitioner be trained and allowed to perform 
mini-lap? Should param.dical personnel or medical s.u
dents perform vasectomies? Should operating room 
nurses or trained midwives be trained to perform mini-lap 
or postpartum sterilization? Where sterilization is per-
formed can limit accessibility also. Only in a hospital set-
up? Or can other set-ups be equipped and adapted for 
safe performance of the procedure? 

In view of the scarcity of qualified physicians, especially
in rural areas, and in view of a general lack of medical 
infrastructure in the developing world, professional atti-
tudes oti these issues call be critical to the availability of 
service. Availability is a major factor that cannot be 
separated ftom acceptability since one can hardly accept
that which is unavailable, 

Apart from their influence it patient counseling and 
availability of the services, rttitudes play important roles 
at the community level aad at the policy making level in 
tile Physicians are looked upon as tilegovernnment. people 
who should know. 

But physicians have often been taken for granted in the 
family planning movement. They have been laught the 
knowledge and trained in the skills, yet comparatively
little attention has been paid to their motivations. Physi
cians can he a positive force. Physicians can be a ne2ative 
force or physicians can play a passive role. 

Physicians have to be well oriented to tle social aspects of 
their calling. In ilie words of John Knowles, "The medi
cal ostrich has buried its head in the sands of biology and 
has turned its backside to the major social issues of medi
cal care today. That must change." 

We physicians have a responsibility in the world's popula
tion problem. Our efforts to improve individual and com
runity health have largely contributed to the present 
population overgrowth by reducing mortality and extend
ing life expectancy at a time when socio-economic de
velopment cannot keep pace with the burdens imposed by
high birth rates. We owe it to the world today to help
those who want to limit their fertility. 



An Acceptor
 

Yung Koo Park 

It is my greatest honor to have this opportunity to intro-
duce myself and shaie my own experiences and opinions 
of family planniny, with you. 

I was born in a small village, an only son, last among 9 
children, on August 17, 1942. In Korea, as you may 
know, a son means so much more to the parents than a 
daughter, so parents continue having children until a 
male child arrives. My father also was an only son to my 
grandparents. I was born when my father was 47 years 
old and my mother was forty-two. Now I have only 2 sur-
viving sisters among eight. The other 6 passed away in 
their childhood, 

As a young man, I decided to move to Seoul in order to 
attend high school and complete all the courses of school-
ing in Seoul. My wife and I marricd 'vhe I was 27 years 
old. After one \,ear of marriage, God gave me a son and 
as a second present later, a daughter. 

Being a 32-year-old father, I went to a hospital for an 
operation to avoid having furtlher :hildreni. It took le a 
long time to decide to have the operation. I had a number 
of discussions w.ith doctors whose opinions were very 
helpful to me in understanding and becoming convinced 
that the operation would not cause any physical ill-effecls
afterwards. "If there is anything," they said, "it can be a 

mental thing which raises or provokes tile discouragement 
of' sexual relationship." For this reason, the decision 
should be made personally to avoid any psychological ill-
effects afterwards. Howvc\cr, I lingcred over the decision 
because I am the only son like mv own son now, but I 
finally decided to go have the vasectomy. Once my mind 
was made up, I found mvsel f less reluctant, and of 
course, my wife gave me great support. The operation 
was much simpler and took less time than I expected. 

Since that experience, I have been quite normal both phy
sically and psychologically. The happiness in living with 

my wife is really a tribute to the operation. As for my 
prior knowledge of family planning, it was only what 
I heard in a few lectures by family planning authorities 
during my high school days. By the way, I think family 
planning has been one of the most successful projects in 
Korea. 

Nowadays there is a story among my friends that "The 
man in his forties wants 3 children, in his thirties wants 
2children, and twenties wants only one child these da,." 
Such a trend will be very helpful in backing urn the 
government policy toward the settlement of population 
problems. 

Again I am going to refer to tie difficulties of my deci
sion for the operation. Because my mother, who passed 
away 2 years ago, wanted so much to see as many grand
sons as possible, I had to conceal the operation. Even on 
the verge of her death, she had no idea of what I had 
done. My old friends also found it very hard to believe 
because of my situation as an only soti. 

Since the operation, I have really found matil conven
iences in my married life. For example, when my wife 
relied on contraceptive pills or instruments or her period, 
we made several mistakes which caused ly wife to be ill, 
so we coutd teser relax. I loved my wife so much that I 

had to have the operation, but I must admit, after a little 
bit of hesitation. Because I was an only son in a last ditch 
effort of my parents, what I have done would be almost 
impossible for someone else in a similar position. Since 
tile operation is available to the public, I am going to 
recommend others to do it. We are one couple who has 
used surgical contraception and we can fully enjoy ou 
life with no strings, free from worry and unrest. 

I thank you very mLuch for your attention. 
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Cultural, Social, Political, and Chairperson: Dr.O.A. Ojo, Nigeria
Co-chairperson: Dr. Abdel Omran, U.S.Religious Factors: Regional Variations Rapporteur: Mrs. Betty Gonzales, U.S. 

What are the reasons for acceptance or rejection of vol-
untary sterilization? Although the prevalence of use and 
the characteristics of acceptors vary from culture to cul-
ture, some of the influencing factors appear to be univer-
sal. Task Force I sought to identify the commonalities as 
well as the distinctions among political and economic 
factors, ethnic and minority group attitudes, male/female 
roles within cultures, and professional attitudes. 

The Major Influences 

Economic pressure, or the need to limit family size to a 
manageable number, togethe, with failure of other con-
traceptives and consequent d ssatisfaction, were thought 
to be foremost influences on a couple's decision to seek 
surgical contraception. A higher educational level, a
working wife, religious approval, and political endorse-
ment were identified as contributing factors that favora-
bly influence the decision, 

Mitigating against adoption of surgical contraception 
were: a pronatalistic national policy (although political
systems per se were thought to be irrelevant as long as 
political rejection was not overt); religious proscriptions; 
cost; misconceptions about terilization; fear of surgery;
hesitancy to adopt an irreve-sible method; and peer group 
pressures. 


The Task Force indicated that there was a need for reli 
able statistical and demographic data on the prevalence 
and use of the characteristics of acceptors. Data on the 
demographic impact of sterilization use is also needed,
along with follow-up studies of beneficial and negative
sequelae of surgical contraception. 

Political Factors 

Political attitudes fromrange indifferent awareness to
reluctant beginnings, to programming and organization,
and finally to the integration of sterilization services as a 
part of general health services. Political acceptance begins
with concern for excess population growth and appreci-
ation of the problems generated by these pressures. De-
mands from established power bases within the national 
structure help to spur action, and previous acceptance by 
similar cultures offer role models. 

Economic Factors 

The group discussed the cost-per-acceptor and per birth 
averted by use of voluntary sterilization. One yardstick of 
cost-effectiveness was identified as the earlier age-lower 

parity ratio. The group discouraged the unnecessary use 
of high-cost procedures, although no corollary was drawn 
as to the relationship of cost to volume of services pro
vided. The Task Force suggested that further cost-effec
tiveness studies were needed. 

Ethnic/Minority Group Acceptance 

There are wide variations among diffeient groups inacceptance of surgical contraception. The Task Force 
strongly recommended that socio-culture specific counseling be provided in an effort to address and dispel mis
cor..zeptions such as fear of mutilation, fear of surgery,
fear of genocide or numerical decline of the group (equat
ing numbers with power). 

The Task Force felt that planning for a voluntary sterili
zation program should include careful attention to the 
problems of adequate and positive communication with 
the prospective users of services. Each media should beanalyzed or evaluated for its appropriateness in reaching
the target audiences, and information and education pro
grams should be media/audience specific. Although re
sistance and hostility may exist among certain groups
whether from misconception:, or otherwise-confronta
tion should be avoided where possible, but the Task Force 
urged that service programs not be compromised. Often 
the answer lies in a sensitive presentation. In every cul
ture, where there is an area that can generate positive,
beneficial responses, it should be used to the fullest extent 
in efforts to gain acceptance. 

De-emphasis of cultural biases for male chilaren was 
thought to be an important educational objective in many 
countries. 

Professional Attitudes 

In examining the role and impact of the physician in pro
vision of voluntary sterilization services, the group con
eluded that, notwithstanding his skill and expertise, the 
physician's attitude has a far reaching effect on accepta
bility of sterilization. The three main areas of impact oc
cur in patient counseling, service availability, and p,',.Zy 
making. 

Social vs. Medical Indications for Sterilization 

A major recommendation of Task Force I was that grand
multiparity should be considered a socio-medical indi
cation for sterilization. The group urged that para-IV be a 
starting point for grand multiparity. 
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Terminology RESOURCE PERSONS 

The unacceptability of the word "sterilization" in many Dr. .orge Bustamante, El Salvador 
cultures is a constant source of concern among profes
sionals in the field. A unanimous feeling seems to exist Dr. Haryono Suyono, Indonesia 
that, for worldwide use, "sterilization" is an unsuitable Dr. Zein EI-Abidin Khairullah, Syria 
and inappropriate word. Task Force 1, noting that the Mrs. Mufeweza Khan, Bangladesh 
t- -m too often evokes negative connotations, urged that it Dr. Sung Gun Lee, Korea 
be replaced. No substitute term was suggested. Dr. Boonlert Leoprapai, Thailand 

Dr. Fakhar un-Nisa, Pakistan 
Dr. Dattatraya Pai, India 
Dr. Susan Scrimshaw, U.S. 
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Stages in women's lives and reproductive decision-making in Latin Atnerica. Susan C.M. Scrimshaw.
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The Health Implications of
 
Voluntary Sterilization
 

Benjamin Viel 

Those who have not analysed the problem that statistics 
have been demonstrating to us for some time past, tend 
to believe that the renunciation of the reproductive func-
tion is an act of selfislness on the part of those who put
their personal welfare above all else. For those who are 
endeavoring to reduce not only maternal and infant 
mortality, but also a varietv of gynecological illnesses, 
and further to reduce the adverse effects resulting from 
the births of unwanted children, volntary sterilization is 
a povserful and indispensable weapon, above all in the 
underdeveloped . orld. 

Just as it has long been known that there are illnesses that 
are incompatible with pregnancy, as well as others that 
become seriously aggravated during its course, it is also 
klnown that matcrilal mortality is greater at ages that are 
ad, crsc to pregnancy, i.e. in Wonlell under 20 and over 35 
years of age. The risk tends to increase as parity increases. 
These facts are already so known that it is unneces-wvell 

sary to substantiate them with statistical c'idence. It is 
sufficient to say that the supporting figures originate
from developed countries; they must therciore show an 
c.cn worse picture in countries without adequate medical 
facilities, 

Probably owing to the adequate and easily accessible 
medical attention available in the developed world, there 
isno evidence to show that infant mortality is also scri-
ously affected by maternal age and parity. In the under-
developed world, however, so much of this type of evi-
dence exists twiat it is difficult to believe that infant tnor-

tality can be reduced without supplementing the conven
tional contraceptive methods with a special campaign
against multiparity and pregnancy at adverse ages. 

In Chile, where the birth rate is relatively low by Latin 
American standards, Dr. Rene Cabrera (1)has compared
infant mortality according to maternal age and parity in 
all births and deaths of infants under I year during the 
years 1969 and 1974. Table I from Dr. Cabrera's paper,
covering 1969, shows infant mortality in Chile grouped
according to maternal age and parity in each group. 

Infant mortality according to maternal age clearly shows 
the typical U-curve also shown by maternal mortality.
The total figures, as well as those for each age group,
demonstrate that infant mortality tends to increase as the 
nmtber of previous births increases. This phenomenon is 
undoubtedly especially serious among in fants born to 
mothers under 20, who represent onily 15% of total 
births; however, it does not reduce the importance of the 
very serious problem of the grand multipara of 4 and 
over, which constitutes 26% of the total births and in 
which infant mortality is always double that observed at 
first birth. 

It may be thought that the high mortality observed in 
those born to mothers under 20 and to grand multi
paras is Ihe consequence of traumas occurring during
birth, known to be more difficult in mothers in both cate
gories. If this were so, the rate in the first 4 weeks of life 
(neonatal mcrtality) would be higher than that in the fol-

Table 1.Infant Mortalii According to MaternalAge and ParittI Chile, 1969 

Birth Order Maternal Age 
-20 20-24 25-29 30-34 35-39 40 + Total 

1 
2 
3 
4 
5 

100.8 
121.8 
135.0 
157.3 
191.7 

62.4 
78.4 

101.2 
104.6 
125.2 

49.8 
54.0 
67.6 
91.3 
97.2 

52.2 
60.0 
69.5 
72.7 
84.3 

64.2 
68.8 
91.6 
87.9 
98.2 

53.8 
52.4 
72.1 
84.0 
91.4 

71.4 
75.6 
86.3 
92.2 
99.8 

6 - 138.9 104.9 94.8 96.0 106.0 103.6 
7 and over - - 113.4 97.2 112.4 123.3 110.2 

Total 111.9 81.6 72.6 77.6 97.0 104.5 85.3 
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Iowir,g II months (later infant mortality). The figures
compiled by Dr. Cabrera for 1974 do not support this in-
terpretation, as Table 2 shows. 

The Table clearly demonstrates that later infant mortality 
is higher than neonatal mortality and that the greater 
risks associated with birth cannot explain why infant 
mortality increases as parity increases. Does the plie-
nomenon occur because the newly born is valued les 
after the third birth? Is it because mothers who already
have three children pay less attention to those who come 
afterwards, and these children do not receive the same 
care as the first ones? Is it because the number of tn-
wanted children whose death the mother unconsciously 
desires, tends to increase with parity? Such questions can 
only be answered by far more elaborate studies than this 
present one. What does emerge clearly is the fact that 
infant mortality increasing with parit, creates an inpor-
tant problem of public health. It seems unlikely that a 
substantkal reduction in infant mortality can be achieved 
without adding to the methods used to decrease early 
mortality a corresponding effort to decrease high multi
parity. 

Dr. Cabrera's Chilean findings must be even more 
marked in countries with higher birth rates and a larger
proportion of rural population. Observation of the cx-
perience in rural and urban areas of Chile itself is suffi-
cient to verify this. Table 3 demonstrates the pheiiome-
non in two highly urbanized and four predominantly
rural areas in the year 1974. 

The Table shows how the phenomenon is aggravated in
rural life, where medical care is usually inferior to that 
obtainable inan urban environment, and furlherniore, it 
shows the greater frequency of multiparity above three in 
the rural environment: 18.6% in urban and 36.8070 in 
rural areas. 

If the logical conclusion isdrawn that maternal iortalitv 
and gynecological illnesses increase with high muiltirit. , 
and to this isadded the fact that i similar ri,, he ohcan 
served in infant mortality, the attempt to rcdtuce multi
parity is not just an aspect of individual medicine de
signed to protect from pregnancy those womren soifferimi, 
from specific illnesses. It is also a public hea/thiprohlem. 
undprotectionshould he e.\te(h'deto /i wom('l of.i'ih 
age. 

Using only the reversible contraceptivc methods available 
at present, attempts to reduce high multiparity rapidly 
lead us to the conclusion that we are fighting w\ith 'wcap
ons that are too weak to solve the problem. 

For women who already have three children and dio not 
wish to have more, and who are around 35 years of ace-
conditions which apply to most women in the developing
world-what can medicine offer to protect them from the 
dangers of high mulhiparity in countries Where abortion 
is illegal? 

Apart from acertain proportion of failures, the use of the 
condom, has proved highly suitable for young collplcs,
but it tends to be less used with increa,,ing aue. 

The use of barrier methods, with or without tie addition 
of spermicides, is only indicated for those couple,, who 
live in conditions where the woman has a reas onable 
amount of privacy and ioilet facilities arc a\ailable. [or 
most of those in the developing world such conditions do 
not exist. 

The contracepti\e pill (hormonal method administered 
orally), requires a discipline that is nlot common amon, 
women of a lo\, educational standard. To believe that aliy 
woman, whether educated or not, \\ishcs pcrmanently to 
interrupt her fertility at the ape of 25 h.\ut : pills, is an 

Table 2. Neonataland Later Infant Mortality According to Parity, Chile 1974 

Birth Order 

1-3 
4 and over 

Total 

Live Births 

181,252 
62,875 

244,127 

Deaths Before 
28 Days 

4,667 
2,236 

6,903 

Rate 

25.7 
35 6 

28.3 

Deaths Between 
29 Days and I I 

Months 

6,341 
3,707 

10,048 

Rate 

35.0 
58.9 

41.1 

Table 3. Infant MortalityAccording to Parity in PredominantlyRural Zones in Chile, 1974 

Birth Order 
1-3 
4and over 
Total 

Live Births 
87,833 
20,061 

107,894 

Deaths Under 
1Year 
3,703 
1,251 
4,954 

Rate 
42.2 
62.4 
45.9 

Live Births 
21,364 
12,414 
33,778 

Deaths Under 
IYear 
1,927 
1,460 
3,387 

Rate 
90.2 

117.6 
100.3 
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illusion. It is certain that no woman will take a pill every 
single morning of the 20 years of fertile life that remain 
to her. In the underdeveloped world, 50% of those who 
adopt the oral method abandon it within the first y'ear. 
Furthermore, the growing evidence that the use of orally 
administered hormones give rise to serious complications 
after the age of 35 (2) limits the use of this method in the 
final years of fertile life, just when pregnancy is least 
desirable. 

Nor carl the intra-uterine device be expected to stay in 
place without complications or expulsions for the iong 
periods necessary for permanent protection, even though 
it has the enormous advantage of not dependinpt ttpon the 
discipline of the user and is tolerated in suit for a longer 
period of time than is common among pill users. 

Such methods call only be considered useful in the spac-
ing of pregnancies and even when employed for this pur
pose it is often necessary to resort to induced abortion in 
order to terminate accidental, unwanted pregnancies. In 
the underdeveloped countries it has been demonstrated 
that reversible methods can reduce the birth rate, but 
none of them, in the absence of legal abortion, can pro-
tect the woman froni the risks of high mulhiparity. 

The prmrection of those for whom it is medically advis-
able and who themselves desire the permanent interrup-
tion of their fertile life, make it imperative that we pro-
vide education and facilities so that at least one member 
of the couple can obtain sterilization. Not to do this is to 
expose women to the serious risks of high multiparity 
or induced abortion, the dangers of which, when it is per-
formed illegally, are very well-known. 

Surgical ,.terilization methods have - -,i-rdssed so much 
that nowadays it can be said it has L..,,cd from a major 
operation requiring specialized surgery and hospitaliza-
tion, to a minor procedure performed in an outpatient 
department by any suitably trained doctor. There is al-
ready evidence that it can be carried out by trained non-
nicdical personnel. 

Apart from religious or ethica! considerations which I am 
not competent to analyse, the argument most used by the 
opponents of surgical contraception is itsirreversibility, 
To validate their argument it would be necessary to know 
the percentage of people who, having renounced their fer-
tility, have changed their minds and would like to regain 
it. There are already millions of people in the world today 
who have btcn surgically sterilized. I know of no statisti-
cal evidence giving tilepercentage of those who have re-
gretted their decision and seek recanalization of the inter
rupted tubes. Doubtless such an attitude does exist, but if 
it is not on a very large scale, it does not seem logical to 
use this as an argument against a technique which can 
solve problems that produce high maternal and infant 
mortality, 

For those who have changed their minds, it is well known 
that there are techniques which can produce the resump-
tion of fertility, although they are still difficult and their 

outcome is not always certain. Doubtless they can be im
proved upon. It is also known that it is possible to estab
lish a by-pass to female sterilization by means of the "test 
tube baby," nowadays still expensive and difficult to 
achieve without specialized services, but there is nothing 
to indicate that in the future it will not be possible to carry 
out the procedure on a large scale. 

There is no doubt that it is a desirable thing to seek res er
sibility, and it is important that advinces be Made inl this 
area. No one has the right to think that humlan ideas are 
unalterable and that there is no possibility of a change ftl 
mind. It appears to me, however, that it is more impor
tant to discover how many wish to take advantage of str
gical sterilization and cannot find the means, by compari
son to rthose who have undergone this procedure and wish 
to recover their fertility. It is, after all, the /ernmlnc.v 
of su,,gical contraception that is irs raison d'etre. 

Restri ting our analysis to Latin America, where I can
 
claim to have some experience, it can be stated that the
 
lack of sterilization services, a lack which is largely due to
 
the negative attitude of the governments of tile
continenr, 
has given rise to a deplorable economic injustice. The 
wealthier classes, who have access to private, direct pay
ment medicine, cmn obtain sterilization without any diffi
culty, while the less favored ones are condenied to high 
multiparity or exposed to the dangers of illegal abortions 
performed by unskilled people, the only method they can
 
afford with their limited resources.
 

While in the developed world an estimated 35% of all fer
tile couples are protected by sterilization, in Latin Ameri
ca this percentage does not even reach 10%17,even though 
that 10% includes women who were sterilized in the 
course of treatment for illnesses that required hysler
ectomy. This low figure is not the result of a lack of de
mand; there is more demand, at least for female steril
ization, than for the reversible contraceptives that are 
often accepted by women because the medical services 
fail to provide the sterilization they really want. 

It seems necessary to confess that between the facts 
known to medicine and the services that the medical pro
fession is prepared to provide, there exists a discrimina
tory gap which affects mainly the poorer among our pop
ulations. This difference between what is done and what 
is known often stems from negative attiturdes on the part 
of governments which :ire out of touch with reality. This 
problem can only be solved if the medical profession of 
today takes the time to analyze what is known and what 
is practiced. 

We know very well that it is the duty of the medical pro
fession to strive for the maxiiuni number of children 
who are born healthy, as well as to ensure that their 
health is maintained. We know that in order to achieve 
this goal, it is imperative to promote an attitude of pre
ventive gynecology. Together with the diagnosis and 
treatment of gynecological illnesses, venereal infections, 
uterine cancer and so on, should go the attempt to reduce 
pregnancy at adverse ages, the proper spacing of pregnan
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cies at favorable ages, and an effort to reduce high multi-
parity. Surgical contraception is a very high priority part
of this attitude of preventive gynecology, 

To persuade those with the power of decision to help us in 
this task, we must compile eviderce that is not difficult to 
obtain. In Latin America at least, we need statistical evi-
dence on the extent of the demand for sterilization among
those who have been properly informed about it, on the 
proportion of persons sterilized in each socioeconomic 
level, on how many, if any, wish to recover their fertility. 
Such data would enable the medical profession to demon-
strate to governments that there is an extensive demand 
for sterilization, that it is the most economical of contra-
ceptive methods, and that the use of it would contribute 
to the maintenance of the health of the mother and the 
survival of healthier children, 

Health Implications 

I will finish by recounting a personal ancedote which tells 
the story of thousands, if not millions, of families in the 
underdeveloped world. It happened in a very remote vil
lage in southern Chile, where we were experimenting by
using police officers as promoters and advisers in family
planning. A police officer requested that sterilization,
which at that time was not accepted by Health Service, be 
provided for a 26-year-old woman with ten children and 
an unemployed, alcoholic husband. Her latest pregnancy
had occurred while she was using an intra-ulerine device. 
The woman accepted sterilization and, on filling out and 
supporting the -equest form, the officer stated, "The 
eldest son is 12 and is becoming a delinquent." I quote 
this case to point out that multiparity in wretched con
ditions can be the cause not only of higher maternal and 
infant mortality but also of social demoralization leading 
to violence and crime. 
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Linking Voluntary Sterilization,
 
Family Planning Services, and 
Health Services 

Viloon Osafhanondh 

For tilepast ten years there have been many advances in 
various aspects of voluntary sterilization. Simplification
of surgical techniques for female stcrilization has made 
integration of a large-scale voluntary sterilization pro-
grain into the national health services more feasible, es
pecially in less developed countries (1,2,3,4). 

AI)VANTAGFS OF LINKING LARGE-SCALE 
VOLUNTARY STERILIZATION AND 
HI-IALTII SERVICES 

Sterilization for medical reasons has been part of medi
cal care since the beginning of modern medicine. The 
scrvice lia, heen done on a small scale because the de-
mand was ,mall. Inrecent years due to a rapid decline of 
the death rale \which has caused rapid population growth, 
tle demand for \oluntary sterilization oti socio-cconomic 
groutnd has increased tretnendously. Consequently, a 
question niav arise as to %\,hat organization should be 
responsible to serve the new coming demand. Is a new 
organization needed or is the existing health care system
suffici,.mnt to meet the demand? 

This may not be a problem for advanced couttries be-
cause hcalth manpower, money and management tech-
nology are adequate, but for the less de\eloped countries 
it is a serious matter. To create a new, large-scale organi
zation to serve the great demand for the voluntary sterili-
zation which is scattered throughout the country means 
that a larL'e tnumber of qualified health manpower, a large 
amount of ileOy and an appropriate management tech-
nology are required. These three essential components are 
severely limited in the less developed nations. Conse-
quently, the creation of a new organization is far from a
reality. The only alternative, therefore, is to increase the 
service capability of the existing health care system by 
manpower developtent. 

Linking large-scale voluntary sterilization services with 
the hcalfh services will result not only in a low cost for the 
program operation but also in a high demographic effec-
tiveness and health benefit. 

Low Cost for the Program Operation 

The existing health care system already has the avail-
ability of health manpower and facilities such as hospi-
tals, health centers, surgical instruments and others. The 
major need is, therefore, the training of'the manpower. 

In Thailand during 1973 to 1975, the total expenses for 
setting up tileinterval female sterilization service by mini
laparotomy technique (1) throughout the country cost 
about 200 U.S. dollars per hospital (5). 

High Demographic Effectiveness 

Linking the sterilization program to the national health 
care system will provide a nationwide availability of the 
sterilization services to rural people. This will result in a 
high demographic effectiveness. 

In less developed countries, due to the inadequate number 
of rural hospitals, many health care delivery systems have 
been developed. The systems which can be used for sterili
zation may be summarized as follows: 

Satellite Delivery System. This isa basic system. The 
health service stations in less developed nations are 
organized in a satellite pattern. That is, the large
hospitals are located in tileurban areas or cities, the 
small hospitals in the surrounding rural or semi
rural areas. There isno hospital in the further remote 
rural areas, but there are scattered small health cen
ters with no physician in chatge. There is a referral 
system amo,g these hospitals and health centers. 

The sterilization service can be delivered through the 
satellite system. The non-physician health personnel 
at the small health centers are capable of giving 
grassroots voluntary sterilization education to the 
people. The local physicians then deliver the service 
either at the rural hospitals or at the satellite health 
centers. 
Mobile Delivery System. This is a mobile medical 
care service. For sterilization, one has to remember 
that this is only a temporary visit, and therefore 

follow-up together with a referral system for post
operative complications has to be organized. 
Community Organization Delivery System. This 
system has been developed recently and has been 
used in many health programs especially in rural pri
mary health care. The principle of the system is to 
utilize the specially trained village people to deliver 
basic health and family planning education and basic 
health care services under the supervision of local 
physicians. This system can be implemented for 
sterilization programs quite well. 
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Health Benefit How to Integrate the Sterilization Program into the 
National Health Services

Combining the sterilization program with health services
will increa.;e the efficiency of the health services. For Effective educational inputs or so-called health man
example, materials input of the program such as vehicles, power development is of prime importance.
slide projectors, movie projectors, surgical instruments 
and other can also be used for health service purposes. Population dynamics, family planning, including sterili-
These will result in a health benefit for the people. zation and program management, should be taught to 

students of health professions, especially the medical sin-INTEGRATION OF THE STERILIZATION dents (6). Future health manpower should know that
PROGRAM INTO THE family planning services including sterilization are a part
NATIONAL HEALTH SERVICES 	 of the total health care system. 

What Categories of the Health Services Can Be Linked? 	 For the existing health manpower who are working in the 
field, educational programs and training as well as fur-Administratively speaking, the total health services are ther encouragement for program operation are essential.

divided into three categories, namely, the curative, the When the program isin operation, a full utilization ofihle
promotive and the preventive. The sterilization service 	 health manpower is the first step to be implemented.
can be linked with the curative and the promotive, es- However, if the demand cannot be met, the utilization of
pecially the maternal and child health (MCH). Since the upgraded non-physician health manpower to assist the
administration of the national health care services varies physicians will be a further step (7,8,9). Evaluation of the
from country to country, the administrative department health and demographic impacts of tie program will be
to be linked with the program will depend on the adminis-	 the final step in combining sterilization within health set
trative structure of the country. vices (10,11). Once the health manpower has developed 

the concept that family planning is not only a part ofGenerally speaking, the urban general hospitals, ma- total health care, but also a contributing factor for socio
ternity hospitals, health centers and clinics where medical economic development, the integration of sterilization 
care services are available are suitable for sterilization into the health services is complete.
services. However, for the rural program the service place 
is greatly variable depending on the delivery and referral 
systems. 
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Training and Manpower
 
Development in Surgical
 
Contraception Programs
 

Allan Rosenfield 

During the past decade there have been significant ad-
vances in sterilization techniques and procedures, to-
gether with major increases in the number of men and 
women choosing sterilization as their method of family 
planning. Until only a few years ago, essentially the only
procedure available for women was postpartum steriliza-
tion if a woman happened to deliver in a hospital in a 
country which allowed sterilization, and if she met rather 
strict guidelines as to age and number of children. In most 
developing countries, however, postpartum sterilization 
was (and is) not a viable option for the majority of 
women who deliver at home. In general, during that same 
period, interval female sterilization procedures were not 
available at least for purposes of sterilization alone. 
While constraints on men wishing vasectomy were fewer, 
the procedure also was not widely available and/or ac-
cepted outside of the vasectomy programs attempted oil 
the Indian subcontinent. 

The 1970s have seen dramatic changes in this situation, in 
which new or refined procedures have become available 
for interval sterilization procedures, new understanding 
of and approaches to vasectomy have been developed 
and, most important, a change in guidelines and regula-
tions has occurred, so that the decision to have a steriliza-
tion becomes basically a decision of the individual or 
couple. More and more countries have accepted the con-
cept that voluntary sterilization is a basic right and indi-
viduals must be able to make the decision without others 
setting conditions as to when that right may be exercised. 
Issues still under debate include those relating to possible 
coercion, informed consent, and problems of the men-
tally relarded. Unfortunately, however, there still remain 
some areas of the world where this individual right does 
inot, as yet, exist. 

As the concept of sterilization as a legitimate means of 
fertility control is being accepted, and as demand for ser-
vices has increased, anumber of key issues have surfaced. 
These include such questions as what are the most effec-
tive ways to provide the services, which approaches are 
the most appropriate, who can provide them, and how 
these providers call best be trained. 

Postpartum sterilization remains an important approach 
for those women who do deliver in an institutional setting 
and who have already made the decision during the ante-

natal period. However, in many countries, the majority 
of women continue to deliver at home, particularly worn
en who live in rural settings. Further, there are many 
women who may wish to wait after their last birth to en
sure the normal development of the child prior to making
what should be interpreted as an essentially irreversible 
step. For such women, there are now two major ap
proaches, namely laparoscopy and minilaparotomv. 
1Both approaches have their advocates, and both are 
being widely utilized in countries throughout the world. 
In lare urban centers, the case can quite effectively 
he made that laparoscopy has advantages, but I believe 
that tile advantages of the minilap procedures in up
couiwry clinic and hospital settings make it by far the 
more preferable choice for national family planning pro
grams. And one could make art argument that minilap is 
the preferred approach for many women even in the large 
medical center. This debate, however, is a longstanding 
one and one that will be discussed elsewhere in this con
ference. 

A more important issue, in relation to my assignment to
day, relates to who can carry out the procedure and how 
tile training !. do this should be undertaken. For this dis
cussion, I will only discuss laparoscopy briefly. I believe 
that the training requirements for this procedure have 
been well defined in the formal training programs that 
have been initiated at the Johns Hopkins University and 
in a number of countries with active laparoscopy pro
grams. The training is highly technical and I will not 
attempt to outline the details in this talk. Suffice i to say, 
it is a potentially hazardous procedure which ;iould be 
performed iil a hospital, or hospital-like, setting by a 
specialist who is properly trained in abdominal surgical 
techniques and able to undertake emergency measures for 
possible bowel or vascular complications. Even though 
the trainee may be ati obstetrician-gynecologist, unless lie 
or she has already had training in endoscopy, the train
ing should last a sufficiently long period of time for the 
trainee to have an opportunity to carry out the procedure 
repeatedly under the direct supervision of the teacher. 

I would like to focus attention on the three procedures 
which I believe are of greatest importance in national 
family planning programs and are ones in which present 
standards should be reviewed and changed where appro
priate. These are postpartum tubal ligation, interval mini
laparotomy, and vasectomy. All three are relatively sin
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pie procedures in most cases, all can be carried out in less 
than 30 minutes and all can be done under local anesthe-
sia, although some elect to do the female procedures 
under regional or general anesthesia, 

Before discussing training strategies, it is important to 
consider the type of personnel to be used to carry out such 
procedures. All three procedures, as mentioned, are quite 
simple, and there is little variation from case to case. Only 
in women who are quite obese are problems apt to be en-
countered in either minilap or postpartum procedures. In 
recent years, pilot studies in a few countries have demon-
strated that nursing and other paramedical personnel can 
be taught quite effectively to carry out such procedures.
The most dramatic example, often quoted, is the experi-
ence in Bangladesh in which village women (some of 
whom were illiterate) were trained to perform Ihc mini-
lap procedure and did so with very little morbidity. In 
fact, when the rates of complications noted with this 
group of personnel and with a comparable series carried 
out by physicians in the same setting were compared, the 
rates in the lay personnel series were slightly lower, 

A number of interesting studies are presently underway in 
several different settings in which the use of various cate-
gories of nursing and other health per ,onnel are being 
trained to carry out postpartum, minilap and/or vasecto-
my procedures, after careful training. This is, in my 
opinion, a most appropriate step to be taking. There are 
shortages of physicians in most developing countries, 
shortages which often are acute in all but the largest cities 
of any given country. While capital cities of some coun- 
tries have ratios of phv-,ician to people as high as 1:1,000, 
in many of the rural areas of these same countries, where 
the majority of these people live, the ratios may be as ad-
verse as 1:100,000. The range between these extremes is 
great, but the problem a significant one everywhere. 
Given such shortages oi . hysician,, we must attempt to 
use these scarce numbers of doctors more efficiently, 
utilizing them primarily for complex diagnostic problems, 
complicated surgical procedures, and consultation. It be-
hooves us not to assign them routine functions that could 
be carried out by less well-trained people. 

In the family planning field such routine functions would 
include the prescription of oral contraceptives, the inser-
tion of IUDs and the performance of postpartum, mini-
lap and vasectomy procdures. The key to success is care-
ful and well-supervised training. Physicians should be 
available to provide help with difficult cases and to man-
age complications. In regard to the prescription of the pill 
and the insertion of IUDs, we now have extensive experi-
ence, in multiple settings, as to the safety and effective-
ness of the use of a variety of categories of personnel to 
provide these services. In the case of the pill, there are 
most convincing arguments that the benfits of the pill in 
reducing maternal and infant morbidity and mortality 
significantly offset the stated potential risks of the use of 
both paramedical and lay personnel to prescribe them. 
And to date I know of no data which suggests a higher 
rate of complication with paramedical versus physician 
management. 

Training and Manpower 

Similarly, Ihave reviewed a large number of studies, both
 
in the United States and in several developing countries,
 
in which complication and continuation rates have been
 
compared between groups of women who had IUDs in
serted by either physicians or paramedics. Invariably, in 
these studies, the complication rates are similar, as are the
 
cootinuation rates, although in the latter case, women
 
who receive services from a paramedic seem to do slightly
 
better. Various explanations for the small difference in
 
continuation rates have been attempted, the most com
mon being that the paramedic, usually a nurse or nurse
midwife, spends more time with the patient giving in
formation and support than is the case with physicians.
 

While one cannot yet draw conclusions from the small 
number of studies with the use of the same numbet of 
types of personnel to carry out sterilization procedures, 
it is my belief that the results will be the same. The key is 
carefully planed and supervised training. Iwrote a paper 
a few years ago on the training requirements for a pro
gram in which paramedical personnel were to be used to 
insert IUDs. In that paper ! stressed that the key factor 
was supervised experience doing pelvic examination and 
actual IUD insertion. I emphasized that didactic lectures 
were of far less importance than actual practice at the 
procedure. This was not meant to suggest that lectures 
and reading materials are not necessary, as a part of such 
a course, but only to suggest that the didactic component 
of training is often overemphasized at the expense of the 
practical. 

In training personnel in simple surgical techniques, the 
same theory holds. The basic anatomy of the region in
volved must be understood, as must basic principles of 
surgical technique. But primary emphasis must be placed 
on learning operating room procedures and ,urgical tech
niques by actual operating room experience. After an 
appropriate period of observation and assisting, the 
trainee must perform the procedure repeatedly under the 
close supervision of a surgically trained physician or para
medic. I will ;lot attempt to set guidelines as to the num
bers of proc:.,ures that must be done nor as to the mini
mal amount of time that should be required before the 
trainee is allowed to do the procedure without constant 
and direct supervision. Such guidelines should be set 
locally. I wish simply to stress the role of preceptor-type 
training; one cannot overemphasize the importance of 
on-the-job practical training. 

Simple procedures which essentially arc repetitive in na
ture are best learned through repetitive training. It has 
been my experience that paramedical personnel so trained 
are often more conscientious in following instructions 
and procedures to the letter than are most broadly trained 
physicians. If the training is carried out conscientiously 
and efficiently, and the capabilities of the trainee are 
carefully assessed at varying points during and after the 
training period (including dropping from the program
those participants who are not performing adequately), 
these personnel can assist in major ways in making 
needed services more readily available, while at the same 
time freeing up scarce physician resources 
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Using such personnel does nct mean that procedures
should be carried out in the village or in small one room 
health centers. Interval and postpartum sterilization pro-
cedures for women should be performed in hospital or 
hospital-like surroundings, with sterile operating room 
facilities and procedures. The use of allied health person-
nel such as those described above will help to make the 
limited number of physicians more available to provide
the more complex care for which he or she is trained and 
prepared. 

lt is worth mentioning, while discussing training, that the 
period of training needed in the technique of minilap for 
a physician who already has abdominal surgical experi-
ence is very short indeed-perhaps only a day or two to 
see, assist and perform a small number of procedures. If 
the physician is familiar with abdominal surgery, he will 
be able to learn this new procedure without difficulty.
The same, however, cannot be said for the laparoscopic
approach. Even the skilled abdominal surgeon will need 
longer, carefully supervised training if he is not familiar 
with endoscopic procedures. For a national training pro-
gram for sterilization, this too is a very important factor 
in attempting to decide between two procedures, 

Once a country has accepted sterilization as a method of 
family planning to be made available, then the country
needs to embark on the development of an effective over-
all training plan starting with the future trainers. In the 

past, many obstetricians have come to the United States 
for one of the training courses offered here. More reccnt
ly, however, emphasis has been placed on developing in
country training capabilities. A good example is the work 
of one medical school group in Thailand which devel
oped, in conjunction with the Ministry of Public Health, 
a plan to train surgeons from the many provincial hospi
tals throughout the country, stressing laparoscopy for 
the larger regional hospitals and minilap for the smaller 
provincial and district hospitals. Partly as a result of this 
program, sterilization procedures in Thailand have be
come a very significant factor in their National Family
Planning Program, with approximately 120,000 female 
and 40,000 male procedures during 1978. 

Whenever possible, stress in such training programs
should be given to the use of local expertise. Training
abroad may be necessary for a small cadre of trainers, but 
the remainder of training should be carried out in-coun
try. Where the local government will permit, it is prefer
able if the training program(s) can be developed by, or in 
close conjunction and cooperation with, the Ministry of 
Health, utilizing specialists from the local medical 
school(s). Where there is opposition to the use of para
medical personnel, pilot training and study programs 
should be encouraged in order to allow demonstration 
locally for the effectiveness, safety and acceptance of the 
use of such personnel. 



The Role of the Non-Government 
Sector in Program Development and 
Implementation
 

Dennis Hapugalle 

Mr. Chairman, ladies and gentlemen, I would like to 
begin by thanking IPAVS for inviting me to this con-
ference. 

It was my privilege to serve for several years as Director 
of the IPPF Community Based Distribution Programme 
for the distribution of condoms and oral contraceptives 
over the entire island of Sri Lanka. This program in-
volved many innovations, primarily in the field of mar-
keting. For example, market surveys were conducted to 
determine what price people were willing to pay and what 
packages were most appealing. This program was pri-
marily non-medical and non-governmental, and judging 
by the number of projects seeking to replicate the Sri 
Lanka experience, it appears to have been quite success-
ful. It is in this context of non-medical, non-govern
mental services that I wish to talk with you today. 

The role of the non-governmental or private sector ser-
vices will of course be dependent on the types of health 
care delivery service which exist in each country, the un-
met needs of the people with regard to the delivery of ser-
vices, and the necessity for training medics/paramedics toperform sterilizations. 

I will focus on one type of non-governmental organiza-

tion, namely one that is marketing oriented, offers com-
petent and flexible management, and can interact and 
harmonize with the government sector. 

THE POLICY MAKERS AND 
INNOVATIVE PROGRAMS 

Policy makers at the highest level are essentially politi-
cians who are influenced by a variety of pressure groups
attempting to push their claims. Program officers, includ-
ing donors, have often failed to realize the importance of 
local politicians, who are closest to those who will be 
recipients of the program-in this case a sterilization pro
gram. It is mandatory that any program involving sterili-
zation, ensure that the "product" is acceptable to the 

constituency." Hence, any sterilization program must 
start at this point. I think we have a good opportunity to 
set the record right, if we can participate meaningfully 
at the International Conference of Parliamentarians on 
Population and Development to be held in Sri Lanka in 
August this year. 

An essential first step in program development is to select 
promotional officers who are socially acceptable to the 

community. Thereafter, they must be trained to function 
effectively in: 

9 all technical aspects of sterilization;
* overcoming social, economic, moral, and ethnic 

community based biases to sterilization; 
0 counseling procedures for fertile couples who are in 

good health, to accept sterilization; 
0 organizational aspects of marrying up acceptors with 

medical teams at the right place and at the right time; 
e documentation for purposes of evaluation; 
0 proper follow up care. 

In order to prevent backlash, promotional officers must 
resorderptompreventdbacklashepromotionaliofficersimus 

respond promt and c o ny msepo 

To assist these promotional officers, the media must "set 

the agenda." This means, in communication jargon, to 
create an awareness of the sterilization services and the 
benefits that accrue therefrom. 
Selling sterilization is not as easy as selling non-clinical 
methods of contraception. Governments tend to be moreehd fcnrcpin oenet edt emr
cautious in terms of innovations in the delivery of services 
as sensitive as sterilization. The non-government orgaiii
zation can be more entrepreneural in approach. 
THE SRI LANKA SCENARIO-THE NEED IS NOW 

The World Fertility Survey findings in Sri Lanka state 
that there appears to be great potential for decline in Sri 
Lankan fertility because women are having an average of 
one child more than they want. Six out of ten wives at risk
of pregnancy want no more children. The pattern of con
traceptive use among married women in the W.F.S. 
sample, indicates that the Sri Lankan women are unable 
to realize their fertility intentions essentially due to i.,'or 
delivery service. 

Dr. Malcolm Potts in his "Review of Population and 
Family Planning Activities in Sri Lanka" highlights the 
fact that in the area of sterilization, the unmet need has 
surpassed available services. Under the caption "The 
People are Ahead of the Services" he states: 

The first priority must be to supply the current 
UNMET DEMAND for family planning services, 
especially in the area of male (vasectomy) and fe
male (tubal ligation) voluntary sterilization serv
ices. 
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Dr. Potts goes on to state: 
To catch up on the backlog and to meet current 
demand, up to 100,000 sterilizations a year will be 
needed in Sri Lanka. 

CONSTRAINTS AND TECHNOLOGY VACUUM 

A major constraint is the growing shortage of qualified
Ob/Gyn personnel and other professionals due to a con-
tinuing "brain drain." A tubectomy, or even a simple 
gynecological examination, is an intensely personal ex
perience from the poir.t of view of the patient. The recent 
outcry at Heathrow Airport serves as a humorous if rude 
reminder. Naturally only wealthy patients could pay
premium prices to private practitioners who could offer 
them quality "personalized" services, 

If there is a shortage of qualified doctors, it becomes 
necessary to "import" medical skills from overseas. Sri 
Lanka today imports doctors via UN Agencies to meet 
the curative needs of the population. NGO's in Sri Lanka 
will certainly welcome overseas doctors to work together
with local meL,cdi personnel and share experiences and 
knowledge when participating in sterilization programs.
Dr. Malcolm Potts has stated that if 300 doctors are 
trained, and they perform three sterilizations a day in Sri
Lanka, the target of 100,000 sterilizations a year could be 
achieved without difficulty. 

Large numbers of rural families, often in poor socio-
economic situations, will not seek sterilizatior if it entails
hospitalization for long periods followed by convales-
cence. We need to train medical teams with the ability to 
perform a sterilization procedure which is safe and effi-
cient on a day-care basis. Such a procedure has significant
advantage in terms of the paticnt's convenience and 
acceptance, as well as in reduction in hospitalization, 

NGO's in developing countries also need communicators 
(mass media) who are conversant with the technical as-
pects of sterilizations. Due to a shortage in this area, they 
are unable to translate key information to local target 
groups in local languages. This results in a breakdown in 
communications and in the transfer of information on 
technology. 

INNOVATIONS 

What types of programs are appropriate and acceptable?
Many progams give incentives to those who wish to be 
sterilized. In this area, I strongly urge that consideration 
be given to using incentives that have nutritional value 
and are renewable resources for the rural areas whose 
populations suffer from malnutrition. These renewable 
resources incentives may take the form of farm animals 
such as cattle, goats, pigs or chickens. Such incentives 
will have many spin off benefits such as proteins, eggs, 
milk, and their by-products, including manure for fertil
izing fields. 

Appropriate incentives should also be set for surgical
"teams" involved in male and female sterilization, in 

order to involve them in their spare time. To attract medi
cal practitioners to the area of voluntary sterilization ne
cessitates paying the market price for their services. Simi
larly, in order to attract acceptors for sterilization, partic
ularly to attract men for vasectomy, it is necessary to con
duct surveys of satisfied acceptors to determine and 
assess the types of incentives that would attract greater
numbers to the program from each strata of society. Such 
surveys would also help to determine appropriate pro
motional campaigns. 

Finally, one comment concerning follow-up care. Among
rural people, fears of being isolated from medical serv
ices after an operation are real. At this point, the pro
motional officers could be used as home visitors to those 
receiving the operation.Early contact by these people
after the operation ensures the patient that, though some
what removed, contact still exists between the physician
and the patient. The promotional officers could be as
sisted by area midwives and ayurvedics who could be 
trained to treat minor problems associated with the pro
cedure. This would allay fears of isolation after the 
operation. 

PROGRAM EVALUATION 

Program evaluation is most important. It should aim at 
providing management with a facility to gather and ana
lyze data and provide regular feedback so that program
changes can be made, as needed, on a continuing basis. 

In addition to the formative evaluation just described, the 
program should ensure that summative evaluation is 
undertaken by an indenendent research group at the end 
of each major pr period. This provides project 
management, dono. .encies, and researchers with valu
able information witti regard to the following: 

a quantitative analysis of project achievements;
 
9 qualitative analysis of project achievements;
 
* degree of success of method; 
@cost-effectiveness;
 
0 guidelines for follow-up for the future.
 

CONCLUSION 

Recently, a wombless sterilized English woman demon
strated that no human agency can refuse admission to a
baby who is destined to be born. Nevertheless, all of us 
gathered here today are crusading against unwanted preg
nancies. 

While government agencies continue to provide routine 
services amid increasing demands for curative health 
needs, NGO's can implement exciting service delivery 
programs, in a dignified manner, at the doorstep of the 
consumer. 

NGO programs must design campaigns to create a new 
image of a sterilization acceptor as a person who, having
achieved the desired family size, joins an exclusive group
of well informed, modern people. People using spacing 
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methods could be weaned to a terminal method by insert-
ing sterilization coupons with condom and pill packaging 
materials. These coupons could be given a trade value for 
low cost sterilizations. 

NGO programs can uplift the lives of rural people by pro-
viding incentives such as farm seed, farm feed, fertilizers 
and the like, to those who opt for a terminal method. 

Non-Governmental Sector 

Such an arrangement would facilitate follow-up, as the 
acceptor would periodically call back to collect such 
items. 

Programs so designed will most certainly win greater ac
ceptance. In addition, they will give meaning and purpose 
to the lofty ideal of all fertility programs-to improve the 
quality of life of the people. 



Policy for the Implementation and 
Execution of the Official Program of 
Voluntary Surgical Sterilization in 
El Salvador 

Vilma Hercules de Aparicio 

BACKGROUND 

Family planning was initiated in El Salvador in the 60's 
when the Salvador Demographic Association (A.D.S.) 
began the difficult task of revealing tile population prob-
lem, and opened the door for family planning services to 
the lower income population. Prior to this, family plan-
ning was a privilege of the wealthy, regardless of their 
religious creeds. 

The official sector did not remain indifferent to the prob-
lem. Thus, in 1968, the Ministry of Public Health and 
Social Assistance, conscious of its responsibility to pre-
serve the physical, mental and social welfare of the popu-
lation, particularly the disadvantaged groups, initiated 
the family planning program. It was complementary to 
tile services provided to tile nuclear family and was based 
on the activities performed through the program of Ma-
ternal Infant Care. Its objective was to orient and assist 
the family unit in order to raise family consciousness and 
responsibility to use their fertility rationally and to decide 
on: 

* The number of children in the household; 
* The most appropriate time to have them. 

In this framework, the program began in one region of 

the country and then covered the entire nation by 1971. 
It promoted the temporary methods primarily consider-
ing that: 

" Since the young population has a precocious sex life, 
they first needed methods about which they had little 
or no knowledge, particularly the rural area popu-
lation; and 

" The female surgical method was already known al-
though on a small scale; it was practiced in the post- 
partum period. 

IMPLEMENTATION OF A PROGRAM OF 
VOLUNTARY SURGICAL STERILIZATION 

Three years after the temporary methods were offered in 
all the official health establishments, it was decided to 
create a consistent program of voluntary surgical sterili-
zation with the purpose of offering sterilization services 
appropriately and efficiently to couples who decide not to 
have any more children. 

This transitional step was taken in 1974 which is the year
the central government, during the meeting of the minis
ters, approved the Integral Population Policy, defined 

as follows: "The Integral Population Policy is considered 
as the integrated activities determined and coordinated 
by the State, and its objective isto achieve the full growth
of the human being, as well as his or her greater partici
pation in the responsibilities and benefits of progress, 
through the harmonious adaptation of tile quality, dis
tribution and magnitude of the population with the re
sources of the country in economic and social develop
ment." Among its 8specific objectives, No. 6 states: "To 
modify the population dynamics," and to carry this out, 
it supports the family planning activities and establishes 
that "The programs of Integral Medical Care will be 
founded on the respect of individual freedom and the 
dignity of the family" and tile programs will provide in
formation, counseling and assistance to the couples who 
wish to space their children or limit their reproduction. 

PLAN OF ACTION 

To implement these activities rationally and to achieve 
greater effectiveness and less resistence, it was necessary 
to cover the following phases: 

@To examine and evaluate the appropriateness and 
efficiency of the existing services offered. 

* To modify and develop the rationale for the existing 
regulations with regard to the requirements to be 
met by the requestors of these services. 

* 	First, to implement the female techniques of interval 
sterilization. 

* 	To implement vasectomy services. 

e 	To encourage postpartum sterilization. 
* To evaluate the program after 2 years of functioning. 

Regarding the evaluation, it was found that female steril
ization services were offered in large and small hospitals
only during the immediate postpartum period and in a 
limited and inappropriate manner because of multiple
factors such as: the lack of human resources; tile lack of a 
better organization and the ability of the existing human 
resources; and the lack of equipment, medication and 
surgical materials. In addition, the requirements were not 
very logical for the requestors of these services and were a 
product of the lack of official norms and of opposition 
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from some medical sectors regarding the method. This Requests it voluntarily for reasons of person
was due to a misinterpretation of the role of sterilization al or family well.being, or as a method to 
services in family planning. permanently limit the number of children. 

Given that the right to procreate is personalIn order to overcome the situation, a long and short term and since there is no legal decree which au
operational program was designed, consisting of rein- thorizes or limits the use of this right, the vol
forcing and preparing the human resources plus equip- untary request of the patient is sufficient for 
ping and providing medication and surgical materials ac- performing surgical contraception, after 
cording to the established surgical techniques. making sure that the person has received suf

ficient information and education in order 
We collected and analyzed the range cf existing require- that he or she might be fully conscious of his 
ments and administrative procedures for the requestors of or her decision. 
this service. If the procedure is indicated for clinical rea-

Based on the results of this analysis, an integrated medi- sons, when the person has problems of a sur
caedn of t s n stetris an gyntec , pedi- gical, obstetric or medical nature whichteam specials
cal team of specialists in obstetrics and gynecology, pedi - could endanger her health or that of the con
atry, public health, psychiatry, internal and surgical ceived off-spring in future pregnancies. 
medicine, and supported by the opinions of judicial coun
selors of the corresponding official sector, prepared an Table I synthesizes the evolution of the norm before and 
intermediate phase norm to arrive at the present norm after the Integral Population Policy. 
which is in agreement with the existing legislation and the Once the general regulations were concluded and became 
individual's freedom as promulgated in the Integral Pop- once e e dedto w e e neral beca lulation Policy. Thus, in its general guidelines, it estab- official, we proceeded to implement interval surgical
lished that: techniques for which there was a great demand by a population that had completed its desired childbearing and 

Surgical sterilization will be performed on any did not wish to resort to another pregnancy to benefit 
person of fertile age who: from a postpartum sterilization. 

Table I. 	 Comparison of the Norms of the Program of Vohntarv Surgical Sterilization Before and After the Integral 
Population Policy 

Regular Aspects Before the Integral 
Population Policy 

After the Approval of the Integral Population Policy 
Phase 1(1974) Phase II Beginning 1978 

Existence of an official norm No Yes Yes 
Yes 

Age of the requestor 
Yes

(30-35 years old) 
Any age, with 3
children alive. 25 years,
with 2children alive. 30 

No 

Yes 
years, with I child alive. 

Yes3 at any age No 
No. of children alive (3-6 children) 2 = 25 yrs. old 

I = 30 yrs. old 
No No 

Authorization of 'pluse Yes Authorization of the 
person who will undergo
the surgical procedure 

Authorization of the 
person who will undergo
the surgical procedure 

PrTeentation of proof of birth Yes 
of children alive YesNo No 
Social-economic study Yes No No 
Approval of the request for Yes No No 
sterilization by a medical committee 
Time for performing Postpartum only At any time it is requested At any time it is requested 
theprocedure____________ 
Donation of blood obligatory Yes. 200-300 gr No No 
To enter the request 30 days before delivery If possible, the same day

of the intervention 
If possible, the same day
of the intervention 

Educative work to make the 
patient conscious of his decision N Y Y 
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This program was brought to large hospitals first and a gram of promotion on a one to one basis. Mass communi
year later to small hospitals or health centers. This was cation was not used because it was not convenient at the 
because we wanted to get some experience in the new time. 
surgical techniques in hospitals with maximum facilities 
that could solve problems arising from the implementa- "o reinforce the execution of the interval surgical tech
tion of a new technique. niques and vasectomy, a plan was devised to satisfy the 

greater demand for immediate postpartum sterilization.Once the implementation of interval surgical techniques This consisted of training personnel, simplifying the sur
was firmly established, we introduced vasectomy in both gical procedures, and providing needed supplies and
small and large hospitals simultaneously, as well as in medications in all the hosptials where services are offered 
some peripheral dispensaries, at delivery. 

The implementation of the interval surgical techniques as Once the program reached this stage, mass communica
well as vasectomy was accompanied by an intensive pro- tions brought I & E to the public. 

Table 2. 	Preview of the Results of the Evaluationof the Voluntary SurgicalSterilization Program,Programof Family
Planning, Ministry of Public He ,Ith and Social Assistance, El Salvador 1979 

Aspects to be Investigated Information Obtained According to Sex
 
Female 
 Male 

No. of pl:ople investigated 24,267 234
 
Backgro .ind:
 

Urban 
 48.5% 	 32.307o
Rural 49.1% 67.7% 

Average age 28 yrs old 36 yrs old 
Education 65076 from 0-3rd grade 7007o from 0-3rd grade 
Occupation 63.8% are housewives or servants 74076 agriculture 

Marital status 	 70% live together 72% are married24% are married
 
Economic aid from consort Less than $40/m. 56.6% 
 No help. 84.6%$40-80/m 27.3% 
Children alive:
 

Urban 
 4 	 4
Rural 5 	 5 

Average of pregnancies:
 
Urban 
 5
 
Rural 
 6
 

Average abortion 0.5 per person
 

Procreation 6807o with only one man 71.1T with one woman 
2707 with 2men 19.107 with two women 

Reason for the sterilization Do not want any more Economic: 68.2%children: 80.607o 
Previous use of contraceptives:


Urban 
 63.7% used it 	 37.507 used it 
Rural 46% used it 

Repercussions of the sterilization: 8607 got better or 98.8% got better or
Psychological condition remained the same remained the same 

Family life 	 97.5% better or 98.1 %got better orremained the same remained the same 

Working conditions 	 97.5% better or I0O~7o got better orremained the same remained the same 

Extraction of the information and 	 Personnel of the Personnel of the
recommendation of the operation 	 health establishment health establishment 

Multiplying factor 	 125076 100070 
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After three years and 24,523 voluntary surgical steriliza
tions, 24,267 female sterilizations and 234 male steriliza-
tions during the period July 1, 1975 to June 30, 1977, and 
with the technical assistance of national and internation-
al organizations, we continued to design and carry out the 
evaluation in order to have some sound elements for ad
justing the program as needed. 

Three strata to be investigated were defined: 

1. Analysis of the request applications of the 24,523 
cases to find the common characteristics of this group. 

2. 	 Revision of clinical records: 10% of the female 
sterilization and 1007o of the male sterilization, in 
order to investigate: 

Characteristics of the users 
Quality of the services offered 
Complications 
Fallacies of the method 
Follow-up. 

3. 	Home visits for 2507o of the female records which 
were analyzed and for 100% of the male ones, in 
order to investigate: 

The use of contraceptives 
Attitude pre- and post-sterilization 
Information about the method 
Characteristics of the procedure. 

Once the data collection was concluded we continued the 
analysis. Table 2 shows the outcome of this analysis and 
is a preview of the final report presently in preparation. 

ACHIEVEMENTS 

In the four years of carrying out the Ministry of Health 
and Social Assistance Program, sterilization services have 
been extended to 21 health establishments. Although the 
program began in 1974, voluntary surgical sterilization 

Table 3. Voluntary Surgical Sterilization Performed A c-
cording to Sex. Program of Family Planning
Department of Public Health and Social Assist-
ance, El Salvador 1975-1978 

Steriliza-
tions 1975 1976 1977 1978 Total 

Female 9,185 12,047 15,792 18,585 55,619 

Male 127 260 267 277 
(98.3060) 

931 
(1.70o) 

Total 9,322 12,307 16,059 18,862 56,550 
(100%) 

Source: Annual reports, Department of Health Statistics, 
Ministry of Public Health and Social Assistance. 

Official Program in El Salvador 

Table 4. Voluntary Female Surgical Sterilization Accord
ing to Period. Family Planning Program, De
partment of Public Health and Social Assis
tance, El Salvador 1975-1978
 

Period 1975 1976 1977 1978 Total 

Post
partum 7,429 8.416 9,704 11,398 36,317
 

(65.30)
 
Interval 1,766 3,631 6,718 7,187 19,302


(34.707) 

Total 9,195 12,047 15,792 18,585 55,619
 
(100010)
 

Source: Annual reports of the Department of Health
 
Statistics, Ministry of Public Health and Social
 
Assistance.
 

was identified as such in the statistical records starting in
 
1975. Prior to this date it was registered as major surgery.
 

In 	the four years of the period under study, a clear in
crease can be seen. The procedures performed in the first 
year doubled in the fourth year. This increase is more 
pronounced for female surgical sterilization which al
ready existed. Female procedures represented 98.30o of 
the total for the period. 

In the beginning of the program, female sterilization was 
decidedly encouraged in the interval period, and later in 
postpartum. In the data that are investigated, there is a 
predominance of the postpartum (65.307o) over the inter
val (34.707) probably because the first one is better 
known: the mother ismore -'ponsive to the message and 
it is more convenient for her to have the procedure per. 
formed at this time. 

In analyzing the figures registered in the Family Planning
Program for the period studied, it car be seen that there 

Table S. Temporary and Surgical Methods Offered in the 
Family Planning Program, Ministry of Public 
Health and Social Assistance, El Salvador 
1975-1978 

Methods 1975 1976 1977 1978 Total 
Tempo

rary 23,972 29,553 31.931 27,906 113,362
 
(72.1o) (59.80o) (66.77o)


Surgical 9,322 12,307 16,059 18,862 56,550
 
(27.9%) (40.40o) (33.3%)
 

Total 33,294 41,860 47.990 46,768 169,912 
(100%) (100%) (1oo%) 

Source.: Annual reports, Department of Health Statistics, 
Ministry ofPublic Health and Social Assistance. 
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is a predominance of temporary methods with a slight de- have the right to decide the social and economic 
crease in 1978. Temporary methods were 66.7% and sur- needs of the requestors of services and to impose
gical methods 33.3% for the period, their religious beliefs on them; 

There is an obvious increase in acceptance of surgical 9 Resistance by the executive, medical, paramedical 
methods which rise from 27.9%7o in the first year to 40.3% and auxiliary personnel to the application of modi
in the 4th year. fied general regulations established for the voluntary 

sterilization program; 
Based on the data registered for the Family Planning Pro- a Limitations in the training of medical personnel, par
gram of the Ministry of Public Health and Social Assis- ticularly in the vasectomy technique;
 
tance, in the National Investigation of Fecundity and
 
Family Planning of El Salvador-1973 (FESAL-1973)

carried out by the Salvadoran Demographic Association a Difficulties in maintenance of the laparoscopy equip
and, applying the index of desertion of the Program in re- ment;
 
gard to temporary methods, there is an estimated 1978
 
surgical method activity of 89,837 people with 46,517 for e Limitations of supporting equipment: autoclave,
 
temporary metlhods. The latter is conditioned by the high washing machine and dryers for the surgical liners;
 
index of desertion (56.4%). 
 e 	Limitation of expendable materials such as surgical 

linen and thread for suture; 
The efforts of the Ministry of Public Health and Social 
Assistance Program are increased with the activities of Difficulty in transporting rural acceptors of interval 
the Salvadoran Demographic Association, as it can be methods; 
seen in Table 7. In all the agencies there is a predomin- 9 Limitation of printed material for promotion; 
ance of female sterilization, with a greater activity in malestcrliztio sevicesterilization services bytheSal'adoan emorapic Limitation in the veracity and appropriateness of theby the Salvadoran Demographic saitcli f r ai n
 
Association. statistical information;
 

a Some disagreements between the needs of the pro-Through the technical Population Committee, the co- gram and the cooperative policy of the funding
ordination between the three agencies has entered a phase organizations. 
of consolidation. 

According to the data registered, we estimate that the Table 6. Active Users of the Temporary and Surgical
three agencies have a national coverage of activities in all Methods. Family Planning Program, Depari
the methods evaluated at 20.4% and 22.33% Fr 1977 and ment of Public Health and Social Assistaice,
1978 respectively. 	 El Salvador 1975-1978 

PROBLEMS IN THE IMPLEMENTATION AND 1975 1976 1977 1978 
EXECUTION OF THE PROGRAM Methods 

Temporary 33,198 38,542 43,049 46,517
A review of the difficulties in planning and carr,; ig out Surgica 44,575 54 71,788 89,837 
the program gives the following summary: 

Total 77,773 94,916 114,837 136,354 
* 	Indifference on the part of some profbssional levels 

closely related to the population problem; Source: Annual report of the Department of Health 
" 	Misinterpretation by some doctors who think that Statistics, Ministry of Public Health and Social 

since they ha'le obtained a university degree, they Assistance. 

Table 7. Voluntary Surgical Sterilization Performed According to Sex and Agency, National Family Planning Program
I.S.S.S. - A.D.S. - M.S.P. and A.S., El Salvador 1977-78 

1977 1978 
Agency ISSS ADS MSPAS Total ISS ADS MSPAS Total 
Female 2,348 1,718 15,792 19,858 2,048 2,364 14,169 18,581 
Male 159 404 267 830 189 296 248 733 
Total 2,507 2,122 16,059 20,688 2,237 2,660 14,417 19,314 

Source: 	Statistical Reports of Salvadoran Institute ofSocial Security (ISSS)Jan-Oct.; Salvadoran Demographic Associ
ation (ADS); Ministry of Public Health and Social Assistance (MSPAS), Jan,-Sept. 
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Health Care and Voluntary Sterilization Chairperson: Dr. Vitoon Osathanondh,
Thailand 

What are the public health benefits of voluntary steriliza-
tion and how do we link sterilization, family planning, 
and health services to acceptors and their families? Task 
Force 2 identified possible ways of providing voluntary 
sterilization services as part of more comprehensive ap-
proaches. 

Benefits of Voluntary Sterilization 

Voluntary sterilization can have many health benefits for 

mothers and children. Using Nigeria as an example, it was 

pointed out that with a mortality rate of 8.4 deaths per 
1,000 births (56 times that of a developed country), 
23,500 maternal deaths occur annually. Sixty percent of 
these are associated with grand multiparity. If each such 
patient accepted postpartum tubal ligation after her ideal 
family size had been reached, then maternal deaths from 
childbirth would drop to 9,400 per annum. Grand multi-
parity, however, is not an easy term to define and the 
group felt that clarification is needed in order to reach im-
portant decisions about sterilization, 

The Task Force felt that when a couple's ideal family size 
is reached and no more children are wanted, sterilization 
should be available regardless of the woman's age. The 
costs of temporary methods are high-both economically 
and in terms of the high health risks involved-particu-
larly for those who have reached their desired family size. 
Surgical contraception has been shown to be at lower risk 
than temporary methods, so the long-term health bene-
fits are attractive. 

Linking Sterilization and Health Services: Is It Feasible? 

Although integration of family planning and health serv-
ices is feasible, health services generally are unavailable to 
the total population. Primary health care, therefore, 
could be the better linkage, 

Task Force 2 thought that the linkage of obstetrics and 
gynecological services with pediatrics could be used to 
provide preventive health services. Maternity wards are 
also good settings for sterilization programs, but other 
types of delivery systems should be used as well. Rural 
patients, for instance, may desire fertility control but are 
often unwilling or unable to go out of their rural area. 
Consultants in obstetrics and pediatrics can visit primary 
health centers in rural areas and provide antinatal services 
for pregnant women and well-baby services for children. 
The team can also hold periodic sterilization camps in 
these areas. 

Co-chairperson: Dr. Roger Bernard, Switzerland 
Rapporteur: Dr. Marian Hamburg, U.S. 

Types of delivery systems depend on the country, culture, 
the geography, and many other factors. Some suggestions 
included sending medical teams to rural health centers to 
provide services; using community health aides or others 
to select and prepare patients; using midwives or local 
leaders to participate in service programs; and providing 
full time outreach workers fo,' education and family plan
ning, with vans for mobile primary health care. The 
major constraint in the linkage of family planning with 

general health care is that curative care always takes pre-

At basic primary health care levels, where government 
programs permit, local leaders and health workers can be 
used for family planning orientation and referral of high 
risk patients for sterilization. At higher levels, trained 
paramedics can be used in all phases of family planning
from pill distribution to referrals of' voluntary steriliza
tion acceptors to support hospitals and clinics. 

The use and/or combination of existing health care sys
terns with family planning programs rather than the in

stallation of independent projects is logical, more eco
nomic, more efficient and can be better controlled. 

How I)o We Provide the Services? 

The most effective way to extend services to tie largest 
number is to use the existing organized health infra
structure where time, space, budget, and personnel exist 
to make it work. This has the benefit of providing broad 
services such as screening, treatment, and follow-up so 
that maximum potential for health improvement is real
ized. In any such service, however, preventive education 
should alwavs he included. 

Information and Education 

Throughout its discussions, the Task Force affirmed the 
need for education in connection with all aspects of serv
ice provision by whatever system. A resolution of im
portance for health education was that colleges and "ini
versities be encouraged to include in the curricula for all 
students information about the problems related to popu
lation growth. The recommendation was based on the 
need for policy level decisions and family planning pro
grain support in many countries. These decisions will be 
made by the educated leaders of the future who need to 
have a better understanding of the problem and of possi
ble approaches to solutions. 

Task Force 2 therefore asked the General Assembly of the 
conference to consider enlisting the support of Ministries 
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of Education and university authorities to include popu-
lation dynamics and biology of reproduction in the cur-
ricula. Medical and nursing schools were urged to provide
education in all methods of spacing including voluntary
sterilization. Preparation of all public health educators 
and other helping professionals should include study of 
the role of population and family planning in total devel-
opment. Broadening of the curriculum in these ways
would constitute an important new health input around 
the world. 

The Task Force also felt that educational programs are 
needed for those of high influence at the local level such 
as grandmothers, midwives, and community workers. To 
be effective, and to have political impact, the voluntary 
sterilization movement must communicate to all that the 
population problem isa health problem. 

How Do We Determine the Proportion of 
Male to Female Sterilization Services in National Family
Planning Programs? 

Task Force 2agreed that the optimal mix of contraceptive 
methods in a family planning program is a national 
matter that wil! vary among countries. There were dif-
ferences of opinion as to whether voluntary sterilization 
should be the primary contraceptive method. Most agreed 

that all methods are needed, and that the chosen method 
depends on the needs and ages of the acceptors. 

Terminology 

Like Task Force I, this group was also deeply concerned 
about the word "sterilization," pointing out that world
wide ethnographic data show that it almost always has a 
negative connotation. Because language has crucial im
pact on program effectiveness at every level, the group
recommended that the term be modified. 

RESOURCE PERSONS 

Dr. Gloria Aragon, Philippines 
Prof. Youssef Boutaleb, Morocco 
Dr. Hugh Davis, U.S. 
Dr. Mahmoud F. Fathalla, Egypt 
Mrs. Polly Fortier-Harrison, U.S. 

Dr. Dina Jarrett, Sierra Leone 
Mrs. Zahiah Marzouk, Egypt 
Dr. Hyung Jong Park, Korea 
Dr. Morakinyo 0. Sogbamnu, Nigeria 
Dr. Benjamin Viel, England 

SFLECTED PAPER SUBMITTED TO TASK FORCE 2 (for text, see page 175) 

Sterilization: A bridge to preventive health care for acceptors and their families. Polly F. Harrison. 
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Resources, Strategies and Programs for Chairperson: Dr. Nafis Sadik, U.S. 
Voluntary Sterilization 

Task Force 3 considered the elements of a comprehensive 
program, including the financial, physical and manpower 
resources and how to assess them, and the strategies for 
including voluntary sterilization in broader development 
programs. 

The Physician: Attitude and Response 

The primary factors affecting acceptance of voluntary 
sterilization and, consequently, the development of a 
service program, is the attitude of the physician. Without 
positive, supportive, and informed response by physi-
cians, programs cannot be successfully established. Task 
Force 3 thought that physicians as well as consumers re-
quire more education in understanding voluntary sterili-
zation, especially vasectomy. There was consensus that a 
lack of knowledge about vasectomy coupled with the 
non-availability of service prevents an expanded rate of 
acceptance for voluntary sterilization. 

Performance of vasectomy and postpartum sterilization 
should be required in basic medical training, 

Strong emphasis was placed on avoidance of coercion in 
all programs, especially post-abortion, and the possibility 
of reversibility should not be used as inducement for 
sterilization. The group felt that reversibility centers 
should be established and the performance carefully mon
itored, but stressed that consumers must be warned that 
the procedure is considered permanent. 

Resources 

re-In considering the financial, physical and manpower 
sources needed, the Task Force felt that institutional sub-
sidies should be expanded to keep up with increasing con-
sumer demands for services. If such subsidies are pro-
vided, the elitire team-nurses, counselors, field staff-
should share the benefits. 

Co-chairperson: Dr. Malcolm Potts, U.S. 
Rapporteur: Dr. Richard Derman, U.S. 

It was suggested that governments consider "buying
into" the private practitioner systems with subsidization 
of equipment, free access to contraceptives for sale or 
supply to consumers, and encouragement to banks to 
make low-cost loans available to young doctors. 

Settings or Facilities for Voluntary Sterilization 

The need now is to place priority on expansion of post
partum services without losing initiatives for interval 
sterilization or for vasectomy. Although demand for in
terval sterilization far outstrips available resources, post
partum sterilization-where there already exists an insti
tutional base and available trained personnel-is a neg
lected area. It was agreed that facilities where deliveries 
occur are also ideal for provision of pre- and post-natal 
care. This concept fits well with the consensus that steril
ization as part of family planning must be integrated into 
MCH or family health programs. 

The Task Force also recommended that, given the proven 
acceptability and ease of performing vasectomy proce
dures, expansion of vasectomy services should be pro
vided through the MCH infrastructure. In addition, the 
group recommended that maternal/child health consider
ations, including availability of immunization, be inte
grated into the voluntary sterilization effort. 

RESOURCE PERSONS 

Dr. Ruben Apelo, Philippines 
Dr. Kyung Kyoon Chung, Korea 
Dr 
Dr. Sergio Correu, Mexico 
Dr. Nimrod Mandara, Swaziland 
Dr. Robert Santiso-Galvez, Guatemala 
Dr. Pierre Sende, Cameroon 
Ms. Olga Lucia roro, Colombia 

SELECTED PAPER SUBMITTED TO TASK FORCE 3 (for text, see page 175)
 

A strategyfor the development of a national surgical sterilization program in Pakistan, 1976-1981. Fakhar un-Nisa.
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The Non-Governmental Sector in 
Developing Voluntary Sterilization 
Programs 

Although Task Force 4 shied away from making spcd o 
recommendations, provocative ideas and cautionary in-
sights werc plentiful in the group's discussions. In con-
sidering the role of a voluntary organization in national 
decision-making, the group agreed that the organization's
primary role is to influence government policymaking by 
innovation (i.e., the development of ne%. ideas, ap
proaches, and programs) and through education and non-
coercive advocacy. The latter was defined as continuing
education of and communication with public officials, 
both elected and civil service. The goal of lobbying isan 
educated governing group, sensitive to the vital impor-
tance of family planning and aware of its linkage to na-
tional development. In many countries, non-coercive ad-
vocacy may be instrumenta! in creating demand leading
to change in government policy, 

Once favorable government policy and programs are es-
tablished, tile voluntary organization continues in a sup-
plementary and advisory capacity to the main program.
The continuing development of innovative approaches
and alternate solutions isan important element in sustain-
in). cooperative relationships. 'file advantages for tile vol
tntary organization arc tile freedom from bureaucracy
for local innovation and for administration of out-of-
country grants. This may, in turn, further influence 
government policy, 

Emphasis of tile Task Force's discussion cc;;wered on 
maintaining cooperative and supportive relationships
with the power structure, but it was noted that this might 
riot be possible in all situations. It was suggested that 
structured conflict (e.g., a public campaign for legaliza
tion of voluntary sterilization) may be necessary. 

Comnercial and Private Approaches to 

Voluntary Sterilization 


It was agreed that commercial marketing techniques
could be usefully adapted in promotion of voluntary 
sterilization, if the idea of "getting something of value" 
was effectively communicated. In this case, "social mar-
keting," where the reward is social rather thati monetary, 
was seen as the proper adaptation of commercial tech-
niques. The I-long Kong and Sri Lanka experiences were 
cited as successfl examples of social marketing. 

The industrial sector may be persuaded to include family 
planning information and services in company health 
programs if the company is convinced of its importance 
to workers' health and the health of tile country's econo-
noy. The T, 'k Force agreed that the key is education, 
comnmunication, and lobbying, and they repeatedly 

Chairperson: Dr. Fernando Tamayo, Colombia 
Co-chairperson: Dr. Chung-Tai Kim, Korea 
Rapporteur: Mrs. Anne Howat, U.S. 

stressed that successful persuasion lies in personal contact 
and good interpersonal relationships coupled with a gen
eral public awareness of the importance of voluntary 
sterilization in family planning. 

Role of Religious Institutions 

Again, the major theme in this discussion centered on 
personal comnmunication. The group felt that one must 
not assune that the religious sector is permanently hos
tile; often a religious official may be simply uninformed 
and may equate sterilization with castration or mutila
tion. Since most religions are dedicated to the goals of 
social betterment and human dignity, they may be ap
proached at this level, and may be willing to tacitly, if not 
openly, support tile goals of family planning. 

The group noted that the family planning movement in 
gen ral has not paid a3 much friendly attention to relig
ious groups as is desirable. 

Where Sterilization isUnaccepted 

In countries where voluntary sterilization isnot accepted,
it is first necessary to carefully review the situation to 
avoid duplication and confict. The next step in starting 
an organization is to develop a dedicated core group with 
clearly defined objectives. Would-be organizers were 
cautioned to be tactful. Getting through with facts to the 
people in power is tie most important step since govern
ment officials may be confused about the economic, 
social, and health benefits of family planning. 

The Task Force emphasized that, at whatever level of 
involvement, the voluntary organization must be willing
to share credit with the government to avoid counter-pro
ductive jealousy that may develop. 

RESOURCE PERSONS 

Dr. John C. Cutler, U.S. 
l)r. Melanio Gabriel, Philippines
I.. Col. Dennis Hapugalle, Sri Lanka 
Dr. Hadi EI-Zein Nahas, Sudan 
Dr. Milton Nakamura, Brazil 

1)r. Tenrei Ota, Japan 
l)r. Badri Raj Pande, Nepal 
1)r. Azizur Rahman, Bangladesh 
Dr. Pramilla Setnanayake, England 
Prof. Jae-Mo Yang, Korea 
Ms. Maria Louisa Zardini, Italy 



TASK FORCE 5:
 

Utilizing Evaluation in 

Program Development 


Is program evaluation really important? What are the 
scope, purpose, process, benefits, costs? How do we 
determine the needs and demands for program planning-
needs assessment studies and what factors determine the 
feasibility of starting a program? Is the program opera-
tion in good health and how do we determine its success? 
How is evaluation used as a tool for program managers 
and decision-makers? Task Force 5 concluded that the 
subject matter was too broad and too complex for in
depth consideration in the time available. 

Substantive discussions centered around the papers pre-
sented, but questions relating to the use of evaluation 
projects tended to elicit discussion of general manage-
ment principles that apply to most programs and not 
uniquely to sterilization programs. Nevertheless, the Task 
Force felt thc the following recommendations can serve 
as useful guidt. .aes to indicate to program managers the 
kind of information they require, their role on the evalua-
tion team, what to evaluate and when, skills needed for 
proper program and job performance, and the organiza-
tional aspects of their programs, 

* 	Evaluation should be an on-going process, but its 
nature, purpose and design will vary with the stage of 
development of the program. 

• Program administrators should be deeply committed 
to and involved in the efforts of the evaluation team 
so that evaluatic-' results can be used, yet care must 
be exercised by the rest of the team to ensure that 
results are not biased. 

" 	In addition tc management skills, public health ad-
ministrators of sterilization programis sji;:ld have 
competent analytical and s.atistical skils for -ro-
gram operations. 

Chairperson: Dr. Does Sampoerno, Indonesia 
Co-chairperson: Dr. Elton Kessel, U.S. 
Rapporteur: Mrs. Dorothy Nortman, U.S. 

• Evaluation should make proper use of relevant em
pirical data. Awareness of the data limitations and 
their relation to each other is essential for proper 
analysis and interpretation. 

* 	 Program administrators should pay attention to the 
quality of :heir service and administrative statistics 
which are the basic ingredients for evaluation af 
program performance. 

* 	 Although it is tempting to by-pass bureaucracies in 
order to get programs operational, this can be coun
ter-productive because programs can fall apart with
out bureaucratic commitment. 

0 A rank ordering of program performance encour

that they can move higher up in the ranking. 

* 	In rank ordering, identify the problems that acccint 
for low ranking programs ano take indicated reme
dial action where possible (i.e., change leadership). 
Information and educational efforts might be called 
for. 

e 	Evaluation projects should address specific questions
and conclude with recommendations for remedial 
action. 

RESOURCE PERSONS 

Dr. Kye Choon Ahn, Korea 
Dr. J.C. Baltazar, Philippines 
Prof. Kee Chun Han, Korea 

Mr. Kap Suk Koh, Korea 
Dr. Leila Mehra, Switzerland 
Dr. J.Y. Peng, U.S.
 
Dr. Jack Reynolds, U.S.
 

SEL ECTED PAPERS SUBMIT TED TO TASK FORCE 5 (for texts, see page 175) 

Feasibilitystudies regardingdeterminantsof demandfor voluntary sterilization. J.C. Baltazar and L.B. Valencia. 
Promotionofpostpartumcontraceptionusing MCM as a tool of management. Roger P. Bernard, Ellen M. Kendall and 

D.M. Potts. 
Thepotentih 'enana/,frvoltintarysterilization:sonefindingsfrom the worldfertility survey. J.W. Brackett and R.T. 

Rave:th. 
The dctnogrr.phicimpaci of voluntarysterilizationanditsrelationto other birth controlmethods. Dorothy L. Nortman. 
Trends in the Indian sterilizationprogramn. Datta Pai. 
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Decision-Making and Policy-Making Chairperson: Dr. Somboon Vacharotai,Thailand 

for Voluntary Sterilization Rapporteur: Dr. Louise Tryer, U.S. 

Discussions centered around the legality of sterilization, 
its acceptability to consumers, national leaders, and pro-
fessional medical/health communities; policy develcp-
ment; recruitment and training personnel, establishment 
and equipping of facilities; and the role of non-govern-
mental agencies. 

Legality 

The grorv recommended that concerted efforts be made 
to repeal laws declaring sterilization illegal. Where no law 
proscribes sterilization, it may be assumed that surgical
contraception can be an integral service component of a 
family planning program, 

In addition, legal restrictions need to be lifted regarding 
eligibility criteria for voluntary sterilization. Although
decision-makers may wish to develop some guidelines as a 
model for eligibility criteria, such guidelines must be 
flexible enough to change as program goals are adjusted
to meet changing situations and objectives over time. 

Acceptance by Consumers 

Acceptors need information and education about benefits 
of fertility termination. Once I & E is provided, the meth-
od is readily accepted by females, less so by males. Ac-
ceptance has clearly demonstrated rising demand for serv-
ice, far exceeding capacity to meet the need in most coun
tries. 

Acceptance by National Leaders and 
Medical/Health Community 

The medical establishment and other health professionals 
are vital to acceptance of voluntary sterilization pro-
grams by government decision-makers. Government 
leaders who are concerned about improving the quality 
of life for their people, whe are educated in the benefits 
of population stabilization, who seek economic develop-
ment, will want to incorporate voluntary sterilization as 
an integral part of health services, 

Policy Development 

All governments should be encouraged to establish a 
framework to coordinate and direct implementation of 
national family planning programs with surgical contra-
ception as a key component. It is essential that country-

specific, achievable family planning program goals be set 
which include specific demographic objectives over time. 
When access to services is limited, top priority should be 
given to older multiparas in poor health. As these high 
risks needs are met first, women of lower parity, lower 
age will spontaneously seek services. 

Recruitment and Training 

There was consensus that recruitment and training receive 
top priority, and that they precede or occur simultaneous
ly with establishment and equipping of facilities. Training
of most service providers should take place within the 
country. If this is not feasible, training should be region
al, and the setting should be similar to the trainee's own 
country. Some highly specialized individuals requiring a 
high degree of expertise may be sent to a developed coun
try for training where additional benefits may accrue 
from learning and sharing new technology. 

Data Collection, Evalution and Management 

Information Systems 

These were viewed as integral to all voluntary sterilization programs. In establishing new programs, systems need to 
be installed simultaneously with program initiation to en
sure availability of data necessary for future progam
matic decisions. 

Non-Governmental Agencies (NGO) 

These agencies were seen as initiators and catalysts that 
move government into assuming responsibility for imple
menting national family planning programs which incor
porate voluntary sterilization services. In addition, the 
NGO may press for rapid implementation of a new, high
demand service such as sterilization by promoting the 
need for categorical funding for such programs. Once the 
structures are established to provide services with non
biased emphasis, non-governmental agencies maintain 
liaison and promote coordination. 

Working with International Donors 

The group recommended that policies of international 
donors be revised to allow greater flexibility in meeting 
recipients' needs for program development and imple
mentation. 



77 

It was noted that donor restrictions can and do hamper or 
even immobilize development and implementation of cer
tain voluntary sterilization programs, e.g., restrictive 
policies regarding purchasing of equipment manu-
factured in donor countries, restrictions on use of funds 
for vehicles to provide rural service, restrictions on use of 
funds for technical assistance, equipment maintenance, 
or purchase of necessary drugs. 

Task Force Summary 

RESOURCE PERSONS 

Task Force 11 was unique in that its 22 participants were 
governmental ministers and senior government officials, 
all of whom served as resource persons for this high level 
meeting. 
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Education for Family Planning
 
in Mexico
 

Manuel Urbina 

As an element of population policy, an education compo-
nent for family planning isa fundamental aspect of Mexi-
co's development policy. In 1977, the Mexican govern
mnent approved the National Family Planning Program
for the institutions of the health sector: the Ministry of 
Health, the Institutes of Social Security, and the National 
Program for Integral Family De~cloprient. 

Under this plan, family planning isan integral part of the 
health programs, especially those related to maternal and 
child care. The plan establishes demographic goals for the 
first time in order to reach a growth rate of 2.5(,o by 1982 
arid 1.0% by the year 2000. 
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Considering family planning as a responsible population 
attitude and action to improve the quality of life for all, 
the National Planning Program is integrated into tile 
health sector via urban and rural programs whicti are 
recognized as a priority throughout the Mexican Re
public. Both urban and rural programs are complemented 
systematically by other educational support programs
and by social and biomedical research. 

I will only mention the educational program, describing
in general how it is integrated, its justification and objec-

tives, the strategies used for the implementation, its main 
obstacles, its evaluation mechanisms and the results. 

THE PROGRAM
 

The educational program takes as ageneral principle that 
the acceptance and practice of family planning implies 
change's in attitude and behavior which result from cul
tural and social factors. Therefore, the inclusion of for
nial and informal education strategies is required in fani
ily planning, to allow changes in behavior and traditional 
customs that arc now%obstacles. 

The educational program is divided into three sub
programs:
 
I.One designed for the health sector through schools 

and faculties of medicine, :ursing and social work;and through service training for health personnel in 
the different health institutions; arid through man
power development for family planning. 

2. One designed for the educational sector, for student 
school teachers arid teachers in service, and through 

them for students at different levels. This subpro
gram isespecially oriented to the adolescent population. Also, there is a motivational program for the 

teacher to be a user of the family planning services. 
3. Within the third subprogram, educational actions 

are taken in governmental agencies, in coninmunity 
programs, in specific con,-nis oriented to special 
groups such as syndicates, technical and scientific
trade unions, coimmittees for youngsters, civil as
sociations, social, official and private volunteers. 

a 
Each program was adaped to the rural or urbanl popR
lation to which it was directed. 

These subprograms intend to solve some problems: 
A. 	 The lack of topics on family planning arid sex cdii

cation as basic parts of the curricula of faculties 
and schools of' medicine, nursing and social work. 

13. The lack of collaboration between the health sector 
arid the educational institutions for the dissemina
tion of inforniation, education aia communication 
programs. 

C. A lack of specific programs for training and in
service training in family planning. 
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STRATEGIES AND CONTENT 
Figure2. 

The strategies have a collective approach well anas as 
individual one in the urban and rural settlements for both 
the providers and the users through: 

R Use of traditional medicine and its channels of com-
A munication; 
A e Use of social marketing for creation of demand; 

la
EDCAIO A PRG A R.' Elg.RDClATV I Population education;WTlqloR
 

*R I Use of mass media; 
A* Use of incentives, and 

SPCA GRUP, R Integration of planning of family planning with 
A other development programs. 

Figure3. 

D. The unkown amount of manpower needed to train
 
in family planning so that the needs of the rural and
 
urban programs can be met.
 

E. There isno manpower to work as trainers in order
 
to orient the existing didactic techniques towards a .- ,
 
real integration of education with service. We
 

F. 	Until now, knowled6L and information about fam
ily planning has not been introduced into the edu
cational sector in a systematic way via the study I
 
plans of their institutions.
 

G. 	 The lack of didactic material for students and Un,-n U-,n
 

teachers. r lly'hoso-


H. The isolation and lack of participation of organized 
groups as agents of influence for the dissemination
 
of family planning information.
 

I. 	 The lack of informative material, according to the The basic contents of the IEC are alvavs oriented to

specific needs of urban or rural populations, changing the attitude and behavior of the population to-


J. 	The lack of promotion of vasectomy and informa- wards:
 
tion about it for the male population.
 

K. The absence of evaluation of educational processes I.Beginning childbearing at alater age, not necessarilyfor the providers as well as users 
 within marriage. It isrecommended between 23 and 

25 years old. The age average in Mexico is 19 years
old. 

2. Spacing between pregnancies is promoted from 3 to 
The objectives of this program tend to satisfy tie afore- 5 years after the first pregnancy.
mentioned problems through strategies to allow partici- 3. Early termination of reproduction by insistence onpation of all eleirents of the health sector, through educa- no pregnancies after 35 years of age.
tion and service, as well as formal dissemination within
the educational sector and coordination with other re- This orientation isalways fundamental in its relation to
lated sectors. In order to systematize such strategies, the effects on health. 
educational program was planned by the National Coor
dination of Family Planning. The strategies used direct As support for the above changes, the strategies tend toinformation, education and communication to meet the promote family planning methods. These are grouped by
needs of the population in4 different areas: informa- temporary or permanent methods. The term temporarytion; acceptance; use; and continuity, allows us to clarify that, once the use of these methods is 
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A. Preventive activities and clinics where the 6th year
Figure 4. student provides orientation and assistance to 

women and children through pre-natal control, 
partum, puerperium, family plannning and child 
health control. 

B. 	Self-teaching activities, where the student is specifi
cally oriented to family planning through a manual. 

The student population of the Faculty of Medicine that 
received information, orientation and training during 
1978 was 8,103 students (2,137 in fourth year, 3,015 and 
2,950 in fifth and sixth year respectively). 

Other schools of medicine are implementing programs of 
motivation and information on family planning for 
teachers and students as a prior step in its integration into 
the curricula. 

The health sector institutions proposed the project "Inte
gration of Family Planning in the Present Curricula" of 
schools of nursing and social work. 

The main obstacle is the great number of students all over 
the country. There are 86,000 students in the schools of

suspended, fecundity is resumed. These methods include medicine only but not enough resources, and there are 
pills, injectables, IUDs, foams, preservatives and rhythm many doubts as far as traditional teaching is concerned. 
method. Advantages and disadvantages are mentioned. 

The strategies are introduced through groups of students 
The term "definitive" (permanent) is understood and and teachers, and through school associations, so that 
accepted in a sense of irreversible. It was found that the with collaboration and promotion, interested persons are 
terms "sterilization" and "surgical" are not accepted, motivated. Also, medical associations and academis are 
especially by the man, as they are interpreted as impo- involved through up-dated special courses. 
tency or disease that requires a "surgical operation." The National Coordination and health sector representa-
This implies risk to health and vitality. tives responsible for teaching and training integrated a 

manpower development team in family planning. ThisWith the permanent methods, vasectomy and salping- team designed and printed audiovisual materials for in
oclasy are promoted. The last is known by most of the formation, orientation, and motivation of users. 
women as "ally." 

Such materials are distributed and explained by volunteer
The physical, human and financial resources to realize and health personnel at exhibition stands located in clin
this program come from the health sector. Presently, ics and work centers of urban and rural areas. 
strategies have been decentralized through interinstitu
tional commitees it; each state of the country. Committee Pamphlets and manuals have also been produced. (See
responsibility is the program implementation. Figure 5.) 

RESULTS AND OBSTACLES 	 Figure 5. 

For the health sector subprogram, the study of family 
planning in 4*h year gynecology and obstetrics was intro
duced as compulsory in the curricula of the Faculty of 
Medicine of the National University, the largest in the 
country. A specific and thematic unit was associated with 
practice during the development of the course, supported 
by another thematic unit on sex education. 

For the intei nship (fifth year) a didactic monthly unit 
titled "Methods of Family Planning" was integrated, 
consisting of a description of current contraceptive meth
ods, as well as the basic norms for adequate use that the 
doctor should follow. d 

For the sixth year medical student's program called 
"Social Service," two work areas are listed: 
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Figure 6 

We changed our delivery systems, couple whether or not they had re- But soon we saw the results, so we
Before, we delivered babies to every quested themi. had to change our system. 

IAMBIAMOS NUESTRO
 
ISTEMA DE ENTREGA..
 

ANTES.
 
ENTREGABAMOS PREVIA, ... PERO PRONTO
BEB$SIN SOLICITUDQUE IATODASLASPAREdA.CONOCIAMOS... NVIMOS LOS RESULTADOS !! 

Now we work only by request, in will be welcome and well-nourished 
order to guarantee that each baby and educated. 

We put these elements to
gether fnr an urban pos

= ter. The elements are quite 
different for use in rural 

.] areas. 

ASEGURARNOS DEAHORA: PARA QUE CADA BEBE,LLILueA0o. AUMENTADO8010 TRUANAM S OMESOL PDIIPBA O VA ASER. BIEN RECIBIDO, 

As a result of astudy, these materials were adapted to the In manpower development, a program was implemented
rural area through the use of photographs and a special based on the experience developed by the systems analysis
type of drawing. This situation is different from the model proposed by the WHO in the manual "Adminis
urban area. Above are some examples of what I mean. tration of Health Projects."(2) It was adapted to the 

needs and resources of our country. The document de-
A study isunderway to find channels and codes of com- scribes programs for preparation and training in family
munications in family planning for the rural area. This planning service for various health sector institutions as
study will point to needed content for the elaboration of well as a trainee program of the institutional type.
radionovels (soap opera). The manpower program will help to guarantee trained 

personne! so we can achieve our goal of reaching all active 
For training purposes, we have developed manuals of and new users of family planning.
human sexuality, family planning methods (manual for 
the promoter), a guide for the activities of the voluntary The experience gained with this methodology will allow 
promoter on family planning and, a manual of family service providers-doctors, nurses, social workers-to
planning for the trained midwife, enlarge their teaching programs and to take part in them. 

The main obstacles are the lack of motivation of health 
According to the information obtained by the National personnel, the concentration of resources in the tertiary
Prevalence Study made by the National Coordination, care, and the lack of orientation to the theoretical con

91.7°70 of women between 15 and 49 years know at least tents. The main problem remains the delivery of services. 
one contraceptive method; 43% of them try to get infor
mation on family planning through doctors and health The most important strategy was to involve general prac
personnel in general. Because of this important finding, a titioners as family planning deliverers and leave to the 
monthly publication containing recent national and inter- ob/gyns or surgeon specialists the most complex pro
national news about family planning and information cedures such as vasectomy and salpingoclasy, for which 
about results of our program was begun in January 1979. specific centers of training have been created. In Mexico,
It is sent to 25,000 doctors around the country. the permanent methods are second in t:se to the pill. 
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In the education sector, we have campaigned for the who have presented 284 orientation talks. By the end of
teacher to use family planning services. There are 70,000 1978, 930 parents and 8,700 adolescents had attended. 
teachers, 60%70 of whom are women. 

Special adult education courses on sex education and EVALUATION 
family planning for teachers and other adults were initi- The evaluation of the *ducational program is built into 
ated including the introduction of the subject matter into the national plan. 
text books. 

In general, as a result of the information, evaluation, re-A book on sex education was published and an informa- search and supervision systems, we have come to know
tive picture about the demographic situation in Mexico the demand, the resources, the services and the expected 
was produced, results. 

The National Association of Family Planning developed Specifically, through our pilot projects and through the 
an educational soap opera which was broadcast on na- use of didactic training tests, we test for acceptance, inter
tional commercial television during a five month period. pretation and comprehension of information and promo-
The Association has several other activities in conjunc- tion materials as a prerequisite to their production and 
tion with the health and other public administration distribution. 
institutions. 

CONCI.USIONS
 
In April 1978, a center was created for orientation of ado
lescents from 12 to 19 years old. The center provides in- We do not 	know much about the nature of learning and
formation on sex education and family planning services perception of the population in the family planning area,
with the participation of the parents. but as far as our experience is concerned, we can identify: 

To ac.omplish this work, the center trained and prepared That both rational and emotional elements influence
80 doctors, 70 social workers and 62 "young animators" 	 a favorable or unfavorable behavior towards family 

planning. They are present not only in the users, but 
also in the service personnel, and up to a certain 
point, they affect the integration of the cycle of in-

Figure 7. formation-acceptance-use-and continuity of the 
programs and specific methods. 
That the doctor plays an important role within the 
learning process of the users, and his attitude and
behavior determine whether or not couples practice 

..........- the strategies of delaying childbearing, spacing be
,,6, . V tween pregnancies, and early termination of repro

duction. 

* That, in order to get the most efficient family plan-" 	 ning services, we need more social research, the iden
tification of problems, and the development of adequate solutions, all of which should be used as part 

of the preparation and training programs for service 
personnel and community health auxiliaries. 

A, ,, 	 That a knowledge of the characteristics of the audin........... 
 ence for information and promotion efforts about 
family planning is so important that omission is the 
cause of IC failures. 

REFERENCE
 

I. Bainbridge, J. and Sapiere, S. 1974. Health project manage. 
inent, a nanual of procedures for fornnating and imple
inenting health projects. Geneva: WliO Publication No.
 
12. 



Planning an Information and
 
Education Program
 

Azizur Rahman 

At the time of the establishment of a clinic, certain basic 
points of I & E should be considered. For whom is the 
clinic intended? Is it physically within easy reach of the 
target clients? In other words, will the clinic make its serv-
ices available to the people? Family planning program 
managers generally agree'that "availability of a method 
is the key to its use." 

Indeed, in voluntary sterilization, supply creates its own 
demand. In planning proper accessibility to the service, 
the existing conimun.'ation and other infrastructure fa-
cilities should be taken into account. If the target is made 
aware of the existence of a clinic that can be easily
reached, the first phase of I & E has been accomplished. 
In Bengali there is a saying, "When you see a barber, you 
feel that you need a haircut." 

After the location of a clinic comes the question of its 
service. In voluntary sterilization, quality and quantity 
are not in inverse relation but quantity (the flow) of pa-
tients is directly proportional to the quality of' service. 
Quality of service does not mean only quality and safety 
of the surgical procedure; it also means patient handling,
pre-operative and post-operative counseling, as well as all 
the other aspects of the human relationship experienced 
by the patient during the hospital/clinic stay. And quality 
also means that service should be broad-based enough to 
provide for all kinds of client needs. For example, a client 
with one child walks into a voluntary sterilization clinic, 
The clinic, finding him/her "ineligible" for voluntary
sterilization, refuses to provide the service. For many 
years after, this person will nurse the feeling that his/her
pursuit of family planning was a fruitless and wasteful 
exercise, and that fact will dampen future motivation, 
Therefore, the clinic should be in a position to provide 
alternative methods, 

If the human approach of the clinic personnel attracts 
clients, they will not become hostile to the operation even 
if, as a rare misfortune, they develop complications. A 
satisfied client becomes a link in the interpersonal chain 
of future patient recruitment. Compassionate handling 
also helps to relieve their minds of the hidden fears and 
prejudices, the unanswered doubts. Hence, the para-
mount importance of counseling. 

A clinic-based I & E will necessarily be a localized I & E 
drive or what may be called secondary stage motivation, 

Because of the national I & E campaign, it can be pre
sumed that the target group has primary motivation, or it 
is aware of the population problem. Not only is aware
ness increasing, but also the value system of the rural 
population is slowly changing. But still there is a very
wide gap between awareness and acceptance. 

Ask a non-literate village woman of, say, thirty-five years
how many children she has. She blushes, varries, and 
finally mumbles apologetically, "Eight children." This 
response is much unlike the old days when a mother in 
her position would have deemed it a matter of pride to 
declare that she had eight children. Let us probe further: 
"Why did you have to have eight children?" "Couldn't 
help it," she replies. "Are you not aware about family 
planning?" "Yes, but I didn't know exactly what to do 
and where to go." 

Hence the role of a small, clinic-based I & E drive filling 
up the gap between awareness and practical acceptance. 
Since there is awareness, we will not say that all the multi
million dollar projects of mass publicity have been 
wasted. But the progarmmatic side is sadly neglected. 
Conferences are held, plans are formulated, eye-catching 
campaigns are launched, the people are saturated with 
expensive publicity, but the condition of the poor in rural 
Asia does not improve. The urgency of the situation calls 
for a more forceful and practical, rather than academic, 
program. The approach of a small service-oriented I & E 
program, therefore, has to be more localized, intensive 
and personal. It must also establish a two-way communi
cation system with the target group. Any runior and mis
information must be countered, not merely by word, bitl 
by physical and practical demonstration. Any nagging
doubts and queries must be answered. For this the small, 
clinic-based I & E program should adopt a phased pro
gram. 

The first phase-creating awareness-may have been 
accomplished by the national program. But how far has it 
gone and what relative emphasis should be given to the 
other methods? The program should inchde a survey of' 
the target population, an assessment of its literacy level, a 
review of socio-economic conditions and other character
istics. Then, identify the prospective recruits and decide 
on the message and the media to communicate it. For in
tensive exposure of pre-determined targets the following
methods have been tried with good success. 
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Dai or Traditional Midwife 

The dai or traditional midwife provides an important in-
terpersonal medium of communication with village wom-
en. Because of the nature of her work, the dai has influ-
ence with women of reproductive age. She is from the 
same village or area as the target women, so she knows 
who needs sterilization and how to approach them. She 
can easily build up a relationship of trust and confidence. 
She is the helper and sympathizer at the critical time, and 
she can visit women as often as necessary, at different 
periods in their childbearing lives. 

The dais are required to remain in contact with the hospi- 
tals and medical personnel. The family planning organi
zations, therefore, find them an invaluable link in exten-
sion of their referral chain in the villages, 

Client Demonstration 

A concrete and visual message is more effective than an 
abstract one. By visual message I do not mean use of 
teaching aids only but also use of fellow human beings for 
demonstration purposes. Has the family next door ac-
cepted sterilization and benefited from it? This is a key 
question in the motivation of rural clients. A satisfied 
client is the best motivator. 

To test this methodology, we launched a small pilot pro-
ject. We selected 20 female and 10 male acceptors to work 
as patient recruiters. They were provided with all infor-
mation and educational materials, but no extra incentive, 
so that the principle of voluntarism would not be com-
promised. At the time of selection, care was taken to en-
sure that the well-informed clients were indistinguishable
from the ordinary acceptors at our clinic (poor, illiterate, 
rural), except that their level of motivation was higher 
and they had an interest in community work. These se-
lected, well-informed clients were also followed up at 
their residences. All of them were supplied with identical 
sets of educational materials. At the end of the year, the 
flow of patients from the areas of the well-informed 
clients was found to be significantly higher than the flow 
from the areas of a control group. 

Thus, having obtained positive results in our pilot ven-
ture, we sought to expand the program by establishing a 
Well-Informed Clients Club in certain interior areas. The 
WIC Clubs will be provided with the educational materi-
als and certain basic facilities, for example, a sign board, 
a radio set if possible, but its members will work entirely 
on a voluntary basis. The club will be a rallying point for 
motivation and recruitment in the area. 

Mixing 

Instead of telling clients what we want them to know, 
we can create a situation to enable them to get the ne
cessary knowledge without consciously seeking it. The 
clients who come to our clinic may or may not have met 
an acceptor. In our common dormitory, the new clients 
who arrive today, g~t an opportunity to discuss the opera
tion with those who had the operation yesterday. Thus, 
they get first-hand information about the process and 
even see the size of the abdominal incision (we do mostly 
minilap). This flow of information is spontaneous and 
is apparently independent of the institutional media of 
the clinic, hence, it is all the more credible. 

In the Khulna satellite clinic we have organized joint 
group meetings of ex-clients and prospective clients who 
do their own I & E work. Mass follow-up programs have 
also been used to help I & E work in a particular area. 

Counseling and Informed Consent 

Proper and elaborate counseling will not only ensure 
good service, but will also use clients in future client re
cruitment. It will make maximum use of the human po
tentials in I & E work. If a satisfied client is the best moti
vator, the well-counseled client is usually the satisfied 
client. Hence, there is a relationship between counseling 
and future client recruitment. The need for good counsel
ing is being felt widely, especially for use in popularizing 
voluntary sterilization among non-literates. Good coun
seling is an essential component of quality service. Good 
counseling not only educates and motivates, but posi
tively attracts people. 

While counseling is thus broad-based, there are certain 
essential points which every client of voluntary steriliza
tion must thoroughly understand. These essential points 
have been incorporated in an Informed Consent Form 
which every client has to sign after understanding its 
content. 

In the light of past experiences, and in view of the existing 
gap between awareness and acceptance, between input in 
terms of resources and output in terms of numbers and 
percentage of couples continuously practicing contracep
tion in the villages of Asia, the time has come when we 
should switch emphasis from macro projects to micro 
projects of I & E, from the massive national program to 
small, localized and intensive programs to be conducted 
in relation to availability of local service facilities. 



The Role of the Physician and 
Health Team Members in an 
Information and Education 
Program: Philippine Setting 

Emilia Dacalos 

INTRODUCTION 

In the Philippines, particularly in Cebu Province, the 
most common and unfounded physical, psychological, 
and social reactions to family planning, specifically to 
sterilization, are the following: 

" Fear of impotence after vasectomy; 

* 	Fear of increase and/or loss of libido after tubal 
ligation; 

" Vasectomy is closely associated with castration, 
hence, bodily damage; 

* 	Vasectomy may lead to "dryness" or may diminish 
secretion of seminal fluid; 

* 	Ligation requires a longer time for recuperation and 
interferes with the regular role functions of the wife; 

These operations are expensive, painful and may 
lead to many physical complications like hemor-
rhage and irritability, 

It is surprising and sad to note at this stage of the popu-
larity and practicality of family planning that such un-
founded misconcepions persist in the Philippines. This 
simply but strongly indicates that there is a need for con-
tinuous vigilance, and for extensive information and edu-
cation programs that incorporate strategies to counteract 
misconceptions held by prospective acceptors in the rural 
areas of the Philippines. 

This information and education program should be a for-
mal and rational plan that educates physicians and health 
team members so that they can work to change the "nega-
tive germs" in the minds of the rural populace toward 
family planning, and particularly toward sterilization. 

THE ROLES OF HEALTH PERSONNEL 
IN THIS PROGRAM 

In the information and education programs, the physi-
cians and health personnel, by virtue of their positions 
and training, have the greatest challenge. They have a 
herculean task and multiple roles to perform. 

This paper is, therefore, an attempt to briefly describe the 
multiple roles of the physician and health personnel, and 

the experiences and problems encountered in the Depart
ment of Family Planning of SWU, Matias H. Aznar 
Memorial College of Medicine, Information and Educa
tion Program (IEP). 

Southwestern Unive sity Family Planning Clin1ic was 
guided by the belief that, in the acceptance of wlat's ra
tional, objectives, practicality and methods largely de
pended on the Information and Educational Program 
(IEP). In this program, the physician and health personnel such as nurses, medical technologists, medical student 
interns and social workers assumed major roles, namely:
learner, salesperson, counsclor, teacher, coordinator, 

medical practitioner and agent of change. 

As learners. Prior to the launching of the information 

and education campaign for the rural sectors of the 
Philippines, particularly Ccbu Province, the physician
and other health personnel of the clinic undergo extensive 
training focused on the rationale of family planning. 
Family planning methods and strategies are studied, as 
arc the socio-cultural values of the target group. Semi
nars, workshops, group discussions, conferences, and 
special schooling were the most common forms of in
service training provided for this personnel. 

As nultiple-personalio,. The physicians and health team 
members of the clinic, equipped with information on the 
intricacies of family planning, assumed the multiple
roles of salesperson, counselor, teacher, coordinatot, 
medical practitioner, and agent of change. During the 
actual information and education campaigns, they used
such direct methods as person to person, house to house, 
and direct mass approach. They used scientific presenta
tion to sell, teach, advise and persuade the prospective 
acceptors concerning the rationale, intricacies, and prac
ticality of the different methods of family planning, and 
they allayed fears or apprehensions regarding family 
planning methods. 

In the person to person approach, the physicians or the 
other members of the team talk personally with individu
als. In the house to house technique, the staff visit the 
prospective acceptors in their homes so that they can talk 
directly with several members of the family, including the 
children and in-laws. The staff also conducts informa
tional lectures to interested groups, which are followed by
question and answer sessions. We call this the "direct 
mass approach." 
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The staff were also trained in the utilization of indirect 
approaches. These include use of media such as radio and 
television, brochures on family planning, pictorials, and 
motivational posters and films. 

The clinic experienced more success, in terms of number 
of accepturs, from the direct approaches. This was par-
ticularly true of potential acceptors with low educational 
attainment who needed face to face clarification and per-
sonal assurance about the methods accepted. 

OUTCOMES AND PROBLEMS ENCOUNTERED 

Male
 

Results. Using the indirect approaches, reinforced by the 
direct approaches, the SWU Family Planning Clinic has 
vasectomized 2,622 acceptors from October, 1973 to 
December, 1977, and has performed 1,545 tubal liga
tions. 

As summarized in Table 1, the biggest percentage of va-
sectomy acceptors were men with primary education 
(33.94) and secondary education (29.72). The smallest 
percentage were the group with no formal education. 
These results seem to indicate that the different levels of 
educational attainment influence the acceptance of va-
sectomy. 

Of these 2,622 patients, 61%, or approximately two
thirds of the group, were laborers (Table 2). The small
est percentage of the group were army personnel, prison-
ers, and professionals. These results seem to indicate that 
economic pressure on the laborers was perhaps the effec
tive motivation in the acceptance of vasectomy. 
Female 

Table 3 discloses the distribution of the 1,545 females in 
the different methods of sterilization with post-partum 
as the model method accepted by the larger portion of the 
group. 

The problems encountered. The most pressing and com-
mon problems met by the physician and other personnel 
of the SWU Family Planning Clinic in the information 
and education program designed for the rural people of 
the Province of Cebu were as follows: 

" Logistics, insufficient funds for full-time personnel
(particularly motivators), lack of reading materials 
for dictribution to the target g oups, rising cost of 
mass media, lack of transportaton facilities to reach 
the remote villages. 

" Misconceptions and ignorance of target groups re-
garding family planning, communication barriers 
because of low educational attainment. 

* 	Distance of prospective acceptors from the clinic or 
family planning center since many prospective accep-
tors live far from the center, many have financial 

problems, and problems with transportation facili
ties. 

All these problems were partly solved, or to some extent 
diminished, with the following strategies: 

* Standardization of salary and incentives of the full
time health personnel and motivators. 

* 	Motivational seminars or workshops designed for 
the target group. In this particular campaign, the 
face to face interaction "echnique was very effective 
in motivating patients for vasectomy. 

Table 1. The Educational Attainment of the Vasecto
mized Patients. (October, 1973 to 
December, 1977) 

Education 

No formal education 
Primary grades only 
Elementary grades 
Secondary education 
College 
Total 

Number Percentage 

189 7.21 
890 33.94 
489 18.64 
779 29.72 
275 10.49 

2,622 100.00 

Table 2. The Occupation of the Vasectoinized Patients 
(October, 1973 to December, 1977) 

Occupation 	 Number Percentage 
Laborers 	 1,500 57.21 
Farmers 	 350 13.35 
Employees 	 300 11.44 
Fishermen 	 125 4.77 
Professionals 75 2.86 
Prisoners 50 !.91 
Army personnel 30 1.14 
Jobless 80 3.05 
Others 112 4.27 
Total 2,622 100.00 

Table 3. Distribution of the Female Acceptors in the 
Different Methods of Sterilization 

Methods Number Percentage 

Culdoscopy 275 17.80 
Laparoscopy 345 22.33 
Post-partum (minilap) 475 30.74 
Interval (minilap) 450 29.13 
Total 1,545 100.00 
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" Use of mass media to disseminate information at 
regular periods. Sponsors were solicited to partially 
finance the cost of the programs. 

of any system of organization like family planning in 
which the personnel assume varied and multiple roles. 
More particularly, the acceptance of the rationale for and 

* Raising funds for a mobile
facilities. Thismateialsand 

clinic equipped with
will not only be for 

methods of family planning largely depends on the ex
tensiveness of the information and educational programsof the center. 

clinical services but also for follow-up and motiva
tional campaigns. 

" In-service training programs designed to enhance the 
positive attitudes and commitment of faculty, stu-
dents, and othcr health team members toward the 
family planning programs. 

IMPLICATIONS AND CONCLUSIONS 

The information and education program is the life-blood 

However, we must be aware that there are no organiza
tions and programs free from problems and needs. These 
are part and parcel of the roles of the physicians and 
health personnel of family planning. They canno be 
solved if we disregard the individual person and especially 
the individual's conscience and commitment to the pro
gram. It is, then, the greatest task and role of the physi
cian in the family planning clinics to start the reformation 
rather than to wait for others to make the first move. 



The Hong Kong Experience in
 
Promoting Sterilization
 

Ileggy Lam 

Hong Kong, a British Crown Colony about 400 square 
niles in -area, consists of Ilotg Kong Island, the Kow-
loon Peninsula, the Nes 'lerritories, and includes 235 
islands of varyi-ig ies. Roughly 55 square miles of the 
IOl] 1.land area is ,rable; .,nuothcr 25 squaie miles is used 
for urb.all de,.lollltll, v. hilc lie rulnniaing land area i, 
hilly or rocky. ,.\llotlli %\cdo Iht hc. inuch spacc, \wc 

do liase at gle'C t1 tppruOxillamClv 4.6 million.puplihutiim 
not inclding the legal and illegal rcfnecc,, sho hasc been 
entering ! long Kong at the rate tf o\cr 100),0()0) per \ear. 

lhe Famils llauitinu, A,,ociation t,;'I lon Kne, ha, been 
runnine bi iclloinioh clinic,, and prollOlillL "ote [\so is 
Enough' concept ,ince 1950. Ui 'il 1974, the Association 
was the oiNV organiiatioti in lhong Kong providing family 
planning ,ervics. l)uring 1974 the GM :rtnue1Cnt agreed to 
absorb famliy planinie,crxicc,, in lie 32 Malernal and 
Child lealth clinics '. here the Associalion had been pro-
riding, services. The (terinent no\\ operates over 40 
,su,-h clime,, wvhiltile .\,,,ociaitil runu 3) as tolows: 21 

female birth control, 5 male, I ,asectoiny, 2 sub-fertility, 
I female ,terili/atict. In addition, %\erun a sutmili ad
visory service, a help rape vict n scrs.icc, a pre-titaital 
check-up ,crsicc and a pregnancy termination service, 
Rather than conipe; %ht hI ti. (CiMctmtclt srs.ices or' 
duplicate areas whlee thIy arc strong, lie .\s,,,ciatiom is 
alsvavs concicd s.ith Itx pmidintig it' spcciAlthv srices, 
and thus prl. idC srs i. Cs anid lacilitiC sshich di nlot ser-
lap silt t(fhos heiig pre,,ited bs the (it s.riincti. Iltis is 
partictiiarly refleet ed itiour slcrili/atitot seric,:,, ts we 
are the oIV orgalii/atiol prmidin sterili/atiot on all 
omttpalici bais. 

In 197.1, after almo,,t 25 yea", of' pronttion hy tie Asso-
ciation, tile majirity of Iiorng Kong'" population ac-
cepied the con.cept of" rsso isI itligh." The .\ssocia!io 
was hcre fore coliccilled to !1!eselt sterili'.:!iot as the 
ideal choice for cuiples w1 had altiC\Cs d'ir dh.,iCd 
family si/c. io do so, it vas niccc,,,,ats to cducate time 
public, both tllalCs a11d fiClalCs, \siih rcivd to ile Iacts 
about ,'rilii/alio, and ts claril\ ilie rni,,colecptiwls 
which arroutded fle ,ubjcci. 

The Associatiotl started its aeck,,oly sCiseill )ceti 
I,er 1973, tid its fmalth' tlpaliMi~l stet iliiat ititi clitic in 
)cceimberI 1976. \Ve iio.s tiller bioth mimilap;tnttilllv atnd 

ciildoscopy, with 4 femiale stcrili/atio ,,c ,sitils itt opera-
tion every sweek. In addition, 4 vascClttn\ 'sss'Ot per 
week are also offered. It svas fell Ithat vasctolo iy had toibe 

promoted as part of the overall concept of male responsi
bility in family planning. 

THE NIR. FAMIILY PLANNING CAMPAIGN AND 
THE ASSOCIATION'S PROMOTION OF MALE 
RESPONSIBIlITY IN FAMILY PLANNING 

t n 1977 the Association decided upon a novel approach 
to encourage male responsibility in family planning. This 
\waits cl-ristcned the "Mr. Family Planning" campaign. 
Promotion of vasectomy was a keynote of the campaign. 
It emerged as a result of the Association's concern over 
the fact that miany men held the view that family planning 
is the s.ite's reslonsibility. Statistics at the time showed 
Ihat 940'o of birth control acceptors were women; this 
very low male response to birth control methods prompt
ed the campahvn . Upoa investigation, the Association 
found that the selfish attitude of birth control as thL 
womnan's responsibility was very prevalent among local 
males. Many had misconceptions about birth control 
which had to be dispelled. 

Previous campaigns had been sporadic and provoked 
little concrete reaction. For example, about six years ago, 
the Association published a striking poster of a pr-gnant 
man with the capt~on "Would you he more carel'l if it 
va, \-ot that got pregnant?" This stirred up conside:able 
interest for a time but had little result. Clearly something 
fhrther than shock tactics was required if the campaign 
was to be a stccess. 

MR.IR-TII CONTROL AND MR. VASECTOMY 

With this backgroUnd in mind, two characters were 
created-Mr. Birth Control and Mr. Vasectomy. The 
characters sere called Ng Tsoi-San and Lai Chi-yuk . For 
Caittoitese speakers, the nailtes say everything, because 
phonetically, A, Tsoi-.san means "do not want any more 
children," \\]tile Lai Chi-yuk roughly translates into 
"coime and practice birth control." The characters would 
gis e perlfortnces to workers, personifying the concept 
of male respitnsibility. 

Two svelI-kiown Chinese television actors were recruited 
to portray the ciaractcr,; as responsible husbatds willing 
to play their part in birth control. The campaign was 
launched by a press conference at which the actors gave a 
sneak preview of their roles, and answered questions 
fron nt.s'smell. 
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(- ' at OceanYPannPark la. 	 "" IIa -'];, 
 ,

e~ .~tP'~ s- Family Planning LUala 

S~ am } 	 tstribution of condoms 

Mobile Show Campaign....
 
for office workers 0. JIMactr worker,
 

Open-air Performances 	 plus information on our clinics were distributed free to 
males over 21 years of age.

Their first full scale public appearance in these roles was 
in a Family Planning Gala at Ocean Park, a local pleasure Further performances with largely the same forrrm:'t were 
park cure zoo, where they were the stars on a most diverse held in different areas of Hong Kong. So as not to neglect
and colorful bill. This was followed by appearances in the blue collar workers, a show was held in the indu,
various parts of Hong Kor.g. Their first lunch time open trial area of Hong Kong. A I 1 hour lunch time open air 
air performance was a 12 hour show in Centil1 District, performance was put on for the factory workers and once 
the busy commercial center of Hong Kong. It was aimed again, a large crowd came to %,atch. 
primarily at office workers. The message emphasized was 
"While we must depend on our wives to give us children. Cartoon Strip 
we can depend on ourselves not to have any." The per
formance attracted a crowd of over 1,000 who were The characters also appeared every week as comic person
treated to a lunchtime show of popular songs, sung to the alities in a cartoon strip of a popular newspaper. Gener
accompaniment of a band, ahumorous ski[ featuring Mr. otis support given hy a satirist and a cartoonist who cre-
Vasectomy and Mr. Birth Control, and a free gift. The ated the cartoons free of charge made this possible. The 
schedule for tileentertainment was as follows: cartoons have since been collecled and compiled into a 

comic book, which has proved to be very successful. 
* 	Band
 

T-Shirls
 
" Messages 

" Distribution of matches, balloons, pamphlets 	 Mr. Family Planning T-shirts were also a popular feature 
of tilecampaign and were attractively emblazoned witi 

" Mr. Family Planning comedy the message "Wear Me.' Time unusual aspect of the de
sign lay in the fact that 3 "Mr. Condoms" were saying

• Mr.. Birth Control and Mr. Vasectomy distributed these words. These T-shirts have since been sold commer
condoms, posters, while the Association's well cially with remarkable success. Stocks were sold out on 
known jingle, "Two is Enough" was played. the first day they appeared the market. Overseason 

" Band, messages orders were received due to press coverage in other coun
tries, and we let the Australian FPA have the copyright 
onl the design, so that they could produce a similar pro-

After the entertainment, about 500 condoms and infor- duct. Our T-shirt could now be called a collector's item. 
mation on how to use them, messages on birth control, Other T-shirt designs were also very popular. 
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Reasons for Success of Approach 

After the launching of the campaign, sa!es of condoms at 
clinics and the number of vasectomies increased signifi-
cantly. The following reasons can be cited for this in-
crease: 

" Men must feel proud of their participation in family 
planning. The keynote slogan of the campaign-
"While we must depend on our wives to give us chil-
dren, we can depend on ourselves not to have any"-
sufficiently satisfies this psychological need. 

" The image of the middle-class, responsible husband 
projected by the Mr. Family Planning campaign 
appeals to the overall male population of Hong 
Kong. 

" People do not like to be "preached" at or told what 
to do. They prefer to find out for then--:ves what 
suits them best. The campaign did not "preach," but 
worked around a gimmicky approach. People were 
naturally drawn to it. 

Follow-up Activities 

The Association produces booklets, pamphlets, articles, 
and other materials to inform the public about vasecto-
my. Public seminars and lectures are held to give further 
details. A television spot encouraging male responsibility 

in family planning was produced for the Association by a 
television station, and is broadcast frequently. It shows 
four "Model Men," all of whom are well-known and 
respected in Hong Kong: a senior police officer, a jockey, 
one of the "Mr. Family Planning" actors, and an inter
natinnal soccer player turned coach. They are shown 
marching towards one of our clinics, passing, on their 
way, a long line of women queueing outside a Govern
ment antenatal clinic. The slogan emphasizes "while we 
must depend on our wives to give us children, we can de
pend on ourselves not to have any." Another televisi.rn 
spot to encourage male responsibility will be produced 
soon. 

PROMOTION OF FEMALE STERILIZATION 

In general, promotion of female sterilization so far has 
been done on a more personal one-to-one basis through 
discussion with an advisor. Informational and educa
tional materials including pamphlets, posters, newspaper 
and magazine articles help to publicize our services. Pub
lic seminars for adults are also held frequently and deal 
extensively with the topic. 

To give another detailed example of one of our steriliza
tion promotion campaigns, I would like to offer you an 
insight into our current efforts, which are to continue 
throughout the year. The campaign is not intended solely 
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for women, it is directed towards couples. Through tie 
campaign, we aim to heighten the public's awareness of 

paign's opening ccn-eiony, held at a big public play
ground. A member of the Urban Council officiated the 

the sterilization services provided by the Association. opening ceremony. Guests of honor included four Well-

Our overall objective is to encourage sterilization by ema-
phasizing its effectiveness, reliability and convenience, 
and by counteracting misconceptions which are frequent-
ly held. Ultimately, we aim to encourage more couples 
who have reached their desired family size to accept steril-
ization as the ideal permanent method of birth control. 

known television artists and a famous football coach who 
in fact had had a vasectomy. Immediately after the cere
mony tiledecorated vehicles set off simultaneously for 
their respective distribution points. The celebrities 
acconpanuied the publicity van to its destination, where 
they promptly distributed "lucky cards" during the after
noon. Their enthusiastic role in the distribution attracted 
big crowds to the scene. 

CAMPAIGN STRATEGIES 
Follow-up Activities 

Parade and Disfribution of "Lucky" Promotion Cards 
A full line of follow-up activities are already in full swing 

The first function of' the campaign was gimmicky, catch-
ing the public's attention and receiving very good press 
coverage. Specially decorated, colorful publicity vans 
went to over 20 districts throughout Hong Kong to dis-
tribute 10,000 "lucky cards" and broadcast messages on 
sterilization. The cards all carry information clarifying 
misconceptions concerning sterilization and bear a photo-
graph of a family of four that has chosen sterilization. 
However, tle vital factor involved is that 50 special cards 
entitle the holders to free sterilization at tie Association's 

to reinforce the impact created by the parade and distri
bution campaign. Newspaper and magazine articles are to 
appear regularly, as Ws'ill articles dealing with the personal 
experiences of sterilized clients. The jingle promoting 
sterilization is broadcast frequently by radio and tele
vision stations. A recent television program, "Spotligh,," 
devoted an edition to the Association's sterilization ser
vices and promotioi. campaign. Other television and 
radio features Will be made to clarify misconceptions 
about sterilizztion. Seminars will be conducted on the 

clinic, while another 5() special cards entitle tie holders 
to I dozen free condoms each, to be collected at any of 

topic with opportunities for exchange of opinion. A joint 
project with ia television station Will result in an outdoor 

our clinics, drama program based on the theme of sterilization. The 

To enhance the campaign, a well-known lyricist, a top 
Cover riinIet public education section hias tentatively 
agreed to devote an episode of a popular dramatic serial 

composer and a popular iingcr gencrously conibined their to the subject, to be showl on two television taions. i 
talents to create a ie\ jingle extolling the adVaitaeC, 
sterilization, which reads (translated from Chinese): 

of addition, posters pronloting sterilization have been 
printed and Ws'ill be distributed to all hospitals, family 
planning clinics, housing estates, welfare agencies, and 

Having too many children is like bearing a heavy comnunit y centers..Another outdoor advent tire Will be a 
Jebt, which is difficult to pay off; show al[ong Kong's major pleasure park, Ocean Park. 

Bit bringing tip two children, 
Makes life much easier and happier; 
You cal really enjoy life, 

if "Stop at two" is the word; 

Our multi-disciplinary efforts in the promotion of sterili
zation are not limited to those described above, but will 
continue to diversify as more new ideas emerge. 

Permanent birth control 
Solving the problem once and for all. FUTURE DIRECTIONS 

Tile ptublitity :ars 
equipment so that 
the cars travelled. 

\were all equipped with broadcasting 
tilejingle could be relayed wherever 
T\%o colloquial lines from tilejingle 

Surveys carried out by the Association and other bodies 
have suggested that sterilization is still a "taboo" subject. 
Periodic evaltations have been undertaken to ensure the 

with tile meaning "Permanent Birth Control-solvinge tile 
problem once and for all" were chosen as the main pro-

services maintain their high standards. Clients who have 
received sterilization have been interviewed, and while it 

motional slogan. It was printed on signs placed on top of 
tie publicity vans so that it was impossible to miss. As tlie 
vans stopped at their assigned locations for distribution 

is clear that our service is widely regarded as excellent, 
clients are often reluctant to talk about their experiences, 
or tileoperation's advantages, with their friends. Rela

purposes, a riiini-exhihition depicting tlie tacts of sterili-
zationtwas staged. Such a mobile information-giving unit 
vwas found to be very Useful, as well as convenient. All tle 

tively few clients recomimend tileoperation to their 
friends. It is evident that intensive publicity is vital to en
sure sterilization is accepted by the public. We believe 

nc\wspapers and TV stations gave a lot of coserage to tlie 
week's activiies. File actual distribution and parade 

that our pronmotion campaigns Will go a long way towards 
breaking down tie barriers. 

lasted for one week. Highlighting the wcek was the cam



My Pigeon Flies High: Some 
Innovative Approaches to Promoting 
Voluntary Sterilization
 

Mechai Viravaidya 

Like many aspects of medicine, the promotion of steril-
ization has suffered much in a state of joyless, suspended 
animation at the hands of those charged with its execu-
tion. The resources invested and resourcefulness ex-
hibited in its promotion have been grossly inadequate 
with no semblance of required optimum balance between 
demand creation and the supply of services. The predict-
able consequlence of low-acceptance rates in most devel-
oping countries should, therefore, be no surprise. The 
only consolation is the knowledge that no other product 
or service, given similarly low-key promotion and pur-
sued with such melanicholy philosophy, has escaped this 
same fate. 

In most cases, this lack of much success has been blamed 
on cultural, religious, economic, or ignorance factors 
and constraints when, in reality, it is due to the lack of 
promotional effort and investment coupled with conser-
vatism of the medical professsion and the bureaucracy. 
International donor agencies, too, have contributed to 
this malaise. Often prLccupied with the obsession of 
keeping a low per-head cost of promotion against per-
head surgical cost, they have exacerbated local belief in 

false economy and further prevented the realization 
of immense potential long-term gains of sustained pro-
motional investment. The yearly accumulation of income 
from interest ratcs lost as a result of the vast tunder-utili-
zation of capital and human investment in clinical service 
provision could provide adcquale resources for a hand-
some promotion campaign. Perhaps that kind of loss 
would entice both national and international agencies to 
employ more promotional staff to complement other 
types of personnel, many of whom are engaged in docti
mcining missed opportutlities. 

tlhi, 


While the lack of innovative approaches to promoting 
sterilization is abundantly clear, it should also be noted 
that, in most cases, the straight-forward and simple dis-
sernination of information and promotion endeavors are 
still grossly inadequate. Information, wheni available, is 
often dull. The broadcast on radio or television, when 
used, is at a low-interest time which correlates perfectly 
with the low-investment input for media time. Conimuni-
ty penetration and the vital inter-personal reinforcement 
are also generally lacking. 

The inadequacies are innumerable, with the examples 
mentioned above being sufficient to conclude that our 
efforts to promote sterilization (and family plaring) do 

not appear to reflect the need to reduce our population 
growth rate with the sense of urgency and determination 
that it deserves. So much more must be done in the 
limited time still available. 

By virtue of its present-day close bondage to medical ser
vices, sterilization promotion cannot be successfully at
tempted without complementary adjustment and im
provement within the medical service component. Btit, 
because of time constraint required for other activities, 
the proposed improvement will be limited to the context 
of better use of existing medical manpower to support the 
increased demand to be generated from the introduction 
of higher qtality promotional inputs. 

To achieve the tesired and necessary levels of acceptance, 
sterilization must 6,!promoted and marketed with a great 
deal more vigor and ;magination. To overcome the barri
ers of uncertainty, runors and fears normally held by 
people, there must be a constant and sustained flow of 
information and promotional activities. Conventional 
as well as unconventional methods, including acts which 
may appear to be humorous, coirical, or outrageous to 
the conservatives, must be introduced so that sterilization 
will be viewed as normal, safe, and even attra:tive-a 
new set of values that ordinary people will discuss, evalu
ate, and laugh in their everyday liie.even about This 
means that an investment must be made, policy makers 
and administrators must be more liberal, tlie medical pro
fession miitust recruit promoters, and tlie bureaucracy mtust 
encourage and foster participation of the non-govern
ment sector. 

There are two general areas \%here innovative or inlagilia
yive to voluntary sterilization be in'approaches can 

ducCd: the first concentrates on the area of disselitL; )i 
of information, while the second covcrs promotional 
activities more closely linked with conmuility participa
lion and service delivery. Much can be done to improve 
the dissemination of inforniation and its impact. In many 
cases, a review of basic terminology, which often acts as a 
deterrent, must he corrected and a liew or more attractive 
terminology added or substituted. This ranges from tile 
word "sterilization" itself to tle steps in tile sterilization 
procedure by the physician. The connotation of the!,, 
terms niust be simple, lighthearted and in no way rquate 
sterilization with major surgery or butchery. For ex
ample, in an attempt to make female sterilization more 
attractive, the new marketing tertiiniology, the 'WED
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DING BAND" sterilization, is used for the sylastic band community participation and service delivery. These ef
procedure. The "NINE MINUTE VASECTOMY," the forts are necessary to capitalize on the general informa
"HOLIDAY VASECTOMY," the "YOUNG MAN tion disseminated through the mass and support media.
VASECTOMY," or the "STRENGTH VASECTOMY" Where possible, the two should be combined rather than 
are terms which equate the procedure with simplicity and implemented in isolation. 
desirability, reducing the fear and harm by using simple
marketing terminology. This set of reinforcement promotional or recruitment in

puts requires the selection and training of individuals in 
Many unsuccessful products have become successful after communities to be sterilization communicators or agents
review and name change or adaptation in packaging. of change. In addition to providing information through
Terminology review and adjustment should be made in all handbills, coupons, and other forms of personal contact,
sterilization programs for the benefit of the common they would identify and offer more intensive personal 
man. guidance and counceling to people most likely to have 

sterilization. In many cases, these agents of change are 
The channels for dissemination of information are nu- already handling and distributing contraceptives in their 
merous, but most have not been sufficiently or correctly communities. The trust and credibility already built up
used. There are two major channels that can be explored: render them most effective in providing answers to the 
the mass media and tie support media. Television and many questions which prospective sterilization clients 
radio spots c:ontaining attractive short messages should be demand prior to making their final decision. The accep
used during peak listening time. When used, radio infor- tance of sterilization will be greater by having a person on 
mation has been dull, unnecessarily long, and aired when the spot who can assist in the client's necessarily I'!ngthy 
most peop-le are unable to listen. The advertising world decision-making process, complemented by the provision
has clearly demonstrated that short announcements and of easy access to clinical service outlets, including trans. 
spots arc more effective than lectures. Newspapers and portation or mobile service for vasectomy. Campaigns of 
magazines are under-utilized and also suffer from similar this type should also be as jovial as possible, assimilated 
weaknesses. In all three media, audience participation with other popular activities or aspirations of the corn
through competition and prizes can further help to in- munity. 
crease the popularity of sterilization. 

This simple formula was adopted and tried in the north-
While introducing new, attractive, and bold mass media eastern province of Mahasarakham in Thailand for va
messages on sterilization, it is important to simultane- sectomy, which was not popular relative to female steril
ously disseminate similar messages through such support izatior. A mass media campaign through radio was 
media as handbills, consumer package inserts, billboards, launched simultaneously with a support media cam
and bus back signs. Many consumer products enjoy wide- paign of posters and handbills, half in areas with al
spread distribution and through them lies the opportunity ready sterilized communicators and agents of change and 
to penetrate large audiences efficiently. These consumer the other half without them. The promotion campaign
products range from cigarettes, soap, and matches, to lasted 30 days, and service with transportation to clinical 
sanitary napkins, service outlets provided for the last 14 days. The target set 

for the 14 days was 600 vasectomies as against the 52 
Messages on sterilization and special, limited-time offers yearly average for the previous three years. Prizes were
 
of prizes can be printed on sonic packages as well as bus offered as a reward in the form of a government lottery

tickets. InThailand, the manufacturer of motorcycles has ticket (purchase value of U.S. $.50 with top prize being

offered to add special sterilization promotion materials U.S. $50,000 for the lucky winner from among the
 
and free service to every purchaser of the motorcycle. 1,000,000 tickets normally sold) and a motorcycle each
 
Children's piggy banks produced by it commercial bank for the lucky customer and his motivation agent drawn by
 
now have messages promoting sterilization, and the mes- the governor at the end of the campaign.
 
sage also urges children to encourage their parents to ac
cept sterilization at the nearest health service facility. A When compared with the previous 52 vasectomies per

variety of containers, greeting cards, and calendars are year, the results of the campaign wvere most encouraging.

also useful channels to be considered. In cases where con- In those 14 days of clinical service provision, 717 men had
 
traceptives are packaged, messages oil sterilization can be vasectomies, of which 45% had never practiced any form
 
inserted or printed inside. People who are already spacing of contraception in the family. The oth.:r 55% were even
or limiting births with a temporary method may be more ly distributed between men whose wives were users of pills

easily convinced to accept sterilization when constantly and IUD's. Radio spots were cited to be the most infor
exposed to its benefits. The ultimate aim is to print steril- mative, and the communicators who recruited 7217o of
 
ization messages on all mass distribution consutner pro- the clints were the most credible in encouraging them
 
ducts and containers. through an average of five interpersonal contacts to make
 

that final decision for vasectomy. The lottery and the 
As these information channels are used to better inform motorcycle helped to make the atmosphere a more re
the public, it is essential to further reinforce these mes- laxed and jovial point of introduction to the subject of 
sages with a second major set of activities which comprise sterilization. These men had vasectomies because they 
a variety of promotional activities closely linked with w: nted no more children, not because they were enticed 



96 Viravaidya 

Iv oher incentives or pries. Thes' had been given ade-
quate information and reassurances about all their tin-
certainties :rd concerns by credible sources, 

There are many oihler diltc'cCii wavs of injecting imagin a-
tive or inm+ioalis c elements into steriliation programs. 
Fhey should 111po'ssess the common eleetits of, liuht-
hearted, [on-clinical sin)Ilicitv, generate collitlity Or 
public and mIIedia illtereCs, htr, and curiosily linked 

svith con Cenicnt sIcriliation ser ices. Soic exatitples and 
sicgCcstiotlls, \\ili an lemphasis on vasecltoly, are oflered 
in this paper: 

Th' "l'i/u,'e Ih'adma or illae I £scctom'I Lead-
N": have villages orlanyveling COIretrie 

conmlunities \\licre, for cach, there are elected or 
appointed licads sv\Ito mcel wvithi each oilier ill gro ups 

regularly in a central administralive point of tie 
area. They can be encouraged to bring ouc or two sa-
sectollv clicnt(s) \siith them It each 1ionthlv rlmeVtiilg. 
A team of, one or to doctlor(s) wiih assistaice cai 

perl'orm beIt\ci 50-1001asectonies while the head-
ien tlae their irieting. A mobile teani can 'c llo\-
up bei\seen each mueitng to areas vhere the demaind 
is reatles. A re\ard or Colnml1v11Jl iicclentive for 
childrein, such as potable kater, lat rinie, a ies\ 
schoolhousw for the village, call be offcered to tile 
sillage(s) \\i th ihe highest number of"sierili/alion,, 

iThe-Occuational Sreriliazion Promotion Cam-
pain" (i roups of people in uirbanr areasi,,tit a 

Co11itn1 OCClipatioll0ir interest cart be idetiified and 

trained to provide and recruit stcriltitnaio clients. 
The groups call vary 'roni laxi drivers, Stundeiits, 

drug Store enployees to postmen. They begin their 
actities by givingt(it handbills and use personal 
cotact to prolliole, recruit, and refcr potential cli-
cits. To make it sufficiently itierestiIrg and atllae-

tive, there should be some reward (called by difterent 
niam1ies, dcpetlditig Otl the degree of' cotiseratisin of 
the donor). In the case of" ,tideinis, schotlairships for 
one \ear are assarded if thes- can rclcr 51) sterili/a-
tionis a sear. For (tle taxi driver, the insurance of' 
their vehicles; for tLhc poslitiall, a bicycle or mot01or

cycle. There are also rewvards for the sterili'ation 
clients in tie form of schtolarshi ps for one Of' tieir 
children draisvt once a month Front a list of Iticir 
tinnes. 

The Third 7 l ('aplaiun can Perhap.s be (ulled 
the "Pi!y.hauck Promotion Capu4ai'n": liinci''.li 

pie, this apliroach atterpts to couple tIle prot.'otion 
of sierilization to other ec slS,occasions, or cxist-

ing services. A recet example of' this ssas in Thai-

land in early 1979, during the national election cam
paign, where tile public ,'as advised to vote only lor 
candidates w'ho had small families, practiced family 
planning and, in the event more than one candidate 
appeared to satisfy these conditions, people should 
decide t"l' voting for the vasectomied candidate. Onl 
election day, special vasectomies were offered to 
voters near polling booths called the "Election Va
seclotny." The numbers of vasectomies were iot 
o eCrwheltning, but tile initial and slbsCqCuent public 
interest was Substantial. 

Other exauples of this approach include: 1) ofTering spe
cial vaseclom rytickets as door prizes at fuictions; 2) run
ning advertisemnents and providing vasectornies at large 

ne\spaper ofTices: 3) getting local religious leaders to 
bless menibefore artnd after vaseclom1ies; 4) vasectotnyv 

tour buses bringing rural people I'or procedures in the 
capital city while taking in some of the I'anous tourist 
attractions; 5) providing special cut-rate vasectolies to 
parents by giving special cotpons to children ill school at 

the timtle of the school's healhll examinations; 6) special 
reduced prices for conisuIlmer goods atd services to steril

i/atioi card holders; 7) a lucky draw of mionily pri/es 
for slerili/aitioi acceptors, ircluding a tiolidav abroad 

and special high-vielding varieties of seeds: 9) special va
sctotnv hottre-delivcry service where vasectoiy call be 
lerformed rigi in the client's house. 

It is important to inform tile niedia of all these aclivties 
Ito gailntiaxi,innU ni beief'it. 

Tis list could be much longer, but a final effort to denii
olst rate that ssliatever has been used to sell soap, ciga

reties, niotor cars, or chewing gumLn cali be used to sell 
steriliiation, is the "Ice Cream Vasectomy Van" to be 
launched iil October 1979. Three quarters of the van's 
Slace Will be uttiliied for performing vasectomies, while 
the otlier quarter "ill be used to sell ice cream. Both tle 
vasectomy ain( ice creamii staff svill wsvear while, and men 
iavitig vasectonies can bring their children who nay eat 
as mutich ice cream thCy ss proas \ish during their fathers' 
cedure. 

All the 'ciivities out lined in Iis paper represent omily 
some of tile poss:file inovative approaches. Tiey at
tempt to desensitize ai popularize steriliiation by bring
inc it vithini reach oif conpretein.,iii Cnd acceptance by 

tile coninion person through time-lest1t marketing amid 
protltotion strategies. 

If 'e are determined to see a rapid rise in the rate of prac
ticc itt our coutries, sve must recognie tire urget need to 

aclt witi boldness nosv. 



97 TASK FORCE 7: 

Organizing for Communication and 
Education Programs 

Task Force 7 conside-o a number of major areas ranging 
from why aprogram is needed to personnel training, pro-
gram strategies, counseling, use of mass media, and pro-
gram assessment. The ideal I & E program was described 
as lexible, honest, and responsive to changing needs. The 
Task Force stressed the importance of recognizing cultur-
al and religious differences among groups and the need to 
tailor programs thai are sc:.sitive to these differences. 

What Constitutes an Erfeclive Program? 

The Task Force defined an effective program as "any-
thing that works in a given setting," but qualified it by 
adding certain requisite characteristics. First, services 
must be available io meet anticipated demand before ef-
forts are launched to create widespread public awareness 
and acceptance. Second, the I & E program must reflect 
the stage of de\elopment of the service program, and 
third, its information should be appropriate to its i-
tended audience. In count,;cs where programs are only 
beginning, emphasis should be on creating a broad sup-portive constituency. In countries with well-established 
programs, ntiterncy becoufor.s wit i nega-

pormthle need my~ be to focuis onl correcting .ea 

tive rumors and on reinforcing the decision to seek steril-ization. 

Recognizing that community leaders and satisfied accep-
tors are important to a successful program, an I & E ef
fort aist seek to involve the conmunity and to reflect its 
aspirations. This requires advocacy po!itical leadership. 
Satisfied clients and supportive leaders were seen as a 
major source of new client recrui'nment. 

Training and Trainers and Who's Re.ponsible? 

Who takes on the job of I & E ? While it may be seen as 
everyone's "job," I & E planninm, supervising, and im- 
plementation should be someoL , specific responsibility, 
ideally, an I & E expert. The responsibility may be with 
government or non-government agencies, or it may be 
shared between the two. 

Trainiue personrel for I & E activities should include in-
formation about advantages and disadvantages of a!l 
contraceptive methods. It should equip service providers 
to respond to and understand fears and misunderstand
ings about steriliz:.tion \with well-informed, non-jutdg-
mental approache.i 

Non-formal education outside the clinic area can mobilize 
large numbers of supporters and community leaders. 

Chairperson: Mrs. Peggy Lam, Hong Kong
Co-chairperson: Dr. Phyllis Piotrow,, U.S. 

Rapporteur: Dr. Gordon Perkin, Mexico 

The "jest teacher for any group is a well-trained peer with 
a similar background and experience. Task Force 7 felt 
that was true for acceptors as well as community leaders 
and the various levels of service providers. 

Counseling 

Counseling was viewed as a cornerstone of a well-round
ed I & E program. Because sterilization is a permanent 
method, all persons considering it should have sympa
thetic and well-informed counseling before and after the 
procedure. Illiterate couples have the same right to accu
rate, complete information as literate acceptors, and ef
forts must be made to ensure that they understand. The 
most effective counselor was seen as one who communi
cates warmly and directly with the potential acceptor. 

Use of mass media was discussed at length and the Task 
Force agreed ihat any such campaign should parallel 
For ie e an amp cdagr rvics d h an Ia &lE availability otf services and that a well-balanced I & E 
program will not rely exclusively on mass media, nor will 
it neglect to use it. The group recommended more fre
qun t use i ene ro nt re comme r iequent use of experience from the private/commercial
sector such as the use of endorsements by celebrities and 
media personnel. Recommended also was the increased use of folk media. 

IHow )o You Know the Program Works? 

In the final analysis, a large number of well-informed, 
satisfied acceptors may be the best assessment of a s.tc
cessful program. The Task Force felt that, whenever pos
sible, evaluation should be simple, direct and designed to 
influence future policy and priorities in selection of 
media, design of messages, and allocation of resources. 
Referring again to the private/commercial sector, Task 
Force 7 felt that methodologies employed in market re
search could be used more frequently in I & E evaluation. 

Pretesting I & E materials was thought to be more impor
tant and useful than major emphasis on assessing the im
pact of individual components of an I & E program. 

Program Strategies 

Discussing males vs. females as targets for I & E appeals, 
the Task Force !hought that, while sonic strategies could 
be successfully directed toward either, involving both 
would be an effective way of reaching either partner. 
Women should be encouraged, however, to make deci
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sions about reproduction, including decisions about 
which partner will choose sterilization. 

In many countries, it was thought, economic factors and 
scarce human resources may warrant an emphasis on 
male sterilization since it is the cheapest and least compli-
cated procedure and it can be more readily offered on a 
wide scale. 

It was thought that organizing acceptor clubs in some 
countries could be an effective strategy, but the Task 
Force emphasized that individuals and countries differ; 
each must design its own unique strategies. 

RESOURCE PERSONS 

Ms. Cecilia Cadavid, Colombia 
Dr. Emilia Dacalos, Philippines 
Mrs. Maria Guadalupe de la Vega, Mexico 
Mr. Hem Hamal, Nepal 
Mrs. Genoveva Mora de Hamilton, Mexico 
Dr. Chija (Cheong) Kim, Korea 

Mr. Mehai Virivaidya, Thailand 
Mrs. Najwa Rebaaoui, Tunisia 
Dr. Manuel Urbina, Mexico 



Prospects for Voluntary Sterilization
 

Reimert T. Ravenholt 

During the last decade voluntary sterilization has moved 
from the "ugly duckling" status among contraceptive
medods to which it was relegated during the sixties, to 
become the "lovely swan" or leading method of the 
seventies, 

l)espite opposition from many adversaries and the on-
going lack of adcquate surgical services in most of the 
worlf, voluntary sterilization has amply demonstrated its 
st ay ing power and growing pop!'larity among couple, of 
all races, rcligiors and economic strata. 

Its popularity provides additional irrefutable evidence of 
worldwide demand for reduced childbearing and indi
cates a bright futtre for voluntary sterilization. 

Although the surging popularity of voluntary sterilization 
,,as evident at the time of the Third International Con-
ference at Tunis three years ago, it was then such a recent 
phenomenon that it seemed hardly credible to many. But 
now with three years additional experience under the 
world's belt, a much-improved opportunity exists to 
study this worldwide phenomenon and learn how best to 
further strengthen action programs 

EPIDEMIOLOGY OF 
VOLUN-ARY STERILIZATION 

At Tunis it was estimated that 65 million couples were 
depending on surgical sterilization for fertility control at 
the end of 1975 (1). Now, on the basis of latest data and 
discussions with colleagues, it is estimated that the num-
ber of couples depending upon surgical sterilization for 
fertility control had increased to about 90 million by the 
end of 1978. (See Table 2, page 16, Ed.) 

Progress toward greater use of voluntary sterilization was 
a pervasive worldwide phenomenon during the last three 
years, including all continents and most countries, both 
more and less developed. 

Patterns established during the early seventies continued, 
with the greatest number of new users of sterilization 
added in the most populous countries of China and India,
and with the United States achieving the highest preva-
lence of use: more than 35% of Married Couples of Re-
productive Age (MCRA) (2). 

Overall, the approximate proportion of the world's 
MCRA using surgical sterilization for fertility control in
creased from 65 million (11.6%) of 560 million couples at 
the end of 1973 to 90 million (15.3%) of 590 million 
couples at the end of 1978. 

(Estimates of the number of MCRA using each method 
of fertility control at the end of 1978 are presented in 
Table I, page 15, Ed.) 

In addition it is estimated that approximately 25 million 
abortions were performed during 1978, including 5 mil
lion in the People's Republic of China. 

CHINA 
During a visit to China in November 1978, the author 
obtained the following data on voluntary sterilization in 
China: 

Surgical services for voluntary sterilization are gener
ally available through 50,000 commur:, hospitals and 
2,000 county hospitals, with women eligible for three 
weeks paid work leave and men one week when 
undergoing surgical sterilization. With the intensi
fied move toward the one-child family standard, vol
untary sterilization is additionally attractive to
 
many.
 
In Guangdong Province (population 54 million)
 
approximately 30% of MCRA were depending on 
surgical sterilization at the end of 1977, according to 
Comrade Li Mai Lin, Leading Member of the Pro
visional Planned Birth Group. 

e In Shanghai (population 10.8 million), 480,000 cou
pes (34%) of 1.4 million MCRA were using steriliza
tion at the end of 1977, according to Dr. Li Chi, 
Office of Family Planning for Shanghai. 

In Wusih (population 650,000) approximately 207 
of 75,000 MCRA were using sterilization for fertility 
control at the end of 1977, according to Yan Ke An,
Leading Member of the Birth Planning Group. 

* In Meishan Project Area, Jiangsu Province (popula
tion 24,000), 32% of the MCRA depended upon
sterilization. 

* In Chengtu, capital of Sichuan Province (popula
tion 3.7. million) 44% of MCRA were sterilized, ac
cording to Dr. Xhang, Provincial Director of 
Health. 
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On the basis ol local and provincial data, tilenature of' 
China's planned birth program, and experience in many 
other countries, it is estimat :d that roughl!y 30% of Chi-
na's MCRA-36 million couples-depended upon sterili-
zation for fertility control at the end of 1978. Us, of vof-
untary sterilization should increase substantially as China 
moves toward the one-child family standard. 

An important advance during the last three years has been 
the development of simplified and less expensive laparo
scopic equipment built around the Falope Ring and elimi
nating the hazards associated with use of electro-cautery 
within the abdomen. 

A.I.D. purchased 1000 of these simplified laparoscopes 
during the fall of'1978, and many of you in the audience 

INDIA 

At the time of the Third International Coniference, India 

was intensi fying its national sterilization program and it 

are now using this equipment. At this conference we seek 
feedback on your experience to guide us in further pur
chases. 

appeared that it mieht \%ithin a few ye'cars become the 
world leader in the proportion of MCRA using this meth-

Voluntary sterilization was an intensely sensitive issue in 
Washington and elsewhere during 1976 and 1977, as ad

od of fertility control. versaries of family planning made repeated attempts to 

During the following fiscal year, April 1,1976 to March 

31, 1977, India pertormd more than 8 million steriliza-
lion procedIres, which incrcased the prevalence of surgi-
cal sterilization to about 24% of MCRA. 

But most unfortunately, by design or misdirection of pro

block assistance for voluntary sterilization. 

Fortunately, with strong support from many of you, 
those adversary attacks were defeated and A.I.D. support 
for voluntary sterilization programs has been progres
sively strengthened. 

gram, a number of the Indian states engaged in coercive During the last year and a half political resistance to ,ol

practices causing sc,.crc backlash against the sterilization 
progran, aitd contributing to the downfall of Indira 
(ihandi's government. This has had unfortunate reper-

untarv sterilization has greatly subsided and we have been 
able to give this action additional priority within the 
A. I.D. budget. 

cussions for ,,olutary steriliation programs in mny 
olher countries. 

EFFICIENCY OF VOLUNTARY STERILIZATION 

Whorld act lo to thle Indian intcident vividly' documents 
lliellfact hat of is ctrcin. 

The key reason for this rapid improvement in tilepolitical 
climate for voluntary sterilization in the United States 

\Ve rnust CIL)all illour'pov,er 1tprotect individuals and 
and in many other countries is the rapidly growing under
standing of' the sheer efficiency of voluntary sterilization 

for corntrol of fertility as a contributor to accelerated na
progiams fron all at tciiipt, :.atcoercion, uo ;iatt?er Iiow 
enthusiastically \well tnicanitg the pronoters may seem. 
The etiipiasis must alas be dupo education aiid serv- 'The fact that each sterilization (by average age and parity) 

prevents at least two births places voluntary sterilization 

Since 1976, Iidia'sstcriliiatiion prougrain has been hob-
bled and recent c,.idece indicates decreased rrevalence 
of contraceptivc use in 1978 compared di re1977. 

in an efficiency class by itself' among contraceptive meth
ods. Ard the fact that this forn of contraception has 
negligible side effects after the acute surgical effects have 

sudsided has gained it much additional favor as the side 

Ext,'nsive unttici demiand 
exists in India, but success 

for female sterilization still 
in raising voluntary steriliza-

effects accompanying continued use of other contra

ceptives have been more fully mcasured and understood. 

lion levels depends upon large improvemlents in tilie avail-
ability and qualityv of sterilization services. 

Calculations by tile author and others (4) have indicated 
that Child Acquisition Costs (CAC) for each child are 

Unf'ortunately, India has t'ailcd to implement a well bal-

anted tanily planning program. (Oralcontraceptives and 
roughl ten tines the atnual per capita Gross National 
P,'odu.itl'tah ('ountri'. 

lubricated codos la.c not yInben made generally and IlBangladesh and many other poor countries with a per 
arpprt)priately a,.ailable, capita GNFI of approximately $100 per annum, it costs 

UNITED) STATES 'lie parents and/or tile society roughly $1,000 per child 
for tlie food, shelter, clothing, health care, education and 

While China and India base conttinued to lead in the iiun1- job creation activities ieeded to bring a child fronl birth 

her of sterili/ations perl'ormcd, the United States has 
achieved tlie highest prevalance of sterilization use-by 

to tile age and svork capability that tileyoung person 
become predotinantly self-snf'ficient. 

can 

more than 35("o of 1('RA (2)-anI has been particularly 
active ill tcvclopnmcnl and dissell.miation of improved 
surgical technology to trained surgeons and programs in 
developing countries (3). 

The approximate age at which sclf'-sufficiency occurs 
varies by social pattern, being ordinarily at a lesser age in 
developing countries. 
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In the United States, with a per capita GNP of approxi- AVAILABILITY OF SURGICAL SERVICES 
mately $7,500, average Child Acquisition Costs are cal- At Tunis three years ago I analyzed the numbers of 
culated as roughly $75,000 per child when educationalcosts during the many years preceding independent earn-
costs dur tilaye as e dg ivoluntary
ing capability are included, 

trai nd peronne an al t e nd e otrained personnel and surgical facilities needed to extend 
sterilization throughout the developing world,and concluded that approximately five surgical clinics 

The potential of voluntary sterilization for economic and were needed per million population to rapidly handle the 
social development is indicated by the following calcu- backlog of demand. 
lation: Later, in a stable low birth rate population, less than half 

Number sterilizations performed x 2 (births pre- as many clinics would be needed. 
vented by each sterilization) x per capita GNP x 10 
(usual CA( factor) = the Child Acquisition Costs During the last three years much has been done, but avail
if these births were not prevented, ability of quality surgical services still falls far short of 

what is needed in most countries and action toward cre-
With the data available for 1978, when at least five mil- ation of these services has only recently begun in Africa, 
lion sterilizations were performed in developing countries for example. 
(including China), and with the average per capita GNP 
about $250 for tiledeveloping world, one can calculate 
the Child Acquisition Cost savings of this action: 

The developing countries which have made the greatest 
progess in providing voluntary sterilization surgical serv

5,000,000 sterilizations performed in developing ices to their entire populations are China, Korea, Thailand, Tunisia, India, Colombia, Cuba, Singapore, Pana

countries during 1978 x 2 (births averted per steriliza

tion) x $250 (average per capita GNP in the develop-
itig world) x 10 (usual CAC factor) = 525 billion 
Child Acquisition Cost savings as a consequence of 

ma, and El Salvador. Other countries, such as Mexico, 
are now moving rapidly but have a considerable way to go 
before surgical services will be generally available. 

tie 10 million unwanted births averted by perform- Our emphasis must alway:s be upon provision of ade
ance of 5million voluntary sterilizations in develop- quate services, with the knowledge that if we accomplish 
ing countries during 1978. that task well then the success of the voluntary steriliza-

The potcntial of voluntary sterilization for improved de- iion movement will be assured. 

velopment of families and societies is truly phenomenal. We must emphasize service goals while eschewing ac-
And as the developmental efficiency of voluntary sterili
zation becomes more generally realized, world appreci
ation for this mcans of contraception will increase. PROSPECTS FOR THE 80's 

REVERSIBILITY 

Considerable progress has been made since the meeting at 

At the time of the Third International Conference-with 
India and China intensifying their surgical sterilization 
programs and with the rapidly increasing popularity ofvoluntary sterilization in many countries-it seemed that 

Tunis toward improved reversibility of surgical steriliza-
tion through meticulous reconstructive surgery of pre-
viously interrupted fallopian tubes and vas deferens (5). 

the use of this iethod might double within five years, to 
about 130 niillion couptes by the end of 1980. 

In the best of circtimsta ces surgical success rates for re-
But it is now clear that world performance will probablyfall at least 20 million short of that estimate (Table 1). 

vcrsal of fertility now approximate 75 percent. Such re-
constructive surgery in women is being facilitated by the 

Most of this can be attributed to negative reaction to use
of'coercion in India which slowed implementation of 

shift from electrocautery to tubal rings and clips, and 
further improvements are anticipated. 

s er i n Idiam. 
service programs. 

When patients can be assured of a high probability of Not only did the negative reaction to coercion in India 
success should reversal of fertility subsequently be de- result in a shortfall of at least 10 million sterilizations 
sired, it is likely that a considerable number of persons of there during these last several years, but negative reaction 
lower age and parentage will avail themselves of tilemany ripples in many other countries diminished the number of 
advantages of voluntary sterilization, procedures performed in those countries by an estimated 

10 million. 
The Office of Population of A.I.D. is supporting a re
search and training unit at the Johns Hopkins University Also, the probable performance trajectory during the 
aimed at perfecting and disseminating the requisite skills, 
equipment and support for reversal of sterilization, 

early 1980's has been lowered (Table I) so that a special 
effort will be necessary to fully meet demand for steriliza-

We anticipate that each major country will need at least 
tion by 1985, which, if rapidly and well done could in
crease the number of couples using voluntary sterilization 

one Sterilization Reversal Center. to the level of about 150 million by the mid-eighties. 
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Table 1. Estimated Number Couples Depending Upon Surgical Sterilization for Control of Fertility 

Estimated No. 
Estimated No. of MCRA Using 

World Population MCRA'S* Surgical Sterilization 07/ MCRA Using 
Surgical SterilizationYear's End 	 (billions) (millions) (millions) 

3 	 0.82.7 3781950 
5 	 1.23.0 4201960 
7 	 1.53.3 	 4621965 

15 	 3.03.6 	 5041970 
65 11.64.0 	 5601975 

.................--------------------------------........................................------------------------------------------------------.......
 
105 17.44.3 	 6021980 
150 23.34.6 6441985 

(Includes hysterectomies) 

of the general world population*ror simplicity, the calculations are based upon the assumption that one-seventh (1401o) 


are married women of reproductive age (MCRA).
 

will have an impact on fertility roughly proportionate toWith full availability of quality surgical services and opti-

its prevalence.
nial educational activities it is likely that prevalence of use 


of voluntary sterilization for fertility control will greatly
 
was esti

increase in virtually all countries though the levels at-	 As indicated in Table 2, the world birth rate 
mated at 27.4 for 1977. Based on the proportion of cou

tained will naturally vary considerably. 
ples using voluntary sterilization, it appears that roughly 
one third of the decreased birth rate from the traditional

Because 	 the use of surgical sterilization interplays so 
was due 	to voluntary sterilization. Approxi

greatly with the use of other methods and the changing 	 level of 50 
mately 30 million fewer births occurred in 1977 because

duration of marriage, one cannot calculate the precise im-
of the 80 + million couples using voluntary sterilization. 

pact of this method upon fertility. But because the greater 
dependability of voluntary sterilization to some extent 

Clearly, voluntary sterilization is already making a greatbalances the lower age and parity of couples using other 
contribution to the solution of excess fertility problems.methods, one may perhaps best assume that each method 

Table 2. 	 1978 Mid Year Population, 1965 and 1977 Crude Birth Rates, Percentage Decline and Data Sourcesfor World, 

Regions and Countries or Territories (Preliminary) 

Crude Birth Rate To Decline in CBR1978 Population 
1965 1977 1965-77Region and Country 	 (in 000) 
34.6 	 27.4 -20.8World Total 	 4,232,084 
40.3 31.6 	 -21.6Less Developed Regions 3,112,375 
18.7 	 15.7 -16.0More Developed Regions 1,119,709 
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The Evolution of Female Sterilization
 

Rustom Soonawala 

Sterilization is a method of contraception which is per-
manent or long term. Its history began nearly a hundred 
yc.ars ago when in 1880, the first steilization was per-
formed in a patient delivered by caesarian section by 
ligating the fallopian tubes. By 1897, interval sterilization 
by colpotomy and by the abdominal approach were de-
scribed and performed primarily for eugenics in mentally 
retarded individuals. In the 1920's, the increasing safety 
of surgical procedures encouraged gynecologists to per
form sterilization more frequently in the post-partum 
period. It was only after 1950, however, that tubectomy 
became known as a highly satisfactory method for per-
manent control of fertility, 

Sterilization for contraception, as one of the bes, nieth
ods of protection against inwanted pregnancies, did not 
become popular in Western countries and developed 
societies as it did in Asian countries where the increasing 
pressure of population growth necessitated introduction 
of the procedure in national programs. India has been in 
the forefront, having introduced and maintained both 
male and female sterilization in national programs for 25 
years. 

In the 1950's, the demand for sterilization was limited, 
Since most cases were puerpural, the abdominal approach 
was found to be ideal. The procedure wa!; performed be
tween 24 to 72 hours after delivery throug! a small 2 cm. 
subumbilical incision. The fundus, being high in the ab-
domen, made delivery of the tubes easy. The rest period 
after a sterilization conveniently coincided with the usual 
hospital stay of 5 to 10 days. Enhanced motivation during 
pregnancy and post-part um made puerpural sterilization 
a well accepted procedure. Nevertheless, ihe small but 
significant incidence of incisional hernia resulting from 
lax abdominal muscles did create a fear of the procedure 
generally among grand multiparas with 6 to 10 living 
children. 

After 1960, the rnd in higher parity and age of acceptors 
began to change and younger women with 2 to 3 living 
,'iildren volunteered for sterilization. Because of a high 
infant mortality, it was often thought advisable to delay 
the operation a few months or years, to evaluate the 
chances of survival of the mother's living children before 
resorting to a permanent procedure. 

At the same time, women dissatisfied with the available 
alternative contraccptive methods such as the Pill and 

IUD became receptive to sterilization. With liberalization 
of abortion in many countries, the demand for interval 
sterilization further increased as women seeking abortion 
became motivated to accept a permanent method of con
traception. This stimulated development of interval steril
ization, first by the vaginal route-colpotomy-and later 
by a modification of the abdominal route, popularly 
called "minilap." 

'Fhe last decade has produced rapid advances in tech
nology of medical endoscopy: the introduction of the 
Hopkins rod lens system and fibre light illumination; 
sterilization by laparoscopy; culdoscopy; and most re
cently, hysteroscopy. 

The period from 1950 to the present has witnessed a ra
pidly rising tide in the demand for female sterilization. 
The figures for acceptance rose from the hundreds in the 
fifties to the thousands in the sixties and became millions 
in the seventies. Throughout this period efforts have been 
directed to make each method of sterilization: 

9 Sale for the individual. 

0 Simple, enabling operators with minimal training to 
be employed. 

0 Reversible, to permit restoration of fertility if neces

sary. 
, Economical, to allow maximum participation by 

developing countries with limited financial re
sources. 

h is best to discuss sterilization procedures under two 
categories: 1) approach to the fallopian tube; and 2) 
method of tubal occlusion. The fallopian tubes could be 
reached per abdomen by laparotomy, per vaginum by 
colpotomy or by using one of three available endoscopes: 
laparoscope, culdoscope, or hysteroscope. 

The two most popular methods are minilap and laparo
scopic falope ring application. Other methods are used 
according to local needs, available equipment, and exper
tise. 

TECH"'IQUES OF TUBAL OCCLUSION 

The fact that over 30 techniques for a simple procedure 
like occlusion of the fallopian tubes have been described 
reflects the need for an ideal method. The point is always 
to make the occlusion simple, effective, yet reversible. 
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Pomeroy's technique has withstood the test of time. Liga-
tion with absorbable suture material followed by excision 
of the loop results in separation of tilecut ends after the 
ligature dissolves and minimizes the incidence of failure. 
Excision of the loop in this classic method, however, 

than the sterilization operation itself. With improvement 
in surgical technique, it was now possible to perform 
most sterilizations under local infiltration with some 
degree of sedation. A long lasting local anesthetic agent 
which could alleviate pain for 36 to 48 hours needs to be 

results in loss of a large segment of the tube mak;ng r,:- developed. A totally pain-free operation and recovery
construction difficult as the two ends become of unequal 
diameter. Yo overcome this, I have devised this modifi-
cation: the tube is picked up with a hemostat instead of a 
Babcock forceps, a small segment is tied across wilh an 
absorbable ligature and then cut at the crushed portion to 
create a discontinuity %%it hout excising any segment of the 
tube. The length of the tube sacrificed by this method is 
halfofthat lost in other methods. In the four years that I 
have practiced [his techinique, theic h,1,been no differ-
ence in the failure rate compared to traditional methods, 

The modifications described by Lapharts and Uchidas, of 
subperitoneal dissection and occlusion of tiletube with-
out disturbing the blood supply in the nmesentary, are 
excellent but cannot be applied universally since it is diffi-
cult to use such teclniques in large numbers with sur
geons of varying experience. 

A variety of non-ligation method, such as silastic bands, 
various kinds of clips, fulgurati, ir, necrosis by cold or 
chemicals, solid plugs and laser 1ave been used with tile 
advantages and drawbacks particular to each. Despite 
this effort, a method of tubal occlusion which is simple, 
safe, effective and easily reversible is yet to be developed. 

ANSTIhIESIA 

A decade ago, general or spinal was the anesthesia of 
choice. At times side effects created greater morbidity 

would provide a strong incentive to acceptance of sterili
/ation since most people avoid surgery for fear of pain. 

THE SURGLON 

In all countries where population pres.,ures are maxi
nun, there is a shortage of qualified doctors. To avoid 
diverting highly trained personnel to implement family 
planning procedures, paramedics well-trained in the de
livery of fertility control services could be used, particu
larly in countries and areas %%here physicians are not 
available or will not go. This concept is a bold step in a 
new direction, but if taken and properly implanted, 
vould provide family plannin, services where they are 
most needed. 

CONCLUSION 

Presently, female sterilization is tilebackbone of fertility 
regulation programs and demand is steadily increasing. 
Among males, demand for sterilization fluctuates and 
requires persistent efforts at motivation. 
Mny promsing methods have been developed but all 

haveydiawbacks. I am Sure human ingenuity will find a 

breakthrough. Until then, let us make tilebest use of 
presently available methods by improving delivery serv
ices. The occasional mishap that may arise can be avoided 
by better patient care and follow-up. 
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Fardoon Soonawalla 

If excessive population gro' vth is:he crisis of this century, 
successful use of sterilizati( n for its control is certainly a 
major advance in measures rlr human welfare. 

Male sterilization isreported to has 2been first performed 
inthe 1890's by Lennander in Swed-l, and Anderson in 
Grust Britain. It gained prominence as a -ugenic measure 
in 1934 when a bill was introduced in the British Parlia-
ment for sterilization of males with mental disorders and 
certain transmissable diseases. 

At the same time, sterilization by radiation was attempted 
but was unacceptable, since application of the correct 
sterilizing dosage was difficult and an insufficient dosage 
might result in injury to sperm or ovum. Fertilization, 
once accomplished, might produce a high incidence of 
congenital abnormalities in future generations. 

In the t o subsequent decades, the acceptance of vasecto-
my was restricted to that of an office procedure for con-
traceplion at individual request. During .he war years it 
acquired disrepute from its use by Nazis for compulsory 
sterilization of males of 'undesirable' groups. After the 
war the operation was included in surgical texts as an ad-
junct procedure during prostatectomy to prevent epi-
didymitis from ascending infection (1). 

VASECTFOMY FOR POPULATION CONTROL 

In the 1950's, measures for contraception such as the Pill, 
the IUD and sterilization wei begun on mass scales. 
Among these, sterilization was directed primarily toward 
female acceptors who generally were naturally motiva~ed 
towards family planning. During this p:riod, India led 
the way in implementing government snonsored, national 
population Policies and initiated rnass sterilization cam-
paigus such as the one in Miadr; . e in1958. 

The 1960's saw adecline in the popularity of the Pill and 
the IUD. At the same time it was realized that thee tem-
porary methods for spacing werc not demographically 
effective becaus, of a high failure rate, high rates of dis-
continuance, and r-ub6,nw sustained motivation. Ats of 
the national level, vasectomy was viewed as an ideal 
me!iod, bf ing effoctive, saf , , acceptable, economical and 
al ;o ,.asily implementabtc or a mass scale. 

During this period when the demand for male sterilization 
rapidly increased, attention of researchers was directed 

towards simplifying the technique and reducing the mor
bidity of the operation. The technique of vasectomy de
scribed in surgical books at that time was meant for use 
in operation theatres cn in-patients. It involved exterior
ization of the cord through a scrotal incision and excision 
of long segments of the vas. This method, when used in 
the primitive facilities that existed in family planning 
clinics in developing countries, led to unacceptably high 
incidences of post-operative pain, hemorrhage and infec
tion resulting in loss of working days. 

Thus was evolved the technique of "mini-vasectomy" 
through two taterai incisions, which was further modified 
to the single incision method. The ease of operation was 
greatly facilitated by the introduction of a new vas for
ceps (2). 

In the late 1960's, the acceptance of vasectomy in India 
was four times that of female sterilization. During this 
period, due to adverse publicity about oral contraceptives 
and campaigns to encourage greater male involvement in 
family planning, particularly through the efforts of the 
Association for Voluntary Sterilization, there was in
creased use of vasectomy in the United States and to some 
extent in Western Europe (3). It also emerged as a prom
inent component of national population programs in 
'angladesh (then East Pakistan), South Korea, Nepal, 
Sri Lanka and People's Republic of China (4). 

VASECTOMY CAMPS 

In areas where lack of communication, transport and 
health services prevented motivation and implementation 
of family planning services, the facilities were el:,ended to 
rural and remote areas by introduction of the camp ap
proach. Personnel and equipment for motivation and 
service were temporarily provided where none existed 
earlier. The operations were carried out in village schools 
or even in the open. Such camps, first organized around 
Bombay and Madras, were for vasectomy only, but later 
the facilities were extended to provide all contraceptive 
procedures. This aspect of the service became a regular 
feature of family planning in India in following years. 

The camp concept was modified to provide temporary 
sterilization services in large industrial establishments, 
for one to two days, and later extended to the slums 
through makeshift, roadside centers and also in mobile 
vans (5). These innovations brought sterilization to the 



doorstep of the urban dweller and to the remote villager, 
It modified fear of surgery and made family planning a 
feature of daily life. Several countries of the Indian 
Ocean Region and South East Asia have used the concept 
of mobile and temporary surgical services in a highly 
successful manner. 

TRAINING OF DOCTORS 

It was realized that the success of sterilization programs 
depends orefficient implementation, the satisfied accept-
or being the best motivator. Retrospective studies have 
also shown that good clinic management and a well-
motivated staff are more important than costly equip-
ment, as efforts put towards better performance by exit-
ing staff pay greater dividends. A dedicated doctor well 
trained in the performance of vasectomy is the best guar-
antee to the success of a clinic. At this stage, then, train
ing of doctors became an important facet in the evolution 
of sterilization and the Fam'iy Planning Association of 
India has been one of tilefirst agencies to organize a 
series of advanced training courses in family planning 
techniques in India and in other countries of the Indian 
Ocean Region. 

The decade of intense activity in male sterilization created 

a generation of young doctors who were highly skilled
 
operators, each having performed several hundred to a 

few thousand vasectomies. Many of them are non-surgi-

cal practitioners of medicine and a few are even para-

medics. In Britain, the general practitioner rather than 

the surgical consultant has been found most suitable (6). 


In the early 1970's, after more than ten million vasecto-
mies had been performed all over the world, most retro-
sncctive surveys indicated a very low complication rate 
and a large majority of highly satisfied acceptors. Va-
sectomy, it seemed, had proved to be the most efficient, 
safe, and easily implemented method of contraception. 
This happy state had been reached following intense !f-
forts at education of the male acceptor, remova of"myths 

against vasectomy and creation of a large cadre of o'-a
tors skilled in the standard technique of the operation. 


THE UNDESIRABLE SEQUELAE 

Long term follow-up of vasectomized men brought into 
prominence certain undesirable sequelae such as failure 
due to spontaneous recanalization, formation of anti-
bodies, doubtful effects on libido and the need for rever-
sal in some cases. The possibility of these sequelae, how-
ever remote, was a hinderance to motivation and pre-
vented some from coining forward for sterilization. The 
last ten years have, therefore, seen research activity to 
locate the cause and consequences of the changes after 
vas occlusion with the idea of minimizing these adverse 
effects. 


Reduction in incidence of late failures has been brought 
about by modifying methods of ligating vas ends, includ-
ing overlapping, looping, and interposition of the sheath 
between the ends. In my experience, ligation of looped 
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ends assures a most secure tie, with the least effort and
 
the lowest incidence of spontaneous reunion.
 

Use of clips and silastic bands are still in the experimental
 
stage and seem to offer no significant advantage over
 
ligation. The cautery technique is reported to produce a
 
lower incidence of complications with virtually no possi
bility of failure (7). It is rapidly gaining popularity. 

An important consequence of vasectomy is appearance of 
sperm for up to fifteen or twenty ejaculations, which re
quires contraception for two or three months after sterili
zation. "Instant vasectomy" can be produced by flushing 
the abdominal segment with 3 ml. of 2% Furazone solu
tion (8). 

PERCUTANEOUS TECHNIQUES 

Attempts have also been made to simplify vas occlusion 
by non-operative, percutaneous ligation or bipolar cau
tery fulguration without incising the skin and by injection. 
of sclerosants. Among these, injection of a combination 
of 90% ethanol and 3.6% formaldehyde may find clinical 
acceptance (9). It may be possible in the future to use 
ultra sound as a quick and safe non-invasive method of 
vas occlusion. 

INTRA-VASAL DEVICES 
Subsequent to the first reports of experiments in ocl

so n t he firstie rt sof iner i ses in the 
sion of the vas by insertion of inert substances in the 
lumen (10, 11), several dcv;:es have been tried ranging 
from injected liquid silic-me to insertion of nylon thread, 
coppe: wire, or rods of polythene, nylon or silastic. The 
tendency of the obstructed vas to dilate, however, led to 
leakage of sperm with an increasing rate of sperm ap
pearance over a period of time. Besides, removal of the 
device did not secure restoration of fertility due to post 
inflammatory obstruction in 10 to 20% of animals. Clini
cal application did not, therefore, follow the experiments. 
VALVULAR OCCLUSIVE DEVICES 

Several types of implanted valvular devices which can be 
turned on or off have been tried (12). Of these, the rigid 
ones initially used have been replaced by flexible silastic 
devices. Occlusion of the canal has been achieved by a
rigid shuttle stem or a screw or by application of a herno
clip. The RIOD described by Free (13) is a three-piece 
device wherein patency of the canal can be altered by 
interchanging the color coded connecting piece. At pres
ent there are too many uncertainties associated with their 
use, making .linical application unlikely.
 

e 
CONCLUSION 

Male sterilization in the forcealc I'uture will continue 
to depend on conventional surgical techniques. Its supe
riority in mass implementation over female sierilization is 
clearly brought out in Figure 1,which shows the number 
of male and female sterilizations done from 1966 through 
1977 in India, a country where both sexes have accepted 
sterilization freely. 
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Figure 1. Male and Female Sterilizationsin India 
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Throughout this period vasectomies outnumbered tubec- the fall in acceptance has been equally precipitous. Since 
tomies and during periods of increased governmental females are generally self-motivated, tubectomies have, 
pressure for better performance, tile numbers have by cc.trast, maintained a steadily rising rate of accep
reached astronomical heights. This denotes the ease of tance. Proper implementation and sustained efforts evi

implementation of vasectomy. However, under adverse dently are the key to the success of male sterilization pro
conditions as in 1977-78, the period after the emergency, grams. 
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The Role and Challenge of Female
 
Voluntary Sterilization in
 
Family Planning Programs
 

Gloria T. Aragon 

WORLDWIDE GROWTH OF FEMALE 
STERILIZATION AS A 
CONTRACEPTIVE METHOD 

The remarkable increase in the number of voluntary 
sterilizations, particularly in the last ten years, has been 
documented. The estimated global acceptance figures 
(Table 1) show an increase from three to four million in 
1950 to 20 million in 1970, to 65 million in 1973, and to 
80 million inl 1977. Significantly, the Asian continent 
alone has three-fourths of the total voluntary sterilization 
acceptors the majority of whom are women. In the Phil-
ippines, for inst mnce, nitl out of tett voluntary stcriliza-
tion acceptors are women, 

Country data oti voluntary stugical sterilization are gen-
erally limited, partial, or incomplete, and for a number of 
countries, are not readily available. Many experts be-
lieve that voluntary sterilization adopters are under
reported because of people's senitivciss to the pro-
cedure. Ncverlheless, the existing available data indicate 
that the growth of' female sterilization so far has been 
remarkable, particularly in developing countries, and 
specifically in the last tisc years. 

Table2 shows those couttrics with predominantly female 
acceptors of' voluntary sterilization. A number of coun-
tries report over 10,0H ) Among them are Korea, Thai-
land, the Philippines, Sri Lanka, Pakistan, El Salvador 

and Singapore. The United States, on the other hand, 
shows that both male and female surgical'contraception 
programs have made nearly equal progress. Table 3 
shows the number and percentage of female/male accep
tors of voluntary stcrilizations, as compared to users of 
other contraceptive modalities in the Philippines. 

FACTORS INFLUENCING ADOPTION OF FEMALE 
SURGICAL CONTRACEPTION 

The growth of female sterilization, or any contraceptive 
method for that matter, is influenced by the political, 
legal and religious climate of the country, by the attitudes 
or cultural beliefs of potential acceptors, and by the sys
tern of providing the service. 

Political-Legal Factors 

A review of the legal status of voluntary sterilization gives 
three types of law related to voluntary sterilization: 
1) laws authorizing voluntary sterilization which prescribe 
certain procedures or conditions for operations such as 
waiting periods between request and operation, minimum 
age, spouse's consent, facilities, and sex descrimination; 
2) laws prohibiting sterilization tinder varying circum
stances; and 3) a lacttna in statutory law where criminal 
statutes do not specifically prohibit or permit voluntary 
sterilization. 

Table I. Lstitnated Ntunher (in nillions) of Coul /es Controlling Fertility by Voluntarjv Surgical Sterilization, IY 
Country, Continent, and Year (as of December 31 o. gii en years) (1) 

Couatlry or Continent Year 
1950 1960 1970 1975 1976 1977
 

China * * 4 30 31 35 
India * * 7 17 23 22 
Asia (excluding China, India) * * I 2 3 3.5 
United States 1 2 3 8 9 9.5 
Europe * 3 4.5 5 5.5 
Latin America * * 1 2 2.5 3 
Canada * * 0.5 1 1 1 
Africa * * 0.5 0.5 0.5 0.5 
Estimated World Total 4 7 20 65 75 80 
*Estimate unavailable 
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Table 2. A Summary of Voluntary Sterilization Users (1) 

Sterilization 
% of MWRA Adopters as % of All 
Protected by Contraceptive % of Adopters 

Country Year Sterilization Adopters Female 

Bangladesh 1976 2.2 39 28
 
Botswana 1976 0.2 NA 100
 
Dominican Republic 1975 11 NA NA 
El Salvador 1976 14.5 26 94 
Fiji 1974 22 NA 100 
Guatemala 1976 0.3 9 100 
India 19 76 / 7 7a 20.6 NA 25 
Jamaica 1975 NA 12 100 
Korea 1977 9.2 17b 77 
Malaysia 1975 2.1 6 NA 
Nepal 19 7 6/ 77 a 2 .4 b 12b 33 
Pakistan 1976 0.4 2 87 
Panama 1976 10.3 E 86 
Philippines 1976 1.6 7 81 
Singapore 1976 15.8 28 96 

Sri Lanka 1974 9.Ic 36 83 
Tanzania 1976 - NA 100 
Thailand 1976 8.6 17 90 
Tunisia 1976 4.9 9 100 
United States 1976 29 .0 c NA 51 

a Data cover fiscal year (April to March).
 
b Data are for January to September 1977.
 
c Data are for 1975.
 

Table 3. Philippines: Percent and Number of A cceptors by Method, 1976 - 77 (2) 

1976 1977 

Method Percent Number Percent Number 

Rhythm 7.2 46,651 5.9 30,417 
Pill 43.9 283,907 41.5 211,353 
IUD 6.7 43,253 8.2 41,529 
Condom 31.5 203,726 29.8 151,686 
Sterilization 

Male 1.6 10,296 1.5 7,416
 
Female 5.8 37,686 11.0 55,975
 

Other 3.3 21,264 2.1 10,716
 
Total 100.0 646,783 100.0 509,082 

Nlany countries have no legal provisions regarding sterili- Interestingly, Nshile there are countries which specifically 
zation, and are the third type where voluntary steriliza- prohibit male voluntary sterilization (such as the German 
tion is considered legal since it is not expressly prohibited. Federal Republic and Panama), there are none which 
Only six countries have specific prohibitions on voluntary specifically prohibit female voluntary sterilization. Of 
sterilization: Greece, Italy, Portugal, Spain, Somalia and course, this could be interpreted as merely a reflection of 
Burma. In the Philippines, all acceptable methods of con- male chauvinism. 
traception, except abortion, have been authorized. 
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Sociodemographic Factors and Cultural Attitudes 

A review of the limited literature on sociodemographic 
factors and cultural attitudes shows that female voluntary 
sterilization acceptors are generally in their early 30's, the 
range being from early 20's to late 40's, and have ant aver-
age of five children, the range being two to 9 children. 
The concentration of acceptors in acertain age group and 
parity level may be a function of recruitment policies, 
rather than clients' preferences. A large number of accep-
tors are reported as not having used contraceptives be-
fore, suggesting that preference for sterilization has to do 
with family size limitation rather than childspacing. 

There are even fewer studies o1 the motivational factors 
associated with the choice of sterilization as a contracep-
tive method. An apparently common concern of clients is 
the effect of sterilization on health and sexuality. Some of 
tile
literature cite clients' need to know the details of theoperation and recovery, 

An in-depth micro study (3)of female voluntary steriliza-
tion acceptors in the Philippines indicates that surgical 

of its perceived permanence,contraception, because 
seems to be the logical choice for those who have their 
desired number of children within their financial capabili-
ties. The common attitude, however, seems to be that 
even though the desired number of children has been 
reached, ti-farmily isnot complete unless there is at least 
one male and one female child. The study also noted that 
fear of surgery and its effect on health and on sexual life 
appeared to be important considerations for clients in 
submitting to female sterilization. Competence of the 
staff, more than its accessibility, seemed to be a primary 
concern in the choice of a service center. 

SERVICE DELIVERY STRATEGIES 

Voluntary sterilization, particularly female sterilization, 
has been promoted and delivered as a contraceptive 
niethod u,ing various service strategies in diverse settings, 
and this has affected its growth and acceptance. 

Government Support 

In Asia, most countries provide government support to 
voluntary sterilization. In the Philippines, for example, 
government support is provided for training, equipment, 
subsidy, and for setting up of service centers. 

In Latin America, by and large, female voluntary sterili-
zation isavailable only through private physicians, and is 
mainly promoted by private institutions. Notable excep-
tions are El Salvador, Puerto Rico and, more recently, 
Mexico, where female voluntary sterilization isprovided 
through government health centers. 

In the Middle East, Tunisia is the only country where fe-
male sterilization services have been incorporated into the 
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national family planning program. In Lebanon, Egypt 
and Jordan, it isavailable in a number of hospitals and/ 
or through private physicians. 

In the U.S. and Canada, female voluntary sterilization is 
widely available. Although male and female voluntary 
sterilization services are well received in the U.S., mostly 
female services are available in Canada. 

As for the countries in Oceania, it seems only Western 
Samoa has made female sterilization services part of its 
faniil; planning services. In Fiji, however, services are 
widely available and accepted. It is also readily available 

in the urban centers of Australia and New Zealand. 
In Africa, sterilization is not commonly available as a 
contraceptive method. In fact, the continent has tilelow
est incidence of voluntary sterilization in the world. The 
enl eceo vouth Afriationre the ard fe
only exception is South Africa where both male and fe
male sterilization are available in government hospitals. 
However, female sterilization services are reportedly 
being expanded in Kenya, Mauritius, Nigeria, Senegal
and the Sudan. 

Recruitment Policies 

Many countries have set an age requirement for appli
cants-ranging from the early 20's to the mid 30's; some 
have parity requirements of two to five children. In addi
tion, many countries require the written consent of the 
spouse. 

In the Philippines, written consent of the spouse is re
quired, but there are no official criteria for female volun
tary sterilization applicants. The lack of uniform recruit
ment criteria, and conversely, flexibility in recruitment, 
has been perceived both positively and negatively. On the 
one hand, lack of uniform criteria could result in waste of 
time, money and effort spent in motivation when those 
recruited are rejected by service centers which go by age, 
parity, and other requirements. On the other hand, ab
sence of criteria allows for a lot of flexibility and opens a 
wide market for female surgical contraception. 

Program Practitioners 

Female voluntary sterilization procedures are usually per
formed by physicians. This, of course, constrains the 
growth of the program, especially in countries where 
there is shortage of medical personnel, and especially of 
doctors. There have been occasional experiments with the 
use of paramedics or nonprofessionals. In Thailand, 
trained operating theatre nurses have been found quite 
able in performing surgical contraception procedures. In 
Bangladesh, women with only 10 years of education, and 
with no professional training, were trained to perform 
mini-laparotomy in rural areas. Apparently local women 
prefer these para-professionals to physicians. 
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In the Philippines, paramedics have not yet been mobil-
ized for perforning surgical contraception. The present 
concern of the program is the development of surgical 
skills in sterilization among physicians whose number 
seems to be presently sufficient to meet existing demand. 

Access to Services 

Access to services is a major factor in tile adoption of fe-
male volutiary sterilization. Services are usually provided 
in hospital-based health centers and clinics. Use ol non
hospital settings, particularly the camp approach, has 
been widely undertaken only in India and Nepal, with 
very fe\ reported cases of complications or failures. 

In the Philippines, the use of' itinerant teams has been a 
major strategy in expanding services to remote areas. 
These teans complement static service centers in various 
parts of tie country. With a continuously expanding net-
work of services, the itinerant teams could be mobilized 
to enhance the competence of existing static centers. 

Program Incentives 

The provision of incentives for female voluntary steriliza-
tion has helped to promote acceptance of the method, 
particularly in developing countries. The incentive to the 
client commonly takes the form of a subsidized or free 
operation. For the staff, provision of trainig and equip-
ment may be viewed as incentives. 

In the Philippines, a subsidy of P105.00 (US $13.75) is 
provided through Medicare or the Population Commis
sion. This amount is divided between performing staff 
and tile hospital for the cost of medicines. However, re
muneration for performing female voluntary sterilization 
services is perceived by doctors as meager compared with 
that received for other services. Moreover, existing pro
-ram staff complain of limited professional growth. 
These factors result in a fast turnover of program staff 
and decrease of personnel within the program. 

I)EMOGRAPHIC AND PUBLIC HEALTH ASPECTS 

Demographic Impact 

Female voluntary sterilization programs have made an 
impact on fert;lity trends. It is estimated that, based on a 
mean fertility of five children at an acceptance age in the 
early 30's, two to three births may be averted. 

Concepcion and Laing, on tile basis of age-specific mari
tal fertility rates obtained from the 1973 Philippine Na
tional Demographic Survey and utilizing joint survival 
rates, assuming the husband's ages were 21z years greater
than tile wife's, constructed the hypothetical model 
(Table 4) to assess the possible number of births averted 
by increased sterilization acceptance. Three levels of fer
tilitv (national mean, and those of regions representing 
the lowest and highest fertility rates) were assumed in the 
computation for births averted. 

Table 4. Estimates of "Future Births Averted" (FBA) Among Sterilization Acceptors, by Age 

Inputs: 1) Age-specific marital fertility rates (ASMFR) from 1973 NDS for Greater Manila, Total Philippines,N.E. 
Mindanao (representing minimum, mean, maximum levels). 

2) Joint survival rates (SR) [from Engracial-assuming husband's ages were 22 years greater than wife's ages. 

Formula: FBA i = 5 [(ASMFRi )/2 + (ASMFR i + 5) (SRi + ) + (ASMFRi + 10) (SRi - 10) + 

+ (ASMFR i + 25) (SRi + 25)] 

Greater Manila (Minimum) Total Philippines (Mean) N.E. Mindanao (Maximum) 

Age(i) ASMFR i SRi + 5 FBA ASMFRi SRI + 5 FBA ASMFRi SRi +5 FBA 

15-19 413 .971 6.9 150 .971 7.7 473 .971 8.4 
20-24 459 .961 4.9 444 .961 5.7 465 .961 6.2 
25-29 348 .952 3.0 378 .952 3.8 411 .952 4.3 
30-34 246 .941 1.6 308 .941 2.3 334 .941 2.6 
35-39 139 .928 0.7 218 .928 1.0 255 .928 1.2 
40-44 85 - 0.2 108 - 0.3 121 - n.3 
45 + 0 0 0 

Computed b1y John E. Laing on the basis of age-specific inaritalfertili', rates obtained fron the 1973 National Demo
graphic Survey and utilizing survival rates derived by Luisa Engracia of the National Census and Statistics Office. 
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Table 5. Sterilization Methods and Factors Affecting Their Utilization (1) (World Statistics) 

Male Female 

Conventional 
Abdominal Mini-

Vasectomy Laparotomy Laparoscopy Laparotomy Colpotomy Culdoscopy 

Failure rate 0.15% Oto2% 0.2 to2% 0.2 to0.6% 0 to 0.55% 0to0.55% 

Reversibility 5-70% about about about about about 
10-50% 10-50% 10-50% 10-50% 10-50% 

Complications 5% 0to7.4% 0.1 to7% o0to6.5% 1.6 to 13.3% l.,to 13.3% 

Mortality almost 0 low low low low low 

Table 6. Overall Complication Rates-Study and Training Center of Surgical Sterilization
 
November 1, 1974 to December 31, 1978
 

Minilap Laparoscopic Culdoscopic Vasectomy
5,899 2,085 1,826 725 

Complication Points Percent Points Percent Points Percent Points Percent
 
Minor* 125 8.17 149 22.71 10 1.64 34 11.45
 
Major* 29 1.79 14 0.69 32 2.92 
 4 0.88 

Total 154 9.96 163 23.4 42 4.56 38 12.33 

*Complications not requiring any additional surgical intervention nor hospitalization. 

From Table 4, it is clear that the greater demographic 
impact resullts from women who accept sterilization Table 6A. Rate of Pregnancy by Dates of Operations
during the first 10 years of their reproductive life. For Study and Training Center of Surgical 
women who are sterilized in their early twenties, the Sterilization*
 
number of births averted ranges from five to six births,
 
depending on their marital fertility levels. Year Laparoscopy Culdoscopy Minilap
 

Health Aspects 1973 11974-

Morbidity/mortality rates admittedly are higher with fe- 1975 2(0.'710) 1(0.11%) 
male sterilization than with vasectomy, as shown in Table 1976 7 (0.95) 6 (0.75%) 1 (0.25%)

5 on world statistics. 
 1977 2(0.14%) 

Complication rates depend mainly on the procedure used, Total 9(l.12%) 7 (0.860/0) 3 (0.39%)
the competence of the surgeon, and the support facilities
 
available. Our experience is that the vaginal methods have *Data taken up to December 1978.
 
a higher complicatiotn rate.
 

Table 6 shows complication rates and Table 6A the fail- women, voluntary sterilization plays a significant public
 
tire rates at tite St udV and Training Center of Surgical health role.
 
Sterilization, Philippine General Hospital
 

As shown in Table 7, the mortality risk from a rcegnancy
Maternal and infant mortality rates rise with increasing is many times over that of surgical sterilizaticn. This is 
parity and maternal age. Pregnant women of 35 years or particularly true in developing countrie' with inadequate
older, or those with more than four children, are con- health services. There pregnancy mortality rates multiply
sidcred at high risk. By preventing pregnancies in these several times over those from sterilization. 
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Table 7. Estimated Mortali;v Associated with Maternitiv and Use of Sterilization by Age, and Country Setting (1) 

Country Setting 

Pregnancy and Childbirth (per 100,000 .b.) 

Developed Countries 

Developing Countries-advanced 

Developing Countries-less advanced 


Female Sterilization (per 100.000 operations) 

Developed Countries 

Developing Countries--advanced 

Devel ping Countries-less advanced 


OUTLOOK/CHALLENGES FOR FEMALE 
VOLUNTARY STERILIZATION PROGRAMS 

The remarkable growth of female voluntary sterilization 
as a contraceptive method, especially in Asia, is evident. 
As the Philippine experience attests, however, program 
managers of developing countries are now faced with the 
demand to recruit more acceptors on the one hand, and 
on the other, with the need to expand and deliver the ser-
vices promptly, efficiently and satisfactorily. These chal-
lenges are tied up with the challenge of simpler female 
sterilization technology, 

Strategies for Promotion and Motivation 

In the area of promotional and motivational strategies, 
the general concerns are: 

" Developing IEC/motivational strategies to 1) coun
teract misconceptions that female surgical contra
ception procedures may affect one's sexuality, 2) 
allay fears of pain, surgery and effects on health, and3) develop in clients a better understanding of the 

procedure. 

" 	More studies to be undertaken on decision factors 
and personal concerns associated with the choice of 
steriization as a contraception method. 

* 	Advantages and disadvantages to the growth and 
efficiency of the program of setting uniform recruit
ment criteria for acceptors. 

" Efforts toward liberalization of existing policies 
and/or active government support for the program 
to promote female voluntary sterilization, particu-
larly in Latin America, the Middle East and Africa. 

Accessibility of Services 

The extension of female voluntary sterilization programs 
in the rural areas of developing nations creates the prob-
lem of how to make the services accessible. In the initial 
phase of the program, the camp approach or the mobile 
teams approach may be very useful; but factors such as its 

Age Group 

15-19 20-24 25-29 30-34 35-39 40-44 

11.1 10.0 12.5 24.9 44.0 71.4 
20.0 20.0 25.0 50.0 100.0 150.0 

700.0 400.0 500.0 500.0 500.0 800.0 

10.0 10.0 10.0 10.0 15.0 20.0 
20.0 20.0 20.0 20.0 30.0 40.0 
50.0 50.0 50.0 50.0 75.0 100.0 

relative safety, effectiveness and cost-benefit in the long 
run, need to be weighed against the setting up of static 
service centers in various places in the country. 

Cost of the Service and Program Subsidy 

In developing countries like the Philippines, the cost of 
sterilization isprohibitive for many people who are barely 
on a subsistence level. Thus, voluntary sterilization issub
sidized or provided free. Governments of developing 
countries with a rapidly expanding program will, how
ever, find it difficult to continue to subsidize a very ex
pensive program. As it is, the subsidy is regarded as in
adequate in the Philippines. As a result, the prograam 
may suffer because of limited finances not only for sub
sidized operations, but also for training and service 
equipment, and the development of service outlets. 

The insufficiency of medical personnel in many develop
ing countries is another factor to contend with, especiallyincotreisathrftrtootndwhspily 
with the expansion of female voluntary sterilization ser
vices. Experiments on the use of nonmedical personnel in 

performing surgical contraception need to be encouraged. 
The development of simpler technologies is expected to 
facilitate this. 

Advances in Female Sterilization Technology 

In developing countries particularly, the mandate for 

technological development research istowards developing 
methods that are effective, safe, require only a simple 
procedure with minimum equipment and facilities, and 
which may be carried out by paramedical personnel with 
a minimum of training. 

At present, minilaparotomy seems to be the most practi
cal procedure for developing countries, and it should be 
given priority in the search for further refinement of 
anesthetic techniques and surgical equipment to further 
simplify the procedure. In the Philippines, the Study and 
Training Center of Surgical Sterilization has been con
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tinuously working to achieve this. Until very recently it male sterilization methods (such as tie pharmacologic or 
had to contend with the problem of providing effective immunologic, permanent or semi-permanent method)
minilaparotomy services with the limited subsidy of should be continued. 
.PI05.00 (US $13.75) per acceptor. 

Overall Program Challenge
Another priority for research is the reversibility of sterili
zation techniques. Although many couple!: appear to seek In closing, I would like tu -Iress the fact that there are 
sterilization to end childbearing rather than to space their diverse settings where sterilization services must be per
children, there are younger couples who hesitate to adopt formed. The challenge before population program mana
the method because of possible death of a child or possi- gers is clear: they must find out which strategies of pro
ble remarriage. Microsurgical techniques for reversing motion and service delivery for female voluntary steriliza
female sterilization appear promising; Dr. Victor Gomel tion will work in their individual country settings.
of Vancouver General Hospital, British Columbia has 
reported 70 percent success. 

The author acknowledges the assistance of the Popula-
At the same time, research on the transcervical approach tion InJbrmation Division of the Population Center 
to female sterilization and on systemic, nonsurgical fe- Foundation in retrieving information for this paper. 
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The Role of Male Sterilization in
 
Family Planning Programs
 

Badri Raj Pande 

Global population trends reveal that the world popula-

tion will increase by 150%, from 2.50 billion in 1950 to 
6.25 billion (projected) in 2(XX). If the more developed 

countries have an increase from 1950 to 2000 of 59%, the 

less developed Countries will have 198 percent. Regional-

ly, the top place may be taken by latin America with an 
in Africaincrease of 2781/ followed by increase of 272% 

and 227u1o in Asia except East Asia. Europe, USSR and 

North America are expected to grow only by 37/0, 75010 

and 780/0 respectively during the period (Table 1). The 

ratio of people in the developing to the developed world 
from 2 to I in 1950, to 3.6 to I in 2000.will increase 

Though the population growth trends reveal much higher 

population growth in Latin America, Africa and Asia, 
not all countries have official policies to reduce popula-

tion growth rate. Only 35 countries, including all of 

South Asia with one exception, have such a policy. How-

ever, 30 more provide official support of' family planning 

activities for other than demographic reasons. Sixty-six 
Africa with the exceptioncountries mostly in West Asia, 

of North Africa, Latin America, and East Asia have no 

policy to reduce the growth rate and do not provide direct 
supp')rt to faily planning activities (Table 2). Fortu-

natelv, even in Itiesc countries, contraception services are 

available in a limited way. It is gratifying to note that 

family planning service is provided in health as a human 

right in most countries of the world today. 

STERILIZATION 

as one of the componentsSterilization service is provided 
of family planning service in many countries which have 

an official policy to reduce population growth. Even in 
services forcountries which support family planning 

reasons other than demographic, sterilization service is 
Most countriesprovided for health and welfare reasons. 

provide family planning services within the framework of 

malernal and child welfare services. In countries like 

Nepal, family planning services have been integrated with 

maternal and child health services right from the begin

ning when an official policy was declared. 

Vasectomy has become increasingly popular all over the 

world, during the last few years. In the U.S. and Europe, 

vasectomy became the method of choice for many people 

following adverse publicity regarding the safety of the 

Pill. In the U.S., feminist organizations believed in va

sectomy and felt that the time had come for men to as

sumc responsibility for birth control, that "It is no longer 

women's burden to inflict pain, humiliation and physi
cal danger" upon themselves by using the Pill, diaphragm 

and IUD (2). Indeed, in the U.S., the number of vasecto

mics jumped from a quarter of a million in 1969 to three 
a million in 1970 and 1971 and is now levellingquarters of 


off at about half a million annually (3).
 

Table /. Global Population Trend 1950 - 2000 (in millions)(1) 

Development 
Year World Total Status Geographic Region 

195) 
1970 
1976 (estimated) 
1985 (projectcd) 
20XX)(projected) 

Percent increase 

1950 - 20(X) 

More Less 
devel- devel- North Latin East Balance 
oped oped Africa America America Asia of Asia Europe Oceania USSR 

2,501 
3,610 
4,041 
4,816 
6,254 

857 
1,084 
1,142 
1,230 
1,360 

1,644 
2,526 
2,899 
3,586 
4,894 

219 
352 
412 
531 
814 

166 
226 
239 
262 
296 

164 
283 
333 
426 
620 

674 
927 

1,018 
1,164 
1,370 

693 
1,101 
1,283 
1,625 
2,267 

392 
459 
476 
5(X) 
539 

12.6 
19.3 
21.6 
25.8 
32.7 

180 
243 
258 
282 
315 

150 59 198 272 78 278 103 227 37 160 75 

USSR, Israel, Japan.Argentina, Australia and New ZealandMore Developed. North America, Europe, 

Less Developed: Africa, Asia, Latin America, Oceania (cxclading countries listed above).
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Table 2. Policy Positions on Population Growth Rate, b Region (1) 

All Developing North Balance of West East Asia & South Latin 
Governiaent Position Countriesa Africab of Africa Asiac Oceaniad Asia Americae 
Total 132 6 46 16 25 6 33 
Official policy to reduce the 
population growth rate 35 3 5 2 I 5 9 
Official support of family 
planning activities for other 
than demographic reasons 30 2 13 2 1 0 12 
Government policy unkown I 0 0 0 If 0 0 
Remainder: no policy to 
reduce the growth rate and no 
support of family planning
activities 66 1 28 12 12 1 12 

a. Development status is based primarily on stage of economic development; see footnote Table I. 
b. Includes Algeria, Lgi'pt, Libya, Morocco, Tunisia and Sudan. 
c. Emcludes Israel. 
d. Ecludes Japan, A ustralia, New Zealand, inchdes Melanesia, Pol'nesia and Micronesia. 
e. includes the Caribbean area phs Central and South America, but excludes Argentina and Uruguay.
f. Democratic Peoples Republic of Korea. 

Vasectomy is popular because it is a simple procedure The characteristics of acceptors such as age of wife, num
completed within a few minutes in expert hands and is ber of living children and living sons, literacy and occucheap, ,afe and satisfactory. The IPPF panel of experts pation in Nepal are given in Table 6. In the case of a vaon male and female sterilization has observed that no sectomy acceptor, age of the wife is more meaningful
sigti ficant long-term clinical side effects of male steriliza- than age of the acceptor. Tile mean age of tl- former hastion have been demonstrated, although millions of opera- remained almost constant at about 32 years. The mean
tions have now been performed all over the world (4). number of living children at the time of s ization was 

5.4 in 1970/71 and it has decreased to 4.7 in .,77/78. TheBecause of the simplicity and cost effectiveness of vas, c- nic.n nmber of living sons has, however, remained al
tonly, Oie number of acceptors from 1972 through 1976 most constant at around 2.7. Nearly two-thirds of accep
in 21 developing countries increased tremendously. In tors were literate and there has been no significant
India, of II million vasectomies performed between 1972- change in this rcgard. This state of affairs throws a great76, over six million were performed during 1976. Vasecot,- challenge for program administrators to motivate the 
my is also gaining popularity in countries like Colombia, majority of people who are illiterate. The proportion of
El Salvador, Indonesia, Malaysia, Pakistan, Philippine.. acceptors in agricultural occupations shows an upwardSingapore, Taiwan, and Thailand. Th-re is an upward trend. This, however, may not be significant, as many
trend in tile number of vasectomy acceptors in thec mobile camps are now directed towards rural areas. 
countries although female sterilization ex Leeds vasecto
my. The number of vasectomy acceptors exceeds female It has been noted that in Nepal, people in general acceptsterilization acceptors in Bangladesh, Hong Kong, Re- male sterilization after having had more than four chil
public of Korea, India and Nepal (Table 3). dren. This finding is consistent with the Nepal fertility 

survey data on mean total number of children desired by 
currently married wonen (Table 7). Nearly 60% of allCHARACTFRIS-'CS OF ACCEPTORS currently married women stated 3 or 4 as their desired 
total number of children, while about 25% reportedA study of tile median age of wives of vasectomy accep- desired totals of 5or more children. Only 14% expressed

tors from eight developing countries revealed that Singa- a desire to have 2 or fewer children. The desired family
pore had t ie lowest median age at 30.3. The highest tnedi- size seems to rise inl step with achieved family size. Howan ige of 34.8 was in Thailand (Table 4). The median ever, women with larger families of 5 or more living chil
number of living children of' vasectomy acceptors was dren state the desired family size smaller than actual size.
highest in Malaysia at 5 and Singapore had the lowest at Thus, people seem to go for permanent sterilization only
2.6 (Table 5). after having 4 living children. 
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Table 3. Aale Sterilization Acceptors by Yea of Acceptance, 1972 76 for Twenty-One Developing Countries (1) 

Male Sterilizations (in thousands) 
YearCountry 
1974 1976
1972 1973 1975 


0.3 0.2 4.2 29.4 38.6Bangladesh a
 
0 .1a 0.2

Be wana 
- - 0.8Colombia 

0.4 0.71ElSalvadoriong Kong 0.3 0.3 0.6 0.7 0.8 

India 2,613 403 612 1,438 6,087 
Indonesia - 1.9 2.1 3.5 

0.4a
--Iran 
29b 39b 43 45
Republic of Korca 23b 

Malaysia 0.4 0.4 0.3 0.2 0.2 

-Mexico - 13a 15a 
Nepal 3.9 4.3 5.0 3.8 10.8 

c 

- 3.3a 5.4 2.9 -Pakistan 

Pmama 3 .7a 3.4a 4 .5a 0 .8a 

Ph)iii ppines - 1.4 34.0 10.3 
-Puerto Rico 0.9 1.0 5.9 9.0 

- 1 a 0 .1a-
Rhodesia 

Singapored 0.3 0.4 0.3 0.4 0.4 

Sri Lanka 9.6a 20.2a 42.2e 39.4a -

Taiwan 0.4 1.71.0 3.5 
7.5 10.2Thailand 2.6 4.0 6.4 

a. Includes sterilization (fetndc.) d. Data only from Familv Planning and Population board clinic 
b. Includes about 2501o female sterilization e. Eighty-three percent of the sterilization acceptors are fetnale 
c. Mostly fentale sterilization 

Table 4. Aledian Age of It'ives of Vasectomy Acceptors Table 5.Median Number of Living Children of Vasecto
for Eight Developing Countries (1) ny Acceptors for Nine Developing Countries (1) 

Acceptor Number (in Wife's Acceptor Sample
 
Country period tiousands) median age Median
 

number of
Colombia 1975 11.4 33.6 
Acceptor Number (in livingIndia 4/1975- 1,002.4 32.9 

3/1976 Country period thousands) children
 

Republic of Korea 1-6/1975 22.4 32.6 Colombia 1975 11.4 4.9
 
Malaysia 1976 4.0 32.0 India 4/1974- 6.8 3.6
 
Nepal 1975/76 1.3 31.5 3/1975 
Philippines 1976 10.3 31.6 Republic of Korea 1-6/1975 22.4 3.0 
Singapore 1976 0.4 30.3 Malaysia 1976 4.0 5.0 
Thailand 1976 2.1 34.8 Nepal 1975/76 1.3 4.4 

Philippines 7-12/1975 4.2 4.3 
Singapore 1976 0.4 2.6 
Sri Lanka 1-9/1975 4.6 3.7 
Thailand 1976 2.1 3.6 
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Table 6. Characteristics of the Vasectomy Acceptors by Year of Sterilization, Nepal (5) 

No. of No. of 
Mean age living living Literacy Non-Year Sample of wife children sons illiterate literate Agriculture agriculture 

1970- 71 3,270 5.4 2.9 34.5 65.5
 
1971 - 72 2,780 4.9 2.8 35.1 64.9
 
1972 • 73 1,353 4.6 2.8 32.3 67.7
 
1973 -74 1,759 
 4.7 2.8 31.0 69.0 
1974 - 75 100 32.0 4.8 3.0 34.0 66.0 75.0 25.0
 
1975 - 76 1,361 31.6 4.7 2.8 37.0 
 63.0 77.0 23.0
1976- 77 1,267 31.6 4.6 2.8 36.5 63.5 79.6 20.4

1977 - 78 1,186 32.0 4.7 2.7 38.4 
 61.6 83.6 16.4 

Table 7. Mean Total Number of Children Wanted by Currently Married Women-by Number of Living Children (in
cluding any current pregnancy) and Current Age (6) 

Number of Living Children
 
Current age None 1 
 2 3 4 5 6 Al!
 
15 - 19 3.5 3.8 --
 3.6
 
20 - 24 3.6 3.6 3.6 4.0 
 - 3.7

25 - 29 3.6 3.6 3.7 4.0 4.4 (4.5) - 3.9

30 - 34 (3.3) 3.4 
 3.8 3.9 4.6 4.8 5.5 4.2
35 - 39 3.0 3.5 3.8 4.3 4.8 5.6 4.3 
40 - 44 (2.7) (3.0) 3.2 3.8 4.4 4.8 5.4 4.3 
45 -49 - - 3.1 3.5 4.2 4.7 5.3 4.3 

All 3.5 3.6 3.6 3.9 4.4 4.8 5.4 4.0 

The Nepal fertility survey also reveals that there is .n 
overwhelming preference for sons by Nepalese women. Table 8. Of Current' Married "Fecund" Non-Pregnant
Almost 100% of women with no sons indicated that they Women who Want Another Child and State a 
want a son. Even 97% of women with one son and one Sex Preference, the Percentage Prefrring a 
daughter indicated preference for the next child to be a Son-hry Number of Living Children and Living 
son. Although slightly less than one-third of women with Sons (6) 
two living children, both sons, indicated a preference for 
a son, almost three-quarters with three living children, Num' er of Living Children and Sons Percentage
including two sons, indicated preference for a son (Table
8). This is a challenge to the planners and program ad- None No son 98.8 
ministrators of the Family Planning Program. One child No son 98.8 

OnL son 73.3 
MALE STERILIZATION IN NEPAL Two children No son 99.3 

One son 96.6 
The number of male sterilizations has shown an upward Two sons 32.3 
trend, with a significant increase in numbers since 1975- Three children No son 100.0 
76 (Table 9). Service is provided in hospitals and clinics One son 100.0 
as well as through mobile camps.The bulk of service is Two sons 72.2 
provided through mobile teams consisting of a physician Three sons (9.8)
and a couple of auxiliaries and helpers. The team has to Four or more NG )n (100.0) 
trek from a few hours to days in the hilly and mountain- children One son 98.2 
ous areas which constitute 79% of Nepal's land area. In Two sons (95.0)
the flat Terai area, use is made of vehicles-car, jeep, Three sons 
truck, tractor, motorcycle or even bullock-cart-what- Four or more sons 

ever is available. The classroom of a school, a local build- All 90.0 
ing or tent may be used for the service. An operating 
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table carried by the team, or a school bench or table is family planning is organized to get more community 

used for the operating procedure. leaders committed in the program. 

PROBLEMS AND CONSTRAINTS AFFECTING 
GLOBAL ACCEPTANCETable 9. 	 Male Sterilization Acceptors in Nepal by Year 


of Acceptance (5)
 
Sterilization is a leading method of family planning only 

Number in India, Sri Lanka, Singapore, El Salvador and Puerto 
and to a lesser extent in Thailand and Tunisia.Rico, 

1967 - 68 1,062 However, acceptance is increasing rapidly in most of the 
1968 - 69 3,292 countries of Asia and Latin America despite religious and 

3,888 political opposition. There is almost non-existent steril1969 - 70 
1970 - 71 4,441 ization service in West Asia and all of Africa, except for 
1971 - 72 3,900 Tunisia and Egypt. Religious opposition seems to hurt 
1972 - 73 4,161 male sterilization programs most.
 
1973 - 74 
 5,166
 
1974 - 75 3,702 There have been many technological advances in steriliza
1975 - 76 9,169 tion techniques. Both male and female sterilization have 
1976 - 77 10,953 been made simple, safe and effective. Vasectomy is the 
1977 - 78* 12,172 simplest of all, but on rare occasions, complications 

Total 61,906 might occur. Recanalization or double vas, division of the 

wrong structure, inadequate occlusion of the vas, unpro
*Mid JulY 1977 to mid July 1978. tected coitus before all sperm have been emptied from the 

vas are causes of failure (7). Pregnancy in the spouse fol
lowing -vasectomy failure" makes headlines in the news

papers and has adverse effects on programs in rural areas. 
Prior to the organization of the camp, the local commuri-

Fear of castration, impotency, even fear of the opinion of 
ty leaders are informed of the date, and in most cases, the 

others need to be alleviated properly before the operation
date is fixed by them. Sterilization is carried out strictly 

of coercion is allowed. is performed. In countries where childhood mortality is 
upon motivation and no amount refor ensuring 100% success for 

seem to 	 be tile best motivators. Film very high, techniquesSatisfied 	clients 
versibility have to be developed. Vas anastomosis and vas 

shows, use of indigenous folk media, spot radio an-
occlusive devices are two approaches to vasectomy re

nouncelents, use of posters, and most important of all, 
and

interpersonal communication are used for motivation. versibility (8). Varying success has been claimed 
more research is needed for universal success in reversi-

No incentives, monetary or otherwise, are provided to tile 
bility. However, the increasing interest of people in steril

client. Attempts are made for the camp to become acom-
munity affair, rather than a governmental Family Plan- ization leads one to be confident that vigorous program

to matic thrust, the use of simple, safe and effective pro
ning Association activity. Ceremonies are organized 

cedures, and serious involvement of the community
provide a chance for the community leader to talk to the 

leaders in implementation of programs will make sterili
local inhabitants about the need to limit family size for 

On occa- zation the most effective and acceptable method where
economic, health, and environmental reasons. 

sions, aseminar or group discussion on the importance of demographic impact is necessary.
 

APPENDIX 
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Voluntary Sterilization: 
The ProFamilia Experience 

Fernando Tamayo 

Recent demographic events in Colombia are enough 
to have confounded any futurologist. The year 1965 
saw the founding of ProFamilia, the Colombian Fam-
ily Planning Association. If a prediction had been made 
in that year that correctly described the situation as it 
would be in 1977, it would not have been taken seriously. 
No one could have "oreseen then that within 12 short 
years, most Colombians would have accepted family 
planning. Nor could they have guessed that the crude 
birth rate would have dropped 30%I0 in just over a decade, 
placing Colombia among those countries that have 
achieved marked success in dealing with their population 
problems. In 1q65, it would have seemed even more 
absurd to have suggested that in Colombia, programs of 
voluntary sterilization could be established without inter-
ference by the government, and that this method would 
become one of the most widespread and well accepted 
ways of controlling human fertility. Not even Colombia's 
pioneers in family planning and demography, a small 
group at best, would have dared to make such predic-
tions. 

The pioneers would have had to ask themselves these 
questions: Were they not working in a country in which 
the large family was a mark of social distinction? Did not 
political and national leaders consider that a greater num-
ber of inhabitants represented an increase incc(,nomic 
and military power? Wasn't this a country with a siong 
Catholic Church, an institution that exerted an enormous 
influence not only on the central government but on every 
village and farm? And all these questions would have 
been answered in the affirmative. Yet the government 
proved to be tolerant of private activities in family plan
ning. The Church, although occasionally complaining 
about such activities, necr presen:ed a united oppo-
sition. And finally, within the past few years, and after a 
decade of achievement by private groups, the government 
began to show an actively positive attitude by adding 
family planning to the services offered in national health 
facilities, 

What happened in Colombia isdeserving of careful anal-
ysis. It can serve as a case study from which important 
lessons can be drawn that are applicable not only to 
places of similar cultural and historical background, but 
to countries everywhere in the world. 

The first question that arises is: What happened in Co-
lombia that led !o such extraordinary success? One might 

speculate that the country experienced an unprecedented 
surge of socio-economic development. But its advance is 
nothing unprecedented, and indeed has generally been 
less than what isevident in Brazil, Mexico or Venezuela, 
all countries without steep declines in their birth rates. 
Many factors might be analyzed without reaching firm 
conclusions. Such an analysis would lead into the contro
versial and thoroughly debatcd question of what are the 
causes that induce the inhabitants of a country to reduce 
their fertility. 

But we do know what was done in Colombia. The private 
family planning association set itself the goal of extending 
services to the entire country, first through a limited net
work of 40 clinics, and then through its development of a 
system to distribute contraceptives through communities, 
the so-called community-based distribution program. In 
this innovative approach, more than 3,000 volunteers, 
ordinary people, but people who are well trained and 
highly motivated, provide family planning information 
and services in both the countryside and the cities. This 
system has been expanded to the point where 80% of 
Colombia's population has access to ProFamilia's serv
ices. 

In 1970, ProFamilia inaugurated an institutional pro
gram offering vasectomies-the first such program in 
Latin America and one of the first in the Western Hemi
sphere-a program that moved in two years from 92 ac
ceptors in 1970 to 910 in 1972. Progress has continued 
slowly, although the annual case load declined somewhat 
after the introduction of female sterilization. 

In 1972, at first timidly and experimentally, a program 
was inaugurated offering tubectomies. The years 1973 
and 1974 were devoted to the development of the tech
nology, to the training of personnel and to the exten
sion of services. This cautious beginning led to a robust 
program which in 1978 provided voluntary sterilization 
to more than 40,000 women in 178 different locations 
throughout the country. The service was providid not 
only to women in the big cities, but also to those in medi
um-sized and small communities, by means of mobile 
units which penetrated even completely rural areas. 

To do all this was not quite as easy as it sounds. A great 
number of doctors had to be trained in the new tech
nologies, in those new methods that had made female 
sterilization into a far simpler and safer procedure than it 
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had been before. Enormous numbers of motivators and 
other auxiliary personnel also had to be trained, and re-
sistance had to be overcome. Interestingly enough, tile 
resistance was not on the part of potential acceptors, but 
rather on the part of those groups and individuals who 
consider themselves entitled to judge what is good and 
bad for all members of society. 

Fortunately, Colorobia had no laws prohibiting voluntary
sterilization. After seeing tile success achieved by the 
association, the government decided to initiate its own 
sterilization program this year-one directed especially 
toward women of high obstetrical risk. It is a source of 
pride to ProFamilia that the government has selecteL 
this institution to carry out the training of o ficial person
nel. 

This short history offers a clear demonstration that pri-
vate organizations can initiate efforts inl fields t!,at repre-
sent a political risk, for which reason governments hesi
tate to enter them. Then when political, religious and 
social resistance are seen to be overcome in a wave of 
popular acceptance, official entities will lose the timidity 
that comes from fear of criticism, 

Although female sterilization has had wide acceptance in 
Colombia, this has not been tile case with vasectomies, 
But that is not difficult to explain when one remembers 
that ill Latin America, as in Africa and in Islam, the 
responsibility for children generally falls on the woman. 
Furthermore, the character of these societies is such that 
it isgenerally the man who makes the decisions. That they 
are also societies in which women participate pa'ssively ill 
sexual life, as if it were just another domestic duty, ex
plains the weak interest in contraception shown by the 
majority of males. To change tIe masculine attitude, a 
broad campaign would have to be mounted to persuade 
the male of his responsibilities and to convince him to 
participate actively in family planning. A vasectoniy pro-
grain presents too great a shock to the male if lie ha,, not 
already accustomed liimself to using less radical met hods. 
If vasectony is to be more widely accepted, campaigns 
must first be developed that promote tile use of the con-
dom or of coitusinterruqtus. When one analyzes who lhe 
general acceptors of tubectomics arc, one discovers that 
the great majority are wonien who arc experienced uisers 
of reversible contraception. 

Among the most important factors accounting for the 
success of ProFaniilia's program, and indeed of vol-
untary female sterilization everywhere, are recent ad-
vances in surgical techniques and in anesthesia. Without 
local anesthesia, and lacking tile laparoscope and mini-
laparotomy, tubal ligation would be an expensive pro-
cedure and inpossible to carry out on a mass scale. The 

ProFamilia Experience 

new procedures have made it possible to bring permanent

contraception even into rural areas. They avoid the need
 
for hospitalization, and permit acceptors to return home
 
on the same day without leaving their children alone for
 
an extended period. At the same time, these new tech
nologies have greatly reduced tile morbidity associated
 
with female sterilization, while mortality has almost com
pletely disappeared.
 

If an example "'ere sought that accounts for ProFarnilia's
 
success in this field, and if it were asked how this experi
ence can be transmitted to other countries, simple an
swers could be given that describe a style of program ad
ministration that has led to good results.
 

Program personnel should be selected with greatest 
care. They must be given good training. They must 
also be motivated and made to see that their work is 
important to the cominunity. 

* 	 The technology must be kept simple but safe, avoid
ing any need for hospiti!ization, so that (distance
 
permitting) the acceptor cati go back home on the
 
same day. 

e 	Equipment must be adequate to do the job but not
 
overly sophisticated.
 

I he most important of all considerations is that the
 
receptor receive the best possible treatment. Her
 
anxieties must be recognized, and she must be re
ceived into an atmosphere of kind humanity. This
 
makes each acceptor a promoter of the method.
 

Those in charge of programs of voluntary sterilization in 
countries where there are political, religious or social re
sistances must act firmly, and not allow thems.elves to be 
intimidated. They must be prepared to overcome the in
numerable obstacles and difficulties that arise every day.
Above all, program directors must take every needed pre
caution to guarantee that the acceptance of sterilization 
is truly voluntary. Care must be taken to identify those 
acting on emotional impulses that will lead to their sub
sequent regret. 

Programs that are properly conducted, with full recogni
lion of tile human dignity of acceptors, will find that they 
have added an important method to the armaientariun 
of fertility regulation. It is a method that enables women 
to avoid long years of wearing an IUD or the daily in
gestion of a pill containing powerful hormones. It will be 
found, also, that it is a \vclcomC menthod, for a great de
sand has become evident whierever volntarv steriliza
tion has been made available through properly operated 
programs. 
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Allan Rosenfield, U.S.
Training Programs for Physicians 	 Chairperson: )r. 

Co-chairperson: Dr. Hyun-Mo Kwak, Korea 

and Health Support Personnel Rapporicur: Mr. Werner Fornos, U.S. 

Developing and Implementing National
What problems call be anticipated when initiating volun-


tary sterilization programs in different countries, and Training Programs
 

how does one deal with them? These and other questions 
revolved around types of personnel to be 

occupied Task Force 6 who examined the milestones as Discussion 

well as the stumbling blocks awaiting the introduction of trained, components of a training program, and resources 

for training programs. There was consensus that, after 
services, the development and implementation of national 

training programs, and surgical training programs for mobilization of the medical community, paramedical 

personnel should be trained for tubal ligation and vasec
paramedics. '[he group explored ways to make the most 

tomy in an effort to relieve pressures on the aleady over
of opportunities for providing services in countries where 

burdened physician. The Task Force recommended con
physicians are scarce, especially in the rural areas. 

tinuous physician supervision and stressed the importance 

How Did the Pioneers )o It? of continuing education for all health team members. 

First they created public awareness and demand while Like Task Force 2, this group also recommended the in

they assessed the need and feasibility of launching a pro- clusion of voluntary sterilization education in medical 

gram. They trained physicians in new surgical techniques curricula. 
using modern equipment, and constantly oriented and 

educated physicians to the need for and importance of Techniques 
surgical contraception. 

overcome by gaining Laparoscopy was seen as appropriate in large volume 
wereReligious and cultural barrier! 

urban medical centers, but the Task Force recommended 
political comnmitment. Physician resistance was overcome 

where smaller hospitalsminilararotomy for other areas 
with international and national training, by introducing 	 waslocated. Minilaparotomy
physicians to those needing and requesting sterilization, 	 and health centers are 

recommended as appropriate for the occasional operator. 
and by providing them with legal and other support. Vol-


unteers were used in an effort to overcome shortages of
 

funds, and international support was solicited. 	 RESOURCE PERSONS 

The external support needs during initial stages of pro

gram development were icitified as: professor-on-site l)r. Helio Aguinaga, Brazil
 

for trainng trainers; basic equipment with teaching at- Dr. Delfina de Badia, El Salvador
 
Dr. Riddah Chadi, Tunisia
tachriient,; parts an.I tools for equipment maintenance 

l)r. Nikorn Dusitsin, Thailand
technicians: a good supply of literature in the national 

language; funds to pay the whole team; and a training Dr. Jusef Hanafiah, Indonesia 

center provided through general institutional support l)r. Hanifa Wiknjosastro, Indonesia 
l)r. Kamhaeng Chaturachinda, Thailand

funds. 

Dr. Joseph Kanyi, Kenya
The Task Force agreed that informational efforts were of 


l)r. Theodore King, U.S.
 
paramount importance during the initial phases of pro-


gram,and that international or regional training is needed Mr. Abderrazak Thraya, Tunisia
 

at tile outset to train trainers.
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Paramedic training programs in Thailand. Nikorn Dusitsin. 
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125 TASK FORCE 8: 

Current and Future Male 

Sterilization Technology 


Topics for discussion in this Task Force ranged from 
techniques and surgical principles to effects of vasecto-
my, its role in family planning, reversibility, equipment, 
facilities and new developmens, and personnel for pro-
grams, 

Vasectomy vs. Tubal Ligalion : Pros and Cons 

There is a need for a simple uncomplicated vasectomy 
technique with higher potential for reversibility to offset 
the in.reasing demand for tubectomy. In general, how
ever, the Task Force members thought that new tech-
nology should not be brought forth unless vast benefits 
could flow from it since the present tried and true method 
has zero mortality and morbidity in most series world-

It was suggested instead that there should be re-
newcd effort to improve current methods and to develop 
strategies to increase acceptance. The key to acceptance is 
information and education. Since physicians are con
sidered to be the main obstacles to vasectomy programs, 
intensive I & E programs need to be developed, extended, 
or expanded to reach the medical establishment. Physi-
cians need to take a greater part in I & E programs, to be 
well-motivated, enthusiastic and properly trained in con-
tracepti"e surgery. 

Advantages of vasectomy over tubectomy are: no oper-
ation room required; no pelvic entry required; lower nior-
bidity/mortality; no sophisticated instruments required; 
simpler anesthesia; faster recovery. Dcmographic impact 
may be greater since vasectomy acceptors average one less 
child than tuhectomy acccptors. [he only disadvantage is 
the time required for vas clearance post operatively, ne
cessitating the use of a condom for a short time. 

Potential Role of Paramedics 

The Task Force called for training of paramedics to per
form vasectomies, especially in areas where the doctor-

Chairperson: )r. Phaitun Gojaseni, Thailand 
Co-chairperson: Dr. Djoko Rahardjo, Indonesia 
Rapporteur: Dr. Peter Bayliss, Australit 

patient ratio is low. Trainees should be local citizens with 
higher educational achievement, well-motivated and sin
cere. They should be trained in local health clinics and 
training should consist of six vccks in basic subjects plus 
six weeks of practical observations and assisting and 
operating under supervision. Continuous physician
supervision is important to maintain efficiency and pro
vide support. 

Areas for Further Research 

The Task Force called for intensification of research into
 
intravasal occlusive techniques and agents. The popular
 
press was censured for its sensationalistic reports about
 
no adverse effects of vasectomy. The group called for
 
large series of human subjects and expressed abhorrence
 
of non-human, small segment, non-repeated work given
 
uncritical acceptance by the media.
 

RESOURCE PERSONS
 

Dr. Rudi Ansbacher, U.S.
 
Dr. W.H. Chiang, Republic of China
 
Dr. Joseph Davis, U.S.
 
[)r. Carolina Gabriel, Philippines
 

Dr. Juan Giner, N'xico
 
Dr. Joel Greenspan, U.S.
 
[)r. Aliqur Rahman Khan, Bangladesh
 
Mrs. Carrie Lorenzana, Philippines
 
Dr. Sherman I. Silber, U.S.
 
Dr. Fardoon Soonawalla, India
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Current and Future Female 

Sterilization Technology 

The Task Force reviewed the evolution of female steriliza-
tion technology, citing range and types of techniques, 
professional and public acceptance, and epidemiology of 
morbidity and mortality. Minilaparotomy, laparoscopy, 
and failures were then reviewed at length, followed by a 
discussion on equipment, facilities, and maintenance. 

Minilaparotomy: Equipment, Procedures, Complications 

Dr. Fongsri described 2,000 miniiap cases using local 
anesthesia on an outpatiei't basis. The typical stay at the 
operating facility was four hours, ar'd all cases were wom-
en of normal or thin body buld. In all cases, tubes were 
ligated with catgut rather than falope rings. Complica-
tion rates were low: 7 cases o,"subcutaneous hematorna 
per 2,000 procedures. The average was 6 cases per hour. 

Dr. Uchida reported 21,000 cases using his well-known 
technique. He felt that the tissue necrosis method leads to 
more post sterilization complications than other methods. 

Permanence rather than reversibility should be the goal of 
sterilization and the size of segment removed was seen as 
important in assuring permanence. 

Laparosciyy 

Dr. Oblepias reported on effectiveness, acceptability and 
follow-up. Educating potential patients is a key factor in 
acceptability, as is availability of equipment. He uses a 
mobile team that performs 130 procedures i day, averag-
ing 24 laparoscopies per minilap. All counseling is com
pleted before arrival of the team. Locai physicians are 
trained to deal with complications. 

Of 24,000 procedures, there were 15 known failures, but 
follow-up was poor. Dr. Oblepias uiged that patients be 
followed for evaluation of pyschological adjustment as 
well as physical problems. 

Failures 

Dr. Laufe reported on pregnancies following female 
sterilization in 14,000 cases with good follow-up. There 
were 222 pregnancies of which 6"; were pre-operative. 
Failure rates were higher for women under 35, and the 
clip had a 3 to 4 times higher risk of failure than the ring. 
Experience indicated that failu:es, when they occur, usu-

------ _____ 

Chairperson: Dr. Hamid Rushwan, Sudan 
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Rapportem: Dr. Robert Neuwirth, U.S. 

ally happen in the surgeon's first 100 cases. The rate of 
ectopic pregnancy was higher in cautery failure than in 
failures of the ring and clips. 

Equipment and Maintenance 

Mr. Whang discussed the Korean experience with 564 im

ported laparoscopes. National repair and maintenance 
centers (RAM Centers) were established to service the 
equipment, and to train medical and paramedical per
sonnel in its care and maintenance. It was found that the 
life of the instrument varies by amount of use, number of 
users, and quality of daily care and maintenance. The 
scopes and ancillary instruments normally required re
placement, but major components were repairable. 

Mr. Vara, an equipment tzchnician, advocated 2-3 hours 
of lectures in care and use of the laparoscope prior to 
physician's use of the instrument. He urged that the tech
nician remain with the physiciap during his first few cases 
to answer any questions and to assure proper functioning 
of the laparoscope. His suggestions for troubleshooting 
afterwards whenever the laparoscope fails included: solv
ing the problem first by telephone, then sending the tech
nician to the area if that fails, and as a last resort, re
placing the equipment within 24 hours. 

No general recommendations were advanced. 

RESOURCE PERSONS 

Dr. Alain Audebert, France 
Dr. Arunee Faiigsri, Thailand 
Dr. Kanti Giri, Nepal 
Dr. Abdol Hosseinian, U.S. 
Dr. Leonard Laufe, U.S. 
Dr. Hans J. Lipdemann, Germany 
Dr. Nargesh D. Motashaw, India 
Dr. Virgilio Oblepias, Philippines 
Dr. Jordan Phillips, U.S. 
Dr. Rodolfo Quinones, Mexico 
Dr. Patrick Steptoe, England 
Mr. Rafael Vara, Mexico 
Mr. Young Whan Whang, Korea 
Dr. Robert Winston, England 
Dr. Jaime Zipper, Chile 
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Pre-Operative Evaluation: 
Female Sterilization 

Patrick C. Steptoe 

No evaluation of the female is valid unless her partner is 
also assessed. Before undertaking any tubal surgery one 
must be first assured that the male partner can produce at 
least 3 x 106 spermatozoa per mil in his semen with 50% 
motility. In vitro fertilization requires at least 5 x 106 
sperms per mil with similar motility and freedom from 
bacterial and viral infection as far as possible. 

TUBAL SURGERY' 

Accurate history-taking is vital. What was the fertility 
performance before the operation? Is the patient men-
struating and ovulating regularly? Det.ails of the steriliza-
tion operation should be obtained regarding technique. 
Was it by laparotomy or by laparoscopy? Were the tubes 
ligated? If so where? Were the tubes diathermied, divid-
ed? What source of electrocoagulation was used? High 
frequency unipolar, bipolar, or thermal? Were clips ap-
plied'? Was it Wcck, Hulka or Blcier? Was the tube band
ed with a Yoon rirg? Were the tubes removed? Is there 
any other known factor in infertility? 

Hysterosalpingography and culdoscopy have a very 
limited scope in assessing the pelvic status in these cases. 
At best they will indicate the site of the proximal tubal 
blockage, but will give no information about the true 
state of the distal portion of the oviducts, if any, and the 
periovarian sit uation. 

Laparoscopy is the best means of preoperative assess-
ment. It should be done just after a menstrual period so 
that surgery can proceed immediately where indicated. In 
my opinion the angled laparoscope is the best means of 
approach with the use of two lateral ancillary openings, if 
necessary, to facilitate full mobilization of the pelvic or-
gans, the stretching and assessment of adhesions, and 
close-up examination of the fimbriae. 

The best case for microsurgical techniques is that in which 
a portion of the lateral part of the isthmus only is absent 
and the two stumps are of the same diameter, with a 
medial stump between 1-2 cm long. The ampullae should 
be healthy and the fimbriae intact and free from adhe

sions. The worst type is that in which the tubes have been 
so destroyed that there only remains a cornual blockage 
with no stump and a fragment of fimbriae and ampullae. 
In such cases there is no hope of establishing a functional 
tube. There are various grades between these two ex-
tremes and careful reporting is essential. 

Laparoscopy may be followed by immediate surgery to 
restore the tubes, or by adhesolysis to make the ovaries 
accessible for in vitro fertilization, or with salpingecto
mies for the same purpos.,. Adhesolysis by laparoscopy 
alone may 1-2 sufficient,or a laparotomy may be needed. 

Age of the female isvery important. From the age of 35, 
ferlility falls faii ly rapidly, and an increased risk of chro
mosome imbalance at fertilization occurs. 

On these assessments and history the surgeon will be able 
to decide one of the following: 1)not operable; 2) oper
able with good chance of successful uterine pregnancy; 3) 
operable with moderate chance of success ; 4) doubtful 
operability wtih risk of uterine pregnancy. Those falling 
in the first and fourth categories would be candidates for 
in vitro fertilization. Adhesolysis is necessary in approxi
inately 150 of these cases. 

All cases can be accepted for in vitro fertilization pro
vided ovulation is regular or reasonably regular, and the 
ovaries, or ovary, are accessible. Ovaries can be made 
accessible in 100% of cases following sterilizations. 

If tubo-plastic surgery is undertaken, I vould ask my 
colleagues to report not only their successful pregoancies 
and live births in the cases selected for operation btt also 
the number of cases rejected as unsuitable for oper tion. 
Only then can tubal surgery and the alternative of in vitro 
fertilization be seen in proper perspective. 

To be fair, one must be aware of the intrauterine mo "tal
ity in the human per 100 ova exposed to fertilization. Of 
every 100 ova, 16 die shortly after ovulation, 47 die dur
ing the process of fertilization, cleavage and implanta
tion (1). Seven foetuses are lost in early abortion and of 
the 100, only 31 end in successful birth. The losses are 

mainly due to cytogenetic aberrations and chromosome 
imbalances with failure of the block to polyspermy. These 
are the figures of natural conception, so losses from in 
virto fertilization may be as high. 
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Pre-Operative Evaluation for
 
Reversal of Vasectomy
 

Fardoon Soonawalla 

A detailed proforma for preoperative evaluation of cases 
for reversal is necessary as it provides information which 
is useful both during surgery and in judging the prognosis 
of the case. 

The actual data should include the age of the patient, his 
marital status, and the age of the wife. The past fertility 
of the man as well as of the couple is documented front 
the number of conceptions, live births, and the number, 
sex and age of live children. 

Occupation and economic status has a bearing on the 
reason for reversal and is also of demographic value. In 
lower socio-economic groups in countries where pediat-
ric mortality is high, loss of children is the predominant 
indication. Where such comnmunities happen to be male 
dominated, loss of the only niale child is one of the con-
monest reasons for wanting reversal. By contrast, in de
veloped countries and affluent societies the desire for 
children from a second marriage is the indication in the 
majority. 

The medical history of the patient is necessary to detect 
diseases which are likely to affect vasovasostonly. 

Inquiry should be made regarding adeqtuacy of sexual 
performance, including ejaculation, since ejaculatory dis-
turbances in an othe,.i';e potent male can remain tn-
noticed. A history of intcrcurrent illnesses such as dia-
betes, urinary disorders, venereal infecdo,:, and scrotal 
pair. or swelling should be taken. If confirmed, then 
additional i vestigations should be made. Information 
pertaining to the vasectomy procedure is important be-
cause the local conditions encountered during the reversal 
operation, and the prognosis of the case, are at limes re-
lated to the manner of the sterilization procedure. 

The duration of time since vasectomy is of' utmost rele-
vance, being the single most important factor in the prog-
nosis. If the vas has remained occluded for periods of 2 to 
3 years, the back pressure changes that affect the duct&! 
system of the epididyinis and testis are minimal and get 
reversed in 3 to 6 nionthis after restoration of potency. In 
these cases the success rate in tertis of restoration of 
normal senicn reports is as high as 90 percent. However, 
if the vasectomy has been maintained for periods longer 
than 10 years, the recovery of good sperm in the ejaculate 
is either delayed or inadequate. 

The place of the performance of the sterilization, and the 
status of the surgeon, is at times an index of the technical 
competence of the operator. This, in turn, is directly re
lated to the incidence of post vasectomy complications 
such as hemorrhage, pain and infection. Thrombosis and 
fibrosis resulting from these complications could cause 
extensive changes in the vas, epididymis or testis and 
jeopardize successful reversal. 

Local examination is done to define the nature of the va
sectomy scar. Its level in relation to the vas in the scrotum 
is of importance when conventional methods of recanal
ization are used. Vasectomy performed low down, or by 
excision of long segments of the va,, entails anastomosis 
in the thin, convoluted segment of the vas. This is tech
nically more difficult with the stented methods of vaso
vasostomy, and the succes rate i, lower. 

In most cases, the vasectomy scar i- denoted by a single, 
round or bilobed nodule. Its location, size and degree of 
*enderness should be noted. In the majority, the nodule is 
the result of a suture granuloma, the size of a green-pea, 
which persists for 2 to 3 years after vasectomy. However, 
we have seen these suture nodules even up to 8 years after 
vasectomy. 

If a larger (and usually painless) single nodule is detected, 
it nay well be a sperm granul:ma. In our series this has 
been found on 10%/ of the nodules examined histologi
cally. The incidence reported by others, hokseve7, is 
higher. Importance is assigned to the presence of sperm
granuloma. According to Silber, it acts as a vent in the 
ductal system and diminishes the back pressure changes in 
tile epitlheliul of the epididymis and testis thus making 
the prognosis excellent. 

On rare occasions a large, tender nodule, which may turn 
out to be a chronic ligature abscess, is encountered. 
These should be excised without spillage of infection 
(,:ring reversal surgery. 

On palpation of the scrotum, the vas on the abdominal 
side of the tiodule is invariably found to be normal except 
in the rare instance wvhere it may become a thick cord 
from infective vasitis. The testicular side of the vas usu
ally feels slightly larger than normal. The epididymis feels 
more turgid. 
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To rule out testicular atrophy, the testis should be exam-
ined for size, consistency and sensation. If atrophy is sits-
pected, preoperative testicular biopsy should be done. 
This is rare, however, and in none of our series of 280 

cases was biopsy found necessary. 

In all cases, urine analysis, urine culture, blood glucose 
estimation and serum V.D.R.L. are done as routine pre-
operative laboratory investigations, 

Where facilities are available, estimation of sperm auto-
antibodies should be asked for. Most of the investigators 
have reported an incidence of raised titres in 25176 to 50% 
of men after vasectomy. The antibodies have been found 
to appear in the circulation within 2 weeks after vasecto
my and to persist for up to 10 to 25 years. 

After successful reversal, antibody levels are expected to 
fall if the recanalized lumen remains patent on both sides. 

The decline in titre usually comes abou. -fter one year of 
reversal. Correlation between pre and post operative anti
body titres and restoration of fertility is an important 
area of potential investigation, though to date no definite 
correlation has been shown to exist. 

The last investigation in the proforma is a semen report. 
At times this may help detect asymptomatic infection in 
the genital tract. In specialized centers, where biochemi
cal analysis of the seminal plasma is possible, a research 
study for changes in the constituents of the semen hefore 
and after vasovasostomy could be undertaken and the 
findings could to some extent denote the changes that 
occur in the genital tract. 

As mentioned, detailed preoperative evaluation provides 
data which is of value not only to the surgeon, but also to 
the demographer and the research scientist working in 
the field of reversal of vasectomy. 



Microsurgical Restoration of 
Fertility Following Tubal Ligation 

Robert Winston 

During 1978, almost 200 patients were seen at Hammer-
smith Hospital (London) requesting reversals of their 
sterilizations. Of those women operated upon, over 60076 
have had intrauterine pregnancies. Several questions are 
raised concerning these figures. First, what has led to this 
fifteen-fold increase in reversal requests? Second, why 
has the success rate of the operation been doubled and in 
some cases trebled? Third, how have patients been se-
lected for surgery and has the method of selection had a 
significant effect on the success rate? Fourth, can the 
success rate be improved further? Finally, could we pre-
dict which patients may subsequently regret sterilization 
and therefore avoid what is basically unnecessary sur-
gery? 

An answer to these questions is clearly important because 
the trends which these statistics show underline the cx-
perience in many centers where tubal surgery is being 
regularly performed. For example, in Leuven, Belgium, 
reversal of sterilization was rarely undertaken until re-
cently. This is also true of most European units, depart-
ments in the Asian sub-continent and most centers in the 
United States. In the last three or four years, however, 
there has been adramatic increase in the number of won-
en who bitterly regret their decision to be sterilized and 
who will go to any lengths in an attempt to have the op-
eration reversed, 

WHY PATIENTS SEEK REVERSAL 
OF STERILIZATION 

There seem to be a number of factors which have led to 
the increased demand for sterilization reversal. At Ham-
mersmith Hospital there seems little to deny that the pub-
licity given to research and clinical work in sterilization 
and microsurgical techniques has given considerable 
impetus to supporting this demand. Before about 1974, it 
was widely accepted that sterilization was generally ir-
reversible, and certainly even whetn reversal was at-

Stangel (4) have confirmed the value of microsurgical 
technique in previously sterilized animals. In particular, 
Boeckx and his colleagues demonstrated the amenability 
of methods of sterilization such as the Falope ring to this 
type of approach. 

Inhumans, Gornel (5) used microsurgery to reverse steril
ization successfully in 16 out of 28 patients (57010) and 
Winston (6) demonstrated the value of a microsurgical 
approach when sterilizaion had involved damage of the 
medial portion of the 1,!mus, close to the cornu. Simi
larly encouraging restids have now been achieved by 
workers in the United States, Australia and Germany. 

Apart from the simple fact that successful reversal is now 
increasingly available, important social factors have 
interested the world. Tubal ligation in its various forms 
is now the most widely used method for limiting fair ily 
size all over the world, and the number of sterilizations 
performed is still increasing in most countries. This is 
largely because all other methods of contraception ,e
quire continuing motivation for their success and becau.-e 
most of them have either a significant failure rate or, in a 
few instances, appalling side-effects. B, contrast, sterili
zation is highly effective, carries minimal risk to the pi
tient, and can be clone with a single, relatively simpl, 
procedure. Consequently, the very large number of steril
izations that are done has led to an increase in the small 
pool of' women who subsequently regret their sterile 
state. In the West, particularly Europe and the U.S., 
the high divorce rate was added to the problem. For ex
ample, Winston (7) showed that 81 To of his sterilized pa
tients were requesting reversal because they had remar
tied. This trend was also demonstrated by Gomel (8). The 
sterilization of younger patients seems also to be an is
portant factor. Winston showed that many of his younger 
patients had had tubal ligation when their marriages were 
in jeopardy and the future of their family was in question. 

tempted the results were, to say the least, extremely till- Additionally, a substantial number of women who re
predictable. It seems that such a factor could become of 
importance in the developing world iii time. 

Refined surgical techniques, particularly microsurgery 
developed in the animial model, have led to consideraIbe 
reappraisal of tubal anastomois. Paterson and Wood (I) 
achieved more than 60% pregnancies and Winston (2) 
92%, using microsurgery with fine nylon sutures for tubal 
anastomosis in the rabbit. More recently, Boeckx (3) and 

quest reversal were sterilized immediately after a preg
nancy or therapeutic abortion. With hindsight it could be 
fairly said that these women were specially at risk since 
the decision to be sterilized was taken under pressure and 
at a time when they were least capable of making a highly 
cnotl',nally charged decision in a fully objective manner. 
It isalso clear that many patients who subsequently regret 
sterilization previously used contraception inadequately 
or had very little in the way of physiological knowledge or 
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abdomen. In a few iIstanIes, the splints were leftill-silucontraceptive ad\icc. ()v'r 301"of tIm'r patients had u.,sd 

coitls iellrIflpilus as the sole or iiiaill mietliod of' birtl for ip to six days posloperatisely. Whether or not the 

control. pIiitI \as,reiiioVed hitii ilakt ci does nol scei ito have 
greatIk aflected the resuiis. Ilefore abdominal closure, lie 

It should he added thaL sterili,'ation is Iechiiic'lvy a nijor pelIc cavhyit wis fhoodCl With Rilizr-lactate solUtlioi, 

procedure, but oe which has prfoloilnd iimplications for h11i nIstroilds \r' iel"Li\Cl. Post operalit e lydrt, nba

the patient. BCcaiise sterili/atioli is a "trivial procedure," tion or salpllgography has not been emploved routinely, 
cases whereote t+Cis lat it has beeii t0 I Iit V ICiltlytated to the nior do we give antiibiotics except illafvery tcN.w 

miost jlliol IIICIIIbcr of the gsynccoloeical Icai. Such it the procedure took over three hours. When pregnancy 
has faihd 1to ensle al'r onIe years foll'os-up, the patintssitLiatiil is frauIefhl shihdineer+iti a rcct altci., Ni is 

()) lijt1tCLl out that tle dCsire fo ICesrsill sl'rili/a- hlave been ofered to check fle anatomllicalit laparoscopy 
ncita v b, ll !all patientsl have .0st '-0i1. 

Those that huase beni,arc included inl our ligures wit lithe 
tiOlli, iall iIlo icsituatio and tllll v reslt. Veryi | beeln It'1oIt 

e;pCI psvyhologis,-scohgi, il lie gynecoltgical eal 

Nould an appropriate option ieachicscd for Imanyi
coll-	 assumption that they have not become pregnant. Tile 

results are tabulated in Table I and the operations tireples requesting siriliiatioi. 
classified acCording to site of amastomosis iii tie longer 

WIIA' IACf(O)S IIAVL INCRI'ASIl) TI Il tube (or where only oiie tube was operable, in that tube). 

SUCCISS RAI 1' STiFRIIZATION RIAVIERSAIl? The heading "tmiscCllaneous" ree'rs to tthose operations 
ss.iere this classilication \was impossible because two or 

The'95 atteinpts at strili/aiion rescisal that wscrellorl iiiore allastlilloses of, each lubc \CrC needed to establish 

coniinuit or because the site of steriliation was difterenthere include tubal a aslto,,i,,is tollowintL all he trt'-

qtieiiily ,.'lved iiC uilds oh' tcrililaitni:; 80 il'these on) either sidc. III Iis caCses the resersal altemlpt was the 

lie secoid attempt iiiade. liI to' of' ilisc women this repeatoperationus \\'re doie at Ilhauimincrsulith I lopihal. 
cliinics procedure tollow,tl a previous unsuccesstIl atiasloilosis.i'emiaiidcr being p..etforicnd ii I eu e or pi\at' 


;iid peCiphera tc.liiig hospitail, il tile IlhitCd KilUdtOmi. Both11thsCC patimCits cCCiCid Iter tlife
second ofCritioI. 

Not iIcluidCd in the figure tlt 'lablC I arC fise bilateralA, I,,lIMdIlliuiicrtsiirgicail approach ssas usCd ilhrt, uoiut, 
ill slpipgostoiiics done ftr scriliation rcscrsal followingand e hasCe olloiCsed cloCly the p)riilehs CmloyeCd 

olfr aiiimal .kprimelal \ork. t'illbriectoili\ nne of these \stllell blecalle pregilant 

after si rscy. 

Special attention ha.s bCn gis cIito gelling rcally adcttilte 

Cposure s\ith a large ,xiIided I'fuimCnstiCil or midli.e I hiitalC 0nIl incliude', paliCts sho had had sIrgCry at 

fotr blades of' the Kirsclincr retractor, least six montilis bettore. ,\bortioius before the eild of,theincision using the 

ituis. lir, IriiCster arC 1ot iiCilid,d.
and a sagimIal pack to deiarc and ,labili/¢ the 

lhrouughil the procedure, tissue hasC beeii kept thor
ougll\ iiioist isoiollic and Ilcticillotls lii about 801 of the pregnant patients, pregnancy oc-t'iillP ,ohllitll, 


the aid 	Otfulicostur'iCl Cled within one year of' operation. With soIc exCepl ,iloiasis\\as achi,+\ d asilh 
tiois, the remaining pregnancies occurred within 18uinipolar aiid, occaionlIIrk, bipoliar liatliiny. I laidliiuy 

of' the prilotlull ha.ts been kepi io a miniiuim, and Ilionths of' reversal. First Itrimester abortion was slighlly 

Care .as taken to repair aill ls sutlu'ce llea. 8/0 or '() iior1C CoIioiill 'olIos'iig. corllal allastlot sis, but iost 

ii\1t11 \,t umCL 'ori lie a1ia,,mu oseWc'ccpi ill a;a e'C less of' tlie patiCiNs slio miscarried base subsequently had a 

cases \hcn 6 0 proleie saa cillplovetd inorder tt COiiblli sluccessful pregiallcy. liI the entire scries, only three 

lension ii the join. Ilie repair \\asa iibls inlto las'- eclopic pregnancies ha\. reuiccd. ()ie followed anipnllo

ers, the itinCr lavC Iil_, placCd jiusi subniiictisally' and coriual anastonliosis aflter highi-requeticy dialierilly 

lie oitlr aycl lakiig idhcS of' tubal perilOemtii \ihi tol- coagilation. Il this patient both coilila ss're' very fibro

iioiis ralmler liai tic aid photographs takeli at the ltn o aasloillosisgiludiinl imMuscle. (l)ccaionially'. cumut 
tlhe1lttcr la\Cr. slioss that we iprobably did not remov'e all ihe fibrousiiiCirrmupCd siitires llase beCii usCd 'or 

\ltost alitasolioscs hasc been tatle ovcr anl inds\clliiig tisse. As the ectopic tccurred at ilecorInl, it is not Iln

spliit of los -lcnili llli'lehne of' 0.4 mi.il diamieter, likely ihat this failure of technique sas ani important 

ie spliue gnt.irilly heiiiu reitosed bC'forc closure of1the facitir. lii the seCoid patient who had an ectop'i follow

.'#ti.lO .si"Sift,Table I. 	 R fl/J/cma/e S'rililzuuuu bY A 

Isthlitio- Atnipuill- Istlilo- Anipullo- Ampul

cornulal cornial istlinlic istIIunic lIary Misc. Total 

13 22 14 14 18 14 95Operations 
Pregianl lt lls. 9 12 II 8 S 6 54 

Ictopics I 1 I 3 

Pelcent ol prcgllIntcie 69 ii 5911,*1 781"n 64%,', 44% 	 60% 
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ing antpullary-isthinic anastomosis, there wa:s great lunit-
nal disparily in the size of segments joined. Although tin-
usual in our practice, this patient was Iaparoscoped seven 
da. afler sturgery, immediately Ibeftore discharge fronI Ite 
hospital. We saw evidence of postoperative inl'ectioi, 
with many fatty adltesious near ile ;tnaslomoic site, hut 
the lube was patent. It may be that this contributed to tile 
ectopic, its adhesions following attstomotic surgery have 
been seen onlv ratrely in th, patients we have stlbeqttit'ly 
examined laparOscopically. The third eCtOpi. occurred in 
tie isthmtis of a tuhe subjected to implatatiot done 
tmcrosurgicallv. Ot) the other side, microsurgical amptu
llo-cornual anastotnosis was done attd, at the time of 
lapartotny for resection of the eclopic gestation, tIle 
anastonlosis was leialthy. ()ly 2ectopics, tfterelore, have 
occurred flolhw~ilwng irtic ticrosurgery, gi,.ing in incidence 

,of 2.1 percent. IIli is a ituch lower ittcidetice of extra-
uterine pregii tcy thla Iltat piblisl in ally comparable 
sertes. s htete Itcreported iticidetic,' tstdll varie, he-
le.eeti 10 to 15 picent. 

IHOW IlAS TIll PAl IENT SELECTION INFLU-
IIN('I-) Till; SUCCESS RATE OF REVERSAl.? 

The serics incltdes wN1it wfttO Itave bcCl slerilicd bly' 
twbal diisitttt and ligation (55 patiets), unipolar high-
Irect ncy diathermy (29 pIatients), Iipolar diattlterim (2 
patients), Itlka or Iilsie clip application (6 patients),
and onte case where the I'alope ring had been employed. 
Approimttely61"'it oltevtotnen became pregnailt after 
reversal of [igatlittt 1tid 581"(1 fftter diatlteruts'. The itcltt-
sion helctre of ttanumber of wolieti ,hto hid hetl sleril-
i,ed by dialtertty do."es tot seett to have materially 
altered resttlls. A1l six of tle patients slerili/ed by cip 
Iile colCeied, bttt to dtle(ees CItntttths after recotl-
strtclitutl) the alitclt t ho had had a Ftilopc rintg is int-

lertile.
 

It has beet. swtgevclct by matv colleagues IhItat selection 
is all illlportltttt fatcltl ill sttccess. The igi e it Lttiove 
lnot seeti Itt stpptll this observtiott. Int general, we lave 
,eett prepitrCd to offer it reversal attetp to ilriV palietnt 

M\t0 ItMs gLol sociatl grounds, providing site flas had itt-
fat 'itttbria Otil One side \itlh at least Ote cetiteter of 
aitpttlla. Ill i glell nu ber of patienls (ahbt ul oe-thid) 
there has teert no isthtttus presentt at all and mttny had 
only ole I ie opcratble. Nevertheless, we have tited t 
laptroscopy that mnttty patientts, fttllowing higlt-fre
qtttlics ditthertnt, have had irtltalls the whole Itile ule
stroyed. llecatt tle results of dialtheril' ppear to be so 
unpredicltahle, we suggest that this ntetltod tif sleili/'aitn
Should he itbahtdOttd ,.Olplclv or, atl ite \ers' le0sf, re-
served 'or ptittellIs wlto ar overme age of 35 YeIIrs. 

The Iilill ctiidcl tliot in acceptittg palients for rect-
strtcti\e surgery has beei thcil social and doitestic cir-
cllistatces. We ht,.e ttsttalls lcfttsd sttlgcr\' 1t p;alietlls 
shIto dto tli ave a stable relationship willh it ret llar ctlt-
stolt or womitent wit h large ftamilies where file sttppttrl tf' tt 
additional Child would he likely io proe itt intilertble 
fintinciail huirdel. Iatienls \wilI strotg nitedicatl or obstel-

Microsurgical Restoration 

ric contra-indications have also been excluded. Psychiat
ric advice has been sought where it seemed appropriate, 
and we 	are wary of' performing surgery if tie patient 
seems unstable. We have generally reftused surgery when 
tlie patient has stated that she requires restoration of fer
tility to save her marriage or belore embarking on a new 
partnership. This confirms an impression that tile selec
tion of 	candidates has greatly improved results iii this 
series. 

COUID SUCCESS RATIE F317IMPROVED? 

In Table 2 we have analyzed tle tubal lengtli of the longer 
oviduct in the last 35 patients operated in one series. It 
seeits clear that the greater the lenglh of the tube the 
greater tile chance of a pregnancy. Nonelteless, in view 
of ie fact that ihese patients are probably representative 
ol'the whole group, it seems thlt selection has not greatly 
influenced our results. In general, it seemed that onc sub
jective assesstment at the cottclusion of tie operation of 
iosV 'ell the ;ll ilOsO{.siS wClt wis tile best I1m.thod of 
predicting thte outcome. 

It is noteworli that te greatest success lias followed clip 
sterili/ation or istltino-istlhnic anastomosis when very 
little lithe ias been darnaged. Atlipulh-alptllary aasto
mosis was less sttccesst'tl (44t). This may bie because a 
good length tof ampulla is required for efficient gamete
trinisptrl aitd because amptillary adhesions ilear tile site 
of slerili/alion may imtuobilic the infitndibultim and 
interfere with ovtln capture at ite ovary or fron the 
Pouch of I)ouglas. When itle ampttllo is very short then 
reconstruction hats b-en less frequelily successltt. Never-
Iteless, three palient. tave contceived when the total 
length of citlter tube was less than 3 ctus, that is, when 
more than 75% of the tubal length was destroyed. 

"table2. 	 Sterilizatiotn Reversal. Analysi.s of tle Length of
 
tlt Long, Tube int 35 Patient.s
 

I.ctgth in cats Palienls Pregnant 
<2.5 4 2 
4 - 2.5 7 2 
6 - 4.1 15 8 
8 - 6.1 5 3 
> 8 4 

The most reversible fort of sterilization would seem to 
be a method which (lestroys only a limited armount of istlh
inus. istit!it-islIlic aiIl;astomosis is gerterally tecft
nically easier because of the relatively ttttif'oltt calibre of,
the tiriditct it Ihis region. Major degrees, o luinital dis
parity belVeeti joined scgtielits aelt',."erefutr avoided. 
Another ficlor is tile complexity of lie ititcosal Folds itt 
itle attplillitrY region Mntd tIle thinness of the muscle coat 

ill tIte lilteral purlt 0f Ile oviduct. A gootd ioiut is far easier 
to achieve in thte isthtius providing, (if course, that it 
imicroscope is employed. 
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Recent innovations in the technique of female steriliza-
tion hold great promise of reversibility. The ring and the 
clip destroy only a short length of' tube and are generally 
placed across the isthmus. Adhesion formation and hy-
drosalpinx are rare after their application, and fibrosis is 
usually minimal. As yet there are no published series to 
provide adequate data, but it would not be unreasonable 
to suppose a reversibility of greater than 80 percent. We 
feel that clip sterilization may be better inthis respect. 

CAN WI PRII)'T WHIClH PATIENTS MAY 
RI:tlt:. I' STERILIZATION? 

In spite of refinements of female sterilization and tubal 
surgery, it seens appropriate to say that we should not 
offer stcriliation to patients on the grounds that it may 
subsequently be reversed. To do so would be dangerous-
partly becau,,c there is clearly no guarantee of the success 
of reversal and partly because we would overburden ser-

vices which are already greatly stressed in most parts of 
the world. Sterilization should be employed only where a 
couple have arrived at the need for "definite contracep
tioi" (9), and it should be regarded both by the doctor 
anc his patients as irreversible. 

Paradoxicallv, it seems reasonable to sterilize by methods 
which cause t.e least tubal damage in case an unpredic
table tragedy affects the patient. Moreover, it is clear that 
better, more professional sterilization counseling is 
needed throughout the world. It seems equally certain 
that sterilization is best avoided in the young woman, 
when the marriage is in jeopardy, when there are serious 
emotional disturbances, immediately after an abortion, 
or in the puerperium. Although sterilization is now the 
most prevalent global method of contraception, this does 
not obviate the need for careful assessment of patients' 
needs and mature consideration of sterilization's serious 
implication for the individual woman. 
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Vasectomy 
and Reversal of Vasectomy 

Sherman J. Silber 

In the last 125 years the world's population has grown 
from one billion to four billion. By the turn of the cenltury 
the population may very well reach 10 billion. This stag
gering population growth, in the face of diminishing re-
sources, is a major crisis of our time. One of the miost 
popular and effective solutions to the problem of birth 
control and family planning has been vasectony. Its oilly
disadvanlage has been its irreversibility. Until very re-
cently the surgical techniques for reuniting the severed a,s
have been clumsy and fraught with failure. Furthermore, 
most clinicians performing Vasectonly have been ignorant 
of its prcssurc mCdiatCd effects on the epididymis and 
testis, 

In order to stud,' the problem of reversing vasectomy, we 
first developed a very accurate technique for microsurgi-
cally reuniting the vas def'crens, and thereby obtained a 
dranatic improvenent in post -operati e sceill a iialyses
and pregnancy rate. Indeed, 881Voof patients who have 
had previously unsuccessful vasectomy reversal opera-
tions by competent clinicians, developed normal semen 
aInaly'ses after reoperation with inicrosurgery. Once we 
had thus rcioscd the artifact of a sloppy ailastoilosis, 
we were able to carefully study the other factors related 
to tlie secondary effects of tlie VaseCmuOly itself, vhich 
influence the likelihood of recovering fertility. Much of 
this data has already been published, and I will thierefore 
try to avoid -1boring repetition of details \vhich are readi-
ly available to you (l,2,3,4,5,6,7,8). 

We will first discuss hoss the pressure ruediated effects of 
vaseclony deleteriously affect its reversal. We will then 
discuss hiosv microsurgical exploration of the epididynis
rilay solve this problem ill iatiy cases. Finally, we will 
discuss how the tcchniquc of' vasecloly itself Iltay le
modified to make it more rccrsiblc. The artifact of a 
sloppy rccunmrnection will not enter into the discussion be-
cause fhe basic assumption underlying all of this work i,
that an accurate nlicrosurgical amlastonliosi. has been 
a'chieved. With our large serie, of over 100 patients whs'lo 
have had poor spertii counits aid demonstrable infertility 
after colcnliiial vaso' asasitonliy, but recovered fertility 
after ilicrostirgical reoperation, we have certainly by now 
progressed beyond tlie stage viere we have to prove thrat 
allaccurate reconnection is otie basic requirement. Let i,, 
them, ill to the more sophisticalcd proh-this paper, go oil 
lem s thfiat rel ain orce tie iiicrosirgical technliques for 
vas rcaastornisis have been mastered. 

THE EFFECTS OF PRESSURE INCREASE AFTER 
VASECTOMY 

After vasectomy, there is a steady build-up of pressure 
which is transmitted back through the entire epididymis 
causing relatively massive dilatation and distention. A 
great deal of fluid is secreted by the testis into the cpididy
ris. The maJority of this fluid is then realsorbcd by the 
epididymiis. Despite this reabsorplion of testicular fluid 
by the cpididynis, every patient who is vasctomiicd de
vclops 'pididynial dilatation and distcntion. If the vasa 
effercitia are ligated as they emerge from tle tcst is, the 
testis itself becomes distended with congestion and subse
(luctit atrophy of the sciinifcrous tubules. Iloscvcr, vas 
lig:ttion results only incpididyial distention vithout any
discernible effects upon the testis (9,10,11,12,13,14,15, 
16). 

At the tirie of vasecloniy reversal, we measure tle degree 
of dilatation of the vas luitien on the testicular side and 
oti tie abdoiinal side of the vasectomy site. Dilatation 
is always found. The abdominal side lunen measures 
flom I' 10 in diameter, and the testicular sidet"1 rum111, 
luirlei ilieasircs froniit to 2.0 run. illdiarietcr. The 
penttup fluid lsllally gushes oiltinder pressure \vhen lie 
vasectomy site is excised. If this fluid contains no sper
raton,/a, the palticnt is highly unlikely to ever have spelim 
ill tie ejaclilaic, dcspite an iumitaculately accurale vaso
saostoiry. Iftle %,as fluid has iriany spcrmitlo,oa, ther 
lie pllieli is slii to have -perill epraiallv certain postu 

lively in tlhe chince 0f hay,-Cjaculkte alld has over a 90% 
ing a normal sperm count. Sperii count and sperir iiotili
ty gradually increase to wilhin a normal range soriclime 
between 3 and 12 months postoperatively. 

Two factors influence the likelihood of finding good 
sperii in the vas fluid. lFirst is the duration of tirie since 
vasectonly. Whl the vasectomy was pcrformcd within 
one year of tilevase.toly revcrsal, we have riot come 
across ally case \l here good sperii were nt seen in the \,as 
fluid, and w%,here normal semen analysis did not develop 
posioperatively. lithese cases, the reversal was istally 
prompted by a crib death. On the olher hand, when the 
vasectolliy was perft, rined over 10 \,ears prioi to reversal, 
5)"' of [,lie patclit. o hlVe ally sperll tle ,asfailed ill 
fluid Ol citier side at tire liliC of' VaSOsa.,t,Oy arid 
postoperatively are When vasc olnlyamoospernuic. [lie 
ws'as perforned within 10 years of t(lie reversal, tlhere is 
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often no sperm found on one Side, but becauise the oilier 
side does have normal spern, tie patient recovers aInor-

nilal COtIIt anyway. IfIus, the duration of time since the 

asectomv (that is tile duration ofl time that the pressure 

has been1allo,,ed to build up) is one very important factor 

intluencin tihe likelihood of,a Successfll re erstlf. 

The second intriguing factor at feclitng the qulality of 

sperm in tileVas fluid is the presence or absence of a 

sperm granulotna at the vasectotti site. If a palpable 

sperm gra tlonla is presentt at tlte vasectotmy site, invari-

ably there swill be good quality spertu in tilevas fluid. If 

there is a sperm grattulotia oilolle side and not ott the 

othet side, there may be tto sperm otltileside where there 
was to grantilona, but there wvould, witlhout exception, 
be sperm in the vas fluid on titside where a sperit gratin-
lotna is preseit. Furthermore, in the presence of' sperit 

granulorna, the vas lunien is rarely dilated to more than 

14 nu. itt diatteter, ssltcreas i1ihe absence of, a speriti 

granuloa, the vas huittcti is usIIally dilaed 1t0over 1.0 

n11. in diamneter. 'lius, ;lsperm grILulotn1i is a site o1 

continuitng leakage with reabsorptiot otf \as fHuid, and 

acls like a safet v ilye, decompressing tlie vas anid pre-
vetting t great a build-up of pressure. Ill tle presence 
of' t sperin granulonua, representing leakage and re-

absorption at tfte vasectomy site, there is very little dilat a-

tiot of the vas, and thtere is adlwvays good quality spermt, 

indicating atn oiitstanding pr(tspect for reversibility. 

It ios%'seetis firils establislLed that tle degree of pres-

sure build-up after vaseclortiy, attd lie duruation offthat 
pressure iild-up, catI adversely tile recoveryalffect of 

fertility eveat after an acciulrltc vl.s(iaststltiv. Furtlher-

ttore, lie likelihood of recosering fertility call be ;lccu-

ralely predicted ott the basis of the quality anid a1to1tt 

of sperIi seen il tlie vas fhlid at the titie of tilereversal 

operatiot. If the duratiotnt of tittie since vasecloniy has 

bee relatisclv short, alid ift lhere is a1speiti grauihtita 
found 'It the s;isceclou N, site, then fertility can be restored 

(as neasiured bs i1 tiortial Semttern atalysis it filetulc, 

and pregltaticy the feti le) least 90Ro offil fertile t itl it 
patietts. (n tile o lher hiatnd, if the vaseclotty was per-
firltied a log lime ago, and if there is ti sperti grau-
htilli. presell to decomtupress the vas, Otln illleaisl 50t of 
the patietlts \%ill be coliipletely aoosperlic aflter ilie va-

" 
sectuttity reeresil, til iatter ltosv accurately it is p3er
fornied. 

The fact tlhat lie lesticle biopsy was ltoriltal ti all cases 

whCre iCosperi tt11111d ,ilsfhlid, aMid tile p;I-\;as itt the 

tiellt retmainted ii/lsprttic after attitccurate V'ISvOiIO-

stouItly, I1, lt clore ly lie epididymis.led to k more at 

\W'hteneser there svas to spertlt in the vas 'luid, tle epi-

were 'ound farlher ip tie corpus epididyinis or in file 
head of the cpididymis. In every case where therc wa,,sno 

sperm in the ."asfluid, wc located a level in the cpididytuis 
(even itwe had to go up the vasa efferentia) where nor

tiial sperni were foutid in tile fluid. Distal to this site was 

always the area of interstitial spermn granulonma with coti

strictiot and secondary obstruction of the epididyniis. 

1 hese granulonas s.crc not easily observed, es en with tile 

cperating microscope. Only by serial tralisection (like a 
simlsage) could the specific focal areas of epididymal 
slpcrn gratilotna and secondary obstructions be dis

covered. "lycballing it"rarely reCealCd ati useful it',

forniation, except that, as with alny vasectomized patient, 

otte could clearly discern that there was epididynml 

dilatation. But to fhe naked eye this dilwa'tion appeared 
to differentl it patients s'lto had secondary epididymnal 

disruption than ilnpatients who had no epididytnal dis
ruption. 

Thus, we conclude that the seeotidary edtcls of pressure 
build-up ott the epididynis afler vasectotmty are what pre
vents recovery of fertility even after atn accurate vaso

vasostotiy. Tile longer the duration of time since vasecto
my, atnd the greater the pressure build-up, then the 
1,e;ater tlie likelilood svill be of epididyial et ravasation 

and secondary obstruction. The presence of' a spern 
grantulonia at the vatsectony site, indicating continual 
leakage and rcabsorption, elimiates [lte risk of' having a 

blowout in the epididyinis with epididynial sperm extra
vismliott and secondary epididytnal obstruction. 

MI(ROS(COI( VASOITIDI)I)YMOST MY: Specific
 
NMicroatasltomsis to tie Epididyltal lubile
 

Uittil recently. sasoepididyttostotly f'or epididyral oh

,triictiott has been a very crude oiperatiotn, with a low 

success rate, attd relied upon the hope of forlltllion (t'a 
spertlt fistila. sing I iticriosurgical technique far more 

delicate thla visovisostittiy, w\e arc llsw able to reliably 

anastonose the inner Itunieti utf the vas leferetis dircclly to 

the epididyntial 1t1bule. Thus, instead of hopitig for file 

(unlikelv) f'ormaion of a spertit t'itlla, we are creatitg 111 

aiccutrate anastonlosis which by-passes aty epididytial 

obstrluctioti. lie technique in.ilves serial sectiotting of 

the epididytlis ittil s;e reichu a1level proxinill to the ohl
st ruction, where good Sperm is foulld leaking froli tile 
erpitidylnial tubule. 

Wheni one observes the trantsversely sec!;onCd end lit the
 

epididtyinis, Ihere tIIay ippeaIr to be 8 or 1l tubules. Bit
 
only olie ol tltise lubules is leaking sperln. The other 

openings are merely cut ends of this one terribly contv

uitllited 
the epididynal lubule inttoile it terstilii, causing seC- Iv ssith the proxitnal portion oft ile till, .e. If one oh

selves closely ttnder lie operatitig ticlroscope, otie cai 

didyilis lhadf biwulits swithi extlavasillioll of sperm 1 t1bule ltichl have been discotttiecteI' ",oi colitiniti

olldilr' obslituctot. Iti (iser 8()"fi of' ilie &ses, this epi-
didymNal disrupliol frint prsSlre itIduced blowo1vtitsli Oc-	 sCC the epididyttial fluid eitergitg frit ottily otie of Ilose 

tliuhles. hiat is 'lie tublle which is specifically atnastocirretd ilt tile jiticltiot Of tihe c1rpus aid tail OF the cpi-

didytis, Just whrle tilerelati\ely itusclar cauudal epi- Mtised to t le iller liuiteti 0t'the vas fef'erenis. Then the 

didynmal tlbtule is ihinning oiit into the very delicate Iit- outler muscutlaris of the vIS del'erens is sUtured t0 tihe epi
bule of the corpus. It lthe rest of the cases, disruptiotis didytital tiIic for support. 
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[his, oleration is c',,traordiiar[il lcat, ThliradrC mat biuild-ul. It i,simply quCSiol of whther oie \,otildCe,,pre,,
lot lhal ic actially dothis p'ocdllre. 1tlh.s, lie rather hae fhe spermi grintioiliia ltthe vasectolllkcoin, ,ileitoSi. I llis a.td obNeI\ cs fo licIlf. or 
IIiIlike illthe epididynis. lor tit purposs of ti1akilig vsecloItmVlicrocopic ao,oOsCt .\ \+seiliditlom,y, re- a re\ersile proICCLurC, it \\ould IbenIIuh ,
wiser to lhave tlieqilhcs Ilolrc thai jtl"lslabioratory plractic. It rcquircs a sIlcrigrajitiloma at the vasctomy site rather than ill[hegreat deatlulOf C\p-iCulcC all scasuliiie \\it all kild, of CiLid\iy is.

Iinicro,,tirical icIthlliqtel,. It a \aectoli s\er'al fail,,,ii
\\ie
can ally lie lhedlo ililir accualt. tchlitie. [lilt A,, to the is,,u of'pain stelliliig rolll itperm graliltitit\a .piiioototll oil)l,y fails,, the sublitt scarrii! lolli, w\,mstI ob.ectivelhv look at the large numCr oflotltif dli'ecate sltrc'i ItI IakcsLaoer Operation, il- ten siho ase had their VasctOllies from one month to 

llol illpo Lsible. " IIeas''ag , o i X\%cha e seell for vawctomly reversal.ill.Oxcr 800{ ,tich paitiIlt, we'ulime tlutI+IV nlotfoulnd +i()er 85'o offpatieius upon \vomie perlorinied atxao- ,peru granItlonta to le I ,otirce of' discoimfort. lilfact,Cledid\iit',hi has11re.'coI ce\d lorm aallselnllni 
 s. patients with a Sperm granlllia wereClss likely to have\\'hell the \ituoTitlitlyiit,,tuiy hitd tot Ilerfl't01lm I ill epididtlal tendternc,,s than patients, who hald fit) Sperrtpriloinial r.gion, of ile corp1u1s or illie ltld Of ile .pi- gritituloia am the \asectiilydid.\si,, tlotilil\ did no0trctuti i to site. lturthermore+-, in pauoruu]il. Ilosc\ci, tiits s1 hithad f ,perni granuloma oii only one side, the\\slilu thc obIrticliot \\aas illlie distal corps. ilolil~l\ re- side \it
Illrll.dulorlitl ill uctscs. 

the sper-t granuloma had nlO Cpididyml] tCtudCrto ilo"I I]hits, \wc to ll ilc ia lesS, alld the sidc \ilhoutI he sperill gratllulolla frltitentslcccssltillsnilcthodl l'for rc\CIiig \ilCctotllt. C\Ctiillpil- lydid himvc epididyimal tencrness. Oddly eiough, ainlicits \shIo otliwcr i a. i poor Iroglnsid,tioleteil e pididyltal blowotlt, discovercd at te tiltleof,'asecltoilly
agU0
p'Cssur dltlltCleilItCL by lile \aeclot.'utyV. el rcxerstl, \wisL, isorI'c 0I lo\ ci. this, not oftecltiittic is qo difficult cllIlpain either. PFatiCnIstltt f'r \wld popilatiliout plani- \with the most aggra'alting Cpididynal tenderess usually


fli p ipoow",, itmt_ighl iutblt' to pertilriii
i1 he iuire 1oews: a did not hae an epididylal blowout. They\.ltsect OM illtich a \\as tot had goodasi iiimi,C this pressur slermntinthe vas fluid, aitd a succCssful -Csult af'ICrvasomediilated diilliugC illlie first place. v'sOItHII+V. IndthlI, it appears to I e the lressur luild-up 
\ithill the Cpiditlvuis that causesV.,\Sl:("( )\l Ill(IlNi)t : iost of' the mild illter
mitent orel+hiAlgia that one often s'e, illpostvasecloy

pal ielt .
 

O te o1fi li or Coilliplic tllioIo ' l is
\ilo (toitVy ,pt'rlil
gl llilloiltia
s ith sitb(llltlliit q l+iilliillt a'ltlIilli/iltioll. Iltasnuall ItIu uber t l'patiens sho \\Iere refl'rrcd to its Ie-Yet ifspotltaicotsl recultlalilitoi thtc', itotoc'itlr, file ' Iti,of' pcrsi,,ten tliscomfort miany years aftcr the vafornatiout of a sp,.erm gritiiloitta aIttilestc.lni' ,il' secloui.v, tol betid \ho did tol\\i,,h fertile i.gain, onlynuyts be t leficial it thal it ret fil' e of ple- Onte suchtu'ollitlnl 
 patient hatd a SoIlhat eilltlier speril griiti,ur Iill tepIidid> itlliaritcliillatt', lIt' likelilhodOlftit lomt. The other 8 had to ,perit grantilomla, bul marked.\'tial epidid\tlil blosot . \'hell catticry ttclimuiqtuc
for stitlitl the si at lie lie 

epididylal tenderness. After perf'oruitg i' a,,ovaostoof +cIt+ouI1yis Cl-uloyt'tL. tny oulthese patienits to relieve the pr's,,ure, the sy, pttomslt'e ilciden te'of, l liprrtitiloiuit is irltultld I(0, aMd r'- oftlist'ouiIfot- and1 the Cpitlitlytial t.ItICriCss Ie'grssed.calltili,aiioi i,,tlt . ()rl [le Oilier ]ltd, \lli lig"tluirctechliqte, ai, used for s1tlitug tlit'its dI t'cis, prcllll Thilu, it \Itltl bc liildish for its to Suppose thatgranuiloma \ill loiti ill tlpto 3t1) or 4(f onie calc'as, Mld pcriform a \as.toilny svit]iotit the risk o'sone s'.crottl distilt' plilltt lcomIitcatialiat ot ltite
is ibhoilt I pliciii. cotmfort i11a ceruiu srintall percitlge of pateitis. It tdoesThe luchulil 
ltir.,littiatitlti, tecatuntliillitio is thal tilt appear lit i lie formttiioln of a sperm gratitlu a al
speim leak, oit through Ilitil'cut It,eictilitr cnd oflli \as lite sitsctioiy ,ite leads to any gr eie 
 srotal dis(tICulCts htMd ss\ins, through cottl|clise issuc, tuiilitli, .I 
risk ol'

comfort. I1utrthermtilre, itinsures the coitltiiued inlegrilpitl\\ i t10fe oth.r side. Motl si uttaoisctl, reccali,i'il- of' lit' cpididyntis, \hich makes recrsibility tituuch morelit'l', ltl1it \el\ IOcr i %alpoorH tliil aid t'ciiiuitll\ likely.

scll tlo\ \0i1 ',tl ti.ll ii . Ilo\t's\ el,Lotit'
,.,b'elil/oop r 
spilnhitIioitI icxaiilali/attotis. i,tilillpt'rtlllint'illIv ic- ()It' lethth of s to'itly tleslciged ItostorCd Ititil..li]us,, lit' fotu1itioil il a "pet|it'ramit- liita i lof'iof 

encoILr'age tle 'or'
qpeim graiiloni a atnd y,tl minimic tle riskhollla ill sle\&ttIll\ silt, illiltil l,.le'licial, d ould lt ol f ''potltltal recanillioll, itiiil, his en', tried ill os .r4(Ic tlakti liiltill. piticlll by Shapiro inl ()lttasa, (atnada. Shapiro did 

llothillt
L to ilit' tcsliclitr cl titl o fle sas delre.llsIhlosses r l duleal l tltli tl t lit'illalisll
his cliiidd oIr litle of a hwclom. I heirarely let itlh.kIre,.'ly itlio theft'cliuu.holl I,p lltgiiltis.s Clll (C lliillh ifoll is sc.rotal i,,sIt'. Itn t|'trly grolp of Ilis pittilIs lie sealedgoliI t Ie[t'l( ll \it ctllt , o)Ie us tille it st.'I i - the tbtd sidc wih]oi|iihmtl tIlltiellho \i, catIt y ( ise,'-Cellt tht' il t.'ilhililt\oh indiciit ,Iqtut glal lhilila, ill tot). Illit it h,llcsuti'nlt, , tcused]argcr grsirutlyll\ tc'c, patiet \ tt'cioll'etld. II it per M 1 
of' litit-hs a

grutiti- htiilt'hlip till[le itldoinii aotl ,itltc ltil L \silliilloll fiswial
Ilia dic', t lolill I ati tit' tii\ sit., thu it \kill illci'mpilsitioli. l)espii_ h+oiligIothiig to swi'll thite ttsli'lllarcertait|il il t ill L.',.tti tlI\ ill thi' t'pislidviti, a tlit' ilt' ;Iot site Itimmci, aboitt 3'(1 of' paticntt 1t,fIil,'tLrtptitltc ofl lilt' t'pTid.lyitl ttbtlt' iiduted by the pres,,lc 
fItri t s1ittli.

grailuloni. All o' tie others formed nontitlecr sperfn 
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granilonas \shich ies er progressed to grcater than 4.0 easily solvable and answers may be available in tire next 

mitn. in diaticici. Nonc of tile ' ratiloa', we Iender. However, any emotional outcry against sperm\c year or so. 
None of' themi required ty stgical ratllilelnt. Thus, granuloma, whether at the vasectomy site or iii the epi-

Sltapiro is at atloss to explain I.t y one piarticular anthor didymis, is really an uninformaed indictment against va

reports that almost 501"o ol' patients with spermil grann- scctonv itself, since sperm granuloma isal inevitable and 

lotnla alfter s.aseciolll ]have such seserc and persistcl pain unavoidable Consequence of all vasectomies. Further

thai tile\ require surgical iilicrvcnion. more, t certain small percentage of vasectoinized men 
are going to experience sonic pain no matter what tech

is that niqne is used and whether or not a sperm granulomaThe tisectlir.,, aspect o ' Shapiro's \\ork , however, 
in the first gtouip of patients ill ss.loill thie abdorminal side t'orns at the vasectomy site. The symptoms are rarely 

minor nuisance, and they are usuallyhninen \\.as treated with 	hot ssirc cancr, 7Q,'o had spon- more than just a 
tallCotls rcclnalialtioln. 	 Ill the second group of over 2() transient. 
patients ho had licioclip applied to the abdominal end 

Pregnancy is certainly not a normal state of physiology,of tile cut vas defcrens, and MIto also underwent fascial 
intcrpo,: ;ot, none had a rccaiialiation. This work is and the results of a pregnancy can of course be disas

\cry giut, bitl nrlhrC sltildies arc Hteeded to dCler- irots. Too many pregnancies for a family are certainly a 
(lic abdominal side greater source of misery than the occasional pains thatmine ._,(ter elcctro-cautcry for 

fesw patients may develop after their vasectomy.ilulct, or just Ifascial interposition alone, will be more only a 
effective in prcventing recanaliiation iati hot wire call- No matter what technique of vasectomy is used, open

!,try. A large series of vasectotuies have been performed ended or closed-ended, there will be a rare patient who 

I'V \loss, Using hot wire cautcry alone to both/cut ends, complains of discomftort. 
at u.no nvc"nalilatiotis have been reported. 

We would not recommend vasectomy for a man who feels 

There is nto doub tilat (lie prevention of spontaneous lie may want to have more children, but the later death 

recaiali/ation by proper ' rcatmcit oftfle abdoitlinal side of a child or wife may change his view radically after 

of (ie cut \Is deferens is essential before open-ended va- surgery. It is therefore inhumane to disregard the possi
sectoty, despite its greater reversibility, can be recoin- bility of future reversibility in any vasectomy we perform. 
mnded. Yet it is clear that this probleni should be rather 
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The Role of Reversibility in the
 
Acceptance of Sterilization
 

Gerald I. Zatuchni 

As recently as 1960, only an estimated cumulative number 
of 7-10 million couples were using voluntary surgical
sterilization as their means of controlling fertility. During
the decade of the 1960s, surgical sterilization was a minor 
method of fertility control and most couples preferred
oral steroids, IUDs or "traditional" methods. In fact, the
estimated number of couples using sterilization in 1970 
was 20 million. Tile majority of these couples were living
in India, China, the United States, and Western Europe.
By 1978, the estimated number of couples accepting
sterilization had increased to 80 million, and 80% repre-
sented acceptors from only three countries-China, India 
and the United States (I). The estimated nimbcr of 80 
million sterilizations makes sterilization the number one 
fertility regulation choice. This is a marked charge from 
1970 when sterilization was fifth in the estimated world 
use of fertility control methods, 

As additional years go by, it islikely that in many devel-
oping and developed countries, male and/or female steril-
ization will continue to increase until most couples who 
have achieved their desired family size will choose to 
accept this permanent method. 

It must be emphasized, however, that women who now 
accept sterilization do so usually at the terminal end 
of their reproductive years-i.e. when the couple has de-
cided that they do not desire more children. Statistics 
show that sterilized couples are of older age (beyond 30 
in women and beyond 40 inmen), and the woman has had 
asignificant number of pregnancies with a resultant three 
or more living children. Accordingly, and most impor-
tantly, the demographic impact of sterilization among
such acceptors is minimal. Nevertheless, sterilization is 
important because it is the most effective method, long-
lasting, virtually free from side effects, and requires only
one-time motivation. Unfortunately, because of its per-
manence and the necessity of a surgical procedure, sterili-
zation soon may be reaching a plateau of acceptance in 
many countries once the couples of older reproductive 
age have been sterilized (and there is still a tremendous 
backlog in many countries). The method offers little 
appeal to younger couples with few children, 

To determine the appeal of potential technology-rever
sible sterilization in this case-without having the tech-
nology in hand leads to false assumptions. Without 
having a product or procedure to offer, sociological sur-
veys and opinion sampling are of little significance. 

Therefore, in order to determine accurately the potential
role of reversibility in the acceptance of a sterilization 
procedure, an easy and effective reversible procedure
must be in existence and known to that particular popula
tion. 

Surgical reversal of sterilization in the male or female,
when performed by appropriately trained surgeons, using
meticulous technique and appropriate instrumentation 
does yield good results in the restoration of fertility.
Success, however, is conditioned. In women it is deter
mined by the extent of damage to the fallopian tubes by
the previous sterilization procedure; and in men the va
sectomy rrocedure must not be too long-standing (per
haps not over ten years). Given these prerequisites for 
success with a surgical reversal procedure, and incluing 
a large element of patient selection for the procedure, it 
is unlikely that intrauterine pregnancy success rates of 
more than 50% can be achieved. Obviously then, neither 
female nor male sterilization can or should be offered as 
a reversible method. 

In a unique study, Dr. D.N. Pai assessed the need for 
sterilization reversal in Bombay (2). Interestingly, two
fifths of vasectomized men and one-fifth of sterilized 
women said that they were aware of the availability of 
sterilization reversal. However, an interest in reversibility 
was exprcssed only by 4.1% of the vasectomy acceptors
and 1.1 % of the tubal sterilization acceptors. Fven fewer 
actually demanded a reversal procedure-1.3% of men 
and 0.1% of women. Neither the demand nor the desire 
for sterilization reversal in this study can provide reliable 
estinlates to define the potential role of true reversibility
in the acceptance of sterilization. In this study, vasecto
mized men in the sample had a mean of 3.8 living children 
and their age at the time of sterilization was 38.4 years.
Female acceptors had 4.2 living children, and the mean 
age at the time of their sterilization was 28.2 years. It is
obvious that these men ant women did not want more 
childreni at the time of the sterilization; hence, a polen
tially reversible method would not have been attractive 
to these g;'oups-nor to most couples of reproductive 
age who have reached the decision to use permanent 
fertility termination. 

In the United States, as in India, only about I O/of steril
ized persons seek reversal. But, as indicated above, this 
figure represents only the tip of the iceberg. Couples de
siring sterilization go through a long period of decision
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*making prior to the actual procedure. Those who finally Other positive attributes would include the usual 
factors of cost or harmful side effects.decide to have the procedure arc those committed to not 

having more children. Now suppose an easy and effective 
reversible procedure were available-how many couples Several promising potentially reversible methods of long

of young age, with no children or one or two children, 	 term fertility control are under investigation. These in
elude methods for temporarily obstructing the vas defer

would accept? In this hypothetical situation prediction of 
ens by use of a variety of discs, plugs and other geometricactual behavior is subject to great error. Despite this 

admonition, I would call your attention to intrauterine 	 arrangements; new techniques of vasectomy and vas 
occlusion; uterotubal junction blocking devices; tubalcontraception. IUDs are somewhat analogous to a rever-
blockade using plugs made from various biocompatiblesible sterilization method, although the side effects asso-
materials; and tubal hoods for reversible obstruction at

ciated with IUDs and the consequent discontinuation un-

balance this analogy. The appeal, however, of intra- the infundibular end of the fallopian tubes.
 

uterine contraception is great, and couple decision-

In spite of the laudable objectives of such research, in

making prior to acceptance of an IUD, issimilar to what 
would be required if a reversible sterilization procedure significant amounts of funding support have been pro

were available. Indeed, in the 50% or so of women who vided by the concerned agencies. It islikely that no more 
than $1million a year isbeing spent throughout the world 

accept an IUD, tolerate it without significant side effects 
and wear it for years, the IUD is a reversible fertility by public and private sector interests on research aimed at 

the development of such methods. A reason for this in
terminating device. What then has been the acceptance 

adequate funding level may be the honest skepticism that
of intrauterine devices around the world? It is estimated 

can be developed having the
that approximately 23 million women were currently 	 a male or female method 

above "ideal" characteristics. For example, in the early
wearing an IUD in 1978, although at least four or five 

an IUD. Un- 1970s, there was a flurry of scientific interest in develop
times that number initially had accepted 

from ing reversible vas occlusion techniques, but.most of these
fortunately, the IUD-induced side effects detract 

projects have fallen by the wayside due to technological
the popularity and acceptance of the method, as well as 
from long-term use. So again, it becomes an impossible difficulties arising from both the sterilization point of 

task to measure the degree of appeal of a long-term con- view and the later restoration of fertility. 

traceptive method that has the capability of fu!l fertility 
A real possibility exists, however, that future long-term

restoration. 
methods of contraception having the characteristics of 
full reversibility upon discontinuation may be pharma-

Despite the lack of available data or the means to acquire 
cologic in action, rather than 	surgical or mechanical.

such information relating to the potential role of reversi-
of us have the Research endeavors are ongoing that have as their objec

bility in sterilization acceptance, most 
tive the development of a one-time application of a fertili

impression that a truly reversible method would have sub-
ty control method that would be effective for many years,

stantial impact. This "ideal" reversible method would 
and yet be reversible, either following spontaneous term

need to have the following features: 
ination of the inhibition, or upon administration of 

another agent to counteract thL effects of the first agent.
" Contraceptive efficacy must 	 approach 1000 over 

However, much more research 	needs to be done before 
many years duration. 

STe such a male or female pharmacologic method becomes a 
" The potential for reversibility also must be onl the reality. Nonetheless, s ientific study is not required to 

bolster the common sense view that a one-time applicaorder of 90% or better. 
tion of a long-acting contraceptive, that is fully reversible

* Both the sterilization and reversal procedures should 
discontinuation, would have wide appeal for all

be nonsurgical, or at least not require any major upon 
reproductive age groups. What is necessary is the devel

surgery. 

opnent of te method.
 

In developing world situations, non-physician appli-
" 


cation of the method would be most desirable.
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Voluntary Sterilization and the Law
 

Harriet F. Pilpel 

VOLUNTARY STERILIZATION AND THE LAW 

Recent studies assert that people desiring to limit their 
fertility today are relying on sterilization more than any 
other single method of contraception. Yet, the law on the 
subject has not developed with anything like the same 
speed or prevalence, and the legal status of sterilization 
still remains unclear in many countries. The law 1)may 
say nothing about voluntary sterilization; 2) may specifi-
cally prohibit voluntary sterilization; 3) may be thought 
to prohibit voluntary sterilization by reason of general 
provisions of the criminal law, e.g., those against inter-
national infliction of bodily harm; or 4) may expressly 
permit voluntary sterilization, in which case the law usu-
ally also regulates the provision of voluntary sterilization 
services.*
 

WHERE THERE IS NO LAW SPECIFICALLY PRO-
HIBITIN.J OR AUTHORIZING STERILIZATION 

Since the use of voluntary sterilization for purely contra-
ceptivc purposes is a relatively new phenomenon, most 
countries do not have laws which specifically regulate the 
procedure. This is a mixed blessing. The absence of laws 
on the subject may encourage those interested in provid-
ing the services to do so. On the other hand, however, it 
may make them reluctant to do so. In the large number of 
countries where there are no statutes specifically authoriz-
ing or prohibiting voluntary sterilization, it is probably 
legal. In these settings the availability of voluntary sterili-
zation would, like other medical procedures, be subject to 
only the laws oii medical practice in general and surgery 
inypaticlar. oCivil
inparticular. 


Where there is no specific provision in the law concern
ing the legality or illegality of voluntary sterilization, the 
doctrine, ntdlunt crimen, ntulla poena sine lege would 
seem to apply. Loosely translated, it means that an act is 
considered "criminal" only when it is specifically stated 
to be so in the crininal law. This precept of criminal law, 
common to virtualy all legal systems of the world, can be 
applied with advantage to voluntary stcrilization, so that 
in all likelihood, voluntary sterilization is legal in those 
countries that have no express legal proscriptions. 

*Examplesof voluntary sterilization statutes presently in 
force throughout the world are available on request 
from the Law anid Planned Parenthood Program, Inter-
nationalPlanned Parenthood Federation. 

THE CRIMINAL LAW AND VOLUNTARY 
STERILIZATION 

In some countries the law specifically prohibits voluntary 
sterilization under any circumstances-as in Italy until 
the recent change in the law. Section 552 of the Penal 
Code, which dated from October 19, 1930 provided: 

Whoever performs acts on persons of either sex, 
with their consent, intended to render them incap
able of procreating, will be punished by imprison
ment from six months to two years and wittb a fine 
from eight to forty thousand lira. Whoever gives 
consent to those acts being performed on himself 
shall suffer the same punishment. 

However, relatively few countries specifically prohibit
voluntary sterilization. In most, the criminal law neither 
specifically prohibits nor permits voluntary sterilization. 

Despite the general precept already referred to, that what 
is not prohibited by law is permitted, there is considerable 
uncertainty on the part of family planners in many coun
tries as to whether various general provisions of the crimi
nal law could be applied to make the procedure illegal. 
Rather than risk possible ci iminal penalitics, program 
managers may abstain from offering voluntary steriliza
tion services. The fear is that sterilization may be con
sidcred a form of intentional infliction of "grievous 
bodily harm,'' "assault," or "mayhem," as expressed in 
Common Law systems, or of' "coups et blessures volon
taires" (intentional wounds and injuries), as expressed in 

Law codes. Such apprehensions have a chilling ef
fect on sterilization services. 

WHERE VOLUNTARY STERILIZATION IS 
EXPRESSLY PERMITTED 

In many countries, legal uncertainties about voluntary 
sterilization have been resolved by specific statutes. In 
Singapore, for example, the Voluntary Sterilization Act 
of 1974 provides that "sexual sterilization by a registered 
medical practitioner (under the Act) shall not constitute 
a 'grievous hurt' within the meaning of the Penal Code." 
Article 262, or the Revised Penal Code of the Philippines, 
imposes penalities "upon amy person who shall intention

ally mutilate another by depriving him, either totally or 
partially, of some organ essential for reproduction." But 
in an opinion dated September 17, 1973, Secretary of 



Voluntary Sterilization and the Law 143 

Justice Vincente Abad Santos stated that since several 
muelhods of terilization (tubal ligation and vasectomy)
"do not involve lopping or clipping off the organs of re-

and has been rejected in many countries. A more reason
able approach is to be seen in some African countries with 
an English Common Law heritage (Ghana, Nigeria, Tan

production of both sexes," as may be (lie case with cas-
tration, but "are effected by the closing of a pair of small 
tibes iii either the mailor the woman so that the sperm 
and ovum cannot meet," they should not be regarded as 
"mutilation within the contemplation of Article 262." 
Similar inerpretations have heen handed down il other 
coul rio,,. 

zania and Zambia for example). There, voluntary steril
ization is simply considered "a surgical operation" 
which, if done in good faith for the intended benefit of 
the patient, is not the subject of criminal penalties. This 
is a sensible way to resolve any confusion which exists in 
many countries as to whether the criminal law applies to 
voluntary sterilization. 

TIlE FFI:-CT OF CONSENT It should he noted, not to overstate the. case, that where 
voluntary sterilization is prohibited, either specifically or 

Clearly, volunlafy sterilization must be voluntary, i.e. the by reason of the criminal law generally applicable to the 
person sterilized must consent to it of his own free will. 
This necessity for volimtarisin is another important con-
sideration indetermining whether sterilization can fall 
under ile general ban of the criminal law. It offers an-
other way of overcoming potential legal oarriers. Under 
th': criminal law in many Countries, if the so-called "vie-
tim" consents, the person inflicting the so-called "in-

infliction of "grievous bodily harm," the actual prosecu
tion or conviction of the doctors or patients is rare (the 
last known case in France occurred in 1937, and that in 
Austria in 1934) or unknown (Chile, Indonesia, Costa 
Rica, and Colombia). That is not to say that because no 
prosecutions have taken place sterilization for family 
planning purposes is necessarily "legal." The paucity of 

jury" cannot be held criminally responsible. Accordingly,
surgical procedures inay be performed without fear of 

prosecution, however, does reveal the disparity between 
what the law appears to say and what may go on in prac

penal sanctions. For 
Code of South Korea 

example, Article 24 of the 
provides: 

Penal tice. Unfortunately, as long as laws which it is feared 
criminalize voluntary sterilization are ol the books, they 

Conduct which infringes a legal interest shall not be 
punishable, except as otherwise provided by law, 
where tle consent of someone who is authorized to 
dispose of such an interest is obtained, 

are an inhibiting factor, and steps should be taken to 
make clear that voluntary sterilization is legal. Acttally in 
many places, because of increased demands, the practice 
of voluntary sterilization may substantially diminish the 
effect of the legal ambiguities. 

Similar provisions are found in the penal codes of Ethi- TRENDS IN LAWS ON VOLUNTARY 
opia and Greece, as well as those of India, Pakistan, Sri STERILIZATION 
Lanka, 
few. 

ltrnma, Malvasia and Uruguay, to name just a 
Onl the whole, there is a general trend towards liberalizing 

Oi the other hand, inFrance, IBeltium and some other 
Civil ILaw countries, the consent of the "victim" of 
"grave bodily injury" does not appear to free the surgeon 
performing the sterilization from criminal liability. This 

the laws affecting the availability of voluntary steriliza
tion. In many instances, changes in the law apply to the 
whole range of sterilization services, therapeutic as well as 
contraceptive, either through a re-interpretation of the 
law or by the enactment of new statutes. 

was the view taken by the court in the celebrated Bor
h'utix .sterili.sateur.s case of 1937. There, a group of 
Irench people were accused of advocating and practicing 
voluntary sterilization oilideological grounds. Although 
the accused were tio authorized physicians, and could 
have been prosecuted on other grounds, the decision was 

Where laws specifically authorize voluntary sterilization, 
they generally prescribe certain pre-conditions to the per
formance of the operation. The following are examples of 
typical legal requirements. Most of them are designed to 
assure voluntarism. 

based on the underlying notion that the consent of the 
people who underwent sterilization was irrelevant to the 
criminal responsibi!ity of the accused. The court observed 
that the patients "could not authorize anyone to violate, 
oiltheir persons, the rules governing the public order (I' 
ordre public)." This view could also be applied to doc-
tors, and where it prevails it can pose a rather formidable 
obstacle to voluntary sterilization programs, 

Wailing Period. Sonie laws require a waiting period be
tween the request for voluntary sterilization and the actu
al operation. The 'waiting period' permits the requestor 
to reconsider a course of action which has a potentially 
irreversible outcome. It is also designed to eliminate pos
sible coercion. The 'waiting period' has generated miuch 
discussion in the United States of late, where regulations 

The degree of conlfusion which exists inmany countries 
is indicated by the fact thait the general criminal laws 
which it is feared may be applicable to voluntary steriliza-
lion are the criminal laws oti assault and severe bodily 
injury. If so applied, they would equate brutal assault 
with tile work of a skilled physician on a willing patient 
under clinical conditions. Such a view is clearly absurd 

governing federally-funded voluntary sterilization pro
grans, and all sterilizations performed in the City of New 
York, now call for a 30-day waiting period. Those who 
pushed for this requirement feel it was necessary to pro
tect "welfare mothers" from the coercive practice of sug
gesting that they be sterilized in connection with abortion, 
childbirth and/or the receipt of welfare benefits. In oppo
sition to substantial waiting periods like thirty days, it has 
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be"n argued that such requirements may be detrimental to 
the health of the patients who thus have to undergo two 
separate surgical procedures with two separate anesthe-
tics. It is also argued that they make getting a sterilization 
more difficult even where no cocrcion is involved. How
ever, there are advantages to having somc time lapse be-
tween tile decision to ask for voluntary sterilization and 
the actual operation. The requisite time gives patients 
time to reflect. It may be that fhe greater the interval be-
tween any obstetrical event (birth or abortion) and sterili-
zation the better the results for the woman. A recent 
study in Britain compared reactions of a group of women 
who were sterilized within a few days of giving birth and 
those who waited until a later date. The authors con-
clude that "much distress could have been avoided by 
performing the operation at a later date." 

Some countries have provided for shorter waiting pert-
ods. A 1972 amendment of the Singapore Voluntary 
Sterilization Act of 1969 reduced the waiting period fron 
thirty days to seven days. In the 1974 Act the requirement 
was eliminated altogether. Oin the other side, l)enmark 
requires that the operation not be performed later than 
six nmontlhs aft'wr its aithorization. This is meant to in-
sure relatively specdy delivery of the service and to avoid 
possible changes of citcunistanccs. li some countries tile 
request for sterilization is isolated from childbirth or 
abortion even when there is no evidence of coercion. This 
meais Ithat tite paticnt ila\, have to Iravel far from home 
'or both procedures and often cannot underiake two such 

lengthy absences. 

,1ininntim Age. Thte imposition of it minimum age re-
quireneni oin applicants for voluntary sterilization is de-
signed to protect individuals front reaching a rash dcci-
sion with irreversible consequences, only to regret it later 
in life. Tile requirement affects the ability to consent to 
tile operation, but it may also relate to the circumstances 
under \\hich sterilization is availabile. In l)entark, sterili-
zation is a\ailable ott requiest at agc tttny-fise. Betweetn 
tle ages of 18 and 25 careful screening is required and 
sterilization is permitted, aniong other reasons, skiuere 
pregnancy would risk the life or deteriorate the physical 
or menial health. Sterilization of atonc under 18 is not 
done unless there are very special reasons for doing so. 
In the United Kingdom, in theory, the age at which a 
minor can be sterilized is sixteen. Il Singapore, tile 
age requiretent has be-,t eliminated for some individt-
als, but is 21 if tile person is not married. In countries 
without specific laws, tile age of majority would probably 
be tle ntinimuni age of consent. 

There is nothing inherentily vrong 'with a tiininiurn age 
requireient )epetnding ott national circumstances, 
though, a mnininu age requirecnet may make slerili/a-
tioni an unattainable method of fertility regulation, where 
marriage has taken place at an early age and desired fanti-
ly size is either reached before tie age of majority or be-
fore the age ill which sterilization can be nornally author-
ized. The latter is often higher. Any requirements in this 
regard should realistically reflect circunistances within it 
cotniry rather than conform to broader rules foutnd iii 

the law on such matters as age of majority. The require
ment may also prevent those individuals who decide in
dependently not to have children from using the method 
in their earlier years. 

Ainimun Numbeh'r of Living Children. Sonic laws, and 
many government policies, require that before an appli
cant can be given authorization for voluntary steriliza
tion, evidence must be shown that lie or she has already a 
certain number of living' "hildren-5 in Panama, 4 (or 3 
if the woman concerned is over 35 years of age) in Czech
oslovakia, and 3 in India. In short, ill cotntries in this 
category, proof of fertility is required before one is per
mitted to curtail fertility by sterilization. In many coun
tries this serves as some sort of guarantee that the couple 
will enjoy the benefits of surviving offspring. Yet by the 
same standard it may prevent many fron exercising a 
choice when they want to. 

Spousal or Parental Consent. Since the number of chil
dren is arguably a matter of concern to both of the 
spouses, some laws require that, prior to voluntary steril
ization, evidence must be submitted showing that the 
spouse consents to the operation. Such laws exist in Den
,nark, Japall and several predominant l MNoslent coun
tries. Japan also requires it form of spolsal consent whert
ever tile person, though not legally married, possesses 
marital status with the applicant. There is growing unease 
over this requirement in sonic couttries ont tie theory that 
individuals, ntale and fenale alike, should have the sole 
right to make decisions relating to their fertility. it has 
been suggested in many countrics that spousal consent re
quireiients be eliminated as a matter of law. The United 
States Supreme Court has held that a requirement 'if 
spousal consent for abortion is unconstitutional, and tile 
Court would probably hold tile same way with reference 
to a requirement of spousal consent for voluntary sterili
zation. It may be reasonable practice where the reqtleslof 
is married to attempt to involve tie spouse in tile deci
sion-making process, but if this cannot be done, or if tile 
spouse objects, the final decision ;htould rentain with the 
person who seeks the sterilization. 

Parental or guardian consent comes into play where the 
individual is under age or incompetent to consent. The 
requirement was not designed with voluntary sterilization 
for fanily planning purposes in mind. In the past it has 
most often been associated with eugenic or therapeutic 
sterilization. The question of the rules which should apply 
to sterilization of incompetents and ililors has been the 
focal point of heated discussions in sonic countries. While 
the parental or guardian consent requirements are de
signed as protections, courts ini a few countries have 
adoptcd the view that parental consent is insufficient as a 
nieans of protecting tile interests of the vouting or ini
conmpetent and that sotething miore is necessary. In Frig
land courts have allowed others to intercede to stop sleril
izalion of minors. Il the United States a nunber of courts 
have said tlat sterilization off minors and incompetents 
cannot be done even with parental consent and a court 
order unless there is a specific statute conferring this 
power. 
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Facilitit7. Several laws specifically require that voltiitarv 
slerilization operations be performed on ly ilhospitals or 
sites managed, supervised or authlori'rcd lbv the govern-
menm. Tile theory apparcnlIy is that special precamtions
should be taken to etisure tie safety of the procedure.
Czechoslovakia, Denmark and Singapore are examples. 
While soich requirement lsmay be reasoiable health mea-
sores at sone Iimes atid at sonic places, as techliology be-
comes simpler and safer. the rule that sterili/atioi he per-
forniled illIrospirals HMa,.. tdl.V teid to restrict access to 
the services. One may well ask why stcrilization as a surgi-
cal piocdore should be siigled out for such special regii-
latio\when other much more complicated surgical pro-
cedures are not so regulated? On such issues a careful 
balancing of prioriti,.s is needed. lut the evidence is that 
with present tec,it iry setinigs otherclogy,thansterilizationshospilals. maymlie b+ep'erformedT 

.utliuliZ htlt/ t"ici lul Ihoardl. Several con tries 

require Ife establishm'nit of aii official hoard to receive, 

res\ic\ aiid decide on applicatloirs for vohltary sterilia
tion, in all
t or selecled (e.g.. if the anplicaiit is under ige) 

cases. llere is i) unillinni'ii, hn\e\er, with respect to 

lie sie or professioall coiimposition of tie haild, or liet 

m1ethod fo'r rcaclhiii ldecisioii (Iv1n1i orilv ofrunanitiii-
tvl. It is oftell airgicd th;it tledccision to seek a seteili/a-

lion for faliil\ plniiing purposes should be left to the 

indixiduiil ill coisllhatiotl \itli tie doclor ad thai all-

tliori/liolln rc(Illirelliieils irciiolh mrlti n
ie llaiblrel-
cratic snare s\hich nakes getting a1siclili/atioi iiiore dliffi-
Cuti.Sollie CoiUniries epciencs hear out lis fact . Ihh,+u-
ever, Mhere the person seeking the sicrili/itiou is hgally 
illcollipeleil to colnseil, by lealsoi of' ae oi nini;il dis-
albilits, review hy a hoa nt if Ihe reqliest would seem illn-

propriate to eisire thati lie operation is in rhe best iter-
eCI, of the palient llidthu1s should be perlIlilled, wheni 
otlliewise it Could lotl hlve heell. Iliiall'colltiries, how-
e\er, it \\ould be desihale to have tile liw provide, i 
addilioi to a board, for a court order where lhere is 1,iv 
question of coerciti, f'raud, or ny other leg;lproblem 
posed (I). 

WHIAT MAKES STII IZATIN VOLUNTARY? 


[lie lype of sterili/alioni disclissed ill this chapter is vohln-
MA stierili/ationi for family pl iiing plirposes, with lre 
.llil sis oilvon SlCrili.latioll is alsoholunfulv. often lul il-
able for itwide \vrie vc t o lier hea hh-re hiid le'usis , 
therallllic its \ell is elgellic. I lo\\e\C, lie recent I[-
lililis iii India to enforce anl ill-dt'filed policy of coil-

ptllsory ,terilialion for cterlahi celtple, has prodded the 
\\ort corlirirtrirv into lookillg itore closely at1the Vouluri-

lie sterili/;llion s,,r,\ices. alflhe 
ilrethrod. itt lestll, shtuld he conrsiLerel irreversible 
(lliliohlll onloccioill ifici)be resersed), led to eiie\\Cd 
deleliltiilitil \ LSeiliiie lls 

lar. nalire of The fach isure-free 

on hal slerilialioll be lt-
tidedina itiiti tosple flee of coelcion and thilrt recipi-

clls biefullhitIriled of the illrttrC aiid Coisequleices of 
!he plocedulr. 

The AsNciatiOn for VOhliillir v SfCriii/oiiitln ;i [lie lttr-

Voluntary Sterilization and the Law 

nalional Planmed larenhthood Federation were coicerined 
ahoint these issues prior to the India epi sode. Inded at
 
two Iternational AVS Conferences, one ill (leneva in
 
1973 and iOe in Tuiis iin1976, a specific proposal froim
 
the Legal Workshops emerged. At the suggesticm of file
 
IPPF Central Medical Committee and ile 1111F Law
 
Panel, this proposal, with slight modi ficalions becarme
 
1111'1F
policy oii volmilary sterilizatim. Tihis propo,,al em 
bodied tile following propositions:
substance of tile 

Sterili/ation as i nethod of limiling faimily si/e is a 
matter of itdivilual choice which should le made in 
full kiiowledge of' alieriatiye methods oflcontra
ceptioti and the risks and heiiefits to health aid wel
fare associated with sterili,'atioii. 

relative simplicity of present sierili ation tech
enology, mid the knoi'n iniiiiial side eftfects follow

iig slerili/ation, make itan appropriate procedure
trtliifor si/cthose svio have altained their desired famil 

and wish to choose this method.
 

Ilil
tie light of curreit medical technology, it is rec
orimetided thall male ind fenale sterili/ation pro
cedtires should be regarded is irreversible at the liiiie 
of choice oif the procedure. Ilos\ever, in order to 
provide for uiforeseen eveil which occasioiltlv 
indtice it clieit to seek i reversal of i sterili/atioli 
procedure, such teciiques should be ued i,to give
the greatest caic1rie of reversibility. 
It is tileindividual's right to Choose i nieliod of 
fertility rerul;itiol without coerciotin. No sterili/aliol 
procedire should beLperfornmed uniless tilie person 
concerned hIs given volulltary, tlipressured, ini
fornmed consentl. A couiselliig service ainod follow-rup 
catre should be aii iitegral part of the sterili/ation 
program. The IPPF Policy on Voluntary Steriliza
lion and accoipauyiig legal guidelines are available 
on requesi from the Law and Plained Parenthood 
Programs. 

Ililegal terms, the basic respoiisilili.v of Ihose whiot pro

vide volunary sterili/ation services is to ensitre that lhe 
hidiidual gives iiitre, inftriinmed, ipressired coiseiil 
to tIe operitioi, is iegally adult, aid is legally aid social
ly collrpetelit to give [hat coiseitlll. These may look like 
rather iillpo hlg requireinelts, bitl if they ;irehackirig the 
Nerili.tlioi is iot voliiiitiry.To simplify Iliigs, the keyto vohi liri 'iii, w hen it coles to sterili,;ttimi, is i tifo r in

tion, 1touelher ilhian isessineii of the recipieit's, tegptl 
ctapitcity to idertaiid tht irrforrntioi, mid on tire basis 
of tIhtiliiftrnalioi cori. em to lie procedure. Voliiitaury 
consent is nothing i ,htll nitkig ti1 iiforrled, presmore a 

choice. Thus, hose providiiig slerili/ationi have 
a legal respoisibility to ',usure thal the ildividu;Ll seeking 
the operatimi receives liid itdersim;.ids itforrnattioln 
about tie procedlre in a xa' ili, is atppropriate tI tlhe 
Clt uioral _oildilioils arid illhiso ti er osvi1 lligtiage. The 
iriforilration gi\en should include: 

A dis tussiori of the asilability f alternative reversi
life iietliods of fanily plhiiiilig.
 

http:voliiiitiry.To
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* A description of the techniques used in the procedure 
itself. 

" A review of the advisability of the sterilization pro-
cedure as a contraceptive method.An explanation of the long-term and short-term 
benefits and risks to health, 

It should be made clear to the individual that, at present, 
sterilization is considered an irreversible procedure and 
that the decision should be made in that light. On the 
other hand, it should be stressed that the operation does 
not necessarily guarantee the prevention of pregnancy in 
every case. A small but definite failure rate does exist. In 
the case of nale sterilization, the individual should be 
notified of the need to use other temporary preventative 
measures in the immediate post-sterilization pha;e. If 
possible, he should be provided vith the means, such as 
condoms, for such neasures. For a full discussion of all 
these points sce lamuily Planning Handbook for Doctors 
(2nd ed.). 

It is advisable to secure in writing the voluntary informed 
consent of every legally competent, fully informed person 
who wishes to be sterilized. Care should be taken, how-
ever, to ensure that the piece ofpaper does not become an 
alibi for otherwise coercive behavior. The written consent 
is advised for two reasons: 1)to record the fact that the 
person being sterilized fully understands and consents to 
the procedure and the consequences which attend it; 2) to 
protect the doctor and/or the institution where the sterili-
zation is performed from any liability which might attach 
if informed consent was not given. (See Appendix for 
sample consent forms and guidelines for use developed by 
the International Project of the Association for Volun-
tary Sterilization). 

Cownt is normally required before any medical trcat-
nieit is given. Voluntary, informed consent will generally 
remove the possibility, discussed earlier, of the criminal 
law, on mayhem or mutilation for example, being applied 
to sterilization. Of course, voluntary informed consent 
does not insulate a doctor from liability for an operation 
which is performed negligently. All surgical procedures 
carry with theni an obligation by the physician and other 
personnel not to do the procedure negligently. 

Special care should be taken to ensure that a marriage 
partner, or a third party, does not push an individual to 
accept a sterilization which is really against his or her free 
will. It is appropriate, therefore, to tell requestors that 
they have the right to change their rninds and to refuse 
sterilization, and that if they do so, no medical, health, or 
other services or benefits to which they are normally en-
titled will be withheld, nor will they incur any penalties. 
(This would not work in every jurisdiction, but holds as 
the general rule. For example, in Singapore, children who 
have a parent who has been sterilized are given top prior-
ity in the choice of schools they attend. Those parents 
who have not been sterilized are only given their choice 
for the first child. Suggestions have been made in some 
countries that promotion within the civil service be linked 

to sterilization. These "incentives" may be troublesome, 
particularly if those who choose not to be sterilized are 
thus indirectly coerced.) 

Where the individual being sterilized has given informed 
consent, under most legal systems it is not legally neces
sary to obtain the consent of the other spouse for the pur
poses of protecting the doctor or the institution con
cerned. However, the non-consenting spouse may have 
the right of action against the person being sterilized, 
based on the general principles of marriage or family law 
in a given country. For example, sterilization without 
either the knowledge or consent of the other spouse,or 
against his or her expressed wish, may be grounds for 
divorce or separation in some countries. It is, therefore, 
advisable, but not in most countries legally mandatory, to 
get the signature of both spouses where possible when 
voluntary sterilization is undertaken. The spousal consent 
policy should not be used, however, in such a way as to 
deny the procedure to individuals who want it and who 
can give informed consent regardless of the spouse's posi
tion on the matter. 

Inmany parts of the world cultural or religious mores 
have an impact on the attitudes of the medical profession 
toward both male and female sterilization. On the one 
hand, surgeons and other supporting health personnel 
have a right not to participate in procedures which offend 
their consciences. On the other hand, the medical coni
munity as a whole has an obligation to make sure that 
services in family planning matters are available on the 
principle of "freedom of choice." Therefore, those pro
fessional workers who decline to participate in steriliza
tion should be obliged to inform individuals seeking 
sterilizations about other qualified persons or facilities 
which do offer the services. 

CONCLUSION 

There is a constantly growing acceptance of sterilization 
as a method of fertility regulation. This acceptance has 
been accompanied by a trend to clarify what the law has 
to say on the subject. The initial inipression in many 
countries that the criminal law creates substantial barriers 
to voluntary sterilization is being gradually dissipated. 
There remain, to be sure, more than a handful of coun
tries where the law impedes the provision of sterilization 
services for family.planning purposes, but these are 
dwindling in numbers as the law applicable to steriliza
tion is being clarified. 

In several jurisdictions the legal status of voluntary sterili
zation has been established either by special statutes on 
the subject or by amendments to existing statutes govern
ing therapeutic and eugenic sterilization. These new laws 
have sought to regulate the practice in the interests of 
freedom of choice of the patient by addressing such issues 
as minimum age, mental competence, informed consent, 
waiting periods, screening procedures and criteria, and 
authorization of facilities. There is always the risk that in 
legislating such matters the availability of services may be 
impeded by over-regulation. Some evidence does exist 
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that this has happened to some voluntary sterilization Asia. Many women have three or more children before 
programs. Only esser ial regulations to ensure volun- the age of twenty-one. Similarly, the families of many
tarisn should be ado, ted. young nien of tie same age may have reached their de

sired size. Voluntary sterilization for these people may
The most pressing legal issue today is how to ensure that not be entirely out of the question.
sterilization is voluntary in the sense that, on the one 
hand, the decision to he sterili/ed is one which is in- As we have seen, the vast majority of countries have no 
orned and unpressured, and tilat oil the other hand, vol- specific laws on voluntary sicrilization. This legislative

untary sterilization scrviTS ac easily availabk,, Thi.: a silence, in turn, nay make it more difficult to determine 
challenge which more and notc countries are addressint, whether minors can be steriliied. In most instances, how
with a considerable degree of success. It should be the ever, to inject into the debate over voluntary sterilization 
purpose ofthis conference to encourage and facilitate this the question whether minors (married or otherwise; withtrend. children or without) should have access to such services 

may unduly and unnecessarily complicate matters, par-
POSTSCRIPT ON VOLUNTARY STERILIZATION licularly since recourse to tire procedure by minors is so 
OF MINORS infrequent. Nonet heless, there are a iuuniber of issues here 

that are vorthy of consideration. )ne of these is what
Since sterilization is not a viable fertility regulation op- criteria should apply to the case of the sterilization of a 
tion for most adolescents, it is not co\cred iii tire main sexually active but mentally incompetent minor. Another 
part of this paper. lowvcer, tire question whether ii nor, is whether parental consent to sterilization of a minor
should even b, perrmitted to choose sterilization and, it mentally connpetent or incorifpetent-is sufficient. On 
so, under wvh.at conditions, does arise fron tine to time, this question, courts in tile United States and England
soi it is briefly discussed here. have said that it is not sufficient, and that where a person 

is incapable by reason of age or mental inconrpetence to
TIre probletmr for yorug peo-lc, especially those who are consent to voluntary sterilization, the procedure cannot 
unmarried, is not one of bringing child-bearing or father- be performed unless there is a specific statute stating tie 

ing to a halt, but of avoiding or tcrriniating unwanted conditions in which it call be. Under the recently 
pregnancy. Indeed, tire sterilization of' minors arid men- tmrlganed rules of the 

pro-
United States Department of

tally inconpetertt adults has drawn a fire-storm of cri Healtlh, -ducation and Welfare, for example, no federal 
cisrr and triggered a reas'essnient of' law and policv iI funds may lie used for tire sterilization of minors or in
several countries. Ilowever, givsent lile narriage andifertil- conlpeelrt .. 
it, patterns in ntany countries, it is not itipossible that a 
person tinder tIre legal age of' majority might be placed itt As variots nations begin to stabilize their laws and polia position where sterilization for family planning pur- cies relating to voluntary sterilization of cotmpetent 
poses would be desirable. F'or instance, over 70 percent of adults, they should direct their attention also to the prob
feriales between tie ages of 15 and 20 in Chad, India, Ileis involved in voluntary sterilization of minors and 
Ni;mli, Nepal, Niger, Iangladstsh, Pakisian and Tanzania come ip with adequate safeguards against compulsion 
arc married. Ott the average, of those aged 15-19 about which are especially vital where children are involved. 
40 percent are married in Africa and about 30 percent itt 

APPENDIX 

INFORMED CONSENT GUIDELINES b. The individual is capable of understanding and in
FOR USE 13Y IPAVS PROJECTS fact understands tie nature and effects of the steril

ization operation (s)he is requesting. Specifically,
the individual understands all of the following ele-It is tine responsibility of the IPAVS grantee and staff to: ments: 

i. Temporary contra,:eptive methods are avail-I. Use the utriost care in ensuring that sterilization op- i. torary intralnd hs areai
erations are performed only after a person gives his/ able to the individual and his/le: partner.
her voluntary, informed consent. ii. The sterilization isa surgical procedure. 

Voluntary, informed consent is defined as occurring iii. Certain discomforts and risks attend the pro
when: cedure, which have been explained to the indi

vidual by the physician and include the fact 
a. Tile individual presents himself/herself at the treat- that sterility is not guaranteed, what complica

ment center after choosing freely to do so, having tions may result, and what side effects may
experienced no undue inducement or any force, occur. 
fraud, deceit, duress, or other form of constraint iv. If successful, the operation will prevent the pa
or coercion. tient from having any more children. 
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v. The operation is irreversible. 

vi. 	 The individual can decide against tile procedure 
at any time and no services or benefits will be 
withheld from him/her as a result. 

2. 	Require that informed consent be documented with 
informed consent forms. Suitable forms are attached 
and can be used as models. 

3. 	Ensure that copies of the documents are kept for audit 
and annual review for at least three years at your head-
quarters. 

RECOMIMENDED) INFORMED CONSENT 

IMPLEMENTATION PROCEDURES 

*R.cominended Procedures for Implementation by 

Project Director 

1. 	Become familiar with IPAVS Informed Consent re-
quiretcents and contract agreement. 

2. Develop an Informed Consent Procedure which: 

" Identifies individual project staff who are responsi-
ble for patient counseling and education. 

" Provides for project staff training in informed con-
sent. 

" Prepare appropriate informed consent forms for
documenting the informed consent of each patient,
docmenin tht iforedconentofeacgptiet, 
in 	 each patient's native language, 

* 	 Implement the informed consent procedure. 

*Responsibilities of Project )irector: 

STIe Project Director is ultimately responsible for 
ensuring that an informed consent procedure is in 
effect or implemented immediately. 

" 	The Project Director is responsible for planning and 
identifying which staff members will be providing 
patient counscling and education. 

" 	The Project Director must provide each individual 
staff member's role in the informed consent pro-
cedure. 

*Responsibilities of Project Staff: 

" 	Project staff must recognize that informed consent 
is mandatory for all patients. 

" 	Project staff must understand the informed consent 
guidelines and know the six essential elements of 
informed consent as outlined in the guidelines. 

* 	Project staff must be aware of the fact that ALL in
formed consent must be documented by an in
formed consent form which is in the patient's native 
language.
 

MODEL
 

INFORMED CONSENT FORM FOR
 
LITERATE ACCEPTOR
 

(This form is a model, prepared by IPAVS to assist sub
grantees in implementing an informed consent program.
 
The form is designed to be used by patients who can read.
 
A form of this kind should be in the local languages(s)
 
and designed to best fit your needs while conforming to
 
the underlying informed consent concept).
 

I, the undersigned, wish to be sterilized by the following
 

procedure:
 

(specify sterilization procedure to be performed). I under
stand the following:
 

1. 	There are temporary methods of contraception I can 
use instead of sterilization for planning my family. 

2. The sterilization is a surgical procedure, the details of 

which my physician has explained to me. 

3. 	The sterilization operation involves risks, which my 
physician has explained to me. 

4. 	 If the operation is successful, I will be unable to have 
any more children. 

5. The sterilization operation is irreversible. 
6. 	I can change my mind at any time and decide against 

the sterilization procedure and no medical, health, or 

other services or benefits will be withheld from me as a 
result. 

Date 	 Signature of Patient 

Date 	 Signature of physician or
other authorized person 

attesting to the patient's 
understanding of the above 
statement. 
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MODFI 

INFORMEI) CONS-NT FORM FOR ILLITERATE ACCEPTORS 

(This form is a model, prepared by IPAVS to assist sub- read. A form of this kind should be in the local lan
grantees in implementing an informed consent program. guage(s) and designed to best fit your needs while con-

The form is designed to be used for patients who cannot forming to the underlying informed consent concept.)
 

I,
 
(Name of attending physician or authorized assistant)
 

certify that
 
(Name of patient)
 

has presented himself/herself freely to undergo a 

- - (specify sterilization procedure 
to be performed.) I have explained to the patient and he/she understands the following: 
I.Temporary contraception techniques are available which the patient and his/her partner 

can use to plan their familiy. 

2. The sterilization procedure is a surgical one. 
3. The sterilization operation involves some risks, which have been explained. 
4. 	While sterility is not guaranteed, if the operation is successful, the patient will be unable to 

have more children. 

5. 	The sterilization operation is permanent and irreversible. 

6. 	The patient can change his/her mind and refuse the sterilization procedure and no medi
cal, health, or other services or benefits will be withheld from the patient as a result. 

I certify that the patient's mark or signature is made with the understanding that such mark 
attests to the fact that I have explained the above to the patient and that he/she understands 
it fully. 

Date 	 Signature of attending physician or other uthorized
 
person
 

Date 	 Signature or mark of patient 

Date 	 Signature of witness of patient's choosing 
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The Legal Status of Voluntary
 
Sterilization in the Americas
 

Rosa Judith Cisneros 

POPULATION POLICIES: A FIRST STEP 

With the exception of' the U.S. and Canada, tie present 

population problems in the Americas are due to such fac-

tors as an increase in birth rate, a decrease in mortality 
rate, the resulting incompatibility of both variables, the 
slow increase of per capita income, and the deterioration 
of natural resources. This situation impedes improvement 
in the standard of living and preoccupies people and 
governments, 

In most cases, the private sector has compelled the offi
cial sector to define its position concerning the population 
problem and has contributed to translating agreements 
and intcrnational conferences into national actions which 
recognize the relationship of population problems to 
social-economic growth. 

Carmen Miro conceives of demographic politics in this 
way: It is the ultimate goal to be achieved in relation to 
the size, composition, distribution, rhythm of change of 
the population, a goal more adequate to the declared po
litical objectives of development and to the strategies to 
achieve them (1). Therefore, a couple's decision about 
their fertility is an important element to be considered in 
formulating any population policy, 

The official approach to population problems and the 
decision to take action to reduce the birth rate supports 

the recognition of fertility limitaticn, and -.hus of the 
methods and services of family planning. It also implies 
the express and tacit recognition of the person or couple 
to decide freely on the number of and interval between 
their children. It supports the activities of private institu-
tions in matters of family planning; it facilitates the ac
quistion of data and the development and distribution of 
studies in this field. It also generates the need to review 
and analyze the legislations of pronatalist countries, 

In North and South America, countries which have ex-
plicit population policies are: The United States, Mexico, 
Guatemala, El Salvador, Colombia, the Dorjinican Re-
public, Puerto Rico, Jamaica, Barbados, and Trinidad-
Tobago (2). These countries support family planning for 
maternal-infant health and/or as a basic human right. 

In countries with no explicit population policy, there is 
nevertheless official support of family planning for non-
demographic reasons. Such is the case in Canada, Hon-

duras, Nicaragua, Costa Rica, Panama, Venezuela, Bra

zil, Cuba and Haiti (3). Countries favoring population 

growth are: Argentina, Paraguay, Peru, and Bolivia (4). 

POLITICAL ATTITUDE OF THE GOVERNMENTS 

After many centuries, the dramalic increase of popula
tion to a degree which represents i high risk for th, bio
logical, psychological and social eq iilibrium of the planet 
has forced people and governmerts to recognize their 
common responsibility in this field. 

The Americas began to be aware of the population prob
lem only after the Second World War. The legal approach 
to population management is even more recent; it began 
in the past decade and has been emphasized even more 
during this one. 

The decades of the 40's and 50's were characterized by the 
medical-social approach while the 60's and 70's have 
focused on the political-legal aspects of this problem. 

The political attitude of governments toward voluntary 
sterilization as a permanent method of fertility limitation 
can be traced to positions adopted before the demo
graphic problems arose. Positions can be summarized 
according to the degree of interest shown by the govern

ments: participating, cooperating, indifferent and exclud
ing countries. 

In participating countries, the state as well as the private 
sector offers services in hosptial centers. Canada, the 
United States, El Salvador and Colombia on the conti
nent, and Cuba and Haiti in the Caribbean, are partici
pating countries (5).
 

In cooperating countries, voluntary sterilization is of
fered with approval from the state and through private 
organizations, or, as in the case of Chile, in state hospi

tals, for health reasons and with funds from private 
organizations. Mexico, Guatemala, Honduras, Nicara
gua, Panama, Ecuador, Venezuela, Chile, Jamaica, 
Trinidad-Tobago, Barbados, Granada, Dominica, Saint 
Kitt and Saint Lucia are in this category (6). 

In countries indifferent to population growth, the service 
is offered by private doctors, as is the case in Peru, Brazil, 
Guayana and the Domincan Republic. In the latter coun
try, postpartum voluntary sterilization is being pro
grammed into three of the main state hospitals (7). 
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The excluding countries are those which do not accept Consent, as reflected in an authorization, is the expresvoluntary sterilization and consider it to be an illegal pro- confiormity betweension of tile thought and decision incedure. These are: Argentina, Paraguay, and Uruguay relation to an external act. It is the link between the inter
(8). In Costa Rica and Bolivia, tle procedure is coil- nal process of wishing, wanting, and deciding, and tie
sidered quasi-legal, but is niot accepted because it is con- external act of choosing.
sidered a deviation from tie political norm (9). 

In order for the process to be valid, tile mustperson beIt is pertinent to mention ihat in 1974 tie Unitc2 :ates normally intelligent, conscious and capable of expressing
passed a federal lw (in the rCgulatio:S of'MeDepartment his/her will freely. Intelligence deliberates, consciousness
of Health, Education and Welfare) admitting voluntary evaluates, and the wvilldecides. The defects in voluntarysterilization into the family planning programs f,nanced consent are the factors that damage or alter it: error,with federal funds. This law produced changes in the laws fraud or deceit, forcing, or physical or psychic violence.of tihe states of California, Delaware, New York, North Error and fraud alter intelligence and consciousness. Vio-
Carolina, Oklahoma, Oregon, Rhode Island, South lence perturbates tilewill.
 
Dakota and West Virginia (t0).
 

For a person who cannot give consent, as illthe case of aIn E3lSalvador, Panama and Chile there were ministerial mentally delicient, if sterilization is recommended fordispositions to regulate and facilitate tileperformance of social or medica' reasons, a procedure must be arrangedvoluntary sterilization services. In El Salavador, in Febru- which will gun'iantee the rights of the disabled patient.
 
ary 1979, tile flexible by elimiregulations became more 

nating requirements, thus making services accessible to a 
 THE L-GAL FUTURE O. 
greater number of people. VOLUNTARY STERILIZATION 

CULTURAL NORM AND .ICI)ICIAL NORM: The air is contaminated. Wter is scarce. Natural re-
ETHICAL AND LEGAL ASPECTI'S sources, not renewable likL petroleum, diminish, thuscreating serious energy crises. The inliationary economic 

process puts survival of the economically deprived inIt is axiomatic that any judicial norm is a cultural one danuer.
 
even though not all cultural norms become judicial. As a

general rule, when a given situation succeeds in becoming The uncontrolled and excessive population increase has

part of a country's legislation, it has already existed as endangered the life of the planet
a Earth and even of Mancultural process of the counlry as a fact of life and ascus- a social-biological being. It becomes more and more
tonis accepted by the people. Tile fact precedes the right, necessary to think about the quality of life awaiting the
 

futuore generationsIn many countries voluntary sterilization is a fact, a part
of the cultural process. The future establishment of legal The political leaders cannot ignore the numerous consenorms will recognize the right and autonomy of any quences of uncontrolled demographic increase. As thecouple to decide freely, in an informed and responsible consequences become more obvious, the governments
way, their fertility control methods, will choose to destroy the myths, the beliefs and barriers 

which impede the exercise of the basic human right toIn countries where there is no special interdiction, the decide about one's fertility. They will put all the methods,following judicial aphorism can be applied: "The law including that of permanent fertility limitation at the dispermits what it does not prohibit." posal of the inhabitants to guarantee their rights. The 
current is moving in this direction. In the 80's there willVarious ethi.cal aspects shape the approach to voluntary be important changes in the legislation of a great number

sterilization, since they imply respecc, for the free deter- of countries. The continuous technological progress madeniination of the person. For this rcason, it is emphasized by the indefatigable researchers will play an important
that the procedure be accepted voluntarily, role in the acceptance and demand of this method. 
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Legal Aspects of Voluntary 
Sterilization in Kenya 

U.U. Uche 

It would appear that both tile Family Planning Associ-

ation of Kenya and the Ministry of Health perform sterili-

zations under the legal maxim that tie law permits what it 

does not explicitly prohibit. Section 240 of the Kenya 

Penal Code provides that a person is not criminally re-
sponsible for performing, in good faith and with reason-
able care and skill, a surgical operation upon any person 
for hi, benefit, or upont an unborn child for tile preserva-
tion oftIle mother's life, if the performance of the oper-

ation is reasonable regarding the patient's state at the 
This provisiontime and all the circumstances of tile case. 

is, of course, an exemption category under Chapter XXII 
cratso for actsftilePena Code ih 

henaC hicreates offenses f en-
dangering ife and heahh, 

There is a curious provision in the Medical Practitioners 

seem toand Dentists Act which on first reading would 

permit sterilization operations by native doctors. Section 

26 of the Act provides as follows: 

Nothing contained ill this Act shall prohibit or 
prevent the practice of systems of therapeutics 
according to African or Asian method by persons 
recognized by the community to which they be-
long to be duly trained in such practices.. .Pro
vided that nothing in this section shall authorize 
any person to practice any African or Asian sys-
teil of therapeutics except amongst tile communi-
ty to which he belongs, or the performance of 

on tile part of any persons practicing any 
a.n act 
such 	 system which is dangerous to life or the 

an injection by any person practicinggiving of 

any such system.
 

It is, of course, possible to argue tnder this section that a 
"nativecases 

(1954) 3 ALL ER. 59, to be examinedBravery v. Braver, 
later in this paper, is precedent. 

In a dissenting opinion Lord Denning had this to say: 

Al ordinary surgical operation which is done for 
the sake of a man's hca!:h, with his consent, is of 
course, perfectly lawful because there isjust cause 
for it. If, however, there is no just cause or excuse 
for an operation, it is unlawful even though the 

a case where sterilizaman consents to it.. .Take 
a man totion operation is done so as i'- enable 

have the pleasure of sexual intercourse without 
to it.shouldering the responsibilities attaching 

The operation then is plainly injurious to the 
public interest... It is illegal, even though tile man 
consents to it. 

Otne's quick comment on this opinion is that although the 

position has not yet been litigated in Kenya or indeed in 

any other African country, it is reasonably obvious that 
an act which is being openly canvassed and publicly con
ducted in government and other clinics in Kenya will not 
be considered illegal by the Kenyan Courts. 

REGULATION OF STERILIZATION 

Again, no specific statutory provisions exist regulating 
sterilization in Kenya. Section 241 of tile Penal Code pro
vides for criminal responsibility in cases of excessive use 
of force, even with the consent of the victim. Section 242 

shall not be an applicable plea inprovides that consent 
such cases. 

A number of issues could be raised regarding consent in 
des e consent in

A numberissues
of sterilization. First, does the consent of the steril

could practice sterilization operations in his native com-operation 
by a spouse be grounds for divorce action orou sl og s oratins any po- of consenta sterilieatiosnot hs nate from criminal responsibility? Second, would tile absence

long ais lie does not transgress anly of the pro-reunity as 

visions of thle above section in respect to injurious acts
visinsdftile aistation inpect oany 
and the administration ,of injections. 

RESTRICTIONS ANI PROIBITIONS 

Section 234 of the Penal Code, which provides that any 

person who unilawfully does grievous harm to another is 
to apply equally to steriliguilty of a felony, would seem 

zations in cases of lack of consent. Voluntary sterilization 
cases will undoubtedly be outside the prohibition of the 

provision. 

No local cases have been adjudicated in the Kenyan 

Courts oti the subject of sterilization. The English case of 

ofcnetbaspuebgrndfrdireatonrother matrimonial remedy? Third, could a person sue 
the doctor who has performed a sterilization on his/her 

child between the ages of 12 and 18 years of age? Finally, 
is there a legal liability on a doctor who performed an un

pregsuccessful 	sterilization operation which resulted in 
nancy? 

no Kenya cases in any of these situ-Although there are 
ations, some of these are the facts of cases in other juris

already referred todictions. On Bravery v. Bravery 
above, a husband had been sterilized ostensibly against 

the wife's consent, and the latter petitioned for divorce on 

grounds of cruelty, alleging the sterilization to prove the 
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cruelly. It was neither alleged nor proved that the hus- OFFICIAL EUGE'NIC PROGRAMS 
band's operation had caused any injury to the wife. Ac
cordingly, the Court of Appeal (England) held (lord Kenya law has no provision for tile sterilization of mental 
)enning NI.R., Master of tile Rolls, dissenting) that the incotupetents, epileptics, idiots, imbeciles atid sexual 

wife had failed to establish a case against the respondent offenders. It would be absurd, however, to use steriliza
husband. tion as a kind of' punishment for sexual offenders. 

In the case of Ikst v. Fo (1952) A.C. 716 the question al CONTROL. O1 FEES AND COSTS
 
issue was whelhcr a husband could sue a doctor who per-
 Section I 1 (I) ofthe Regulation of Wages and Conditions 
formed the stcrilization on his wile without his consent, of linployment Act provides:
 
for an act ion of loss0 f Consortliiiut. The Cortr refused to
 
accept the husband's argunent. Since the Kenya Courts Subject to and iti accordance with this section a
 

Wages Couttcil shall have power to submit lo theregard the decision of I'hnglish Courts as of great persua- Mnser poposal for fixin t unrio to
 
sive authority, it is quite likely that any case presentirg be paid and for preseribing the conditions of eta
similar facts would be similarly decided in Kenya, and in- ployneilt to be provided, either generally or for
 
deed, in any Auglophone Africarncottrs witli aconunontt t particular work, by their employers and 
 for 
hkm tradition. all or atiy of tihe employees in relation to whom 

the Wages Council operates.
Oin fhe responsihility of a doctor wIto perfo1rnis an iniper- No regulations hiave been i adeI under tiis section ixtre
fece st erililatu and subsequerntn, lhe party sterilized re- spect to Medical Practitioners and other Family Planning

ained fertile alter te operation, the better view wold ronnel who Iperfori sterilizations. The actual level of 
seein that such a doclor \would be liable in damages for fees would, however, be derived from the Regulations
causinig ntnecessary life. It cat, of course, be argued that uider tlie Worken'sCompensation Act, where surgical
the doctor could ottly te liable if lie were negligent in con- and anesthesia fees are specified. 
duclii tlie operation. A count'r argilent ,out(ld be that 
the fact of' post-operative fertility is prina facie evidence FINANCIAL. AIDS
 
of negligence.
 

No special legislation provides for financial aid in sterili-
The African Regional Panel ott Law and Planned Parent- /talions. Sections 33 and 34 of' the Public Health Act 
hood has advised Fatil I' laniing Associations in Africa seem to apply only to paupers. Section 34 provides:
to include in lie consent form for slerilizations it pro- Any local authority may, withIthe sanction of the 
vision clearly stating that the operation is only about 990/0 Board, thenselves provide or contract with any
successful. Such a provision in tile consent form will pro- person to provide a temporary supply of mcdi
vide at) equate defense for a doctor 'ho performed a cine and medical assistance for the poorer inhabi
slerili/ation operation without negligence but was never- tllts of' their district, but may at their discretion
 
theless sued because of a post-operative pregnancy. charge for tlie sate.
 
Kenya law offers tn age requirements for sterilization It is also appropriate to include benefits accruing to con
operaions. I hoffers ucperients fr stiliaton tributers and their spouses and children under the prooperatiois. Itni leory such oerations are aailable to visions of the National Hospital tisurance Act, as finaninert sixteen or alder, and ito wonieri who have tip to foutr eial aid.
 
living children. (See Appendix.) In practice, however,
 
very few ruen voluteer for vasectomies because imiOst What emerges from this review of the legal status of
 
men do not distinguish between castration and vasecto- sterilizati it Kenya is the conspicuous absence of speienystil verypyninwoispeuoupractice i most siriizii,mny pygaiiy is still very widely' practiced in most cifie provisions and regulations. Yet in tile current devcl-
African ,oninunities and it is unthinkable in a polyg- opmlent plan (1974-1978) as in previous ones, the strategy
anilous hone for a husband to choose a vasectoiaiy as a of reducing tile explosive rate of population growth in
family planning alternative. chides sterilization arsone of its major family planning 

methods. What is required now is either a sterilization 
Regulations-, of the situatioi arid circumstances f suh section in a Family Planning Act or a specific steriliza
procedures conform to tlhe general provisions for surgi- tion enactmeri. The United Kingdom ha., adopted the 
cal operations. Since such operations require general former ac he ited ha adopted the 
aneshesia, it \kould seem tIha they could be performed forer approach, Singapore has adopted the latter, with 
only in hospitals or other adequately equipped clinics run 
by quaified medical doctors registered under the Medical TIlL LAW AND STERILIZATIONPraCtilionerS 11ud D~cnliki< Act. Tl-LWADSEI.ZTO IN KENYA: THENKNA HROIF THE LAW CAN PLAY 

No statutory provisions exisl for procedural requirelents It view of tile heat engendered by the at tempt to make 
in steriliz/aion cases. Unlike abortion \%'here a second sterilization compulsory in India, one feels compelled to 
medical opinio is normally required, cases of steriliza- reslate one's position it the controversy on law and steril
tion are decided by one doctor who does file operation. ization. Several international conferences, seminars, 
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workshops and, indeed, resolutions and declarations by 	 sory sterilization could well conjure up the bogey of geno

heads of State, have restated that family planning is a 	 cide. Sterilization should remain voluntary; the role of 
the law should be to devise suitable means to make this

basic limaii right, and that families have the right to 
possible and effective. This issue has engaged the atten

decide freely and responsibly the size of their families, 
tion of the Central Law Panel of the International Plan-

Sterilization i.sa family planning method. The dignity of 
the acceptor requires that he should be furnished with all ned Parenthood Federation for several years. The thrust 

the necessary and relevant information about the nature of the recommendations that the Panel has made to the 

and effect of the operation in order to decide freely International Planned Parenthood Federation has been to 
devise appropriate legal strategies adaptable to local cir

whether or not to undergo the operation. Compulsion 
cumstances in order to maximize the use of sterilization

brutalizes the process and invites a wide range of abuses. 
operations as a population planning alternative.

In a country where ethnicity is still a live issue, compul-

APPENIX 
Returns for the Sterilization Cases March, 1976 to April, i977 

are
The following seven tables illustrate various methods of 	 essentially minilaparotomy and although the figures 

for March, 1976 to April, 1977 the project started earlier.used in both FRAK Privatecontraception currently 
The cases are outpatient and demand for services is re-

Clinic (Tables I and 2)and Chania Clinic (Tables 3 to 7). 
It isclear that FRAK Private Clinic deploys conventional flected by the numbers of cases during the months of the 

period under review.sterilization. Tubal ligation performed in Chania Clinic is 

T':b)le 3. Total Numwer of Sterilization Cases at the
Table I. Returns of New Cases and Reattendances from 

Chania Clinic, NveriIRAK Private Clinic. 

Nev Re- Cases
Month/Year Cases attendances Total 	 Month/Year 

443 252 295 March 1976March 1976 
392 April 1976April 1976 63 329 	 5 

May 1976 43 288 331 	 May 1976 9
6 m 

40 275 315 June 1976
.June 1976 
July 1976 62 255 	 317 .luly 1976 10
 

373 August 1976 9 .

Aug,.ust 1976 64 309 

310 355 September 1976 	 11September 1976 45 
October 1976 64 281 345 	 October 1976 10 n 

62 349 411 November 1976 	 12November 1976 
68 452 520 l)ecember 1976 	 13 .

l)ecembr 1976 
January 1977 57 3/7 434 	 January 1977 10 

13380 459 lebruary 1977Februarv 1977 79 
Q46 470 516 March 1977 	 3131 -March 1977 	 April 19775,0634,327736Total 174Total 14 months 

re-
Table 2. Returns of Dlfh'rent Methods of Contraception 	 The peak reached in the last two months was due to 

ferred postnatal cases from the Provincial General Hospi
f.onti I'R.,K Private Clinic. 

tal, Nyeri.

Depo

Month/Year Provers Pills IUI) Others 

March 1976 271 17 1 6 
348 24 3 17 Table 4. Sterilization Cases According to DistrictsApril 1976 

May 1976 301 18 1 11 
.Jine 1976 298 13 4 0 Cases Percent 

- 8 )istrict292 17.Julv 1976 112 64.37NyeriAugust 1976 - 26 I 16 
28 16.093 10 MurangaSeptember 1976 323 19 
II 6 '2I 7 KirinvagaOctober 1976 317 20 9 5 184 4 Nyan'daruaNovember 1976 382 21 2.8814 5 17 LaikipiaI)ecembr 1976 484 	 3 
5 

1.72411 17 - 6 NairobiJanuary 1977 1 0.5712 KiambuFebruary 1977 437 8 2 	 5 2.87 
- 9 OthersMarch 1977 499 8 

174 100.0025 103 TotalTotal 4,713 222 
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Table 5. Sterilization Cases According to Age 

Age Cases Percent 
24 and under 3 1.71 
24-29 33 18.97 
30-34 
35-39 

48 
52 

27.59 
29.89 

40-44 32 18.39 
45 and over 6 3.45 
Total 174 100.00 

Table 6. Sterilization Cases According to Parity 

Children Cases Percent 
0-2 2 1.15 
3-4 15 8.62 
5-6 69 39.66 
7-8 55 31.61 
9-10 28 16.09 

II and over 5 2.87 
Total 174 100.00 

Table 7. Sterilization Cases According to MaritalStat's 

Status Cases Percent 
Married 125 71.84 
Widowed 22 12.64 
Divorced 13 7.48
 
Uurnarried 11 6.32 
Separated 3 1.72 
Total 174 100.00 
Note: Marri nen seem to come forwardmore easily 

for sterilization than any other category as re
flected by abovefigures. 



Legal Aspects of Voluntary 
Sterilization in East and 
Southeast Asia 

Irene R. Cortes 

While methods employed to produce human infertility 
have been traced to ancient times (1), surgical sterilization 
of men and women are nineteenth century develop-
ments (2). Use of sterilization as a contraceptive method 
is even more recent (3). As a result, practice has devel-
oped faster than legal rules. 

GENERAL LEGAl APPROACH TO 
VOLUNTARY STERILIZATION 

Voluntary sterilization has proven to be the most effective 

method of fertility control, but legal, cultural, religious, 

and social mores, as well as other barriers have limited 

its acceptance (4). 

The legal aspect of voluntary sterilization for contra-

ceptive purposes varies among East and Southeast Asian 
by placing legal restrictionscountries. Sonic limit its use 

on it. Others use sterilization as a major component of 
family planning programs. Explicitly or implicitly, legis-
latiomiy annist topruhogri. eglat iplt legib-
lation may exist to authorize and regulate it. In the ab-
sence of specific laws, sterilization is justified in govern-
ment family planning programs or by non-governmental 

family planning associations on the principle that what is 

not prohibited is therefore permitted. Where penal !aws 

make mutilation or castratioi, a criminal offense, the 
question of whether or not the penal provisions are appli-
cable to sterilization or contraceptive surgery performed 
with the subject's consent becomes one of vital impor-
tance (5). 

Most states have adopted policies on family planning 
which recognize the right of persons to decide freely 
whether or not to have children and to have access to in-
formation as well as a choice of means to determine the 
number of and spacing of their children, 

Legislation on voluntary sterilization may impose con-

ditions on its use for limiting contraception. Factors in-

clude age, consent of the person and of the spouse, a 

given waiting period, and the number of living children. 

In sum, volu:tary sterilization is a measure of population 
control. While it will ultimately serve community welfare, 
there is a nced to protect the individual's fundamental 
rights: freedom of choice, privacy, and the right to in-
formed consent. 

LAW AND PRACTICE 

Singapore 

Singapore has the most advanced legislation on voluntary 
sterilization in East and Southeast Asia. The 1969 Volun

tary Sterilization Act created a Eugenics Board to author
ize and monitor applications for sterilization. The act re
quired inter alia that a person applying for sterilization 

must be I ) at least 21 years old, 2) must consent in writing 

and secure spousal consent, 3) must have at least three 
appear before the Board. Specialchildren, and 4) must 

provision was made regarding those afflicted with speci
fied hereditary dis 'asc or defect. In addition, a thirty day 
waiting period was imposed (6). In 1972 this law was 

o iing cild to two. a pplit ee red num e 
t e required to appe bo the a rd 

beforetoardcantd we Bor d to apear 
adthle Board was given more flexibility to evaluate 
cases. For example, it could allow sterilization in certain 
cases even where the applicant had only one living child. 
The law also clarified cases for which the Board could
authorize the sterilization of an unmarried or married 

person over twenty-one (7). 

The Voluntary Sterilization Act of 1974 further consoli
dated and amended these laws. Dispensing with the inter
vention of the Eugenics Board, it authorized registered 
medical practitioners to carry out treatment for voluntary 
sexual sterilization and further liberalized the qualifica
tions for sterilization. Spousal consent and a required 
number of living children were no longer requisites; an 
unmarried person over 21 could be sterilized. In qualify
ing who may be given the "treatment of sexual steriliza
tion," married persons above 21 were conspicuously 
omitted, while married individuals under 21 as well as 

those suffering from specified disease or defect were in

eluded (8). The intention of the law to liberalize the pro

cedures cannot, however, be ignored. We must assume 

persons over 21 qualify for voluntary sterilization. 

Furthermore, this law requires full and reasonable expla
nation of the meaning and consequences of the treatment. 
The individual who consents to treatment or the person 
who gives it on his/her behalf must certify that he/she 
clearly understands its meaning and consequences. 



The 1974 statute also provided for safeguarding the con-
fidentiality of information and records of sterilization. It 
clearly protected the medical practitioner from civil or 
criminal liability for perforning sterilization except in 
cases of negligence. Conscientious objection to the meth-
od is recognized. 

Singapore, %,ilh a total population of 2,074,900 in 1970, 
registered a growth rate of 1.7 percent. By 1977 the popu-
latio, numbered 2,308,200 and tilegrowth rate had drop-
ped to 1.20, the lowest in years (9). Clearly the stcriliza-
tion program contributed to the decline in population 
growth rate. Acceptors of this method of contraception 
increased by almost 350% from 1970 to 1976. 

Japan 

The Eugenic Protection Law of 1948, as amended, con-
tains provisions pertaining to voluntary and compulsory 
sterilization. Tile "eugenic operation" may be performed 
by a physician with the consent of tileindividual and of 
the spouse or if any candidate in question (or the spouse) 
suffers fron specified hereditary diseases, malformation, 
mental disease or defect, or from leprosy; or has a blood 
relation within tilefourth civil degree suffering from such 
disease or defects; or if tle life of the mother is endan-
gered by conception or by delivery; or if the mother has 
several children and her state of health seems to be seri-
ously affected by each delivery (10). 

The reported number of nale and female sterilizations in-
creased sharply from 11,403 in 1950 to 44,485 in 1956. 
Since 1972 the official number has been below 12,000 
annually; 9,453 sterilizations (98% female) were reported
in 1976. But experts believe that actual number of sterili-
zatons performed may be five to ten times the officially 
reported figures ( 1). 
Philippines 

In the Philippines, sterilization became part of the gov-
ernment's population program when the Commission on 
Population (POPCOM) stated, in 1974, that "modern 
surgical techniques of contraception are considered lc-
ccptable procedures of conception control" (12). 

The Revised Population Act of 1972 assigned the Popu-
lation Commission the task of making "available all ac-
ceptable methods of contraception, except abortion..." 
Although private agencies had already initiated voluntary 
sterilization projects, the legality of the method was ques-
tionablc. The Revised Penal Code made it a crime for any 
person "to intentionally mutiiate another by depriving 
him either totally or partially of some essential organ of 
reproduction" (13). 

By 1973 a computer-sinulated model of the population 
program had confirmd indications that the program as 
structured had reached its limits. New capabilities and 
corresponding strategies had to be formulated (14). By 
singling out abortion as an exception, Presidential Decree 
No. 79 could mean that sterilization was implicitly accept-
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able, except for those questions raised by the Penal Code 
provision cited above. To clarify this point the matter was 
referred to the Minister of Justice who serves not only as 
legal advisor of the government but also heads the state's 
prosecution. In September, 1973, lie rendered the opinion 
that voluntary sterilization is not mutilation because 
I) mutilation involves lopping or clipping off of some 
parts of the body which are not involved in male or fe
male sterilization procedures; 2) there can be no offense 
committed %%,here tilesubject consents knowingly to the 
operation in the same manner that no offense is commit
ted by a surgeon who intentionally removes an eye or kid
ney from a person who consents thereto for the purpose 
of transplanting it to another; and 3) the national policy 
expressed in the Revised Population Act could be thwart
ed if these two methods are illegal (15). 

With tilelegal obstacle removed the Population Coin
mission declared modern surgical contraception available
 
in the family planning program on condition:
 

# that these methods do not consist of abortion 
as abortion is presently and commonly under
stood to be tiletermination of pregnancy be
fore the twentieth week of gestation; 

9 that the client is thoroughly informed of the 
medical implications of these procedures, in 
particular the present irreversibility of contra
ception; and that the procedure is undertaken 
on a voluntary basis;
 

e that a written consent of the spouse is obtained;
 

* that the procedure is perforled by a duly 

Data supplied by the Management Information System of 
the Population Commission will confirm the increase of 
both male and female acceptors of voluntary steriliza
tion. Despite the fact that more than 80% of the pop
ulation isCatholic and church policy does not permit con
traceptive sterilization (17), voluntary sterilization has, 
nevertheless become accepted as a contraceptive method. 

Suppletiienting the service of hospitals, clinics and train
ing centers, itinerant sterilization teams consisting of a 
medical doctor or two, a nurse, a psychologist or sociolo
gist offer extension services Fuch as performing minilaps 
and vasectomies, training physicians and counseling (18). 

Under the Medical Care Act (19), sterilization expenses of 
tilemembers of the Government Service Insurance Sys
tern and of the Social Security System are reimbursed. 
This was recently increased (20). 

Korea 
There is no law directly relating to sterilization (21), and 
voluntary sterilization has been available as part of the 
government's family planning program since 1962. The 
government actively supports the programs and has dis
tributed sterilization equipment to over 60 centers 
throughout the country. The number of vasectomies has 
increased from 16,396 in 1972 to 53,735 in 1977. Tubal 
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ligations have risen dramatically during tile same period, 
from 3,283 to 181,427. Nearly 5% of married women of 
reproductive age are now protected from pregnancy by 
sterilization of either partner. Fourteen percent of all con-
traceptive users rely on sterilization (22). 

Thailand 

religiousOfficial policy and the absence of legal as well as 

constraints (95% of the population is Buddhist) account 
for the wide and increasing use of sterilization in family 
planning (23). Data from the Ministry of Public Health 
indicates that from 1971 to February 1978 the rate of 
sterilization acceptors increased consistently, far outstrip-
ing the annual family planning program targets (24). 

The Thai Association for VoLtntarv Sterilization is offi-

cially registered and promotcs sterilization by providing 

services and counseling (25). In 1975, it organized a club 
men. More than 3,000among vascctomized grassroots 

club members act as voluntary educators-motivators. The 

Thai-AVS also cooperates with the Family Planning and 
Population Development Board to use rural health man-

power for voluntary sterilization purposes. In 1977, be-
cause of the shortage of physicians, apilot project was set 
up using paramedics for sterilization purposes (26). 

Indonesia 

Indonesia has no law specifically regulating voluntary 
1 of thesterilization for contraceptive purposes. Article 

Penal Code provides that "no act may be considered lia-

ble for punishment, unless based on provisions of codi
fied law already existing before the act is performed." 
Since no law punishes voluntary sterilization, general 

principles are invoked as justification, namely, that what 

is not prohibited by law is permitted. and that informed 

consent legitimates a medical operation or treatment. 
However, Muslim religious groups which approve only 

temporary or reversible family planning methods oppose 
on Family Plan-sterilization. The Consultative Meeting 

ning of Moslem scholars in June, 1972, stated that sterili-

zation is prohibited by Moslem laws, except in case of 

emergency, e.g., in the case of hereditary disease or where 

the life of tile mother will be endangered by subsequent 

pregnancy. Nevertheless, the number of acceptors of vol-

untarv sterilization in Indonesia is increasing. 
r 

Indonesian Association for Voluntary SterilizationThe 
established in 1974 has established training centers for 

sterilization and coordinates sterilization services. The 

National Family Planning Program, however, does not 

provide sterilization as a family planning method. The 
Indonesian Association for Voluntary Sterilization ima-
poses the requirements of informed consent of the appli

cant as well as of the spousal consent, of age and number 

of living children (27). 

Maiilaysia 

No legislation deals directly with voluntary sterilization 
as ameans of contraception. A Ministry of Health Circu-
lar of July 25, 1959 broadly defined the circumstances 

tinder which sterilization could be performed. The recog
nition that an operation would be necessary "to avert 
serious injury to the physical or mental health of the pa
tient" became the legal and logical justification for per
forming it. The term "mental health" lends itself to 
broad interpretation. 

The circular states: (28) 

The only circumstances ;n which an operation to 
sterilize a person can be lawfully performed are 
those in which the operator honestly believes 
upon reasonable ground that an operation is nec
essary to preserve the life of, or to avert serious 
injury to, the physical or mental health of the pa
tient. Whatever the steps a doctor may feel he 
should take to bring himself within the law, he 
Sh ould never omit: 

0 	to make sure that such danger to life or health 
as described above exists; 

to obtain in all cases a second opinion where 
possible; 

e to make quite plain to the patient the nature of 
the results of the operation; 

e 	to make sure that the patient's consent in writ

ing is freely and fully given without influence 
by others. 

e 

Muslim religious beliefs militate against inclusion of 

sterilization in government population planning (29). 

Writing on Law and Population in Malaysia (30), Profes

sor Ahmad Ibrahim, in 1977, expressed the view that "the 

legal status of sterilization under the criminal law of Ma

laysia is ambiguous." Section 320 of the Penal Code in

chides emasculation and privation of any member as 
Modern methods of sterilization, how''grievous hurt." 

ever, do not affect sexual capability, are not "emascula

tion" and cannot be privation of any member, ifeven 

sterilization were held to cause "grievous hurt." Section 

88 of the Penal Code pravides that an act amounting to 

grievous hurt would not be an offense if done with the 

consent of the party for his benefit. Ibrahim believes that 

would be a defense in therapeutic sterilization,consent 
but not in eugenic sterilization where the benefit is for the 
community at large and not for the patient, nor for con

traceptive or social economic sterilization because mere 

pecuniary benefit is not benefit within the section (31). In 

spite of these ambiguities, 41,000 Malaysians became 

sterilized voluntarily i , 1976 (32). 

Others 

12 of May 22, 1962 prohibitsIn South Vietnam, Law No. 
"propaganda for, or to encourage.. .the unnatural pre
vention of pregnancy...except where the doctor decides 

otherwise on the basis of clear evidence that the life of the 
woman will be endangered by delivery" (33). 

Hong Kong's data on sterilization in 1977 include: 12,000 
males in contrast to 76,000 females (34). At that time, 
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Taiwan had 21,0(X) males and 214,000 females accept Two particularly sensitive legal areas are I) liability for 
sterilization (35). negligence and 2) absence of informcd consent. Where no 

definitive laws exist governing voluntary sterilization, the
CONCLUSION possibility of prosecution is more likely than where legal
The use of voluntary sterilization as acontraceptive ineas- rules establish immunity except for negligence, and speci
tire has become part of family planning programs in the fy any steps such as adequate counseling before steriliza-
East and Southeast Asian countries under review. Except tion. The employment of paramedics to perform steriliza
for Singapore and Japan w%-here legislation regulates it tion may precipitate these legal problems. 
directly, use of surgical contraception has anticipated
legal definitions and restrictions. Carefully formulated legislativu enactments should be 

adopted both for the protection of individuals submitting
There appears to be no documentation of prosecution or themselves to this practically irreversible contraceptive
other legal action arising from voluntary sterilization, method and for those who perform the stugery. 
This is no guarantee that such will never arise. 
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Legal Aspects of Voluntary 
Sterilization in Europe and 
the Mid-East 

Anne-Marie Dourlen Rollier 

Until recently, it seldom occured to anyone that the medi-
cal procedure of sterilization, especially for males, would 
not affect normal sex relationships. 

Sterilization was generally used for other purposes, either 
eugenic or therapeutic. In reality, male and female sterili-
zation techniques which are surprisingly safe, quick and 
relatively inexpensive, have been developed with great 
rapidity. 

The attitude of the population of many countries is bc-
coming more flavorable, but except in a few jurisdictions, 
the legal status of voluntary sterilization is obscure. 

There are different types of approach to voluntary sterili-
zation under the present laws. 

For Europe and the Mid-East, we classil'ied the laws in 
three types: 

I. jurisdictions, which specifically prohibit voluntary 
sterilization, 

2. jurisdictions, which specifically authorize voluntary 
sterilization, 

3. jurisdictions, where voluntary sterilization is cov-
ered under criminal law provisions on intentional 
,rave bodily injury, 

In t; , last cha,ter, the effect of consent of the patient is 
critical. In some coantries, it is relevant to the issue of 
criminal repsonsibility, in others irrelevant, 

COUNTRIES IN WHICH JURISI)ICTIONS 
SPECIFICALLY PROHIBIT VO'.UNTARY 
STERI.IZATION 

The military regimes of Kemal in Turkey and of Musso-
lini in Italy enacted provisions punishing both the person 
performing the sterilization and lhe patiet. 

The idea of punishing the petsoil sterilized, although con-
trary to contemporary thinking, is logical if the govern-
ment's policy is to procreate. The Turkish Criminal Code 
of March 1926 provided: 

Whoever, by his arts, causes a m n or wOman to 
become sterile, and any person giving consent to 
(he performance of such acts on himself, shall be 
punished by imprisonment for 6 months to 2 
years, and by a heavy fine. 

By decision of June 12, 1967 of the Council of Ministers, 
regulations were issued allowing sterilization on preven
tive medical grounds, and eugcnics on grounds of serious 
hereditary disease. 

There is no sterilization provision on family planning 
grounds, although the regulatiu.,s were issued in pursu
ance of sections of lw of April, 1965 concerning family 
planning. 

The Italian Penal Code of 19 October, 1930 provided: 
Whoever performs acts on persons of either sex, 
with their consent, intended to render them in
capable of procreating will be punished by im
prisonment from 6 nonths to 2 years and with a 
fine. Whoever gives consent to those acts being 
performed on himself shall suffer the same 
punishment. 

But in 1978, these provisions were repealed so that in 

Italy, voluntary sterilization has become entirely decrimi
nalized. 

In the later period of the Hitler era, a provision was en
acted in Germany, under which the physician performing 

the sterilization operation, as well as the patient himself, 
was culpable and punished. This provision was deleted 
in 1946. 

In West Germany, in the absence of applicable legal pro
visions, voluntary sterilization is implicitly permitted. It 
results from adecision of the Federal Supreme Court, the 

Dohrn Case (O,:tober 27, 1964), which declares: "There 
no longer exists any criminal law provision in Germany
 
under which voluntary sterilization would be punish
able." No physician has since been punished for perform

ing voluntary sterilization, where the practice is not ex
ceptional.
 
In 1976, the West German Federal Supreme Court held
 

that the sterilization of a mature consenting woman, even
 
if done with no medical, eugenic, or social reasons, was
 
[ot unlawful.
 
COUNTRIES IN WHICH JURISDICTIONS
 

SPECIFICALLY AUTHORIZE 
VOLUNTARY STERILIZATION 

In England and Wales, the National Health Service 
Amendment Act of October 26, 1972, introduced a new 
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typeof regulation. It is unique, since it provides for male 
sterilization only" 

..Voluntary vasectomy services may bL. pro-

Sterilization may be carried out only with the 
agreement, or at thc special request of the person 
on whom the operation is to be carried out, undercniin addw yteMnntyo elh 

vided by local health authorities on the same basis conditions laid down by the Mininstry of Health. 
as contraception services, accordingly: a local 
health authority in England and Wales may, with 
the approval ofthe Secretary of State, and to such 
extent as lie may direct shall make arrangements 
for the giving of advice on voluntary vasectomy,
the medical examination of persons seeking ad-
vice on voluntary vasectomy for the purpose of 
determining what advice to give and for the treat-ment of soluniarN vasectnomy. 

Previous to this law, the Penal Code of 1961 provided
that an act of which the degree of social dangerousness is 
slight, is not a crime, even if it otherwise fulfills all the 
elements of A crime. The intentional deprivation of a 

person of the capacity to procreate would generally be 
estimated to be a crime against this person, but the whole 
picture might be completely changed, once the operationis performed by a physician at the request of the patient. 

E-ven before the Vasectomy Act of 1972, the prevailing 
legal opinion seemed to hold that full consent of the pa-
tient legalized sterilization, presuming that the purpose of 

Finland's law on sterilization, April 24, 1970, repealed 
a 1950 statute and allowed voluntary sterilization on 
broad social grounds. 

tle operation was legal. In 1971, tile Family Planning
Association had 17 specialized clinics, where 4,000 va-
scclols were performed, with a waiting list of 10,000 

In Denmark, on June 13, 1973, a law was adopted stating 
that any person who is at least 25 years of age and is 

persons. domiciled in Denmark shall be entitled to be sterilized. 

In 1974, a special Parliamentary commission recognized 
voluntary sterilization as a valuable form of contracep-
tion. S'.ctions 533 and 535 of the report state, as follows: 

Previously, the 1967 law only authorized sterilization 
when the conditions under which the applicant and his 
family live make it desirable to prevent the birth of future 

... The general attitude towvard sterilization has children. In reaching the decision, account shall be taken 
undergone a radical change in recent years, and it 
is now recognized as a valiable form of contra-
ception. Unlike abortion, there are no legal cri-
leria which have to be satisfied before it can be 
performed and it is available at the discretion of 
the doctor. The Committee regards sterilization 
as a measure for discriminating use. We recoin-
mend that such use should be: 

of the condition of the family from the point of view of 
health, housing and income; the number of children in 
the home; and the possibility that further children will 
result in an appreciable deterioration of the situation by 
harm fully affecting the state of health of the woman. 

In Swede, te 1941 law required that there be social 
consideration" meaning situations where, because of 

" Afler careful counseling of tie woman and 
of her husband or other partner in a stable 
union and counseling should also be avail-
able, if desired, after the operation, when 
doubts and regrets may te felt. 

"nental derangement or an asocial way or life, the sub
ject is found obviously unable to assune responsibility 
for the proper upbringing of children." 

A niuch more liberal law was enacted oil June 12, 1975, 
* Not carried out except in an emergency tunti 

there has been due time for reflecting. 
which allows a Swedish citizen, or a person domiciled in 
Sweden, who has passed the age of 25 years to be steril

" Mainly confined to cases where there is medi-
cal or genetic necessity to avoid future preg-
nancy, or where hoth parties are sure they 

ized on his or her request. If sterilization is denied, the 
matter shall be submitted, without delay, for decision by
tile National Board of Health and Welfare. 

want no more children. 

* Never as a condition of lei initaling an exist- For applicants younger than 25 years, but older than 18 
ing pregnancy, or as a result of any other years, sterilization may be approved by the National 
pressure. Board of Health and Welfare in certain conditions: 

• After consideration of whether sterilization 
of tle woman, or vasectomy for tile man, is 

lie more appropriatc in their circumstances. 

* If there is a considerable danger that genes can be 
transferred to descendants, which can cause serious 
mental illness or abnormality, grave physical illness 

... provided that tile operation is performed after 
due consideration, ve believe that sterilization 
can bc of greater advantage to health and happi-
ncss and that niany niarriages have benefited 
fromi the removal of' fear of an unwanted prcg-
nancy and of the need to take contraception pre
calulions. 

[he legislative techniques of tie English statute is very 

or other seriots handicaps (genetic indication). 
e Where a woman requesting sterilization has some ill

ness, physical deformity, or weakness, and preg
nancy could scriouily endanger her life or health 
(nmedical indication). 

In connection vith a request for deternination of 
sex (sex change) under Section I of the "Act (1972: 
119) of l)eterminaion of Sex in Certain Cases," 

similar to tile ('z.echoslovak approach. The law of March 
17, 1966 states: 

where conditions 
are present. 

for such a determination (change) 
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Similar laws were enacted in Iceland (May 22, 1973) and ning purposes. But these provisions are not generally ap-
Norway (June 3, 1977). plied and there is often a discrepancy between the law and 

its interpretation in actual practice. As a result, female 
JURISI)ICHlONS WHERE VOLUNTARY sterilizations are frequently performed by collusion be

and patient, under the guise of aSTERILIZATION IS COVERED UNDER CRIMINAL tween the physician 
LAW PROVISIONS ON INTENTIONAL GRAVE therapeutic operation. 
BODILY INJURY 

In fact, use of contraceptive sterilizations is increasing in 
In many European countries thle only laws which might be many countries and they remain unprosecuted. 
applied against voluntary sterilization are the sections of 
criminal law dealing with intentional infliction of heavy In France, data issued in January, 1979, by the Institut 
bodily injury. National d'Etudes D~mographiques, show that the prac

more popular:- tice of female sterilization is becoming
The "crime" is qualified as "assault," or "grievous boc' 


ly injury" in Common Law countries, and "intentional * 7.5% of women aged 20 to 44 years were sterilized,
 

wounds and injuries" (coups et hlessures volontaires) in and 4%0 were for contraceptive purposes.
 

the areas of French or formerly French law. * The proportion reaches 17% for women aged 35 to 
44 years, and 50% were for family planning pur-

In France and Belgium, the principle is that consent of 

of "grave bodily injury" does not exculpate poses.
the "victitn" 
the surgeon. This was the basis for decision in the only Concerning vasectomy, Professors Kuss, Jardier, Jouan
case found in these countries, the French case of the net and David published in January, 1979, a study of 100 
"Bordeaux st6rilisateurs" (1937). This involved a group cases of contraceptive vasectomies performed in Paris 
of people who advocated and practiced male voluntary hospitals from June, 1974 to January, 1978 on French 
sterilization on ideological grounds. The consent of the men requesting this operatii. Ninety-seven percent of 
sterilized people was declared by the French Courts (in- them were married for II years and the average age was 
eluding la Cour de Cassation), to be irrelevant to the 36. Thirteen of the men were 25 to 29 years of age; 78 
criminal responsibility of the accused. This decision was were 30 to 44 years old; and 9 were 45 years or older. 
based on the French doctrine that the patients "could not Seventy-six of the men had 2 or 3 children; 13 had only 
authorize anybody to violate their person..," tinder the one; 2 had nonc. Half' of thetn declared they had as many 

rules governing the public order (l'ordre public). children as they wanted. Twelve percent said that they 

had not wanted any of the children they had, and 42% 
It 1974,i the Sllgian tiovernmett established a national said that one or several of their children were not wanted,
commission to stutdy the ethical problems involved in adwr onb ciet
 

and the penal laws con
with contraceptivesconnectio"

cerning them. All of the couples had used one or several contraceptive 

methods. Failures, side effects or contra-indications often 
resulted in abortions.

In Switzerland, the official view of the Federal Depart-

ment of Justice is that only theraleutic sterilization is Te men were highly motivated when ! emne to the 
allowed. Some leading authorities on Swiss doctrine de- hospital and had decided to go to a foreign country for a 
clare that consent excludes criminal responsibility, vasectomy, in case it were refused ii France. Physicians 

s requir that the applicantsperforming the vasectomieIn Austria, where tile authorities declared that non-thera-
agree to have some of their sperm preserved.a newpeutic sterilization is a crime in spite of consent, 


provision was included in the Penal Code in 1974, which
 
In the Socialist States of Eastern Europe, the legislativereads: 

bodily injury, or the e- techniques on this subject do rot differ fundamentally
SThile itnfliction ofTheinlictio of bodilafety isuy u i- from those of Western Europe. There is, however, a basic111 wl 

the injured or endangered person consents, concept in Socialist criminal law, common to all Eastern 

and if the infliction or endangering, as such, countries, on the "material condition of social danger
ousness," as a prerequisite to criminal responsibility.is not contrary to good morals. 
Under this concept, consent may possibly play a decisive 

" Sterilization of' a consenting person by a 
con- role in cases of this kind.

physician is not unlatwful if the person 

cerned has passed the age of 25 years, or if it
 

The RStSR Penal Code of October 27, 1960 providesis inot contrary to good morals for other 

reasons. 
 that"it shall not be a crime, if by reason of its signifi

cance, it does riot represent a social danger." 
The situation prevalent inI tie civil law area can be rough
ly summarized thus: Legal theory and official circles ex- Under the Polish law, sterilization performed upon a 
press the opinion that consent does riot exclude criminal healthy consenting individual, with tle sole purpose of 
responsibility in voluntary sterilization for family plan- preventing unwanted pregnancy, is illegal, but in specific 
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cases, criminal prosecution may be dropped 
ground of insignificant degree of social danger. 

on the At the IPPF sponsored Conference on Islamic Attitudes 
Toward Planned Parenthood at Rabat in 1971, the trend 

In the German Democratic Repuhic, there was consider-
able resistance to sterilization because of its abuse under 
Hitler. It is now considered that the provision of the 

was to adopt the findings of the Islamic Research Council 
in Cairo, which were opposed to voluntary sterilization. 
Magdi EI-Kamntash, writing in Population and Law, 
edited by Lee and Larson, North Carolina, USA, 1971 

Criminal Code of January 12, 1969, concerning bodily
injury does not apply to voluntary sterilization. A medi-
cal act is considered to benefit society as it serves to pre-
serve and promote health, and consequently cannot be 
considered as antisocial and dangerous to society. 

says: 
...the Islamic religion forbids permanent steriliza
tion... permanent sterilization is absolutely for
bidden...except in case of hereditary disease or 
malformities that may be transmitted to the off-

The Minister of Health issued a "Directive on Irreversible 
Contraception for Women" (April 21, 1969), which 

spring... Islamic religion forbids sterilization ex
ccpl in justified cases, such as physical deformi
ly, psychological and mental illness and incurable 

stated that before sterilization is performed, it has to be or hereditary diseases. 
e stablished that allmethods of reversible contraception On the other hand, Al Sheikh Mohammed Bhashti of 
are ineffeclive. An application has to be made by the 
woman herself to the local district health officer, 

Yugoslavia was under the same legal system, but the situ-
ation ischanging. In July, 1977, the Republic of Slovenia 
enacted a new law "to realize the right to freely decide oil 
tie birth and spacing of children," and for the first time 
it mentioned voluntary sterilization which is considered a 
medical act. The applicant should be over 35 years old 
and mentally competent. The application should be ap-
proved by a commission after the patient is fully in-
formed of the procedure, its possible complications and 

Iran, and an author from Pakistan, writing on Islamic 
attitudes towards abortion and sterilization (Birthriqhto
Vol. 7, No. I, 1972) argue that sterilization is not castra
lion, and no Islamic law prohibits it. 

As to the effect of Islamic law in the secular courts of an 
Islamic country, it is unlikely that it would have a direct 
elfect in a country like Lebanon, which has secular legis
lation on grave bodily injury which is, moreover, consis
tert with stricter Islamic view. Lebanon's code imposes a 
high penalty on one who renders an organ of another 
person "unable to function.' 

failures. Except for medical reasons, the ope;ation can 
only be performed after a six months waiting period. InSaudi Arahia, where Islamic criminal law is applied, 

A similar law was voted inCroatia in Decetmtber, 1978, 
and laws related to the same subject are examined in the 
other states of Yugoslavia. 

according to Mr. Nafisa, Cairo University, the Hanbali 
School of Islamic Law recognizes consent as a defense in 
bodily injury actions. Thus, it is likely that inthe absence 
of administrative regulations forbidding sterilization 

In the Middle Eust region, the position is generally restric-
tive, differing from country to country. 

operations, consent of the patient would bar the applica
tion of Islamic law penalties, otherwise imposed for 
bodily injuries. 

In Iran, the Penal Code of 1928 dealt with bodily injury 
according to language which did riot cover sterilization, 
It read: 

',lder Jewish religious law, sterilization in any surgical 
form is forbidden. This is stated explicitly in the Shulchan 
Aruch, Ebet Haeser, Laws of Piryalt Veribyah. The 

Vie who intentionally inflicts att injury or blow to 
another which causes cutting, breaking, damag-
ing, or disfunctioning of limb, or ends in per
manent sickness or loss of one of the senses, shall 
be subject to 2 to 10 years of solitary confine-

Rabbis in Talmudic literature trace the prohibition 
against impairing the reproductive organs to Leviticus. 

In Israel, religious law applies only to questions of per
sonal status, which is defined in Article 51 of the Pales

mentt. titte Orders inCouncil (1922-1947) as covering marriage, 

But a revision of'tirePenal Code inlte, 1973, clarifies
tie situation and the right to voluntary sterilization. 

divorce, alimony and so forth The list does not include 
matters such as sterilization Yhich would presumably fall
under the criminal law handled by the secular courts. 

Article 42, Section 2 states that "any surgical or medical 
operation which is necessary and performed with the con- 
sent of the person (involved) or his or her guardian or 
legal representative, and in accordance with technical and 
scientific criteria is notdectied a crime." 

According to our irformation, there appears to be noth
ing inthe secular law ott the matter. However, steriliza
tiot raight easily be a factor incases involving marriage 
and divorce (e.g., calla volutary sterilized man marry?) 
These cases are handled in the religious courts and reli
gious law might be applied. 

Since most of the Middle East is Muslim, itis necessary to 
know how Islamic law ireats voluntary sterilization. 
Islamic authorities are not inagreement as to whether 
Islamic religious law does or does not permit voluntary 
sterilization. 

CONCLUSION 

I)espite the obscurity of the laws or the apparent illegality 
inmany jurisdictions, the practice of voluntary steriliza
tion is common. 



164 Dourlen Rollier 

It isincreasing in many countries and consequently, laws 
are disregarded and not prosecuted. 

We think that voluntary sterilization for family planning 
purposes should be dealt with separately, and not under 
a statute dealing with eugenic and therapeutic steriliza
tion. 

The freedom of men and women to control their fertility 
has been recognized as a fundamental human right by the 

U.N. Conference held in Teheran, 1968. 

Consequently, it seems that efficient fertility control im
plies abortion and voluntary sterilization as necessary 
complements to contraceptive methods. 

The right to voluntary sterilization should be considered 
part of the human right of family planning and ulti
mately part of a basic right to control one's own body. 
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Voluntary Sterilization Programs Co-chairperson: Ms. Elizabeth Keys MacManus, 
U.S. 

Rapporteur: Dr. Louis G. Keith, U.S. 

This Task Force echoed many of the concerns voiced by operation, and adequate documentation that the acceptor
other Task Forces and in the plenary presentations. Since has been fully and completely informed and that all ques
there is a general consensus among most of those involved tions have been answered satisfactorily.
 
in the voluntary sterilization movement that laws pro
hibiting sterilization must be abolished and those limiting In the case of illiterates, precautions must be taken to
 
it be changed, discussion anions this group centered on ensure that these individuals understand an oral presenta
the necd for caution in bringing the issue to public at- tion and that they signify their understanding and consent
 
tention when the outcome cannot be predetermined, by appropriate means.
 
This suggests the need for careful planning and coordina
tion of an educational campaign directed at legislators as Major Recommendations
 
well as the general public.
 

The Task Force approved the recommendation made at
 
There is a need also for clarifying interpretation of laws the 4th International Conference that IPAVS work with
 
that may relate to both patient and physician, and the other non-governmental organizations in creating awork
group suggested the Philippine interpretation as a model. ing group to draft an international convention on the
 
They stressed that it is incumbent on the legal profession "Definition and Protection of the Freedom of Procrea
to inform the medical profession that sterilization is not tion and the Right to Family Planning."
 
illegal where no laws exist prohibiting it.
 

In the area of publications, tile Task Force recommended
 
The Ethical Issues that AVS address the legal status of sterilization in one of
 

its communication mediums, and that an international
 
Involuntary sterilization was condemned as against hu- periodical be constituted to disseminate legal and tech
man rights, but the group recognized this as a political nical information on sterilization.
 
problem also.
 

It was recognized that some societies have built-in incen- RESOURCE PERSONS 
tives that favor large families. Needed are societal incen
tives or benefits for small families and it was suggested Prof. Carlos de Abranches, Brazil 
that such motivational considerations are more accept- Dr. Rohit Bhatt, India 
able than "gifts" with immediate tangible value which Prof. Mohamed Bouzidi, Morocco 
may, in fact, be bribery. The benefit of the sterilization is Dr. Rosa Cisneros, El Salvador 

le operation itself'. Dr. Irene Cort6s, Philippines 
Informed consent was a major concern and the group Dr. Ahmad Khalifa, Egypt 
identified the basic component of a written consent form Dr. Luke Lee, U.S. 
to include an explanation of both risks and benefits of the Dean Nicholas Liverpool, Barbados 
method, alternative contraceptives, a full explanation of Dr. Richard Turkson, Ghana 
the procedure and what it entails during and after the Dr. Wickrema Weerasooriya, Sri Lanka 
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Population and law projects around the world.- Initiating and following through. Luke T. Lee. 
Changes in the world's laws on voluntary sterilization in the 1970's: An update and review. Jan Stepan and Edmund 
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Contraception and Sterilization:
 
A Modern Dilemma
 

Patrick C. Steptoe 

There is an odd opinion current in many foreign places 
that the Englishman is a dull and humorless sort of fel-
low, although how this has come about in face of the fact 
that my nation has produced the most famous company 
of comic playwrights, novelists, essayists and philosphers 
is beyond my understanding. Like many other popular 
notions, it is the reverse. Whatever else there may be in 
my country there is much fun and laughter at our own 
expense. If a man has a gravity alien to the common 
spirit around him lie is not able to keep it up for long, and 
opposing powerful pressures force him to renounce the 
worship of the goddess of gloom. The most serious crea-
tures find themselves victims of the most ludicrous situ-
ations unless they exercise tie greatest care to avoid them. 
I have failed to exercise this care and find myself in this 
embarrassing position of trying to philosophize about 
contraception and sterilization, 

In the year 2000 one might well see in western countries 
two buildings. One-tall, large, imposing and peopled by 
hundreds of clerks and a master computer. This building 
would be the Family Planning Center, and outside would 
be a long queue of wonien seeking permission to have a 
baby. Each would clutch her application for reversal of 
an immunization shot against pregnancy previously given 
at age ten. Of course, each would also have the appropri
ate fee-about 10,000 dollars? 

Around a surreptitious corner would be a small building 
where a short queue of men would be lining up to enter 
for reversal of their vasectomies-quite illegally, of 
course. 

In the years between now and then we would have wit
nessed a few changes in the methods of contraception 
with the exception of the development of methods of 
immunization and possibly a maie pill. 

Sterilization is unlikely to have been made truly 100% 
effective, cheap, 100% reversible, 

There will have been vast changes in the behavior of soci-
ety, most of all in the western world. The present world 
population of 4.3 billion is increasing by 73 million per 
year, or 1.7% annually. Although this is an improvement 
on past performance it is not good enough. 

In some countries economic improvement leads to more 
acceptance of contraception and sterilization, but in 

others it leads to an increased birth rate. Hence our di
lemma. For e:iample, in Great Britain where at present we 
are losing population, we had a famous politician who in 
1960 won an election on the slogan "You never had it so 
good!" This was immediately followed by a rise in the 
birth rate. Of course what he should have said was, "You 
never had it so good, but do not have it so often!" 

Since then inflation has had a marked effect and our 
growth rate is now less than zero. There will be a rise 
again as the children conceived in the early 1960's con
tribute to the population but thereafter another decline. 
But in other countries inflation leads inevitably to malnu
trition, starvation and increased infant mortality. Eco
nomic depression in some countries leads to a fall in the 
birth rate, whereas in other countries improvement in 
the standard of living also reduces the population growth. 

The situation in Indonesia, Thailand, South Korea and 
Luxemburg is improving rapidly but Iran, Iraq, Afghan
istan, Pakistan and India have birth rates from 34 to over 
40 per 1,000. So Asia and surrounding countries will be 
overwhelmed. Successive governments will fail to estab
lish population control, losing a centuries old battle 
against religious and educational backwardness. 

What will be the role of sterilization? Problems in western 
societies differ from those in underdeveloped countries. 
Widespread sterilization can bring problems which can 
escalate. In the western world it is being done in response 
to social demands and we may someday see a vast number 
of elderly people existing on the efforts of a dwindling 
number of young people. 

Dissatisfaction with other contraceptives leads to early 
demands for sterliization, so we must counter with im
proved methods, and we must counsel against steriliza
tion too soon. Otherwise, increased demands for reversal 
will occur. This may line the doctors' pockets but will not 
bring universal success even with in vitro fertilization. 

The present dilemma is due to the fact ithat considerations 
about the reversibility of sterilization led to the introduc
tion of methods which, by a process of wishful thinking, 
are supposed to be efficint, but they are not. Methods 
designed to reduce the amount of tubal damage are not 
worthy contraceptives. I view the American figures with 
great skepticism. A retrospective study is hardly the best 
statistical method. 
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Figures are coming now from Germany which show a 
failure rate of the Hulka clip of some 511/,and of the 
Bicier clip of approximately 2 percent. These figures are 
unacceptable in western society, and I believe that dia
thermy division with destruction of at least 2 cms of tube 
or more is the only method which gives a very low failure 
rate. But this does not lend itself readily to reversal. Is 
this applicable then in Asiatic countries, and unaccept-
able in western society? 

POSSIBLE FUTURE DIFFICULTIES FOR THE 
PHYSICIAN 

Legal problems may arise due to failures of sterilization 
and to failures of reversal, 

In a few years, many women may see sterilization as the 
long-term contraceptive method of choice, that endcan 
naturally in reversal. What begins as a method for parents 
can be easily extended to non-parents, especially if the 
process becomes reversible. Like the popular notion I 
talked about in my opening sentences, the reverse is true. 
We must correct this erroneous- belief. 

lWqhat criteria to useC/or selection? It would seem that no 
simple rules can be made. The number of children the 
couple already have is not a good guide, since there is 
great variability in the size of family that is wanted. Sinii-
larly, age cannot be used on its own, as sonic people com
plete their familics by 25, while others take longer. Erno-
tional maturity is not reliable either. The long-term sta-
bility of a imarriage is very difficult to predict, and the 
most stable and mature people may fall in love again, 
Presumably, a judgment has to be made on all these 
things together. Once a doctor has started to perform
sterilizations for social/personal rather than medical rea-
sons, it is hard to see where to draw the line. 

We nst develop safer riethods of contraception arnd/or 
sterilization so that it is readily and easily applied, fully 
effective, and, in certain circumstances, readily reversed. 

Inthe meantime, I believe that in vitro fertilization will 
develop as an important contribution in effecting reversal 
of efficient sterilizations. 

JVhat ofnew methods? We have experimented with intra
tubal devices, and have now reached the stage where I 
believe that we have an effective method which can be 
reversed simply by its removal, but further development 
and experimentation is needed to evaluate its effective
ness. This means, of course, that continued funding is 
essential. 

I will add, parenthetically, that I have always considered 
the abatidonment of efficient methods of laparoscopic 
sterilizations for the so-called reversible methods to be an 
admission of failure: failure to select patients properly,
failure to resist ill-informed popular demand and perhaps 
a too ready eagerness to accept a substantial fee for the 
reversal pro(.ess. 

CONCLUSION 

"Horas no1n1nunero nisi sererias" is the motto of a sun
dial near Venice. Of all the conceits this is one of the mostclassic. "I count only the hours that are serene." The 
shadows fade on the dial plate and it shows a blank un
less progress is marked by joous sunshine. The rest is 
oblivion. 

What a philosophy! To take no note of time but by its 
benefits, to neglect the frowns of fate, to compose our 
lives of bright and gentle moments, turning always to the 
sunny side of things, and letting the rest slip from our 
imagination, unheeded or forgotten. 

There can be no such complacency about the problems
of world population. This tlnhappy situation must con

linue to be resisted with all the vigor at our disposal, butnot, I may say, at the expense of the miserable, unhappy 
infertile couples. 
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Challenges and Perspectives: 
Toward the Future 

Marilyn E. Schirna 

As we near the close of the Fourth International Confer-
once on Voluntary Sterili/ation, letus review our past 
acconmplishments. 

In (6eneva, at the Second International Conference, we 
were charged with establishing priorities and program 
directions. In Tunis, we were applauded for our progress. 
Now, in Korea, we have been challenged to cross new and 
exciting frontiers, and we accept that challenge. It is our 
call to action for the 80's, and it comes from the solid 
foundation of' your accomplishments and the work done 
at t his retting. 

I P~A VS i,, iroud to be a piott.r int the voluntary steriliza-
tion mnovemet. Our agency was created itl 1972 in re-
sponse to rcluc~s from intertational medical and health 
leaders and from international organizations who sug
gcstcd a nccd for a focuscd thrust for surgical contra-
cept iotl. 

[lie goal of I IIAVS infocusing on voluntary sterilization 
as a met hod of fertility control or limitat ion was not for 
the ptrposc of population control or demographic ir-
pact, allhough we know it is well-docutnented that surgi-
cal contraception is the only fertility control method that 
can have a imeasurable demographic impact, given the 
state of the art in this century. We do not advocate surgi-
cal contraception for everyone, although we advocate its 
availability to all; we do not advocate voluntary steriliza
lion over other methods, although we believe everyone 
should be educated to its advantages, its health benefits, 
its safety, and effectiveness, and we encourage the use of 
this method at the appropriate time. 

We have advocated that this permanent method be made 
available and accessible to poor as well as rich, rural as 
well as urban, to malcs and fcmales alike, and that it be 
provided by highly qualified pcrsonnel who perform 
quality services. We insist that it include education and 
counseling to ensure the informed, voluntary consent of 
the user. 

IPAVS has played a significant role in bri,',ing about the 
accomplishments of the 70's. These include: 

" The acceptance of voluntary sterilization by 90 mil-
lion users, 

" The erosion of religious, legal, and cultural barriers 

that has occurred in country after country and is 
continuing to do so. 

@The development of many multi-level, broadbased 

educational and counseling programs. 
* 	The significant improvement and simplification of 

s g icaec niq e 
surgical techniques.
 

9 	The training of thousands of physicians and health 
support personnel in the provision of surgical con
traceptive services. 

* The provision of thousands of pieces of equipment. 

a The initiation of program evaluation systems. 
* 	The development of leadership organizations, such 

as the national associations which have become sig
nificant agents for initiating changes. 

'The establishment of the World Federation of Asso
ciations which is acting now to make its voice heard. 

We are working together, exchanging ideas, information 
and experiences. We are discussing and debating issues; 
we are seeking answers together. We have, in fact, joined 
hands in common cause for a common good. 

Although new activities and new challenges are arising 
out of past accomplishments, some of the old hurdles re
main in spite of the significant changes in attitudes. 

LEGAL WORK TO BE DONE 

As noted, we have made striking gains since 1969 when 
the first non-restrictive laws on voluntary sterilization 
were enacted in Singapore and the U.S. State of Virginia. 

Today, attitudes and laws have changed so much that: 

* 	surgical contraception is now seen primarily as a 
medical matter (I), and 

9 sterilization on request is now broadly recognized as 
a right of the individual (2). 

There are two rationales behind the changes in both law 
and attitude: 1)in the developed world, the purpose has 
been to guarantee freedom of choice for the individual, 2) 
in the developing world, the purpose has been to "le
galize the most efficient method" of slowing population 
growth (3). 

There are still many countries where work remains to be 
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done to clarify the legal status of surgical contraception. 
In these endeavors, the voluntary organizations will play 
a vital part in initiating change through interdisciplinary
approaches. 

DEMAND AND DELIVERY OF SERVICES 

Accessibility and availability will be the key words for the 
'80's. We all know that the demand right now is not being 
met. We also know that when services are made available, 
demand has developed. So our-long range goal isto make 
services available and accessible to all. 

Rural Delivery 

Although the challenge has been raised to meet the needs 
of the rural areas, we have only just begun attempts to 
reach them. In spite of formidable obstacles, a greater, 
more coicerted effort will be made to bring services to 
rural areas where, in many countries, the majority of the 
population lives. 

Primary Care 

We will need to make acontinuous and vigorous effort to 
integrate voluntary sterilization as abasic component into 
the total health care complex. Wherever possible, we 
must find alternative ways to include voluntary steriliza-
tion in primary or preventive health care systems. 

Multiple Delivery Systems 

In the whole area of service delivery, we find that delivery
through one sector alone is never adequate. Multiple sys-
tems need to be developed that include avariety of groups 
such as voluntary organizations, private practitioners, 
government programs, and women's groups. Also, we 
must use any other channels that may evolve or be identi-
fied as viable means for delivering services, 

Male Sterilization Programs 

Sterilization services for both males and females should 
be made available on an equal basis. We have heard it 
said at this conference that whenever the medical leader-
ship has advocated and supported male sterilization serv
ices, programs have been successful. In most countries 
and in all family planning programs, the popularity of 
method follows the physician's preference. As leaders we 
must try to put aside personal preference or prejudices 
and be objective in our approach to program planning. 
Range of Acceptance 

As we stand on the threshold of the '80's, we find that 
there is a full spectrum of international acceptance for 
surgical contraception ranging from none at all to com
plete acceptance, such as here in Korea. The challenges lie 
at both ends of the spectrum, and the approaches are 
different at each end. On the one hand, there isthe gamut 
of problems inherent in introduction and initiation of 
programs, and on the other, the problems of adequately 
meeting the demand. Many of the variables of this spec-
trum have been well-explored at this conference, 

Challenges and Perspectives 

Official Approval 
To establish a program in any country, there must be
 
either tacit or open approval of the government, regard
less of the legal situation. Without official acceptance,
 

activities will be severely limited in scope. In such situ
ations, we must work slowly and sensitively. It is of para
mount importance that politicians and government lead
ers understand our program and its benefits. In this area, 
education isthe key. We must continue with concentrated 
efforts to get our message across. 

EDUCATION AND COUNSELING PROGRAMS 
We must build and strengthen our educational and coun
seling programs so that they answer a full range of needs.
 

Informed Consent 
Without education there is no informed consent. We
 
must safeguard the concept of informed consent for every
 
user, especially the pre-literate. Like Caesar's wife, surgi
cal contraception must be above reproach. We must tem
per high purpose with wisdom and caution so that we en
sure the "voluntariness" in voluntary sterilization. We
 
must develop well-thought-out guidelines with foolproof
 
procedures to ensure that every acceptor is a knowledge
able, aware consumer who can make a free choice based
 
upon individual needs and not according to an imperson
al target or quota.
 

Carrying the Message 

I & E programs must continue carrying the message to the 
health and medical professionals, and to the political and 
governmental decision-makers. 

We also need to identify the various groups who can carry 
the message to the general public, such as: unions, farm 
co-ops, voluntary, government, professional and relig
ious groups as well as the industrial sector. These groups
should be at the local as well as the national or interna
tional levels. 

Asking the Right Questions 

In designing national service programs, we need to be sen
sitive to the different roles of men and women in different 
societies, particularly in relationship to decision-making. 
This is an important area that merits special considera
tion. 

It has been suggested that "motivating men and women 
to use family planning isone of the greatest challenges in 
the population field" (4). This is especially true of steril
ization. 

There are questions we may need to ask about our efforts 
to develop a climate of acceptance: 

0Are we really reaching the full audience? 

0 Or are we speaking Inthe already motivated, to those
 
already pre-committed, for one reason or another, to
 
fertility termination?
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Perhaps we are neglecting to recognize some fundamen-
tal truths about human nature when we design our I & E 
programs. It has been suggested that motivational mes
sages directed at the general public might be more effec-
tive if they acknowledged some of the key "factors in the 
sexual dynamics of (a culture)..." (5). For example, we 
must recognize that the emotional value of the concept ofviiiyiin many cultures, the important issue to the 
virility is, iestablishment 
male, not the idea of fertility. Having many children 
proves that the male isvirile, and until we can replace thisvaluosiiveonewih mre of qua vauewe illnot 
value with more positive ones of equal value, we will not 
really communicate ou,- message. 

It has been suggested that family planners have been 
using rational but irrelevant appeals, particularly for the 
lower economic groups (6). We cannot convince someone 
to act unless wc understand the deep-seated emotional 
factors involved in that action. To answer the questions 
presently being asked by social psychologists, we need to 
gather much more data on the acceptor factors for both 
sexes. 

WOMEN 

Dr. Viel has eloquently described the large health risks to 
mothers and to the newborn that childbearing imposes. 
Primary health care systems, to be truly responsive, must 
make the availability of contraceptive materials, services, 
and informatioi, a basic part of the system. 

The participation of women as full partners in the design 

and development of family planning programs must take 

top priority in the '80's. Programs traditionally designed 
within male-oriented conceptual frameworks have often 
overlooked the contributions and needs of women. Too 
often women are "perceived as targets of, rather than 
participants in, programs meant to benefit them" (7). We 
cannot allow that to happen to either sex. 

"Excessive emphasis at the point of service delivery on 
demographic targets, numbers of 'acceptors'...levels of 
'motivation'..." (7), distracts attention from provision of 
quality service.. .and is unlikely "to promote real caring 
and attention to individuals" (7). We must never forget 
that we deal with the most sensitive, emotion-laden aspect 
of human nature. 

On the one hand, we must ensure that women are in
cluded as full partners in planning and not just recipients 
of services. On the other hand, we must help men to 
understand that they share half of the reproductive re-sponsibility. As the Chinese say, "they must hold up one-
halfsthelsky."Afying 
hall' tie sky." 

a giant"...Influencing people to reduce fertility may be 
step toward changing the undesirable social traditions of 
male dominance, female subjugation and intersexual 
jealousy (7). 

MEDICAL-TECHNICAL 

Until we have non-surgical sterilization, we will need to 

continue the research for new methods of reversibility so 
that there will be options available. 

TRAINING 
Training pi ograms for physicians and health support per
sonnel have been extremely successful. This activity will 
continue andnexpand int the s move into the 

and support of national training centers for 
all health personnel. Tunisia has developed an outstand

sonne a ex e suces'80's as we acivity wil 

hel onnl tning cee an ovideinging model of a national training center which will provide 
training opportunities for all health members on a region
al and international basis as well. 

We must also move into the training of health support 
pner to perform simplified sterilization procedures 
under the guidance of a physician, wherever this is legally 
permitted. If it i prohibited, we will need to prove the 
efficacy and safety of the concept in order to justify 
changing the laws. 
DATA COLLECTION 

National and individual programs need to improve their 
information management and evaluation systems so that 
we have access to a variety of statistics that will give us 
insights into: 

* 	the cost effectiveness of various surgical contracep
tion methods, 

•the potential demographic impact of voluntary steril* tion, 
ization, 

o the ways in which voluntary sterilization contributes 
to socio-economic development, and 

* 	how it contributes to maternal and child health. 

OTHER PROFESSIONALS 

We must broaden our efforts to involve other profession
als, particularly the health professionals, in the voluntary 
sterilization movement. We need to work with them 
through their organizations at all levels, to educate and 
orient them to the concept of voluntary sterilization and 
to its social and health benefits. The time has come for 
the cross-fertilization of ideas and insights. 

THE NATIONAL ASSOCIATIONS AND WFAVS 

In the coming decade, we will continue the efforts of the 
'70's to strengthen the national associations and the 
World Federation. are the vanguard of new ideasand new programs. TheyThey provide the leadership in identi

new challenges. National associations are the 
bridges between the needs of the people and the responses 
of their governments. 

SUMMARY 
Let me summarize for you highlights for the '80's: 

a 	 We must find a variety of ways to make services 
more widely available, and we will use multiple de
livery systems to do this. 
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* We will continue educational efforts to influence the When Ivisited Korea one year ago to choose a site for the 
attitudes of public officials, policymakers, govern- conference, this hotel was only a framework of girders.
ment administrators, and medical and health person- Coming from a developed country where things take for
nel. ever to get done, I was amazed at the miracle the Korean 

* We will educate new generations to the advantages of people have accomplished in constructing this hotel so
 
and benefits of family planning and the role of steril- quickly and getting such an excellent staff together. I
 
ization. want to thank all of them for their help and cooperation.
 

* We will continue to underscore the importance of My thanks to the Ministry of Health and to the Korean
 
surgical contraception in maternal and child health. 
 Association for Voluntary Sterilization, President Park, 

* We will establish well-balanced programs that offer Executive Director Dr. Kim, and their staff who have 
both male and female sterilization on an equal basis. been so helpful to us all along the way. Without their 

support and cooperation, this conference could never* We will push to get training in surgical contraception have gone so well.
 
included in the school curricula for medical and
 
health personnel. I also thank my hardworking staff for helping to organize
 

* We will establish national training centers for pro- and implement the conference. They are a fine, dedicated
 
fessionals, such as the Tunisian model, team of professionals.
 

* We will also push for the provision of appropriate On behalf of IPAVS I want to express our appreciation
physical facilities, specifically dedicated to voluntary to U.S. AID whose support and assistance made this con
sterilization services. ference possible for all of us.
 

* We will give first priority to the provision of sensi
tive counseling and education in order to ensure 
in- This conference has given me a valuable opportunity to
informed consent. meet and work with many old friends, and to meet many 

new ones. All of us, working together," We will improve our evaluation are the interand management national network of leadership for voluntary sterilization.
 
systems so that we have access to the data we need in Together we will create the forward momentum that will
 
order to make informed decisions as administrators carry the movement into the next decade.
 
and leaders.
 

" We will look to advances in medical technical areas I know we all accept the challenge of the '80's, and will

for progammatic implications, go forth with new initiatives, courage, determination,
 

dedication, and inspiration.

The '80's will see an expansion of these and other areas 
into more sophisticated and complex levels of activities. It Friends and colleagues, I thank you for coming to Korea
will be an exciting decade of change and growth. to be part of this exciting and stimulating event. 
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International Implications of the 
Conference for Professionals and the 
Non-Governmental Network
 

Mahmoud F. Fathalla 

I would like to confess that giving this presentation is one 
of the most difficult tasks for me at this conference. I find 
it difficult because the material presented has been so rich 
in ideas that it is hard to sum up the implications in a 
matter of fifteen minutes, and much of what I have heard 
is still simmering in my mind so it will take some time for 
my conclusions ,o ripen fully. 

As a professional, I come out of this conference with un-
easy feelings. Before I arrived, I had been quite happy 
with what we had achieved in the sterilization movement, 
But I must confess that what I have heard at this confer-
ence disillusioned me. I was impressed by two observa-
tions made time and time again during a number of pre-
sentations. First, that acceptance figures, high as they 
may seem to be, fall very short of meeting demographic 
cbjectives in terms of numbers and distribution for coun-
tries that really need that demographic impact. Second, 
that these figures fall very short of our potential as pro-
fessionals. Compared with the number of cases which kvu 
professionals of the world have the potential for perform-
ing, this is a work of weeks not years. 

As a professional, I now feel that we have a long way to 
go, and there are a lot of things that we have to do. Above 
all, we have to change. We have to adapt to a new role in 
society. 

First, we physicians have to learn the team spirit so we 
can work effectively in a team effort o achieve a common 
goal. That sacred cow of individ, i! physician-patient 
relationship must give place to corn..unity participation 
and community involvement. Our mystics in medicine are 
outdatea for our time. We must recognize paramedics as 
members in their own right, we must recognize social 
workers, we must recognize and work effectively with 
development workers, communication specialists, pro-
moters, and we must recognize and respect the role of 
community leadership. 

Second, we physicians have to orient ourselves to socie
ty's needs. We need to develop a keen sense for communi

ty-oriented efforts. Health care is not an activity on its 
own. It is a part and parcel of the community's overall 
efforts to achieve a better quality of life. 

With 80 countries represented, we come out of this con
ference with a fresh insight into implications for the non
governmental network. As I see it, non-governmental vol
untary organizations play three essential roles in bringing 
the people and their governments together. Where the 
people are ahead of their governments in perceiving the 
need for surgical contraception and family planning, the 
role of the voluntary organizations is to work on the 
government in an effort to enlighten them. If government 
is hesitant, the voluntary organization can prove that the 
people are ready to accept the programs so that the gov
ernment can step in, reassured that they are responding 
to a genuine need. If government is resistant, a lot of hard 
work to change established policies or laws may be need
ed at top policy making levels. 

In a situation where the government is ahead of the peo
pIe in perceiving their needs, the role of non-government
al organizations will be largt!v that of educating and in
forming the people in order to remove the psychological 
barriers, misconceptions, and myti:s surrounding surgical 
contraception. 

The third situation is a happy one, but as with happy 
things in life, you do not get them too often. This is where 
a government and its people are moving along together. 
Here the non-governmental organizations can be helpful 
by collaborating with and adding strength to the gvern
ment efforts to meet the increasing demand. 

All of us who are working in the family planning field 
should appreciate that time is a critical factor. What to do 
is importart, but when to do it is even more important. 
The little we can do now, in view of the nature of the pop
ulation growth momentum, will be more worthwhile than 
the big things vie are thinking for tomorrow. 
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Trends in the Acceptance of 
Sterilization in Thailand 

Boonlert Leoprapai 

Sterilization has long been one of the most widely known 
and practiced methods of contraception in Thailand, Table 1. Knowledge and Use of Sterilization Among
especially among women in urban areas. In a 1967/68 Married Women Aged 15-44 and Their Hus
survey of 960 married women aged 15-44 living in surbur- bands (4)
ban Bangkok, approximately 14.8% of respondents had
been sterilized and 8.0% had husbands who had under- Area 
gone sterilization (I). In rural areas, however, steriliza- Bangkok
tion was more widely known than practiced. In the dis- Rural Provincial Metropolis
trict of Potharam in the Ratburi province during 1964-66, Knowledge of
approximately 80% of females had some knowledge of vasectomy 46.9 64.8 59.0 
contraception and mentioned sterilization specifically (2). Knowledge of
In a 1969 follow-up survey of the same group of women, ligation 52.1 84.8 83.7
it 'as found that of the 467 women who were still practic- Use of vasectomy 2.0 2.7 2.8
ing coitraccption, only 23 or about 4.9% accepted sterili- Use of ligation 3.1 14.4 18.1
zation (3). A high proportioi of married women aged 15
44 inboth urban and rural areas were found to be knowl- Social Development P n(1972-1976), the annual number
edgeable about ligation and vasectomy as methods of of sterilization acceptors averaged about 15,000, repre
contraception, according to a 1969/70 national sample senting approximately 11% of acceptors of all methods. 
survey. The number of women or their husbands accept- As Table 2 shows, there was a substantial increase ining sterilization were, predictably, much higher in urban sterilization acceptors between 1972 and 1978, representthan in rural areas (Table 1). ing a total increase of over fivefold (5). While the pro-

TRENDS IN STERILIZATION ACCEPTANCE portion of IUD ak eptors has decreased over time, that 
IN THAILAND of pill acceptors has remained fairly constant, and the

proportion of sterilization among all acceptors has in-
Prior to the inclusion of the National Family Planning creased, more or less gradually, irom about 110 during
Program in the third Five Year National Economic and tile 1965-71 period to about 18.90/% in 1978. In the Thai 

Table 2. Number and Percent Distribution of New Family Planning Acceptors by Methods: 1965-1978 

IUD Pill Sterilization DMPA Total 
Year No. 00 No. 0a No. 0/a No. 00 No. 0 
1965-711 336,392 35.1 505,314 53.0 105,032 11.0 6,7872 0.7 953,525 100.0 
Annual average (48,056) (78,616) (15,004) (3,394) (136,218)
1972 90,128 19.7 327,582 71.7 32,668 7.2 6,316 1.4 456,694 100.0
1973 93,449 22.1 268,674 .6 49,606 11.8 10,447 2.5 422,176 100.0
1974 89,739 18.2 305,244 7 80,482 16.3 19,104 3.9 494,479 100.0
1975 75,163 14.0 345,117 64.5 90,184 16.9 24,559 4.6 535,023 100.0
1976 71,894 11.5 376,707 60.1 105,281 16.8 73,357 11.7 627,239 100.0 
1977 74,794 9.9 488,765 64.5 125,939 16.6 68,714 9.1 758,1!23 100.0 
1978 77,720 8.7 557,822 62.6 168,551 18.9 86,620 9.7 890,772.3 100.0 

Notes: 1. The 1965-1971 period is the period before the inclusion offamily planning program in the Five- Year National 
Economic and Social Development 

2. DMPA service is available in 1970 
3. Conventional methods such as condoms are excluded. 
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Table 3. Index of New Family PlanningAcceptors by Methods: 1965-1978 (1961-1971 = 100.00 [average:15,004]) 

Year IUD Pill 

1972 187.6 416.7 
1973 194.5 341.8 
1974 186.7 388.3 
1975 156.4 439.0 
1976 149.6 479.2 
1977 155.6 621.7 
1978 161.3 709.6 

family planning program, the proportion of DMPA ac
ceptors seems to have increased faster than proportions 
of other method acceptors. 

Using the average number of acceptors during the 1965-
1971 period as the base, index numbers of acceptors of 
each method were computed. As may be seen from Table 
3, the number of acceptors of all methods increased about 
6.5 times, but the number of sterilization acceptors in-
creased about 11.2 times. The growth rate of sterilization 
acceptors was higher than the growth rates of IUD and 
pill acceptors ilthough the former was lower than that of 
DMPA accepors. 

Females originally accounted for most of sterilzation ac

ceptance in Thailand. For example, in 1972 there were 
about 31,386 female sterilization acceptors compared 
with 1,282 vasectomy acceptors, a ratio of 24.5:1. Since 

in-1973, however, the number of vasectomy acceptors 
creased substantially. In 1978, there were about 44,541 
vasectomy acceptors compared with about 124,010 fe-
male sterilization acceptors, a ratio of about 2.8:1 
(Table 4). 

As Table 4 indicates, the annual rate of increase of va-
sectomy acceptors was substantially higher than the rate 
of increase of female sterilization acceptors, but several 
years may pass bef,re both rates become equal. 

Sterilization DMPA Total 

217.7 186.1 335.3 
330.6 307.8 309.9 
536.4 562.9 363.0 
601.0 723.6 392.8 
701.7 2,161.4 460.5 
839.4 2,024.6 556.6 

1,123.4 2,552.2 653.9 

Table 4. Number of Male and Female Sterilization 
Acceptors: 1972-1978 

Female Ratio: female 
Year sterilization Vasectomy and vasectomy 

1972 31,386 1,282 24.5:1 
1973 46,804 2,802 16.7:1 
1974 73,702 6,780 10.9:1 
1975 82,650 7,534 11.0:1 
1976 95,131 10,150 9.4:1 
1977
1978 

106,816
124,010 

19,123
44,541 

5.6:1
2.8:1 

Source: NationalFamily PlanningProgram,Ministry of 
Public Health. Expanded Sterilization Project 
(1977) and summary tables of new acceptors by 
method and region, organization and service 
unit type. 

Compared with other countries in Asia, Thailand ranked 
second in number of sterilization acceptors and third in 
percentage of all program methods in 1976. As in other 
countries in Southeast Asia, females still account for a 
major proportion of sterilization acceptors (Table 5). 

Table 5.Sterilization Acceptors in Government Supported Programs, 1976 (in 000's] (6) 

No. of vasectomy 
Country acceptors 

Bangladesh 38.6 
Hong Kong .8 
India 6,087.0 
Indonesia 3.5 
Korea 45.0 

Malaysia .2 
Philippines 10.3 
Singapore .4 
Taiwan 3.5 
Thailand* 10.2 

No. of female 
sterilization 
acceptors 


15.3 

.4 

2,019.0 
19.0 
36.0 
3.7 

37.6 

9.5 

37.2 
95.1 


Combined total as a 
percent of all 

Combined total program methods 

53.9 4.0 
1.2 2.2 

8,016.0 65.0 
22.5 1.0
 
81.0
 
3.9 5.2 

47.9 13.4
 
9.9 25.3 

40.7 12.5
 
105.3 16.8 

*Datafor all contries except Thailand arefrom Nortman and Hofstatter. 



Trends in the Acceptance 179 

ors already have; the lower the age of acceptors and the
 
Table 6. Characteristics of Sterilization Acceptors (7) smaller their number of living children, the more pro

nounced the demographic impact. Based upon trends
 
established from 1973 to 1977, both the average age of
 

Vasectomy acceptors acceptors and the average number of living children of
 
Average no. of acceptors tended to decline over time. The continuation
 

Year Average age living children of such trends will have a marked demographic impact
 
1973 39.6 4.53 (Table 6).
 
1974 34.1 4.46
 
1975 33.3 4.00
 
1976 33.9 4.06 STERILIZATION ACCEPTORS FROM NON
1977 32.9 3.78 GOVERNMENT SUPPORTED PROGRAM
 

The data on sterilization acceptors have focussed exclu-

Female sterilization acceptors sively on participants in government supported programs.
 

Average no. of If private sources were included, the role of sterilization
 
Year Average age living children among married couples would be even higher. According
 

to a sample survey in one province in Central Thailand,

1973 28.3 4.33 private medical doctors, hospitals and clinics were re
1974 30.2 4.15 sponsible for about one-fifth of female sterilizations and
 
1975 29.9 3.13 one-third of vasectomies (8). Certain proportions of these 
1976 29.9 3.92 private sources reported their cases to the National Fami
1977 29.3 3.83 ly Planning Program and these are included in the gov

ernment-supported program statistics. The fact that pri-
TRENDS IN CHARACTERISTICS OF ACCEPTORS vate sources also provide sterilization services can bz in

ferred from a national sample survey conducted in 1975 
The demographic impact of sterilization depends on the (9), which indicated that approximately 18% of females 
age and the number of children which sterilization accept- and 6% of males surveyed elected sterilization. 
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Stages in Women's Lives and 
Reproductive Decision-Making in 
Latin America 

Susan C.M. Scrimshaw 

In the discussion of a topic such as "women as decision-
makers," the tendency is to dink of a fixed point in time, 
of a given woman as she is captured by the interviewer at 
a particular stage in her life. The life cycle analysis often 
used by anthropologists is not applied. Yet, when I think 
of Latin American women, I am reminded of Jaques' 
words in As You Like It: 

All the world's a stage, 
and all the men and women merely players; 
They have their exits and their entrances, 
And one man in his time plays many parts, 
His acts being seven ages. 

While a similar analogy could be made for all cultures, it 
can be argued that Latin American women, in particular, 
have many roles marking different stages in their lives, 
This paper focuses on a description of some of these 
stages. It is hypothesized that the relative autonomy of 
women ill different stages or roles affects thei' decision-
mat:;ng in relation to fertility, 

This paper does not attempt to analyze all the possible 
factors involved in fertility decision-making. (There are 
many studies on the subject for Latin America. An 
excellent recent summary and analysis can be found in 
Iertilit' Decision-Making in the Latin American Context 
by Paula H. Hass (1976.) Nor does this paper include all 
Latin American cultures. Although the Latin American 
countries do have enormous cultural similarities, the 
more familiar one is with Latin America, the more aware 
one becomes of the many variations between and within 
countries. Because of these variations, this analysi., does 
not attempt to include either tribal or mod-
ern Indian cultures, but concentrates instead on Hispari-
cized peoples. While the generalizations made here might 
not literally apply to every country, I believe the under-
lying features of the stages in women's lives and their 
varying autonomy reflect the realities, 

METHODOILOGY 

In addition to drawing on the available literature, this 
paper is based on data collected in Ecuador during 1971, 
in Colombia (with M. Shedlin, S. Brain, and M.E. de-
Ruales) in 974, and briefer work in Bolivia, Mexico, and 
Guatemala. The quantitative analyses are based entirely 
on the Fcuadorian data. The research in Fcuador focused 
on the squatter settlements on Guayaquil and consisted 

of ethnographic work followed by a survey of 2,000 
households in both central city slum and squatter areas. 
The survey was based on a probability cluster sample of 
women aged fifteen to forty-five. Men currently in union 
with women in the sample were also interviewed. Since 
tile Guayaquil research concentrated on behavior related 
to fertility, the data collected are particularly relevant to 
this paper. 

THE AGES OF WOMEN 

The stages in women's lives in Latin America appear to 
shape their decisions and subsequent behavior regarding 
fertility decision-making. They move from being heavily 
dominated and watched over to increasing covert and 
later overt autonomy which is reflected in the way they 
manage their lives and those of their families. 

In an article on women in Latin American Literature, 
Jane .aquette mentions three archtypes: mother, witch, 
and wife/concubine (1973: 4). In fact, these reflect but a 
few stages and include some that are more feared than 

real. For the purpose of describing roles and autonomy, 
at least six stages could be identified: I) Infancy, 2) Girl
hood, 3) Puberty, 4) Young Wife, 5) Transition, and 6) 
Matriarch. A potential seventh is Old Age, but many 
women retain their matriarchal powers as long as they 
live. The stages could be described as follows: 

Infancy,. Infant girls are treated differently from boys. 
As described by Claudewell and Garrison (n.d.), Lewis 
(1963), Stycos (1955) and others, modesty is immediately 
considered important, along with other feminine ideals 
such as quietness and decorum. In addition, from infancy 
on, girls learn that men get preference. Little boys are 
often referred to as "the king of the house," and their 
whims are encouraged (Geyer 1970: 239). Infan , girls are 

not allowed their own way as often and learn that 'hey 
must defer to males. 

Girlhood In most Latin American countries a girl is re
ferred to as nin6. At least in Ecuador, the term implY, s 
innocence and virginity as well as literally "1, ! gii!. 
Nines continue to be taught modesty and decc ',,. They 
are expected to help around the house and ,:are for 
younger siblings fairly early (from age three or four). 
Even in the upper classes where servants do the house
work, girls help their mothers see to the running of the 
house and the comfort of the men and boys..' -is' play is 
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largely restricted to games appropriate for girls-for ex-
ample, girls should not play soccer, but instead concen-
trate o:1 games like jacks and hopscotch, or playing house 
and tending dolls. 

Puherty'. For most girls in the countries studied, men-
arche was arude surprise. Girls are seldom taught ",'hat to 
expect, and think they have somehow hurt themselves. 
Sometimes it is months before they tell anyone what is 
happening. They quickly Ic.,rn that ro one, especially no
male, should know when they are nienstruating and that 
they must curtail many activities and avoid some foods-
for example, women in Cali, Colombia, felt that choco-
late or acid foods such as oranges would make the men-
strual blood stain more. In many countries, menaiche 
marks the transition from nifia to senorita (young lady)
and is accompanied by warnings about men. lowevcr, 
young women are seldom told just w%,fhatIhey are sup-
posed to be careful of. During tile puberty or senorita
role, the restrictions oil a young girl are intensified. She is 
closely guarded aid watched by tier family and neigh-
bors. She has very little autonomy; how..ver, Oie may
rebel and find ways to iiect a boyfriend secretly. While 
the ideal is purity, in reality, some sexual actiily nay
take place (Stevens 1973: 97; Scriishaw 1978). It tier 
parents disapprove of marriage with the young maii of 
tier choice, she niav conitrive to run away willi him. Al-
though she is thereby showing a spark of the strength
she may later exhibit, she is actually runnirg from tlie 
control of tier parents to tie control of her partner. 

Youn Wi'fe. For tihe purpose of this paper, "wife" is 
used to refer to women in various union types rngilrig
from stable, long-term visiting relationships to common-
law unions, to forrnali/ed marriages. (See Famil'V orna-
tion and Iirst Birth in Ecuador, Scrinishaw 1978, for a 
detailed discussion off union types and union formation.)
The young "wife" period begins when the union is 
formed, usually in the teens, and lasts for around fifteen 
years. During this tire, the wonian is closely guarded bv
tier husband with the help of neighbors (I.cwis 1963: 327).
Ii Guayaquil and (ali, some worncri are not allowed out 

of the house without their husbands' perniission. Their 

children tor neighbor's children) do any necessary shop-

ping aind errands. %terl discourage their wies froii 
having airy wonien friends, who are surspect as po tential 
go-betiens bet\wen women and oilier men. "(Good" 
wonien are not supposed to enjoy sex much. They righlt 
then become promiscuous. Ii this regard, Srevens" says' in an article on Marianisnio that the ideal is premarital 
chaslily and postnuptual frigidity (1973: 94-6). 

I)espile all this control, lie reality is clifferet froni Ire 
ideal. As Lewis says, the womuuan iii fact has a great deal of 
responsibilily in tile household and the opportnity to (o
I'a lot of secret spending, borrowing, and paying" (1963:
320-321 ). Jane Jaquette also refers to this pheonlerrol in 
tier analysis of Irhe novel One ttundred Years ol Solitude,
in which it is tie character of Ursula who keeps the family
together and sees they are fed and housed (1973: 18). I 
have repeatedly observed this pattern whcrever I have 
lived in l.atin America. Even women who arc closely con-

Stages in Women's Lives 

trollcd by their husbands find ways to do things that are
 
important to them. In Guayaquil, for example, a wo
man's "husband" (who lived with his other family which
 
he was also supporting) said there was no money to send
 
their son to school a year early. Nevertheless, she ob
tained the money by giving tier partner an inflated report

of household expenses. This managerial role is more
 
important than men realize and prepares women 
for the
 
next two stages.
 

Transition. The transition stage often occurs sometime
 
in a woman's thirties-a period during which her spouse
 
ceases to see her quite so much as a sexual object and re
taxes his guard accordingly (Lewis 1963: 328). Another
 
pattern is for the union to split up at this point, where
upon the woman assumes much more control over her
 
life and her children. In either case, a lot more independ
ence and autonomy are available to tier.
 

Matriarch. These are women who are separated from
 
their partners or no longer guarded by men because they
 
are seen as no longer being desirable to other men. Also,
 
women appear to get more powerful as they get older. As
 
Jaqwette says, "tile figure of matriarch is a conmon one
 
in tatin America." What is important, however, is tihat a
 
woman, 
 such as Ursula (One Hundred Years of Solitude,

Marquez 1971) or Fernanda (La Vida, Lewis 1965), does
 
not appear out of nowhere at forty. Instead, she has
 
grown through various stages of life, gradually increasing
 
te trength and autonomy.
 

Iil describing these stages, I do not mean to imply that
 
all women form unions. In discussions with R. Schwarz,

lie has emphasized the role of solterona, the "old maid.'"
 
Regarded as not a totilly negative role, solteronas have a
 
great deal of family involvement (and always live with
 
parents or siblings). They are somewhat envied at tiriies
 
for never having to pit up with aspouse and are respected

for retaining their virginity (assuming they do so).
 

Ii stim, these stages depict a p'rogression from ciforced
 
dependence to greater independence; froi sex object to
 
nearly neuter matriarch; from tiiiidity to strength.

Throughout these stages, there is Much variation 
 bet weer
 
real and ideal beias''ior, tire womn in reality having more
 
power than men realize. All this has implications for 
decision-niaking related to fertility, as swill be seen in the
 
next section.
 

WOMEN AND REPROI)UC I VE 
)I-CISION-M AKING 

.huranla was in tier late thirties or early forties. Of tier fif
teen pregnancies, eight children werc currently living. Al
thourgh all tier children had been delivered by a riidwife, 
discomfort after tier fifteenth delivery sent tier to a re
gional health clinic, where she was told that another preg
nancy would ndanger tier life. Sire had an IUD inserted 

I !lien proc cded to figure out how to involve tier hus
', . She felt 'oth guilt at having taken such a step with
. nsulting hiri and fear that lie would find out and be 

y. She approached an American woman, who was a 
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clinic outreach worker, and asked her to help. She had 

her "drop by" on a specific day, just when Juana's hns-

band would get home. She coached her in great detail on 

up, beginning with a discussion ofbringing the subject 
the new baby, the doctor's health warning, and then 

working around to family planning. She warned her 

friend that she would not speak up in support of the idea; 

all the approval had to conic from her husband. The 

actual conversation took place just as .luana had pre-

dicted. When the discussion on contraceptive methods 

Juana's husband listed many concerns, not thebegan, 

least of which was that Juana's personality would change. 


Juana did not speak except to say, "whatever lie wants" 


and to bring up potential problems the health worker had 


not covered. The conclusion was that Juana should have 


an IU) inserted, but only if the health worker accompa-


nied her. The two women had to fake a trip to the doctor 


for tile insertion (Elizabeth Burleigh, Personal Communi-

cation), 

While "Juana" is a pseudonym, this incident occurred in 

a Guatemalan town about two years ago. It illustrates two 

important trends that emerge from the literature and 

from my research. First, men are, in fact, very important 

in latin American family life and do have a great deal of 
women often succeed in manipulatinginfluence. Second, 

people and situations to obtain their goals, thereby 

tempering tile ma!e dominance. In an article, "Feniale 
of Power and the Myth of Male Dominance,"Fornis 

Susan Rogers suggests that in many societies, particularly 

peasant societies, wonien appear to play a secondary role 

but, in fact, dominate most situations (1975: 746-47). The 

evidence for decisions related to fertility in the latin 

American literature show that men are indeed an impor-
hus-tant influence. Just as Juana had to consider her 

band's opinion, many wsomen cannot openly contradict 
Stycos, writes of Puerto Rican men's objectiontheir men. 

to their wives' contracepting because they feel it robs 
in the sexual sphece belongsthem of authority: "Control 

(1953: 72). He further reportsexclusively to the husband" 
that men see the woman's fear of pregnancy as a deterrent 

to infidelity-a feeling which I also have observed in 

several countries. Finally, lie mentions that men are in-

fluential in decision-making, and that women whose hitis-

bands have suggested contraception are the most persis-

teqt users (Stycos 1968: 76-77, 94). Similarly, Requci'a 
half of thosementions that in Chile in the early 1960s, 

women whose partners were in favor of their practicing 

birth control did so; of those whose partners objected 

only 20% practiced (1965: 76). For methods other than 

folk methods or induced abor:ion, only 1.2%' of those 
whose partners disagreed were users, as compared to 200'1 

of those whose partners agreed. Ii Mexico City, Keller re-

ports that roughly 8/o of "family planning dropouts" 

left the program due to tile opposition of their spouse, 

(1973: 38). For Honduras, Mundigo says, "None of the 

women whose husbanids had opposed contraceptives or 

who had work problems returned to the clinic within 

forty days of interview" (1973: 105). In an analysis of 

rural data from Colombia, Costa Rica, Mexico, and 

Peru, Simons and Culagovski found that the strongest 

predictor of contraceptive practice was a joint husband-

wife decision to use contraceptives (1975: 8-11). If tile 

'.oman had not discussed the matter with her husband or 

did not have his approval, she was less likely to use con

traceptives. All this points to strong male domination of 
are oftenthe situation. However, the women's decisions 

exercised in areas less obvious to the husband, such as in-
Machos and Babies," Noraduced abortion. In "Priests, 

women of all socialS. Kinzer says:Latin American 
classes choose abortion as their solution to unwanted 

pregnancies" (1973: 305). 

The classic example of this has been Chile, where in 1965 

Armijo and Monreal reported that 410 of nearly 4,000 

women had spontaneous or induced abortions (2310 had 

admitted induced abortions). The women aged twenty 

through thirty-four had 90°7 of the abortions (1965: 

264-65). Hall also describes ingh rates of induced abor

tions for women over thirty in their fourth or subsequent 

pregnancy (1965: III). 

Both the ethnographic and survey data from Guayaquil 

demonstrate the role of induced abortion in fertility regu

lation. One informant had two induced abortions without 

her husband's knowledge because she felt lie could not 

provide for more than tile three children they already 

had. She said lie would be furious and beat her if lie ever 

found out. Another said she had "taken three children 

out." She said: "I hope God will forgive me because my 

life has been ,cry hard. My husband knows nothing of 

this. I was working at the time and had tile money." 

As Tables I through 4 show, men and women in Guaya

quil do not together agree on all aspects of induced abor

tion. While a vast majority (94 and 95%b) of both sexes 

said they disapproved of abortion if a woman wanted no 

more children, tile two groups differed on abortion if the 

woman becomes pregnant and there are "too many chil

dren to support," or if the wife's life is in danger. More 

of the women approved in the former case, and slightly 

more of the men in the latter. (The differences are statisti

cally significant at the .01 level when the chi-square test is 

applied.) Also, more of the women say they would abort 

if they wanted no more children and became pregnant 

(1200 as opposed to 80 for the men). In response to the 

first question in the series-'"if a couple wanted no more 
men womenchildren-it is interesting that more and 

would use abortion if they, themselves, wanted no more 

children than those who approved of it in general. 

The proportion of admitted induced abortion is lowest 

for the first pregnancy (0.3%) and rises to a high of 6.2%o 

for pregnancy number nine and remains fairly high there

after (Scrimshaw 1973: 146). While this means that older 

women are inducing more abortions, they are also more 

likely to want to because of higher parity. Strength in 
may help, but it is not the only factor.decision-making 

Besides the practice of induced abortion, knowledge and 

use levels of contraception were higher in Guayaquil. 

Knowledge ranged as high as 80o (men) and 89o (wo
men) for the pill. Men's knowledge of male methods was 

significantly greater than women's knowledge of female 
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ATTITUDES ON ABORTION AMONG MEN AND WOMEN 

Table 1. If You Want No More Children Table 2. If You flave Too Many Children to Support 

Men Women Men Women 
N % N 0 N N o 

I yes 53 5 177 6 lyes 203 18 723 25Ono 1096 95 2757 94 Ono 936 82 2212 75 
Total 1149 100 2934 100 Total 1139 100 2935 100 

2 
x2= 2.87 p> .01 2x = 21.28 p< .01 

Table 3. If Your (or Your Wife's) Life Would be Table 4. If You (or Your Wife) Do Not Want Another 
Endangered by Pregnancy Another Child 

Men Women Men Women 
N % N N N 

Iyes 994 237187 81 1 no 1032 92 2492 88Ono 144 13 563 19 
 2yes 87 337
8 12
 
Total 1138 2934100 100 Total 1119 100 2829 100 

2x = 23.95 P< .01 2x = 14.0 p< .01 

contraceptive measures (Scrimshaw 1973: 165). Men's women at 44%, while current use was 22 percent. Howattitudes towards contraceptives were more negative than ever, this figure includes all attempts to prevent pregwomen's (Scrimshaw 1973: 169). The ethnographic data nancy, whether effective or not. The data on attitudesrepeatedly confirmed this as the men imagined all sorts of and use are summarized in Tables 5, 6, and 7. It is obhorrors emanating from the various methods. For ex- vious that many methods were used by women despiteample, some felt that the pill would "eat the red blood their partners' disapproval, or without their knowledge.
cells" or change a woman's temperament, or that withdrawal would make a man's head swell up. Despite the The mean ideal family size also differed for men andnegative male attitudes, use of contraception was high for women, at 2.96 and 2.83, respectively. The difference is 

Table 5. Knowledge of Contraceptive Methods for Urban Men and Women 

Men Women 
Method No Knowledge Volunteered Probed Total No Knowledge Volunteered Probed Total 

N % N % N % N 00 N % N % N % N % 
Pill 
IUD 
Condom 
Coitus lnterruptus 
FoamTablet 
Jelly/Cream 
Douche 
Foam 
Rhythm 
Injection 
Diaphragm 
Sterilization 

233 
736 
302 
422 
760 

1011 
764 
1112 
550 
449 
990 
335 

20 
64 
26 
37 
66 
88 
t65 
96 
48 
39 
86 
29 

705 
98 

237 
79 

101 
32 
48 
9 

103 
314 
30 

171 

61 
8 

21 
7 
9 
3 
4 
1 
9 

27 
3 

15 

214 
318 
613 
650 
289 
109 
341 
31 

502 
389 
133 
638 

19 
28 
53 
56 
25 
9 
30 
3 

43 
34 
1I 
56 

1152 
1152 
1152 
1151 
1150 
1152 
1152 
1152 
1152 
1155 
1153 
1144 

100 492 
100 1478 
100 1722 
100 1841 
100 1833 
100 2563 
100 1801 
100 2849 
100 1511 
100 1057 
100 2610 
100 895 

17 
50 
59 
63 
62 
87 
61 
97 
51 
36 
89 
31 

1947 
493 
190 
80 

416 
98 

320 
19 

192 
858 
74 

363 

66 
17 
6 
3 

14 
3 
8 
1 
7 

29 
2 

12 

501 
964 

1023 
1015 
687 
274 
904 
67 

1232 
1020 
251 

1678 

17 
33 
35 
34 
23 

9 
31 
2 

42 
35 
9 

57 

2936 
2936 
2936 
2936 
1936 
2936 
2935 
2935 
2935 
2935 
2935 
2936 

100 
100 
100 
100 
100 
100 
I10 
100 
100 
100 
100 
100 
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Table 6. Attitudes Towards Contraceptive Methods for Urban Men and Wonin 

Men Women 
Method Negative Neutral Positive Total Negative Neutral Positive Total 

N To N 0%o N 00 N %o N %o N 0o N 070 N % 

Pill 518 65 0 0 280 35 798 100 1340 62 0 0 805 38 2146 100 
100 905 71 0 0 377 29 1282 100
IUD 220 65 0 0 117 35 337 


29 762 100 726 75 0 0 249 25 975 190Condom 539 71 0 0 223 
Coitus Interruptus 523 78 0 0 144 22 667 100 623 64 0 0 350 36 973 100 

FoamTablet 131 45 0 0 159 55 290 100 322 37 0 0 561 63 883 100 

Jelly/Cream 64 59 0 0 44 41 108 100 193 68 0 0 90 32 283 100 
355 283 576 51 1134 100Douche 154 43 95 27 106 30 100 275 24 25 

Foam 14 41 1 3 19 56 34 100 25 44 0 0 32 56 57 100 
24 254 18 828 58 1424 100
Rhythm 171 33 23 5 318 62 512 100 342 

605 32 393 21 880 47 1878 100Injection 342 62 20 4 189 34 551 100 
Diaphragm 71 62 2 2 41 36 114 100 159 49 75 23 91 28 325 100
 

100 867 47 250 14 717 39 1834 100Sterilization 366 52 82 11 261 37 709 

Note:The N's vary as people would only have attitudes towards methods they knew about. Also, some individuals did not 

express any attitude towards a particular method. 

Table 7. Use of Contraceptive Methods for Urban Men and Women 

Men Women 
No Use Past Current TotalNo Use Past Current TotalMethod 

N % N % N % N % N % N % N % 

8 77 7 1154 100 2365 81 377 13 191 6 2931 100Pill 981 85 96 
IUD 1125 97 13 1 17 2 1155 100 2824 96 51 2 56 2 2931 100 

<1 2931 100Condom 947 82 192 17 16 2 1155 100 2792 95 131 5 6 
4 2931 100Coitus Interruptus 915 79 180 16 60 5 1155 100 2542 87 270 9 118 

145 5 31 1 2931 100FoamTablet 1104 96 39 3 12 I 1155 100 2755 94 
98 41 1 5 < 1 2931 100.cily/Cream 1141 99 9 1 5 <1 1155 100 2885 

Douche 1088 94 57 5 10 1 1155 100 2675 91 203 7 53 2 2931 100 

Foam 1149 100 4 <1 2 <1 1155 100 2920 100 10 <1 0 0 2931 100 

Rhythm 982 85 106 9 67 6 1155 100 2493 85 297 10 141 5 2931 10 

Injection 1127 98 19 I 9 I 1155 100 2865 98 56 2 9 < 1 2931 100 
1 I1 1153 100 2916 100 11 1 4 1 2931 100Diaphragm 1148 100 4 

Sterilization 1II 97 6 I 26 2 1143 100 2835 97 8 <1 86 3 2931 100 

Note: Slight variations in the N's ref/lect no response on sonie items. 

statistically significant when a chi-square test is per- action on the women's part. I also feel that the Ecuador 

formed. A principal components analysis of the men in data is consistent with increasing female autonomy at 

the sample and their current spouses revealed that higher older ages, or later stages in life. While this could be said 

fertility is associated with disagreement about famiiy size to have less effect on fertility than if women rebelled 

and discrepancies in how each male perceives the other's earlier, women start childbearing early in this population. 

desired family size. The mean discrepancy in desired The median age at first pregnancy is between eighteen and 

family size for approximately 1,30( couples interviewed nineteen, and the mode is seventeen to eighteen. This 

was 1.49; that is, on the average, men wanted 1.49 more means that a woman may still have ten to fifteen years of 

children than their nates. Men also wanted more boys childbearing remaining when she is thirty and begins to 

than their mates by an average of 1.32. The men mis- gain more autonomy. In Guayaquil, at least, both contra

guessed their spouses' desired family size by .52 children. ceptive use and induced abortions are highest for the 
thirty to thirty-four age group. This may represent a corn-

In sum, the Ecuadorian couples illustrate both some dis- bination of being tired of childbearing and of increased 

agreement on fertility decisions and some independent independence in decision-making, both of which tended 
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to occur soon after thirty inthis population. Women over freedom to make decisions. It has also looked at malethirty-five years of age at the time of the interview (1971) female interaction, particularly in terms of decisions rewere in a cohort which has had less access to contracep- fated to fertility. It is clear that men 
do have a great dealtion all along and which experienced higher infant mor- of influence over women and their fertility. It is also evitality than is now the case. dent that women both covertly and overtly find ways to 
circumventCONCLUSIONS men to carry out their own wishes. This behavior becomes more overt as vomen progress from the 
sheltered, heavily-guarded earlier roles in life to theThis paper has hypothesized several stages of life for greater independence manifest in the well known LatinLatin American women in terms of their autonomy and American matriarch. 

REFERENCES
 

Arruijo, R. and T. Monreal. 1965. FileProblems of Induced Paul, tois. 1974. 
 rIe Mastery of Work and the Mystery of SexAbortion in ('hile, Mil bank Menorial Fund Quarlerly 43 iii a (uatcnalan Village. In M.Z. Rosaldo and L. Lam(4)Part 2: 263: 280. 
Boulding, ptiere, ed. Woman, Culture and Society. Stanford: Stan-Elise. 1975. Women, Bread and Babies: t)ireciing ford University Press.
All) to ifthWorld Farmers. Prescnted at a conference on Requeia, B.Mariano. 
 1965. Studies of Family Planning in theWorld iFood and Population (rises, Dallas, April 3,1975. Quinia Nornal t)istrict of Santiago. Milbank Memoriallu rleigh, Eli/abeth. 1976. 'ersonal (omnniicaltion. Hind Quarterly 43 (4)Part 2: 69-99.Butter, Ilora Cornelia. 1973. The Passi, e Female anrd Social Rogers, Susan C. 1975. -ematelForms of Power and the MythChange: A (ross CulItural (omparison of Women's Maga- of Male I)ominance. American Ethnologist, 2 (4): 727-756./inc Fiction. Ili A. Pascalello, ed. Female Schwartir,
and Male in R. 1973. Migration, Urban Living and the Family: ALatin America. I'ittsbirgh: Unitersitv of P1itisbirgh Press. Study Among Residents in fileSurburbios and Tugurios ofChailev, F. 1973. \Womleni in latin AmUterican Politics. Il A. cmuador. Report prepared for the International InstituteI'ascaitello, cd. Ieniale aud Male in latin America. Pits- for the Siiidy of lunar Reproduction, New, York.burgh: Utri\crsiiy of l'itisburgh Press. 1978. IFamil' Formation and tie Fiirst in Ecuador.BirthGarcia Marque/, Gabriel. 1971. One Ihundred Years of Soli- IliV.%tillerand I.. Newman, eds., The First Child andtide. Ne,,York: Aron. I aiiy I ornialion. Chapel flitt: The Carolina PoptlaiionCiever, i.A. 1970. Tie Ne\, L.alis. Ne\ York: l)oiibeda\'. ('enler.lall,
M. lrantcoise. 1965. Family 'lanning in Lina, Peru. Mil- Shakespeare, W. 1596-16(X). As You Like It. In FileCompletebank Menmrial IFund Quarterly 43 (4)Part 2: I(W)-16. Works of'Shakespeare. Loudon: Spring Books.Ilill, R., I.M. Stycos and K. Back. 1959. I1tie Famuily and Pop. Siuintons, A.B. 1974. Anbivalence to Small Families inRuralilation Control: A I'iierto Rican Experientu inSocial ILatin America. Social Biology 21 (Suniuner): 127-143.(hange. Chapel Ilill: LJiiersut of North Carolina Press. Siiions, A.l. and R. Cardona. 1973. Family Planning.Iaqiieite, lane. 1973. 1iterary Archvpes inand Female Role Cotombia. lnternational t)evelopmeni Research Centre,Ahernaties: TheWomen .aid tie Novel inLatin Aienicaa. Olura. Monograph No. (t192e.IliA. Iascaiello, ed. Fetuale and Male inLatin America. Sitinois, A.!1. aind M. Culgovski. 1975. If They Know, Whyl'itsiirgh: Unisersity of Pillshurgh Press. Don't thev Use? Selected Factors nfluerncingI lass, Paula II. 1976. Fertility Decision-Making Contraiii the latin ceptive Adoption iii Rural Latin America. Paper presentedAtierican olsexi. I'aper presented at tie Conference Lilt at ttle Antiuial Meceing of tine P'opulation Association ofWoinen ard I)evelopient, Wellsley College, 1976. America. Seattle, April 1975.Keller. Alan I. 1973. Patient Aitrition in Five \Me\ico City Slevens, F.P.. id. Marianistmo: The Other Face of Machismo.I:atnily 'lanin rg Clinics. II .I.M. Stycos, ed., Clinics, IliA. I'lscatello, ed., Female and Male illtatin America:(ontraception and C'omunication. New, York: Appleton- flit isburgh: University of Pittsburgh Press.Ceintuiv-Crofts. 

7 Stycs, .II. and P.(i. Marden. 1973. Ilealth and Fnamilv Plan-Kinier, Nora Scott. 19 3a. Priests, Maclios and Babies: Or ning i a Ihoduras Barrio. In ..AI. Stycos, ed., ClinicsILatin Anierican Wormen an(t the Ntanichaen Iteresey. Cotraception and Coiuinication. New York: Appleton.htirual of Marriage and the I aittilv (Mav): 3(g)-312. ('CeIlry-.Crofi.s.19731b. Vormen IProfessionals ii B,iie.os Aires. IliA. il'as- :itycos, .I.M. 1968. EIhiian lertility iii Latin America. Ithaca:catetlo, edI.,Female and NIale iii Latin America. Pills- Cornell University Press.burgh: Uni\ersivty of Pittsburgh Press. 1955.Fatiily and Fertility inPluerto Rico: A Study of theIes,isOscar. 1965. 1 a Vida. Ne\s York: Randoi I louse. 1963. I.oswer Iilcotne Group. New York: Columbia UniversityLife illa Mexicait Village: lepol/lan Restudied. Urbana: Press.University of Pittsburgh Press. Thonmas, '.S. and V. Garrison. 1975. A General Systems ViewMundigo, A.I. 1973. Ihoudiir', Resisited: The Clinic and Its of ('oniunilyMental Hlealth. Eli ellak and Barter, eds.,Clientele. Ili ..M. Stycos, ed., Clinics, Contraception and progress in Conunititv Men tat Health, vol. 3. Nes,' York:Coutltcltio. New York: Applet on-Cciltiry-Crof s. BItrunner-Mael. 



186 Scrimshaw 

ACKNOWLEDGMENTS 

A portion of this paper includes data collected in Ecuador 
in 1971 for a project financed by USAID (AID/ csd 2474 

Task Order 3B). USAID's support of that research is 

greatly appreciated. 

I would also like to acknowledge the valuable help of 

Elizabeth Burleigh in both research assistance and com-

ments for this paper. 

EDITOR'S STATEMENT 

"Stages in Women's Lives" first appeared in Medical 
1978. The editors gratefully ac-Anthropology, Summer 

knowledge permission to reprint this article in its entirety 

in this monograph. In spite of an editorial policy exclud

ing previously published manuscripts, the editors felt 

strongly that Dr. Scrimshaw's article offered important 
insights our readers would appreciate. 



Cultural, Soeial, Political and 
Religious Factors Affecting
Voluntary Sterilization in Pakistan 

Fakhar un-Nisa 

Demographic Situation 

Pakistan has 72 million people. Its annual growth rate isapproximately 2.9 percent. Its total area is310,304 square
miles, creating a population density of 210 persons per 
square mile. The overall dependency ratio is above fortyseven. Pakistan is primarily an agricultural country with
three-fourths of Its people t'arming the land, so that one 
major barier to acceptance of a voluntary surgical contraception program is the belief that permanent contra-
ception will deprive the family of more working hands in
the fields. 

The second obstacle to our program is a lack of communication and transportation facilities. Roads are few 
and many villages are connected to the nearest town by a 
kutcha road, which is usuitable for automobiles. Villages are completely cut off from the nearest post office 
and hospital during the rainy season. The survey conducted in the pilot project of female sterilization at Lady
Willingdon Hospital showed that 60% of the patients had 
to travel by tonga (horse or cattle driven vehicle) to get a 
bus. 

With a literacy rate of only 20%, a large number of peo-
ple cannot be reached by ordinary means of communica-
tion. Much greater effort isrequired to communicate with 
a person who cannot read. Messages in pictorial language 
or through the mass media like radio or telev;.,ion are
much ni;rc expensive and beyond the means ,, ,, vr.un-
tary organization. 

Another obstacle is the fear and anxiety among illiterate

people about a surgical method of contraception. The

problem, then, is to reach them and help to discard old
misconceptions and anxieties. Time and much more in-
tensive efforts are needed to make this program accept-able and popualr. 

The fourth major problem in our country is a high infantmortality rate of about 135 per thousand. But people are 
not ready to adopt a permanent method of surgical con-
traception at ayounger age, especially when their children 
are young, because of the fear of losing them. 

To improve the situation and to make the surgical method
of contraception more popular, we also have to offer acomprehensive family welfare program that provides
basic health and education facilities, vaccination, and 

some treatment for ordinary ailments like malaria, dysen
tery and anemia. 

In my country, there are three organizations that are 
presently active in family planning: 

Theg. Population Planning Council h aPakistan,
tion Planning Department to set up clinics for surgi

cal contraception in different hospitals. However,
its major role is in field motivation. 

2. The F.P.A.P., working since 1950, runs four clinics 
for surgical contraception. 

3. 	The P.N.A.V.S., now called FRAP, works at the 
grasss roots level to promote voluntary sterilization. 

The number of acceptors has risen during the past few 

Table 1. Lady Willingdon Hospital, Lahore 

Year 	 No. of Acceptors 
1972 149 
1973 200
 
1974 
 260 
1975 708 
1976 1071 
1977 774
 
1978 
 517 

Table 2 shows the estimated current sterilization users in 
Pakistan. 
Reasons for Acceptance 

Surgical contraception is a permanent, simple, effective,
and safe method of fertility control for those who have 
completed their desired family size. 
Reasons for Non-Acceptance 

0 	Non-availability of transportation for rural popula
tion to reach the service center. 
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Table 2, Estimated Current Sterilization Users, Pakistan Program 1967-1981" 

76-77 78-79 79-8(0 80-81
69-70 70-71 71-72 72-73 73-74 74-75 75-76 77-78Year _76-67 -68 68-69 

0 _ 5 . 
66-67 1826 1459 _

67-1 14558 
11835I6875844 ( 

_8-7 3089 2059k9 1031) 

10 431 _ 954 477_
1029 479_ 

33 -I -I 
70-71 

__ 1656 1324 993 662 31 
71-72 6331898 582 1266 9497 .7.2.. ..- .3 3164 

_1652 1239 
73-74 - -401 

2892 2479 2066 

6228 5450 4671 3892 3114
74-75 7785 

126001)1) 2(X) 98MX 84(M 7(X)
75__614_XX 24(X)i 270(H) _21(XX)-I(80(X)240MX 776 _ - ----79-778 

-3(XXXX)

80-81 ___ 
 67417 118369 29780 385032 6437Toal 

*These figures are based on acttal performanee datapro vided b' the Population Planning Councilfor the years 1966-67 

through 75- 76. The figures in the vertical coluinns for 76- 77 and beyond are based on a 10016 reduction each year in the 

original number reported sterilized in each of the previous ten years. Thus, of 14,558 reported sterilized in 67-68, 10% 

or 1.,459 are still considered to be in the 15-44 age group and current users ofsterilization nine )ears later in 76- 77. The 

following year, all of this cohort are considered to have passed 45 years of age and out of the program. 

The totals given horizontally include those projectedlfor sterilization each Year plus those carried over from previous 

attrition .formula.Years as current users on the basis of the 10% 

At the moment, all these centers a.e in big towns, 80% in 
" Irreversible method, not desirable in view of high 

teaching hospitals.infant mortality in Pakistan. 

" Fear and anxiety in the minds of illiterate people, We interic, to spread it further to district and tehsil level 
and later i, rural health centers as a part-time facility.associated with any surgical procedure. 

TiendsCharacteristics of Acceptor 

Usually multipara with average parity of 4.5, average age Sterilization will become increasingly popular. Economic 
and population33, lower middle class, very little education, Muslim, pressure, growing needs of the society, 

forced by economic pressure to choose a simple, conven- pressure are all factors contributing to the public's in

ient and effective method of surgical contraception. creased awareness of the need to limit their families. 

Existence of Voluntary Sterilization Service Program An attitudinal survey carried out by PNAVS in 1977 indi
that most females favor sterilization. However,cated 

a male child very often counteracts the 
Five large centers for training of laparoscopy, minilap desire to have 

and other techniques of female sterilization run with the acceptance of sterilization.
 

help of the Government, PIEGO and IPAVS. In addi
by FPAP. There Young male adults have a more favorable attitude 

tion, we have five service centers run to

are seven more service centers located in different towns, wards voluntary sterilization than the older generation. 



Sterilization: A Bridge to Preventive 
Health Care for Acceptors and 
Their Families 

Polly Fortier Harrison 

It is not uncommon to hear sterilization spoken of in two 
different ways: as a therapeutic isolate, a one-time medi-
cal event which should be supplemented or enhanced to 
legitimate it as a health service; or, as just one element of 
a public hea!th delivery system or family planning pro-
gram. RecCnt anthropological fieldwork in rural El Salva-
dor and Panama (I) suggests the latter-that sterilization 
can produce a ripple effect. Offered through public 
health facilities, sterilization actually pulls women into 
preventive health activities in which they might otherwise 
not have become involved. 

Four assumptions inform this presentation. One is that 
"acceptors" are understood to be female. While there are 
some male acceptors in both countries, particularly El 
Salvador, the majority of surgical contraception users are 
women. Second, the term "preventive services" includes 
preventive health education. Third, the accepted model is 
a fixed facility system. Fourth, for logistical as well as 
cultural reasons, some women will bcam their babies in a 
public health facility; this number is growing vith the in-
creased awareness of and availability of service. 

BACKGROUND 

Some basic socioc1 Itural facts underlie health behavior in 
both El Salvado" and Panama. While minor variations 
between and within these countries exist, certain charac-
teristics-seemingly random and disparate-in fact, form 
a coherent fabric of thought and behavior, 

First, in the rural populations studied, concepts of ntod-
ern preventive medical behavior are inconsistent, poorly 
developed, and rarely translated into action. There is a 
pervasie sense of environmental fatalism; given the con-
ditions of rural life, illness is inevitable. While indigenous 
preventive health concepts and behavior prevail, e.g., the 
use of amulets and charnis, concern for maintaining hot-
and-cold body equilibrium, and dietary restrictions, 
campesinos have not tied such thinking to modern pre-
% five techniques. To them, oo parallelism seems to 
exist. For example, vaccination ha; come to be valued, 
but follow-up on boosters is erratic. Preventive-cure-
curative control programs for malaria, venereal disease, 
and tuberculosis also present major problems of continu-
ance and compliance. 

Second, tihe client view of the modern medical system is, 
accurately enough, hierarchical. Doctors cure. Nurses, 

auxiliaries, rural health aides are at best minor curers; 
mostly they are seen as deliverers of health messages 
Doctors counsel on, refer for, or perform sterilization 
operations. Other people talk about family planning. 
Prestige is awarded accordingly; family planning becomes 
the poor relation. Erratic clinic attendance accurately re
fleets these status perceptions; on tile days the doctor 
arrives with the mobile health team, attendance is some
times overwhelmingly high; on other days it is scanty. 

Third, in rural clinics, women are the primary recipients 
of service, Men appear infrequently, depending on the 
extent of services offered. Notably absent are female 
teenagers. In the Panamanian village studied, there were 
virtually no females between ages 14 and 17; they had mi
grated to Panama City, to earn the cash rural families 
needed as, more and more often, their sutbsistenc, allot
ments grew smaller and poorer. Usually uninstructed by 
their mothers, untutored by the rural public health sys
fern, they appear later in urban public health systems, un
willingly, and too soon pregnant. 

Fourth, clients appear to share tile same confusion and 
doubts about tile proper mode of integrating health serv
ice as do health planners. In Panama, womei, who walked 
for three hours to bring their children for well. baby clinic 
were unhappy about having to return another day for 
family planning. In El Salvador, women complained bit
terly about the sequencing of patie.a consultations, which 
made it all too apparent who was "planning" a behavior 
still not without a certain stigma. In both countries, prac
titioners and clients alike found that the pressure of time, 
noise, and fatigue created an environment hostile to satis
factory health education. In both countries, there was 
gratitude for the availability of any services, mixed with 
ambivalence about the quality of those services. 

Fifth, except perhaps for primagravidas, pregnancy amid 
childbirth are often viewed as a sort of illness or at least 
an undesirable health condition from whichi one must be 
cured, relieved, and, of course, delivered. As a logical 
consequence of this view, since modern medicine is per
ceived as essentially curative, sterilization becomes a cure 
for childbearing. Family planning is primarily preven
tion. The decision-making process and management of 
tile two contraceptive modalitics-spacing and termina
tion-are quite different in miany cases; in fact, many 
wotnen indicated that they did not consider "the opera
tion" (/a operacic n) a family planning method. 
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As national-level statistics reflect (2), interest in and corn- and may even motivate these same women to seek 
mitiment to surgical contraception is high, even passion- subsequent examinations. 
ate, whereas attitudes tovward reversible methods are gen- * It isbringing some women, for a least one preg
erally ambivalent and fraught with anxiety, particularly nancy-perhaps their most da o n i 
concernin, side-effects and hcalth risks. In 1976, when the preventive health system for pre-natal care in 
the statistics were gathered, referrals were obtained thea re triiehal sysemfe atal are in 
through the clinic doctor, thus enhancing enrollment in 	 areas where traditional idwife availability and ex

pertise are limited.pre-natal surveillance programs. In turn, hospital child-


birth was promoted in value, with the assucance of the * Because of the tetanus injections given mothers en
case and confidentiality of sterilization, among women rolled in clinic pre-natal programs, a certain number
 
who had had major reservations about the gynecological of neonatal deaths are averted, a preventive service
 
examination and hospital childbirth. This growing pref- by definition.
 
erence is manifested by a decline in the numbers and pres- P Similarly, sterilizations are bringing mothers who are
 
ige of traditional midwives, whose role in pre-natal and generally at high risk due to age and/or parity to
 

post-natal care is now very limited and whose interest in general at hih riar
 
promoting family planning, and providing various sorts of hospitals for childbirth.
 
referrals is predictably low. • Finally, hospital supervision of lactation can some

times insure utilization of the colostrum, thus pro-
Finally, as inmost societies, the puerrerium is perceived. viding protection for infants who will return to home 
for good reason, as a period of extreme danger for both environments often hostile to health maintenance. 
mother and child, particularly the child. Infant illnesses, 
e.g., gastroenteritic and diarrhcal diseases, are often \Vhat remains to be done in this fixed facility model, re
masked by folkloric syndromes Iilnked to supernatural cognizing the limitations inherent in its design, is to ex
causes or Mother's dietary violations. As a result, first ploit its preventive educational potential, an educational 
recourse is to traditional home ctucs or indigenous heal- activity that the cultural and medical evidence suggests 
ers; the secondary result can be a dangcrous, perhaps should be targeted quite precisely at tvo issues: 
fatal, delay. The peril for tileneonate is exacerbated in El I.Proper care of the nc\born, specifically in tie 
Salvador by the loss of various protection afforded by the identification and managebnt of infant illnesses,identificatinoand managmentiofhinfatxillnesses 
not cr'; colost ruin, xhich is expressed. 	 to help rural inothers to better confront a period 

IMPLICATIONS AN) CONCLUSIONS 	 .iustifiabtl associated with great anxiety and risk. 
2. What I consider a family- and cornlmuwity-oriented 

Against tlhis background, \,hat does tiledrive toward 2Wh Inie a fatit a tithere
preventive health service, that is, at leas, the presterilization imply for rural \vonen and their families ill 

terms of expanded preventive health services? How has it liinary motivation of mottilers whO hatsehaunost
collie to pass thatactsacurative,ileffctasone-time, medical occurence parttm sterilizationMany oft toteselnctionrwomnl as satisfied usernlanetforW~llellwhomigh oter-pronmters. are old enough to 
acts,ie t a fhave te-age daughters, the fit tire migrants, un

a l ll e t mo ns u nich has tradiiionally entailed high have d i twise stay ill a system wvh 
lieallh risks to mother and infant? I offer the following ptored sexuallyp, who will cole to constittle the 

resposes:prenmat urely pregnant. Properly managed, sensitive 
responses: maternal motivation and education after steriliza-

Sterilization is offering some women, especially in tion can prevent not only additional births among 
cases of interval sterilization, their first chance for a the maternal generation but among tiledaughters 
preventive/diagnostic gynecological examination, these mothers have borne and bred. 
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A Strategy for the Development of a 
National Surgical Sterilization 
Program in Pakistan, 1976-1981 

/ 

Fakhar un-Nisa 

OBJECTIVES 
l. 	 To provide surgical sterilization services of high tech-

with maximumnical excellence, free from coercion, 
availability in both rural and urban areas; 

2. 	To use existing hospital facilities, upgrading and ex-
panding if necessary; to provide needed equipment 
and supplies, and mobilize personnel and other facili-
ties for part-time service in rural hospitals and health 
centers; 

3. 	To ensure that each acceptor of sterilization is fully in-
formed and courteously treated, is provided with high 
quality medical and surgical service, and is properly 
followed up after the operation; 

4. 	 To mount an intensive training effort to prepare the 
needed medical/paramedical personnel to maintain 
both quantity and quality of sterilization services; 

5. To design and field a program to popularize steriliza-
tion, involving government leadership at all levels, the 
medical professional, health and population planning 
field workers, voluntary agencies, the general public, 
all generating a growing number of satisfied acceptors 
who then effectively motivate new acceptors; 

6. 	To aim for administrative integration of the steriliza-
tion program into each participating hospital's total 
services, w,h full support from the national popula-
tion planning program; 

use of all available financial re
7. To ensure maximum 

sources, public, private, national and international; 

8. To develop evaluation mechanisms for all phases of 
the sterilization program; 

9. 	To design and implement research studies of social 
and cultural barriers to acceptance, and to identify 
program elements requiring pre-implementation 
study. 

PROGRAM COMPONENTS 

This strategy calls for consistently excellent medical serv- 
ices delivered in hospitals by qualified medical practi-
tioners using specially designed surgical facilities to pro-
vide easy availability of both male and female steriliza-
tion. It includes: 

* Phased development of 400 sterilization centers 
based in hospitals at metropolitan, district, tehsil and 
rural health center levels. These may include: 

- Sixteen full time, large urban hospital-based cen
ters, affiliated wherever possible with medical colleges, offering all methods of sterilization for both 
males and females. 

- Three-hundred and eighty-four part time centers,
located in all district hospitals, most tehsil hospi
tals, selected government and private health cen
ters, and private hospitals, offeung minilaparoto
my and vasectomy services on a regularly sched
uled basis 2-4 times a week. 

As an outreach to rural areas not served by a per
manent sterilization center, teams of surgeons and 
ancillary medical personnel from the urban centers 
may be mobilized to conduct 1-5 day "camps" at 
nearby district, tehsil and sub-tehsil hospitals and 
health centers. These camps will supplement facilities 
and equipment already available in these peripheral
institutions. The operations may be performed by 
surgeons from the urban center or, if local trained 
practitioners are available, they may be provided es
sential supplies, equipment and staff support neces
sary to field the "camp." 

The program must be carefully planned 	at least two 
months in advance with adequate notice given to 
field staff to recruit cases. An alternative approach 
would be to wait until the requisite number of cases 
is guaranteed in a given rural hospital/clinic and thenmobilize the team required to do ,the job. 

Operating theaters in all 400 sterilization centers 
should be provided with equipment of superior qual
ity. Operating theaters in the i6 sterilization training 
centers should be used exclusively for sterilization. 

Those in the remaining sterilization service centers 
may be used for other surgical procedures provided 
I) fixed dates and times are reserved for sterilization 
operations, preferably at least two half-days a week, 
and 2) priority is given to their use for sterilization at 
all other times. 

Follow-up services of high quality and consistency 
must be assured every acceptor of surgical steriliza
tion. In urban areas, patients can return to the sterili
zation center if complications arise, and routinely on 
the 7th or 8th postoperative day for removal of 
stitches. 

In rural areas, postoperative patients who have 
come long distances may need to be kept overnight in 
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those centers and camps, checked for complications of spare parts, components and facilities for all 
in the morning, and then seut home. Absorbable minor repairs. The stock should include a number 
stitches nmay need to be used here, thus eliminating a of spare laparoscopes which may be issued to 
return trip for rcmoval. tome visits within a week of' sterilization centers while their scopes are abroad 
surgery should be arranged in all cases not other- undergoing major repair.
wise followed tip, to be conducted by thle resident fe

wok fmilt as 

lale Population Planning feld worker or the amily cians 


male oultionLIPlan fibelductd the 1Provide consultation service needed. Techni
must be free to fly to any point in Pakistan 

elfare visitor. Complications should he t tt %wherelaparoscopy is being done, for maintenance, 
the nearest sterilization center, health center, hospi- repair and component exchange. 
tal or other medical facility with a doctor in atten
dance f'or diagnosis and treamnt . While sterilization is the prime focus of services of-

It is important that transportation be provided for fered through the 400 designated centers, it is impor
acceptors of sterilization, particular!y women. tant that each center provide the usual spectrum of 
ITransport is also required to move staff and equip- family planning, maternal and child care services. 
ment for totivational and field service vork. One This is primarily the responsibility of the FWV, with 
microbus-rype %chicle and drivcr are :ieccessary for participati,.n by doctors and others as necessary. 
tile exclusive use of each sterilizatioi center, in addi
tion to an adequate budget for its operation, mainte

nmceand repair. 	 TRAINING AND MANPOWER DEVELOPMENT 

" 	No incentives are to be given to steriliiation accep
tors other than free ser.ice of cxcel lent medical qual- At the outset, high priority should be given to the estab
it.,,ease of availability, transport and adequate lishment of the 16 large urban hospital-based sterilization 
follow,-up. While tle govrnintent-provided service facilities as./rinaltraining centers. Both physicians and 
should remaint free, there should be i1 objection to paramedical workers requiring training through these 
trained private practitioners charging fees for the centers can be rotated. When fully operative, each STC 
sterilizations they pert'orm. A fixed honorarium nJay and their paramedical assistants should be able to train 
be arranged for those surgeons itt govcrlnment serv- 2-4 doctors a month in ninilaparotomy and/or vasecto
ice, providing rcintutcration of Rs. 200-300 per day. mny techniqucs. 
Private practitioners may be contracted similarly. 

Training in tile tcchniques of' minilaparotomy should be 
Hospitals should be gicin a subsidy of Rs. 100 per given highest priority, ald made available to any quali
sterilization payable to the hospital managerient ficd1 pysician in Pa kistarn wo is already doing surgery 
covering all surgical experscs, including medication, and wishes to learn this skill. The training should be given 
anesthetics, dressings, vertire payients to para- at the STCs. The average surgeon can learn the technique 
tedical staf, and otter expenses. ii, 2-4 days if 10 or 12 cases are available. 

No payment should be made to field workers or dais 
for referrals. This is an integral part of' tile field Lalaroscoplv is best conducted in large hospitals and per

workers' job. Dais should be hired oil a part time formed only by highly experienced surgeons. Twenty-
Olree are already trained and certlicd inthis technique inbasis. 
Pakistan. Future training may be confined to a very few 

It is ituperatiye that any strategy for sterilization carefully selected ob/gyn surgeons. A maxinmum of 50 is 
services include a capability of repairing and main- coiisidCred sufficient. Training in this technique should 
aiing equilmeni, particularly laparoscopes.There also be made available at the 16 STCs, obviating the need 

appears to be a corsernsus among local laparoscopists to go abroad; however, some practitioners may need 
that this capabilily should be lirnited to minor repairs training abrozid to learn new techniqties. 
and the replacennt of defective parts and compo
nents, with arrangement for the rapid transmittal of All 400 service points will be provided a basic team con
major comporeits, particularly tlie optics, to points sistiug of a part-time surgeon, a FWV/IH V,avah, and a 
abroad where definiti e major repair is possible. maie orderly. 
Willtthis in mind, tilef'ollow\ing steps should be 
taken: The STCs will be provided additional staff, including a 

- Select I or 2 technicians for irairnitig in mirror surgical nurse, part-tie anesthetist, and another orderly. 
Ilaparoscolpe lepair aind ma,intenance. Training for all these paramedical assistants shottld be 

giveit at the STCs. 
- Arrange for their training, preferably in-country, 

bit abroad if necessary. P11:iO, AVS, and UN- Privae, non-goveriuumnt doctors a+swell as gov,,ernmllent
FPIA/\II() can facilitate this. hired physicians whose practice includes surgery may be 

- Set ip and cqulip I or 2 "first aid" stations, ideally trained, equipped with tire necessary instrmierts, and en
located ill lahore and Karachi, with i a full supply cotiraged to expand their practice to include sterilization. 
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Medical colleges need to revise training requirements. MANAGEMENT AND SUPERVISION 
Theoretical and practical training illall sterilization tech
niques must become compulsory for all students. Sixth h isimportant that the full integration of sterilization 
year students should be required to assist with at least one services with on-going programs be achieved at every level 
case of vasectomy, mi nilaparotony and laparoscopy. and in all hospitals. The director of cacti hospital should 
House surgeons should be required to perform at least manage the sterilization services in his hospital as an in
five cases of vasectomy and minilaparotony during their corporated part of the total institutional services. Ad
house residency. ministratively, officers of the government's population 

planning prorani should relate to participating hospitals 
Descriptive printed materials of' up-to-date information in a "staff"' rather than a '"ine" relationship, provid
on all modern techniques of sterilization should be made ing full support and back-up, but exercising no direct 
available to all trainees. management functions. i nese remain the sole responsi

bilily of the hospital administration, whether public or 
Valuable assistance in training is available through private. 
WHO, PIEGO, AVS and other international oraniza- A technical advisory board should be constituted to re
tions. To take full advantage of the facilities offered A t e o r y bo a l i ns titenancerepr l d 
through these organizations, better liaison with them view the program periodically, insuring maintenance of
should be developed by the government's population the highest medical standards. This group should include 
plarning program. 	 respected practicing surgeons from both public and pri

vate sectors, representatives of ob/gyn departments of 
COMMUNICATIONS medical colleges, the PMA, and the National Association 

for Voluntary Sterilization. This group should also ar-
An effective comiiurnication program will have to: range for periodic visits to participating hospitals to in

sure the maintenance of medical standards.
 
" Develop an awareness among tile
nation's political 
and religious leader'; of the need for a sterilization l)PPOs and other peripheral staff of the Population 
program an gain their cooperation and support. Planriig Program must organize and manage consistent 

" Fully inform the population planning and health recruitment of cases. It is their responsibility to insure 
programn staffs of current sterilization technology, that each participating hospital has a full quota of sterili~' zation cases for each of the designated operating days,
olans for its field application, and the role of each 
vorker in tie national program. Recruiters must be that adcquale transport is available, and that out-of
well-infornied about sterilization and must not enlist hospital follow-up is arranged for with field workers or 
participants through misleading information. farriilv welfare visitors. They must insure that progress 

reports are properly, accurately and consistently comn" 	Identify infornnal leaders throughout tilenation and piled and dispatched by all participating hospitals.
give them factual information about modern sterili
zation technology and its practical application in A mechanism for tie stable allotment of funds, equip-
Pakistan. This should include dais arid indigenous ment and supplies to tilehospitals is essential. Population
practitioners as well as allopathic physicians; agri- program officers must take responsibility for this. 
cultural extension workers; school teachers, and 
olhers. 

FUNI)NG* 	Mobilize all media to carry the sterilization message Fe Population Planning Program rust insure that ade
without restriction of any kind. The messages must 
be specific, elling time and place where service is quate funds are available for implementation of steriliza
available, and describing tileprocedures, accormpa- tion services. Sources include the Government of Paki
nied by diagrams, pictorial illustrations, and other stan, voluntary agencies, and foreign donors.
 
aids.
 

Maxiniurii requirements will be in teriis of local currency.* 	Develop a vigorous in-house promotional program Foreign exchange requirements should remain modest 
iii each participating hospital, with active involve- throughout tie program, unless grants are made aailable 
merit of all hospital staffs, but particularly the fe- by fo reign donors for conversion to rupees.
 
male recruiters. Both in- and outpatients need to be
inforried (if thre availability (if steriiatcwhfocus on theiost al- of' lizationr, with Major rupas expenditures will be necessary for:urnru
 
mothers. * Reniodelling/expansion of surgical facilities;
 

FOSOlile 110Ivulnerable group, thle post partL11 

" Effectively itilize tire resources of voluntary agencies 	 o Assuring the availability of equipment and supplies;
such as the Pakistan National Association for Vol
titary Sterilization, Family Planning Association of * Subsidizing of hospital operating costs;

Pakistan, and others to 
develop appropriate and e Maintaining the field organization of tile Population
innovative sterilization-related messages for motivat- Planning Division for recruitment, follow-up and 
ing various groups in society. 	 other activities; 
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" Transporting, 
operating; 

purchasing, maintaining, repairing, * Religious, cultural constraints on acceptance of any 
sterilization procedures; 

" Researching. 

Foreign exchange may be needed for:criensrvc; 

a Acceptability of vasectomy; 

F The role of the dais, indigenous practitioners in re
cruitment service-s; 

" Purchasing and importing equipment and supplies 
not available in Pakistan; 

" Arranging overseas training, observation tours; 

Hiring foreign technical consultants; 

0 Requirements for the remuneration of doctors; 

* "Camp" approach in rural areas; 

@Effective motivational approaches for various 
groups insociety; 

• Converting to rupees for general program support, 
training, research, evaluation. 

• Effective use of the mass media; 

0 Effective follow-up approaches. 

EVALUATION 
-

The major evaluative criterion will be the number of new 
acceptors of sterilization. In time, the average number of 
living children per acceptor should decline, ultimately 
resulting in a decline in fertility rates. 

Evaluative mechanisms need to be written into the formal 
plan. These should include both internal or continuing 
evaluation, and a more formal, preferably external, 
evaluation. Specific evaluative criteria need to be devised 
for every element of the program, including services, 
communications, motivational effectiveness of field 
staff, reporting and recording. 

Many of the dimensions suggested in this strategy need 
to be studied carefully on a small scale before nationwide 
implementation. Particularly urgent is action-oriented 
research in the following areas: 

Research may be sponosred directly by the government 
through TREC, DPARC, NRIFC, and others, or by in
directly utilizing contracts/agreements with Pakistani or 
foreign organizations. 

Of particular importance is the input of both internation
al and national voluntary agencies, notably tne Inter
natonal Project of the Association for Voluntary Steril
ization, the Johns Hopkins University Program of Inter
national Education in Gynecology and Obstetrics, Family 
Planning International Assistance, the World Health 
Organization, Pakistan National Association for Volun
taiy Sterilization, and the Family Planning Association1 of 
Pakistan. A i-rimary thrust of these organizations has 
been the fielding of numerous pilot studies in laparoscopy 
and minilaparotomy, and demonstration of effective ap
proaches to service delivery both via hospital and outpa
tient clinics. Resources of these organizations should be 
mobilized to expand this action-type research, focusing 
on the aspects of t.,s strategy cited above as needful of 
research. 



Feasibility Studies Regarding 
Determinants of Demand for 
Voluntary Sterilization 

J.C. Baltazar and L.B. Valencia 

In the recent past there has been an increase in the num-
ber of adopters of' surgical sterilization as a method for 
controlling fertility. The estimated number of adopters in 
a community is a basic requirement for the proper plan-
ning, organization and management of health and fertili-
ty-related services, 

While demographic techniques arc already available for 
calculating the number of users of all methods of fertility 
control, the basic problem is left untouched, i.e., estab-
lishing specific determinants of the demand for a particu-
lar contracepiive like voluntary sterilization. The problem 
can be argued from two perspectives. In a society where a 
family planning program is within the overall context of 
integrated health services, services provided are already 
utilized by an increasing number of acceptors. Within this 
framework of "natural growth" of the service, critical 
factors include the demographic profile of adopters: iden-
tification of couples with particular emphasis on those 
who are "sterilization prone." In other words, tile first 
level of determinants relate to the adopter as he/she inter-
acts with his/her biological, cultural, psychological and 
educational milieu. In addition to such individual factors, 
the individual's opportunity for service utilization, e.g., 
availability and cost of services, must be considered ,I). 

From another perspective, voluntary sterilization can be 
categorized as a separate sub-program of family plan-
ning. The dimensions underlying its delivery on a national 
level need to be established. In cases where a program of 
voluntary sterilization is nonexistent, feasibility studies 
are needed to organize an efficient delivery system. Such 
studies become the essential research tool to determine 
the demand for voluntary sterilization at thc ,onn1unity 
level. Relevant information includes niciical and health
related data such as manpower and facilities; demo-
graphic data; sociological and psychological data; and 
administrative implications like the political climate and a 
policy of government intervention, 

This paper will explore the first position, 

PREVIOUS STUDIES 

Numerous studies describing acceptors of voluntary 
sterilization have been svrmmarized in a special mono-
graph (2). fhe following inferences have been drawn: 

* 	Female sterilization adopters outnumber males in 
most countries. This sex differential has been related 

to a variety of factors, such as availability of serv
ices, attitudes of policy makers and health providers, 
cultural beliefs, and the individual couple', feelings. 
Misconceptions about vasectomy (e.g., equating it 
with castration, or believing it affects sexuality, or 
marital relationships) are largely responsible for its 
being less popular than tubal occlusion. 

- While a tubal ligation adopter may be in her early 
30's, a vasectomy client is in his late 30's, with the 
latter having lesser number of children than the 
former. 

* Men and women who choose sterilization tend to 
have a larger proportion of sons than the general 
population. 

i the desi f a e a imoatonsderation 
in the decision to have a sterilization operation. 

• 	 Male and female adopters have been involved in 
long, stable marital relationships. They come frot 
both urban and rural areas with a broad spectrum of 
occupations, income and educational levels. 

e 	Educational characteristics of adopters vary in dif
ferent countries and in sonic, e.g., India and Singa
pore, the choice of female sterilization was nega
tively correlated with levels of education. 

9 Previous contraceptive use varies from country to 
country with a large proportion of sterilization 
adopters from developing countries who had never 
used contraception before. Their sources of informa
tion about sterilization services include family plan
ning and health personnel, acquaintances and the 
mass media. 

FURTHER STUDIES 

While the profile of sterilization adopters is important, it 
seems inadequate for purposes of defining direct deter
nlinants of demand for voluntary sterilization. A review 
of the limited literature available to the authors showed 
that there is a dearth of materials on the subject. Only one 
investigator had studied the association of a number of 
demographic variables with sterilization adopters in a 
sample of married women of reproductive ages in the 
community (3). 

Several approaches to the problem exist, one of which is 
epidemiological. The number of sterilization adopters 
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when related to the "population at risk," that is, cur-
rently married women in the community, aged 15 to 44 
years, yields useful measures. Either the prevalent or inci-
dent adopters during a given period of lime can be 
studied. l)ifferential rates according to the various char-
acteristics under investigation can be used for determin-
ing which of them have significant relationship with the 
adoption of sterilization, 

It is suggested that the following variales be examined: 

* Demographic variables; 
" Family health, particularly the health of the woman 

and of her young chil'retn; 

* Family planning experience; 

" Attitudes of the women regarding family size, family 
planning, fertility regulating methods, particularly 
surgical contraception , and attitudes toward service 
providers; 

* Access to health service facilities. 

Alternatively, adopters of voluntary sterilization may be 
compared and contrasted with users of fertility regulating 
methods other than sterilization, and with non-users of 
any contraceptive method though potentially in need of 
one, also in terms of the above-mentioned variables. The 
appropriate multivariate technique can be used to aid in 
the identification of characteristics which can discrimi
nate best adopters fiom non-adopters of voiiintary sterili
zation. 

Most of the data requirements in this type of investigation 
are unavailable fron existing records. Nonetheless, a 
community survey, either total coverage or a random 
sample, can adequately provide the necessary informa
tion.tion. 

J.C. Baltazaris Associate Professor, Department of Epi
deinio.ogy,and Biostaristics, Institute of Public Health, 
University ofthe Philippines. 
L.B. Valencia is Associate Professor, Department of 

Sociology, University of the Philippines. 
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Promotion of Postpartum 
Contraception Using MCM as a 
Tool of Management 

Roger P. Bernard, Ellen M. Kendall, and Malcolm 

INTRODUCTION 

More and more obstetricians in both developing and de-
veloped countries want early and routine access to a corn-
prehensive profile of the women who deliver at their insti-
tutions. Routine monitoring can help health professionals 
and administrator., identify unmet needs so they can set 
priorities for the use of available but, all too often, limit
ed resources. 

Areas to be singled out for routine study and program-
matic intervention include : (a) reproductive history in the 
context of the socio-economic status, (b) the general
health status of the mother, (c) management of the cur- 
rent delivery including antenatal and postnatal care, (d) 
outcome of the current delivery, that is, the postpartum 
status of the mother and infant, including their well-
being, morbidity and mortality, and (e) the woman's 
postpartum intentions to family planning and the institu-
lion's response to those intentions, 

A core package of infcimation may be collected with a 
standardized maternity record form that then becomes 
part of ihe woman's clinical record. The International 
Federation of Gynaecology and Obstetrics (FIGO) has 
introduced an experimental version of such a maternity
record in collaboration with the International Fertility 
Research Program (IFRP), and to date more than 100 
maernity centers around the world have participated in 
an e-xpanded pre-test of this single sheet record. Earlier 
reviews ascertained the feasibility and immediate useful-
ness of'Maternity Care Monitoring (MCM) for continu-
ing evaluation at the maternity ward level (1,2,3). 

It should be emphasized that institutionally based data 
will not necessarily reflect the overall situation in the 
country, but institutional trends can be analy-d, unmet 
needs defined, and cross-cultural comparisons estab-
lished. 

The maternity record records data collected while the 
woman is in the hospital for delivery. Follow-up is not 
possible. In this paper the woman's intention to use con-
traception is recorded, although it is not possible to check 
if this intention was fulfilled in all cases. Some women 
desiring sterilization obtained the operation postpartum
in the hospital while others merely stated their intention 
to be sterilized. 

Potts 

This report focuses on a small but important part of data 
routinely collected at the maternity ward. Postpartum
contraceptive intentions in context of family size expecta
tions and surgical contraception provided before dis
charge is compared with the women's declared intentions 
to seek voluntary sterilization. The analysis concentrates 
on Asian studies. 

MATERIALS AND METHODS 

Institutional MCM establishes i continuous survey at 
birth for every woman who delivers, whether at a large 
metropolitan or teaching hospital or at a more peripheral 
maternity center. The single sheet, double-ply maternity 
record inquires into the five themes cited in paragraph 
two (a-c) and the data collected may be analyzed on a 
national or international level. An instruction manual 
facilitates proper compleiion of each record to be added 
to both the patient history and a central data bank. A set 
of preprogrammed computer-generated tables permits 
easy and rapid access to information on service and 
health/fertility status. The feedback to the institution is 
a critical step in improving reproductive care and be
havior. InterinstituionLal feedback gives additional in
sights (4). 

The 15 MCM studies conducted in Asian departments of 
obstetrics and gynecology during the pretest period
(1977/1978) cover a broad geographic zone from Japan 
to Pakistan. To achieve regional perspective, the 15 data 
sets were split into two groups: (a) East Asia (Japan, 
Singapore, Thailand and Indonesia) and (b) Indian Sub
continent (Bangladesh, Sri Lanka, India and Pakistan). 

Two additional studies were included to provide a 
broader epidemiologic perspective: a center in lbadan 
(Nigeria) was added to the East Asian group and a center 
in Tehian (Iran) was added to the Indian subcontinent 
group. 

Data on 59,386 women in maternity c.nters are pre
sented. Reproductive attainment and desire (Figures 1-4) 
is assessed for the various maternity centers. The group 
of women who say they want no more children is then 
split ito the two extremes in planned protection: non
protection and voluntary sterilization (Figures 5 and 6).
Further specificity is then reached by looking at women 
with three living children postpartum and their desire for 
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additional children. This group is then subdivided in the 
same way: those intending sterilization and those choos-
ing no protection (Figures 7-10). 

This systematic approach by regional centers, proceeding 
from reproductive attainment and desire to contraceptive 
intentions and protection, points up valuable information 
on unmet needs for family planning services. 

FINDINGS 

Fertility Attainment 

As expected, the profile of fertility attainment varies 
greatly from center to center. The mean number of living 
children postpartum ranges from 3.6 (center in Karachi) 

down to 1.5 (center in Tokyo). Four centers on the Indi
an subcontinent show anarrow range (2.1 - 2.2) while the 
two centers in Bangladesh have means of 2.4 and 2.8 
living children postpartum. The mean number of living 
children postpartum in four Indonesian studies show a 
range from 2.8 (Semarang and Bandung) to 3.3 (Medan). 

Fertility Expectations and Fertility Attainment 
(Figures I and 2) 

Systematic postpartum inquiry into the number of addi
tional children wanted is used as the basis for aggregate 
institutional estimates of total family size expectations. 
The bivariate representation Gf current fertility attain
ment and additional children desired for various centers 
produces informative scattergrams (Figures Iand 2). The 

Figure 1. Mean Number of Additional Children Desired Versus Mean Number of Living Children Postpartun. 

8 Selected Centers: 24,203 Women 
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Figure 2. Mean Number of Additional Children Desired Versus Alean Number of Living Children Postpartaim. 

9 Selected Centers: 35,183 Women 
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centers in Tokyo, Bangkok and Singapore have mean 4, the percentages of women in the 17 centers who want 
family size desire estimates of less than three children, more children range from 94.4% (Meda. and Karachi)
while the four Indonesian centers have values of more to only 9.7% (Tokyo). Most women with three living
than four children. One center in Indonesia (Medan), one children postpartum in the centers in Medan, lbadan andinNigeria (badan) and one inPakistan (Karachi) have Karachi want additional children, whereas inthe mater
values of more than five children. nity centers inTokyo, Bangkok, Colombo and Singa

pore, most women do not want additional children. The 
Fertility Expectations by Fertility Attainment second index is the interpolated number of living children 
(Figures 3 and 4) postpartum at which 50%/ of the women do want and 

50% do not want additional children. This midpoint is 
Institutions can measure additional fertility desire for similar to the concept of the LD50in toxicology-the
each level of fertility attainment. The proportion of point at which 50%/of animals die when given poison.
women wanting additional children postpartum by num- When the term is modified for use in the epidemiology of
ber of living children postpartumcan be summarized par- reproductive care, it is referred to as "Additional Chil
ticularly clearly by two indices. The first index is the pro- dren Desired-Fifty" (ACID50). For the data sets from the 
portion of women with three living children postpartum 5 
who want additional children. As shown in Figures 3 and 17 centers, the ACID50spans a wide range from 5.44 living 
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Figures 3 & 4. Percent of W1"otnen Wanting AdditionalChildren bY Nuimher of Living Children Postlartum and A ddi-
Which 500/ Want andtional Child Desire-Fifty (A CD5 0 ), the Interlwated Nitnher ofiiving Children at 
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children (center in Ibadan) to 1.72 living children (center no more children but do not intend to use contraception
in Bangkok) as shown in Table I. The centers in Ibadan, varies from less than 3%in the centers in Tehran, Medan,Medan and Karachi exhibit the highest midpoints (more Bangkok and Singapore to more than 15% in the centers
than 4.5 living children) and the centers in lBangkok, in IBombay-I, Colombo, Tokyo and Kandy.
Tokyo, Singapore, Coloibo and Tehran the lowest (less

than 2.5 living children). 
 rhe rate of intended voluntary sterilization varies even 

more, from less than 10% (Tokyo) to more thanl 60%
The grey areas in Figures 3 and 4 dclineate ranges within (Medan, Karachi, Bombay-2, Bombay-I, Jakarta, KandyIndonesia and Bangladesh, respectively. The four mlater- and Baroda), which may reflect essential differences in
nity centers in Indonesia reflect a West-East decrease in information and education for choosing surgical contra
fertility desire (Medan-Seiarang), which is in line with ception. Furthermore, the availability of surgical services
tile
known gradient of national fanily pianning perietra- postpartum seems to vary greatly just as actual numtile 

tion (5). The two centers in l)acca, the capital of Bangla
desh, also show a measurable difference in fertility ex
pectations, although they are located only some kilo
meters apart. The v,'omen at the center with the Poorer
population (Dacca-2) want Figures5 & 6.Rate of Non-Protection (Left) and Postfewer clildren. partum Sterilization Before Discharge(Right) Among Women Who Reported 
Contraceptive Intention and Confraceptive Service Post- That They Did Not Want Additional 
partum (Figures 5 - 10) Children. Ranked in Ascending Order of 

PredischargeSterilization Rate. 
Women who do not want additional children are the 8 Selcted Centers. 7.910Women
 
highest priority for early interve.ition postpartum (Fig
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14 Colombo 2.23 20.4 2 4 jj...
15 Tehran 2.00 31.3 K,,,.,,p,, N ,q) 10?731- J 597
16 Tokyo 1.79 9.7 72. 

8 
..
17 Bangkok 1.72 17.9 ,011,,1,1IN 12,. ,98 92 361 
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ber of women obtaining surgical service before hospital 
discharge shows great variation when compared with the 
woman's stated intentions. An index of institutional 
sterilization service varies from .955 (1)acca-l) down to 
.099 (Tehran) as shown in Table 2. In the maternity has-
pitai in Tehran, the problem may be one of availability of 
services during the few hours the women remain at tile 
hospital postpartum. 

WVhen the analysis isrestricted to wolen with three living 
children postpartum, the variation in contraceptive inten-
tion iseven greater (Figures 7 and 8). The rate of intended 
nonprotection ranges from less than I% (Tehran, Medan, 
Bangkok and Singapore) to more than 30q;o (Kandy and 
Karachi). 

The rates of intended sterilizatic 1of either partner range 
from 6% (Tehran) to more than 70% (Bombay-I, Bom-
bay-2, Baroda and Bangkok). Probably most couples 
with three living children postpartum in all Indian stud
ies elect voiantarv sterilization because of systematic 
postpartumnmotivation at the maternity center. But there
is a great variation in intended male sterilization as de-

clared by the women. Table 3 shows that, in four centers, 
between 10% and 20% of all intended sterilizations are 
planned for tile male partner (Bandung, Bangkok, 
Baroda and Dacca-2), as compared with the total absence 
of intended male steriliz.tion in seven other centers (Tell-
ran, Tokyo, Karachi, Dacca-l, lbadan, Jakarta and 
Medan). The great difference by center in Indonesia is 

Tabie 2. Women JVanting No More Additional Children. 
An Inde.v of Surgical Contraceptive Service 
PostpartumIs Ranked in Descending Order. 

% intend- % sterilized Surgical 

ing steril- before service 
ization discharge index 

(b/a)Order Center (a) (b) 

I Dacca-I 26.9 25.7 .955 

3 
4 

Semarang 47.1 
Bandung 47.5 
Medan 74.1 

44.3 
41.0 
63.5 

.941

.863 
.857 

5 
6 
7 
8 
9 

Singapore 
Bombay-2 
Karachi 
Tokyo 
Kandv 

43.6 
72.6 
73.1 

7.3 
62.1 

36.1 
59.8 
59.7 

5.7 
47.8 

.828 

.824 

.817 

.781 

.770 
10
I I
12 

.lakartatornbay- 1
Colombo 

65.468.3
47.4 

46.947.3 
24.9 

.717.693 

.525 

13 Barod 1 60.1 30.8 .512 
14 
15 

l)acca-2 
Bangkok 

55.7 
51.3 

28.3 
25.9 

.508 

.505 

16 Ibadan 44.3 17.7 .400 
17 Tehran 15.1 1.5 .099 

noteworthy. In the centers in Jakarta and Medan there 
are no planned male sterilizations, whereas 19.2%o of all 
planned sterilizations in the center in Bandung are vasec
tormies. A similar variation occurs between the two Dacca 
centers, with 10.401o vasectomies planned in one center 
and none in the other. 

In various centers an "all-or-none" protection pattern 
emerges among women with three living children post
partum, with a marked shift toward (planned) steriliza
tion when Tehran (6.0%) is compared to Bangkok 
(88.3%). Indeed, the rate of intended nonprotection for 

Figures 7 & 8. Rates of Non-Protection (Left) and In
tended PostpartumSterilization of Either 
Partner (Right) for Women with Three 
Living Children Postpartum Who Do Not 
Want Additional Children. 

8 Selected Centers: 1,742 Women 
(,,... 1,,od1 

EAST NON-PROTECTION STERILIZATION 
ASIA (female) (male) 

50 
22.
0 

Tokyo I1 

N-56 

lhadan FN42 
Bangkok 9 230 

N445
 
[5.6Singapoc6 .9 .6 

Bandung 36
N-Ill 

Semarang 
1.31 7N, 137 

Jakarta 8.7 6.2[8. 36.N-69
Medan 

Na 61. 

9 Selected Centers: 3,742 Women 

INDIAN NON PROTECTION STERILIZATION
 
SUBCONTINENT Ifemile) 
 (male) 

0500 

Tehran 2.0I24 
5182.114.7Colo nb( .48N 

Dacc, 6 22.2 

N 99 

Dcca 2 31.9 2.2 
N- 138 

Biroda 7. 63.8 

Bombay 1 I 3 1. 56673.8-210 
3. 

3 6.N3269 

Karachi _ 70.0 20.0 
/V10 

Bombay.2 9.9 74.9 41 
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Table 3. Women With Three Living Children Post- Figures 9 & lO.Rate ofNon-Protection for Women with 
partum WVho D.9 Not Want Additional Chil- Three 	Living Children Postpartun who
dren. An Index of Planned Male Sterilization as Want A dditinnal Chiildren. 
Indicated Postpartun by the Vomen Is Ranked

in Descending Order. 
 8 Selected Centers: 1,706 WomenNON-PROTECTION 

EAST 

ASIA 
Pospartum Intention Index of 50 0 
% either Tomale planned 16.7 Tokyo

plannedN-6partner steriliza- male steril- , badan 
sterilization tion ization 2 	 N 8382

Order Center (a) (b) (b/a) 3 	
bada 

2.6	 Bangkok 
N 97
 

I 	 Bandung 23.4 4.5 .192 4 2. sinore
2 Bangkok 88.3 16.0 .181 5--6-2Bandung 

N28 

3 Baroda 75.7 11.9 .157 9.6 	 N4 Dacca-2 21.1 2.2 .104 	
N282 

6.9 Sernarin5 	 Bombay-I 70.5 3.8 .054 N 113
6 	 Bombay-2 79.0 4.1 .052 7 10. Jakarta
7 Semarang 13.8 0.7 .051 N 230
8 Kandy 48.7 2.2 .045 8 
 60.2 ,Miedn 
9 Colombo 53.9 60.2N 2212.1 .039 

10 Singapore 57.2 0.6 .010 HIGH RISK G'-uPSlhon InIMn.IP,.gW.noV
W°' DI..h 
I 	 Tehran 6.0 0.0 .000 9 Selected Centers: 4,806 Women


Tokyo 12.5 0.0 .000 
 NON-PROTECTION INDIAN
Karachi 20.0 0.0 .000 0 5o 	 0SUBCONTINENT 
Dacca- 1 22.2 0.0 .000 TehranIbadan 35.7 0.0 .oo 1 N-3270 
Jakarta 36.2 0.0 .000 2
 
Medan 61.5 0.0 .000 471 
 N=Colombo 

3h22.0 
 NDacca. 

women with three living children postpartum who intend 
4 

I 
i 51.2 Dacca2 

to have further children ranges from 2.80,1 (Singapore) to 5 40.9 
N,82 

Bjroda

E5.01 	(Kandy) as shown in Figures 9 and 10. In general, N-394 
there is a tendency for greater nonprotection rates for 6 6mb

the Indian subcontinent than for the centers inEast Asia. 7 
 KandyThe centers in Bombay- I, lomhay-2 and Karachi have N- 147nonprotection rates between 650,o and 75W0 . Furtler- 8 70 Karachi 
more, 	 within countries the differences in nonprotection N-168
rates betv, n various centers is noteworthy; Kandy vs 9 744 Bombay 2
Colombo in Sri Lanka (85.0 vs 47.1), Bombay-2 vs Bar- I N227 
oda in India (74.4 vs 40.S), Dacca-2 vs Dacca-I in Bangla- HIGHRISXG'nmt, s, .... ,
desh (51.2 vs 22.0), and Medan vs Bandung in Indonesia 
(60.2 vs 9.6). 

amine 	the unique nationalmap offertility behavior andDISCUSSION expectations, which could become a solid basis for chart
ing out national family planning programs, and (b) studyExamination of fertility expectations by fertility attain- the changes over time (trend studies) made possible byment reveals differences in expectations among centers in updating this national map. Trend studies possible

the same country (Table I and Figures 3 and 4), although through routine nonitoring can further benefit policythey arc not as large as intercountry variations. In Sri and planning bodies by providing a source of informationLanka, for example, the center in Colombo (ACD 50 = on the degree and speed of changes relative to the specific 
2.23) appears to have a smaller family size norm than the regional family planning program inputs. 
one in andy (ACD 2.69. Routine monitoring of' Women who want additional children but do nc intend 
fertility expectations by fertility attainment on a national to protect themselves postpartum (Figures 9 and 10)
multicenter level should assist ministries 	

con
of health and stitute a group at high risk for a short birth interval benational popuiation and family planning boards to (a) ex- tween this birth and the next birth. High rates of non
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protection among these women indicate the need for 
institutional promotion of contraceptive protection to 
lengthen the birth interval, thus making a significant 
health input into families with relatively few children. 

Women who do not want additional children but do not 
intend to protect themselves postpartum (Figures 5-8) 
constitute a group at high risk for genuinelv unwanted 
pregnancies. These women need active motivation, coun-
seling and education incorporated in their obstetric care 
to preserve their present desired family size and to avoid 

the risk of criminally induced abortions linked with high 
morbidity and mortality, 

Because women not wanting additional children can face 

up to 20 or more years of exposure to Unwanted preg-
nancy, voluntary sterilization often eme'rges as the surest 
and most appropriate means of protection. The wide 

range of actual postpartum sterilization services among 
women who say they desire the operation (Table 2 and 
Figures 5 and 6) indicates the need to examine the causes 

of low service rates, which may be the result of space, 
equipment and/or personnel shortages that canl be reme-
died. 

In IDacca, the great difference between thle tvo neighbor-
ing institutions may point to differences in tie availability 

one of the two medical collegesof surgical services in 
(.508 vs .955). The four Indonesian centers exhibit high 

surgical service indices. The financing of surgical availa
bility postpartum, as based on expressed needs indenti-

fied throigh MCNI, is most likely to be very cost-effec-

tive in preventing future Unnsanted birihs. 

The number of couples planning male sterilization (Table 

3) is most likely linked to its local availability and pro-

motion, which in turn partly determitle acceptability. The 
observed differences among centers within a country 
merit the attention of tiledirectors of maternitv scvices 
so that a common policy for the promotion and avaih-
hi/ity of male sterilization can he developed. Such a dif-
ference emerges in Dacca for tie two maternity centers: 
while in both centers about one-fifth of all wonien with 
three living children who do wvant additional children 
elect sterilization of either partner, 10.4% of these sterili-
zations are intended for the male partncr in one center as 
compared with none in the other center. The promlotion 
of male sterilization inone of the two centers would 
appear to be the main reason for this marked difference. 

CONCLUSION AND OUTLOOK 

The analysis of MCAI studies focusing onireproductive 
expectations and c;atraceptive behavior/service post-
partun in Asian maternity centers shows: 

* The feasibility and tisclltncss of monitoring both 
repoductive attainmentt :,ed family .i/e expectations 

with a viesv toward counseling the woncn to choose 
ati appropriate method of contraceptiont. Pattern 
and trend studies of fatity size expectations at vari-

ous centers across a nation bring new insights of 
direct interest to planning bodies and policy-makers 
working illthe fields of public health and popula
tion. Two indices of cross-sectional family size ex
pectations show sensitivity and thus have potential 
for classification of maternity centers. 
The feasibility and usefulness of monitoring contra
ceptive intentions postpartum for two groups of 
women:
 

Women who (1 not watif aodit;,nalchildren. Two 
proposed indices (surgical service index and index 
of planned male sterilization) reveal basic unmet 
needs in education and motivation postpartum in 
many maternity centers. An "all-or-none" con
traceptive protection pattern was noted in various 
various centers on the Indian subcontinent reflect
ing the neglect of methods other than sterilization. 
A group at high risk for genuiIely unwanted preg
nancy was identified and quanti,'ied (range: 0.4%
26.407o). 
Womnen who want additional childireni. To facili
tate stricter comparison among centers, the analy
sis was restricted to women with three living chil

dren postpartum-a fertility level conducive to 
family planning acceptance by virtually all minis
tries of health around the world. A group at high

next birth interval as identifiedrisk for a sort 
- w d5.0f).and quantified (range: 2.80 

The findings have implications beyond Asia. Mater

nity care should be routinely monitored because it 

shows center-specific unmet nieedls to provide, among 
others, counseling and reproductive care services 

postpartum as an integrated part of obstetric care, 
antepartum and postpartum. 

Maternity care monitoring can assist in the most 
cost-effective use of local resources available for 
MCH care. Ministries of health should review the 
feasibility of monitoring trends of fertility behavior 
and contraceptive service delivery at the various out
lets of obstetric care. A network of provincial/dis
trict/subdivisional maternity centers may report to 
the ministry of health and/or centers of learning and 
institutions responsible for population activities. In 
turn, these intermediate centers should be focal 
points of reporting by satellite miaternity centers in 
rural areas. These kinds of tiered service statistics, 
collected for programmatic intervention, are one re
sponse to a recommendation in the World Plan of 
Action, adopted at Bucharest in 1974 by the United 
Nations World Population Conference (6). Indeed 
the statement that tmonitoritg of population trends 
and policies should be undertaken continuously as a 
specialized activity of the United Nations and re
viewed biennially by the appropriate bodies of the 
United Nations system, beginning in 1977" niay be 
modified in a practical, down-to-earthi manner by 

changing it to read: The monitoring of trends of 

fertili!y' behiavior and contraceptive service delivery 
should be undertaken continuouslY as a specialized 
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routine activity of the ministriesof health and those zation/United Nations Children's Fund goal of 
concerned with population in general and reviewed "health for all by the year two thousand" (8). 
annual' by the appropriate national bodies, begin
ning in 1980. The United Nations Fund for Popula
tion Activities (UNFPA) should consider the bene- ACKNOWLIDIFNTS 
ficial implications in orienting the governments on The Asian national programs of fertility and/or family health research 
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The Potential Demand for Voluntary 
Sterilization: Some Findings from the 
World Fertility Survey 

J.W.Brackett and R.T. Ravenholt 

Family planners can divide the tiniverse of reproductive 
age couples into two broad groups: 1)Those who do not 
want any children and 2) Those who want another 
child. The latter group may be furlher divided according 
to whether the women wish to have another child right 
away or whetler they wish to vait before becoming preg-
nant. Since this paper deals with the potential demand 
for sterilization and since with present technology steril-
i/ation is ordinarily a permanent method of fert ilty con-
trol, it is those couples who %% more allish no children at 
who are potential candidates for volLntary sterilization. 
In fact, in many cases, for tile couples who are definite in 
their decision not to have additional children, a physician 
or other family planning adviso, weuld likely recommend 
sterilization as tile mhethod (if choice. 

'[he World Fertility Survey (X\'FS) (I) collected inforna-
lion from women on wlether tie, wanted any more 
children. Those who responded that they wanted no more 
are the focus of this papcr. At this writing, countrv re-
ports have been published for 13 contries, Fight of these 
countries are inAsia, four are in Latin America, and one 
is in Oceania. While tile countries, frotii a purely stalis-
tical point of viewv, are not representativc of the region in 
which they are located, they do provide sone insights into 
what nighl be exp)ected when results from surveys in 
countries 6iti similar cultures are pihlished,. 

)EFINITIONS OF IPOTENTIAL I)IAND FOR 
VOI.lUNTARY STERI.IZATI()N 

In this paper we asuine that the data on responses to fle 
"no more children desired" question can be used as 

proxy for potential demand for sterilization. Obviously, 
this assumption has several probletns. First, tle q oeslioii 
could be used as an estinate of tile desire for any form of 
family plantiing rat her than for sterilization only. More 
importantly, there is the major problem of the use of atti
tude data collected in survey" to represent possible futurevs 
actions; tile link between such altitude,, and particular 
behavior involves many other facets of one's life. Fur-
thermore, tile WFS responses refer to what vomen alone 
think rather than to the collective view of the husband 
and wife, and because some couples vhio want no more 
children may not choose a pertilanetit method of family 
planning for a variety of reasons, it is possible that the 
number of wonmcii whio state that thev do not want ativ 
more children exaggerates sotiiewhat tile p tential de-
rand for voluntary sterilization. Infact, a stated desire 

not to have additional children may not necessarily be 
translated into acceptance of any family planning meth
od, although evidence to date shows that where good 
family planning services are offered, there is substantial 
acceptance. On the othei hand, women who do not know 
about family planning may have given little thought to 
their desire for more children and thus may be less likely 
to state that they do not vant any more children than 
women who do know about family planning. The data 
show an association betvecn knowledge of sterilization 
and use. Of the 13 countries covered in this paper, Nepal 
reported both the lowest percent knowing about contra
ceptives (2201o)and tie lowest percent wanting no more 
children (30(1,0). The highest percentages wanting no more 
children are reported in Korea, Panama, Sri Lanka, 
Colombia, ,andThailand where knowledge of contra
ception is highesl. 

A conservative c timate of the demand- for sterilization 
might hc those women who are 35 years or over or 
who have three or more children and who slate that they 
do not want any more children. Women who are thirty
five years old or over are approaching an age at which tle 

risk to tile health of wonien and the increased proba
bilitv of bearing a deformed child weigh against having 
additional children. Those svo liave three or more have 
enough children to give thetireasonable assurance that 
some of their children will survive them. 

A more lihbrRl estimate might be based oti the assumption 
that as more wotnen learn that they can control their 
fertility, more will decide not to have any more children. 
Thus tile proportion of women expressing a desire not to 
have additional children could rise substantially in 
coming years. 

WOM EN WHO WANT NO MORE CHIL.DREN 

Among the WFS respondents interviewed iti 13 countries 
for which country reports are available, those wanting no 
tiiore children range from 720/0 inSouth Korea to 3(;u/0 o in 
Nepal. For nine of tile 13 countries 500/% or more of the 
currently married, fecund wonien (including those who 
hl.vc already elected voluntary sterilization for contra
ceptie purposes) warned no more children while one 
other country (Pakistan) fell just short (if 50 percent. 

Using the more restrictive definition of potential demand, 
the range is from 590/o for Korea to 260/n for Nepal. Thus, 
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Table I. Percent of Currently Married, -ectind 
(Including Contracepitively Sterilized) 
Want No More Children 

omen 
Who 

higher for women with secondary or college level educa
lion than for those with primary, but the numbers of 
women with education beyond the primary level are often 
quite small. 

Percent of all currentlh 
married, fecund women 
who want no more children 

One possible explanation for the highest proportion
wanting no more children among the least educated isthat women who ai, under-educated already have more 
children than those with more education. Yet, recent data 

& arc 
age 35 

& are 
under 35 

indicate thai women with no formal education do not 
necessarily have more children than those with more edu

3 or more itha3 cation. D1ata from Phase II of the 1976 Indonesian Inter-
Country Total children children censal Survey (2), for example, showed the highest fertili-

Korea, South (1974) 72 59 13 
ty to he among women who had attended sonic junior 
high school. Women with no formal education had about 

Panama (1976)t 63 57 6 tlie same nuniiber of children as women who had finished 
Colombia (1976) 
Bangladesh (1975) 
Sri Lanka (1975) 
Malaysia, West (1975) 
Thailand (1975) 

61 
61 
61 
59 
57 

52 
55 
54 
43 
46 

9 
6 
7 

16 
II 

high school. For the age group 40 to 44 y'ears, that is, 
women who have largely completed their child hearing, 
women with no formal education reported fewer children 
ever born than all education groups except those %kihohad 
attended college (3). The \VFS data show that for women 

Costa Rica (1976)1. 
Fiji (19" 74) 
Pakistan (1975) 

52 
50 
49 

45 
44 
44 

7 
6 
5 

with fewer than three children the highest proportion 
wanting no more children is found among women with no 
formal education. For womcn with three or more chil-

Dominican Republic (1975) 
Indonesia (1974) 

45 
39 

38 
33 

7 
6 

dren, the percent wanting no more tends to be high for 
all education levels, making educational differences less 

Nepal (1976) 30 26 4 meaningful. I lowever, for anumber of countries, women 
with no formal edtncation still show higher percentages 

tlor 'anamua and Costa Rica the 117'S mcllc'rd won 
undler 2() years u/li. 

whichc\er delinition one uses, a substantial percentage of 
the currently married fecund women might elect steriliza-

\wanting no more children than other education groups. 
A further explanation of the educational differences may
be found by considering age. Since educational oppor
tunitics have been expanding in recent ycars, women with 
no formal education are likely to be older than those who 
have attended school. Moreover, women with substantial 

lion if it is fully available, 

BACKGROUND CHARACT[RISTICS 
WHO WANT NO MORE CIII.l)RI-N 

OF WOMEN 

education, that is, high school or better, are likely to be 
fairly recent graduates and thus young. For women 35 
years old or oser, a very high proportion of all education 
groups in all countries want no more children. In Korea, 

Edti'.alion 
for example, well ,vcr 90% off lie women 35 years old or 
over in each educr,;on group wanted no more children, 

One often hears tihat poor and uinder- educated wonien 
want large numbers of children and therefore will not use 
family planning. 'Fie WFS findings do not support that 
conclusion. In fact, a greater proportion o1 WFS respon-
dents who had no formal education stated that they 
wanted no more childen than did bcticr educated wom-
en. For example, 880 of the women with no forial cdi-

and there were no significant differcnce, among tlie 
groups. ll Sri lanka the pcrcentlages are the same for 
those with no education otd for those with primary edtt
cation (88%). The percentages were somewhat lower for 
women with secondary (80%) or college (73%) education. 
In Thailand 870'o of the wonicn 35 years old or over with 
primary education wanted no more children compared 
with 81 ("o of those with no formal education and 79% of 

cation inl Korea wanted no more children compared with 
71% for those with primary education and 65% for those 
with secondary education. In Colombia 67(1"o of women 
with no forrtal education \wanted no moc children com-
pared with 641%o of those with primary education and 
48% of those with high school. (Table 2 on pave ) 

those with secondary school. 

Controlling for both age and parity will further increase 
the percentages of all education groups and eliminate 
meaningful differences for older, higher parity women. 
For examle, .irtually all worieti 35 years old or over 

In Indonesia the pcrcentagc,, for all education groups are 
lower-47% for those with no formial education and 3310 
for those with primary editcationi-but the pattern of an 
inverse relationship between edu .'atiou and percent \vwai

who have three or more children in Korea and Sri Lanka 
ssant no more children, while [ie lowest proportion in 
any of tire countries for which data were available is the 
70% in Nepal where knowledge of family planning is low. 

ing no more children is still evident. In soime cases, stich It is clear from the above data that a substantial number 
as Indonesia, tlie percent wanting no more children is of wonien at all education levels in these 13 counlrics 
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Table 2. Percent of Currently Married Fecund Women (Including Contraceptively Sterilized) Who Want No More 

Children by Level of Education, Age, and Number of Living Children 

3 or 

Country& Level Less than more Age 35 Country & Level Less than more Age 35 
3 or 

or over
of Education Total 3 children children or over of Education Total 3 children children 

Korea (Continue()Bangladesh 
89 Secondary 63 43 93 93None 61 37 79 

84 92 College 70 ;6 96 95
Primary 62 42 

Higher 60 46 88 100 Nlalaysia (a)
 

None 53 9 64 70Colombia 
74 Primary 40 9 58 7,

None 67 41 76 
81 Secondary 28 16 59 ilPrimary 64 34 81 
85 College 42 33 63 94S-cond iiy 48 27 78 

Cole,',e 55 40 92 91 Nepal (b) 
None 30 5610 61Costa Rica 
Primary 24 9 57 69

None 72 41 78 u 
Prinary 57 21 76 ii Secondary 47 31 100 ui 

Secondary 41 22 77 u Pakistan 
College 36 67 73 None 50 u u 84 (c) 

70 (c)Primary 44 u nDominican Republic 
60 Secondary & Higher 46 Uu 83 (c)

None 59 38 60 
Primary 54 18 66 71 Panama 
Secondary 36 9 61 76 None 72 34 79 u 

College 36 10 60 72 lrimary 67 27 81 u 

Fiji Secondary 58 27 86 U 

None 70 26 84 U College 45 23 85 u 

Primary 48 16 67 u Sri Lanka 
Secondary & Higher 29 15 61 U None 72 37 84 88 

Indonesia Primary 65 24 86 88 

None 47 22 64 Li Secondary 54 25 86 80 

Li College 52 34 88 73Primary 33 13 60 
Junior High 39 9 71 u1 Thailand 
Sr. High or Higher 36 I0 66 U None 66 26 81 81 

Korea Primary 58 31 82 87 

None 88 50 92 93 Secondary 31 20 78 79 

93 College 20 10 79 67Primary 7! 15 90 

(a) L\cludes contrace'ptivel' sterilized. (b) None of he ItTS rcV)ondenis in Nepltl attended college. 

(c) Excludes contraceptively sterilized and includes infecund. (it) Unavailabl'. 

urban-ruralconclusion. Of the 12 countries for which an 

who alread) have several children or who have pa"sed the breakdown was avaable, five reported a higher propor
tion of rural women wanting no more children and seven 

want no more children. It is also evident that the women 

prime reproductive years are overwhelmingly inclined 
report a higher proportion among urban women.

towad terminating their childbearing. It is not surprising 


that .yomen with little or no education are less eager than
 

those w;th more education to have any additional chil- The data dcmnmstrate that there is i substantial demand 

dren since these are the women most likely to be poor and to terminate childbearing among both urban and rural 

in greatest need of family limitation. women. Korea reported more than 7011/o of both urban 

and rural women wanting no more children while four 

U rbl-li-Iiral other countries-Bangladesh, Colombia, Panaama, and 

Rural wonen are often assume1d to be less interested in Sri Lanka-reported 609/o or iore wanting no more chil

dren. The lowest percent for urban wolen was reported
family planning than urban wonien. It is often stated ihat 

have ani "urban life style" before they by the I)ominican Republic (39%) and the lowest for
rural wolen nust 

rural wolen by Indonesia (38/a).will limit their fertility. The WVFS dat;, do not support this 
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Table 3. Percent of Currently 'arr,'ed, tecund Wmnen 
women who want no more children in those countrieswhere family planning was available. Moreover, where(Including Contraceptiely Sterilized) Who sterilization services were available a significant propor-Want No Afore Children, by Urban-Rural tion of the women have elected that method. For exam-Residence pIe, in both Panama and Fiji 36% of the women who 
want no children have been sterilized. In Costa Rica 28%

Country Urban Rural have elected sterilization and in the Dominican Republic
Bangladesh 69 60 26%. 
Colombia 60 64 In II of the 13 countries a siguif;ica number of womenCosta Rica 49 54Cominica Repu t9 5who want moreno children were using other effectiveDominican Republict 39
Fiji 50 methods-from about 40%54 47 in Indonesia where sterilization services have not been widely available but where aIndonesia 43 38 strcng family planning service program offering otherKorea 71 73 methods has been operating-o 12% in Sri Lanka whereMalaysia 49 40 family planning services other than sterilization are not asPakistan 54 47 widely available as in Indonesia. In Nepal, where familyPanama 60 66 planning services are not generally available, only 2%Sri Lanka 64 61 were using other effective means. The use of ineffectiveTaiand 45 59 means ranged from a high of 18% in Sri Lanka to 4% 

in Bangladesh, Pakistan, and Thailand and essentially 
"chon zero in Nepal.traceptilysterilized, 

The proportion using either sterilizatijn or some otherAge and Parity effective means ranged from a high 65% in Costa Rica 
to 8%in Bangladesh and Nepal. Three countries reportedThe WVFS data do show the expected differences by age use rates of 509'o or more, four had rates of 40-50% andand number of living children. Younger women and three had rates of 30-40 percent. The percent not usingwomen who have not yet had a child usually want chil- any method and not pregnant ranged from a high 81%dren. However, some countries show surprisingly high in Nepal to a low of 14% in Costa Rica. 

percentages of women ssho do not have any children asnot wishing any. Korea reports 13'% of the zero parity Knowledge and Availability of Services 
women as not wishing any. Colombia reports 9%0, and
Panama 8 %0. The World Fertility Survey collected information on the 

knowledge of family planning and in some countries in-Fiwmiily Planning Use formation on perceived availability and accessibility of 
family planning information, services, and supr'lies. TheThe WFS found significant use of contraception among published tabulations in Country Report Number One do 

Table 4. Percent of Current.v Married, Fecund Wotnen Who Want No More Children, by Family Planning Status 

Country Using 

Any Efficient 
Methods Sterilized 

Other 
Efficient 
Method 

Inelfficient 
Method Pregnant 

Not Using 
Any Method 

Bangladesh 
Colombia 
Costa Rica 
l)ominican Republic 
F.iji 
Indonesia 
Korea 
Malaysia 
Nepal 
Pakistan 
Panama 
Sri lanka 
Thailand 

8 
35 
65 
41 
55 
41 
40 
34 
8 

20 
56 
30 
45 

I 
7 

28 
26 
36 
1 
8 

10 
6 
3 

36 
18 
16 

7 
28 
37 
15 
19 
40 
32 
24 
2 

13 
20 
12 
29 

4 
14 
12 
7 
6 
6 

II 
13 
* 
3 
9 

18 
4 

9 
13 
9 

17 
18 
12 
9 
11 
12 
20 
I1 
10 
12 

79 
38 
14 
36 
22 
41 
40 
42 
81 
61 
23 
42 
39 

*IyA than 0.5 percent. 
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not show knowledge of specific family planning methods 

according to whether the respondent wanted more chil-

dren (4). The published volumes do show data on knowl-

edge of specif'.c methods for all ever-married women. 

These data show a clear association between knowledge 
use. The top four countries withof sterilization and re-

spect to use of sterilization report that well over 900o of 

the respondents knew about sterilization while the next 

two reported knowledge rates above 80 percent. Very low 

use rates were associated with moderately high knowledge 

rates in Colombia, Korea, and Malaysia while both use 

and knowledge were low in Nepal, Pakistan, and Indo-

nesia. Cle: rly, lack of knowledge of sterilization is not a 

major inipedimeo to use in 10 of the 13 countries. While 

these levels of knowledge refer to all ever-married women 

rather than to ho',;e who want no more children, it is 

reasonable to assume that knowledge is also high among 

women who want no more children. 

not 	 indi-Knowledge of a family planning method does 
to a service facilitycate that the respondent has access 

which offers the method, and %,ithoutsuccess she or her 

husband are not able to translate knowledge of the meth-
od 	and desirc not to have another child into use. The 
WFS surveys for which data are currently available did 
not include detailed questions about perceived availability 
of service facilities offering specific methods (5). The stir-

veys did include general questions regarding perceived 
or supplies.availability of family planning information 

Rodriguez (6) found that in four of the five countries lie 

who do not want any more children arestudied women 
more likely to know a family planning outlet than wom

en who do want more children. But these findings do not 

provide any information on perceived availability of 
distinct from facilities offeringsterilization facilities as 

other methods. 

DISCUSSION 

The WFS findings provide substantial data of use to per

sons concerned with the provision of family planning in
as well asformation, services, and supplies generally 

those offering specific methods. For those offering volun

tary sterilization, the WFS documents the high propor

tion of women who want no more children. It further 

documents that where good service programs offer volun

tary sterilization, many co, iles elect to use that method. 

The more recent WFS surveys as well as the contraceptive 
more detailed inprevalence surveys (7) collected much 

perceived availability and accessibility offormation on 
each method of family planning, including sterilization. 
This information, which will be available in coming 

manmonths, will provide additional help for planning, 
aging, and -valuating service programs. 

Sources: Except where otherwise noted, the data used in 

this paper were obtained from the World Fertility Survey 

Country Report Numiber One for the individual coun

tries. 
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The Demographic Impact of
 
Voluntary Sterilization and Its
 
Relation to Other Birth Control
 
Methods
 

Dorothy L. Nortman 

Numerous forces have been at work to establish surgical
sterilization as a dominant contraceptive method. Not the 
least of these is the vision of its potential for reducing
fertility in developing countries concerned with high rates 
of population growth and its cost-effectiveness if amor-
tited over the couple's remaining reproductive years,
From the perspective of individual couples, however, in 
all societies the same factors govern voluntary acceptance
of sterilization. These are a strong conviction that the 
couple has all the children it wants; a sense of assurance 
that the children will outlive their parents; sufficient 
understanding that the procedure does not interfere with 
sexual capacity or enjoyment: disaffection with horno-
nal, barrier, and traditional methods; access to and conifi-
deice in the operator; and simplification and improve-
merIt in female as Well as male tech niques. allowing pro-
cedures to be performed on an outpatient basis (I). 

F:urther consideration of tlie relative advantages P id dis-
advantages of sterilization would be superfluou, ,ere but 
for analyzing its demographic impact, it is relevant to 
note that sicrilization's supremacy over other methods 
rests on two attributes: I) its effectiveness, virtually
glaranrceing protection from pregnancy; and 2) its dlrta-
tion for lif performed, further service,e, once without

supply, or effort. The latter attribute, however, conies at 

a price -its reversibility-which renders the method 

attractive to and appropriate only for couples coil-

vinced tiley' no more children. (Development of re
want 
versihle techniques that can he widel, used would render 
the discussion in thIispaper obsol !e. Researchers are 

optinistic ahort: t/:e
otlook for producing reversihle 
procedures, but the consensuis i.sthat present lechniques 
must he regarded as irreversible.) 

Couples selecting contraceptive sterilization do so in the 
belief they are still fertile, but few are likely to quantif'y
the number or tiniing of the births they avert. Yet tile 
quintessence of measuring the demographic impact of 
contraceptive practice, be it by sterilization or an\ other 
nl. thod, is qluantification of the nunbcr of births a cou
pie would have had in the absence of contraception. 
Moreover, for demographic purposes, it is not sufl'i:ientto know the niumiber of births by which contr: .,ption re-
duces a couple's ultimate total fertility. !'leasutr.imcrit of 
demographic impact requires the apportionment of the 
averted births into time intervals, generaily calendar or 
fiscal years, so as to assess the impact on i,rtility, the 
crude birth rate, age structure, and other demographik 

variables. If interest is further to measure net as well as 
total or gross demographic impact of a method (or a 
family planning program) then assessments are required
of I) tie extent to which the totality of births averted by
the users of the method (or program) were incremental to 
those that would have been averted without the method 
(or program) and 2) the extent to which availability of this 
method (or program) stimulated other method (or non
program) contraception. 

Clearly, measurement of the demographic impact of con
traception is a complex, technical exercise that involves 
speculation of the potential fertility of a couple in the 
absence of contraceptive use. At the same time, given the
effectiveness and duration of sterilization, on an absolute 
as well as relative scale, it is equally clear that sterilized 
couples make filemaximum contribution of which they 
are capable toward fertility decline. If individual couplesmaximize their demographic impact by contraceptive
sterilization, is it not logical to conclude that family plan
ning progranis concerned with implementing an anti
natalist population policy can also best achieve that pur
pose by emphasizing sterilization as the dominant, per
haps sole, method? The answer is "not necessarily." 

The flaw in tilelogic lies in its failure to take into account 
the number and age composition of the clients a vohuri
tary sterilization program islikely to recruit. Where con
traception is little used, a sterilization program may in
deed be the rational one for demographic purposes, since 
tire pec-,le most likely to enroll in a program in the early 
stages are those who 1)have all the children they want; 2)
have reason to think they are still fertile; and 3) have not
 
yet found a satisfactory alternative method. However,
 
irreversible sterilization not only limits the potential clien
ele to those who want no more children, bul since num
ber of children is highly correlated with age, it recruits
 
people likely to be older than the average coutple of repro
ductive age and almost certainly older than couples inter
estcd in spacing rather !han limiting births.
 

AGF AS AN IMPORTANT FACTOR 

Because of the close relationship between a woman's age
and her prospective fectdity, her age at acceptance of 
coutraception has agreat bearing on her potential fertility
and hence the number of births she averts. Table I com
pares the wife's age arnong sterilization acceptors with 
that ofacceptors of other methods in the family planning 
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Table I.Wife sAge and Number of Living Children of Sterilization Compared with Acceptors of Other Methods in 

National Family Planning Programs. 

Wife's No. of
Wife's No. of livingliving Country and Acceptance age-years

Country and Acceptance age-years 
period (median) children 

method period (median) children method 
NepalColombia 
SterilizationSterilization 1975 33.6 4.9 	 4.42.2 (male) 1975-76 31.5

1975 24.7Orals 
2.5 Sterilization1975 26.11UDs 	 4.532.2(female) 1975-761975-76 30.3 3.4OralsHong Kong 	 1975-76 28.7 3.2

UDs
I l sSterilization 	 3.233.91977(female) Philippines
1977 24.5 <1

Orals 
Sterilization 

India 	 (male) 1977 31.4 3.8iia 

(1975-76) SterilizationSterilization 

3.8 (female) 1977 31.7 	 4.4 
(male) 1976-77 33.2 	 26.7 2.5IUDs 1976-77 28.3 2.6 	 Orals 1977 

IUDs 1977 27.0 2.6 
Indonesia 


Thailand
Sterilization 
(male) 10-12/77 37.0 4.7 Sterilization 

kmale) 1977 34.0 3.4Sterilization 
33.6 5.1 Sterilization(female) 0-12/77 

Orals 10-12/77 26.0 2.4 (female) 1977 29.5 3.5 

IUDs 10-12/77 26.5 2.5 Orals 1977 26.4 2.1 

IUDs 1977 26.0 2.2 
Malaysia 


Tunisia
Sterilization 1977 32.8 5.0 
25.5 2.1 SterilizationOrals 	 1977 

1977 29.3 2.9 (female) 	 1975 36.4 5.4IUDs 

Orals 
 1975 28.8 3.3 

IUDs 1975 29.2 3.6 

Source: Nortman, Dorothv L. and Ellen Hofstatter, Populhtion and family planning programs, New York: Population 
1979. Center for Policy Studies, Working

Council, Ninth edition, 1978; and Suppletnentary tables, March 
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to exceed
It can be seen couples of reproductive age (CRAs) is likely 

programs of several developing countries. 
that of current users of renewable methods or of the aver

two morethat women acccpting sterilization have about 
fertility societies, where 

five years older than women age CRA. Thus, even in low 
children and are at least 	 as well as older us sterilization is popular among youngerfindings do not surprisctaking pills or IUDS. These 	

couples, the age differential between sterilized couples 
because insocietic, where high fertility is still the norm, 

of other methods is appreciable. In the U.S., 
couples on average will not voluntarily terminate their 	 and users 

or more chil- for example, in 1973 when sterilization already accounted 
reproductive capacity until they have four 	 averfor almost one-fourth of all contraceptive use, the 
dren. Ii was in an effort to recruit people with fewer chil-	

35.4 age age of the wife among sterilized couples was 
dren that Prime Minister Ghandi in India found it neces-

so large years as compared with 26.8 years for women taking pills 
sary to resort to the coercive tactics that played 

and 29.9 years among women using IUDs and dia
1977 elections, 

phragms (2). 

Nor is the average age of sterilization acceptors the de

cisive factor in measuring annual demographic impact. In Age is stressed in considering demographic impact be

a role in her defeat in the March 

it affords the best measure-on average-of a cause 
woman's potential fertility, herein defined as fertility inthe case of a permanent method, prevalence and inci-

dence can be quite different and it is prevalence of use 
hence of births averted bythe absence of control, and 

that has a bearing on births averted. Sterilization preva-

lence being a composite of couples prcviously as well as effective contraceptive practice, whatever the method. 

Age serves this purpose because it is well known that fe
those presently sterilized, the average age of all sterilized 
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male age patterns of fertility characteristically increase time duration after adoption of the method should not be 
from zero at age of menarche, reach a maximum some too long because people who take renewable and reversi
time in the twenties, and then decline progressively with ble methods do not forever renounce contraception after 
increasing age to virtually zero by age fifty (3). Thus the terminating one particular acceptance. On the contrary,
older the contraceptive acceptor or user, the lower is her method resumption and switching are common among
potential fertility, ever-users of contraception after fairly short periods of 

non-use or after lactation if a birth has occurred.
EFFECTIVENESS AND DURATION VERSUS 
POTENTIAL FERTILITY Table 2, which shows a gradient of potential fertility re

quired of users of different methods to avert an equal
These considerations indicate that the impact of steriliza- number of births in a defined time iwttrval, therefore 
tion on a country's birthrate involves a trade-off between focuses on a short time interval, months 13 through 24 or 
great effectiveness and proloi ged duration of use on the the second year after acceptance, with acceptance timed 
one hand, but relatively low potential fertility of the user at the beginning of year one. Sterilization acceptors, as 
of this method on the other hand. One meaningful way, the standard, are assigned a relative potential fertility of 
therefore, to assess the demographic impact of steriliza- 1.00 during year 2; also, a two percent annual rate of dis
tion versus other methods is to compare the additional continuation isarbitrarily imputed to them to allow for
potential fertility required of users of other methods marital dissolution. Other methods are distinguished not 
characterized by higher discontinuation rates in order by name but also by specific discontinuation rates, from 
that they and sterilization users avert the same number of which use in the nine months preceding year 2 can be 
births in the same time duration after acceptance. This readily calculated. Since births averted are computed as 

Tahle 2. Comparison of Relative Potential Fertility of Contrcceptive A cceptors to Achieve an Eliqual Number of 
A verted Births in Year 2, the Year Following Acceptonce, at Different Raies of Discontinuation. 

CONTINUATION SCHEDULE (a) 

Annual discontinuation rate 
Proportion 
starting use 

Use over period
that averts births 

in year 2 (b) 
Relative potential

fertility (c) 
Births averted 

(Index) (c) 
(I) (2) (3) (4) (5) 

.02 

.10 
.98 
.95 

.965 

.882 
1.00 
1.09 

.965 

.965 
.20 
.30 

.90 

.90 
.776 
.721 

1.24 
1.34 

.965 
.965 

.40 .85 .634 1.52 .965 

.50 .80 .556 1.74 .965 

(a) The continuation schedule isassumed to conform to the modified decay curve, C = a e -rt , where "C" is the pro
portion of an initial acceptor cohort remaining at time "t", "r" equals the proportion discontinuing per unit of 
time, "a" equals the proportion remaining after an immediate dropout of "I - a", and "e" is the natural 
logarthut constant 2.178.... 

(b) If t0 represents acceptance time, (t measured in years), then use (U) in the interval t .25 (U) t averts births in the0 .25 1.25 
12 months after acceptance, with a nine month allowance for gestation. U is readily calculated from 

t1.25 
1.25
 U t ae dt = (a/r) 25r_-


.25 
(c) Birtlhs averted are the product of use and potential fertility. Assigning a potential fertility rate of 1.00 to a contin

uation schedule assumed to characterize sterilization averts .965 births. Dividing column 5 by column 3 for the
other continuation schedules yields colunn 4, the relativ epotential fertility that compensates for the reduced use in 
order to achieve tihe same number of averted births as sterilization. 

Note: hnplicit in the calculation is the assttnl)tion that conception while using hirth control method results in immediate 
discontinuation ofthe method, so that all use is eff'ctive and there is no overlap o f pregnancy and use. This litni
tation is not considered to affect the results appreciably. 



214 Nortman 

the product of potential fertility and use nine mon 1s 
ilnex of Married Women in Specified Age

earlier, it is a simple exercise to calculate tilerelative 	 Table 3. 
Group. Age 30-34 = 100

potential fertility for cohorts of equal size accepting the 

various methods to avert the same numlber of births in 
year 2 following acceptance as sterilized couples do. C untry/year 15-19 20-24 25-29 30-34 35-39 40-44 

37 105 H4 100 97 76 
According to Table 2, the potential fertility of acceptors 	 Colombia 1973 

108 113 100 94 78Costa Rica 1973 42 
of methods discontinued at annual rates of 10, 20, 30, 40 

116 100 95 66 
and 50 p mucteXceed that of sterilization acceptors 	 India 1971 74 114 

ns 
 95 100 84 64 
by 9, 24, 34, 52, and 74 percent respectively, in order to 	 Ioea 1971 

Maaa 1970 3 86 95 100 80 66achieve the same demographic impact as sterilized cou-
86 95 100 80 66Malaysia 1970 31 	 84 69pies do in the second year following contraceptive adop-	 Mxico 1975 44 105 114 100

tin 
Philippines 1970 25 87 107 100 92 71
tion. 


14 89 107 100 97 85
 
Age differentials in marital fertility indeveloping cott-	 Taiwan 1975 

36 85 98 100 90 70
that a cohort of Thailand 1970 

tries are often of a magnitude to suggcst 
16 98 115 100 113 102


that they dis- Tunisia 1975 wvomen in their twentics taking methods 
I - I I I 

rates of 20 or 30 percent per year, suchcontinue using at 
as the 11. are indeed likcly to avert as many births iii Source: Unless otherwise noted, computed fron United 
the short run as women in their thirties adopting sterili-Nations Demographic Yearbook 1976, Table 41. Korea: 
zation. Methods with discontinuation :'ates of 40 percent Republic of Korea, Statisical Yearbook 1976, Table I7 

to tile Ten:blic of Demographic1 abe17or more are more problematic with respect births Taiwan: ofS Chinta, Yearboo Fact book,Republic ial 

their use will avert but differentials in fertility between 1975. December 1976, Table 10. Tunisia: Correspondence 
women in their early twenties and mid- or late thirties of froln C. Tarifa, Director, Institut National de la Stalis
aboul 50 percent ire not uincomonO. iqe. 

In extrapolating births averted over a longer time period, 
because they

say a five year period from acceptance, a sterilization often of' inferior cquality and out of date 
they suggest that

cohort comes out ahead of an acceptor cohort of less come mostly f'rom decennial censuses, 


durable methods. I-However, this presupposes that drop- relative to the number in their 20's, the number of mar
the likely age group for steriliouts among tie latter do not renew contraceptive use, by ried women in their 30's, 

or some other met hod, during the extrapolated zation, is sufficiently adequate for sterilization to make a
the same 

olderperiod. On the contrary, however, repeated acceptances significant demographic impact, provided enough 
(or their spouses) undergo tileprocedure.are coinion. Mathematically this has the effect of re- women 


ducing tilediscontinuation rate, perhaps sifficiently to
 
ten year In five of' the II countries in the Table, Colombia, Costaeven 

Rica, India, Indonesia, and Mexico, married womenequalize the births averted over a five or 
period by older sterilized couples and by younger women, 

awho, though the\' practice less efficient and less durable in their twenties exceed the number intheir thirties by 
median average of 14 percent; in four countries the nuni

methods, have greater potential fertility. 
bers are about ecual; and illtwo, Korea and Thailand, 
there are more married women in their thirties than in

AGE COMPOSITION OF MARRIED WOMEN 
their twenties. 

In comparing the demographic impact of sterilization
 
with that of other methods,the focus thus far has beer) on AGE COMPOSITION OF MOTHERS
 

births averted over a stated tiie interval on a cohort or
 
per couple basis. Countries interested iii reducing their 	 The final consideration is the age composition of the 

\omen who become tiothers c ,2li year. An analysis ofbirth rates, however, must also consider the age compost-

lion of married women of rcproductive age. lccause of tile
maternal age distribution of births in 1975 ill33 de

their history of high fertility and recent mortality de- veloping coumtries dhat have official policies to reduce 

Clines, developing countries have young populations so population growth rates showed that on average (median) 

that women of reproductive age tend to be heavily women aged 30 and over accounted for 30 percent of all 

wveighted withlihe younger age groups. Age at marriage is births, while women aged 35 and over poduced 14 p",

increasing, however, and with smaller proportions of' fe- cent of tiletotal births (4). Since these are appre'.1able 

males under age 25 married, the age composition of proportions, tileelimination of f'ertility after aie 30, or 

married woien is not so adverse as itwould otherwise be even after age 35, would have a sigtiificant '"ctnographic 
zero t'(. after agefor Fertility decline. This augurs well for tilepotential 	 impact. However, to pin hopes oi tility 

30 or 35, isiii the first the seeplace not realistic, atid ill
deriand for sterilization among CRAs, but it is coitin-
gent uponi a substantial increase in age at marriage. ond place, even ifachieved, isnot !;kely to meet demio

graphic goals. In the course of tie demographic traisition 

Table 3 presents an index of married wormen inspecified fertility does come down faster at older ages, and sterili

100 as the base, for zation, especially with the recent improvement intechage groups, with age group 30-34 = 
Although such data are niques, is an attractive method that cali make a signifiseveral developing countrics. 
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cant contribution. Nevertheless, on the premise that the graphic targets in developing countries is to give secon
women among sterilized couples are age 35 on average, to dary consideration to the couples who produce some 85 
emrhasize sterilization unduly in trying to achieve demo- percent of the births. 
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Trends in the Indian Sterilization 
Program 

Datta Pai 

The greatest challenge facing India is the rapid popula
tion growth which hinders our nation's progress as it tries 
to satisfy the growing needs and demands of its people. 
India, as a developing country, is in a critical position 
struggling to support 15%1 of the world's population (630 
million) with 1.5010 of tileworld's income. To combat this 

gigantic problem, the Government of India introduced a 
National Famil', Planning Program in 1952 with a clini-
cal approach as its emphasis until 1963 in hope that eligi-
ble couples would come to nearby family planning clinics 
for advice and service. In 1965, an extension approach 
was undertaken to bring family planning services to the 
people. These services are provided through a network of 
primary health centers and sub-centers in rural areas, 
medical care institutions and family welfare centers-
both public and private-in urban areas. A full-fledged 
department of family planning was created and it adopted 
a voluntary family welfare program as t "time-bound 
and target-oriented" program with the "cafeteria ap
proach." However, special emphasis was laid on steriliza
tion as a method of choice. 

onlyIt is interesting to note that by all these measures, 

250o of' 115 million couples in the reproductive age group 

have been protected. Most of them have been covered by 
sterilization (27 million), IUD ( 6 million), and com ea-
tional contraceptiveseligblecouleswilned(4 million). Forty-fivehe eviedpercent dr-ompotecionif 
eligible couples will need protection i the revised tar-
get birth rate of 25 per thousand isto be reached by 1984. 
This will require sterilizations of at least 3.5 million CoU-
pies every year until 1984. Achievement during the ha':. 
two years has been disappointing (Table 1). 

The All India Survey (1970-1971) by an operation re-
search group in Baroda (Table 2) showed that 780 of 
couples interviewed wcrc aware of at least one method of 
family planning, but only 40% had knowledge of how to 
use the method. The ever-use of' family planning methods 
was reported as 35.6016 in urban areas and 14.3 0/o in rural 
areas. Thus, the total ever-use of different family plan-
ning methods was 18.2% for India. File acceptance of 
sterilization was quite high among the family planning 
users in rural (49.1%) and urban areas (36.6%), with 
44.8% of total acceptors of family planning using it. Trhe 
demographic characteristics of couples who were users of 
sterilization showed that the average age of the wife was 
33.7 years. The couples, on an average, had 4.3 living 
children with 2.5 living sons. This shows that people se-

Table 1. Sterilization Achievement Since 1966 (1) 

Year India
 

887,3681966-67 
1,839,8111967-68 
1,664,8171968-69 
1,422,1181969-70 
1,329,9141970-71 

1971-72 2,187,336 
3,121,8561972-73 

942,4021973-74 
1,353,3891974-75 

1975-76 2,668,754 
1976-77 8,150,000 
1977-78 926,000 
1978-79 1,300,000 

lected sterilization only after attaining the i,: sired family 
size with desired number of sons. 

Maharashtra isone of the most progressive states in India 
and itwas a pioneer and forerunner of the family plan
ntng movement. Thle sterilization program in Maharash
tra got a big boost with the introduction of the camp ap
proach. By March, 1979, 4.57 million sterilizations were 
done. At present, 36% of couples are practicing various 
methods of family planning and out of these couples, 
620 are sterilization acceptors. 

Bombay is a miniature India since 1% of the country's 
population from all states resides there. Bombay is the 
birthplace of the family planning movement in India. The 
Municipal Corporation of Greater Bombay introduced 
mobile family planning clinics to carry out motivation 
and service for those who lived in slums or in remote 
areas. Family planning exhibition, and vasectomy camps 
were held at railway stations and other important com
munity locations to attract greater attention for the steril
ization program. Mobile vasectomy units visited crowded 
localities and slum areas to perform vasectomy opera
tions and IUD insertions inside the vans. An active family 
planning drive was instituted in the municipal hospitals 
and maternity homes, so that more and more women 
could be motivated for interval and postpartum steriliza
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tions. Thus, [he turbectomy operations increased year by show that the mean age of vasectomy acceptors at theyear, gaining greater acceptance. As a result of the inten- time of the operation was 37.8 years arid 30. 3 years forsive ramily planning program, the registered birth rate tubectomy acceptors (Table 3).

dropped from 34 per thousand in 1965 to 24 per thousand

in 1978. As an exercise in innovative planning and imple-
 The average number of living children was 3.4 for vasecmentarion arou,nd wcll-defined objectives, the Greater tomy and 4.2 for tubectomy acceptors. The average num-Bombay experiment in family planning is unique. ber of living male children was 2.0 for vasectomy and 

2.4 for tubectomy acceptors. The average duration ofIn a K.A.P. study of Greater Bombay by Pai (3) in 1976, marriage for sterilization acceptors was 10.9 years.it was revealed that knowledge of family planning meth- Among different religious groups, acceptance of sterilizaods was widespread anrong the respondents (99.9%). 	 tion was high among Hindus, followed by Muslims andAlmost all respondents had knowledge of v.sectomy then others. Religion exerted little influence on patterns(99.4%) and tubectorny -)9.26%). Among the respon- of acceptance. Though sterilization was the most populardents, 49.8% were users of differei family planning method for respondents in all income groups, tubectomy
methods. Among the total users, acceptors of vasectomy was favored by those with low income. Acceptance was
(9. 1%) and (ubectomy (56.3%) consituted 65.4 percent. high among nuclear families possibly due to greater com-The demographic characterist ics of sterilization acceptors 	 tuinication leading to decision. The majority of acceptors
 
were willing to recommend sterilization to others. Even
the non-users of family ,lanning had favorable attitudes 
towards sterilization and 5506 were willing to use sterili-
Tabh, 2. Trlds o/Indianl .Strilizatin P'rogram (2) 
 zation after having had three children. 

India In an effort to asess the need for sterilization reversal, aCharacteristics 1972 follow-up study of individuals sterilized between 1966-76 
Random sample size 25,330 was conducted by Pai (4) in 1977. The period coincideswith the increasing use of incentives for acceptors, pro-Knowledge of family planning methods 77.90/0 noters and doctors offering services. Most of the sterili-
Knowledge of sterilization - male 73.0% zation acceptors adopted the terminal"liethod without 

- feriale 61.6% the past use of any temporary methods of contraception.
Tonal sterilization acceptors(Tmong total users) 	 Male steriliz,"'ion gained increasing popularity especially44.800 with low socio-econoinic groups and the number of vasectomies per I(XX) sterilizations increased during this 

period (Table I), then reverted to an all time low duringNumber of living children - male 4.3 1977-79. Involuntary acceptance, where the decision was 
- female  not totally made by the individual or couple, was quite

high (males 10.7%, females 3.00/6). Sexual dissatisfactionNumber of living sons - male 	 2.5 was reported by 7.6% males and 2.1% females, especially
- feniale 	  by those in the yomger age groups. The need for steriliza

tion reversal was higher ationg men (8.5%) than women 

Table 3. Characteristics of Various Family PlanningMethod Users in BonhabuY (3) 

Median Age 
General 

% of marital 
Number acceptors Husband Wife Duration of fertilityMethod cases 0/0 only years years use years rate 

Tnrbectomny 567 28.00 56.25 43.12 36.92 6.64 417.6Vasectomy 92 4.54 9.12 43.86 40(X) 6.10 386.9Condon 103 5.09 10.22 34.90 29.50 3.73 248.5Oral pills 99 4.88 9.82 36.05 29.77 2.76 253.5Loop 52 2.57 5.16 37.18 31.25 2.79 305.7Jelly, etc. 10 .49 .99 44.50 41.50 9.10 250.0Rhythm 85 4.19 8.43 38.91 34.10 7.43 237.6Total users IX)8 49.78 X)0% 41.10 35.15 5.81 357.6Non users 1017 50.22 39.22 32.41 - 233.3 
Total 2025 100.00 	 40.30 34.20 296.2 
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(1.1%). A random sample survey of two municipal wards 	 greater acceptance and may have made a difference in 
methods of spacing. The most disappointing finding was

by Pai (5) in 1978 indicated that knowledge of family 
in the desired number of children (more than three) and

planning was as high as 99.9% but practice was only 

42.4 percent. Among acceptors, tubal ligation was ac-	 desired number of sons (more than two), which is far re
from the optimal family norm required for a

cepted by 73.2%, vasectomy by 10.2 076and other meth- moved 


ods by 16.6 percent. Incidentally, abortion was gaining stabilized population.
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Paramedic Training in Thailand 

Nikorn Dusitsin 

The National Family Planning Program (NFPP) of Thai-
land has set a target for the reduction of the country's
population growth rate from an estimated 2.5% in 1977 
to 2.1,116 in 1981 in 1986.and hopefully to 1.5%,o Efforts 
have be'i) made to increase the availability of all currently
acceptal . fertility regulating methods, with special em-
phasis on male and female sterilization. Howkever, due to 
the shortage ot doctors (either an overall shortage and/or 
a shortage due to maldistribution) the NFPP has been ex-

ploring an alternative: the possible deployment of para-
medical personnel for family planning services, 

IUD) INSERTION 

After a successful pilot study, evaluation and modifica-
tion, a training model for nurses on inserting the IUD was 
adopted by the MOPFH. A ministry rule was issued au-
thorizing trained nurses to insert the IUDi under medical 

supervision. Regular training courses for nurse-midwives 

have been organi/ed jointly by MOPH and Chulalong-

korn University. Approximately 250 nurses are being 

trained each year for this purpose.
 

Another similar pilot project currently being evaluated is 
the training program to enable midwives to insert the 
IUD. The rcsult so far are very encouraging. 

FEMALE STERILIZATION 

Inrecent years, Thai women have increasingly opted for 
ual ligation, partiiularly during tie post partnunn period.

Predictahlk the shtortage of physicians has resulted in 
prolonged delasand a lcav operaive load. Two stud-
iesol the use of operatiing room nurses to perlrm post-
partun tubal ligation have been conducted. File study atIhospita
F,iriraj isbeing evaluated, 


Another study, conducted through tileMOI)hI and 
Chirlalongkorn lnivcrsity, with tlie support and collab-
oration of tile VHOC) Special Program of Resea:ch. I)e-
velopment and Research Taiing in Human Relpoduc-
ion, Ias des.ised a progran for tie training and evalua

lion of theatre nurses for thI. pertform.anice of pioslparlurIN 
sterili/aton, lic operalie procedure adopted was a
modified minilaparotomy approach performed tunder 
local anesthesia. 

Six nurses swcre carctillv trained and each successfully 
performed 20 supervised operations. Their performance 

was compared with that of physicians under carefully 
controlled-random clinical conditions. An independent
evaluator assessed the operative outcome, both in the 
short and long-term. 

Nurses and physicians were comparable in terms of post
operative complications (1.4% and 0.70o respectively),
the frequency of operative difficulty (2.8% and 2.7%),
and the degree of patient satisfaction (94.4% and 94.6%).
The only significant difference in the performance of 
nurses and physicians was that the mean duration of 
operation was significantly longer when performed by
nurses (18.5 minutes ± SD 4.9), compared to the physi
cians (11.9 minutes + SD 3.9). Although the 6.6 minutes'
difference in the operative time is statistically significant
(t = 12.7, p<0.001) it did not entail any additional surgi
cal hazard to the patient since local anesthesia was used, 
and tire comparability of complications or patient com
plaints showed that tie longer operation time had no 
major effect on the subject's health or satisfaction with 
the procedure. 

This phenomenon may be partly explained by the fact
that, coincidentally, the nurses' subjects tended to be 
more obese than the physicians'. The mean thickness of 
the abdominal fat was 2.2 cm + SD 0.9 among the 
nurses' patients, compared to 1.9 cm ± SD 0.7 among
the physicians' patients. This difference is statistically sig
nificant (t = 3.15, p -0.001). Furthermore, there was significant correlation between the thickness of the abdomi
nal fat and the length of the operation when performed
by nurses (r = 0.34, p <0.001) whereas no such signifi
cant correlation was observed for the physicians (r
0.13). These results suggest that the nurses encountered 

more i_ blems with the dissection of abdominal fat inobese cases, and that obesity delays the operative proce

dure when performed by these personnel. In addition,among the 6 cases in which the nurse reported operative
difficulties 4 stated that the problem was attributable to 
tile thickness of the abdominal fat, suggesting that they
should refer obese patients to physicians for operation. 

MAIL STIERII.IZATION 

The Thai Ministry 0if Public Health has for sonie years
promoted vasectomy as means of fertility regulation, but 
hecause of tie shortage of surgeons and the apathy of 
lany physicians who had been especially trained vasecto

mists, the program has failed to achieve the Ministry's 



120 Dusitsin 

targcts. To overcome this problem, the Thai Ministry of 

Public Heaith and Cilulalongkorn University, with the 
support and technical assistance of the WHO Special Pro-
gram of Research, Development and Research Training 
in Human Reproduction, have studied the training of 
medical students in vasectomy techniques and have com-
pared their performance with that of physicians in a ran-
domized controlled trial situation. 

Ten students were selected for the study. After complet-
ing carefully phased didactic and practical training, each 
student performed 20 operations closely supervised by a 
surgeon. Complications were encountered only in 2.9% 
of the 209 student operations and most of these were 
minor. Fully informed voluntc.. attending the Chula-
longkorn Hospital Clinic were then randomly allocated to 

either physicians or students for a vasectomy. An inde

pendent observer assessed the outcome of the operation 
both in the short-term and after a three-month follow-up. 
Short-term minor problems were observed in 3.7% of the 
students' cases and 6.4% of the physicians' cases. In
fection or bleeding occurred in 1.8/o of the students' 
cases and 2.2% of the physicians' cases. The long-term 
follow-up showed a comparable degree of operative suc
cess among physicians and students in terms of the pro
portion of subjects with azoospermia. 

Another study on the use of sanitarians to perform va
sectomies is being conducted by Ramathibodi Hospital in 
collaboration with MOPH. The study and evaluation of 
the program are now in progress. 



Sterilization Team Training Program
 
in Sumatra
 

M.J. Hanafiah, H. Sitompul and J. Iskandar 

Indonesia shares the problems of a!, developing coun-
tries: poverty, ignorance, high mortality and morbidity
from preventable diseases, high maternal and perinatal
mortality aind an excessive populaton growth. During the 
last decade, a national family planning program has been 
coordinated by BKKBN (National Family Planning Co-
ordinating Board). However, sterilization has not been 
included due to legal, culturai and religious barriers. With 
the increasing denand and need for such service, it could 
always be obtained for medical, obstetric or psychologi-
cal reasons. As attention shifts to socio-economic con
siderations, more and more clinics and training programs
will be needed to meet the demand for sterilization, 

FEMALE STERILIZATION AT THE PROVINCIAL 
REFERRAL HOSPITAL, MEDAN 

The Provincial Referral Hopital in Medan, North Suma-
tra Province, is a teaching hospital for the School of
Medicine, University of North Sumatra. The hospital has 
700 beds; about 20% of them are used for ob/gyn service,i 
There are approximately 35WX deliveries annually, and 
about 1200 gynecological admissions. Besides providing 
undergraduate and postgraduate training in ob/gyn and 
training of midwives, the )epartment of Ob/Gyn is also 
actively engaged in human reproduction research, includ-
ing fertility control and subfertility. 

In 1974 a review was made of postpartum ste:ilizations 
indicating that use had risen sharply between 1971 and 
1974, i.e., 144 acceptors in 1971, 180 in 1972, 323 in 1973 
and 426 in 1974. 

By the end of 1974, three staffs from the Department of 
Obstetrics and Gynecology were trained for interval end
oscopic sterilization, one in the U.S. (laparoscopic steril
ization) funded by JHPIEGO, and two in Singapore
(laparoscopic and culdoscopic sterilization), funded by 
IFRP and IDRC. Two additional staffs, sponsored by
JHPIEGO, were trained in the U.S. in 1975; one in Singa
pore was supported by IDRC. Since then, interval endo
scopic sterilization has been made available at Medan 
Hospital. 

The acceptance of voluntary sterilization in females has 
been beyond our expectation in North Sumatra. The 
number of women adopting sterilization has increased 
dramatically 'o one thousand acceptors a year since 1975. 
Many patients came from over 300 km from Medan. The 
wife of the h'ad of the regency (sub-province) and satisfied patients are the most effective motivators in persuad
ing friends or rclatives to seek sterilization. This fact en-COUraged the center to initiate a training program for a
 

sterilization team for the Regency Hospital in Sumatra. 

TRAINING PROGRAM 

Sumatra isan island in the western part of Indonesia coy
cring 473,500 km2 with a population of 23 million. It is 
divided into 8 provinces, each administered by a gover
nor. These are sub-divided into autonomous regencies
and districts (Table I). 

Primary health care isprovided by a health center found 
in most regencies. A regency hospital and a provincial 

Table I. Sutn{tra Sterilization Training Centers Covering Area and Populatin 

Training Center 
Medan 

Province 
Aceh 

Regencies 
10 

Area (kn2 )  

55,392 
Population (1976) 

2,276,029 
North Sumatra 
West Sumatra 

17 
14 

70,787 
49,778 

7,033,542 
3,071,056 

Riau 6 94,562 1,767,042 
Jambi 

South Sumatra 
Bengkulu 
Lampung 

6 
10 
4 
4 

44,924 
103,688 
21,168 
33,307 

1,183,319 
3,803,260 

598,241 
3,598,792 

Total 8 71 473,606 23,331,191 
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hospital found in each respective area function as referral 
hospitals. In tile last 3 ,cars each pro incial hospital has a 
specialist in obstetrics and gynecology; however, mos! of 
the regency hospitals have no obstetrician and gynecolo

gist. 

• To prepare and maintain sterilization equipment. 

Selection of and conditions for trainees: 

t Trainees must be ob/gyns from the provincial or 
regency hospital, or general practitioners with 2 

Prior to tile commencement of a training program, a years practical experience in surgery and/or ob/gyn. 

needs assessment was made through questionnaires and 
hospital visitations. The following qualifications were 
established as a requirement for participation: 

• Paranedical trainees must have iwo years practical 
experience in the operating room, and trainees must 
remain at their work locations for twvo more years 
after completion of training. 

" The training in fenale sterilization would be given to 

a team of one physician (general practitioner or 
gynecologist if available) and two paramedics from 
tle same hospital. 

Duration of training: 

• Four weeks for gynetalogists. 

" The hospital should have facilities for surgery. 0 Six weeks for general practitioners. 

" There should be a demand and need for voluntary Two weeks (or paramedics. 

sterilization in thle area. Each trained doctor will personally conduct at least 10-15 

" Social, cultural and religious factors will have been 
taken into account in giving training priority, 

The goals of the training are: 

cases of each technique of sterilization, and observe and 
assist his counterpart for a similar tunibei of cases. Dur
ing the course of their matriculation, trainees will be al
lowed to participate in tile educational program of the 
Department of Obstetrics and Gynecology of the Univer

* To popularize female sterilization as a tnethod of sity of North Sumatra/Provincial Referral Hospital, 
tamily planning among trainees; Medan. 

" To instruct trainees in the benefits of i;'mily planning 
and in patient couiseling methods; 

" To distribute iinforlation oti outpatient sterilization 
and instruct trainees in the use of these matetials. 

At tie successful completion of training each traittee will 
receive instrument kits appropriate to his skill and return 
with tile instruments to his re;pective hospital. All equip
ment will be supplied by tie Pathfinder Fund, U.S. This 
consists of medical kit (lubal postpartum ligation), mini-

The specific objectives of training the physician are: lap kit; culdoscopic set. The equipment is gis en only to 
qualitied trainees. 

" To educate and instruct tile physician iti selecting 
appropriate sterilization techniques;

Toevalulate socio-m ical factors as significant• o vautesoionedca fcor a ignfcn 
(omplications arising from services rendered in tile re
gency hospital will be referred to the provincial hospital.If problems arise during innlplementat ion of tie program 

com ponents in clinical decisions about sterilization; by r ain s a ite i it mayIbe made 
byvtrainees, anl onl-site visit may emd 

y tlie trainer. 
by ietanr 

" To train physicians 
male sterilization 

in the specific techniques of fe
including post part u11, culdo- NUMBER OF TRAINEES 

scopic,and intersal ninilaparotomy sterilization; to 
underscore tile indications, contraindications, com- From uily, 1975 nt i April, 1979, 18 general practition

plications and failure of each technique; 

" To encourage physicians to conduct such procedures 
in their o, n hospitals: 

ers, 19 ob/gyi's and 60 paramedical personiel have con
pleted their training. Six more physicians and 14 para
medics will be recruited as scheduled by the end of this 
year (Table 2). 

* To communicate tie importance of trainig para
tmedical personnel to perlform certain essential fntlnc-
lions. 

Table 2. NuItnher of Trained Physician/Paracdical 
Personnel, 197.5-1979 

These objectives also apply to interns ,sth, perorinl their 
clerkship in obstetrics and gynecology. While they oh-
serve and assist, they do not necessarily perforin such Year Ob/iGvn 

General 
Practitioner Paramedic 

procedures. 

The specific objccti\ es of training paramedics are: 

1975 
1976 
1977 
1977 

3 
8 
6 
I 

3 
5
5 
4 

12 
20
12 
8 

" To inotiate paicints for stcrilization; 1979 I 4 8 

* To assist the phnysician while lie perforns the sterili- Total 19 18 60 
zation; 
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TRAINEE FOLLOW-UP 	 SUMMARY
 

About 3 months after training iscompleted, trainees corn-
mence sterilization service. After enlisting a designated
number of candidates for female sterilization, they in-
form the center which appoints trainers to visit the sub-
center, inaugurate the opening of the sterilization unit 
and review procedures with the trainees. Tile trainees 
must submit ,hree reports a monih to the center. 

At tile annual meeting of trainees from Sumatra in Med-
an, April, 1978, the following objectives of the meeting 
were established: 

" To discuss their experiences with female sterilization;
* 	To infc.m trainees of new developments in tile field 

through guest lectures, films, observation of new 
techniques and equipment; 

* 	To motivate the trainees to continue the promotion 
of surgical contraception; 

" To provide them with spare parts or replace the old 
equipment. 

The meeting was clearly fruitful and it was suggested that 
such a meeting be held twice a year. 

NLIM13ER 01: FEMAILE- ,'lERIIIZATIONS 

Table 3 shows the number of postpartum female steriliza-
tions performed at 22 subccntcrs in Sumatra during 1977-
1978. Among interval cases, laparoscopy and minilap 
predominated. 

In a developing country such as Indonesia where child
bearing begir, early in a couple's reproductive life, there 
isa marked need for voluntary sterilization. Although it 
isnot officially included in the National Family Planning 
Program due to various restrictions, sterilization can be 
performed, nonetheless, under.certain circumstances. 

Female sterilization has had great acceptance and satis
fied couples have, in turn, become good motivators for. 
others. 

Every effort should be taken to prevent the occurrence of 
serious complications and side-effects which may jeop
ardize sterilization programs. A team training program is 
therefore essential. 
Eighteen general practitioners and 19 ob/gyns are per

forming female sterilizations in Sumatra after completing 
training with equipment supplied by the Pathfinder Fund. 
However, using sophisticated instruments like the culdo
scope can present problems. It is sometimes difficult to 
get replacements for damaged parts. Minilaparotomy and 
postpartum sterilization with simple instruments seems 
preferable in these circumstances. 

In conclusion, fetnale sterilization is one means of con
traception for couples who have completed their families 
and should be made readily available whenever the need 
and demand exist. 

Tahle 3. Number of tFemnue Sterilizations in 22 Sub-Centers in Sumatra, 1977-1978 

Year 	 Postpartum Minilap Culdscopic Laparascopic Others Grand Total 
1977 1,311 376 280 821 83 2,871
1978 1,766 534 390 626 358 3,674 
Total 3,077 910 670 1,447 441 6,545 



Immunologic Effects of Vasectomy
 

Rudi Ansbacher 

The possibility of immunologic sequelae developing after 
bilateral vas ligation, including delayed thrombophle
bitis, diabctogenic hyperinsulinism, multiple sclerosis, 
arthritis, and autoimmune type diseases, was first sug-
gested by Roberts (I, 2, 3, 4, 5). 

To date, however, these adverse conditions have not ap-
peared. In fact, Edwards (6) conmented that vasectomy 
might have aprotective immunologic effect in the human. 

IMMUNOLOGIC ASPECTS 

Trauma to tihe testis (including surgery), infection (sub-
clinic,.,, epidid'. mitis, or orchilis), or the blockage of the 
excretory ducts may lead to the development of sperm 
antibodies (7, 8). Riimkc and Hellinga (9) suggecsted that 
the initiation of sperm antibody nroduction could occur 
from the extravasation of spernatozoa into tile inter
stitium, the lymph vessels, or tile blood capillaries of the 
epididymis with subsequent transfer into the regional 
lymph nodes. In 1964 Phadke (10) demonstrated intra-
luminal phagocytosis as a mechanisn involv"ed in the dis-
posal of spermatozoa in patients with obstructive azoo-
spermia or with ligated vasa deferentia. 

Absorption of testicular proteins and nucleoproteins 
might be implicated in the initiation of tle autoimmune 
response and can account for tihe formiation of sperm 
antibodies in vasectornizcd men. If spermatogenesis con
tinues at tlie same rate as prior to vas ligation, the body 
must rid itself of the spernmato'oa fornied and a plausible 
explanation would be by phagocytic destruction, absorp-
tion, ard disposition through the immune system. 

Tile vertTbrate organ;sini develops its state of imm uno-
logic tolerance to its own constit uCts during tile prenatal 
and immediate postnatal periods (II). Tile immune ss-
ten is competent by tile sixth or seventh month of intia-
uterine life and is almost completely responsive by four 
months after birth. Ilowever, spernmatogenesis is not ini-
tiated until puberty (12). Therefore, no antigcn (sperma
tozoa) is present when tolerante to self-antigenis is devel-
oped. Because spernatozoa have a conduit, tile vas defer
els, for egress front tile body, aiid since this is a ell'-con-
tained unit, tie individual does not recognize spertia
tozoa as antigens unless they escape fron w\,here the, are 
naturally found. In addition, a blood-testis barrier is 
present which preveints tile passage of serum proteins into 
the seminiferous tubules (13). 

SPERM ANTIGENS AND SPERM ANTIBODIES 

At least 14 substances have been demonstrated in the hu
man ejaculate v,;,ich are antigenic (14). Ten were species 
specific in man and cross reacted with chimpanzee, rhesus 
monkey, and baboon spermatozoa. Most of these prob
ably coat the spermatozoa and their importance is still 
debatable. 

Other antigens, capable of cross reacting with serum, kid
nev, and liver, were found in both seminal plasma and 
spermatocele spermatozoa, and may be relevant to sperm 
antil-ody formation in vas ligated men. Mumford (15) 
noted that there are cross reacting antigens, especially of 
the liver, spleen, kidney, and brain, and there can be cross 
reacting antigens between species and with microbial 
flora. 

Using inmnunofluorescence techniclues, Tung (16) re
ported seven sperm antibodies to specific sites oti sperna
tozoa: two acrosonial (one crcscent shaped and one 
speckled) and one each at the equitorial region, post nu
clear cap region, main piece of the tail, midpiece, and the 
nucleus. Four were "natural antibodies" which lie dem
onstrated in both male and female children: the cres
cent shaped acrosotnal, equitorial region, post tnuclear 
cap region, and midpiece antibodies. Tile other three only 
developed after bilateral vas ligations. 

Antibodies have also been demonstrated against human 
sperm hyaluronidase (17), hn.ul protamine I and II (18, 
19), 1.l)Flx (20), and a sperl surface membrane glyco
protein (21). 

From t le various testing methods, e.g., the gelatin agghl
tination test (22), the immobilization test (23), tie cyto
toxic test (24), and the imnmunofluoresceice tests (25), 
agglutinating, immobilizing, and cvlotoxic sperm anti
bodies have been described, and head-to-head and tail-to
tail type agglutination reactions have been denionstrated. 

POSSIBLE ADVERSE EFFECTS OF VASECTOMY 

Physiologic 

Marked dilatation of the vas deferens and epididymal 
tubules, increased pressure in the epididymis and semini
ferous tubules, congestion, extravasation of sperma
tozoa, sperm grantulomata, scarring of the sheath around 
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the vas deferens, atrophy of the germinal epithelium, Circulating immune complexes have also been described
disruption of' spernatogenesis, and circulating immune in guinea pigs after bilateral vas ligations (36). However,

complexes have all been discussed as possible deleterious the relationship between circulating immun,. complexes

effects of bilateral vas ligation, and autoimmune orchitis or allergic aspermat agenesis has
 

not been verified.
 
Morphologic
 

Atherosclerosis
Alexander (26) suggested that vasectomy results in an 
autoinimune phenomenon which helps the body to dis- Alexander and Clarkson (37) reported the effect of va
pose of spermatozoa still produced by the testes which sectomy on diet-induced atherosclerosis in monkeys with
 
have no egress. Resection or interruption of the vas defr- the demonstration of circulating immune complexes. Epi
ens causes formation of sperm antibodies in both men cardial coronary atherosclerosis was considerably more
 
(27, 28, 29, 30) and rhesus monkeys. After vasectomy, extensive in vasectomized monkeys, and the number of
 
there is a build tip of pressure on the testicular side of the atherosclerotic plaques present inthe intracranial arteries
 
vas lig.itnre; as the cuff Of vas deferens distal to the liga- was increased compared to sham-operated monkeys. In
 
ture necroses, there is a blowout and leakage of sperna- a follow-up study (38) it was found that monkevs (fed

tozoa. This may lead to graiulorna formation with multi- Monkey Chow, which are rations low in fat, devoid of
 
ple interananstomosing fistulous channel!; (31). The pres- cholesterol, and high in fiber) with long-term vasectomies
 
ence of sperm granulomata, which may represent persis- had more frequent, more extensive, and more severe
 
tent leakage of sperm at the vasectomy site, might modify arteriosclerosis than their age-matched controls.
 
the detrimental effect of hi,h iuravasal pressure and high
 
epidiymal pressure after vasectomy (31). Spermatogenesis
 

Silber (31) stated that tilereabsorption of epid;dynal A!exander (39) noted some disruption of spermatogenesis

fluid is a major source of protection from the pressure after vasectomy in the guinea pig. However, Masters (40)

build-up after vasectomy. Sperm granuloma formation recently reported on 20 men, with an average of 4.9 years
 
may represent a safety release valve which helps to allevi- from vasectomy, who underwent testicular biopsies: 36
 
ate tile
otherwise high build-up pressure that would occur tests Nvere biopsied, and all the specimens showed normal
 
in the intravasal system proximal to the vasectomy site, spermatogenesis Without abnormalities of the Leydig cells
 
reduces the risk of congestive epididynitis, and thereby or interstitial tissues. They also could not demonstrate
 
enhances the chance for suc.essful reversibility (32). any evidence of immune complex deposition in the testic

ular tissues. 
Neurologic 

Cell-mediated Effects 
The innervation of the vas deferens is necessary for its
 
proper function and motility. Alexander (33) showed that Antibody reactions mediated by T lymphocytes usually
 
the site of' tilevasecloniy affects the doiree of denerva- present as a delayed type of hypersensitivity. No good

tion: inguinal vasectomies destroyed ,iuchof the iner- studies have appeared to implicate this type of immunity
vation whereas those performed adjacent to tilecaudal developing as a consequence of bilateral vas ligations. It 
epididvmis in rabbits caused total denervation. Signifi- is obvious that better tectiniques, purer antigens, proper 
cant reinnervation of the dctus deferens in these rabbits controls, and a good experimental model are prerequisites
 
vas noted 28 days after vaso,,asostomy; however, re- characterization of cell-mediated events (15).
for tile 

innervation of tie caudal epididymnis was slower, and 
by 49 days post vasovasostoniy, only 20%/o of the normal L.ack of Sperm Antibody Formation After Vasectomy
innervation density was found. This might result inre
duced sperm transport. Rinke (41) suggested the following as possible explana

tions for why some men do not develop sperm antibodies 
Hormonal after blockage of the vas deferens: 
Smith (34) reported that hormonal profiles, including * Resorption of sperm antigens may induce tolerance.
 
testosterone, follicle-sliuitilating hormone, luteinizitig

hornione, and estradiol, had been followed in a large * An "adjuvant" inflammatory effect may be neces
series of' men both before and after vasectomy without sary to initiate sperm antibody formation.
 
the findirjgs of' any alterations from normal values three * Other kinds of antibodies might block the formation
 
years hater. of agglutinating antibodies.
 

Immune Complex Deposition 9 Weakly antigenic stimuli may be effective only with
in the individual who is genetically more prone to

Orchitis and a mild form ofglomerulonephritis have been produce antibodies than others (hypo or hyper re
associated with inmmune complex deposits inthe basenent sponders). 
membrane of' the seminiferous tubules and the glomeruli
of the kidney, respectively, in rabbits two years after Evidence for the latter possibility has been given by
vasectomy (35). Bigazzi, et al. (42, 43), who showed a strain dependent 
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and As pointed out by Taturn and Ansbacher (44) at the 2nd 
sperm antibody response in vasectomized rabtl;ts 

International Conference on Voluntary Sterilization, held
mice. To date, this has not been confirmed in ht naiis. 

in Geneva, Switzer!and, in 1973, the specificity and purl
fication of both sperm antigens and sperm antibodies; the

IMPLICATIONS 
demonstration of non-reactivity with other organs such as 

the liver, kidney, spleen, and brain; the non-interference
Every step in spcrmatogenesis and spermiogencsis (sperm 

normal physiology; and the
maturation) appears to be susceptible to immnnologic of sperm antibodies with 

interference (44). Vasectomy does lead to an auiloiinniitie reversibility of techniques such as vasectomy are tanta

to both surface and internal anti- mount to the wide-spread acceptance of this method of 
type response directedt 

conception control and would increase its overall accep
gens. Sperm antibodies do develop after vasectomny and 

are persistent ii individual cases. Why all vasectoniized lance as a contraceptive method of first choice. Hope

men do not develop sperm antibodies is unansvered. fully, more in'estigations will be performed to establish 
the pertinence, if any, of an immune response after bi-

The relevance, if any, of sperm antibody production to lateral vas ligation, especially in regard to local antibody 

future fertility after vasovasostoily is vet to be deter- response in the genital tract. 

mined. There is no evidence in humans that sperm anti
body production folo\Nsing vasectomy is detrimental or 'fle risk-benefit ratio is still decidedly in favor of bilateral 

that it causes autoininmne type diseases. Epidemiologic 	 vas ligations as a conception control device for the male, 
since no specific long-term problems have been uncovered

studies (case control) are underway in various parts of the 


world to determine if there are any deleterious effeces to date in the human.
 

following vasectomy.
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Laparoscopic Sterilization Study 
by Open Methods in Pakistan 

Bilquis Malik 

The sophisticated laparoscope with its fiber optics offers 
improved visualization of the peritoneal cavity for diag-
nostic purposes and for certain gynecological surgery, 
and it has earned an important place in the field of gyne-
cology. 

Female sterilization by laparoscopy is now practical, 
popular, and widely used. The laparoscope is now mov-
ing from the hands of the senior clinicians to that of jun-
ior physicians in many institutions. 

The closed rne:hod of laparoscopic sterilization is still 
associated with the potential hazards of blind peritoneal 
insufflation with gas, and blind and forceful introduction 
of a sharp trocar into the peritoneal cavity. Injury to the 

large blood vessels and unrecognized bowel damage, 
though rare, are reported. 

A comparative study was conducted on a series of 620 
women to assess the risk and complications of open ver-
sus closed method techniques of laparoscopic procedure. 

MATERIAL AND METHODS 

From December, 1977 to March, 1979, 620 women re-
questing tubal ligation for fertility control were accepted 

Table 1. Age and Parity of Female Acceptors 

Parity 16-20 21-25 26-30 

3 - 2 

4 - - 7 

5 - - 12 

6 - - -
7 - - 10 

8 - - 20 

9 - - 3 

10 - - 2 

11 - - 2 

12 - - -

13 - - -

14 - - -

15 - - -

Total - - 58 

into the study. Of these, 311 were selected for the closed 
method, 309 for the open method. Women undergoing 
laparoscopic sterilization by both closed and open meth
od came from similar socio-demographic characteristics 
and all were healthy, parous, and currently married. They 

orcame directly to Sheikh Zayed Hospital for Women 
were referred by District Family Planning Centers. The 
characteristics, obstetrical, gynecological, and any rele
vant medical and surgical histories were recorded. Pa
tients with pulmonary tbc's, mild diabetic, hypertensive, 
cardiac, and anemia cases were also accepted into the 
study. Laboratory investigations included hemoglobin 
levels and urine analysis, recorded prior to the operation. 

PRE-OPERATIVE 
Date of operation was immediately after the menstrual 
period. No women were accepted prior to six weeks post

partum. Patients wt.re instructed to take nothing by 
mouth after midnight prior to operation. All patients 
came from home and traveled 60-80 miles a few hours 
before the operation. 

OPERATIVE PROCEDURE 

Before the patient was taken to the operating room, the 
bladder was emptied. The patient was placed on the 

Age 
31-35 35-40 41-45 Total 

2 - 4 
16 6 - 29 

31 10 - 53 

57 25 - 82 

60 42 - 112 

105 48 - 173 

40 36 - 69 

34 22 58 

8 7 17 

1 18 19 

2 - 2 
1 1 

- I I 
354 208 620 
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operating table and an injection of Demerol 100 mgm, of methods were of similar nature, e.g., thickened tortuous 
Diazepam 10 mg, and of Flaxadil 40 mg was given intra- and short fallopian tubes. No failure was recorded with 
venously. Patient was then placed in the lithotomy posi- either method. 
tion. After vulval toilet pelvic examination was com
pleted, a sterile Sims' speculum was placed in the vagina, Surgical difficulties encountered with open and closed 
and the antcrior lip ofthe cervix was grasped with a sterile 
volsellum. Rubin's intra-uterine cannula was inserted into 

methods were also of similar nature. In these cases, the 
operative procedure could not be performed. In one case, 

the uterine cavity and was fixed to the volsellum, then the because of the large retroverted, densely adherent uterus 
speculum was removed. The abdomen was cleaned with with limited mobility, the fallopian tubes could not be 
iodine solution and draped with sterile towels. The in- visualized. In the second case, the fat omentum filled the 
ferior rim of the umbilicus, including the rectus sheath, peritonea! cavity and fatty pads under the pelvic peri
was infiltrated with 1% lidocain (Xylocaine), 10-12 toneum completely occluded the accessibility to the pel
milli-litres. A semilunar incision of 1.5 cms was made vis. A similar situation arose in the closed method tech
along the inferior rim of the umbilicus in the infiltrated nique. In the third case, only one tube was ligated since 
area and under direct vision. Superficial fascia, recus the left fallopian tube was congenitally rudimentary and 
sheaths and peritoneum were carefully disected. While 
holding the divided edges of the wound with a Babcock 

was buried under the broad ligament. 

forceps, the inferior edge of the wound is lifted vertically COMPLICATIONS 
up away from the abdomen and the superior edge of the 
wound is held horizontally so they are at right angles to 

Inthe open method technique, bleeding from the wound 
occurred in the two cases. Hemostasis was secured im

each other. The cannula for the laparoscope is gently mediately by ligating the bleeding blood vessel. A small 
introduced into the peritoneal cavity. The laparoscope 
with fiber optic light source is then introduced along the 

medialy iga t t h bledin o ca 
mesosalpingeal tear occurred in one case. 

se A s 
Hemostasis was 

anterior abdominal wall. Visibility is excellent and the
Falope ring operative procedure is perfo'rmed withoutdffiulty.ri patscoe anocdnuare prermed aithetdifficully, laparoscope and cannula are rem oved and the 

secured by applying a Falope ring. 
In the closed method technique, surgical emphysema wasr c r e n t o c s s ml e n t r a o m n u 

wound closed in layers. The peritoneum with rectus 
sheath issutured with continuous chromic catgut No. 0 as 
isthe skin with interrupted sutures. The wound is cleaned 
and dressed with a sterile dressing, and a band-aid isap-

was recorded in two cases. Superficial injury to the uterus 
was recorded in two cases. No other serious complica
tions were recorded (Table 2). 

plied. Two hours later ihe paticnt is allowed to return to POST-OPERATIVE 
her home 60-80 miles away. 

Both open and closed operative procedures were random-
Pain was significantly lower in the open method tech
nique. Wound sepsis was recorded in two cases of closed 

ly assigned. All procedures were carried out by one op- method technique, but none in the open method. 
erator. The physician and evaluator who cared for the pa
tients immediately :n the post-operative period and who DISCUSSION 
followed them up were unaware of the technique used. 
All the patients had follow-up from one week, four 
weeks, twelve weeks, six months and one year. 

There are two considerations as a result of this study. The 
first concerns the approach to the peritoneal cavity in the 
closed method by blind insertion of the Tuohy needle or 

RESULTS 

The technique of tubal occlusion used in both methods 
was the same. Technical difficulties encountered in both 

Verres needle through the anterior of abdominal wall and 
blind insufflation of the peritoneal cavity with gas (pneu
moperitoneum). Tissue or surgical emphysema of a minor 
nature occurs even in the hands of the experienced phy-

Table 2. Complications ofOperative Procedures by Type 

Operative Procedure 
Type of Complication Open Method (309*) Closed Method (311*) 
Failed Attempts 2 2 
Tissue Emphysema 
Hemorrhage or -lemotoma 

0 
2 

I 

Injury to Oment'im 
Injury to Bowel 

0 
0 

2 
0 

Injury to Bladder 0 C 
Injury to Uterus 
Wound Infection 

0 2 

Bleeding Requires Laparotomy 0 0 
*Number of Procedures by Method 
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sician. In less experienced hands it certainly carries po-
tentially hazardous risks. Blind insertion of a trocar un-
der uniform pressure scratches the omentum and uterus 
in experienced hands. In the beginner's hand, it certainly 
can be potentially fatal. 

Approach to the peritoneal cavity by the open method is 
.ot without risk, but careful dissection of a small ab-
dorninal wound in the umbilical area under direct vision 
eliminates the risk. In the above study no serious compli
cation was recorded since the abdominal wall was lifted 
well above and out of reach of viscera while making an 
incision. 

Accessibility and case of performance of the surgical pro-
ccdure is the second consideration. The technique of 
tubal ligation isthe same in the iwo methods. In a proper-
ly prepared woman, well-sedated, with muscles relaxed, 
the bowels recede from the pelvis, and visibility of the 

pelvic organ is excellent. If the sigtnoid colon or small 
bowels are crowded in the pelvis, it can be overcome by 
allowing a little amount of gas through the cannula. 

Apart from scant bleeding from the wound, no signifi
cant complications occurred in the procedure. On the 
contrary, a large number of women who underwent the 
open method technique did not experience backache. 
There were no immediate post-operative complications. 

The follow-up record is from 2 weeks to 15 months. No 
failures were recorded. 

Sepsis of the wound did not occur in either method. 
Menstrual cycles have remained normal. No complica
tions of a serious nature are recorded. Open laparoscopy 
is a safe outpatient procedure under local anesthesia with 
sedation. 



Scope and Technique of 
Laparoscopic Sterilization 

N.I). Motashaw 

At the 3rd International Conference on Voluntary Sterili-
zation (I) in Tunis in 1976, it was said that the ideal steril-
ization procedure had yet to be evolved: safe, easily exe-
cuted, chl.ap, reliable, reversible and rapidly performed 
by the average physician. 

We are still searching for the ideal laparoscopic proce-
dure, so let us review the "teclnical minutae" of the 
existing methods of laparoscopic sterilization. What is 
well known and oft described, I will not reiterate, but I 
would like to present different viewpoints on some cotl-
troversial topics. 

RANGE OF LAPAROSCOPIC 
TUBAL STERILIZATION 

Laparoscopic tubal sterilization can be done in most 
women, at any time during the reproductive years. The 
commonest is interval sterilization. When laparoscopic 
sterilization is postabortal, it can be simultaneous with 
suction evacuation, or after/with midtrinrester termina-
lion. Arc there any special problems when the two are 
combined? Way back in 1969, Steptoc and Imran (2) 
found it safe. Ilernande/, et al, (3) found an increased 
risk of' complications when laparoscopic sterilization 
was done on postabortal women. They found a ten times 
increase in infection and a two-and-half times increased 
risk of blecding. We have recently completed 3(X) cases 
(unpublished data) of suction termination with steriliza-
lion and found the procedure safe and satisfactory. 

Puerperal laparoscopic sterilizatiot is technically feasi-
ble. One of the largest series has been -eported by Louis 
Keith (4). There is, however, a higher incidence of hema-
toia formation; tile episiototny often gives way if ade-
quate care is not taken, and the failure rate is a little high-
er. In fact, the complication rate is about three times that 
of the inlterval cases so that though practicable in the 
hands of experts, minilaparotorty is preferred in the 
puerperitnt. 

Should laparoscopic sterilization be combined with re
moval of an IUI)? Modern bacteriological investigations 
show that in almost all cases of IUDs with threads, organ-
isms cart be found in the uterine cavity. Natural body de-
fenses overcome this infection. H-owvever, in 2% of wom
en, 1P11) does develop during the first year of use. Soder-
strom and Smith (5) have carefully examined tubal speci-
mens oblained at laparoscopy. They found chronic non-

bacterial salpingitis in 47% of IUD users undergoing elec
t:ve sterilization and the same was present in less than 1016 
of non-IUD users. The presence of chronic salpingitis can 
influence the morbidity of sterilization. I have known of a 
patient who developed bilateral tubo-ovarian abscesses 
after laparoscopic sterilization at which an IUCD was 
removed. Her convalescence was stormy. A total hyster
ectomy and bilateral salpingo-oophorectoniy with peri
toncal drainage had to be done to save her life. 

TECHNIQUE OF LAPAROSCOPY 
Position 

In the conventional modified lithotomy position, when 
local ancs:thesia was employed, patients often complained 
of leg pain if the procedure took longer than usual. To 
overcome this we now introduce the uterine elevator and 
then bring the legs to rest. The mid-piece of the caudal 
end of the table is removed (between the adductor mus
ties) so that manipulation is possible. The Trendelenberg 
tilt should not be over 450, otherwise cardio-respiratory 
embarrassment can occur. 

Technique of Anesthesia 

l.aparoscopic sterilization can be performed under local, 
general, spinal or epidural anesthesia. Local and general 
are the commonest. When local is used, is premedication 
mandatory? It is customary to give Diazepam 10 tug and 
Meperidine or Dernerol 25-100 rmg intravenously, before 
positioning the patient. Atropine sulphate 0.4 mg is, we 
all know, absolutely essential to prevent vaso-vagal reflex 
and bronchial secretions. There is a trend to avoid pre
medication. This decreases drowsiness and postoperative 
nausea and the hospital stay is minimized, as shown by
Van Lith and others (6). Whatever be the drugs used for 
premedication, the surgeon must be aware of the dosage, 
duration of action and antidotes, if any. Additional 
adrenaline I in 200,000 to tie local anesthetic prevents 
vaso-vagal shock during uterine manipulation. 

In the recent mass sterilization campaign in Gujarat, one 
patient succumbed after convulsions following overdos
age of local anesthesia (personal communication). 

Kurnarasany (7) mentions that 25 out of 294 women ex
perienced vaso-vagal shock during uterine manipulation 
while undergoing laparoscopic sterilization under local 
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anesthesia when lignocaine hydrochloride was used with-
out adrenaline, 

Should the fallopian tube be anesthetized? Spraying the 
surface of the tube with a local anesthetic before handling 

or cauterizing the tube relieves the discomfort during 
surgery and for a while postoperatively, in most cases 

the procedure is so quick that the well-motivated woman 
tolerates the discomfort easily. As for the postoperative 
pain, simple analgesics suffice. 

Should fluids and food be withheld before surgery under
 

local anesthesia'? Long ago we did away with the ritual of 

enemata before minor surgery. Now Hartzell and New-

berry (8) have shown that the chances of syncope during 

stress situations is incre ed in patients with hypogly-

cemia. Women who Lin . ,vent sterilization on an empty 

stomach often felt sick at' weak after surgery. I think we 


small meal 3-4 hours before surgery.
should give them a 
The chances of the patient needing general anesthesia is 
not more than 2-50/o either to complete the procedure or 
for a major laparotomy. If general anesthesia is needed 
appropriate precautions could be taken to prevent aspira-
tion such as gastric decompression, intratracheal tubes 
and tile administration of magnesium trisilicate. 

General Anesthesia 

In spite of reports of large series of laparoscopies under 
that in-general anesthesia without intubation all agree 

tubation with controlled ventilation is the safest. 

by the experiadministeredSpinal and epidural can be 

enced anesthesiologist. In a large series recently reported 
by Burke (9), 22%1o of the patients were discharged on the 
same day after spinal anesthesia. 

Whether you use local, general or spinal, careful and con-
tinuous monitoring of vital signs will reduce the mnorbidi-
ty and mortality of this procedure. In the absence of con-
titluous EKG recording, a precordial stethoscope will pick 
up cardiac arrhythias. It is worth noting that the most 
recent AAGL Survey of 1977, and the confidential U.K. 
inquiry covering 1976-77, showed that 95% of laparo-
scopies in the U.S.A. and 99% in the U.K. were done 
under general anesthesia (10). In Asia the large majority 
of procedures are done under local anesthesia. 

Pneumoperiloneum 

Of the two routes of creating a pneuoperitoneum, more 
and more surgeons are today using the vaginal route rou
tinely. Personally, I would strongly recommend it. 

Can we spontaneously create a satisfactory pncumopcri-
toneurii with air and thus avoid tie hazards of insuffla-
tion? Badawy (11) has done away wit h the Verres needle 
and the trocar and cannula. The abdomen is opened as 

afor a minilaparotoriy and then the patient placed in 
steep Trendelcnberg position, to allow the air to enter, 

Now for the gases used. Both CO 2 and N 2 0 have been 
widely used. If electrocautery is to be used, certainly 

2 is the gas of choice. When non-electrical methods of
CO 

tubal closure are employcd, N 20 is less of an irritant, 
and may be safer. With CO 2, acid base changes, cardiac 

are more conarrhythmias, and respiratory problems 
Gas embolism is rare. In such a situation the solu

bility of CO 2 is high as compared to N 2 0 and would 
produce fewer problems. It must be remembered that the 
N 2 0 when mixed with intestinal gases may be explosive 
in the presence of a spark or a flame. 

mon. 

Air is extensively used by the gastroenterologists and by 
several laparoscopists in the underdeveloped countries. 
Little is known of the true incidence of air embolism and 
the morbidity and mortality associated with it. It is com
forting to know that gas embolism is extremely rare dur
ing laparosocopy whatever the insufflating gas. 

Now for the needles. I would simply mention that though 
a pneumoperitoneum can be obtained with a simple spi
nal or other needle, most of the newer Verres needles are 
now double cnannelled so that the insufflating pressure 
and the intra-abdominal pressure can both be registered. 
Again in many parts of the world no pressures are re

corded. When laparoscopy is done inder general anesthe
should be monitored.sia the intra-abdominal pressure 

With local anesthesia the patient complains of pain and 

gets restleis. The surgeon isthus aware of the raised intra

abdominal pressure. 

Trocar and C~rinulae 

These are available in various sizes with different arrange
ments for preventing the gas from escaping. The syn
thetic seal of KLI is a promising new innovation. The 

in "open laparorounded trocar is used by Hasson (12) 
scopy" which is gaining popularity. Wiring the outer stir
face of the cannula prevents it from slipping out of the 
abdominal wall, particularly when the procedure is pro
longed. 

Is it advisable to introduce the trocar and cannula without 
a preceding pneumoperitoneum? Dingfeldcr (13) has re
ported on 300 successive laparoscopies where the trocar 
and cannula were introduced directly under local anesthe
sia. Many laparoscopists may not take to this method 
easily. Further experience with this technique is essential. 

Scopes Proper 

A large number of scopes of sizes varying from 1.7 nim to 

12 mm are available. The iostruments are straight or 
angled. The operating scopes are as a rule larger carrying 
channels for accessories froni 3 nim to 6 mm. 

The two puncture technique is preferred by many as the 

operating endoscopcs lack three dimensional vision and 

spatial control. 
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IScope and Technique 

The needlescope has not caught on for, in general, a de- In the Water's technique of thermocoagulation, the tube 
crease in the diameter of the endoscopes results in a di- is drawn into the cannula by aspecial hook forceps. After
minished field of view of 550 only, diminished light, high- 35 to 40 seconds of cautery the fallopian tube is divided 
er magnification and increased distortion. It should only automatically as a result of the terminal lesion (18).
be used by those who have already acquired great skill
 
and experience in the technique of laparoscopic steriliza-
 Shlould the tube be divided? When ectopic pregnancy has
tion. A combination of the laparoscope and the Falope occui red !-fter laparoscopic tubal sterilization, the gesta
ring applicator is "the laprocator." Capability of loading tion sac has always been in the distal or ampullary por
two rings, and with a channel for anesthesia, the instru- tion. Failure is due to amicroscopic tubo-peritoneal fistu
ment should be useful for successfully implementing la which allows the sperms to travel so that fertilization 
large-scale family planning progiains. occurs in or on the ovary. In over 1,772 sterilizations 

without division and resection, reported by Kleppinger
Uterine Elevators (19), no tubo-uterine fistulae occurre&. This makes a 

sterling case against the tubal division. 
No single elevator is ideal for every case and situation. 

COMPLICATIONS OF 
Sterilization Procedure LAPAROSCOPIC STERILIZATION 

The complications of laparoscopic sterilization, though
The most recent survey (!97)7 conducted by AAGL and infrequent, can make a formidable list. I would like to
the data fron U.K. (1976-77) (10) show that electrical mention the two fatal cases, one from Ohio reported by
methods %kereemployed in both countries in 80% of the Root et al (20); and tie other from Bombay reported by
cases. Of the electric-al methods, bipolar was used in Paul et al. (personal communication). Gas embolism and
19.5% in tle U.S.A. and only 1.1 1y0 of the cases in the death occurred from trapping CO2 in the portal circula-
U.K. The non-clectric clips or bands were used in 16.5%/0 lion. CO 2 gas can withstand solution in the blood
and 18.50'o respectis ely. strearn; even Ihough small bubbles disappear as they trav

erse the coronary vessels, larger bubbles coalesce and pro[very laparoscopist is aware of the hazards of unipolar duce long immobile columns. The gas was trapped in the 
cant ery. Apart Irot intestinal problems, the extent of tu- portal vein and its intra-hepatic branches. The skull Xhal damage is such that it prohibits reconstructive stir- rays also showed gas in the cerebral vessels. At autopsy 
gerv. The serious complications are minimal in the hands large amounts of g;t% in tile heart chambers, the inferior
of tle experts and certainly tile method continues to be vena cava, the portal vein, pulmonary artery and the
used as tlre nriipolar machines are readily available in aorta, were found. Additional pertinent autopsy findings
every operation theatre, included nassive idimonary hemorrhage and edema. 

The bipolar caritcry is undoubtedly safer, and several Clear cut case reports in which gas embolism has occurred 
types of forceps are available, btlt tie point I would like are unconmmoi. Several reported cases of unexplained
to make is ss liat length of tubc should be cauterized and cardiac arrest have been presumed by their authors to be
should tire mesentary he left untouched or should a seg- dtie to gas embolism. 
mert of it be included it tie forceps. Kleppinger's for
ceps (14) inchdes a segnient of tie nicso-salpinx while Complications occurring with introduction of the trocar
others do not. I lirsch (I 5) applies tie forceps to the tube and cannula are well-known. During removal incarcera
for a short duration repeatedly. The rieso-salpinx is not lion of orientuti and bovel can occur. When the pneu
irisolved, moperitoneur is readily released and the cannula re

moved, tihe orienturn or bowel is dragged through the 
fascia. With the two-puncttre technique, deflate the ab-Elndocougulation of tire Tubes dotcih under vision through Ile second puncture, then 
remove the second cannula under vision. Pass the laparo

'lhis Icchnique was introduced by Kurt Scrn (16). A few scope beyond the trocar sleeve and remove the unit as a 
years ago it ,.',as depl)red by imany. Today it is used by whole.
 
Sleploc and Palter and inanv others. 'File current is of
 
very Io\s voltage; no electricity flows through the lissues.
 
The hmser, liori-tImobile jaw is healed by art element to Etopic Gestation
 
1,10" to 180' U; the tissue cmught in the forceps remains at 
IM(XtC('. [lie forccps are riot ilrlltlted. Cooling front The failure of laparoscopic tubal sterilization varies from
It)" C to 38' C takes about 20-25 seconds. Van I.ith et 0. 1 0/ to 2percent. The causes of failure are many. l.uteal
al. () mc the \\'olf riachir arid coagulate a small seg- phase pregnancy and technique failure are the common
irrenli of trie the rear tile conit. scnin (17) Iimsclf ad- est. Checking tlie patency at repeat laparoscopy o; by
\ocatcs Coartuillioll at ss i to three places and sections hysterosalpingography increases the chances of a fistula
the tihe. .\ ouiic signals indicatc die coagulation and formation and ectopic gestation. (I have seen one such
Cooling piocess. folloving a Week clip sterilization). Some authors have 
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a hospitalexpressed fie view- that since complete fibrosis takes 3 laparoscopy when the physician's office is in 

be given ,otne other contra- not far from the operating theatre. This was most ably
months, the patient shiouilId 
ception for 3 nionths after laparoscopic ,terilizatioti by shown by leffersoi Penfield (24) when he reported on the 

the 1st International Confer
cautery (21). This view needs clarification, 	 vascular complications at 


ence in San Francisco.
 

[lie 	incidence of ectopic gestation varies from .020% 
to .071 0,'reported by Thompson To meet tie need of the hour in a country like India, 

reported by Steptoc (22) 
one 	of the laparoscopic sterilization is practiced on a v-, y large scale 

and Wheelss (23). Since ectopic gestation is 
plea that the opera

the importance of in makeshift clinics. I would make a 
important causes of maternal deaths, 

tors must not violate the priiciples of safety which have 
early diagnosis is vital. 

benn enunciated. The operator must, under such circum-

The risk of an ectopic pregnancy in IUI) users is ten times stances, possess both ingenuity and equanimity to cope 

that of non-lUl) users (I in 20 or 30 to I in 300 non- with the serious situation. 

ILJD users). 
E'NDOSCOPY T[RAINING 

Post Tubal Serilization Syndrome 

The ideal time for training in endoscopy is at the under-

In spite of sonic criticism,Does this syndrome exist? After tubal sterilization by graduate and residency stage. 

cautery, is the incidence of abdominal pain and menstrual the short-term courses will have to be conducted for sev

many, many practicing gynecologists mustdisorders higher than the conventional Pomeroy or other 	 eral years as 
learn the technique and surely they cannot go back totechniques? Adequate matched controls are difficult and 


a number of factors such as age, parity, previous mens- medical schools.
 

trual history, history of PID,and the psyche of the patient 
In conclusion, I strongly recommend laparoscopic sterili

influence file outcomie. 
zation since the documented death rate is much less than 

annual risk of death associatedCan laparoscopic slerilization be done safely in an office 	 the documented recurrent 
with oral contraception and sterilization is a single inciand in rural centers? When wc read and hear of the possi-


ble ccmplications, we would certainly recomr;nend office dent in a woman's life.
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Comparison of Clip to Band 

Jordan M. Phillips 

In the 1960s the Agency for International Development 
funded research in simpler and more reversible steriliza-
tion at the University of North Carolina by Dr. Hulka. 
This study reviewed a large number of techniques of 
sterilization, eliminating many because of pregnancies in 
animals. A special spring loaded clip was designed which 
was extensively tested in animals and humans. An appli-
cator was also designed to be used Mill a single puncture
technique through a 10 mm. sleeve. The technique was 
extensively studied in many countries. I was one of the 
original investigators in the United States. Our first series 
and all others was the subject of a one year follow-up on 

Figure 1. Original Clip_ 

Figure 2. Original AIpplicutor 

r 

1,079 cases. When the clip was applied, a minimum 
amount of tube was damaged, and the reaction to the clip 
was pcritonealization.. 

Minimal peritonealization covered tie clip after 9 months 
and it was effective in preventing pregnancies by occlud
ing tile tube. Pregnancies did occur, however, and the 
majority were found to be due to poor application oi a 
defect in the spring. Enlarged uteri, such as seen post
partum, were difficult to maneuver for laparoscopy. The 
application of a clip by laparoscopy was reported as con
traindicated for uteri over 12 weeks gestational size. This 
information was published in the American Journal of 
Obstetrics & Gynecology in 1976 (1). 

Fliure 3. A nylsis of Pregnancis 

Pregnancies 

Ectopic 0 
Pregnant at surgery 3 surgical or 
Aipullary application 6 - ia nufactur-
Structnre other than tube 
Poor isthmic application 

5 
2 

ing error 

Weak spring 3 
Unknown 4*-" method fail-
Correct application, tire rate; 

good spring 2 (2-6/I,000) 

Total: 25-crude failure rate 

*1 - delivered; to undergo repeat laparoscopy 

I - aborted; vasectomy chosen 

2 - Singapore and Bnombay - no dala 

With this information in mind, ti. ,lip was redesigned.
Note that tie spring is much stronger and tile jaws were 
buiIt to closer iolerances iian had been reconimended 
originally (Figure 4). 

Figure 5 shows that a gap of' 5,00011h of an inch in tile 
original clip, right, pernittcd pregnancies. In the newly
designed clips (those made of clear material shown on t lie 
left), these gaps have :,een eliminated. 
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Figure6. Second PunctureApplicatorFigure 4. Current (lip 

IT,7ure 5. Gaps in tMe Black (Oips 

Some pregnancies restu ted from tlie single puncture pro-
cedure due to poor visibility. A double puncture tech-

niqiJe i sing an ilprovcd secotiLd Ipuncture applicalior withii 
a i n prosvxld sp riigc 2iP C cecl ed Ihticlpm hi em. 

The Lhotogr p h lI. Iieberiiiat (lEnglan1d) shows [he excel-
lcnit %isibilily with the sccond punctnre, assnmiiiii11,a ttle 
clip goes onto the Iubc (Figure 7). With licherman's iii-
proved second punctrce applicator aiid [lie illipovcd 
spring Clip inl a series of SX) paticnls, h .le\w.asonly one 
pregnancy (1.6 per Ithonsand) in over one Year (2). 

The dala lepolcd illthe lilcrlatnrc lhe been collecled to 
date with the pltotype spring clip with its inherent prob-

leis \with vicak springs and gaps and the protolype silgle 
puncture applicatol. For these reasos, tite preglillcy 
rtcs illthese sies ale liicicr Ithantl the redea those witli 

sigiicd sprin, aitd se-coml p11cture approach (3). 

(()NI l( AIONS 

li coiliparing ilie spring clip to other techniiques, there are 
1
collisidcrtl io 1s other than pregnancies since we believe 

Figure 7. Visibihij' Using the Second Puncture 

the pregnancy pro blem has been eliminiated by the proper 
design. The following is a sunmation of the three laparo

scopic teclniques to be compared: 

li Figure 8, the clip is applied across the tube. If the tube 

is not stretched, there is no chance of hemorrlage. Accu
rate placement of the clip across the isthmric portion of 
tile tube is necessary. 

In iFigure 9 a portion of tiletule must be drawn into a 
5 mm. cylinder for the band to slip across it. With this 
Ilialitpulation, approximately 2 to 3 O/ of patients will 
experienrce inesosalpingeal tears and hemorrhage. The 
hemorrhage can be managed by applyinig another band, 

bitll)r. Yoo1 tlLIhat beiecomends electrocoagulation 
a\%ailaldle il case of henorri ge. 

Illbipolar coagulaltioll (Figure I0), an elcctric currelt of 
very low, wilttage floss bet\\cen tie tipper and lower poles 

of [he forcep. In extensive U.S. experience there has been 

no true report of an accidental bowel burn vith this tech

nique to date, although stbsequenil bowel injuries and 

infection have been reported. 
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Figure 8. Clip :l)lication 	 Figure 10. Biipolar Coagulation 

Coagulating current 
runs only from one 
forcep prong to the other. 

Clip placed over Clip across tube.
 
tube. Spring presses Spring seals tube
 
jaws together. over 2-3 days.
 

Table . Aesosalpingeal Hemorrhage Managed by:(4) 

Figure 9. The Band Technique 	 Laparo- Laparot
scopy omy
 
only (Rt/()Total


(Rate!/1000) 

Electric 
Coagulate, divide,

-" specimen 26.8 2.1 28.9 
Coagulate + divide 19.3 2.1 21.4 
Bipolar 
(including division) 13.6 3.0 16.6 

/ Coagulate only 3.9 0.5 4.4 
Band stretched over Nonelectric

Tube is drawn into cylinder catches loop Silastic band 19.1 5.2 24.3 
5 mm cylinder by forceps. of tube, like Pomeroy. Spring clip 0 0 0 

The single most common complication at surgery is hemorrhage was controlled with application of a clip.

hemorrhage. In Table 6, compiled by the AAGI. member- Coagulalion was required in four instances. Dr. Madrigal

ship in 1976 (4), one can see that tihe traditional method of El Salvador has also observed that hemorrhage with
 
of coagulating, dividing and obtaining a specimen-tlie coagulation or with tie band can 'be controlled with appli
method originally advocated in laparo,;copy-carried cation of a clip.
 
with it the highest hemorrhage rate. Coagulation alone,
 
such as with the bipolar forceps, has a very low hemor- In comparing pregnancy rates, an important concern is
 
rhage rate. The silastic band in the U.S. has a 25/1000 long-term rates for ectopic pregnancies. For example,

hemorrhage rate or a 2.5% rate in the study. This is the 
 when a technique is performed in a village by a team 
same rate of hemorrhage as reported byl tie most recent which then leaves, a subsequent ectopic pregnancy could 
data from Johns H-opkins. The clip in this natural survey be fatal. In Dr. Tatui 's 1977 study (6), the band was 
revealed no hemorrhage. Thus, the best way to avoid found to have a surprisingly high ectopic rate compared
henorrhage at laparoscopy is with the clip. to other techniques, and there were no ectopics with the 

clip. Since this survey, three ectopics have been reported
In a nmlticenicr study with skilled surge, -, (l-ngland) al- with the old clip throughout the world, but tihe high rateternating between clips and bands, there wt It0 instances with the band apparently has not been duplicated again.
of tubal transection wili the band compared to none wili It appears that the newly designed clip may offer better 
the clip (5). In some instances, the only instruments avail- protection against ectopics because of its positive occlu
able were more clips and bands, and in three instances tie sion of both proximal and distal segments with scar. 
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Table 2. Tuhal Thsection- oif P(t'Iiients (5) 

Total Platients Transection 

Band 95 I0 

Clip 96 0 

Table 3. Percent h'ittl~icI'ri'muicieshy ,elho( of 
Sterilization (6) 

lrcgnaincies Ectopic UEctopic 

CoagLulate dis idc 55 8 14.5 
('oagulhte only 
\eck clip 

14
46 

63 42.86.5 

lalope ritig 
Spring clip 

15 
22 

9 
0 

60.0 
0.0 

L4 l Anealhe~siu- It) oeePatint (7d8) 
Antshe.sia- t oJ"Paltietls (7, 8) 

At Total 

Surgery Post-operative Patienlts 
Band vs 39.9* 51.7" 137 
(oiiiatnion 19.4 15.8 139 

('oagulat ion %s 15.4 14.0 136 
Spriing ('lip I11.3 24.1"* 115 

*Sieilficini 

Table 5. ('otu/uication Rat' per 1, ()00Cases b' 
Sterilization Technique (9) 

-ocoamlla~ioi! 

.lect rocoagitat ion only 26.9 
[!ClctocoaLIllla oll anld 

ct il 30.5 
Ritigs and Bands 42.6 
(lips 29.8 

(esctriori/ation) 58.7 

lot al 40.6 

Of 
tih' lU/)' /1(1 'rP/ih ciat i n ithl/ e use il-

,.ttniei~ .sterilizationts, tose involving exteriorizationo 
t cOtl)iction taletwhichI alMsoIoof 
.c r u". 'len t ill ass 

c a m't/ I 11a ' 

ril.s und bands tolt /ted ivith caulerization or t/uive of 

c./i/ . 

IPain tinder local anesthesia is a consideration. Local 
ancsthesia is by far safer and simpler iin many countries, 
but postoperative pain may be a reason for paient dis
satisfaction. Although it is not a "complication" in the 

strict surgical sense, postoperai ive pain can he a reason 

tor a woman to avoid steriliiation, if a method has a 
reputation r',rpain. 

l)r. Suporn in lBangkok(7, 8) did tlie only ,tidies in which 
tile clip was compared to coagitlation, and then band was 

compared to coagulation. Moderate io severe pain was 

noted by band patients iti over hallf tie cases, whereas a 
quartet of tlhe patients with the clip comnplained of similar 
pain. The conclusion was thai the band was more painful 

than thlie clip, arid both were more pailiful than coagula
tion. These obserxvations have been con firmed informally 
by other stuldies comparing file clip to tie band when ob
jecti'e evaluation of postoperati e pain has been sought 

An overall statement about [lie relative coniplications of 
the clip vcrsus the band was detected hy the nationwide 

British Survey performed in 1977 and reported in 1978. 

Iti this study, the British team, surveying 50,000 laparo
scopies in Great Britain, concluded tha[t tle clip carried 
less overall complication rate as defined by (lie survey. 

"unlorg the Commonly used methods... the application
oi rings and bands was associated with a markedly in
creased complication rate, but there was little difference 

between the other three techniques.'(9) These complica
tions included hemorrhage at surgery and postoperative 
comiplaints of pain. 

A question of interest t, some is that of reversibilitv of 

sterilization. 
This figure summarizes the amount of tissue datmage 

caused by different techniques of sterili/ation and, there
fore, tie situationi facing tie microsurgeon in reversing 

Figure I. Reversihili ty 

olfFIGE iiILITY 

TLJBALDAMAGE tyBAt REPAIR 

BOMEO. RUAD AMPUL[ARY 

NON 
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Comparison of Clip to Band 

tie sterilization. A band such as the FPomeroy destroys at 
least 3 cm. of tube leading to (te isthmic ampullary ana-
stomosis, and has a known 60 ectopic pregnancy rate 
with an overall success rate of 70 percent. The clip de-
stroys the least amount of isthus and leads to an isth-
inic-isthmic anastomosis. Of eight patients inwhom an
anastomosis was performed, six out of six women who 
were trying to achieve pregnancy achieved intrauterine 
pregnancy. Though these numbers are small, they suggest
that the clip may be the most reversible sterilization meth
od 	currently available (10). 


lost complications will occur in the teaching process 

e The band has a high rate of mcsosalpingeal hemor
rhage which rcquircs immediate control by more 
bands, coagulation, or clips. Laparotomies may also 
be required for hemorrhage. 

o The clip has as its only complication pregnancies due 

to inadequate application by physicians during train
ing. 

Tile 	original clip had a high pregnancy rate because of
 

able evidence indicates no increase inweak springs and gaps. When these were corrected, availpregnancy rates as 

compared to other techniques. In comparative studies tile 
when introducing a sterilization method. Sum .arizing clip was found to have less hemorrhage than the band,the major hazards of the different methods: less operative and postoperative pain than the band, but 

more postoperativc pain than elect rocoagulat ion. Micro
" Fl.cctrocoatdation has a serious risk of'bowel burn surgecons are increasingly enthusiastic about the clip con

which is not shared with bipolar coagulation. pared to the band because of the chance of greater rever
sibility. In the words of one of the microsurgeons," Inadequate bipolar coagulation may lead to subse- "please tell me one reason that a band should be chosen 

(Iuent prcgnancv. over the clip for sterilization." 
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Population and Law Projects 
Around the World: Initiating and 
Following Through 

Luke T. Lee 

Around 1974-75, a meeting was held in Washington to 
review the progress of voluntary sterilization around the 

world. A question was asked as to how the Philippines be-
catte a success story for voluntary sterilization in a very 
short tinie. I gave as an important reason the fact that the 
Philippine Secretary of Justicc, Abd antsince 

Sepeecre73thattary uf.ustrii aion anot 
September was lie Spanlish-originied19 	3 that voluntary sterilization was not cas-ration, and hence legal under 

ruling wsas voluntaryCriminal Code. Only after this
omeafte.thNations 

sterilization able to coiimece., 
strilizinabl tod 

Mr. Abad Santos based his opinion on three grounds: 

I.Article 262 of the Criminal Code imposes a penalty 
on any person who intetionally mutilates another 
by dcpriving him, either totally or partially, of some 
essential 04gan for reproduction. Mutilation as de-
fined is "the lopping or clipping off of some part of 

volvcs only the "closing" of a pair of small tubes in 
men or women, and not "lopping or clipping off" 
of any organ, no mutilation, hence no violation of 
the Criminal Code, has occurred. 

2. 	No offcse is commitled when tlie subject consents 
knowingly to the operation, such i as a transplanta-
tion of an eye or kidney. 

te Presidential decree establishing thetuition and 
Commiilissioni on Population, "make(s) available all 

acceptable iieiliods of contraceptives except abor-
tion to all Filipino citizens desirous of spacing, lii-
iting or preventing pregnancies.' 

for vol-
This legal opiiion has far-reaching significance 

untary sterilization. In the first place, since the Philippine 
onCriminal Code was derived front the Spanish Code, 

which many Latin American Criiminal Codes are based, 

the Philippine opinion has relevance inla large part of 
new or re-Latin America. Second, iistead of adopting 

would bc tilne-colIsumlling andvised legislation which 
risky, a legal opinion with similar legal effect was fol1u-

Projects Around the World: Initiating Them and Follow
iug Through."
 
Some thirtv-fivc Law and Population Projects have been
 
established'ina;; geographical regions around the world 

1972. 'hey are usually based in the law faculties of 

the leading national univcrsities, allowing the collabora
tion of sociologists, economists and public health experts.Vlieir main tasks, supported principally by tihe Ulnited 

himantssuprepicplybyheUtd
Fund for Population Activities (UN FPA), are to 

compile and review population-rclated laws and to rec

omniend legal reforms reflecting human rights principles. 

Through these efforts, there now exists a large body of 
recommendations for legal and administrative reform in 
mtanv countries around the world. I-Howevcr, these will 
oilv'bc theoretically interesting unless they are translated 
int! law and actual practice. It is essential to assist gov

the body." Since tubal ligation or vasectonly inl- ernints iil removing legal and administrative obstacles 
which block the effective exercise of family planning and 
olher associated ituman rights, and also to engage them in 
instituting and inpicnc!ntiig new measures to advance 
tile cause of human rights as these relate to population. 

Although most governmicnis are already committed to 

this human rights cause through their endorsement of 

various international human rights documeniits, e.g., 
BucharestWorld Population Plan of Action adopted at 

imposes certain obligationsin 1974, this commitment 

upon governments. Three Le particularly relevant here:
 

I. 	To allow tie individual to exercise ie right of free 

choice, with respect to such concerns as religion, 
mobility, privacy, and access to the knowledge and 
nieaiis of pract icing faniily planiitg. 

2. To regulate the individual's legal status insuch areas 

as equality of the sexes, equal status for all children 

whether born in or out of wedlock, labor (child and 

woiien), adoption, marriage (inicludiiig the setting 

Of a mIiinll age aiid tile issue oh polygamy), and 

divorce. 
3. To provide public resources so that the individual 

lated instead by tle Secretary of IJustice. Directing in-	 will possess both the knowledge and tle mcans to 
exercise the basic human rights pe rtaining, for exformational and educational efforts to one official (tile 
ample, to health care atid family planning, cduca-Attorniev General or the Miniistcr of hustice) rather than 

to the entire legislative body would be more expeditious tion, food and nutrition, shelter, social security and 

with issues involving the reinterpretation of existing law. Job opportunity. 

The first two obligations cail u.' ually bc discharged with-
Ilaving comniniitcd on the legality of voluntary stcriliza-
ion, let tie introduce my topic: "P'Lopulation aiid Law out direct government expendit tires. The third, which is 
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bound up with larger problems of development, requires
tie generation or reallocation of financial resources. The 
economy with which the first two government obligations 
can be fulfilled should not suggest thai they have already 
been carried out-or that they are of lesser importance.
At thle samc time, it cannot be overemphasized that 
affirmation of' tie abstract right to family planning, for 
example, must be accolpanied by actual allocations. 
Without such expenditures, the exercise of that right is 
impossible for large numbers of pe.ple. 

How can governments be assisted in fulfilling their liii-
mai rights obligations, assuming that they would wel-
come such assistance? The following suggestions are of-
ered for your considerat io: 

The Inter-ParljainentarYUnion (IPU). Held in Sri 
Lanka in August 197), the I PU Conference on Pop-
ulation and l)evelopnent provided an ideal oppor
tunity for Law and Population Projects to assist 
members of many F'arliamictts in their efforts at 
legal reform. Continuous, ervices in tlie fields of law 
and population could be provided to all metmbers of 
tile IPU to enable tItem to keep abreast of develop-
meats in legal reforms thbrotighout the world and to 
assist thetm in formulat ing model codes to facilitate 
their efforts it legal reforms, 

• Regional Develolumnt Banks. Although the World 
Bank has been active for some time it granting soft 
loans for population projects itn the developing coun-
tri's, tile various regional developmenrt hanks-the 
Intor-Anierican l)evelopment Bank, the Asian Dc-
velopmenit Bank aNd the African )evelopment 
hank--have vet to begin a systenatic effort in tying 
population to de\clopem.nt, L.ogically tie regional
development banks are generaily more faniliar with 
local conditions than tie World Bank. The II)B, for 
example, has provided more loans in its region than 
the World Bank. 

The la and Iopulation Projects could render tile 
follo\\iltg serviccs to involve the rcgiotal develop-
ment hanls ii llthe polU'm field: :,) revieving the 
various b-nks' ccnstitutionts or termis of reference 
with a view to clarifying and pthlici/ing their poten
tial role in tile population field, thus clearing tlie 
way for a reordering of the2ir loan or ,rant priorities; 
b) inforning govcrnments of developing countries of 
available soft loans 'rol these banks (and even 
grants in thte case of the II)B for population-related 
projects, and encouraging theii to make use of such 
services, and c) working toward a icqtir+2nent that 
all loan applications submi, ed to regional dcvelop-
rnent banks include a deniograpmic analysis, thus 
drawing the atleii ion of goseumnents to the relation-
ship of' population to de.elopnetll. 

• Inter-inis teriIlCoordination. 1optulat ion and fain-
ily planning progrimmus ini the developing countries are 
frequently maters of exclusive concern of tile Minis-
try of Ilealh. It is cssential that the potential roles of 

all ministries-including Health, Education, Labor, 
Social Affairs, Planning, Finance, Justice and Agri
culture-be explored and maximized through effec
tive inter-ministerial coordination under the chair
manship of the President or Prime Minister. The 
Law and Population Projects should encourage each 
of the pertinent ministries to undertake a thorough 
review of what that particular ministry could do in 
the population field under its overall terms of refer
ence. (Indeed, such a review would appear a sine qua 
non for effective interministerial coordination.) 

e Role of Paramedicals. We should assist countries in 
their efforts to revise health lavs to expand the role 
of non-physicians in the delivery of low-cost, inte
grated tnutritioi/family planning/health services to 

as large asegment of popula!ion as possible, particu
larly to tile rural poor. 

It may be noted that a major bottleneck in tie family 
planning delivery services in many developing coun
tries is tile retention of Western medical law:; and 
regulations which emphasize a costly physician-dom
inated curative approach and allow only physicians 
to prescribe pills, insert IUI)'s, and perform other 
basic family planning services. The irrelevance of 
such a system to tie developing world, particularly
to its rural poor, may be seen frotn the fact that,
whereas the U.S. has one physician for every 600 
persons (the ratios in the Soviet Union and the U.K. 
are one per 410 and 900 respectively), the dcveloping 
countries have far less adequate ratios: e.g., one 
physician for every 2,(X) in Brazil and Egypt; 2,800 
itl the Philippines; 5,(X)O itt Bangladesh; 6,000 in 
India; 13,000 it Haiti; 21,000 in Indonesia and Ni
gcria; 34,000 ii Zaire; 50,(X)( in Burundi and 72,000
in Et hiopia. Comrttding the probletm of shortages
is the fact that most of these doctors are concen
irated it cities, leaving as disproportionate a doctor
per-capita ratio as I:I(X),00 in tile rural areas. 
([here are more Indian doctors outside India than in 
the Indian rural areas, and the traditional modesty of 
Inudian women dictates their physical examinations 
by female gynecologists, who are even fewer in the 
countryside.) 

In contrast, the success of the Chinese primary 
health delivery systems and "birth planning" may be 
attributed to heavy reliance on paramedicals ("hare
foot doctors") and aii elaborate referral system 
which sends more serious cases to regular doctors 
with better equipped facililies. The I.aw and Popula
tion Projects shotld cooperate with I1PP and IGCC 
in translating the recommendations adopted by their 
seminars held in Thailand in December 1978 into 
reality. 

7he Status of l'on',. Two paragraphs of the World 
IPlm of Act ion adopted by t lie World Con ferenc of 
the International Women's Year in Mexico City in 
1975 (which were inspired and drafted by tile Law 
and Population Program) state: 

http:de\clopem.nt
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38. 	 Government(s) should review their 
legislation affecting tile status of worn-
en in the light of human right prin-
ciples and internationally accepted 
standards. Whenever necessary, legis-
lation should be enacted or updated to 
bring national laws into conformity
with the relevant international instru-
ments. Adequate provision should also 
be made for the enforcement of such 
legislatica... 

39. Appropriate bodies should be specifi-
cally entrusted with the responsibility 
of modernizing, changing or repealing 
outdated national laws and regula-
lations, keeping them under constant 
review, and ensuring that their pro-
visions are applied without discrimina-
tion... 

Despite these rcconnmendations, there are still many 
laws denying women the right to the "knowledge and 
nicans" of practicing family planning as well as 
other basic human rights. Even in countries where 
the legal process has already begun, act ual enactment 
or etnforcement of updated legislation remains an un
fulfilled goal. The Vorld Conference for the UN 
Mid-Decade for Women planned for August 1980 in 
Copenhagen would be the occasion for taking stock 
of women's progress to date as well as for a redou-
bled effort to achieve full implemenltation of tile two 
paragraphs cited above. The proposed project would 
work closely with the Law and the Status of Women 
Projects already established to accomplish this end. 

Rights of the Child. Approximately one-half of the 

world's population is less than 20 years of age; in-

deed, in the developing world, the majority of the 
population in all regions except East Asia it is less 
than twenty. All the rhetoric and solemn proclama-
tions about the rights of men and women will come
tio 	 aut ifthe baicrights f ed cil-the ightto naught itflhe basic rights c f tile child-the rightscain 
to educatiotn, health, job o!,portunity, food, and 
hoeuincanoth jobe oy fage 
housing-cannot Ile Secured. 

o astheIntenatonalYeaThe 	esinatin197 the International Year ofofThe designation of 1979 as 
the Child (IYC) has given rise to a Project on the 

Rights of the Child. This project would work closely 

with lawyers of 60 National Commissions for the 
IYC to compile and review laws affecting the rights 
of the child in accordance with the Classification 
Plan on M/ie Rlig/its of 1/ic C/hid (by M. Cohen, J. 
Stepan and myself) and assist in the holding of con-
ferences in each of these 60 countries with a view to 
formulating recomnmendations for legal reforms as 
well as exploring ways and means of implementing 
such reforms. The project would also publish selec-
ted country studies in a volume similar to that of 
Law atid the Status of Women which the Law and 
Population Program prepared for publication by the 
United Nations. Needless to say, this project pro-
vides a potential role for all Law and Population 
Projects to play. 

Rights of the Elderl'. This is an important area of 
social concern not only on its own merits, but also 
because, until such rights can be exercised by every
one, the perceived need for many children as "old
age insurance" will persist. 

A UN proposal to designate an Inernational Year on 
Aging provides an opportunity for Law and Popula
tion Projects to assist governments in safeguarding 
tile rights of the elderly. As medical science has made 
huge strides in prolonging the life span of individual 
human beings, the number of elderly persons is in
creasing throughout the world, necessitating atten
tion to problems confronting the aged which are 
made acute because of their shrunken income and 
weakened health. Such problems often include in
adequate housing, health care, food and nutrition, 
transportation and recreational facilities, in addition 
to such discriminatory practices as compulsory re
tirement at an arbitrarily established age. It is also 
necessary to examine the impact of the increased 
number of elderly persons upon the society in such 
areas as the family structure, increased cost of social 
security and higher dependency rates. 

A classification plan on laws affecting the rights of 
the elderly should be developed with a view to pro
moting a systematic compilation and review of these 
laws by each country in the light of human rights 
principles. Each Law and Population Project should 
explore legal means to broaden the base for old
agc support from the family to the village or the 
country as a whole. At the same time, it could pro

mote the study of the interrelationship between old

age support and fertility in its country. 

trntheigrth V it erationsSystesoIndadi
registration system may be justified on tile ground
rgsrto ytmmyb utfe otegon 
that no legal reform in such areas as compulsory edt,th 	 sp if aio or asng f'il mnmu
cation, the specification or raising of the minimum 

of marriage, or provision of old-age social secu
rity can be enforced unless the exact age of the per

sons involved can be ascertained. The Law and Population Program therefore prepared and published 
t la i ficto Panfor L a reg and i 

fluencing the Vital Registration Sysem (I), partici

pated in the regional conferences on vital registration 
in 	 Manila and Montevideo in 1977, aid organized 
five projects on the legal aspects of the vital registra
tion system. The Law and Population Projects could 
assist in the establishment of additional vital registra
tion projects. 

* 	 Role of Local Governments. Family planting activi
ties in the developing countries are, by and large, 
funded by central governments of foreign sources, 
whether official (e.g., All), CIDA, SII)A, and 
DANIDA) or private (e.g., IPPF, Ford, Pathfinder 
Fund), and policy as well as implementational au
thority is generally centralized; very few local 'c
sources have heretofore been directly tapped. How
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ever, no family planning program can be really (or adapted) by other nations with similar religioussticcesstul without local sclf.hclp and community backgrounds? Can the more succesf'ul family planmnobilizationi-takiig ito account local traditions ning programs in the Islamic countries of Indonesia
and patterns cl organization and behavior. This and Tunisia be of relevance to other Islamic counmeans that local government itist be given tileini- tries, such as Egypt? Can the French, Italian, Mexiliative and authority to establish and coordinate pop- can and Cuban (all Catholic) examples be of relenlation/iamily planning programs and that local re- vance to South America?
 
sources should be maximized to enhance tie well
being of the individual inhabitants. 
 Role of ncentives andDisincentives. There are many

forms as well as definitions of incentives and disin-The establishment of the Model City Project in centives in the population field, and their results are
Cagayan de Oro in Mindanao, tiLe uneven. In Singapore and Korea, for example, incen-Philippines, has 

demonstrated tie feasibility as well as effectiveness tives and disincentives are credited with tile
successof local government's role in population and family of their family planning programs; in India, on theplanning. Under its aegis, a number of programs other hand, failure has resulted from a program relywere established etirely with local resources. It is ing heavily on such an approach. A comprehensive,significant to note that one year after the inaugura- comparative study of laws governing incentives and
ion of the project, the city's birth rate dropped by 15 disincentives and of their implementation and effectspercent. hFileproject's impact on the national scene is would be undertaken by Law and Population Proeven more impressive: The Philippine Government jects and should provide a useful guide to policy

has adopted many laws based on tihe municipal ordi- makers in the developing countries.
 
nances of Cagayan ceOro, anong vhich is tile
re
quirenient that couples applying for marriage licen- Evaluation of Legal Reforms. With a view both to ses intist first undergo family planning counseling. tie improvement of new laws and their replicabilityOn the basis of the Model City Project's success, the in other countries, evaluations should be undertaken
Philippine Government decreed in Aigust 1976 that to ascertain their impact. Thus, for example, the
allgovernment units-at tle provincial, municipal Philippine law of 1976 requiring all couples applyingnidvcillage levels-must have a population officer to for marriage licenses to undergo family planninginitiate and coordinate population activities. The fi- counseling would be the subject of such questions as:nancial support for these activities was to be given Hlow has this law been implemented? What corninitially by the central government, bti was gradual- prises "counseling" and who gives it, for how long,lV and eventually to be assumed by local govern- and how frequently? Has this law actually slowed r ilts. program, cur-The genesis of tle "outreach' population growth rates in tie Philippines? What arerently stpported by All), may be traced to this Mod- tihe comparative fertility rates of those who haveel City Project. undergone family planning counseling and those 

who have no? Have abuses occurred? If so, of whatFile Law and Population Projects should encourage nature, and how can the3 be prevented? Obviously,
the establishment of' Model (it Projects in other antevaluation ot this nature must rely on close colcountries to undertake experimentation in legal re- labortion aiOng lawyers, sociologists, political scilo'rms oil a small scale as a preliminary to their po- ctists, demographers and psychologists. It is alsotential nation-wide application. They could co-spon- obvious tLat, unless such ainevaluation is under
sor with IGCC a seminar on the role of local govern- taken, th: replicability of such a lav in other coun
ments in the ASEAN countries. tries is very tiuch limited. 
Religion atd lolndution. A number of Islamic and Evaluation of legal reforti theretore should be pro-
Catholic countries have a system of religious law l io n olocal reform Ptherefor o jectro
which interacts itllor dominates the civil regu- ciotedlawv by local law iad Population Projects inlating fanily planning. Thus, rightly or wrongly, colhaboraioi with social scice coinsutlants-as t alack of progress in faiuily planning in many ll)C's integral part of the actiot-oriented work of these
has often been attribucd to religious-primarily projects.
Romant Catholic and Islamic-tfactors. It is oltci 
po'ilcd that since niany go\criiiitctiu ilc reluctant to The twelve areas suggested above are not exhaustive.
atntagotnie th religious hierarchies-especially if There are niany more ways for tileLaw and Population
they are beset s ifh oilier problems-they avoid a Ir,jecls to assist governments, directly and indirectly.vigorous stance on fairtily planning. Thus, it tayibc postulated that any assistance rendered to 

the United Nations in full'illnient of its niandate in tieBut to religiou pose a inherent lyinsuperable barri- population field is, in effect, assistance rendered to gover to tie adoption of an atiti-iratalist policy? LEvcn crnicnis, siice the United Nations is made tip of, adthe most extreme torin of birth control- abortioni- serves tileneeds of, governments. Accordingly, the Lawhas recently been satuctiocred by Italy (Roman Calho- and Poputlation Projects should assist tie various UNlic), runisia (Islamic) and India (Ilindu). What are agencies (e.g., UNFSCO, WHO, ILO), regional cotnis
the factors in these countries which catl be adopted sions (ECA, ESCAP, ECIA, ECWA), and regional 
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centers by contrib-demographic training and research 

uting law and policy componew's to their programs. 


Finally, as many governments still depend largely on pri-
vate voluntary organizations for their family planning 
programs, any assistance given by the Law and Popula-

tion Projects to such organizations would equally consti
tute assistance to governments. 

In sum, the "following through" tasks of the Law and 

Population Projects around the world remain formidable 
and never-ending. 



Changes in the World's Laws on 
Voluntary Sterilization in the 1970's: 
An Update and Review 

Jrn Stepan and Fdmund Kellogg 

In 1969 tie firsttwo non-eugenic, non-restrictive laws on 
voluntary sterilization were enacted in two parts of the 
world tar separated tromt each other: Virginia and Singa-
pore. 


Up to that lite in nearly all countries the only laws which 
were thought to apply to sterilization were the criminal 
codes,. oday, ten 'ears later, cantraceptive sterilizatien 
is seen primarily as a medical matter; and inimany juris-
dictions it is d -ill with as a part of medical law. Ten 
'cars ago sterilization wvas, at least in theorv, a most seri-

ois crinc; today sterilization on request is broadly recog-
nized as a right of the individual. 

Many countries have no\ faced up to reality and accepted
voluntary sterilization as one of the methods of family 
planning. In addition to the worldwide acceptance of 
elTiciernil comtraceptive nieans, there have been two ration-
al'es und:rlving theemodern legislation. In Europe and in 
North America the purpose has been to provide and safe-
guard Irecdon of choice for individuals; and in court-
tries endangered by overpopulation, the rationale has 
been to legalize the most elTicient method of slowing 
dowrn popuatation gro\%tI. 

There are, of course, a great many countries where there 
ha, been no change of law (law which, with very few 
exceptions, rarely regulated the issues of sterilization in 
specitic terms). 'Ihese countries still lace antunclear legal
situation and the legal concepts of the 1911h century 
which, in the context of the worldwide changes o'attitude 
toward contraception, now seem unacceptable if riot 
absurd. Other countries have decriminalized voluntary
sterilization by ariending their criminal laws. Still others 
have enacted statutes covcring, ina more or less comprc-
hensive way, various aspects of contraceptive steriliza-
tion. The legislatures of this last group have had to lace 
and resolve some 'undamental problems without many 
direct precedents to Follow. 

Frot tile point of viesw of' modern democracy and legisla-
five standards, there have been two fundanental and 
potentially conflicting aspects of vohmntary sterilization 
whtkh have had to be balanced. First, the utmost privacy 
of decision as to whether to have or not to have a child. 
Second, tlie irreversible nature of sterilization. In tle light 
of our exlhriercc, this latter problem demands that some 
protection be given to iinmature individuals against hasty 
decisions which they may later deeply regret. 

It will be noted that, during the 1970's, virtually no laws 
have been enacted which are intended to regulate volun
tary sterilization for pro-natalist reasons-at least not 
directly. In this connection it is interesting that the former 
lcgislativc effort to allow sterilization only where the 
woman tor the couple) had already had several children 
has not reappeared. 

CO()UNTRIES WItIlRI VOLUNTARY 
SHERII.IZATION WAS C()NSII)ERED 
IEQUIVAI.lINT TO THE CRIME OF GRAVE 
C(ORP)OREAI. INJURY 

In these countries there has been little statutory change.
The l'm is still unclaritied and inmany civil law countries, 
a consenm of the sterilized person is not recognized as 
justification of the "criminal" act (I). A surgeon, acting
at the request of a mature individual inhis or her own 
interest, is theoretically punishable by many years of 
irmiprisorticl. Ilc is considered to be a criminal com
parable to a mugger who, tor reasons of greed or sadism, 
nutilates his victiri on a dark street. This construction, 
officially maintained throughout the Continent of' 
Europe and in Latin America, has nowhere been applied 
inpractice since it is one of the most absurd and obsolete 
legal concepts to be fLound in our century. 

The surprising concept that consent of the "injured" per
son isnot a defense against a charge of'in flicting corpore
at injury is not expressly stated inthe statutory criminal 
codes (except inia few Latin American countries). His
iorically, this concept developed in legal theory and was 
accepted by the courts. When, in this century, tire issue of 
voluntary ,terilization emerged, jurists theorized that the 
criminal responsibility of the "perpetrator" could only be 
excluded by the consent of the "victim'" when the "vic
tiln" is authorized to dispose with the interest concerned. 
Therefore, consent, or even request, cannot justify acts 
which, although directed against the patient's own body
.violate good morals." [Section 266 (a) o'the West Ger
nlan Criminal Code.] The Supreme Court of Austria 
ruled in 1934 that vasectomy was not justified by the con
sent of tle patient, because no one had tile right to dis
pose of the intactness of his or her body oui contraceptive 
grounds since they were "not an ittercst recognized by 
law.' 

The above concepts originated at a time when contracep
tive sterilization was generally thought to be an immoral 
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extravagan,/a, which could have been contemplated only 
by licentious persons (2). However, anl entirely new situa-

lion has come into existence during our generation. Views 

oilcontraception, including voluntary sterilization, have 

nderIoTe atworldwide ,angc. The operation has now 
been accepted by a g-er.lal consenisus illmost of tile 
world, and it is 1ro.idly prpracticed. This i,often with 
go\crninlental suppot t e:':incountries which ,till have 
critnital codcs cot ainfing the concept of "grave corpore-
al inIir." 

and Clnlt cievcrilcofuntrileswhich a red evteing-
ntd mnost clearly--it countries which are not suffering 
I'roloelpoptilation. Courts in tileUnited States have 
held thtat s oIIIIIarV sterili/ation is lnt againist public 

policy. I liepositisc statelmnllls of the Lane Colmnittee 
in t1IU itited Kiigdom are swell ktov n.The Australiani 
RtL,,'al Rch,tionshifh,i illitsFinalComlniisiton ilut,I 

Repoi in1977, sott1itati/ed it, es as follows: "Inour 


\t a dOClt MR acts Oil
,11l tll(UCt With (ttle care sltould be 
protected froi legal liability if the person requesting tile 

e." A lso in 1977, the N ew 
ntyop el Iat ioll is o ,.eri ,, fi 

/caland Poval (on lnissiol of httctliry recommended "a 

clear staltlt ty etactnttelt deelaritng male and feniale 


tttnlars strcili/ation, iniding non-therapeutic sterili-

/altott, to be legal. 


Perlhap" the luOsl of ficial internatioIaldeclaration or an 
plane o tile"toral" acccptabiliv of voluntary steriliza-
tiott \ia, isucd by a repr csentlat ive body of West Euro-
pean countiics. Ihe (otitice of Ministers of the CoUn-
cil of Itit ope icconnitetided ill its Resolut iot(75) 29 of 14 
Noeniber 1975 that mtember govertiticnts lake legislative 
and adiittistralive nteasures "to make sterilization by 
stirical procedtre available as a medical service'' n 

fam ily planning (3). 
orer to itpltte nt the right to 

Witi the rc,.Csal of public attitudes, the basis oilwhich 
ite Jnristic theory criminalizing volutary sterilization 
sas built disappeared. This has ,ccurred precisely inthat 

part of tite world where it otigiiated. No one caii seri-
oslv ainuitain iii 1979 in France that sterilization per

fornied at [lie request of aitatture patient violates public 
order or itWest Germany, good morals, or that tilelair-
ilyplauning motive should not be re-nized as legitimate 

Austria. Since this reversal of public ird even officialill 

attitude has emerged only in tie last decade, it cal be 
hoped ttat th1e obsolete civil law construction of volun-
tarv sterilization as a grave corporeal injury, not justi-
fiable by request of the patient, will also be generally 
reversed. 

lit 1976, tite West (icrinan Federal Court (Bundesgerichtf-
slit*/) held [hat tIe sterilization of a mature consenting 
,sOutl, ecni if done with no medical, eugenic, or social 
reasols, \was tot unlawtvfll. (living reasons for its deci
sion, tile(oturt said: 

Neit her birthI as nor its medicalcontroil such, 

adiniiistralion are reprehensible under prevailing 
imoral nolions. Oin the coutrary, it is generally 

to decide for or 
against parentship makes possible a more humane 
manner of living. Such a view conforms with our 

scale of constitutional values... (4) 

understood that the freedom 

It is well known that asimilar situation of legal uncertain
tv has been cleared up in the Philippines by Opinion No. 
131 of 17 September, 1973, of tl'.e Secretary of Justice. He 
stated that sterilization, male or female, "isnot iniutila
lion" punishable under the Criminal Code, since family 
planning is not contrary to law or public policy. He also 

cited ihe national progran of family planning, among the 
purposes of which was "to make available all acceptable 
methods of contraception, except abortion.' Similar 
arguments would necessariy apply inother countries
 
aruetwolneearyplyiohrcutis,wherefamily planning has oeen accepted as part of na
lional policy, exLept perhaps Chile. (In Chile, Resolution 
No.03 of 8 September, 1975, of the Ministry of Health 
declared that "Islterilization wvill not be considered as an 
activity to regulate fertility and it may only be practiced 
for medical reasons," under specifically listed indica
tiots (5) 

l:inally, insome countries the acceptance of family plan
t1g and tlte de facto practice of volutntary sterilization 
mav be inconsistent with so-called sanitary codes, or 
codes of medical ethics. Where such codes are old, the 
prohibition of voluntary sterilization may be simply 

viewed as obsolete. However, in El Salvador there were 
issued: I a 1974 regulation of tileMinistry of Public 
Ilcalih establishing rules antd procedures for volunitary 
stcrilization; 2) ai amendmctnt to the provisions of the 
Criminal Code of 2o October, 1977. Its Section 173 ex
pressly provides that consent is only a mitigating circum
stance where the crime is "mutilation." (Among corpore
alpressly inenitioned.)itjuries 'incapacity to conceive or to beget' is ex-

Another problem may arise in Moslem countries gov
criied by criminal codes based ott a "civil law" model. 
Moslem tenents may be interpreted adversly to voluntary 
sterilization as a method of population limitation. 

COUNTRIES WHICH HAVE "DECRIMINALIZED" 
VOLUNTARY STERILIZATION BY AN 
AI)MENDMENT TO THE CRIMINAL CODE 

The legal absurdity of a surgical operation-requested 
and thought beneficial by a mature patient-being con
sidered equivalent to tileIMlniy of muggery has been 
solved in a few countries by shot amendments to their 
crininal codes. Such amendments provide that contra
ccptive sterilization is not punishable under provisions 
covering "intentional corporeal injury," "grievous 
hurt," and so forth. Various legislative techniques are 
used to achieve this object. 

In the common law area, the Singapore Voluntary Steril

ization Act of 1974 was the first to provide in Section 9: 

[Flor the avoidance of doubt, it is hereby declared 
that any treatment for sexual sterilization by a 



regislered medical practitionershall tot constitute 
a "grievous hurt" under sections 87 and 320 of 
the Penal Code. 

More recetlly, tileNew Zealand Act to Amend tile 
Crimes Act 1961, of 16 )ecenber, 1977, inserted in the 
Crimes Act tihe following section 61\: 

(i) livery one is protected fromnt criminial respor-S10ilitV For perfor mnhg w ith reaso n~able ca.re 
and slkill any surgical operatioi upon any per-
son it the operalioli is performned willth ie 
consen ' that person, or of ally person law-
fully enLitled to consent oiniis behalf itotihe 
operation, and fOr a awlatil purposle. 

(2) Without limitiing the tern 'laslil purpose"
in sutbsection (I) of this secliotn, a surgical
operalioi that is ierfornied for lie purpose
of' rendering the patient sictrile is pcrformned
tfora lass ful purpose.

Most itiportantt 1'1 lhedeveloiel of crimnal law 
~. 	 or the f crimitial iEurope, the ie\ Austriati (riiinal ( LodeOf'1974 stales ill 

sectiOn 90: 

(I) 	 le infliction of bodily iiijury, or the endait-
geri(ito' bodily safety is lot inila,ful 
("rc/'t.swiro'i") it liteinjued or cndangecred 
persoll Consenits, aind if tileinfliction or cil
dangerilng, issuch, is io collilary to good
Illtirals ("g'ilt' Sit'l"). 

(2) Sterili/ation of a consentiig persoti hy a 1 hlakeul 
sitian is not unilawful, if the person concernted1uSoie 
has passed tileage of'25 or it it is iiot cottrary
to good mor~ll'to godo ttorlsor otherc' leaslls.s(itierreasns.anid 

Thus the law of a country \willia long rather conservative 

tradition, i\ otte of the iodel delmocraciCs of the ELIro-

pein continent, has ofTicially declared that volutiary
sterili/ation to which a inalure person consents is ui t 

"against good Ilorals." 


It1pre-revolItionary Iran, tile Civil Penal Code was 

aintended in 1976 by inclusion ol the following text of
 
Article 48, paragraph 8: 


(5) (1) A doctor shall be permilied to pertorm a 

sterilization if tie spouse of the patieit

gives written consent, and the couple have 

two children. 


(2)Ifboli partners are over 25 years, thestipulationasto havingtwo children shall 

be 	waived. 


(3) Sterilization may he pertorited ott till-
married persons only if they are over 30 
yecars of age (6). 

The iost recent liberalization of penal provisions on vo-
uniary sterilizatioi was enacted in Italy in 1978. The 
fortuer Italian Crininal Code ditfered front nearly all 
other civil law codes by two special provisiois. Its see-
lion 552, paragraph I, contained a special provision ol 
voluntary sterilization (7). Uider this provision steriliza-
lion of a consenting person, be it ut nale or a feutiale, was 
punishable by inprisonment of not less than six monthis 
and not more than two years, plus antadditional fine. The 
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notorious paragraph 2 of scction 552 then provided:

iThe same penally shall be applied to whomsoever con-


Stifs thai such acts be performed oiliinself or herself'."
 

Both paragraphs oflthis section were repealed by Section
 
22 of la No. 194 of 22 May, 1978, so that voluntary
 
sterilization in Hal\ as heen entirely decriminalized (8).
 
Ih o e i a l ,t le l g l p o lm.f v l n a y s e i: a
 

die legal prohlcins of volitary sterilla
lion could be solved by simply deleting provisions penal
i/ing the operation (oila consenting person) froil tlhe
 
criinaill code sinICe this Would complelciy liberalize tle
 
procedure oii lie principle that '"hai is not forbidden by 
law is peinilied.' I losever, this would he allinsufficient
 
soluitioi. Due to the great importance of'what is still ill
 
irreversible opcialiol, several difficut (uesItiOls arise oh
 
such character that some legislative regulation or sale
gi-ards against po sible ahuse seeit to be needed. There
ti iost unries ettacling new laws oilsteriliiatiOi,
fore, ill 


here have heein miore or less coiiprelietsiv ' statuites resin-It ti se ec'cal incts or e pro le i
 
of t i
 

(OUNIRIIFS WHI H I AVIE R(ENTIY ADOPTED
 
(COMPRIJhIINSIVlI (NON-RESTRICTIVI)

Sl ERl I .1/A II )N STAFUTI S
 

Ill lie pilt I\s \cars such legislative action Ias heel
 
n y c\ceril coilltries in various parls of I!ieworld.
 

of teile
stales in the Llnifed Stales (Virginia ill1962 

Non hiCarolina~ ill 1963) ssere tile F'irst jurisdictions to
 
ellact tews' statltes ilider shich stcriliation opcrations
 
may be perflormed uinder certain non-retrictive condi
lions.
 

Ii1969 ,'im'ujmr', tlider lte pressure of fast population
 
gro\lh, enacted its first Volularsv Sterili/ation Act, to be
 
ainieidCd ill 1972, aiid finally replaced h tlme sers liberal
 
Voluillarv Stlii/atiot Act of 1974 (No. 25).
 

theu Scandhimaia followed. linluand'.S Law ol steriiliza
lion (No. 283 of 24) April, 1970) repeIled a 1950 stalUle
 
which had h)ell iiiolialed bv etienlic collsider:tiotis ald
 
allo vd volhillar' sterilization ot broad soucial
grounds.

Dnmark's restrictive Law No. 234 of 3 .little, 1967, 
 on 
sterilization antd castration (also coiteried with eugenicintdication) was replaced by I.a\\No.318 of 13 .11,tie,
1973, which recognizes tlieright of anty person oser 25 
years to he sterili/cd oilrequestl. The right to sterilization 
ol 	request recogni;ed ill Icelandaler tlie age of 25 ssWas 
hv lie lass of 22 NIav, 1975, Swedenini hy tlie Slerili/a
tuull_aw itt 12 1title, 1975, and il ,Voriu'at' liv Law Nit. 57 
ot 	3 Jiil;-, 1977. 

li1977 and 1978 respecti'ely, sterilization was regulated
is' two conprlrchensive slatutes of tileYugoslav constiltt
ctllreptiblics if Slo venia and Croatia, "to realize [lie 
right to freely decide otnthe birtti and spacing of chil
lien." (The statutes of Iceland and of both Yugoslav re
publics enact a conprehensive coverage of sterilization 
and various oiher questions affecting birth control.) 
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To Coinple tlie listof illOst recent sterilization laws, (Ile 
tatlltes o' oltlh ,,i/'ica ofl 1975 and New Zealand Of 

1977 shouh~l' be mentioned, although they are concerned 

only %witha fewv special aspects o' thie subject. 

In 	 all the iiost recent, lloll-retriclic comprehensive 

"sterili/aliot stattlles," theire appears a nearly uniforl 
pll let: lit,'right to h' sterilized oi rcqut'sti is recogniz'd 

to all ,p'son.s ovtr a certaint age of natluritW' to hlton. 

indi-
Ivhih, t'oiInt(1'r Irsons cal e sh'rilized if certain 

cations ar' It',.s('ttll an(l ifa bole (hoard, comlmissiolt) 

itt/horizes it, owratio (9). 

years, la\\s ott sterilization eiacted in vari-

ous coUntries typically ICd to iticlude prolvisions (it 
sollic of I lie follo\s ing, issues. 

It 	 rccent tile 

Acceptance of Volnlar Sterilizatioln as a Right of the 

Indi,i(uIa 

larly stcrilizatiti las s, especially ill Scatiditaviati coui-

Ities, \CIC ot CottCCIIeI \sithi1',l.ot CtIgCliC problctis atid, 

illaddition, allo\\cd sicrili/ation if there were serious 

social grotitiilds. I o\\cer, ill receit ycars the laws of 

,eeritl couttlltics ha\c accepted slcriliation as a riu,'1t of 

tiheindividual. (Finland, 1970); l)entnark, 1973; Singa-
pore. 1974; Iceland atd S\\cdcti, 1975; Norway and 

1978.) Ittiav be iisiructise toShosenia, 1977; Croalia, 

t1oic tat three of those cotltlllics, Finlad, Sitngapore, 

and I)cinark, had to change their legislation from the 


carliCl ivpe, ssheC S-Crilizaiiinti 1 to be authori/ed by a 

,tatle body. 

Both Yugos las sLattiCs expressly proclaim thaithey have 
beei ellacied to iniplemient the cotnstitutional "right to 

freely decide On tie birth of children.-

I-rot lie concept of tile righti to contraceptive steriliza-
lion the follosving conclusions result: 

* The decision (after a certain age of iaturity has been 
reached) is up to tihe individual; therefore; Iwrtits-
.sion ofalt authorizing hod*v (or tle opinion of a con-
sultant-physician) is not required by modern stat-
utes. 

" If the person \\vho \ants to be sterilized is married, 
conset o /ih'.spou.se is not required, as syas tihe case, 
e.g., in tile posl-\ar l ugenic Protection Law of 

.Japian. (As dist inguisIed fron tile abortion situa-
tion, an additional con.sent of the parents o'a minor 

is, as a rule, necessmy, sicrever tlie law allows i 

minor to be sterilied. Ihis is justified by tile irre-
rc~crsiblc ll'lrcT 01' tse decision.) 

0, Mit/ " t ' is to hate ineaning, /theoperation niu.st 

he acct'.si/lt' to I/, aet'rl.'o' citizet' even though, as a 

i edicalI act , it itust be accompanitied by reasonable 
iedical safeguards. 'IlIcrcforc, inotde rnIilegislation 
slutld avoid cuntbersome proccdur'_s and medical 

reqltirements which, in view of the simplicity of 

,ascclorny and even of fenalc sterilization, seem 

inllecessa ry. This, ho\ eer , has not always been the 
CIsC, and in sollc instances unnecessary require
lnents have been imposed. 

In practice, sonic countries do make a special cffort to 
the Slovenianmake sterilization available. I[or example, 

of 2(1April, 1977 provides that health care establish-Ikas 
nellnts "shall take all necessary measures to ensure that 

\\omcn and ien call vto/" their rightt to decide on 

paretiship. 

It is also worlhI noting thal ill [he U.S. the Wisconsin 

Ilcalhli Policy Council adopted a State Health Plan under 

which both voluntary and medically indicated steriliza

tions '"are a part of the fill range of service that should be 

available at some leel of obstetrical care.... For sotle 
vwoieni, steriliizatiotll ay be the only e[fectiv'e form of' 

famtily planing, but all \\onien should have the freedom 
ie council urged all hospitalsiochoose this form. l 

\\ith obstetrical ser\ices make sterili/ation available to all 

votiieni ''\\ithiri otie-Ialf holir travel titnei" (10). 

Irout i1le poitlt of vie\\ of accCssibility, of course, the 
orcoeragce of sterilization surgery by social security 

health insurattce sVstemiis or, at least, a regulation enstir

in LosIt medical fees, is essential. This end has by now 

bCCn achieved ill tile United Kingdom, in West Germany, 
iii Austiria, in Icelatd (II), in all tileSocialist countries, 

a111d, by those countries which siew sterilizationof couso. 
as an important method for decreasing their excessive 
population growth. 

Safeguards Designed to Ensure Maturity and Freedom of 
fileIDecision to Undergo Sterilization 

Amature auge. '[ie right to choose sterility is recognized 
trtly after tlie person concerned has reached a certain age, 
Iigher than that of civil majority (12). There are two 
rationales underlying this approach: 

I)	It is assumed that a person should reach a certain 
"age of maturity" in order to be able to make a 
decision as important as that oi (irreversible) stcril
ity. Only after that age has been reached can anyone 
be sterilized ott request. If the patient is younger, 

sterilization can bc authorized only if there is one of 

the grounds provided in tihe statute. Sterilization 
statutes in the Scandinavian countries and Austria 
have set thi.age at 25 years. 

2) Sometites, however, the age may be set so high that 
tihe rationale behind it seeis to be to allow steriliza
lion on reqLest ot111to persons who, in the over

lchning majority of cases, already have sone 

children. The recent Yugoslav birth control statutes 

of' Slovenia (1977) and Croatia (1978) provide for 
;,g of thirty-fivesterilization on request onlyl a tile 

years. The question is clearly raised as to whether an 

age requirement as high as thirty-five years infringes 
oiltihe constilutionally assured right to "freely de

cide on t! c birth of children.

http:ih'.spou.se


Changes in the World's Laws 249 

A mixture of both rationales seems to exist in the 1976 The recent Yugoslav statutes do not provide for a waiting
amendment to tile Civil Penal Code of Iran (13). Under period, neither do the recent sterilization statutes of theit a physician may perforn sterilization on a niarricd per- Scandinavian countries (17).
 
son (with the consent of the spouse) only if the couple has
 
two children, or if both partners have reached 
 25 years; Sterilization of Minors, Incompetent, and
 
or, on unmarried persons, if they are over 30 years of age. Institutionalized Persons
 

InJlornled consent, including the requirement that the Recent legal developments as to these issues vary, and inpatient he made aware of the irreversibility of the opera- some countries difficult problems are developing. On onelion. In cases of a surgery, the consequences of which are hand, minors and mentally handicapped persons may beirre ersible, such a requirement is elementary under thc incapable (either legally, or in fact) of giving informedbasic principles governing the law of medical responsibil- and mature consent. Moreover, mentally handicappedity. It may therefore seem strange that statutes [e.g., Dan- people are often unable to control their fertility through
ish Li of 13 June, 1973, Section 9 (3)] (14) are required the use of contraceptives although they may have frein order to impose on a physician the self-evident obli- qIclnt sexual relations. They are incapable of taking caregalion to inforn tile patient "on the nat ure of the opera- of their children who may inherit sonic of their defects.
tion and its direct consequences as well as the risks it may On the other hand, to substitute for their own decisions
involve." However, gross violations of that medical duty those of their parents, guardians, or courts amounts to anin some countries resulted in the adoption of detailed pro- imposed and en forced sterilization. 
visions on written consent and its form (e.g., in the U.S.,
tile 1978 HEW Regulations of 30 October, 1978 on con- The sterilization ofminors on the request of their parentsditions of federally funded sterilizations). Iii Sweden, the is abhorrent in some countries. In Sweden, the minimum
National Board of Health and Welfare found it useful to age al which a person may be sterilized is 18 (Section 3 ofinclude in tie regulations implementing the 1975 steriliza- Law No. 580 of 1975). Under the 1970 Finnish law, per
tion law the following provision: The physician who per- sons under 18 may be sterilized only where there areto ,ns the operation "must itt each case satisfy himself 'very serious" or "imperative" reasons. (See also Secthat the applicant is aware of tie significance and the cotn- tion 413 of the Danish Law No. 318 of 1973.) 
sequences of tile operation and maintains his request to 
be sterilized" (15). The case of ten women in California Several cases arising during recent years show thewho sued their doctors because they had allegedly been 

need 
for restraint in allowing minors to be sterilized since somesterilized without due consent, owing to misunderstand- parents, social workers, and even physicians may too

ing caused by the language bairier, shows that the lan- easily accept the responsibility for a decision that another
 
guagc of the Swedish circular ("must in each case satisfy person must remain sterile for life. In the United 
Kinghimself"') is not superfluous. dom, in an important case Re D (a ninor), (1976). All 

E.R. 326 (18), the High Court held that non-therapeuticIn the U.S. the above cited HEW 1978 regulations include sterilization performed without competent consent of the very detailed provisions on what intormation is to be person sterilized would be a violation of a basic humangiven to the patient, the contents of the consent form, and right and refused to authorize a sterilization requested by
its handling (e.g., to be signed also by the surgeon who the mother of an eleven year old girl.
performed the operation). 

In the U.S., the complicated history of regulations gov-Waiting periods may he required to allow reconsideration crning federally funded voluntary sterilization started

of the decision to he sterilized. Since 1960, sterilization with several tragic cases of abuse, among them the sterilistatutes in the U.S. as well as in other countries have pro- zation of the adolescent Relf sisters in Alabama (19).

vided that a certain period of time (e.g., thirty days),

must elapse between the time of the consent to be steril- After a long discussion the U.S. Department of Health,

ized and the actual performance of the surgery. 
 This Education and Welfare issued its regulations of 30 Octoseems to be a simple, natural way to ensure that the con- her, 1978 (Federal Register of 8 November, pp. 52. 145sent or request is well-considered and that the patient has 175), which prohibit federal funding [through Medicaidall opportunity to reconsider. Drawbacks to that solution and other programs] oI'sterilizationof.: 
become visible when medical or even other circumstances 
(e.g., a necessity that the patient travel twice to a distant * individuals younger than 21 years,medical facility) make a delay of tle surgery unsuitable. * individuals mentally incompetent,

On several occasions where a law introduced a mandatory * institutionalized individuals.
 
wailing period, this provision has later had to be repealed
 
or limited in its scope by amending legislation. (The There were several decisions of both federal and state
3t)-day waiting period of the Singapore Voluntary Steril- courts in the U.S. in the 1970's which held that, in the
ization Act of 1969 was shortened to seven days by a 1972 absence of specific statutory authority, tile court lacked
amendment, and it disappeared completely from the the power to approve a parent's request for the steriliza-Sterilization Act of 1974.) In the U.S. the requirement of tion of a mentally retarded child. [Citations are to be a 30-day waiting period in North Carolina's 1963 sterili- found in Family Planning/Population Reporter, Vol. 8
zation statute was repealed in 1974 (16). (Feb. 1979), p. 5.] 
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S 1Q,11th 0t Ofti l,t cie t 
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1:, ,it t a -,pcI-ially , i tit0llCI 'tItMliattl, of the 
~l.iiidi . w pt)Cd tt to hoe ',uhtitUtcd tot fiat of the 

ti i, lIII lli, stIttte of I)1 'u jilar I ) e1h73 ,rtir, 
Iut,- i)jltw, I,il llcto :lic 1l7t hlv, of 17ili,nd. pro-

idt,: 


l'lotoil(, /p5Oiitlht 12):I1the ,aid pcr,,on, (iin 
iccoti t f lmt- tal diseas., mietualt Ideficicy, or 

otlIlt tieasOll uhpettiteitlyI trIo a lottg period 
tlatill a t to lllidelrstldtle s'igniticailce 01fio'tl.it 


lie it' t i ofil. COw ts.ia aittlhtri/e 
i,,liion Ilie hais of ait applicatitn stihititted 
, tat dita pecially dcsignatwd fImtthe pur-

pos. , ilil. l tilev.lhcc is lustified by Circutn-
ltec,..."
,.,t 


I tlie pcl ottl ,,tot the opertioni is 
to be pitlottilled is a Illitlor or ,itffers frolnt a 
NiinI :I 


inetial diseasC o it i,to be coIidrcd (1011111'1fl, 
otil;uCCOtit_ioi tileaplicali's ricl t l state, \lich 
rMia'. includC feelCe-tilIdedlcs ,, tthat lie Iilnself 
.\ill apply,I,tot serili/,tioni, the cortirlittcc fitay 
itululoliC ,tcrili/tttori oil the basis of allapplica-
1toi0 of1liet prCI'sOit COlict tlCd andtl Irfe persott 
etciitig Ipareileal atttior it"ot o1 the guardian, 
or p;,,,il , El i speciall,, designatcd for 
lie pllrpoC. 

S-ci ititIi0 ofl Ie 1978 c.tipehcui\e statc of ('rotlh 

LAC tI rs il,:ld of ictl 

illdi aidltsl,- it tCrili/,;1itot, \%ith the 
t1l,. Ifetl I itis.es, fIle iicotlitl 

IlC lwl,c, t ; l 


ippio l if' lie ni at Liil .'ultoritiy 


Ilie I ;i\\ of 22 Ma 1975 of Iteand provides for tile , 


pipfliciiitl for ,teiili/alion to Iesubmitted hy a specially 
appoilicd legal guardiati instead Of hy "persons in-
Capaileh of Compretcndiig Ire consequences of liepro-
ccic"r Itllder ilie V\lo'utlciat Law No. 57 of 1977, airt 
application inav icstibtiitted hv a iardian if lhe person 
ci ,icerie(I sl I'lo liclial handicaptiffer iliitetitl ilhicss or 
to iCiaidattion "of sich e.vciit v that lie is incapable of 
csprin. ;illthpersottal opilion regarding the operation 

all it-'\.t significaint ilipimce i att iot e antici-

piled.'' 

I lie 1975 ierili/taioti las of Sweden (t\hich allows 
stelili/ltioll olnly a flCr tlie IgC of 18 a, Iecn reached) has 
11 po\i sioli i:lregard 1t lpplications stbttiitted oilbe-
half of an incoipnetcnt person. Under life 1977 compre-

hetisive statute of Slovenia, legal epresentaiivcs of in

coipetcnt person ,, imay apply for asterililation only "for 
hcalthi reasons" (seclion I1)(20). 

A special statute "to define cicunistances in which...a 
persoll \who is incompetent to consent to sterilization may 
be terilic ed" is foud:in the Abortion and Sterilization 
Act of 1)75 of 'oth .1lh'a. It applics, in broad 1an

y reaso ni is iricap ableigiYdet Ioo"ar Vperso it \ho to r ani o f 
e'kliticonLeting or incomntpetent to consentt" to sterilization. 

Such person,, may be ,,criliied if their legal reprcscnta

fives apply atd sterilization is granted by the Minister of 

This isitider the condition that two physicians,IHealh. 

olie of thicit a psychiatrist, certify that such person
 

(i ) is liffering front a hereditary condition of 

slch a nature that if lieor she were to pro
Cl'atla child, such child would suffer from a 
li sical or iettal defect of such a nature that 

it ,otld he seriously handicapped; or 

to a pcrnarient nicrtal handicap or defect 
is unahle to ,..ornprchend the consequential 
inplicationis of, o.,r parental responsi

ii ditle 

Lear tile 

hility for, the fru' of coitus.
 

Atother problem involves the freedom of decision in the 
pr ciiittee c xdteril

face of fre.sure which may sometimes be exerted on 
itinate. o/certain in.tiltions-innliates mentally landi
capped or riot. li some psychiatric institutions or prisons, 
iitmales ,oinctinc, ismav tiot be ii a position to frcely 
make vi:al decisions. [Xpcriencc shows that pressure may 
soltctites hbexerted to induce the iritnates to consent to 
a siCrili/atiot which, in tileopinion of the officials, is in 
the hest initerci of society. 

lItvsiciaiis, too, ntiay engage itt influencing their patient 
to\ard stcrilization by means unacceptable under any 
criteria. In a recent case in the U.S. (Walker v.Pierce, 560 

F.2d 61)9 [19771 ),it \wis shown that an obstetrician had a 
"policy" tinder \%hichliany i,.onai otil Medicaid who came 
tiohini for fli delivery.' of her third (or later) child had to 

give prior ctnsernt to a tubal ligation which would take 
place after the delivery; if she refused, the physician 

\\ottld not perform tle delivery. W hen the plaintiff in this 

lefusCd, the doctor ordered her discharged and 

released frol. the hospital. 
case 

Cass, such as the above led the U.S. )epartment of 

I lahh ,ducation and Welfare to include in its 1978 
regulatios tlie provision requiring that patients must be 
ifiortmed that if they refused sterilization, or withdrew 
their :onsent, it would not affect their right to future 
treatintit or to their normal benefits (21). 

NI.'('I:I.I.ANI-OLJS RECENT DEVELOPMENTS 

incet, ivesI 10 Slerilizlion 

The governmrfetils of sonic countries suffering from severe 

popuhliti pressure-iiost notably India-introduced 
vatious kids of incentives to support the use of contra
cepton sterilization by couples who already had a certain 
number of children. Some of these incentives have been 

http:io'tl.it
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criticized as encroaching on the freedom of the individual 
concerned. 

Tile question of "incentives" demonstrates the possible 
conflict between two aspects of voluntary sterilization: 
between the right of an individual to a free choice, and 
tie requirements of the population policy of a state. One 
of the problems is how to delineate the boundary between 
unobjcctionable privileges (such as positive incentives) 
and the threat of deprivation of benefits. Much may de
pend on the specific situation of the country and even on 
that of the individual. Perhaps part of the answer may be 
that, in order not to impose upon free choice, no "incen-
tives' should exploit a special weakness in tile position of 
tile individual. This might make suspect a governmental 
policy which reserved a basic product or service to which 
all citizens should be entitled to those who limited their 
families through sterilization (22). 

Spousal Consent 

[le development of sterilization laws worldwide seems to 
tend towards the right of individuals (23). 

None of the comprehensive sterilization statutes de-
scribed above rcquire consent of tile spouse as a require-
ment for sterilization. However, some hospitals still 
require the consent of the spouse (as distinguished from 
advising the patient to reconsider the operation if his or 
her spouse does not agree). In September, 1979 a Federal 
District Court in the U.S. ordered a municipal hospital 
to discontinue its policy of requiring spousal consent to 
sterilization, as such policy "constitutes a violation of 
[tile] constitutionally protected right ... to family planning
decisions and [the] fundamental right to choose whether 
to bear children .... 24). 

D~ifferent Treatment of Male and Female Sterilization 

The only direct differences in recent legislative treatment 
of tile two sexes arise from the nature of the operation.
There are two such differences: 

applicable only to operations on women (Norway, 

Croatia). Although this seems self-evident, it might, 
however, be considered a deficiency that such stat-
utes did not provide for a possible vicarious sterilization of the htisband where the health of a married woman is endangered by pregnancy or childbirth. 
(The 1972 West German draft had stich a provi-
sion.) 

2) 	The requirements of hospitalization or for a special 
health institution where the operation must be per-
formed, or the qualifications of the physician might 
be drafted differently (e.g., Sectioai 10 of the Nor-
wegian 1977 law: performing sterilization of men in 
policlinics authorized). 

None of the modern comprehensive sterilization 
laws has provisions which would directly violate the 
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equality of sexes. The previously cited Wisconsin 
State Health Plan provides for broad availability of 
sterilizationfor women only. On the other hand, the 
World Health Organization's "one hundred rule" 
(under which a doctor should refuse to sterilize a 
woman unless her age multiplied by the number of 
her living children equals 100) must be considered to 
be grossly discriminatory unless some analogous 
limitation is applied to men. 

Civil Responsibility for Unsuccessful Sterilization 

This issue has become the subject of several law suits, as
 
well as literary discussion, in the United States. [We refer
 
to Mrs. H. FPilpel's paper (25).]
 

As to other countries, proof of negligence remains the
 
usual basis for any civil responsibility of the surgeon as in
 
any other medical malpractice case. There are, howeser,
 
two specific features affecting the responsibiiity of the
 
physician in a sterilization operation (in addition to his
 
specific responsibility for giving full information to the
 
patient regarding the irrevers7 .lity of the surgery, and the
 
necessity that tile surgeon satisfy himself that the patient

is aware of tie significance and tile consequenLes of tile
 
operation). These features are: 

TI'e lege artis-based duty to petrform appropriate 
post-operative trsts and "post-operative counseling' 
informing the patient of the desirability of using con
traceptives until the results of the post-operative tests 
are favorable. 
The question as to what, if an), damages can he re
covered Ib the parents of an unwanted child for his 
or her "wrongful birth,' weighing the 'intangible 
benefits of parenthood' and the economic cost of 
raising a child. As this is an issue which probably has 
never before, even indirectly, been covered by the 
statutory law of any country, the answer has to bewith tuture legislators. 

In comparison to numerous cases of "wrongful birth" in 
tie U.S., there are relatively few reported from other 
countries, but an important 1974 decision of an appeals 

court has been reported from West Germany (26). 
conscience Clauses 

'he right of a physician, nurse, or other person to refuse
participation in a sterilization procedure on grounds of
conscience is not, as a rule, regulated by the provisions of"sterilization laws" outside of the United States. (The
icsue may not be as sensitive in the context of sterilization 
as it is when connected with abortion.) In the U.S., s,-ver
al states have statutory provisions ensuring a broadly 
drawn right to conscientious objections regarding sterili
zation. 

In such legislation the most important aspect is to impose 
upon the objecting physician the duty to refer the patient 
to another facility where lie or she can obtain the re
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quested service. This is especially needed where the entire 

institution (as, e.g., denominational hospitals) is not will-

ing to perform sterilizations (27). 

In the U.S., a public hospital cannot refuse to perform 
voluntary sterilizations on "conscience" grounds (deci-
sion of U.S. Court of Appeals in Hathaway v. Worcester 

City Hospital, 475 F. 2d 701 (1973)]. Private hospitals, 

even if they arc partially supported by federal funds, may 
deny sterilization operations [Chrisman v. Sisters of St. 

Joseph of Peace, 506 F. 2d 308 (1974)]. 

From the point of view of future legislation, a distinction 
should probably be made between the right of denomina-

to pertional institutions to refuse, for religious reasons, 
form sterilizations or abortions and a case where the head 
administrator or the administrative board of some non
religious institution issues such a prohibition covering the 

entire institution. The issue of conscientious or religious 
objection must be confined to the individual and not as a 

"right" of a non-religious institution. That is the answer 
to the question, "Do hospitals have a conscience?" 

Jan Stepan is Assi*stant Librarianfor Foreign and Inter
national Law, Htarvard Law School, Cambridge, MA. 

Edmund Kellogg is Associate Dean, Vermont Law 
School, South Royalton, VT. 
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legal status, 15 


Philippines 
acceptors, female, number of, 110; by method, 88; 
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occupation, 88; acceptors, male and female, 110, 157; 
births averted, 112; complication rates, by method, 
113; demographic survey, 112, female sterilization sur-
vey, 83, 100; government support, 111; incentives, 112; 
I &E program, 87-89; role of medical/health personnel 
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157, 246; maternal and child health, 19; misconcep-
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243; mortality risk, pregnancy vs. sterilization, 114; 
paramedics, 111-112, 114; penal code, 142-143, 157, 
246; program status, 16; promotional activities, 28, 
88-89; recruitment policy, I11; criteria, I11; religio'us 
influences, 41, 42, 157; services: availability of, 112; 
costs of, 114; sterilization methods, 113; vasectomies, 
number of, 117, 118 

Physician 
attitude of, 30-31; 47-48, 50, 73, 84, 125; personal and 
other characteristics of, 31; ratios to patient, 61; role 
of, 87, 105; training, 24, 62, 73, 107, 122, 124 

Pill, the. See Contraceptives; see also individual coun-
iries 

Pneumoperitoneum, 232 

Poland 
penal code, 162 

109-110, 124, 150-151Political factors, 27-28, 37, 50-51, 

Population policy. See also individual countries 
global trends, 116; policy positions, 117; political atti-
tude toward, 150-151 

Portugal 
legal status, 15 

Postpartum contraception, 197-205 

Pregnancies. See also Ectopic gestation 
analysis of, 113, 235-236 


Pre-operative evaluation 

culdoscopy, 128; fartors in assessment, 128; for rever-
sal of vasectomy, 129-130; laparoscopy, 128; of female 
sterilization, 128, 225, 228 

ProFamilia, 28, 122-123 
achievements, 121; history of, 122; importance of, 123; 
program organization, 122; success factors, 123 

Professional attitudes. See also Physician, attitude of 
effect on: acceptability, 50; availability of service, 47; 
government policy-making, 47 

Program planning, 85-86 
and evaluation, 75; information and education, 71-72, 
80-84, 85-86, 91-93, 97-98, 191-194; training and man-
power development, 60-62 

Promotional activities, 28. See also I& E 
innovative approaches, 74, 63-65, 90-93 

Pronatalist policy, 50 
Puerto Rico 
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graphic effectiveness, 35; government support, 30, 150; 
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Recanalization, 107, 120, 137. See also Reversibility 
Recruitment policies, Ill 
Religion 

of couples sterilized, 34 
187-188, 243Religious factors, 15, 26-27, 41-42, 74, 163, 

Restoration of fertility. See Reversibility 
Reversibility 

role in acceptance, 37, 115, 139-140; social factors, 10, 
115, 131, 135; in females: isthmo-isthmic, 133; length 
of tube, 133; micro-surgical restoration, 115, 128, 131
134, patient selection, 133; pre-operative evaluation, 
128; promising methods, 140; reasons for, 131; social 
factors, 131; in males: antibody titres, 130; complica
tions, 130, 133; micro-surgical restoration, 135-137; 
pre-operative evaluation, 129-130; vas anastomosis, 
120; vas occlusive devices, 107, 120 
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Rule of 120, 30
 

Saudi Arabia 
penal code, 163; religious law, 163 

Scandinavia 
government policy, 16 

Senegal 
government support, 11 

Singapore 
acceptance, 30, 110, 120, 157; acceptors, female, num

110; by number of living children postber of, 109, 
partum, 199; by fertility expectations/attainment, 198; 
acceptors, male, number of, 117, 118; characteristics 
of, 117; demographic data, 157-158; incentives/disin
centives, 243; legal aspects, 31, 144, 156-157, 249; 
legal status, 246-247, 248; MWRA wanting additional 
children, 200; program status, 16; progress, 101 

Somalia 
legal status, 15 

South Africa 
legal status, 248, 250 

Spain 
legal status, 15 

Sri Lanka 
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wanted, 29; MWRA wanting no more children, 207, 
209; acceptors, male and female, 106, 110; by religion, 
28; penal cede, 143; promotional activities, 28, 63-65 

Sterilization, voluntary 
acceptance (which see); benefits, 71; cost effectiveness, 
30, 50, 100, 101, 117; couples protected, 56; delivery 
of services (which see); demand, 18, 37, 60, 101, 102, 
106, 206, 218; efficiency, 100; fertility desire attain
ment, 199; history, 104, 106; legal aspects (which see); 



283 Index 

popularity, 104; reversibility (which see); unmet needs, vs. physicians, 219-220; sterilization, 120; by non
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Sterilization, voluntary, female women in minilap, 52; of paramedics for IUD in
adhesolysis. 128; advances, 104; anastomosis, 132; sertion, 219 
pregnancy results, 132; anesthesia (which see); bipolar Training
coagulation, 236; colpotomy, 104, 113; complications, and manpower development program, 60-63, 192-193;134, 231, 236, 237; rates, 238; culdoscopy, 113, 128; equipment repair technicians, 128; for endoscopy, 234;
clips, 105, 107; compared to band, 235-239; compared for I& E, 97-98; for physicians, health support personto IUD, 44; compared to vasectomy, 125; ectopic gesta- nel, 24, 62, 73, 105, 107, 111, 112, 114, 122, 124, 125,
tion (which see), failures, 126, 132; falope ring, 104, 219, 220; recruitment, 76126, 233; fulguration, 105; hysterosalpingography, Tubal ligation. See Sterilization, voluntary, female 
128; IUI), 56; risk of ectopic pregnancy, 234; laparo- Tun 
scopy, 39, 124, 126, 128, 229, 231; complications ot, Tupisia
233; in pre-operative assessment, 128, 228-230, 231- acceptors, female, 110; government support, 111; pro233; laparotomy, 60, 104, 113, 114; laser, 105; mini- motional activities, 28; progress, 101
 
laparotomy, 24, 60, 104, 113, 114, 115, 123, 124, 126; Turkey

patient selection, 133; silastic bands, 105; solid plugs, penal code, 160
 
105; techniques: Laphart's, 105; Pomeioy, 105, 234; USSR
 
Semm's, 233, Uchidas', 105; timing: interval, 104; population trends, 116 
postpartum, 231, 232; puerperal, 104 United States
 

Sterilization, voluntary, male 
 acceptors, couples, 16, 109, 110, 116; acceptors, male.advantages over tubal ligation, 125; adverse effects, 116; availability, Il; efficiency, 100-101; epidemiolo224-226; after effects, 135-136; camps (see Delivery of gy, 100; family planning, 13, 100; legal considerations,
services), 73, 106-107, 112, 119-120, 171; cost effective- 248, 249, 250, 252; legal requirements, 143-144; materness, 117; current technology, 224-227; demand, 106- nal and child health, 19; microsurgery, 131; national108, 116, 117; devices: intravasal, 107; valvular occlu- policy, 14, 150; organizations: Agency for Internation
sive, 107; history, 106, 113; importance in family plan- al Development (AID), 13, 100, 101, 235, 243; Ameri
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Tanzania 210; sterilized, by couple's religion, 34; data on, 197acceptors, female, 110; p-nal code, 143 205; knowledge and use of sterilization, 177, 179; re,-
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acceptance, trends in, 177-179; acceptors, female, 62, reproductive decision-making, 180-186; status of; 241
110, 117, 179; by age, 117, 179; by number of living 242
 
children, 117, 179; acceptors, male, 62, 117, 118, 179; World Fertility Survey, 29, 206-210
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and female, 177-178; by religion, 28, 158; demographic World population trend, 101-102, 116
 
goals, 219; health care delivery systems, 58-59, 62;
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health, 19; program status, 16, 58; promotional activi- Zambia
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