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Two roads diverged in a wood, and I—

I took the one less traveled by,

And that bas made all the difference.
ROBERT FROST



Prefoce

During the past 10 years, there has been
a broadening interest and excitenient in
natural family planning (NFP). Much of this
interest has resulted from advances in
understanding of the methods as well as
research in evaluation and accountability.
Positive program experiences from all
parts of the world combined with the
work of investigators using the latest tech-
niques bave begun to bring credibility to
the NFP movement.

Beginning in the 1930s, Dr. Ogino in
Japan and Dr. Knzus in Austria identified
the time of ovulation in relation to the
menstrual cycle and helped to develop the
calendar-rhythm method. Their theory,
which was based on the length of previous
cycles, was limited in effectiveness by ir-
regularities that occur in many women’s
cycles. Their work did, however, mark the
beginnings of what are now called natural
methods of concepticn control. From this
there deve.oped during the 1950s the
temperature or thermal method, and, by
the end of the decade, the sympto-thermal
and cervical mucus methods. The latter
two methods, which use either several
parameters (sympto-thermal), or a single
index (cervical mucus), are a great advance
beyond the Ogino-Knaus methcd, since
they depend on scientifically based obser-
vations for determining the fertile perind.

In 1970 two Amencan groups, the Na-
tional Institute of Child Health and Human
Development and the Human Life Founda-
tion, co-sponsored an international
meeting on the status of natural methods
of family planning. I was privileged to
serve as co-chairman of that meeting (later
known as the Airlie Heuse Conference)
which provided the opportunity of inter-

acting and working with many of the con-
tributors of the present monograph. The
proceedings of the Airlie House Con-
ference were published in a book that may
have helped change the tcrminology from
rthythm to natural family planning. The
definition that evolved was: *'Natural fam-
ily planning methods are means by which
a couple usss the daily observations of
signs and symptoms of the fertile and in-
fertile phases of the menstrual cycle to
guide the timing of intercourse according
to their desire to achieve or avoid a
pregnancy.”

This de=finition emphasizes that absti-
nence is a part of the method, hence the
term ‘‘periodic abstinence.” Natural
methods are more than techniques cf fer-
tility control. They also involve the
challenging task of education in which
conjugal love is intimately linked with
openness to life.

In November 1983 the Third Inter-
national Congress of the International
Federation for Family Life Promotion
(IFFLP) was held in Hong Kong. Since the
meeting brought delegates from all over
the world, it provided an idea! focal point
to examine the developmental aspects of a
representative sample of NFP programs as
well as the resources, instruments, and ma-
jor curricula for teachers. Through this ex-
change, narticipants were able to enhance
their own programs and assist others. This
fruitful exchange resulted in this mono-
graph, which provides an update on world-
wide advancements and accomplishments
of NFP programs.

William A. Uricchio, Ph.D.
President, IFFLP



INfroduction

This monograph focuses on national
natural family planning programs, their
development, needs and characteristics. It
arises out of the proceedings of a seminar
with delegates from NFP programs in 35 to
40 countries. The three-day seminar was
held in Hong Kong, in November 1983
during the Third International Congress of
the Intesnational Federation for Family Life
Promotion (IFFLP), which brought
together 425 participants from 73
countries.

IFFLP was created in 1974 in Washing-
ton, D.C., following an international sym-
posium on NFP convened by the Human
Life Foundation. Beginning as an associa-
tion of delegates from 14 countries, IFFLP
has grown in the last 10 years to a thriving
international nongovernmental association
of over G0 countrics with some 120
members, who have a primary interest in
the promotion of natural family planning.

The growth of NFP parallels develop-
ment in natural childbirth and breast-
feeding in Western health-care circles.
Grass-roots groups sprang up in both
developed and developing countries 0
practice and teach this alternative, non-
invasive form of family planning. During
the last ten years, vhe scientific basis of the
two major NFP methods, the ovulation
(cervical mucus) and sympto-thermal
methor's, has beent well established and
reviewed in the scientific literature. The
NFP movement now appears ready to offer
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its choices to a larger proportion of the
population through existing systems of
family health care and other educational
channels.

The goal of this monograph is both to
reflect the reality of developing national
NFP programs on a worldwide basis and to
analyze the development aspect. Specific
characteristics and developmental ap-
proaches including various resources and
instruments are described as an aid to the
establishment of new programs.

The monograph is divided into two sec-
tions. The first scction presents some 20 or
more developing programs. Nine major
programs were selected in the four geo-
graphical regions or zones of the Federa-
tion—Africa, the Americas, Asia-Oceania,
and Europe—for detailed analysis by the
authors/delegates. Another dozen pro-
grams have been presented in a smmary
form only. The more representative pro-
gram descriptions were chosen from
among 40 IFFLP affiliates.

For the most part, NFP programs and
services have been developed in a private
network outside the major public family
planning programs, and a majority of pro-
grams have a religious origin and basis of
operation. Dr. Frangois Guy's description
of his NFP development consultation work
in Africa for the last eight years illustrates
how NFP programs have been spreading in
French-speaking Africa through Church-
based groups.



The second section of the monograph
analyzes in greater depih program develop-
ment, training and s:zrvice development,
and program evaluation. In addition to the
presentations of the: major theme, com-
ments were invited ‘rom several additional
speakers. The presentation on program
development by Murie-Paule Doyle, former
IFFLP president irom Canada, introduces a
discussion of primary orientations,
philosophy, structure, leadership, and
funding. Dr. Thomasina Borkman, a social
scientist, provides a challenging analysis of
the dominant characteristics of existing
NFP programs and suggests a mechanism
for monitoring the impact of new
developrnents; on NFP programs.

The heart of NFP programs is the quality
training of its teachers and development of
its educaticnal services. There are two
presentations on this critical area. Dr. Anna
Flynn of Birmingham, England, outlines
steps necessary to establish a quality serv-
ice. Dr. W.D. Clarke brings us the impor-
tant contribution of the World Health
Organization, which developed the Family
Fertility Education Resource Package
published in 1983, after five to six years of
field testing with six IFFLP member
organizations.

NFP program evaluation and account-
ability is one of the primary challenges of
the next decade. Dr, John Laing illustrates
several years of research analysis in the
Philippines on the demographic impact of

thythm and its potential as an integral part
of the national family planning program.
Professor Ronald Gray and Robert Kambic
frorn Johns Hopkins University present
criteria for evaluation of NFP programs.

The editorial committee, composed of
Dr. Claude Lanct6t, who was also the proj-
ect coordinator, Mary Catherine Martin, an
NFP educational and development con-
sultant to IFFLP, and Mary Shivanandan,
editorial, research and media specialist in
NFP, summarized discussion from the par-
ticipants and developed the final summary
of the total seminar. The com~uttee
accepts full responsibility for the selection

f the highlights for both the summary and
discussion. The respective authors are
otherwise responsible for their own contri-
butions, which do not necessarily reflect
the opinions of the editorial committee of
IFFLP.

In the last section or appendix of this
monograph, we have included a compre-
hensive choice of program addresses and
identified major teaching and development
instruments as well as an NFP reference
bibliography.

The monograph was designed primarily
to be a helpful tool and reference for those
engaged in NFP program and service devel-
opment. We hope it may be of value to
anyone interested in NFP, whether in
government, church, medical or academic
circles, as well as the general public.

The Editors
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Afnca

Africa was chosen as a priority region by
the International Federation for Family Life
Promgction in the development of natural
family planning soon after the establish-
ment of the organization. In March-April
1977 the African delegates presented an
initial request at the first IFFLP zonal meet-
ings held in Yaounde, Cameroon. A second
request was presented in the form of 2
resolution at the First General Assembly of
IFFLP members in Cali in June 1977.

A general development plan was pre-
pared in early 1978. As a result, during a
period of five years NFP was implanted in
several African countries. Dr. Francois
Guy’s article illustrates this first implanta-
tion phase with personal reflections on his
own and his wife's involvement in intro-
ducing NFP or self-observation methods to
French-speaking Africa.

Mauritius has been the pioneer African
program of 20 years'sstanding, serving as a
prototype. In November and December
1981 IFFLP organized a trainers’ workshop
in Mauritius with field visits. This bilingual
workshop brought together 65 participants
from 20 African countries and govern-
mental observers from 8 countries.

The second phase of the continental NFP
development program was initiated in
1983. It combines five to eight years of
demonstration/evaluation natural family
planning projects in 10 or more African
countries.

12

Zambia illustrates the second generation
of NFP programs in Africa. The Ministry of
Health in Zambia has adopted a favorable
policy towards natural family planning.
Special efforts are being made to develop a
nationzl NFP training program based on
the recently published World Health
Organization Family Fertility Education
Resource Package. Formal NFP services in
both tne public and private sectors are also
being developed.

Concurrerit with NFP development
sponsored by IFFLP in Africa, promoters of
the ovulation method, Drs. John and
Evelyn Billings have invited their collabora-
tors to WOOMB workshops and congresses in
Australia and Europe. Programs of a few of
these (the Seychelles, Rwanda, South Africa,
Tanzania, and Kenya) are described in this
monograph briefly. Delegates from 26 African
countries attended the Third International
Congress of IFFLP in Hong Kon;; .n November
1983.

In August 1983, with support from the
United States Agency for International De-
velopment, IFFLP initiated a five-year NFP
demonstration and evaluation program in
Zambia and Liberia, based on the lessons
and experience of the Mauritius program.
It is hoped that in 1984 a similar NFP tech-
nical assistance program will be extended
to 10 or 12 French-speaking countries.
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Dr. Francois Guy

Family Life
Program Development
N French-speaking Africa

FRANCOIS GUY

Frangois Guy, M.D., co-founder of CLER;
piloneer NFP worker in Africa, France,
and Mauritius; founding affiliate
member of IFFLFP; IFFLP voting member
Jor IREC (Rescarch Institute for Child and

Couple), Grenoble, France

This paper describes the shared ex-
periences of the author and bis wife as
consultants to IFFLP in Africa. Ouver a
period of seven years, 54 visits were made
to 24 countries to promote natural family
planning and family life through public
information sessions or training work-
shops. Dr. Frangois Guy offers a personal
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commentary on bis experiences as a field
worker in Africa under seven beadings:
(1) the child and life, (2) man and woman,
(3) family disintegration, (4) a spiritual
dimension, (5) time and failure, (G) com-
ing from abroad, and (7) five beliefs for a
strategy. The author sees these five objec-
tives as an essential foundation for any



action. They are: determination of a pre-
cise objective, self-reliance, community
participation, choice of coucrete objec-
tives, and an appropriute matching of
ambition and action. He defines the peda-
gogical approuch be bas gradually
adopted to attain these ends.

The first part of this paper presents the
shared experiences of the author and his
wife as consultants to the International
Federation for Fumily Life Promotion
(IFFLP) for Africa from 1976 to 1983, The
Federation had undertaken a large five-year
plan with consultants visiting both IFrench-
and English-speaking countrices.

The French consulting tcam  consisted
primarily of the author, Dr. Frangois Guy,
and his wife Michcle. Mrs. Christiane Ferot
of the Coordination Center for Research
Teams (CLER) accompanicd them on two
trips. All in all, 54 visits were made to 24
countrics for a total of 384 days over a six-
and-a-hall-year period. These visits were of
different types: 32 were  primarily  ex-
ploratory with public information sessions
for groups of various sizes to introduce
NFP; 27 were training workshops of at
least three days' duration; and four v ere
national or international mcetings and con-
ferences (Yaoundé in 1977, Abidjan in
1978, Mauritius in 1981, and Zalre in
1982). These visits were grouped into 13
separate trips of three to eight wecks’

duration.
The map of Africa that accompanies this

report identifies the 24 countries visited
with the numbcr of visits (one to five) to
each. The results of this ficld consultation
between 1976 and 1983 can be sum-
marized as follows:

1. Support to existing family promotion
organizations, as in the case of visits to the
Congo, Madagascar, Morocco, Mauritius,
Réunion and its dependency Rodrigues,
Rwanda, Seychelles, and Zaire.

2. Creation of new organizations now
affiliated or in the process of secking affilia-
tion with IFFLP, as, for example, Burundi,
Cameroon, Upper Volta, and Togo.

3. Sustaining contact and information
exchanges. Examples are Benin, Central
African Republic, the Ivory Coast, Kenya,
Niger, Sénégal, Tanzania, Tunisia, and

Zambia. In two countries—namely, Egypt
and Gabon—contacts were unfortunately
lost.

The primary purpose of this paper is to

share a few personal comments not from a
research or sociological point of view but
from that of someone involved in field
work. (The authors have already com-
mented on several of these areas in exten-
sive field reports.) We have chosen seven
headings to share what these activities have
helped us discover and how they have
helped us to modify our way of tninking
and acting: (1) the child and life, (2) man
and woman, (3) family disintegration, (4) a
spiritual dimension, (5) time and failure,
(6) coming from abroad, and (7) five beliefs
for a strategy.
The Child and Life When we came to
Africa, we were influenced by such notions
as Third World overporulation and its con-
sequences for the world situation. We had
learne’l to temiper our judgment on the
question by attributing zn equal respon-
sibility to sociceconomic factors and
recognizing the extreme diversity of situa-
tions. We had heard of the concepts of
“vitalism” concerning fertility and the
child. This philosophy, which puts man at
the service of life in all its forms, is a factor
of cosmic unity and a link between in-
dividuals and generations. The child is
indispensable “‘pour étendre son nom et sa
race’” (to spread one's name and one’s
race), whatever the economic context. Ac-
cording to the proverb: “‘Beaucoup d’en-
fants et pas d'argent, ce n’est pas la
nauvreté; beaucoup d’argent et pas d'en-
fants, ce n'est pas la richesse” (Many
children and no money is not poverty;
much money and no children is not
wealth).

We discovered generally that, except in
a few countries with small areas, Africa is
dramatically underpopulated. We were
told this by an African minister of health,
The majority of governments, in spite of
prompting from international organiza-
tions, are quite reluctant to embark on na-
tional programs of family planning. At the
most they accept the idea of child spacing,
and the problem of sterility often concerns
them more; “We can find all the money we
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want to limit births,” they sometimes say,
“but very little 0 help women have
children.”

We also learned that, for men and
women, the idea of birth regulation is often
unacceptable, even scandalous. Some say,
“It is improper to speak of this’" or ‘“‘Here,
we are in favor of fertility.” If we propose
to speak of child spacing, they ask us to
speak instead of sterility and its treatment.
One woman szid to us, ‘I do no: want to
do anything to prevent pregnancy. The
other women will laugh at me if I am not
pregnant.”

Our African friends have delivered us, at
least partly, from the Malthusian outlook
that rejects children and have contributed
to the evolution of our own outlook. In-
stead of speaking to African audiences of
birth limitation, we now speak of the
mastery of fertility. "*“'We do not want to
fear or fight fertility,”” we say. ‘‘Rather, we
want to understand it better in order to
direct it.”

Today we propose a double approach:
to understand and to serve life. To give life
is a blessing, a fundamental need for any
being whatever its age or status. We try to
bring out this basic attitude from the
groups we mect. We propose an exchange
or discussion of the advantages (but also
the problems) of large families, separating
deliberately the knowledge of fertiiity (fer-
tility awareness), which we invite every-
one to admire, from the use of self-
observation methods (‘‘Méthodes d’Auto-
Observation'” or NFP) to space births or ex-
plore the problem of sterility.

During a session onc day, a man said to
me, “We understand that yvou are not
against the child. You speak of children as
an African would.” Toward the end of one
session in Cameroon, a participant ex-
plained, "I now understar.d better that we
must modify our way of life; the child is
not an accident, but an essential factor in
the life of the couple. It is by considering
the child in a positive fashion that we must
reorient our thinking.” Alfred Sauvy, the
famous French demographer, said, “It is
the love of the child which leads to the
planning of the family.”

Man and Woman We have heard that the

couple in Africa does not exist, that men
and women live side by side, performing
their specific tasks without any dialogue.,
There is a real prohibition of showing feel-
ings and even more of verbal communica-
tion. Love does not exist, we were told;
marriage is an alliance between two
families to ensure the continuation of the
bloud lines. Sexual life is a taboo subject
with strict rules. We discovered, however,
that there exists between man and woman
an authentic communication, a bond built
out of confidence, esteem, attentiveness,
and selflessness. *“We do not speak of love;
we live it,”" said one man. “The man who
says to his wife, ‘I love you,” behaves as a
little child towards his mother,” criticized
another man.

We have heard them speak of sexuality
and of child spacing and say that for them
abstinence is normal and that it is the most
widely used of the traditional methods. We
have observed their desire to reflect and
their capacity to adapt to various discus-
sion techniques and to participate in
spirituality movements (such as Teams of
Our Lady and Marriage Encounter in
Brazzaville, for example).

Our goal is to offer couples knowledge,
but also and primarily to help them
discover each other, to reveal themselves
to each other. We are increasingly con-
vinced that it is impossible to speak of child
spacing without becoming interested in
the couple’s life and problems.

In speaking to African audiences, we
have had to evolve our approach. After an
initial introduction on dialogue between
the partners, ! usually propose te the group
an exchange on the topic. In this phase,
men and women separately ask themselves
cr each other such questions as: What do
you admire in your husband? In your wife?
Do you have areas about which you find it
difficult 1o speak and share? What do you
do when things are not going well between
you? My role is then to gather the contribu-
tions from each, to stimulate discussion on
areas that have been presented as essential,
and to draw some conclusions. For exam-
ple, I might underline the importance of
money questions in the home or the
presence of friends. There are as many
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possible solutions as there are couples, but
mutual trust and respect appear to be
necessary preconditions. And in this
fashion the audience itself contributes and
molcs the exchange.

Some women express their appreciation

to the men: “They had never told us such
things.”” Others are happy and appreciative
“of what they have discovered as good and
beautiful in a couple’s life.”” A village chief,
who witnessed such a meeting with these
themes, observed: ‘“This is the first time
that men and women have discussed such
topics. We hope to pursue such exchanges
in the future.”
Family Disintegration We have frequently
heard that the joint family system is the
structure of the traditional African family.
It is described as having tight cohesion bet-
ween itz members, dead or alive. “There
are in the village,” writes Alex Haley in
Roots, “‘three types of people: first, thosc
we see; second, the ancestors; and third,
those waiting to be born.” Built around the
elders, who direct it because they have
wisdom, experience, and knowledge, the
system maintains itself through solidarity,
that is, a sense of hospitality and sharing
among all its members. It survives through
the fertility of the couples who make it up.
To get married is in some way, according
to Monsignor Tsinda, “‘to cxercise a
ministry of life and of the blood line.”

Yet, in the reality of the African situation,
our friends have helped us discover the im-
portance of the “destructuration” of the
African family (the word was coined by
one of them) and of the growing polariza-
tion and socioculwural distances most pro-
nounced between the city and rural areas
and between youth and the elders.

I was struck by a scene that occurred
during a meeting organized in Tamberma
country in northern Togo, which is away
from the major communication centers
and well known for the survival of its tradi-
ticns. We visited cne of the well-known
tatas, or multilevel huts, where in a
separate room a few carefully tended live
cinders are kept; they are believed to be in-
dispensable to the survival of the family.
Yet only a few hours later and a few hun-
dred yards away, we met in the local

18

school a group of boys and girls who were
from the same neighborhood. They were
questioning us on the mechanisms of life,
heredity, and sexual maturity. It was im-
pressive to observe side by side the twen-
tieth century and age-old tradirions.

Is it surprising to observe that these men,
women, and youth have difficuliics in ab-
sorbing within one generation what most
others have taken centuries to assimilate?
Such brutal transformations are the cause
of much anguish and disoricntation.
Parents do not understand their cnildren’s
behavior when they come back from the
city. They say, “The children have trodden
over their education and our traditions
which they should have considered as
sacred gifts.”” Children reject the traditional
pattern: “‘Our customs crush and bore us,”’
they sometimes admit harshly. Cut off
from the village and isolated in the city,
they are ready to attempt anything in order
to survive. In this difficult economic situa-
tion, the duty of hospitality becomes an
unbearable burden for those in the city
who should be ready to receive all the
relatives from the village.

As forcigners in Africa, we must not
judge its customs. But as wecll-meaning
observers, we could invite reflection on
them, asking our listeners, for example, to
discover the initial rationale of these tradi-
tions that are now criticized. They wil
then discover their richness and find how,
in the current context, the traditions might
evolve while still meeting their initial ob-
jective. We often refer, as an example, to
the case of traditional breast-feeding and
that of the initiation rituals. Such traditions
address essential values, such as the role of
the body in the acquisition of knowledge,
of the community in its transmission, of
difficulties and the necessary time for
maturation.

A Spiritual Dimension The meaning of life,
the solidarity between the living und the
dead maintains a kind of familiarity with
the invisible and explains the “diffuse
sense of the sacred’’ spontaneously present
at the heart of the African tradition. It is
open to all forms of religious seatch,
whether that of Islam, of Christianity, of
Animism, ui one of the numerous sects one




encounters today.

A spiritual perspective is present in most
activities in the traditional African context.
In the People’s Republic of the Congo, for
example, there is a rather exceptional situa-
tion of work undertaken together by
government ministrics, mass educational
organizations, and Foyer Chrériens. Each
respects the others” convictions for a long-
term involvement in family life cducation
and promotion.

Africans recognize what has been
achieved in the promotion of the family
and of women by the different churches,
whether they be the Catholic Church or
related  groups such as the Foyers de
Charit¢ (Retreat Centers), parish  associa-
tions or cducational Christian com-
munitics. They respect the family life work
of other Christian denominations such as
the Luthceran-sponsored Family Life Mis-
sion movement initiated by Walter and
Ingrid Trobisch or the French-Speaking
Africa region of the Scripture Union in
Abidjan, inspircd by Charles and Evelyn
Maire in the Ivory Coast, the associate
regional sccretarics.

Many countrics can indeed confirm the
basis of the affirmation by John Paul II in
Brazzaville on May 5, 1980: “*The State can
rely on the collaboration of the Church as
long as it is a question of serving man and
contributing to his integral development.”

Without closing our cyes to difficulties
and misundertandings, we appreciate that
the sense of hospitality and the natural
welcoming disposition of Africa’s people
permit mecetings with groups of completely
opposing orientations yet in a climate of
trust and appreciation.

Time and Failure We hav : learned the im-
portance of demographic problems, the
principles of planning and cvaluating pro-
grams, and the criteria of cfficicncy and
method and  user-faiture rates. We have
discovered in the ficld dropouts, unex-
plained or unplanned pregnancies. We
have met enthusiasm without follow-up,
the burnout of teachiers, and the departure
of thosce who appeared the most motivated
and who hud reccived significant support.
We have witnessed the disappearance of
groups with which we had worked for

several years, We have without question
experienced discouragement, but we have
learned the meaning of failure and of time:.

During a presentation one day, 1 was in-
viting the participants to reflect tnat in
family planning a so-called failure 'was a
new life. A couple in the audience with an
infant a few months old asked to speak.
“We did not understand the methods very
wel' and my wife became pregnant,” said
the man. “It was certainly an unplanned
pregnancy, but it is not a failure; it is our
child.” Elsewhere, at the end of a session in
a village, 2 man reminded the audience that
owie cannot plow a field by throwing the in-
struments across the field, but that one
must accompany the plow along the
furrow.

And since then? We dare to speak of the
pedagogical value of failures and to admit
that what counts is to live with the same
rhythm of thought and action of those with
whom we hope to work. We readily cite
the woids of Monsignor Agfe, Bishop of
Man: “To work in Africa, one needs three
things: initially some patience, then more
patience, and finally patience.” We remain
sensitive to observations from an African
collaborator: *“You Europeans think that in
order to succeed it is enough to have
techniques and money. You forget that it
must take time and that we are, afier all,
only people.” It is in Africa, in the field,
that we have perhaps best understood this
pastoral approach of ‘‘progressive
growth,” or the law of graduality that was
underlined in 1980 in Rome at the Synod
on the Family and in Familiaris Consortio.
Comiing from Abroad What picture do we
project of ourselves when we come as ex-
pests, consultants, or technical assistants? I
had never fuliy reflected on this question
until one day an African called out to me,
“You, the expatriates!”’ [ realized the com-
plexity of our situation, we who intervene
in such a particular area as family life, in a
country with traditions and a culture so dif-
ferent from our own. How are we to define
ourselves?

What did we meet in fact? First, we
found a lack of trust and a hostility toward
our views, even before we presented
them. “Here are people who do not have
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children themselves and who come 1o pre-
vent us from having any,” one group said
to us upon our arrival. The misunderstand-
ing was easy to dispel.

We found rejection of our propositions,
which appear to the Africans as incredible.
“Settle first the disagreement between
various methodologies and ccme  back
later to talk,”” said one African government
worker to whom 1 had explaincd the dif-
ferent approaches to family planning. But
sometimes there was a warrn and even en-
thusiastic reception, no doubt due to the
newness of the information as well as to
the African traditions of hospitality and
tolerance. More often we were met by
realism. A Catholic told me, “We do not
need foreigners to come to observe and
dircect us, but don’t get any complexes. We
have as much difficulty in understanding
you as you have in understanding us. This
should not prevent us from working
together, however.”" Elsewhere a minister
clarified, “It is up to us to receive from
abroad what is good for us and to adapt it
to our country, just as the foreigner might
take from us what is good for him.”

We rejoice in observing that family prob-

lems constitute one of the best facilitators
for international relations. We know that
we are at the disposal of our hosts. We
must listen to them first and then help
them anulyze their situation and undertake
an inventory of their needs. Then we must
share what we know and what we have
had experience with so they can choose
what might be uscful. We must assist them
in their own development if they so wish
and help them relate their experiences with
those of other countries we know and with
whom exchanges might be arranged. The
objective for us is literally to become *‘un-
needed servants.” In other words, it is our
task to work ourselves out of a job.
Five Beliefs for a Strategy In conclusion, |
would summarize under five headings the
lessons learned from our development ex-
perience of the last eight years in Africa.
What do we need?

First, we must have a clearly defined ob-
jective. Gur goal is not the spread of
natwal family planning, but the discovery
of a life style which, through the laws of
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fertility, integrates abstinence as a positive
value. If we sometimes oppose the two ma-
jor approaches in family planning, that of
techniques and that of awareness, it is
because they appear to us fundamentally
different in their essence or in their
underlving understanding of life and man.
Technique by itself cannot solve the prob-
lems of man.

Our second need is the belief that each
individual holds within himself or herself
the necessary elements for self-promotion
and development, whatever the sociocul-
tural level. This is the principle of self-
reliance, which provides u with the per-
manent will to encourage, stimulate, and
help in the development of these capabili-
tics and not to destroy, 'eplace, or absorb
them.

Third, we nced to insist that priority be
given to community participation in family
and conjugal educatio:i. The community is
the locus of interpersonal relations, and
community leaders are known and ac-
cepted persons. Morcover, such an ap-
proach brings together the most interested
men (too often forgotten) and women who
in the last resort are the only real agents of
change in the concrete reality of their daily
lives. It favors autonomy and reduces
dependence on professionals and techni-
cians. It fa ilitates the circulation of infor-
mation within the group and helps to raise
its consciousness. Finally, it can grow
beyond a country and spread to an inter-
group collaboration as we currently
observe with Foyers Chrétiens of Brazza-
ville (Congo) and I'Action Familiale of
Mauritius.

The fourth need is for priority to be
given to focusing on realistic expectations
in the short term. At the end of a session, 1
often ask the participants, as an exercise, to
predict what they will undertake in the
coming month and not in the following
year! This is to help them recognize that it
is easy to establish grandiose projects but
difficult to define a more modest action
and to decide on the first steps.

A limited action, carefully undertaken,
known zand supported by those who initi-
ated it, serves as a sign or anchor on which
further steps can be based. All of our



teaching is concerned with concrete real-
izations. Training is given on practical
knowiedge, not from books but from
problems encountered and possible
solutions.

Local sessions are necessary even if their
quality is not high, because often they are
more cifective in motivating the partici-
pants, facilitating the  identification  of
future lcaders and needs, and developing
better teaching aids and instruction. The
teaching techniques should be varied so
that everyone can participate actively and
express himself or herself.

The diversity of language in Africa fre-
quently makes it necessary to work with an
interpreter. Our experience shows us that,
far from being an obstacle, this technique
can in general be beneficial if the speaker
and interpreter have taken the time to
prepare the session together. The slower
delivery pace allows repetition of ideas and
can give a margin of freedom or initiative
io a competent interpreter, who usually
knows better than the speaker which ini-
ages are most appropriate for the audience.
Knowing who the interpreter will be has
sometimes made it possible for us to work
together to decide on a general plan from
which he can work as he sees fit. [ can pro-
vide him with material, which he then

translates for the audience. In return 1 ask
that he share the remarks and observations
of the group!

The final need is for a realistic estimation
of our ambitions and work. Michéle and 1
have had the exceptional privilege even
before 1976 (our first visit to Mauritius was
in 1963) to be associated with research and
field work, especially in Africa. We have
had close contacts with couples and with
men and women who are quite different
from us in their life style, traditions,
culture, and religion. They have received
us and invited us to share in their problems
and iovs. We must thank them for all they
have taught us and for expanding our out-
look, transforming our ways of thinking
and acrion. Because of them and often in
spite of ourselves, we have been led to
reevaluate ourselves and our actions. We
have learned to put into perspective our
problems and ambitions and perhaps to be
more modest, tolerant, and patient.

As my concluding statment, T would like
to share this reflection of Emmanuel
Mounier, the French philosopher: *“We can
only commit oursclves to  questionable
challenges and imperfect causes. To refuse
commitiment because of imperfection is to
refuse the human condition,™

L'Action Familiale

of Maurius

HERVE JUSTE

Hervé Juste, administrative secretary of
UAction Familiale of Mauritius; IFFLP
board member for Africa (1983-86);

IFFLP-NFP developpment consultant

Mauritius is an island nation in the Indian
Ocean locdated 500 miles edast of Madagascar.
With a territory of about 2,000 square kilo-
meters, it s slightly smaller than Rbode
Island, the smallest U.S. state. The population

of Mauritius is about 970,000, and the
island’s population density is about 530 per-
sons per square kilometer. With a crude birth
rate of 27 and a crude Jdeath rate of 7.2, the

rate of natural increase is 1.9 percent per
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year. These rates imply a doubling time of 37
years and a profected population for the ycar
2000 of about 1.2 million persons.

About 43 percent of the people live 'n urban
areas. More than a third—36.3 percent—are
under the age of 15, and 6.4 percent are sixty
or older. A life expectancy of close to 65 years
hrevaiis for the population as a whole, with
males living to the age of G0.7, and females
living an additional six years. The infant mor-
tality rate is ~bout 35 per thousand births.

The population of Mauritius is about 69
percent Indian and 28 percent Creole. The of-
ficial language is English, but French and
Creole are also spoken. Fifty-one percent of ihe
people are Hindu, 30 percent are Christian,
and 16 percent are Muslim. The per capita
gross national product was cstimdated at
US$738 in 1981.

The official government population policy
is to reduce population growth for demo-
grapbic reasons. In 1972 the government
assumed responsibility for family planning
and maternal and child bealth services, al-
though the Family Planning Association and
L'Action Familiale continue their activities.

It was estimated that ir: 1981 about balf of
all married women of reproductive age in
Mauritius were using some form of contracep-
tive method, with the public sector providing
services for 39.4 percent of all married women
and the private and commerical sectors
serving 11.2 percent.

L’Action Familiale of Mauritius was of-
fictally establishbed in 1963 on the initi-
ative of Msgr. Jean Margéot to provide
Catholic couples with a natural mears of
Samily planning and to promote the hap-
Dpiness and welfare of families. It was soon
serving other religious and ethnic groups
and in 1965 was given financial support
by the government. L'Action Familiale is a
nongovernmental organization with a
board of seven directors, one of whom is a
representative of the Ministry of Health
and Population Control.

Since 1973 couples bave been instructed
in the sympto-thermal method of NFP. Ser-
vices are provided in both urban and
rural aress. Training programs are beld
Jor teachers almost every year using lo-
cally developed teaching materials. Free

22

referral services are arailable for couples
with physiological or marital problems.
Fducation in “Love and Life"’ is offered to
schouls.

L'Action Faniiliale receives funds from
international agencies, local tax-
deductible contributions, and grants-in-
aid from the government. From 1965 to
1982 about 31,000 couples were taught
NEP, about 106.5 percent of all women or
couples using a birth control method.
Systematic cvaluation bas not yet been
undertaken.

Growth and Develupment

L’Action Farniliale (Family Action) was
officially established on April 24, 1963, at
the initiative of Msgr. Jean Margéot, then
vicar general of the Mauritian diocese. He
was advised and assisted in his endeavor
by a team of doctors and couples. At that
time tnere was a national demographic
problem of exceptional scale and urgency
in the couniry. The total population in
1963 was 713,731. The crude birth rate
was 39.9 per “housand, and the annual rate
of population growth was just over 3 per-
cent. A density of 384 persons per square
kilometer gave Mauritius one of the highest
population densities in the world.

Projections published at the time in-
dicated that, if the rate of population
growth were maintained, by the end of
1987 there would be 1.6 million persons in
Mauritius and even a declining birth rate
might yield a population of 1.2 million by
that date.

Public opinion was already beginning to
shovws some concern about the conse-
quences of the population cxplosion, and
many couples, especially Catholics, were
already practicing traditional birth control
methods, such as breast-feeding and the
Ogino-Knaus method of calendar rhythm.
Msgr. Margéot and his team decided,
therefore, to provide, particularly to
Catholic couples, a scientific natural
method-—the thermal method—which had
been presented carlier that year by Father
Stanislas de Lestapis. Couples were taught
the basal body temperature (BBT) method
of charting for the detcrmination of the fer-
tile and infertile periods of a woman’s



menstrual cycle. They were therefore able
to exercise some control over conception
and hence their family size. The idea of the
regulation of fertility through the use of
periodic abstinence was  thus  ofticially
propagated. Couple-to-couple action
rapidly popularized BBT method.

Drs. Francois and Michtle Guy, two
French doctors, who visited the country in
August 1963, were invited in December
1964 to impart their experience gained in
the ficld of NFP in Grenoble to the local
pioneer team. They devoted two years of
their lives to the development of the NFP
program, in tr2inmg of instructors and in
the introdvctior of a4 vouth sex education
program in secondary schools and youth
clubs. Their invaluable work was essential

to the success of I'Action  Familiale's
prograni.
Voluntary instructor couples, who

numbcred more than a hundred at the
earlv stages of the association, sct out to
work in six urban and rural areas. Their ac-
tivitics were supervised and their training
completed through regular meetings. Very
soon, through constant sharing on the part
of the growing number of couples forming
the association, the aims and objectives of
the movement emerged clearly, and its
methods of action were defined. Legal
status was granted to 'Action Familiale in
1904.

Objectives, Philosophy, and Principles

Incorporated under the PAction Famili-
ale ordinance, No. 38 of 1964, the associa-
tion has as its objectives “'to promote the
welfare and happiness of families, to foster
the ideas of harmonious married life ard
responsible  parenthood, and to support
the propagation of all naturalt methods of
regulating childbirth.” According to the
philosophy of I'Action Familiale, birth reg-
ulation is not just a technical problem; it
arises from the choice made bv a properly
informed couple, aware of the biological,
psychological, and sociocconomic aspects
of their lite. The choice exists only when
the coupie have clearly understood the
values at stake and are not subjected to any
moral, intellectuai, religious, or political
pressures from the outside.

[’Action Familiale stresses the impor-
tance of tie development cf the poteniizl
of every human heing, aud for that reason
it was decided - the very beginning of the
association to invest in educating couples
in human, ccnjugal, and family life. NFP
cannct be taught as a mere birth contrcl
device but is presented as a mode of life to
foster understanding between husband
and wife. The coupies are requested to
respect life, especially tic :.%e of the un-
born child; to respect the fecundity of the
woman and the couple; and to develop
responsibility toward a better and more
enlightened conjugal and family life.

In addition to teaching the basic aspects
of NFP—that is, the anatomy and physi-
ology of the male and female reprodnuctive
organs and the indicators of ovulation-—
I'Action Familiale also teaches couples how
1o be responsible parents, how to feed their
children, how to maintain a dialogue within
the family, and other family values.

L'Action Familiale’s outreach program
very soon enlisted clients from the other
ethnic and religious groups of the popula-
tion, namely, the Hindus, the Muslims, and
the Chinese. The government's decision in
June 1965 io give financial suppoit
through grants-in-aid to the association
gave official recognition to the national
character of the program, which was pro-
viding free service to the Mauritian com-
munity at large.

Service and Training

L’Action Familiale is a nongovernmental
organization administered by a board of
seven directors elected at a general
assembly convened every three years. A
representative of the Ministry of Health
and Population Control, namely, tk . prin-
cipal medical officer of the Maternal and
Child Health/Family Planning Division, has
sat on the board since 1974.

The board members nominate a number
of commissions to advise them. At present
there are five commissions—the NFP com-
mission, the youth commission, the
medical and psychotherapy commission,
the finance commission, and the informa-
tion and education commission. In 1974
the Mauritius Family Planning Association’s
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contraceptive clinics were integrated into
the Maternal and Child Health Division,
and I'Action Familiale was invited to send a
representative  tG  the Division’s newly
formed National Family Planning
Commuittee.

In addition to its national NFP program,
I'Action Familiale conducts a human and
family life education program in secondary
schools and youth clubs and a marriage
counseling and psychotherapy service for
people with conjugal and marital prob-
lems. It also contributes to the marriage
preparation program org- ized at the
pirish level.

Program cvaluation has not been under-
taken, but with the inclusion of I'Action
Familiale in the program evaluation project
designed by the IFFLP and funded by the
U.S. Agency for International Develop-
ment (USAID), alternative organizational
frameworks will be explored.

Service Until six years ago, the national
NFP scrvice was divided into 12 regions ac-
cording to the availability of volunteer
heads of regicns. It has since been
realigned into nine districts, which corre-
spond to the standard geographical statis-
tical arcas used by the Ministry of Health's
evaluation unit. Personnel presently in-
clude 1 full-time national NFP coordinator,
3 part-time supervisors, 13 full-time moti-
vators, and 126 part-time ceducators, as
well as a few trainee cducators. The
educators, wio teach at the grass-roots
level, at first taught only the BBT method.
In 1973 they began instructing couples and
women in the sympto-thermal method,
emphasizing both BBT and cervical mucus
as fertility indicators. Recognition of other
signs and symptoms is taughi to those who
are interested. Initizl and follow-up instruc-
sion are done cither through weekly home
visits or at the centers, ot which there were
GO in 1983. The centers are located in
crucial areas in both rural and urban places.
During the first month and perhaps also
during the sccond month, the couple is
visited each week at home and is instructed
in the fertility indicators on the basis of
observations made in the preceding
period. During the next three months,
educators visit the couples at home every
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two weeks. The frequency of the visits is
graduaily decrcased until the couple
becomes autonomous.

L’Action Familiale has recently begun in-

troducing and promoting the use of the
modified mucus meihod as it is taught in
India by Dr. K. Dorairaj. It is stili double-
checked by BBT. The introduction of the
cervical mucus method has been a blessing
for many couples, especially those for
whom the woman’s cycle was long or ir-
regular. It has also greatlw relieved the con-
stant anxiety and tension associated with
the previously unpredictable return of fer-
tility before menstruation in the post-
partum period and in the premenopausal
period.
Training of Personnel A training program
for trainee teachers/educators is held prac-
tically every year. They meet for about
four hours each week for at least 15 weeks.
Theoretical topics are presented, dis-
cussed, and evaluated. At the same time the
trainees are exposed to practical experi-
ence with a qualified instructor who is
teaching the method to couples and
educating them in the related topics of
family life promotion. Trainecs must be
satisfied NFP users who hold at least a
primary level school certificate.

QOver the years, 'Action Familiale has
developed its own training manual and
curriculum materials. A guide for educators
entitled “‘Livret de I'Educatrice,” as well as a
“Cahier de Schémas™ have been published.
The handbook for users is very popular
and is used by many African and European
French-speaking NFP organizations.
Support Services A free, pan-time medical
service is available all over the island for
women or couples who are having difficul:
cycles or gynecological problems that
interfere with the observation of fertility
indicators. Couples who are having con-
jugal or familial problems may seek help
from our team of marriage counselors
whose training was completed eaily this
year by our consultant psychologist, Dr.
Robert Fernando.

Annther service provided by I'Action
Familiale is the human life cducation pro-
gram for youth in secondary schools and
youth clubs. This program offers not only




sex education but alsG an education in
“Love and Life.”" The program has three
main objectives: to inform youth in a
general but clear and objective way about
the different aspects of sexuality, love,
marriage, and the family; to educate them
to adopt responsible attitudes and choices
in everyday life; and to reassure them that
the problems they are facing during
puberty and adolescence are natural and
can be handled. This program also enables
the vouth to express themselves, discuss
their fears and worries, and work toward
realistic solutions to their problems in 2
sphere where there is still much inhibition.
Outreach Activitics L'Action Familiale
educational and motivational programs are
supported by monthly television and
weekly radio programs. A monthly
10-minute television program and radio
programs of about the same length are pro-
duced. They are broadcast in two lan-
guages, the patois Creole and Bhojpuri.

Fin.ancial Support

During its carly years, FAction Familiale
relied on volunteer couples to teach NFP,
but with increasing sociocconomic prob-
lems, the number of volunicers has
decreased.

Grants-in-aid from the government have
been received since 1965, For the financial
vear ending December 31, 1982, the grant
was Rs 829,515, In January 1978, however,
a governmental decision curtailed aid, thus
preventing  the  establishment of NFP
outreuch programs in peripheral villages.
Other sources of funding include the
public, who may take income tax deduc-
tions for donations to the association.
Some Rs10,000 are also raised by the sale
of thermometers, charts, and books. About
three-quarters  of the 1983 budget of
Rs1,072,000 went to pay wages and
salaries of personnel.

L'Action Familiale also secures funds
from such international agencies as Missio,
Misereor, Church World Service, Catholic
Relief Services, Family Planning Interna-
tional Assistance (FPIA), and the U.S.
Agency for International Development.
FPIA funded 2 two-year comprehensive
program of I'Action Familiale in 1974-75 in

the amount of US843,818. The local U.S.
Embassy and the French Embassy have
contributed to  self-help projects, and
Misercor has donated cars and financed the
saiary of a vouth educator. Missio subsi-
dized travel for a representative from
I'Action Familiale to the first IFFLP interna-
tional congress in Caii in 1977,

L'Action Familiale’s contributions to the
ficld of NFP include its participation as a
founding member of IFFLP in 1974, Dele-
gates were mandated twice to be repre-
sentatives for the African zone. The
association was invited to participate in
NEFP experts’ mecetings directed by the
World Health Organization and UNFPA in
1976 and 1980. A program review and
cevaluation was conducted in 1982 respec-
tively by Geraldine L. Conner, D.S.W., and
Nancy W. Veeder, Ph.D., of Boston, Massa-
chusctts. Fairfield University carried out a
survey in 1971,

Evaluation

Table 1 shows the number of new accep-
tors and users trained during the last four
years. There are four categories of users or
clients at I'Action Familiale. “‘Beginners,”’
or “learners,” are women and couples
who have had instruction and have begun
to chart but have not yet completed one
cycle. The “nonregistered” category in-
cludes those who have charted one com-
plete menstrual cycle and have filled out
the association’s intake form, providing in-
formation on family and reproductive
history. *'Registered” women and couples
are those who have completed three cycles
and are recognized as official users by the
Ministry of Health, which receives
monthly records from I'Action Familiale.
“Autonomous’ couples are those who
have completed and successfully used NFP
mcthods for three to nine cycles and are
considered to need no further instruction.

Table 2 shows the number of new
recruits registered for each year from the
period 1965 to 1982. The total number of
couples instructed during this period was
31,682, The total number of recruits is
about 1€.5 percent of all the women or
couples using a birth control method in the
country. it represents 8 to 9 percent of the
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total number of married women in the
reproductive ages.

Table 1 New acceptors trained annually:
Mauritius, 1980-83

Category of user 1980 1981 1982 1983
Beginners/lcarners 2,394 2,262 2,413 2,567
Nonregistered 2,054 2,107 2,206 2,13¥
Pegistered 1,431 1,540 1,710 1,810
Autonomous 557 764 1,071 1,404

Table 2 Recruits registered annually:
Mauritius, 1965-82

Year Number
1965 1,615
1966 1,953
1967 1,989
1968 1,892
1969 2,266
1970 1,872
1971 2,004
1972 1,739
1973 1,716
1974 1,903
1975 2,001
1976 1,969
1977 1,752
1978 1,252
1979 1,078
1960 1,431
1981 1,540
1982 1,710
Total 31,682

The reasons given for dropping out of
the program are shown in Tuble 3 for the
past four years. The category “'no longer
interested”’ includes the following reasons:
other contraceptive methods, difficulty
with abstinence, impatience of husband,
difficulty with method, and conjugal or
familial problems. “Other causes™ includes
illness, emigration, mencnause, hysterec-
tomy, lost to follow-up, infertility, divorce,
inlaws, and death. Very few method
failures have been registered, and it scems

Table 3 Categories of dropouts from NFP
program: Mauritius, 1980-83

Reason for dropout 1980 1981 1982 1983
Planned pregnancy 293 293 248 187
Unplanned pregnancy 105 190 163 144
No longer interested 186 145 91 88
Other causes 231 273 202 182
Total 815 901 704 601
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that difficufty with abstinence is the main
cause for unplanned pregnancy.

Although the number of recruits has re-
mained steady, there seems to be a gradual
downward trend ‘n the number of drop-
outs, especially in the “unplanned preg-
nancies” and ‘“‘no longer interested”
categorics.

We have not sysiematically evaluated
these and other phenomena, nor have we
examined such areas as cost-effectiveness
and use-cffectiveness of learning and con-
tinuing users. We believe, however, that
the new supervision aspect of our NFP ser-
vice has contributed a great deal toward
the efficiency of the method, has made it
less strenuous to the couple, and has con-
tributed to carly autonomy of couples. For
the past three years zone supervisors and
motivators have undergone special and
sustained training in chart review and
quality control of instruction and follow-
up of clients in order to provide clients
with good service.

Accomplishments and Needs

L'Action Familiale has developed a
sound national NFP program. Statistics of
the last few years confirm its increasing ef-
fectiveness with a lower proportion of
dropouts and a higher percentage of
autonomous couples.

The program is well rooted in the com-
munity and the family, and we believe that
the family life education cfforts of the last
few years are beginning to bear fruit. Our
committed staff, especially the NFP
teachers, are recruited from and work in
their respective communities. They
demonstrate a strong client orientation,
which has been well documented in the
Conner and Veeder study.

We plan over the next few years o con-
tinue to emphasize program and service
evaluation, and to obtain and feed back
service statistics through effective  field
supervision of teachers. We hope to
strengthen the ficld supervision network
and even begin to respond to requests

rom other African countries to assist them
in training their own NFP teacher-
supervisor teams.

We expect that the ongoing United
States AID/IFFLP evaluation program will



enable us to learn more about our recruit-
ment and outreach efforts in the hope of
improving them. Finally, if, as we expect,
we are able to document that I'Action
Familiale provides an effective and cost-
efficient NFP service, we hope to convince

the government that our contribution as a
non-governmental organization is worthy
of continued and equitable support. Such
governmental svbsidy would enable I'Ac-
tion Familiale to expand and meet a grow-
ing community dernand.

Math:lda Mufwaya of Zambla Nurslng Ser-
vices, and Sr. Mary Gabriel of Family Life
Movement of Zambia

The Family Life

Movement

of Zamio

RAYMOND MUCHINDU and RICHARD CREMINS

Raymond Muchindu, secretary of Family
Life Movement of Zambia, Lusaka,
Zambia: Richard Cremins, SJ., director
USAID-FIMZ Demonstration Profect,
Zambia; assistant at St. Ignatius Parish,

Lusaka, Zambia

ZAMBIA, formerly knoun as Northern Rbod-
esta, is a country in southern central Africa
with a territory of about 753,000 square
kilometers and a population estimated at 6.2
million in1983. With a crude birth rate of 48
and a crude death rate of 16, Zambia's rate of

natural increase is an annual 3.2 percent,
and, if present rates continue, the population
will double in 22 years and will reach a pro-
Jected 11 million by the year 2000. Population
density in 1982 was 8 persons per square
kilometer, and about 40 percent of the popu-
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lation lived in urban areas. Forty-six percent
of all Zambians were under the age of 15, and
only 3 percent were G5 years old or older in
1980. Life expectancy at birth is estimated at
49.1 years for males and 52.5 years Jor
females. The infant mortality rate is about
105 per thousand live births, down Sfrom 159
per thousand in 1970.

About 99 percent of the people of Zambia
are Africans, mostly Bantu tribes, and the
remaining 1 percent are Europeans and
Asians. English Is the official language. Rell-
glons include a predominance of animists,
along with 21 percent Roman Catholics, and
Protestant, Hindu, and Musiim minorities.
The per capita gross national product in 1981
was US $586.

Family planning is encouraged by
Zambia's government and was specifically
mentioned in the 1979-83 Third National
Development Plan. The Health Ministry, with
funding from WHO and UNFPA, is imple-
menting a three-year maternal and child
bealth and family planning program designed
to reach rural areas. The main source of con-
traceptive supplies is the Family Planning
Association of Zambia.

The Family Life Movement of Zambia
(FLMZ) was initiated in 1979 to foster a
bealthy and bappy family life in general
and to promote natural family planning
in particular. It collaborates with the
Ministry of Health and other government
bodies as well as private social service
organizations and churches. With no
religious affiliation, FLMZ serves all inter-
ested persons.

The organization trains couples and
teachers in NFP; collects and disseminates
information on NFP; keeps an inventory
of resource materials and makes them
available. 1t bas been funded by private
donors, fund-raising ventures, and now is
participating in a large contract with
USAID through IFFLP. In 1982, 22
teachers and 340 users were trained.

NFP programs are now an accepted
part of government bealth programs in
Zambia, and FLMZ participates in shap-
ing government policy towards family life
education in schools. NFP materials bave
been publisbed in Englisb, Bemba, and
Nyanja. Short-term goals include cer-
tification for trainers and tutors and the
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establisbment of a counseling service.

Growth and Development

The present Family Life Movement of
Zambia (FLMZ) came about as a result of
contacts with the International Federation
for Family Life Promotion (IFFLP), which
were initiated by letter from the Council
for the Family in 1979. In that same year, a
Family Life Promotion Committee was set
up by the Christian Council of Zambia, the
Zambia Episcopal Conference Develop-
ment Commission, and the Zambia Coun-
cil for Social Development to prepare a
national meeting on family life and natural
child spacing. The meeting was held in
September 1979, and it was decided to
continue the committee with a mandate to
organize a family life movement.

The committee set about to persuade the
Ministry of Health to give natural family
planning a place in its programs, and its ef-
forts met with success when, in 1980, the
permanent secretary of the Ministry of
Health decided to include NFP in health
programs. The committee continued to
meet every month until its family life activi-
ties seecmed sufficiently developed to
establish the proposed movement. A
meeting of interested persons was con-
vened on April 25, 1981, at the Natural
Resources Development College, Lusaka,
and there the movement’s constitution was
adopted and a national executive commit-
tee of 10 was elected. The Ministry of
Health reaffirmed its support of the move-
ment’s objectives and activities on Febru-
ary 24, 1982, when it selected Dr. M.
Tyndall and Sister Juliet Manda to carry
out, on a part-time basis, the activities of
the movement.

Within a year, several family life groups
had been formed at the local level. It is ex-
pected that previncial committees will be
established after a sufficient number of
local groups have been set up in cach
province.

The movement enjoys more support in
urban areas than in rural arcas because
more promoters and teachers live in
towns. It is intended, however, to reach as
many rural people as possible wihen
enough teachers are trained. The approach



will be through existing loca! leadership,
hospitals, churches, and other institutions.

The FLMZ has no religious affiliation and
therefore serves all interested persons,
regardless of their religious beliefs. When
the federation of local family life gioups is
established, its members may, if they wish,
be affiliated with churches or other groups.

Representatives of these family life
groups will elect the executive committee
at an annual general meeting. The ex-
ecutive appoints the director, who is ad-
ministratively responsible for carrying out
its policies and decisions. The committee
may also set up subcommittees focusing on
different aspects of the work—for exam-
ple, training and counseling. The move-
ment’s basic principles are those of IFFLP,
which it has joined as one of its national
members. We have no official record of
our members’ religious backgrounds, but
they include a majority of Christians and
some Hindus and Muslims.

Most of our clients come from the
educated group, but we are gradually ex-
teading our efforts to reach less-educated
and poorer classes. Every attempt is being
made to teach NFP to couples, although
husbands typically attend only the first one
or two sessions. Another category of
clients is couples who are about to marry.

Private-sector NFP teachers ai.- recruited
from among users. In the public health ser-
vice (there are no private hospitals or
clinics), nurses assigned by the Ministry of
Heaith are trained. Traditional birth atten-
dants are also recruited.

Aims and Objectives The Family Life
Movement of Zambia was founded for the
purposes of working for a healthy and hap-
py family life as one of the foundations of
human development and for providing
leadership, guidance, and education in the
fields of family life education in general,
and natural child spacing in particular, The
FLMZ collaborates with all other bodies in-
terested in these fields, including such
governmental departments as the Ministry
of Health, Ministry of Labor and Social Ser-
vices, Ministry of Education, and Ministry
of Youth and Sport. It also cooperates with
social service organizations and churches.
In general, the aims and objectives of the

movement are to promote family life and
marriage enrichment programs; to pro-
mote respect for human life at every stage
of its development from conception to
death; to provide motivation and educa-
tion concerning responsible parenthood
and fertility control by natural methods; to
coordinate the activities of its members
and to offer them the services they need; to
represent them to the government and to
other national and international bodies;
and to promote social action on behalf of
the family.

Services Provided So far, the programs
and services provided include the follow-
ing: training of couples in the use of natural
methods of fertility control; training of
educators in the natural methods; collect-
ing and disseminating information about
family life and natural methods of child
spacing; keeping an inventory of resource
materials and making them available; and
combating abortion by remedying the
causes that lead people to seek it.

English is our official language, but

clients are taught in any of the languages
they may understand better. We com-
monly use Nyanja, Bemba, Tonga, and
Lozi; English is used only in teaching more
educated clients.
Financial Support The movement at first
depended on an annual budget of about
US320,000 from Misereor in addition to
subscriptions from local members and
other contributions. Small fund-raising
ventures also contributed to its financing.
Funds to begin a counseling service were
received from a Samaritan group, which
later dissolved.

The generous assistance from Misereor
will end in December 1983. We now have
raised enough money in Zambia to support
our activities for at least a year. We are also
planning to establish a private company to
run a business, whose profits will be given
to the movement. This business will prob-
ably be a gasoline station in Lusaka. In ad-
dition, we have acquired a site for an office
building that will provide some rental in-
come as well as accommodation for our
own nceds.

Relations with Public Health Programs The
movement’s relationship with the Ministry
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of Health is very cordial. 11 addition to giv-
ing NFP methods a place in their policy and
releasing staff to work with us, the Ministry
has agreed to collaborate in our five-year
demonstration program. We are also
engaged in dialogue with other govern-
mental ministries mentioned above with
regard to family life education in schools.
The Catholic Church approached Misereor
for funds on our behalf, and the Christian
Council of Zambia and the Zambia Council
for Social Services collaborated in our

foundation.
Our five-year demonstration program,

which began in August 1983, will complete
its first phase by the end of 1984. The total
budget will be about US$156,715. USAID
is providing the funds through IFFLP. In its
initial stage, the program will be carried out
in three provinces to allow for easy
supervision.

The present headquarters of the move-
ment is at Woodlands, a suburban shop-
ping area of Lusaka. Until August 1983 the
Catholic Secretariat provided office ac-
commodation and secretarial support. At
tl.e provincial level, NFP has reached eight
of the nine provinces in the country, and
approximately 33 delivery centers have
been or are being established.

with regard to affiliation of NFP pro-
grams with medical delivery systems, only
a few hospitals have a system in which NFP
clinics operate side by side with clinics of-
fering artificial methods. A sound base has
been laid, however, for almost every clinic
to adopt the same system once enough
NFP teachers have been trained. This is one
of the aims of the five-year demonstration
program,

NFP Education, Training,

and Service Development

Teacher Training Since there was no train-
ing program in Zambia when FLMZ was
first established, all our first NFP trainers
and tutors were trained abroad. They, in
turn, have taught teachers when funds per-
mitted and when experts from overscas
were available to give guidance. As yet,
Zambia has no program for certifving NFP
teachers, but it is expected that such a pro-
gram will emerge during the five-year pro-
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gram. Before supplies of thermometers
became available toward the end of 1982,
the only method taught was the mucus
method; since then, however, the
temperature and sympto-thermal methods
have been taught. This allows clients to
have a choice of methods.

Candidates for tcacher training must be
NFP users if they are not medical person-
nel. Nurses who are nominated by the
Ministry of Health need not be users, but
they should at least respect the wishes of
the client. We are following a ‘‘gradual”
approach with respect to selection criteria
since we are at present making a first entry
into Ministry of Health services.

Training has normally requirzd about
five days of lectures, discussions, testing,
and demonstration, followed by a super-
vised practical period of six months. We
plan to increase the training period to ten
days of classwork with six months of prac-
tical work.

The costs of training vary depending on
the charges at the institution where the
workshop takes place. The minimum has
been about US$15 per day for each
traince’s room and board. Additional costs
include transport, release time, equipment
and supplies, and FLMZ staff time.

There are currently 4 trainers, 16 tutors,
and 47 teachers affiliated with the pro-
gram, none of whom is full-time or paid by
the program. All are cither volunteers or on
release by their emiployers. Virtually all
NFP workers have continued in the pro-
gram; a very small number have taken tem-
porary leave when they changed jobs. For
the past two years, teacher evaluation and
continuing education have been con-
ducted by the trainer/tutor team in one- or
two-day seminars.

Service Delivery The number of users or
acceptors trained in the last few years is as
follows: before and in 1981, there were 11
teachers and 110 wusers; in 1982, 22
teachers and 340 users were trained; in
1983, only i4 teachers and 60 users were
trained. The drop in 1983 was duc to the
financial crisis the movement faced in the
first half of the year. The figures for 1982,
the movement's hest year to date, reflect
the fact that two training workshops for




teachers were held in that year.

Users are selected from motivated and
interested persons who agree to use only
NFP methods. We do not Lave records
showing what percentage of users choose
each method offered, but nearly all the
earlier clients followed the mucus method
alone. Since thermometers have become
available, more are choosing to use the
sympto-thermal method. Cost per user has
not been estimated.

Most acceptors are more interested ir
spacing their pregnancies and in achieving
pregnancy than in limiting the size of the
family, although the actual percentages of
users according to motivation for using
NFP have not been calculated. The lack of
a record-keeping system in Zambia
prevents us from producing statistics on
pregnancy rates, percentage of autono-
mous couples, and cor tinuation rates (one
estimate of continuation put the rate at be-
tween 70 and 80 percent). Fourteen of the
1981-82 users have hecome teachers.

Program Evaluation and Accountability

In the past, the program has been ac-
countable to Misereor for the expenditure
of funds. With the new five-year demon-
stration program, it will be accountable to
IFFLP and USAID. As a federation ,of local
groups, the movement is also accountable
to formal and informal NFP groups,
through which it relates to the community.
It is also acr.ountable to government and to
public opinion.

Accomplishments and
Development Needs

The greatest accomplishments of the
FLMZ to date include establishing the
credibility of NFP within the Ministry of
Health so that NFP programs are now ac-
cepted as part of health programs. Par-
ticipation in shaping the policy of the
government with regard to family life
education in the schools has also been an
important accomplishment. Some NFP

texts adapted to local conditions have been
published, including the booklet ‘‘Fruitful
Love,” in English, Bemba, and Nyanja. The
movement involves people from different
areas and religious beliefs in a common
program. It has gathered together scattered
NFP initiatives and turned them into a na-
tional movement, and has qualified to be a
partner of IFFLP in its five-year NFP
demonstration program in Africa. Finally,
an important accomplishment has been to
encourage NFP in neighboring countries.

The greatest challenges in the long term
are to make the whole population aware of
NFP and to help in making NFP services
available to all who want them. Shorter-
term goals include financial self-
sufficiency; trainer, tutor, and teacher
training and certification; the involvement
of doctors, especially male doctors, in the
NFP program in Zambia; establishment of a
counseling service; and providing support
and an alternative to abortion for women
with unwanted pregnancies.

Outreach plans for the future call for
establishing family life groups in every
area, devising a syllabus for family life
education, and mounting public relations
and motivation campaigns. Our greatest
needs at present are for personnel—trained
NFP teachers, motivators, trainers, and
coordinators at the provincial and district
levels. We also need such material
resources as office space for national and
local centers; transport, which is essential
for reaching rural areas; training materials,
including films, slides, videotapes, and
other visual aids; and office equipment.

In addition to continued scientific
research on the underlying basis of NFP
methods, Zambia has particular popula-
tion-related research needs. They include
the identification and clarification of Zam-
bia’s population problems, the role of birth
attendants in NFP and family life educa-
tion, and a study of traditional attitudes
toward child spacing and methods for
spacing pregnancies.
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Rwandad

In 1978 a Rwanda delegation attended
the WOOMB International Congress in
Melbourne. This initiative was jointly
sponsored by the bishops of Rwanda in
collaborationn with the American Catholic
Relief Service office in Kigali and the
Ministries of Public Health and of Social Af-
fairs and Community Development.

In 19€79-80 a first NFP demonstration
and service center was set up in the capital
of Kigali. In the following years a local net-
work began to extend to the other regions
of the country. In 1983 the national NFP
program was called Family Action of
Rwanda (I'Action Familiale du Rwanda).

NFP activity began in a mixed urban and
rural context in the suburbs of Kigali with
the NFP service attached to a medico-social
center licensed by the government but
belonging to the Catholic private health
system of the Archdiocese of Kigali. The
socioeconomic levels of the clients range
from the very poor peasant up to the
government employee. The initial NFP
teachers were recruited from among the
permanent social service staff of the
medico-social centers.

The goals and objectives of the services
have remained the same from the begin-
ning: first, to offer responsible parenthood
as a fundamental duty of the human person
in family and social life; and second, a con-
cern for appropriate child spacing within
the maternal and child health context. The
demographic goal of reducing fertility has
always been judged to be secondary and
subject to the free, conscious, and respon-
sible decisions of each family.

The NFP service is offered in the two of-
ficial languages of the country, French and
Kinyarwanda. It is usually integrated with
other medico-social activities or within
human development in general. The ex-
isting infrastructure of the center assumed
the initial expenses of the NFP service. The
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current program is structured around three
NFP demonstration centers in Kigali,
Butare, and Kabgayi covering the central
and southern regicns of the ~ountry. The
primary national center is in Kigali, and the
other two are regional centers.

The NFP teacher training program is well
established and lasts two weeks. The NFP
teacher trainees are selected by the various
programs or centers, which then send
them to either of the three major centers.
The costs of training NFP teachers is borne
essenrially by the centers that send them
for training.

To date, 40 teachers have been trained
by the Gikando-Kigali center and 57
teachers by the Butare center. The rational
program has not yet set up its teacher
evaluation program.

From 1880 to 1983 the average number
of new NFP users has been about 118 per
year. A new user becomes registered as
such after submitting at least three charts,
coming regularly to follow-up, having
visited at least once as a couple, and cor-
rectly following the rules of the ovulation
method.

The NFP service is currently limited to
the teaching of cervical mucus by the
ovulation method (Billings). The average
cost of teaching a new user couple has not
been computed to date. Officially NFP
teachers are not recruited from NFP user
couples, but a certain number of autono-
mous user-couples automatically become
assistant or extension teacher facilitators
(motivators).

The NFP program is largely insufficient
with its principal obstacle being the lack of
competent and qualified staff. Another
need is educational materials adapted to
commuriity needs.

Two research areas would appear to be
most useful: biomedical research into the
stability and reliability of various fertility
and infertility parameters, and psycho-
social research, especially research into the
psychology of the couple using NFP from
various cultural traditions as well as
research into the evolution of their rela-
tionship and sexual experience.



Seychelles

The first stage of NFP development
began in 1971 with the arrival of a Swiss
couple trained by the Doctors Guy. Two
Seychellian nurses at the Ministry of Health
along with Father Hervé Roduit and Dr.
Ferrari took steps to inform several
parishes of the role and goals of I'Action
Familiale (Family Action). The primary goal
was to offer to the Catholic population a
natural method of family planning. At the
end of 1972, 26 persons had received their
NFP teachers’ certificates from [I'Action
Familiale,

The second stage occurred when a
second Swiss couple took over the earlier
work in NFP, primarily training tcachers
and conducting in-home follow-up visits of
couples using the temperature method of
NFP. The teachers would gather users from
different parishes for information sessions
on NFP and family life education. The
preparation of a sex education program for
youth was also undertaken. At the perma-
nent center of I'Action Familiale, 2 room
was especially prepared to permit free
medical consultation for women having
difficulty practicing NFP, Postpartum visits
for information and education on NFP
were also initiated as an outreach effort in
various delivery centers.

The third stage began in 1975 with the
departure of the Swiss couple. The move-
ment was now entirely the responsibility
of Seychellian staff. In spite of repeated ef-
forts to train teachers, many left I’Action
Familiale because of the difficulty of ob-
taining permanent work within the
I'Action Familiale system. To compensate
for this loss, Mrs. Glora Greslé, a
remarkably talented NFP teacher in
southern Mahe, was employed on a half-

time basis.

During 1977 I'Action Familiale received
a first international aid grant of US$3,000
from UNFPA, but the Ministry of Health
then withdrew one of its delegated nurses.
Fortunately, a teacher from the Ministry of
Education obtained a two-year leave of
absence to work with I'Action Familiale
and visited Mauritius for continued
educaticn.

A fourth period began with the govern-
ment’s new five-year health plan. L'Action
Familiale succeede in participating in the
discussions and presented its own five-year
plan, but its recommendations were not
adopted.

Toward the end of 1980 it as decided
to concentrate on natural family planning
(both the ovulation and sympto-thermal
methods) and to promote this work with
the Ministry. In 1981 a small pamphlet in
Creole on feminine reproductive physiol-
ogy and fertility parameters was published.
The high point of 1981 was the national
NFP seminar, conducted over five even-
ings and arranged by the National I'Action
Familiale Committee with the contribution
of Drs. Michéle and Frangois Guy.

At the beginning of 1982, a general study
day was arranged with all the clergy of the
Seychelles. During the year I'Action
Familiale, in addition to its specialization in
NFP, attempted to integrate itself with the
national program on “Family Planning,
Family Life Education, and Youth,” with
some success.

The organization continues to partici-
patc in the preparatory meetings for the
five-year health plan ( 1983-88), but its ac-
tivities have become more and more diffi-
cult. Only the permanent center of Mont
Fleuri is open for daily visits from new ac-
ceptors, follow-up visits from users, or in-
quiries from those who want to receive
information on NFP. We are actively
awaiting a brighter and more promising
future,
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South Africa

In 1978 five participants were sent from
South Africa to attend the WOOMB !ater-
national Congress and teacher training
workshop in Melboume, Australia. On
their return they began teaching in Port
Elizabeth, Cape Town, Johannesburg, and
Kimberley. In 1980 four women were sent
to Birmingham, England, to train in natural
family planning. One of these is active in
the Eshowe area. Other areas npened in
Pretoria in 1979, and from this center
Rustenburg in 1981, Orapa-Botswana and
Harare-Zimbabwe in 1982, Ga-Rankuwa in
Bophuthatswana began as a teacher train-
ing center in 1981 and caters mainly for
training of nurses. Mariannhill Mission
Centre was opened in 1982, and three of-
ficial teacher training workshops have
been conducted so far this year. Courses
are mainly in Zulu. The Durban center was
started from Johannesburg. Instruction is
also available in Newcastle, Pietermaritz-
burg, Mafikeng, Kimberley, Hlabisa,
Nklanda, and Phalaborwa.

Over the years Mary Higgins of Ireland,
the Drs. John and Lyn Billings, Kath Smyth
and Sue Hall of Australia, Fr. W. Gibbons,
M.D., Fr. D. St. Marie of El Salvador, Sr.
Francesca Kearns of Guatamala, and Mrs.
Mercedes Wilson of Louisiana have con-
ducted talks and teacher training in our
country.

Informal national meetings between the
center leaders were held at various centers
in 1978, 1980, 1981, and 1983. Lesotho
also sent representation. A national con-
stitution is under consideration at the
moment. This national program is to be
under the South African Catholic Bishops’
Cconference (SACBC), Commission of
Christian Services, Department of Health
Care and Education. As vet there is no
board of directors.

The service is attached mainly to church-
related institutions, with teacher training
also associated with Ga-Rankuwa Hospital
and the Medical University of South Africa.
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Clients come from all waks of life, all
religions and races. Teachers are recruited
from satisfied users Or nurses.

Our objectives are Lo set up programs on
fertility awareness and the dignity of
womanhood in schools, youth groups, and
parent-child meetings and to staff them
with competent teachers; to establish
centers, train teachers, and conduct con-
tinuing education workshops; and to pro-
vide introductory seminars for medical
personnel, church workers, and those in-
volved in ministry. The ovulation method
is the main service provided in English,
Afrikaans, Tswana, Pedi, and Zulu.

Informal links have been made with the
government family planning clinics. Some
have literature on NFP and others refer
clients to NFP clinics. There is no affiliation
with medical delivery services although
some doctors and nurses are involved in
training. The present headquarters is in the
NFP Department, Sunnyside. All teachers
are part-time except for one full-time
teacher in Johannesburg Center. The total
budget from 1980 to 1984 from reccrds
kept in retrospect was provided by sales of
books and donations given by bishops or
after presentations, amounting to
R10,179.24. Expenses were R10,449.70
for the headquarters.

Originally teacher training certificates
were issued from Australia and Australian
teaching materials used. Since 1981 ac-
creditation certificates have been given out
in South Africa, and Tswana/English
books, slides, films, and talks are used.
Teachers may be taught on a one-to-one
basis or in groups of up to 26 women at a
time. OM is taught, but other NFP meth >ds
and contraception are mentioned. ‘The
training of nurses may take a year because
of irregular hours. Trainees buy their own
books and charts; the premises are pro-
vided. The 59 teachers are all part-time
volunteers, and only one teacher has
dropped out (because of pregnancy).
Teacher evaluation is informal. All teachers
are users.

No surveys have been undertaken. At
the Sunnyside Center there have been 241
new users from 1579 to 1983. The cri-
terion for an acceptor is a client who
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returns for at least one follow-up. Fifty-
nin¢ percent of acceptors are planning
pregnancy, 18 percent want child spacing,
and 23 percent are limiting their families.
The program is accountable to the
SACBC. Monthly reports are sent o the
Archbishops of Pretoria, Johannesburg,
and Durban. Outreach is informal with

users telling friends and organizing talks in
their homes. Larger groups are organized
in halls. It is the responsibility of clients to
keep the follow-up appointment. Our
greatest needs are in teacher training,
organizing a national program, warking
with the public sector, and invelving the
-nedical profession.

Tanzania

NFP started in 1976 at the request of the
bishops of Tanzania as their active
response to Hurnanae Vitae. It was started
by the Mother and Child Health (MCH)
National Coordinator. In 1977 Missio (Ger-
many) gave funds for one year’s salary for
an extra teacher.

In 1979 the Family and Youth Apostolate
(FYA) Coordinator was employed to work
in close cooperation with the MCH and
NFP coordinator in giving both family lifc
education and NFP information to couples,
priests, religious sisters and seminarians in
the diocese. In 1981 the Maryknoll Fathers
donated US$12,000 as a subsidy to NFP for
printing the teacher’s guide and teaching
aid materials.

There is no constitution as such, as NFP
and FYA were spread from the national
level to diocesan—later parochial—levels.
There are 10 dioceses which are members
because they have an NFP teacher and
another 10 dioceses have a family and
youth council. There are 16 NFP teachers
who are actively teaching on national and
diocesan and/or parish levels on a volun-

tary basis. There are no organized records
of the users’ data as such.

The objectives of the group are: (1) to
train teachers of NFP on the diocesan and
parish levels (religious sisters, medical and
nursing personnel, and user couples will be
trained to teach other couples); (2) to create
family and youth councils at national, dio-
cesan, and parish levels; (3) to integrate
NFP services in all Christian, mainly
Catholic, mother and child health services;
and (4) to make teachers as well as couples
aware of the hazards of contraception.

The ovulation method is mostly taught
as this is easily understood by people at all
levels. Handouts and a booklet have been
prepared in Swahili, the national language.
We have also developed resource materials
for teaching nonliterates. They include
analogy with the seasons to explain
periods of fertility and infertility,
substances from local plants to simvlate
types of mucus, and symbols rather than
colors to show different phases of the
menstrual cycle.

Our organization cooperates with the
Ministry of Labor and Social Welfare, the
Ministry of Information and Culture and
Youth, and the Tanzania Parents Associa-
tion. We have established successful pro-
grams in the Dar es Salaam archdiocese and
Dodoma diocese.
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NFP Instructor Suzanne Widmer with client,
Diagnostic Center, Hospital Clinic, Univer- ,
sidad Catdlica de Chile
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In the vast region of the Americas, natural
family planning programs have gradually
been implanted in 12 to 15 countries and
are growing progressively. They have
developed in different ways according to
national character and circumstances.

The oldest NFP program Serena (Service
de Régulmion de Naissances) in Canada
illustrates the cxperiential or grass-roots
strengths of the early pioneers. This pro-
gram capitalized on the bilingual capabili-
ties (both French and English) of its early
leaders and with government subsidies was
able to spread to all Canadian provinces.

The Chilean program benefited greatly
from strong support from both the Catho-
lic Church and medical institutions.
Dynamic professional contributions from
medical schools with their research and
clinical resources have been especially im-
portant in the development of this national
program.

Haiti demonstrates how NFP can be im-
planted in a developing country with
limited resources and simple rural teachers.
Many of the teachers and a majority of the
clientele are illiterate.

In the United States the Diocesan Devel-
opment Program for Natural Family Plan-
ning provides an example of the integration
of NFP into the church network of com-
munity and diocesan services, especially
those related to family life promotion. This
is also the case in Venezuela and the
Dominican Republic.

Other NFP programs in the Americas
illustrate various types or models of
development. After a slow initial phase of
implantation, NFP programs are now
expanding steadily in response to the
needs and resources of their respective
communities.
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Development of a Natfiondl
NFP Progrom in Chile

PATRICIO MENA-GONZALEZ

Patricio Mena-Gonzalez, M.D., associate
professor in obstetrics and gynecology,
Faculty of Medicine, Universidad Na-
cional de Chile; IFFLP voting delegate
representing the Nationai Family Life
Commission of the Bishops Conference of

Chile

Chile is located on the western codst of
southern South America. The Andes Moun-
tains are on its eastern border, and the Pacific
Ocean forms its western border. A population
of about 11.5 million persons lives in a ter-
ritory of almost 60,000 squere ilometers. A
crude birth rate of 22 per thousand is offset by
a crude death rate of ~ per thousand, resulting
in an annual rate of natural increase of 1.8
percent. Uf present trends comtinue, Chile will
bave nearly 15 million persons by 2000, and
the doubling time for today's population is 45
years. Eighty-one percent of Chile's people are
urban dwellers, and the overall population
density is 15 persons per square Rilometer.

About a third of the people are under the age
of 15. and about 8 percent are 60 or over. Fsti-
mates of life expectancy are 03.8 years for
males and ~0.- years for females, with life ex-
pectancy for the population as a whole esti-
mated at 66 years. The infant mortality rate is
about 35 per thousand births,

The ethnic composition of the population is
66 percent Mestizo, 25 percent Spanish, and 5
percent indigenous  indian. The  official
language is Spanish, and the population s
predominantly Roman Catholic. Per capita
gross national product in 1981 was $2,560;
the )79 income per capita was S1,950.

Gorernment  policy bas been pronatalist
sénce 1979 when the government, disturbed by
the country’s low birth rate, withdrew support
Sor family planning activities. This position is
a shift from the strong backing the Chilean
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government bad previously given to fumily
planning as d health improvement measure.
I 1977, the most recent year for which figures
are available, about 266,000 acceptors of
Samily planning methods were reported in
Chile, a marked increase from the 153,000
acceptors in 1976.

Developmen! of a national ratural
Samily planning program in Chile began
in response to an appeal from the Nuncio
of His Holiness Paul VI in Chile in 1976.
Since then two professors of obstetrics and
gynecology have been working togethber,
training their own collaborators and join-
ing forces to organize an NFP teacher
training course under the sponsorship of
Ihe Comision Nacional de Pastoral
Familiar and accountable to the Chilean
Conferencia Episcopal. This course bas
become a teacher training school. Seeking
to serve the Church in the practical ap-
plication of its doctrine of responsible
parenthood, the organizers bave suc-
ceeded in selting up more than 30 NFP
teaching centers throughout the country,
tiwo of .which are located in the bospitals of
the Faculties of Medicine of the Univer-
sidades de Chile and Catélica de Chile.

The other centers dare accountable to
various state and private institutions, and
in particular to dioceses and parishes. All



these institutions finance their own NFP
activities. In addition, economic aid is at
present being received from the United
Nations Fund for Population Activities
(UNFPA) for a specific project. Between
them, the tuwo groups bave trained a total
of 76 teachers, three of whom work in NFP
in other countries. A total of 3,167 users of
NFP bave been trained to date, most of
them using the ordation method (OM),
Various precoded materials bave been
developed, such as a system of modular
teaching adapted to the users' rates of
learning and instruments for analysis of
acceptability and follow-up of users.
These enable research to be conducted on
various characteristics of recruitment,
teaching-learning, and follow-up of NFP
users. An important challenge is the for-
mal incorporation of a national civic in-
stitution in the field of NFP to serve as a
comprebensive social organ for recruiting
acceptors and for obtaining financing to
meet the country's NFP needs.

Developiaent of a National
NFP Program in Chile

In mid-1976 the Papal Nuncio in Chile,
the late Msgr. Sotero Sanz Villalba. urged a
group of Catholic doctors, in compliance
with the wishes of His Holiness Paul V1, to
study the application of the ovulation
method developed by the Drs. Billings.
Two professors of obstetrics and gynecol-
ogy who attended this meeting and were
members of the country’s two largest
faculties of medicine lost no time in start-
ing on preparations to meet the Pope's re-
quest. Both Dr. Alfredo Pérez, a professor
in the Universidad Catdlica de Chile, and
Dr. Patricio Mena-Gonzalez, associate pro-
fessor of obstetrics and gynecology,
Universidad de Chile, attended the Con-
gress of the International Federation for
Family Life Promotion (IFFLP) held at Cali
in 1977. Shortly thereafter, they put inde-
pendent initiatives into effect.

Dr. Alfredo Pérez went to Australia
under the auspices of the World Health
Organization (WHO) to acquaint himself
with the Billings method at the place where
it originated. Professor Pérez continued
working on NFP in his private office until

May 1981, when his activities became an
official program of the School of Medicine
of the Universidad Catdlica. The program
included welfare work, teaching, and
research, and it obtained its own premises
with regular working hours, files for
clinical records, and centralized statistics.

Meanwhile, Dr. Mena-Gonzalez, con-
vinced of the value of N¥P after a long and
exhaustive examination of development
programs based on artificial contraception,
responded to the Pope’s appeal. He elim-
inated all contraceptives from his own
work and began teaching OM to his private
gyvnecology patients, designing his own
teaching instruments and records for users.
In April 1978 all teaching of natural
mcthods was transferred from his private
office to a parish in Santiago, San Pedro de
Las Condes. A group of teachers col-
laborated in this work under the direction
of Professor Mena's wife. The name of the
parish was to remain identified with the
team that originated there. Its members
called themselves the “Equipo San Pedro,”
although subsequently (in 1982) they were
to Jeave that locality to settle in more
suitable premises at the request of the Con-
ferencia Episcopal de Chile.

In March 1979 a4 Comision Nacional de
Pastoral Familiar was set up as a dcpen-
dency of the Conferencia Episcopal de
Chile. The commission’s board of directors
invited the two profescours and Senora de
Mena to  participate in its work, and
together they formed a Grupo de Trabajo
para la Defensa y Promocibn de la Vida
(Working Group for the Defense and Pro-
motion of Lifc). By this time the field of ac-
tion was nationwide. Drs. Pérez and Mena
and Srz. de Mena joined forces to imple-
ment a4 national training program for
teachers of natural family planning
methods, which was launched in March
1980 and inaugurated by the Secretary of
the Conferencia  Episcopal, Mcensignor
Bermardino  Pinera. This program con-
tinued to be the responsibility of the
Equipo San Pedro and still is today. Pro-
fe sor PCrez has been training teachers
under an independent system as circum-
stances dictate.

In May 1981 the Faculty of Medicine of
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the Universidad de Chile (the national state
university) inaugurated a Center for
Natural Family Planning Methods, whose
mission was to operate as a research,
teaching, and welfare center within the
framework of university activities. The
Equipo San Pedro now has at its disposal—
tarough the informal network of its
members—the necessary instruments for
taking new and essential steps in the work
of spreading knowledge of NFP.

Thus two parallel NFP groups have
grown up, one centered in the Universidad
Catdlica and the other in the Equipo San
Pedro, both affiiiated with the Comision de
Pastoral Familiar. Each "as followed its
own style and pattern in the performance
of a common task, preserving the advan-
tages of the originality and creative impulse
of human groups working in different cir-
cumstances, but united by common aims,
friendship, and the Church. Today both
are developing multiprofessional and
volunteer groups in preparation for the
establishment of a national organization
which will enable them to undertake new
and more complex tasks.

The activities of both groups are urban
in character, an appropriate circumstance
in a country whose total population is 80
percent urban. In one case (Universidad
Catdlica), their activities have a markedly
university character, whereas in the other
(Equipo San Pedro) they reflect a complex
organization which today embraces more
than 30 teaching centers. Each is adminis-
tratively independent, but they are linked
at the technical and human levels, with a
clinic providing advisory assistance in
technical, scientific, and welfare fields
(Consultorio Universidad de Chile) and a
teacher training school accountable to the
Comisidon Nacional de Pastoral Familiar.
The teaching centers are attached to the
Church (parishes, dioceses, and so forth),
as well as to the municipality (Municipali-
dad de Providencia), the Ministry of
Health, other state health institutions, or
private hospitals.

The clientele attracted by the two teams
is predominantly middle or upper middle
class, with 6 percent and 20 percent from
the lower income strata in the Universidad
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Catdlica and the Universidad de Chile pro-
grams, respectively. In both universities
the clients have extra-religious motiva-
tions, unlike those attending the centers
under the auspices of parishes or other
Church instituticns, where the motivation
is cbedience to teaching. Most of the
teachers are midwives or nurse midwives,
but some are housewives or professionals
specializing in other disciplines. What
really matters is that teachers must accept
and practice in their own personal lives the
lessons taught with respect to the transmis-
sion of life and must refrain from all profes-
sional activities that imply the use of
contraceptives or abortifacients.

The aim has been and is to serve the
Church in the practical application of its
doctrine by making natural methods acces-
sible to the population. The objectives are
to provide services to users; to undertake
teaching at all levels in the universities; to
train NFP teachers; to conduct research on
the various aspects of the problem; and to
keep in close contact with the activities of
the Comisidn Nacional de Pastoral Famil-
jar. It is also a goal to progress from coor-
dination to integration where appropriate;
to incorporate formally a national civic in-
stitution in the NFP field; and to link up
with NFP groups and organizations in
other countries as well as with inter-
national NFP organizations.

All natural methods are taught, but the
ovulation method is particularly stressed.
Recently we began experimenting with
courses on family life in the hope of im-
proving the recruitment and follow-up of
couples at the lower socioeconomic levels.

Finance

As regards financing, in the case of the
Universidad Catdlica, it has depended suc-
cessively upon WHO, the Comision Na-
cional de Pastoral Familiar, and, since
1981, the School of Medicine of the
University itself. The Equipo San Pedro
was financed at first by voluntary contribu-
tions, during 1980-81 by the Comisién
Nacional de Pastoral Familiar, and subse-
quently, again by voluntary contributions.
Wages and other expenditures have been
covered by various institutions (Univer-



sidad de Chile, municipalities, state.
ecclesiastical, or private organizations), to
which were added in 1983 UNFPA and the
Colegio Médico de Chile (indirect
financing).

Budget allocations (amounts given in US$)

Universidad Catdlica de Chile

Year Source Amount
1980 Comision Nacional de

Pastoral Familiar $16,700
1981 School of Medicine,

Universidad Catdlica 15,000
1982 School of Medicine,

Universidad Catblica 15,000
1983 School of Medicine,

Universidad Catblica 15,000
1984 School of Medicine,

Universidad Catdlica 15,000

Equipo San Pedro

Year Source Amount
1980 Comisidon Nacional de

Pastoral Familiar $16,700
1981 Comision Nacional de

Pastoral Familiar 16,700
1982 Private contributions,

Universidad de Chile 10,208
1983 Private contributions,

Universidad de Chile,

Municipalidad de Provi-

dencia, Colegio Médico,

and UNFPA* 48,784
1984 Same sources as 1983 31,265

*Equipment funds, Research and Teaching
Center, Universidad de Chile

The two working groups have carried
out different tasks. For example, the
Universidad Catdlica has collaborated with
a ministerial body (Consejo Social de
Ministros) in a program for nationwide dif-
fusion of natural methods. The Equipo San
Pedro has developed informal links with
various Chilean organizations.

As regards the future, we have been
authorized to work in various clinics or
centers accountable to the Ministry of
Health, but as yet we have received no
budget. We maintain no link whatever
with institutions or clinics concerned with

family planning based on artificial con-
traception, sterilization, or abortion. The
clinic belonging to the Universidad
Catdlica is located in the diaznosis center
of the Hospital of the Universidad Catdlica
de Chile. It maintains informal relations
with a number of teachers working in 10
supplementary care centers. The Equipo
San Pedro is coordinated on the basis of
the teacher training school—-the Center for
Teaching of NFP Methods, accountable to
the Comisién Nacional de Pastoral Farniliar
in Santiago, Chile. Its satellite provinzial
centers are in Calama, La Serena, San
Felipe, V:dparafso, Curicod, Chillan, Con-
cepcibn, Araucania, and Punta Arenas.
There are 31 centers in all.

In some cases the NFP programs are ver-
tical programs within the context of public
or private hospitals or clinics; some are in-
tegrated with maternal care programs or
are totally independent of the health con-
text, such as those run in dioceses,
parishes, and our own teacher training
school.

Teacher Training
and Service Development

Training programs for teachers in both
groups have certain requirements for the
acceptance of trainees. The programs both
present definitions of theoretical and prac-
tical objectives relating to fertility detec-
tion and techniques for teaching users;
ethical and moral principles of the teaching
of the Church on sexuulity; and develcp-
ment of aptitudes for the diffusion of
values implicit in natural methods and
necessary for the recruitment and follow-
up of users. Both prcgrams offer practical
teaching of a tutorial type, with biomedi-
cal, pedagogical-administrative, and
ethical-moral seminars, periodic appraisals,
and a final examination. Teaching material
for the programs consists of the OM atlas,
technical textbooks, documentation on
teaching, and essays on sexuality ap-
proached from the Christian standpoint. In
addition, audiovisual material and self-
teaching tests are used. Teachers are
trained in all natural methods. The dura-
tion of the course depends in the last
analysis upon the qualification of the can-
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didate for coping with the practical realities
of welfare work.

In the Universidad Catdlica the training
course lasts six months; the Equipo San
Pedro requires a minimum of 90 hours of
practical work and then authorizes these
teachers to return to their teaching sites to
take on a small number of users. The
Equipo San Pedro has adopted this strategy
because it considers that 2 long maturation
period—probably several years—is  re-
quired to become a thorcughly reliable
teacher. It also sees the need for continuing
education with periodic refresher courses,
as well as supervision in the field. Teachers
thus trained have managed to gain a
footing in distant provinces despite the
lack of specialized medical support and
skepticism on the part of local society.
They have laid the indispensable ground-
work of awareness of church and society—
“sowing the seed” for future efforts.

The approximate cost of training each
teacher is US$200, exclusive of study
material, per diem, and travel. The Univer-
sidad Catdlica has seven teachers (one full-
time, three half-time, and three volunteers)
in addition to ten volunteer associate
teachers.

The Equipo San Pedro has 47 teachers (9
percent full-time, 91 percent part-time).
Eight-three percent are volunteers. Out of
the total of 59 teachers trained, 47 are
working in Chile, 3 are operating abroad
(in Uruguay, Brazil, and Ireland), and 9 (15
percent) have dropped out.

Service delivery statistics are presented
below for a number of categories.

Number of new users taught per year

1980 1981 1982 1983°
Universidad Catdlica 488 S12 608 502
Equipo San Pedro 53 324 421 259
Methods taught (in percentag: s)
OM ST BBT
Universidad CatOlica 7129 —
Equipo San Pedro 85 5 10
*Includes January-July 1983.
Nature of acceptors (in_percentages)
Planning
pregnancy Spacing Limiting
Universidad Catdlica 5.5 88.5 6.0
Equipo San Pedro 6.0 70.0 13.0
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Follow-up users (in percentages)

Continuation Pregnancy rate

rate Life Table
Universidad Catdlica 49.0 13.3
Equipo San Pedro 20.6**
Universidad de Chile 43.4° 17.0

*Considered as dropouts 23 percent who planned
pregnancies.
**Includes errors of method,
and use, Pearl Index.

teaching-learning,

Criterion for defining
autonomy of the couples

Universidad User co iple not requiring follow-up to

Catdlica interpret their signs and symptoms and
10 keep a proper record.

Equipo User couple not requiring frequent ad-

San Pedro  vice, users with approximately three

months™ usc of the method. We define
as a spacing/limiting user couple one
who resumes intercourse after being
trained to dctect fertile and infertile
periods with reasonable accuracy.

In the Universidad Catdlica program,
practically none of the users wished to
become teachers; about three percent of
the Equipo San Pedro users did.

Evaluation and Accountability

In the Universidad CatOlica the program
administration is accountable to the direc-
tor of the hospital. With respect to achieve-
ment of objectives and adherence to goals
and philosophical viewpoints, it is ac-
countable to the dean of the Faculty of
Medicine. The Equipo San Pedro is ac-
courtable in all respects, informally to the
boards of directors of each institution and
in technical and philosophical matters to
the Comisidbn Nacional de Pastoral
Familiar.

We are particularly interested in keeping
our medical colleagues informed and seek
to do so by communicating results to
scientific associations and keeping our
doors always open to those who want to
get to know us. To the general public infor-
mation is transmitted through interviews,
talks, and lectures, the press, television,
and radio. To evaluate teaching effec-
tiveness, precoded modules, comprising
the entire teaching content, the time taken,
and the name of the teacher responsible are
available. All of this information is linked
up in the data bank with socioeconomic
and cultural, biological, and reproductive



behavior information. In the future it will
be easy to calculate teaching costs for cach
sector and for each teacher by relating total
time taken with the number of users.

All the foregoing effort has had no quan-
titative impact on national family planning
programs, but we are well known and the
service provided is felt to be trustworthy. |
would say that we are progressively more
and more sought after, particularly among
the better-educated scctors of society.

In order to step up recruitment of clien-
tele at a low socioeconomic level, we have
started educational programs on family life
for the pregnant women who are cared for
in the prenatal clinics, which couples must
attend together. These programs empha-
size communication, mutual respect,
sexuality, and love.,

As regards the follow-up of our users, we
have statistics on pregnancies, dropouts,
and time of use, as well as on the learning
process. In all centers the Pearl index is
used, and in the university centers life
tables as well. As an indicator of accep-
tability of NFP, the Universidad Catdlica
prefers to label as dropouts those who
abandon the program after teaching and
after four months’ use. In the Equipo San
Pedro, specific acceptability surveys are
made before teaching and in the course of
the follow-up of users.

Accomplishments and Needs

We consider that the following have
been our greatest accomplishments:

1. To have established in two univer-
sities in a developing country NFP teaching
and research programs, with professional
personnel in charge, and subject to all the
evaluation criteriz of university medical
programs.

2. To have established an NFP teacher
training school under the acgis of the Com-
isién Nacional de Pastoral Familiar, on the
basis of which a system of NFP centers
interconnected by the school has been
gradually set up. They are centers with a
common methodology but with indepen-
dent administrations; they are capable of
adhering to their stated goals in the face of

all sorts of difficultics, and in some cases
they have generated new NFP centers, all
of them embodying the values of the
Church in the field of family planning,

We consider that the following are our
greatest challenges: (1) to succeed in the
establishment and mass diffusion of NFP at
the national level; (2) to establish the
educational and cultural strategies that will
enable us to recruit a large popular
clientele; and (3) to incorporate a formal
organization capable of meeting the coun-
try’s present and future NFP needs. This
organization would satisfactorily channel
current  efforts without sacrificing  the
originality of spirit of enterprise of each
working group. It would be a social organ
for the recruitment of new adherents in dif-
ferent social, economic, and cultural or
religious circles. It would also seek and ob-
tain financing,

We need to train more teachers under
steadily improving programs, and we need
more gynccologists to act as advisers to the
teachers. Concurrently we need to set up a
permanent secretariat to maintain  coor-
dination of the national system. We also
nced to obtain financing for congresses,
per diem allowance. and advanced
courses intended for adviser-gynecologists
and teachers. Support is also needed for
study seminars for members of the clergy
and religious orders who are connected
with education and pastoral promotion of
family life, so that they will have an oppor-
tunity to explore NFP in its biological,
cultural, psychological, religious, and
spiritual dimensions.

We consider it advisable to seck spon-
sorship for our work from State health,

education, planning, information, and
research institutions, as well as from
churches and sociocultural bodies

representative of national activities.

We also regard the administrative and
operational aspects as an indispensable
component of organic growth. In our view
it is scientific rescarch that will lead us to
participate in dialogue with the professions
and the scientific world.
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Fritz Frangois

L' Action Famillicle
of Hai

FRITZ FRANCOIS

Fritz Frangois, national coordinator of
I’Action Famdiliale of Haiti

Haiti occuples about 28,000 square kilo-
meters of the Island of Hispaniola in the West
Indies. It shares the island with its neighbor to
the east, the Dominican Republic. Its popula-
tion of nearly G million persons bus a crude
birth rate of 41 per thousand and a crude
death rate of 14 per thousand. The annual
rate of natural increase, 2.7 percent, implies a
doubling time of only 26 years and a projected
population of 8.9 million in the year 2000.

Population density is 220 persons per
square kilometer, and about a quarter of the
population lives in urban areas. The popula-
tion is quite young, with 41 percent under the
age of 15. About G percent of the people are 60
years old or over. Life expectancy is 51.2 years
for males and 54.4 years for females. Infant
mortality is estimated to be between 113 and
130 deatbs per thousand births.

Ninety-fivc percent of the people are of
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African descent. French is the official
language, and Creole is spoke by the majority
of the people. The predominani religion is
Roman Catholicism, practiced by about 80
percent of the population. Protestants con-
stitute 10 percent of the population, and
Voodoo is also a popular religion in Haiti.

Per capita income in 1980 was about $267,
Per capita gross national product was $297 in
1981.

Haiti's government is committed to the con-
cept of a small family, and family planning is
a priority in the national bealth plan. Abor-
tion is probibited by law with no exceptions.

L’'Action Familiale d'Haiti was founded
by a steering committee in Port-au-Prince,
the capital in November 1971. In jJuly
1973 it was recognized by the govern-
ment. L’Action Familiale of Haiti (L’AFH)



is a nonprofessional, nonchurch move-
ment. It has several Protestant members
among its educators and leaders. Yet, it is
a member of the Episcopal Conference of
Haiti, which is the responsible legal and
Jinancial entity for the program.

L’Action Familiale of Haiti is also a
nonmedical and nonprofessional move-
ment. The majority of teachers are
Jarmers, and the method of teaching is
primarily by the extension method with
home visiting. All signs or parameters of
the fertile and infertile phbases of the
menstrual cycle (temperature, cervical
mucus and cervical changes) are taught,
yet the couple is loft the choice and
preference of which self-observation
methods or combination of indices they
prefer according to thetr motivation and
life circumstances. Most opt for the
sympto-thermal method to limit births.

From 1972-76 I'AFH was administered
by a steering committee in Port-au-Prince
while different initiatives with the ST
method were undertaken across the coun-
try. In December 1976 the gereral
assembly of members meeting for the first
time requested a national structure more
representeiitive of the various regions of the
country. Seven persons care working full-
time and 190 part-time. A first subsidy
Jrom UNFPA was obtained in 1976 for
§13,500. Since 1980 this grant bas been
replaced by a USAID grant which in 1983
allocated $30,000 to the program.

Since 1976 the program bhas also re-
ceived constant financial support from
Misereor, Germuny, with the objective of
establishing and denionstrating the ef-
Sficacy of the ST method in Haiti. From
1982 to March 1983 at Misereor's request,
an in-depth evaluation by a consi:itant
Jrom the Harvard Center for Population
Studies was conducted on the work of the
program, which concluded that NFP
“could become the preferred method of
Haiti. "

The average clientele of users bas the
Sollowing characteristics: one-third
Protestant and two-thirds Catholic; one-
third married and two-thirds in irregular
unions; 77 percent illiterate 11 percent
with elementary and 11 percent with some

secondary school education. Only one per-
cent has finished secondary school.
During the last three years (1980-82) the
program registered 7,286 new NFP users
with only 286 unplanned pregnancies and
379 dropouts.

Development of the
National NFP Program

L'Action Familiale of Haiti came into ex-
istence in 1971 after much pioneering
work by a Dutch missionary priest, Father
fichel Welters. In 1964 through a mutual
friend in the University of Louvain, Father
Welters came in contact by correspon-
dence with two beginning national NFP
programs: Centre de Iiaic~n des Equipes
de Recherches (CLER) in France, and
Serena-Canada. Between 1964 and 1969,
he reviewed extensively the informal
scientific NFP literature and taught himself
the sympto-thermal method. In 1967
Father Welters taught the first couples of
his parish the strict basal body temperature
(BBT) method of NFP.

In 1971 a first medical coordinating
committee of physicians in the capital,
Port-au-Prince, was formed and approved
by the Episcopal Conference. In the
following year, the first coordinating com-
mittee chose the name *‘I'Action Familiale
d'Haiti”’ (Family Action-Haiti) to denote its
similarity in philosophy and approach to
I'’Action Familiale of Mauiitius. Iz 1972 the
committee also drafted the constitution of
the orqanization, and in July of 1973 I'Ac-
tion raumiliale d’Haiti was officially
recognized by the government. From 1972
to 1975 I'Action Familiale d’Haiti (I'AFH)
was led essentially by its medical coor-
dinating committee of which Father
Welters was the secretary.

When the World Health Organization
submitted its preparatory report to the
Haitiun government, it mentioned that the
sympto-thermal method should be inte-
grated into the government plan. By not
supporting the proposal, the bishops lost
an opportunity. The Haitian offices of the
World Health Organization (WHO) and of
the United Nations Fund for Population Ac-
tivitiecs (UNFPA) have alwavs remained
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open to—if not very supportive—of NFP
but they cannot initiate by themselves any
action without the participation of the
government of Haiti. The government
itself will take no initiative if it does not
receive a proposal directly from the
Episcopal Conference. In spite of this,
I'AFH in 1976 was able to obtain its first
subsidy of US$13,500 from the UNFPA
with the possibility of a gradual increase.
Since 1979 this subsidy has been replaced
by one from the U.S. Agency for Interna-
tional Development (USAID) from whom
I'AFH received US$30,000 in 1983. Up to
US$34,000 is predicted for 1984.

In 1976 Misereor, a German Catholic
funding agency, offered a special subsidy
to 'AFH with the objective of showing the
credibility of the (ST) sympto-thermal
method in Haiti, in the hope that it might
then be integrated into the governmental
plan with international funding. In 1980
Misereor wanted to reduce its assistance.
Since the demonstration was not yet com-
pleted, supplementary funds were re-
quested for another three years to continue
the demonstration and establish the effec-
tiveness of the NFP methods.

From April 1982 until March 1983,
Misereor supported a special evaluation of
the AFH program which was undertaken
by an anthropologist from the Center for
Population Studies of Harvard University.
The evaluation was generally positive.
L’AFH was described as a ‘“‘highly profes-
sional organization with few equals in
Haiti. Certainly there is no other local rival
organization which could compete with
’AFH’s achievements with such a small
budget. L’AFH offers its clients a ST-NFP
service which is well conceptualized and
of the highest possible quality.”” The
evaluator concludes her report: ‘I per-
sonally undertook this evaluation with
many questions and doubts concerning the
effectiveness of ST in Haiti. Now 1 am not
only convinced that it can work and does
work but that with the appropriate recom-
mendations it could be the method of
choice for Haiti.”’ (Method of choice is
underlined by the evaluator.)

The objective in requesting an extension
of funds from Misereor has therefore been
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accomplished. As an immediate future ob-
jective, I'AFH would like to see the govemn-
ment finance its ST-NFP program but leave
the structure and work approach of I'AFH
independent. For the next few years, as we
continue to offer ST to all interested per-
sons, we plan to (1) popularize throughout
Haiti basic knowledge of the menstrual
cycle so that every woman can learn about
her fertile and infertile periods; and
(2) popularize the notion of the cervical
mucus as the major fertility sign replacing
the Ogino (calendar) method.

Haiti is one of the seven countries in
which, according to the World Fertility
Survey, more than 5 percent of women use
periodic abstinence. The World Fertility
Survey of 1977 has shown that in Haiti 2
percent of women received 1UDs, 7 per-
cent took the pill, and 25 percent used
periodic abstinence as a family planning
method.

The success of our first objectives is
especially related to a change in structure
undertaken in 1977. Although the coor-
dinating medical committee played an
important role from 1972 to 1976 in
developing and building credibility, it was
too localized in the capital, and the physi-
cians did not have enough time to expand
activities. In December 1976 the general
assembly, meeting for the first time,
requested that a more representative struc-
ture of all the regions of Haiti be estab-
lished. In fact, between 1970 and 1973
there were many different experiments in
NFP-ST conducted by Father Welters in
collaboration with a small working group
in different areas of the country. In August
1973 the coordinating committee organ-
ized a national training workshop with 220
participants from 45 communes.

During the general assembly of 1976, the
question of greater participation by the
provinces in the direction of the move-
ment was raised. In response in April 1977
the national committee was constituted,
composed of a full-time national coor-
dinator and a national administrator with
representatives from each region or
diocese, each elected for four years. This is
the structure that pertains now. There is no
more general assembly or coordinating



committee, only this new representative
national committee which meets every
two months,

The regional director is assisted by a
regional facilitator and a regional ad-
ministrator. The regional director repre-
sents the region with full authority. A
region consists of several zones with zonal
supervisors who oversee the NFP teachers.
With the restructuring in 1977, I'AFH
became a national movement with iis head-
quarters in Port-au-Prince, a training ccnter
in Gonzifves, and three additional centers
in Cap-Haitien, Hinche, and Port-Salut.

Service Delivery

L'AFH is nonsectarian as far as its NFP
services and sex education of youth pro-
grams are concerned. Not only does it help
many user couples who are Protestants,
but among its leaders are Protestant
teacher couples. A Jehovah's Witness is
one of its regional coordinators. Services
are offered to everyone without distinc-
tion, whether married or not, practicing
NFP or not, divorced or remarried. This
choice of a nonsectarian approach is not
always understood by every bishop, priest,
sister, or nurse.

Without this nonsectarian approach it
would have been difficult, if not impos-
sible, to coordinate nationally all the
various activities such as training, financ-
ing, administration, and the selection of
teachers and supervisors.

This approach does not exclude relation-
ships with the Church and the bishops.
The Episcopal Conference is legally and
financially responsible for 'AFH. The legal
representative of I'AFH is one of the
bishops selected by the Episcopal Con-
ference in agreement with the national
committee,

L’Action Familiale is nonmedical and
nonprofessional. There is no physician, lay
nurse, religious nurse, or midwife, Prac-
tically all of the teachers are farmers, and
up to 80 percent have not completed their
primary education. The approach is
couple-to-couple. Our organization
reaches everywhere, even the farthest cor-
ners of Haiti, whereas contraceptive ser-
vices are dependent on the country's

inadequate medical structures.

Clientele
The average clientele has the following
characteristics:

Religion: 33% Protestants, 67% Catholics

Maurital status: 66% are not married but live in
“‘concubinage”’

65% have a small family of one to
three children

29% have a family of four to six
children

6% have a large family of seven to
ten children

16% are young (15-24 years of age)

54% are young adults (25-34 years)

30% are older (35-50 years)

77.6% are illiterate or nearly so

10.6% have graduated from primary
school

10.6% have attended one to three
grades of secondary school

1% have graduated from secondary
school

Family size:

Age of users:

Literacy:
Schooling:

Since 1972 Creole, the language spoken
and understood by everyone, has been
used. All the teaching brochures and
pamphlets have been published in Creole.

In addition to its NFP activities, I’AFH
also conducts sex education for young
people through audiovisual presentations
and the distribution of publications. It also
has published a few items on primary
health care, intestinal parasites, and
venereal diseases, but its primary activity
remains NFP,

The Family Hygiene Division of the
Ministry of Health is responsible for the na-
tional coordination of all family planning
activities. L'AFH’s relations with this group
are quite cordial. It supports I'AFH for
three major reasons: (1) the outreach or ex-
tension approach of I'AFH (teachers
visiting clients) is unique, and the clinical
model of the Division of Hygiene cannot
easily duplicate it; (2) NFP should be
avaiiable to the population, and I'AFH is
competent to provide this service; (3) the
educational approach of I'AFH is basic to
human welfare and complementary to the
action of the ministry. Relationships with
other ministries (Social Affairs, Education,
and Health) are also quite cordial, as are
those with the Catholic bishops. Relations
with physicians, lawyers, and legislators
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are very sporadic. There is no movement
similar tc I'AFH in Haiti.

Training of Teachers

All the dioceses (except one) have their
own regional coordinators. Normally the
recruitment of teacher trainees is from
satisfied NFP users, just as the supervisors
are selected from competent teachers and
regional coordinators from the supervisors.

At first (1970-76) NFP users were usually
trained at the parish level according to de-
mand. The permanent center in Port-au-
Prince has served since 1975 as a national
meeting center, a library and resource
center (thermometers, slides, cassettes),
and a continuing educauon center. Various
group sessions for teaching were held in
several areas of the capital. It is ouly since
1981 that the Port-au-Prince center has
begun to be used as an actual teaching or
reference center for users, on an individual
basis. In 1984 it is hoped that this center
will also be used for group follow-up of
users.

The first permanent intermediate center
was established in Gonaives (1976-80). It
was used initially as a training center for
teacher trainees sclected from among the
users from the different dioceses, who
were taught between 1970 and 1976 in the
parishes. In 1980, with the help of
Misereor, a formal training center was built
for the continuing education of all I'AFH
personnel.

The training of users follows the guide-
lines of the teachers’ booklet, which has
been reguiarly updated every year or two
(Editions: 1972-73, 1979-81, and 1983).
The teachers’ booklet is the essential guide
for teaching NFP clients. When a user
wants to become a teacher, the same guide
is also used, but it is better explained and
understood. The various editions of the
teachers’ booklets follow the same outline,
namely, the woman’s menstrual cycle; the
observation of cervical mucus, taking the
temperature, and basic interpretation prin-
ciples; and special circumstances such as
postpartum, premenopause, and postpill.
Although I'AFH has an elaborate library
with many books, magazines, and slides, it
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relies mainly in its training program on a
series of 21 drawings.

For the training of the NFP user as a
teacher, the instruction is simple and com-
plete, illustrated with examples and testi-
monials following the plan of the teachers’
booklet. (Everything is explained in terms
of the woman'’s cycle.) Comprehension is
tested by special questions during the
course. The teacher follows the same ap-
proach in teaching the client in home visits
using as a reference the actual current cycle
of the woman. The teacher makes two
visits per week in the first month, then two
visits per month for the next two months,
and occasional visits during the next three
months until autonomy is reached. It is a
tiring but fruitful schedule.

In isolated areas where there is an
absence of nearby NFP teachers, a traveling
team (national coordinator, national ad-
ministrator, and supervisor) undertake a
three-step training program for users of
three days each, at intervals of one and a
half months and three to four months.
These teacher-trainee sessions are 5 hours
per day or 15 hours per session, for a total
of 45 hours for the formal training of an
NFP teacher stretched out over a five- or
six-month period.

7o train a teacher in his or her own
parish costs about US845.00. If this train-
ing is undertaken at the Gonaives Center, it
costs US$75.00. The continuing education
of a teacher is estimated at US$25.00 per
year. The cost of teaching NFP to 2 new
user is estimated ar US$13.00.

To become NFP teachers, trainees must
be qualified users for at least six months
and have at least four years of elementary
schooling. Initially the new teacher follows
only three to five new users. There is no
specific certification for NFP teachers.
Evaluation is usually done orally during
training workshops. Such training sessions
are usuvally in small groups of 12 to 20
trainees or individually for 2 or 3 persons.
The user must mark the charts with the
standard 1-2-3 on each consecutive high
temperature day to show that the high
temperature phase has stabilized (identify-
ing the temperature shift). This way the
teacher can verify the comprehension of
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Woman learning NFP under supervision in Gros Morne, Haiti

the user. Temperature charts are sent to the
regional supervisor ¢very six months so
she or he can verify the work of the
teacher. In some areas, regional continuing
education sessions are done monthly for
one day or every three or four months for
three days. Every two or three years, teach-
ers undergo a written multiple-choice test
on NFP theory and chart interpretation.

NFP Methods Taught in Haiti

In the beginning (1976) I'AFH taught
only NFP. Gradually we also began to ex-
plain all contraceptive methods with their
advantages and  disadvantages. This was
done both to promote NFP and to respect
fully the frcedom of choice of the couple as
stated in article 3 of our constitution. Cur-
rently 30 percent of our new users have
previously used some form of contracep-
tion. From these persons come our most
dedicated users. In fact, we hardly need to
speak of contraception nowadays, since
the people have already had their own ex-
perience with it.

At first the strict use of the temperature
method of NFP was taught. In the ensuing
years, the observations of cervical mucus
were integrated into the teaching, and
more recently (since 1981) cervical
changes have also been taught. The up-
dated constitution (1981 revision) states
under article 2, ““L’AFH tcaches all the signs

of the fertile and infertile periods leaving
the couple to choose their preference in
self-observation methods or a combination
based on their motivation or lifestyle,” For
I'AFH, this choice belongs essentially to the
couple, not to the professional or the NFP
teacher. Our principle is to teach and ex-
plain everything, enlighten the couple, and
let the couple make their own choice.

Experience in Haiti shows that couples
prefer the strict ST, meaning they prefer to
wait for the stabilized high temperature
phase.

Personnel

Currently I'AFH has 155 part-time NFP
teachers and 40 zonal supervisors, of
whom four work full time. There are also
three national full-time workers.

Our salary scale is as follows:

Position US$ per month
national coordinator $200 (full-time)

national administrator $150 (full-time)
and supervisor
zonal/regional coordinator  $120 (full-time)
regional coordinator  $60-$80 (part-time)
zonal supervisors $20-40-60 (part-time)
teachers $10-820 (part-time)
There are no volunteer workers since
the teachers receive $10 per month for 50
hours of work.

In general, the teachers stay in their own
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territory. The lack of financial resources is
the primary limiting factor. Dozens of
potential teachers have presented them-
selves but have had to be refused. The
number of teachers remains stationary at
about 150. With adequate funding we
could easily increase the number of
teachers by 50 per year at $10 to $20 per
month. We agree, however, with the
evaluator (1982-1983) that this level of
remuneration is completely inadequate for
the work contributed. '

Summuary of the Last Thice Years

New
Resistered New Non-  Unplanned

Years  uisers  Registered Pregnancies Dropouts
1980 1,576 N/A 123 167
1981 2,170 N/A 76 126
1962 1,871 067 87 86
Toul 5,017 286 379

A new user is considered a registered
user if the ST is followed for three com-
plete cycles. After six completed charts,
users are considered autonomous if they
can interpret their own charts and graphs.,

We are not using the Pearl formula for ef-

fectiveness any more, but from January
1978 until June 1979—over 13,908
months of exposure—resulted in 3.8
pregnancies per 100 woman-years.

The average cost to train a user until
autonomy is US$13.00. The number of
clients secking to become pregnant is very
low, about 10 per year. The majority of the
users have reached their family size and
seck to limit their fertility. Most of our
learning users can interpret their records
and become autonomous after six com-
plete charts.

Evaluation and Accountability

Financing The national committee over-
sces all funding and seeks to divide
equitably the available funds to satisfy all
needs. The committee discusses how best
to usce the meager resources available. At
the end of cach year we compare the statis-
tics of each region to assess the best train-
ing strategy: at the centralized (regional) or
decentralized (local) levels. We evaluate
strategies to increase the number of
teachers or supervisors and to minmize the
cost per user per region. The overall and
final report is communicated to the vicar
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has delegated this function. The funds
received from abroad are deposited in the
accounts of the bishop of the diocese to be
used for the quarterly needs of 'AFH.

Achievement of 'AFH’s Goals The objec-
tives to be reached by everyone are spelled
out in detail in I'AFH’s constitution. Up to
now, to verify our objectives we have used
a moderately developed yet efficient sys-
tem of reporting as follows:

® a registration form, to separate the in-
terested from the registered learners;

e a special registration form for breast-
feeders and the unmarried;

e an activity log sheet for the teacher to
enter the visits made to registered or non-
registered users;

e an activity time sheet to identify the
teacher’s time given to information, teach-
ing, and travel;

e a family registration form for each
registered user;

e 2 dropout record, explaining the
reasons for dropout;

» 2 meeting sheet summary indicating
date, place, participants, and topics;

e a monthly activity record for each
teacher/coordinator compiled by the zonal
supervisor,
teachers’ activity summary in
which supervisors summarize their
teachers’ work.

In addition to these administrative
reports, the zonal coordinators verify the
work of each teacher in their area. The na-
tional coordinator visits all regions at least
once a year. A major problem is that we
cannot meet the demand for ST because of
insufficient resources, so we have stopped
doing any publicity. We do not evaluate
our demographic impact because our work
is too limited. What is of primary interest to
us is the Haitian couple.

LA

Accomplishments and
Development Needs

Our most important achievement is to
have shown that the ST method can be
understood and followed by poor and illit-
erate people with great success and
perseveranc . What we consider our
greatest challenge is how to raise the
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awareness of Haitian Christian leaders
(bishops, priests, sisters, and committed
lavmen). Our greatest needs are (1) public
and official recognition of I'AFH by the
Episcopal Conference of Haiti before both
the Government of Haiti and its Christian
community and (2) adequate funding of

our work.

Our program would greatly benefit from
applied clinical research on the preovula-
tory normal infertility in the ordinary
menstrual cycle as well as in the special cir-
cumstances of postpartum, premeno-
pausal, and postpill women,

Diocesan Developrment

Progrom for

NP

JAMES T. MCHUGH

Msgr. James T. McHugh, director, Dio-
cesan Development Program for NFP
(NCCB Pro-Life Committee), Washington, D.C.

The United States of America occupies more
than 9 million square kilometers, mostly in
North America. Forty-eight of its 50 states are
contiguous, but the largest state, Alaska, is
north and west of the others, and the fiftieth
State, Hawaii, is fur west of the mainland in
the Pacific Ocean. The 1980 census counted
226.5 million inbabitants, and recent esti-
mates put the current population at more than
234 million. A crude birth rate of 16 and a
crude death rate of 9 result in a current an-
nual rate of natural increase of (0.7 percent. At
present demographic rates, the population
would double in 95 years, and the projection
Jor the year 2000 is for a population of 268
million,

The population density is about 25 persons

per square kilometer; about three-quarters of

Americans live in urhan areas. About a quar-
ter (23.9 percent) of the people are under the
age of 15. The fastest growing segment of the
population is the oldest age group; 15.2 per-
cent are currently 60 and orver, and that pro-
portion is expected to increase steadily. Life
expectancy stands at 74 years (69.3 years for

males and 77.5 for females). The infant mor-
tality rate is about 11.4 per thousand.

The United States ethnic composition
The
population s predominantly of European
origin, but nearly 26.5 million blacks were
the 1980 census. About 14,6
persons identified themselres  as
Hispanics. The official language is English,
Christianity is the major religion (there are no
official religions in the United States), and
about 52 million Roman
Catholics. There is a wide variety of Protes-

reflects a diverse cultural  beritage.

recorded in
million

Americans  are
tant denominations in the country,

Per capita gross national product in the
United States was $12,530 in 1981, and per
capitd income in 1978 was $8,612.

There is no official policy on family plan-
ning in the United States. Services are freely
available from government or private outlets.
Abortion bas been legal since 1973,

The Diocesan  Derelopment Program
Jor Natural Family Planning was estab-
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lished by the National Conference of
Catholic Bishops (USA) in 1982 to belp the
dioceses of the United States initiate a
comprebensive NFP program; coordinate
the efforts of existing NIFP provider
groups; integrate NFP services into all
diocesan-sponsored  educational, bealth
care, and social services; and expand
present NFP programs.

The underlying philosophy of this pro-
gram is that natural family planning is at
the service of the family; that is, it s con-
sistent with a Christian vision of marriage
and family life and of buman sexuality.
Teaching couples to practice NFP suc-
cessfully inrolves a commitment to specif-
fcally Christian values and is one aspect of
the Church’s overall pastoral concern for
the family.

The national office assists the dioceses
in implementing the Diocesan Develop-
ment Plan for NFP in a variety of ways.
Carrying out the program at the local level
is the responsibility of the diocesan NFP
coordinator and diocesan advisory com-
mittee, working with and through dio-
cesan agencies and in collaboration with
independent NFP provider groups.

During the past twenty years, impressive
gains have been made in developing the
various natura! family planning techniques
and validating their reliability. But as Pope
John Paul Il notes in his Apostolic Exhorta-
tion on the Family, there is need for “a
broader, more decisive and more¢ system-
atic effort to make the natural methods of
regulating fertility known, respected and
applied.”

Accordingly, at the recommendation of
Terence Cardinal Cooke, chairman of the
Committee for Pro-l.ife Activitics of the Na-
tional Conference of Catholic Bishops
(NCCB), the cpiscopal conference cstab-
lished the Diocesan Development Plan for
Natural Family Planning, effective January
1, 1982, for a period of three years. The
primary purpose of the Diocesan Develop-
ment Plan is to assist the dioceses of the
United States in initiating, coordinating,
and expanding programs of natural family
planning. This project has been funded by
the Knights of Columbus, who have pro-
vided a grant of $150,000 per year for each
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of the three years.

There are moee than 1,000 identifiable
NFP progiams throughout the United
States, many of which are small, isolated,
and without sufficient resources. Most of
these programs have at least some loose af-
filiation with the Couple-to-Couple
League, WOOMB-USA (now Family of the
Americas Foundation), St. John's Human
Life Center in Collegeville, Minnesota, or
the Creighton University Natural Family
Planning Center. Although the work of
each of these national groups is helpful, the
bishops realized that continued develop-
ment of natural family planning must take
place at the diocesan level. By “‘develop-
ment”’ is meant a determined effort to
establish a systematic program involving
all the appropriate resources of the dio-
ceses so as to render knowledge of NFP
“‘accessible to all married people and also
to young adults before marriage through
clear, timely and serious instructions and
education given by married couples, doc-
tors and experts’” in the words of Famili-
aris Consortio. This effort must be set in
the context of the Church’s overall teach-
ing on conjugal love and responsible
parenthood, which sees NFP as a funda-
mental approach to human sexuality that
places conjugal intimacy in the larger con-
text of marital rights and responsibilities.
For the most part, the NFP program is part
of the diocesan family life program in each
diocese, although in some dioceses it is the
responsibility of Catholic Social Services or
some other agency.

Extremely important to this develop-
ment effort is the involvement of priests
and religious sisters, many of whom are ac-
tive participants in the existing programs.
Further involvement of parish priests is
highly desirable, and the contribution of
many nurses, either in hospital-based pro-
grams or as part of a husband-wife team,
has been a major assct.

Development also involves ictive par-
ticipation on the part of Catholic hospitals,
sociat service agencies, and educational in-
stitutions. Catholic colleges and univer-
sities, particularly those associated with
nursing schools, can provide facilities and
ongoing programs for the training, supervi-



sion, and accreditation of NFP teache:s.
Catholic social service agencies are impor-
tant because very often they have a net-
work of service sites throughout the
diocese, and their social workers are in
contact with couples seeking assistance in
making responsible decisions regarding
parenthood.

Objectives of the Diocesan
Development Program

The Diocesan Plan for Natural Family
Planning Development' is directed toward
helping each diocese initiate a comprehen-
sive NFP program; coordinate the efforts of
existing NFP provider groups; integrate
NFP services into all diocesan-sponsored
educational, health care, and social ser-
vices; and expand present NFP programs.
A broad-based, multidisciplinary diocesan
NFP advisory committee assesses needs
and resources, sets goals and priorities, and
serves as the advocacy group in promoting
the full diocesan NFP program. In addition,
a diocesan coordinator of NFP programs is
responsible for day-to-day implementation
of the program.

The advisory commiittee and diocesan
NFP coordinator are¢ responsible for pro-
moting NFP at all levels of diocesan activity
and for developing and implementing a co-
herent and consistent diocesan NFP pro-
gram based on dJiocesan needs, resources,
and priorities.

In implementing the diocesan program,
the advisory committce and coordinator
give primary attention to the following
activities:

1. expanding the number of NFP in-
structional sites in diocesan service agen-
cies and at various central areas throughout
the diocese

2. conducting professional updating
and training for health care personnel,
priests, religious sisters, existing teachers,
and key diocesan administrators

3. establishing quality control systems
for all NFP instructional services

4. forming a diocesan committee of ex-
isting NFP provider groups

5. sponsoring NFP instructor training
programs within the diocese.

The Role of the National Gffice

Unquestionably, the major effort goes
on at the diocesan level under the leader-
ship of the diocesan NFP coordinator (ap-
pointed by the bishop) and the diocesan
NFP advisory committee. Guidance for im-
plementation of the diocesan program is
found in the Diocesan Plan for Natural
Family Planning Development, authorized
by the NCCB Committee for Pro-Life Ac-
tivities and published by the national office
of the Diocesan Development Program
located in Washington, D.C. In general
terms the responsibilities of the national of-
fice include efforts to provide consultation
and advice through visits to the dioceses
and by phone; provide ongoing communi-
cation regarding NFP resources and the
activity in dioceses; enlist the support of
national and international agencies in
fulfilling the goals of the progrum; develop
educational and service models for use by
the dioceses and other church agencies and
organizations; sponsor or conduct national
or regional meetings of the diocesan coor-
dinators or agencies related to them; and
sponsor specific research or program
development seminars in areas related to
implementation of the diocesan program.

The project established by the National
Conference of Catholic Bishops is under
the direction of the NCCB Committee for
Pro-Life Activities. The late Terence Car-
dinal Cooke of New York was chairman of
the committee,, which includes 11 other
bishops from the designated regions of the
country. The national office is staffed by a
director, an associate director, and a
secretary. Administrative resources of the
episcopal conference (United States
Catholic Conference) are available to the
Diocesan Development Program. A na-
tional advisory committee, composed of
diocesan directors, is currently being
organized.

Philosophy of the Diocesan
Development Program

From the foregoing description c¢f the
history and structure of the Diocesan
Development Program, it is clear that the
program is very much an ecclesial entity. It
was established by the bishops, is subject
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to the bishops, uses the resources of the
episcopal conference and dioceses, and is
one part of the Church’s overall apostolite
1o the Christian family. There arc other
private, nonconfessional agencies, as well
as governmental and international agencies
involved in natural family planning pro-
grams, but this specific program is based
on the statement of Pope John Paul 11 in
Familiaris Consortio that “‘the ecclesial
community at the present time must take
on the task of instilling conviction and of-
fering practical help to those who wish to
live out their parenthood in a truly respon-
sible way.” Pope John Paul states quite
clearly that instructing couples in NFP is a
responsibility  of the “‘ecclesial com-
munity,"" that is, the Church.

Accordingly, natural family planning is
seen as a service to the family that is consis-
tent with a Christian vision of marriage,
family life, and human sexuality. Training
couples to practice natural family planning
successfully also involves a commitment to
the following specifically Christian values:
the value of conjugal love as a lifelong,
faithful interpersonal commitment; the
mutual effort of the spouses to decide
responsibly on the timing and limiting of
births in light of duties to God, to them-
selves, to the family they already have, and
to the socicety of which they are a part; the
realization that in their childbearing and
childrearing the couple participates  with
God in the ongoing work of creation and
redemption; the value of the child as a per-
son called into existence by God and
redeemed by Jesus Christ; and the nor-
mative character of the Church’s teaching
regarding the moral unacceptability of arti-
ficial methods of contraception as well as
sterilization and abortion.

In light of these theological understand-
ings, the Diocesan Development Program
is in fact a pastoral effort to assist couples in
understanding that sexuality, in the words
of Familiaris Consortio ‘‘is by no means
something purely biological, but concerns
the innermost being of the human person
as such. It is realized in a truly human way
only if it is an integral part of the love by
which a man and a woman commit them-
selves totally to one another until death.”
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Furthermore, the choice of natural fam-
ily planning is not simply the choice of a
reliable, aesthetically satisfactory method
of birth control, but the affirmation of
mutual love and the acceptance of “dia-
logue, reciprocal respect, shared respon-
sibility and self-control.”

This philosophy was carefully and
briefly summarized by Cardinal Cooke two
months before his death in his address to
the national meeting of diocesan NFP coor-
dinators held in Washington, D.C., July
17-21, 1983:

The family is first of all a community
of persons who are called by God to
live together in love and mutual
respect, and to share their love with
one another and with the larger soci-
ety of which the family is a part.
Fundamental to family life is the com-
mitment of the spouses to a lifelong,
faithful, exclusive union in which they
share with God in the ongoing work
of creation. Because of the respon-
sibilities and the risks of childbearing,
a negative attitude has developed
toward parenthood and often toward
the child. God has called them to
cooperate with Him in a special way in
the work of creation. Others who are
unmarried do not share this God-
given prerogative, nor do they have
the right to take it on themselves. And
the child, who stands as a testimony of
God'’s creative love, is also a lasting
testimony of the love and mutual com-
mitment of its pa.ents. In your educa-
tional efforts you must emphasize this,
and not become distracted by the
problems of the moment nor preoc-
cupied with the reliability of natural
family planning simply as a means to
avoid childbearing. Your pedagogy
must include a balanced emphasis on
conjugal love and responsible parent-
hood, always remembering that
parenthood is a privilege and a gift.

Activities

As indicated above, implementation of
the Diocesan Development Program calls
for the designation of a diocesan coor-
dinator for NFP and a diocesan advisory



committee that will serve as a leadership
group. It also involves systematic develop-
ment of programs to train teachers and the
designation of sites where couples can be
instructed and assisted in mastering the
techniques.

During the first 18 months of activity,
I51 dioceses have appointed a diocesan
coordinator, and ecfforts at implementation
have resulted in a series of diocesan con-
sultations and regional and state meetings
of coordinators involving 60 dioceses.
These meetings indicate that diocesan ad-
visory committees are at various stages of
formation, although in some cases the role
of the advisory committee is performed by
the advisory board of the sponsoring
agency. The national office of the Diocesan
Development Program has sought to assist
the dioceses and provide a national service
through various projects or activities.

Consultation has been the primary effort
of the national office and staff during this
first 18 months in order to stimulate
diocesan leadership activity and to help in-
dividual dioceses evaluate their efforts and
assess their needs. At the outset a survey
questionnaire was sent to each diocese to
enable the national office to construct a
diocesan profile and to pinpoint the most
pressing needs. The consultation service is
progressive; that is, it is directed first to
establishing or expanding diocesan NFP
leadership and second to developing those
specific services or programs necessary for
the growth of a diocesan NFP program.
Consequently, although the majority of
dioceses have concentrated on establishing
leadership and a systematic program, in a
small number of dioceses the initial contact
has already resulted in the establishment of
a teacher training program. Similar cfforts
are anticipated in many other :..oceses by
1984.

Discussions with diocesan coordinators
indicated that some Catholic hospitals pro-
vided NFP scrvices, but it was difficult to
assess the quality and potential of these
hospital-based programs. Accordingly, in
conjunction with the Catholic Health
Association, a survey of natural family
planning programs in Catholic hospitals

was undertaken.? Of the 633 Catholic

hospitals in the United States, 503 re-
sponded to the survey. Of these, slightly
more than one-third (177) reported that
they presently have some type of NFP pro-
gram. With regard to future development,
56 hospitals with a program and 54 with-
out one showed strong interest in initiating
or expanding a program, indicating sn op-
portunity for immediate follow-up. An ad-
ditional 182 hospitals (66 with and 116
without present efforts) also  expressed
some interest in expanding or initiating
NFP services.

The hospital-based NFP  service  pro-
grams tend to be a cooperative effort on
the part of hospital staff and trained NFP
couples, and the hospitals expressed in-
terest in recruiting  additional teaching
couples and establishing criteria to ensure
competent teaching and backup services.
Therc are presently some very good train-
ing programs, and the Diocesan Develop-
ment Program has the resources and is
ready to assist dioceses in establishing
competent training programs.

Most of the hospital programs are small,
teaching fewer than 200 couples per year.
The majority of clients are scen three or
four times, but a substantial number of pro-
grams, including the ilarger oncs, see
couples six or more times. New clients
come from word-of-mouth recommenda-
tion by couples using NFP, from pre-Cana
conferences, physician referral, and refer-
ral from other agencies. The hospitals look
forward to closer cooperation with the
diocesan NFP coordinator in this arez of
recruiting,

The survey indicates room for closer
cocperation from physicians and clergy
and religious sisters. A significant number
of hospitals expressed interest in conduct-
ing information and education programs
for physicians, staff, and chaplains, an ac-
tivity that could be expanded to include
the parish clergy.

On the strength of the information de-
rived from this survey, guidelines for the
initiation of a hospital-based NFP program
are being developed, and specific consulta-
tion to meet the needs of hospitals will be
provided. Again, it must be kept in mind
that assistance to Catholic hospitals is coor-
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dinated with the diocesan programs so that
each hospital is an integral part of the dio-
cesan effort.

As a consequence of the initial consulta-
tion, a number of other issues have come
to the fore. The dioceses articulated the
need for some program to awaken the in-
terest and enthusiasm of priests and doc-
tors. Neither group is looked upon as a
primary teaching resource, but both
groups can do a great deal in informing and
motivating young couples.

Education of priests and seminarians is
seen as a high priority in the Church’s com-
mitment to NFP. Priests need to be in-
formed of the scientific reliability of NFP
and of the bencfits that couples derive
from a commitment to NFP. Priests also
need to be encouraged to serve as spiritual
counselors and motivators for couples. To
do this effectively, priests need to see NFP
within the total context of Christian family
life, and they must appreciate their own
unique role in giving couples an enriched
understanding of Christian marriage and
responsible parenthood.

To reach this audience, a series of
meetings was held with theologians in-
terested in and supportive of NFP. This
provided both information and biblio-
graphical material. A second step involved
circulating outlines to theologians, physi-
cians, and teaching couples and asking for
their specific comments and suggestions.
Finally, after surveying the literature and
heeding the recommendations, the national
office published a small book entitled A
Theological Perspective on Natural Fam-
ily Planning. The book contains four
essays on the theology of marriage, con-
juga! love, responsible parenthood, and
conjugal morality and NFP. Each essay is
followed by an outline, a compilation of
statements from the Second Vatican Coun-
cil, and the encyclicals or addresses of
recent popes. The book also contains an
annotated bibliography. It is directed to
priests and teaching couples to assist them
in their overall educational and pastoral

work with engaged and unmarried couples.

It is generally recognized that a positive
attitude toward natural family planning is
based on a mature and balanced under-
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standing of human sexuality and the pro-
cess of human reproduction. In effect, this
requires an understanding of the fertility
cycle in women and the mutual respon-
sibilities of the spouses in practicing
periodic abstinence. This basic under-
standing of human reproduction and of the
fertility cycle has come to be known as fer-
tility awareness, and among those in the
NFP movement, it is generally accepted
that instruction in fertility awareness
should begin in the adolescent years.? Ac-
cordingly, many of the diocesan personnel
are involved in secondary school instruc-
tional programs, and a number of dioceses
have cstablished pilot programs for secon-
dary schools. Experience to date indicates
that fertiliry awareness is best taught in the
context of education in marriage ana fam-
ily tiving. The Diocesan Development Pro-
gram will continue to monitor these pilot
projects and provide information to the
dioceses.

A national meeting of diocesan NFP
coordinators was held at the Catholic
University of America, Washington, D.C.,
July 17-21, 1983. There were 120 par-
ticipants from 70 dioceses. The Center for
Family Studies at Catholic University
cosponsored the meeting which focused
on (1) the relationship of family com-
mitments and values to NFP; (2) the philo-
sophical and theological assumptions
regarding Christian marriage and sexuality
that are fundamental to conjugal morality
and NFP; and (3) diocesan natural family
planning program strategies and instruc-
tional techniques. The major focus on
family life and marriage as a sacrament
served to emphasize the pastoral dimen-
sion of the diocesan program. The con-
ference program provided a forum for the
interchange of information and experience
among diocesan personnel; it also offered
substantive presentations on the major
themes. The reliability of the various NFP
methods was considered to be important,
but conference participants also recog-
nized the need for more information about
the marriage relationship and the ap-
propriate means of motivating couples to
practice NFP successfully.



Accomplishments and Needs

Experience has shown that a great deal
more must be done to communicate the
reliability of NFP and the latest educational
techniques to physicians and other health
care professionals. Many of them still
equate NFP with simple calendar rhythm,
and many also fail to perceive the dif-
ference, both moral and anthropological,
between contraception and natural family
planning. Linacre, the journal of the Na-
tional Federation of Catholic Physicians’
Guilds, is committed to publishing compe-
tent articles on NFP, as is Hospital Pro-
gress, the joumnal of the Catholic Health
Association.

More regular and more structured com-
minication between the national office
and the dioceses is called for and is ex-
pected to be accomplished by the regular
publication of a newsletter. A national ad-
visory committee is being formed to assess
the program needs of the dioceses and to
assist the national office in establishing
priorities and meeting the more general
needs.

Some efforts need to be taken to com-
municate progress in NFP program devel-
opment to governmental agencies and to
assure that access to natural family plan-
ning be available to couples. This has been
a difficult problem in the United States,
where attitudes in the family planning sec-
tor toward NFP have been based on a lack
of information and/or skepticism. The sec-
tor has a history of strong reliance on tech-
nological innovations to assure efficiency
and effectiveness at the program level.
Consequently, the needs and aspirations of
married couples with regard to NFP have
often been overlooked or disregarded. The
government has provided funding in the
past for the development of instructional
materials, but new ways need to be found
for governmental agencies to assist NFP
agencies in program development and the
delivery of services. This will not be easily
achieved, nor does it relieve the Church of
its basic pastoral responsibility.

Regional NFP organizations have begun
to emerge, independent of Church struc-
tures and agencies. For some, these
regional organizations are seen as vehicles

for dealing with government; for others, it
is anticipated that thev will serve the need
of regional communication and collabora-
tion. It is too early to assess the impact of
these groups or to predict their future
activity.

The first 18 months of activity has been
encouraging and holds promise for further
implementation of the Diocesan Develop-
ment Program. Many dioceses have evi-
denced a readiness to expand their present
efforts, and there is a clear sense of identity
developing among the diocesan leaders.
The positive response of the dioceses has
tended to validate the basic premise of the
Diocesan Development Program, that is,
that future NFP development must be a
strong diocesan priority, and it must be
seen as one part of the Church’s pastoral
mission to married couples and families.
The work of other national and regional
NFP agencies and organizations is sup-
portive and helpful, and these groups are
expected to have an active and cooperative
role in future development efforts. The
basic challenges remain to communicate
the reliability and personal advantages of
NFP to increasing numbers of couples; to
create a public atmosphere favorable to the
practice of NFP; to give greater credibility
to Catholic teaching on Christian marriage,
conjugal love, responsible parenthood,
and conjugal morality; and to strengthen
the Church's pastoral care for married
couples and families by integrating NFP in-
struction into existing marriage and family
life programs.

Notes

1. See Diocesan Plan for Natural Family Plan-
ning Development (Diocesan Development Program
for NFP, 1511 K Street, N.W., Washington, D.C.,
20005), 1981. This basic manual explains in detail
each of the facets of the Diocesan Plan and provides
references to other materials useful for implement-
ing a diocesan program.

2. For more information see Mary Martin and W,
Walker, “Survey Discloses NFP Practices, Prefer-
ences in U.S. Catholic Hospitals,” Hospital Progress,
February, 1983; and J. McHugh, “NFP Services in
Catholic Hospitals,” Linacre, August, 1983,

3. For some in the family planning field, the term
““fertility awareness” means understanding the fertil-
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ity cycle so as to limit the use of other contraceptives
to the fertile phase. In natural family planning, the
term includes a commitment to periodic abstinence

during the fertile phase on the part of both husband
and wife and making appropriate efforts to integrate
such abstinence into the conjugal relationship.

Argentina

Until 1975 the expansion of the natural
methods of family planning in Argentina
was limited to some small groups without
funds. Having developed from a strong
religious motivation, these groups in many
cases lacked adequate technical experience.

In 1964 the Centro de Asesoramiento
Matrimonial (CAM or Marriage Counseling
Center) was founded under the sponsor-
ship of the Accién Catdlica de Profesio-
nales (Catholic Professionals’ Movement)
but independent of it. Between 1975 and
1979 CAM received institutional support
from the Fundacién para la Educacion, la
Ciencia, y la Cultura (Foundation for
Education, Science, and Cultural Affairs),
and since 1980 it has functioned as a center
affiliated to Fundacién Accion Familiar
(FUNDAFA or Family Life Foundation).

Between 1976 and 1981 CAM received
two important subsidies from Misereor
(Germany) in the sum of approximately
US$50,000 with a local matching contribu-
tion of US$100,000. This opportune grant
facilitated the installation of its first ser-
vices on marriage counscling in Catholic
parishes by well-prepared, paid instruc-
tors. This grant enabled delegates from
Argentina to participate in the First World
Congress for the Family of the Americas
and provided funds to publish an account
of the first three years of the application of
the Billings method in Argentina.

Since 1980 CAM has instituted the Filial
Argentina WOOMB (WOOMB-Argentina
Affiliate) and begun its program of courses
for the training of administrators and in-
structors on the natural methods of family
planning throughout the country. Strong
emphasis is placed on the ovulation
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method, but other indicators are taught
when it is deemed necessary.

In April 1982 the permanent secretary
for the family of the Episcopal Conference
of Argentina created the so-called Area de
Planificacién Familiar Natural (Natural
Family Planning Office) which, within a
year, took the name Area de Servicio a la
Vida (Service for Life Office). It offers pro-
motional activities to the 58 dioceses in the
country.

Each program has a form of organization
appropriate to its own distinct require-
ments. Some bishops have undertaken the
coordination of activities within their own
organizational structure; others have en-
trusted them to lay and family apostolate
organizations. In many other locations, in-
stitutions similar to CAM have been estab-
lished in the capital and in the state of
Buenos Aires. They include Centro de
Orientacion Familiar (Family Orientation
Center), Centro de Orientacién Cristiana
Matrimonial (Christian Marriage Orienta-
tion Center), and Centro de Asesoramiento
Familiar (CAF or Family Life Counseling
Center) of San Justo.

As of 1983, 40 courses training approxi-
mately 1,000 teachers have been con-
ducted. They work within institutional
settings in private facilities or both, and at
oresent provide monthly services of ap-
proximately 800 initial consultations na-
tionwide. The instructors, who are persons
of homogeneous technical, ethical, and
religious backgrounds, have formed a
rather unique association called Club de In-
structoras Amigas de Lyn Billings (Friends
of Lyn Billings’ Instructors Club). Its cur-
rent president is Mrs. Marta Peyret de
Zubizarreta. Owing to the relatively high
sociocultural level of the urban areas, most
of the instructors are high school
graduates,



Canada

In 1955 Gilles and Rita Breault began
helping couples in the tamily planning
field. After being joined by several other
couples, the Montreal team in 1962 took
the name Serena, SErvice de REgulation
des NAissances (Service for Birth Regula-
tior:). By 1967 the group had about 30
teams in the province of Quebec. In 1972
expansion to the rest of the country (nine
provinces) began, and in 1983 Screna had
500 teacher couples.

The Serena program is based on couple-
to-couple mectings in teacher couples’
homes. Information is also given to small
groups in various locations: parish halls,
schools, hospitals, health or social service
centers. Services are also available in rural
and urban locations. Typical clients are
young couples in the first 10 years of mar-
riage, or preparing for marriage. They are
lower middle-class, both French- and
English-siicaking, and Catholic. They
reflect the majority of the population.
Serena has little access to ethnic minorities,
although work with them has begun.
Teacher couples are recruited from
satisfied clients and have the same
characteristics.

Serena’s objectives are to: (1) provide in-
formation on family planning, (2) teach the
sympto-thermal method, and (3) support
the couple practicing loving periodic con-
tinence as a family planning method. The
objectives have not changed since the
organization was founded; they have
become more defined. Serena teaches the
sympto-thermal method in French and
English. Other family life development or
health services are not offered since there
are many other associations and agencies
which do so.

Screna Canada has received an annual
support grant from the federal government
since 1972, Two provincial programs
receive funding from their provincial
governments. The board of directors of
Serena Canada is made up of at least one

couple representing each province. The
voting power of this couple is weighted ac-
cording to the number of teacher couples it
represents. The headquarters of Serena
Canada is in Ottawa; Quebec, Ontario,
Saskatchewan, and Manitoba have offices
and paid staff. There are more than 100
delivery centers across the country. There
is no formal affiliation of Serena NFP pro-
grams with medical delivery systems.
However, approximately 10 hospitals have
developed NFP centers using Serena
teachers or former teachers as their staff,

The initial teacher training consists of 12
to 15 sessions of approximatcly two hours
each. The sessions cover the basics of NI'P,
special circumstances, how to chart,
periodic abstinence, counseling and
teaching skills, and the moral aspects of
family planning.

Training is done at the local level, but
certification and accreditation is the
prerogative of the national level after the
successful passing of exams and the recom-
mendation of the local team'’s lcaders. The
training is usually by lccture, but sup-
plemented by role playing and supervision
of the first teaching sessions. Sercna
specializes in the sympto-thermal method.
A good knowledge of the other natural
methods is also given. rhe training is
usually spread over a period of six months.
The cost is minimal—about $30 a couple.

Trainees are sclected from married
couples who are themselves using periodic
abstinence as a means of family planning. A
few other criteria must also be met, There
arc approximately 500 teacher couples af-
filiated with the program. All are
volunteers. The dropout rate during the
training period is 30 percent. After ac-
creditation the average involvement is four
years. Continuing education is assured by
team meetings, provincial training  ses-
sions, and publication of newsletters and
documents. There is no formal evaluation
of the teacher’s performance.

Serena gives information to approx-
imately 10,000 new couples a year. How-
ever, it is not possible to say that all these
couples are acceptors as the follow-up is
dori¢ only at the initiative of the new user.
The only criterion for accepting new users
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is that both members of the couple attend
the class. There are a few exceptions, but
in general instruction is given to both part-
ners. Serena teaches mainly the ST method.
One of the provincial groups teaches OM
and ST to all new users, and offers a third
night for follow-up as part of the package.

Serena teacher couples are volunteers;
they operate from their own homes so very
little expense is involved. If expenses at the
provincial and national level are taken into
consideration, we may estimate the cost
for a new user couple at $10 each.

Our acceptors are mostly spacers.
Couples planning a pregnancy represent
approximately five percent of our clientele.

Under normal circumstances couples do
not require follow-up for more than three
months. Few couples require this follow-
up. We cannot say if the reason is that they
can manage, or that they have dropped
out, nor can we evaluate the continuation
rate and the pregnancy rates.

A few couples become teacher couples,
but there are enough of them to renew the
local groups (five or six couples at a time).
We do not actively nor systematically
recruit teachers unless members are about
to leave.

The program must account for its funds
to the members and to the grantors (federal
and provincial governments). Objectives
are set by the groups for each level, and at
each level. From time to time these objec-
tives are brought to the national level and
put into a national perspective. Five-year
plans are prepared in consultation with
every level. Goals and philosophy are set at
the national level by representatives of the
provincial corporations. There is a con-
stant mechanism of feedback between the
national office and the teacher couples.

The evaluation of teaching effectiveness
is done in some groups by having the
teacher trainer attend the first sessions
given by a new trainee. There are some
questionnaires prepared to evaluate the
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teacher training program in the province of
Quebec.

Many research projects have bezn sub-
mitted to funding agencies to evaluate
pregnancy and drepout statistics, as well as
use-effectiveness of learning and continuing
users, but none have been granted. Our
program cannot afford to prepare statistics
unless funding is provided. In 1982 we par-
ticipated in a survey prepared by Montreal
University which showed that 16 percent
of Quebec women using a temporarv
method of family planning were using a
method of natural family planning. How-
ever, only one-third of the total population
were using a temporary method at the
time. This survey was considered repre-
sentative of the population of Quebec.

Probably our greatest accomplishment is
having succeeded in building a very well
articulated organization where powers and
responsibilities are shared at all levels.
Members are committed, active, and
responsible. The group is growing steadily
in enthusiasm. We have also succeeded in
getting substantial public funding with no
strings attached.

The greatest challenge is to find nongov-
emnmental funding to replace or supple-
ment what we already have. We would
also like to be able to answer, through
research, all the questions posed pre-
viously in terms of prevalence, acceptors,
success rate, continuation rates.

The greatest needs are an executive
director and a secretariat for the 10 provin-
cial groups, more material resources and
better public relations. We hope public in-
stitutions like hospitals, health units, social
services, schools, will sponsor their own
programs. Research that will benefit our
program the most will be in the area of
special cases: breast-feeding, premeno-
pause, postpill, adolescence. For the time
being, however, the expansion of the pro-
gram is not impaired by the lack of research.



Mexico

Natural family planning in Mexico began
with the teaching of the ovulation method
(OM) in 1970. Development has taken
place by degrees, first through information
sessions, then through teach. g programs
and instructor training. Coordination and
implementation of these programs at the
national level followed together with con-
trol and evaluation. There are 280 part-
time volunteer instructors certified by the
National Billings Center. They work in 116
centers at diocesan and parish levels.

In 1970, after the visit of Drs. John und
Evelyn Billings, NFP began to spread in
Mexico through promotion of the ovula-
tion method (OM). In 1972 information on
tlie method was spread by persons of dif-
ferent ecucational, cultural, and occupa-
tional levels through various localities in
the Mexican Republic. In 1976, under the
aegis of Archbishop Antonio Lépez Avina
of Durango Diocese, Father Jesus M. Pérez
organized a program for the instruction of
teachers of the Billings Method.

In the same year, in Mexico City, the
director of the Mexican Center of Gynecol-
ogy and Obstetrics, a private health,
research, and teaching institution, commis-
sioned the laboratory director of the in-
stitution, Mrs. Maria Aurora Guzmin V., to
prepare a program to teach the Billings
method through four-week courses to pa-
tients who showed intolerance to contra-
ceptives or who desired to regulate births
by a natural method.

In 1979, the first national owulation
method meeting was convened in Mexico
City, which agreed to fund a center for
coordination and evaluation of information,
teaching, and training in the orthodoxy of
the ovulation method in accordance with
the lines of the Church’s social teachings.
The National Billings Center for Family
Planning was founded on May 31, 1979, It
was staffed by 45 persons, some of whom
were professionals in the medical field.
The majority came from different educa-

tional and cultural backgrounds. The
Center was supported by a bishop and
seven priests representing the Church
hierarchy.

The laymen and priests who founded
the National Billings Center (NBC) have
been committed to the teaching of the OM
for a number of years. They were respond-
ing to calls by the Latin American Episcopal
Conference to work in the area of family
pastoral care. The bishops, Catholic
groups, and parishes were informed of the
services that could be provided by the

NBC. In order to legalize the newly
founded organization with the civil
authorities of the country, notarized

statutes were registered with the corre-
sponding ministries on June 6, 1980, in the
name Of the National Billings Center for
Natural Family Planning, a nonprofit civil
association with educational objectives.

The initial activity of the board of direc-
tors of the NBC was to present to the
Mexican Bishops Conference a statement
of objectives and plan for services. An offer
was made to train personnel to establish
diocesan and parish centers in each of
Mexico's dioceses. The Mexican Bishops
Conference gave its recognition on
October 5, 1980, through the Episcopal
Commission for the Lay Apostolate, signed
by its president, His Excellency Bishop
Adolfo Sudrez. His Excellency Antonio
Lopez Avina, Archbishop of Durango, and
members of the Episcopal Commission for
the Family were appointed representatives
to the NBC. A request was made for incor-
poration as a member of the World Organ-
ization of the Ovulation Method Billings
(WOOMB) International. The request was
accepted on November 3, 1980, as
WOUMB of Mexico.

The structural organization of the NBC is
being developed and implemented through
departments for coordination of teaching,
research, regional centers, program plan-
ning, and evaluation.

The coordination of the teaching depart-
ment sclects the learning programs for
adults, youth, instructors, arnd universities.
The research department reviews and
selects bibliographic material to enrich
programs in the moral, scientific, and
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teaching areas. The department for
regional centers implants and  evaluates
regional programs undertaken by the Arch-
diocese of Mexico, the pastoral zones of
the Northeast, West, Center, Southcast,
Northwest, and South of the Mexican
Republic, with their respective responsible
persons. The department for program cval-
uation will begin its functions in 1984 by
evaluating promotion, irformation, train-
ing, and the actual mplementation of
programs.

The cost of teaching cach couple in
urban arcas is US820.00 and in rural and
suburban arcas US$0.80.

During the period 1980-1983, an evalua-

tion of users was undertaken in Mexico
City. Out of a total of 1,720 couples from
different educational und sociocconomic
levels, more than 90 pereent had either
avoided pregnancy of spaced births over
this three-year period. Of the couples who
had learned to use OM in order to become
pregnant, 92 percent continued to use OM
to date.

After twe. months of application, 94 per-
cent of the users had become autonomous.
Some 16 percent had become trained in-
structors and opened new centers. Some
78 percent had become promoters of the
method through the educational support
given them and through their own initiative.

Peru

The Centro de Promocion Familiar y
Regulacién Natural de la Natalidad,
(Ceprofarena, Center of Family Promotion
and Natural Family Planning) is a nonprofit
organization legally recognized under
Peruvian laws as a scrvice institution. It is
affiliated with WOOMB International and
has as its objective the promotion of the
spiritual, moral, and material vaiues of the
married couple. It also helps  couples
resolve their fertility problems through
natural famnily planning, especially the
Billings ovulation method.

Training in the Billings ovulation
method began in Peru in 1974 in Trujillo, a
city in the north. It began in a pueblo joven
(@ marginal zone of the city with poor
economic resources) called Nueva Esper-
anza. At the beginning of 1977 dissemina-
tion of the method began in Lima in a
pueblo joren called Ciudad de Dios. Since
then various steps have been taken to ex-
tend the method. This has been done
through conferences, introductory
courses, and the media; the teaching and
follow-up of couples in permanent consul-
tation centers; the training of competent
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teachers; and the nreparation of teaching
materials.

rorty-five courses on the ovulation
method have been given, Both husband
and wife attend. Course content includes
the biology of reproduction and how to
use the OM; communication between the
couple and psychological aspects of the
method; communication between parents
and children; information on artificial con-
traception; and the witness of couples
using OM. More than 5,000 have attended
these courses. We have also held four
courses especially for instructors; special
courses for health workers such as nurses
and obstetricians; and outreach meetings
in school associations, mothers' centers,
nursing schools, parishes, and other ap-
propriate institutions. Training courses
have been held in the provinces of Chim-
bote, Ayachucho, Chincha, Ica, Puno,
Tacna, Arequipa, Aucayacu, Huacho,
Cerro Azul, and Nazca.

Teacher training courses include more
scientific information on the method,
teaching methodology, difficult cases, and
the philosophical and moral principles of
Humanae Vitae. The instructors meet
periodically to exchange work experience
and coordinate future action.

A permanent consultation center was
established in Ciudad de Dios more than
five years ago. In addition to outreach,
presentations to the couple on individual,
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couple, and family development, and in-
struction in the ovulation method, medical
consultation is provided. Complete clinical
cards are kept on every woman with
special attention to gynecological care. The
woman's charts are also kept. The office is
open once a week on Saturdays from 4 to 6
p.m. The principles of the method are ex-
plained every week to assistant instructors,
since experience has shown that frequent
repetition is necessary to clear up all
doubts.
We have the following statistics from
this center after five years:
Number Percentage

Numbers of couples

taught 582 100
Lost to follow-up 62 11
Discontinued OM 53 9
Continuing users 467 80

From the 467 continuing users:
Couples who did not

have children 434 93
Couples who planned

and achieved

pregnuancy 5 1
Unplanned )

pregnancies 28 6

Most of the pregnancies resulted from
couples’ taking a chance on a day of low
fertility.

Results in the pueblo joven of Nueva
Esperanza after seven years are as follows;

Number Percentage

Couples using the

method 540 100
Total number of

pregnancies 50 9
Couples who did not

have children 480 89

Mo information

available 10 2

It is planned to establish permanent con-
sultation centers in different parts of Lima
and the country to decentralize the ser-
vices. Our objective is also to install a net-
work of offices in parishes with instructors
trained in the ovulation method and with
proper medical facilities. The Ministry of
Health has offered to provide the medical
equipment. Funds to pay the personnel are
now being solicited.

The Catholic Church supports and col-
laborates in the dissemination of the
method through its various facilities.
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Asia/Oceonio

‘

in Korea

minar i

A group session during a national NFP se
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Asia/Oceania perhaps more than any
other region shows how, after an initial im-
plantation phase, various programs are
tackling the challenge of program develop-
ment and evaluation.

The various Australian programs have
developed clear central standards in both
the selection and training of teachers as
well as basic criteria for operating quality
services.

The majority of NFP programs in India
have been initiated by the Catholic Church
with extensive outside funding from a pri-
vate Catholic funding agency, Misereor of
Germany. They illustrate some of the basic
characteristics of successful programs serv-
ing a large proportion of users of non-
Christian background.

The Korean program is a dynamic Catho-
lic Church program integrated into parish
and family life secvices. It is also effectively
supported by the professionals from the
national Catholic medical school.

In most places the input of public funds
remains minimal, if not insignificant.
Whereas the programs of New Zealand and
Australia with support from their respec-
tive governments have grown into quality
NFP services catering to an incieasing pro-
portion of the general population, other
countries, such as Korea and India, still de-
pend primarily on church and religious
initiatives.

Many of the national NFP programs have
developed national guidelines for the train-
ing of NFP teachers and the development
of NFP services. The development has
been gradual, but there remains much
room for improvement.
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Australion Councl
of Natural Family Planning

JOHN P, GALLAGHER

Jobn P. Gallagher, M.D., general practi-
tioner; president of the Austraiian Coun-

cil of NFP

Australia, the island continent, lies in the
southwestern Pacific region with the Indian
Ocean on its western and southern borders
and the Pacific Ocean to its east. With about
7.7 million square kilometers, Australia is
about the size of the 48 contiguous states of the
United States. About two-fiftds of the country
lies in the tropical zone north of the Tropic of
Capricorn; the rest is in the temperate zone.
Most of Australia’s 15 million inbabitants live
in cities on the coasts, whereas the vast arid
interior is nearly unpopulated. This is
reflected in the figures for urban population—
86 percent—and population density—a low
two persons per square kilometer.

The vital rates are a crude birth rate of 15.4
per thousand and a crude death rate of 7.4 per
thousand, balancing out to a rate of natural
increase of 0.8 percent per yedr. Al this rate,
the population doubling time is 82 years and
the projection to the year 2000 is for 18.1
million persons.

The life expectancy of Australians is 73
years, with females’ expectation more than six
years greater than that of males (76.9 years
Jor females versus 70.5 for males). The infant
mortality rate is 11 per thousand. About a
quarter of the population is under the age of

15, and about 13 percent of the people are 60
years old or over,

Most Australians are of European origin.
About 95 percent are of British descent, and 3
percent are of other European beritage. The
Australian aborigines make up about .5 per-
cent of the population. The official language is
English. Christianity is the major religion in
the country; 27.7 percent are Anglican, 25 per-
cent are Roman Catholic, and 25 percent are
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of other Protestant denominations. The per
capita gross national product in 1981 was
$11,190.

There is no official government policy on
Samily planning, and services are freely
available from government centers and pri-
vate clinics. 1t is estimated that 72 percent of
women aged 15 to 9 who were in marital or
in 1980 were using

consensuat  unions

contraceptio:.

The Australian Council of Natural
Family Planning, Inc. (ACNFP) was
Jormed in 1975 to coordinate the activities
of the 75 Australian NFP centers and the
training of teachers. The objects of the
Council are to promote Christian mar-
riage and family life and the proper
teaching of natural family planning.

The NFP services are conducted by
volunteers with support from medical and
professional consultants, Funds are de-
rived mainly from the government and
diocesan sources but are insufficient to
maintain and expand the work of the
centers.

To standardize teacher training and
services, the ACNFP has produced a set of
&uidelines for tYe selection, training, and
accreditation of teachers, compiled a com-
prebensive teacher training manual, and
drawn up a code of ethics for teachers.
Members of the Council taught 6,500 new
clients in 1982-83 and provided NFP in-
Jormation to another 32,000 individuals



(by way of schools, lectures, seminars, and
so forth).

The Australian NEP centers are finan-
cially accountable 10 the Australian
Catholic Social Welfare Commission, a
body responsible to the Australiun bier-
archy, which disburses the monies received
Jrom the Australian government. These
grants are given only to centers approved
by the bishop of the diocese. The bishops
and the Commission can thus control the
philosoply, goals, standards, and expan-
sion of diocesan NFP organizations,

The Australian Council is at present
Jaced with the problemt of maintaining a
continuing stream of new teachers and the
need to obtain more funds for a paid
secretariat.

NFP National Program Development

Our national NFP program development
could be said to have started in the late
19505 with the inclusion of NFP teaching
in marriage guidance clinics in Mclbourne,
Brisbane, and Sydney. Drs. D. Dooley, ].
Simpson, J. Billings, R. Galbally, and L.
McMahon were the pioneers in this field.
By the end of 1970, two vears after the
promulgation of Humanae Vitae, cach of
the eight archdioceses in Australia had an
NFP organization, most as part of their
Catholic Family Welfare Service. By 1974
most rural dioceses had an NFP service,
thus covering most of the provincial cities
of Australia.

As carly as 1973 there were moves to set
up a national body to serve as a forum and
to coordinate the activitics of the Aus-
tralian NFP centers and the training of
teachers. The Australian Council of Nzatural
Family Planning was formed in July 1975
and incorporated in 1977, Most of the
members affiliated with the Victorian
Council of Natural Family Planning even-
tually resigned from the newly formed
Australian Council in mid-1976 to attach
themselves to the World Organization of
the Ovulation Method-Billings (WOOMB)
with headquarters in Mclbourne, thereby
halving the original membership of the
Australian  Council. Nevertheless, the
Australian Council has flourished and has
attained a high status as a voluntary helping

agency in the eyes of the community, the
Church hierarchy, and the federal and state
governments of Australia.

The objectives of the Australian Council
of Natural Family Planning ar:, in brief, to
promote and foster the ideats of Christian
marriage and faniily life; 'o promote and
foster an understandip® Lf human sexuality
and the love relationship in marriage; to
establish NFP centers throughout Austraiia
which are staffed by competent teachers
and backed by good client referral systems
should further help be requited; and to en-
courage scientific research into and the
evaluation of NFP methods and services.

The services conducted by members of
the Council are the following:

1. Individualized NFP instruction and
supervision  service to  couples (Those
receiving NFP services in Australia belong
nuinly to the middle- and upper middle-
class strata of Australian society. Non-
Catholic clientele now make up almost 40
percent of the total, a different picture
from that eight years ago when less than 15
percent were not Catholics. Clientele of
first-generation  Italian, Maltese, Spanish.
and Lebanese migrant parentage are wel:
represented. Services have not yet reached
the Vietnamese or Aboriginal sections of
society because of lack of resources and
language and cultural difficulties.)

2. NFP information lectures to small
groups, schools, and members of the
social, health, and community welfare
agencies

3. Lectures to premarriage instruction
classes, nursing mothers’ associations, and
community health agencies

4. Provision of resource personnel for
parent education and human development
programs in Catholic and non-Catholic
schools.

The services are provided mainly by
volunteers. Only six persons receive full-
time renumeration; 36 are paid on a part-
time basis. Teachers are entitled to, and
most claim, small out-of-pocket expenses
for such costs as travel and baby-sitting, in
order to attend the clinics. The outside
funding received by the members of the
Australian Council in 1980-84 came from
the following sources (figures in Australian
dollars):
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Australian federal government $400,000
State governments 50,000
Archdiocesan and diocesan 100,000
Client fees, donations 90,000
Profit on sale of client materials 10,000

Total $650,000

This equals about US$565,500 ($121,000
per annum) and is quite inadequate to pay
for the cost of training and retraining
teachers, the rent of premises, secretarial
services, and the maintenance and expan-
sion of services desired by the state NFP
organizations.

The membership of the Australian Coun-
cil for the year 1982-83 includes 75
centers—that is, organized units staffed by
trained teachers functioning at a venue
recognized by the community as a place
for NFP information, instruction, and
supervision. Nineteen affiliates are also
members. They are individual persons in-
volved in or having an interest in natural
family planning promotion and teaching.
In addition, 315 teachers (264 trained
teachers and 51 trainees), 45 doctors and
other professionals (consultants, members
of committees, lecturers, and others) and
57 support staff (secretaries, receptionists,
priests, and administrators) are members of
the Courncil.

Nine doctors regularly teach and lecture
at NFP centers, 25 doctors serve as
resource personnel or consultants, and 12
doctors serve on executive committees of
NFP organizations.

NFP Education, Training,
and Service Deveilopment

In Australia, the responsibility for
teacher training and service development
liess with each state or rezional NFP
organization. In response to the need for
and desirability of uniformity in the stand-
ards of teacher training and accreditation
throughout Australia, the executive of the
Council produced a set of guidelines for
teacher training programs, compiled a
training manual, produced a set of guide-
lines for setting up and running NFP
centers, and developed a code of ethics for
teachers. All these were approved and
adopted by the membership in 1979-80.
An ultimate aim is to standardize all client
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NFP text, handou:, and chart material. In
addition, the ACNFP produced an informa-
tion film on NFP (“‘Caring About Fertility’)
and 2 large set of overhead transparencies
on human sexuality, NFP, and artificial
contraception (*'You and Your Fertility”).

Candidates for teacher training attend a
teacher training course by invitation only.
First a center leader or some other person,
such as a priest or a doctor, wino can vouch
for their good character, recommends a
woman or couple with the qualities suit-
able for NFP teaching. A representative of
the local teacher training body conducts a
preliminary interview to inform them
about the training program and to assess
their degree of commitment to continue
practicing and teaching NFP. If the inter-
view is positive, they are invited to become
teachers. Six months of NFP charting is a
prerequisite for uacceptance. With limited
funds, the training of an unsuitable or un-
committed person is a waste of time and
money.
Obijectives of Teacher Training Course
The aim of the course is to help trainee
teachers acquire a complete knowledge of
fertility awareness, its scientific back-
ground, and its application in the various
methods of natural family planning; to in-
culcate in them the skills of communica-
tion so that they may impart effectively the
information to clients; and to develop the
sensitivity and understanding required of
the teacher-client (helping) relationship.

Trainees are required to attend three
live-in weekends for the formal instruction
content of the course. This section in-
cludes the following: the history and
philosophy of natural famnily planning,
morality and the Church’s teaching on
birth regulation, human sexuality, the
teacher-client relationship, anatomy and
physiology, the scientific basis for NFP
mcthods, the application of NFP methods
in all phases of reproductive life, the
evaluation of methods and services,
artificial methods of contraception, and,
linally, NFP center promotion and
administration.

The method of formal instruction is by
lecture, audiovisual presentation, films,
role plays, reference texts, and so forth.




The time involved is about 40 hours.

In between the periods of formal instruc-
tion, the trainee is attached to an NFP
center to observe clicnt interviews con-
ducted by experienced teachers. The
trainee is required to keep a log of the cases
and the lesson learned.

Written assignments have to be com-
pleted throughout the period of training.
Before accreditation the trainee has to
demonstrate his or her ability to give an
initial client interview and instruction, to
supervise the management of a client, and
to conduct a telephone or correspondence
service. Most trainees undergo about 12
months of clinic experience before being
accredited as teachers.

The total cost of training a teacher is be-
tween $300 and $400. Most of this cost is
subsidized by funds from the government,
the parent NFP body, and the local parish
or diocese.

The ACNFP, Inc., requires accredited
teachers to update their knowledge and
skills by regular attendance at teacher train-
ing courses, in-service courses, and NFP
conferences. Because Australia is a country
of vast proportions, some country teachers
may have the opportunity to attend only
one such course or conference per year.
An accredited teacher trained by an NFP
teacher training body approved by the
ACNFP may teach in any center affiliated
with the ACNFP.

For 1982-83, the number of teachers ac-
tively iitvolved in teaching according to
the latest count was 264. There are 51
trainees, 20 fewer than for 1981-82. There
is always a small number who lecave the
teaching force because of planned preg-
nancy, family commitments, or moves to
areas with no established NFP service.
There are no full-time teachers (that is,
teachers who work 40 hours per week).
There are 23 teachers who are reimuner-
ated on a part-time hourly basis or by the
session. The rest of the teaching force pro-
vides an average of four hours per month
over 11 months as unpaid volunteers ex-
cept for out-of-pocket expenses. Con-
tinuing education is provided through
teacher training in-service courses and the
quarterly newsletter.

As yet, no procedure has been escab-

lished for evaluating the effectiveness of
teachers, especially those who work alone
at some country centers. The ACNFP
newsletter is teacher-oriented and is a
means of updating a teacher’s knowledge
and skills.
Service Delivery Statistics The services of
the ACNFP are available to all who need
them irrespective of status or religion. A
new client is defined as a couple or person
who has had more than one personal inter-
view and received information on NFP
methods with the intention of personal
practice. The numbers of new clients for
the last three years are as follows: 1980-81:
8,000; 1981-82: 6,400; 1982-83: 6,500. In
1982-83 teachers conducted 22,000 inter-
views. The number of people who re-
ceived NFP information through lectures,
seminars, group discussions, schools, and
premarriage talks in the year 1982-83 was
39,600.

A recent retrospective survey by ques-
tionnaire of Australian NFP centers con-
ducted in 1982 revealed the following
client profile. Though a high percentage of
responses fall into the “unknown’ cate-
gory, a general picture is presented below
of age, marital status, and motivation of
NFF clients.

Age group Percentage
11-20 4.3
21-30 53.5
31-40 26.6
41-50 3.1
51-60 0.8
Unknown 11.7
Marital status Percentage
Married 73.0
Engaged 9.5
Single 5.8
De facto (consensual uniion) 0.6
Unknown 11.1
Motivation to attend NFP clinic Percentage
To avoid pregnancy 67.2
To achieve pregnancy 17.1
For menopausal counseling 3.8
For other reasons (e.g., breast-feeding,

scx selection) 2.9
Reasons unknown (not recorded) 9.0

The sympto-thermal (ST) method or a
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modified nucus method is chosen by most
clients.

In the matter of method and service
evaluation, no further studies following
that of Johnston, Roberts, and Spencer
(1974-76) have been conducted. No recent
evaluation has been undertaken on
method effectiveness and continuity rates
because of lack of finance. Informal evi-
dence points to a minimal method failure
rate and an overall pregnancy rate much
lower with the use of a multi-marker
method than with the use of the tempera-
ture or mucus method alone. The intro-
duction of a last early safe day based cni a
rhythm calculation also appears to have
reduced the method failure rate.

No accurzie estirate of the time taken to
reach autonomv in the use of the methods
taught can be given. Autonomy is reached
when a couple have decided they can con-
fidently identify the fertile phase and
comply with the rules of the method. The
impression is that this period varies from 6
to 12 months for women with norma!
cycles depending upon the type and ade-
quacy of the mucus symptom.

Clients return to centers until they
become autoncmous. They are taught and
supervised individually. Should any medi-
cal, marital, or social problem arise, the
couple can be referred to the appropriate
professionals. The teachers are not trained
as marriage or family counselors.

The only estimate we can make of the
cost per client to attain autonomy is to
calculate a figure from funds received per
annum from all sources divided by the
number of new clients per annum, a figure
which is by no means accurate. Our esti-
mate is $40 per client compar=d with $90
or more for clients who were taught and
supervised by professionals. Any fees paid
by clients are not recoverable from medical
insurance funds as are fees charged by
medical practitioners and the Family Plan-
ning Association clinics.

The number of clients who may become
teachers is estimated to be about 1.0 to 1.5
percent per year.

Program Evaluation and Accountability
The funding of family planning services
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(including NFP services) by the Australian
government commenced in 1973, The
government at the time invited the Catho-
lic bishops of Australia to nominate a
national body to be responsible for the
distribution and administration of the
funds. Since there was no national NFP
body at the time, the bishops gave this task
to the then National Catholic Welfare Com-
mittee, which is now the Australian Catho-
lic Social Welfare Commission (ACSWC).
The chairman of this Commission is Bishop
Perkins, and its National Director is Sister
Agatha Rogers, R.S.M., M.B.E.

According to a formula which has altered
little in the last six years, each center is
allocated a share of the total grant based on
past and estimated clinic worklcad and ex-
penses. The Commission receives an annual
financial statemeat and budget estimate
from each NFP center in Australia, annual
statistics in regard to new and continuing
clients, total number of interviews, and
other community activities {outreach) of
the center. From these statistics, the Com-
mission, through Sister Agatha Rogers,
presents an annual submission for funding
to the Australian government on behalf of
the NFP centers. She is the only contact
between the NFP centers and the Australian
government, and her submission is unac-
companied by any lobbying by individuals
involved at the grass-roots levels of the
NFP movement. The Commission has no
NFP representation, either on the Commis-
sion or cn its NFP subcommittee, because
cf the way the Commission is structured.
In 1977 the president of the ACNFP met
with government officers to explore and
discuss the possibility of being funded as
an autonomous NFP body. The govern-
ment preferred to deal with no other body
than the ACSWC, a position which still re-
mains today.

The ACSWC will recognize and fund
only those NFP centers that are approved
by the bishop of the diocese. In this way,
the bishops of Australia and the ACSWC
have the power te control the philosophy,
goals, stundard, and expansion of diocesan
NFP organizations. This power may never
be exercised, we hope, except in some
exceptional circumstance which would be



difficult to envisage. The bishops of Aus-
tralia actively encourage and support the
NFP movement but leave its development
and expansion to the NFP organizations.

All the state and major regional NFP
organizations have a director or board or
committee which is appointed or elected
to be responsible for the coordination of
the activities and administration of their
local community NFP program with regard
to NFP information and client instruction
and supervision.

Accomplishments and
Development Needs

The ACNFP is a large voluntary organiza-
tion providing a ‘‘family ministry,” teach-
ing and supporting thousands of couples in
the use of natural methods, and giving wit-
ness to the ideals of Christian marriage and
family life to thousands more each year.
Where there is friendship, good will, and
unity of purpose among the membership,
goals can be achieved. The Council, which
is composed of so many autonomous agen-
cies, has made great progress toward stand-
ardization of tcacher training, clinic
services, and client educational material
because these tasks were unanimously en-
trusted to the executive and the standing
committees. Gouls were set and achieved.

The Council has a teacher training manual,
issues a quarterly newsletter, and has pro-
duced an NFP information film and a set of
overhead transparencies and accompany-
ing texts for community education in
human sexuality, natural family planning
methods, and artificial contraception.

Our greatest challenge now is to maintain
our status by a determined effort to obtain
and train a continuing stream of new teach-
ers and resource personnel to meet future
demund for information and instruction,
and to lobby the government for more
funds to provide for a paid secretariat.
Neither of these will be easy in the face of
the present depression and unemployment.

The efficacy and efficiency of the NFP
methods taught and the services provided
by members of the Council need to be re-
evaluated. A test kit to delineate the fertile
phase of the cycle with a high degree of
precision would be valuable. The most
promising, in our view, are a urinary estro-
gen-progesterone detection kit and a saliva
glucose detection tape. These tests will be
most helpful to women with very irregular
cycles, to those who are breast-feeding,
and to premenopausal women. Such test
kits would make NFP more acceptable in
our society. Research into the psychosocial
aspects o natural family planning is also
needed.

The NFP Movement
N INdic

KATHLEEN DORAIRA]

Kathleen Dorairaj, M.D., director of the
Family Life Center of the Indian Social
Institute; president of the Natural Family
Planning Association of India, New

Delhi, India
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India's population of 730 million is the
second largest in the world, exceeded only by
the population of China. The country occupies
about 3.3 million square kilometers of the
Indian subcontinent in South Asia. India is
about one third the size of the United States,
and the population density—-225 persons per
square kilometers—is nine times greater than
that of the United States. The vital rates in-
clude a crude birth rate of 35 per thousand
and a crude death rate of 15 per thousand,
resulting in an annual rate of natural in-
crease of about two percent. At this rate, the
population would double in 33 years, and d
projeciion to the year 2000 shows a popula-
tion of 966 million persons.

India is predominantly rural, with only
about 22 percent of the people living in urban
areas. About 40 percent of the population is
under the age of 15, whereas 5.3 percent isin
the older age groups, 60 years and over. Life
expectancy is 50 years for the population as a
whole, and India is one of the few places in the
world where the life expectancy of men (52.6
years) is greater than that of women (51.6
years). The infant mortality rate is about 122
per thousand.

The Indian population is characterized by
great diversity. Indo-Aryan groups constitute
72 percent of the population; Dravidians, 25
percent; and Mongoloids, 3 percent. The of
ficia! language is Hindi, and English is the
associate official language. Many other lan-
guages are spoken throughout the country.
About 83 percent of the people are Hindus, 11
percent are Muslims, 3 percent are Chbristians,
and 2 percent are Sikbs. Per capita gross na-
tional product was $253 in 1981, according to
an estimate made by the World Bank.

Governmental support for family planning
activities is a long-established tradition in
India. The government was the first in the
world—beginning in 1952—to support a na-
tional family planning program. The sixth
[five-year plan, adopted in 1981, bas as an ob-
Jective the increase in acceptors from 22.5 per-
cent of all eligible couples to 36.6 percent
by 1985.

A national organization was formed in
the early 1970s to promote NFP in India.
By the end of 1976 a network of 48 NFP
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service channels bad been established pri-
marily through the facilities of the Catho-
lic Church. An emphasis was placed on
offering the service to the poor. A simpli-
fied ovulation method bas gained widest
acceptance. NFP services are integrated
into family welfare and counseling
centers, community bealth anu education
centers, and family life eJucation pro-
grams. Significant numbers of Hindus
and Muslims are served in some pro-
grams. At present there are 55 organized,
well-staffed NFP programs and a number
of small programs. The most progressive
are in Kerala. This paper gives details of
NFP projects, state by state. To achieve
Surther development, NFP programs need
a large influx of trained personnel.

Growth and Development

Historically, the natural family planning
movement in India was initiated by a group
of persons with a strongly religious ideol-
ogy. A national organization was formed to
promote natural family planning in the
early 1970s, but the work cven among
Catholics was minimal, mainly because of
the conservative view of the Catholic
Church leaders. In the mid-1970s, the NFP
movement gained momentum and focused
on training a large task force of volunteer
promcters to offer services mainly to
Catholic couples. By the end of 1976, there
was a network of 48 autcomous NFP ser-
vice channels in the country.

As the primary motive was to offer
Catholic couples an alternative family plan-
ning method, the movement spread mainly
through the infrastructure of the Catholic
Church in India. Significantly, the move-
ment shifted its focus to reach one segment
of Catholics—the poor. This shift was a
result of the experience gained in pro-
moting NFP and the realization that NFP
was both effective and acceptable to the
poor. Voluntary acceptance was found to
depend on the communication process
and the simplicity of the approach, as well
as on a sensitivity to the needs of the poor.

Voluntary developmental agencies that
work with poor people now promote
natural family planning for nondemo-
graphic motives, eitter through family life



projects and prr .ams or as part of com-
munity health, women’s development, or
other social development programs.
Alusough the motive for NFP is not popula-
tion control, successful use of NFP will
directly affect family fertility behavior and
thus contribute to a reduction in fertility.

The voluntary groups have as a powerfui
guiding force their concern for the poor;
they are therefore eager to try any human-
istic approach that is acceptabie to the large
majority of the poor. They are not rigid
and closed to alternative approaches, and
very often they adapt their approaches to
the needs of the people in the local area.

India is a country with a great diversity
of ethnic and cultural groups, so the NFP
needs of the people may vary considerably
ftom area to area. Among the poor, those
who are most motivated to limit their fam-
ily size and have aspirations for their
children may be reluctant to accept the
available methods of family planning for
physical, psychological, and religious
reasons. They may be unaware of methods
other than sterilization, or they may have
tried other methods and had problems
using them.,

At present, the NFP method that has
gained widest acceptance among the poor
has been a moditication of the ovulation
method developed by Billings. More than
150,000 poor women are using a cervical
mucus method effectively either to space
or to limit their children. As a rule, this
method is promoted in areas with ready ac-
ceptors, usually areas with a concentration
of Catholic couples, such as Tamil Nadu,
Kerala, Karnataka, and Goa. There are also
scattered programs in Andhra Pradesh,
West Bengal, and Maharashtra.

The only successful experience in pro-
moting the sympto-thermal method among
the poor is in the slums of Calcutta, but the
effects have to be studied in light of the ef-
fort invested and with regard to the replica-
bility of the project.

The acceptance of a method of family
planning among the urban and rural poor
may depend less on its effectiveness (effec-
tiveness may be more important in other
cultural situations) than on its simplicity,
low financial and psychological costs,

reversibility, ease of use, and lack of side
effects. Moreover, in a country such as
India, where there is an urgency to reach
out to impoverished groups to help im-
prove the quality of their lives, the focus
must be on methods that can be used effec-
tively without close supervision and
methods that can be integrated into other
devclopmental programs with minimai
input.

Experience in teaching the Billings
ovulation method to poor women and
couples in the Action Research Project of
New Delhi’s Indian Social Institute has led
to a modification of the method. The
specific obisctive was to improve the ac-
ceptability of NFP among the poor with
low motivation and to reduce the need for
close supervision and follow-up. It was
also felt to be important to give the poor
the potential to help themselves. The
modified method is, in fact, a fertility
awareness education program, and it is be-
ing used to give women and couples the
potential to control fertility for nondemo-
graphic reasons. Acceptability has im-
proved considerably, mainly because the
modifications reduce the duration of absti-
nence requirea. This s possible when
identification of the fertile period is more
precise. Abstinence for shorter periods is
less of a problem despite low motivation
among some poor couples.

Service Delivery

Table 1 shows the distribution of ser-
vices promoting natural family planning in
the states of India. These projects are
autonomous and have geographical
spreads from one to four districts with a
large number of centers and subcenters.
Some use the infrastructure of other suc-
cessful programs to reach out to people.

NFP services are also offered through
family welfare and family counseling
centers or through informal channels by
integrating fertility awareness teaching into
community health and adult education.
They are also offered in marriage prepara-
tion or family life education programs.

There is a marked concentration of such
integrated programs in South India,
especially in Kerafa and Tamil Nadu. Inte-
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grated family life programs have emerged
in South India and in other areas where the
priority group is Catholics, but the priority
group for NFP services is not necessarily
identical to that of family life movements
and programs. In the areas where the poor
are the priority group and the vast majority
are Hindus, Muslims, and tribal people,
family life programs designed by the elite
for the elite are irrelevant.

Haryana, Punjab, and Himachal Pradesh
in the North Zone of India have had no
programs or projects at all. In other states
throughout India—Jammu and Kashmir,
Bihar, Madhya Pradesh, Uttar Pradesh,
Rajasthan, Gujarat, Maharashtra, and
Orissa—the projects are scarce or limited
compared to the size and the needs of the
areas. The dearth of programs is due mainly
to the lack of personnel to plan, organize,
and implement the programs or to the low
motivation of the voluntary groups in
these areas to promote natural family plan-
ning when the obvious need of the area is
social development.

Out of the 87 programs (Table 1) initi-
ated between 1976 and 1979, 11 have been
discontinued because of the lack of person-
nel or because of poor results. The latter
have been attrituted to inappropriate
design and communication strategies that
do not suit the needs of the people. There
is a potential for developing more need-
based programs in the areas that have given
up projects and in areas where programs
have yet to be initiated but where the infra-
structure of other successful social devel-
opment programs is in place.

Regional and Local Programs

Table 2 presents the effects of the pro-
grams according to the area characteristics,
the approach, the method of NFP pro-
moted, and the number of accept s and
dropouts. There are currently 55 organ-
ized, ongoing projects with large teams of
personnel. The most progressive are in the
state of Kerala, where thie programs arc
well organized and have a large number of
acceptors. Family development programs
for youth, in the form of premarriage
courses and family life education, use an
integrated approach to promote respon-

74

sible parenthood through natural family
planning.

Health institutions in the voluntary sec-
tor offer NFF services, and some hospitals
have an intensive postpartum natural fam-
ily planning program. In a rural-based
hospital in Choondal under the Trichur
program, the postpartum program has in
four years reached out to 6,054 poor
women during the lying-in period. Accord-
ing to Indian custom, a woman returns to
her mother’s home for her first delivery, so
that all the women who are having their
first baby and who may be motivated (o ac-
cept NFP are lost to follow-up when they
return to their husbands’ home 40 to 90
days after delivery, often without visiting
the postnatal clinic. The other postnatal ac-
ceptors are local women of parity two or
higher, and they are available to follow-up
since they return to the postnatal clinic and
later to the well-baby clinic. The effec-
tiveness of this kind of postpartum pro-
gram has not been assessed, but the
number of women reached has been re-
markably high.

In the Changanacherry, Trichur, Vera-
poly, Kanjirapally, Kothamuangalam, Erna-
kulam, Quilon, Trivandrum, Palai, Calicut,
and Irinjalakuda programs, the approach is
through motivational, value-oriented group
sessions. Motivated couples are instructed
in the use of natural family planning either
at the subcenter or in their hiomes by ex-
tension educators. The literacy rate is high
in Kerala, so the instructors must be literate
and highly motivated men and women,
Because of cultural barriers, female exien-
sion educators may teach only the wire,
and male educators must teach the hus-
band. A higher level of education is one of
the characteristics of motivated couples;
they are more receptive <o change in family
and fertility behavior. Houses may be
situated at a2 considerable distance from
each other in Kerala, so the extension
worker must work long hours and walk
from house to heuse to reach each couple
individually. It has been found that the ex-
tension approach is more effective than
wiiting for couples to come to the center
for instruction after they have attended an
initial motivational group session.



In Ernakulam, the avaifability of NFP ser-
vices is publicized through a ‘*‘mailed
coupon system,”” whereby couples are in-
formed about an NFP center or extension
service. The potential acceptor chooses a
suitable time and date and mails the
coupon back to the project administrative
ccater. Follow-up  services  ensure  that
couples are visited by field workers.

In Quilon, the center has no organized
backup project, so a duzl approach was
used. A small priority group of fisher-folk
who livad in communities along the coast
was selected and visited by field workers.
Those who wanted NFP instruction were
taught in their huts and were told where
they could go for further instruction and
motivational sessions if they wanted to
become acceptors and users of natural
family planning.

In Tellicherry, the .nfrastructure of the
social development programs and the
nutritional package program called the
Maternal and Child Health Program is us=c
to reach clients. The ““‘Health for a Million”
Program in Trivandrum is a project of inte-
grated health and NFP; it reaches out to
communities of fisher-folk.

In Palai and Caticut, the NFP program is
also integrated with a community health
program. Community health workers teach
NFP in the homes of women, together with
education about health and nutrition.

In the state of Tamil Nadu, the 12
autonomous projects are affiliated with the
Tamil Nadu Family Development Center,
which was instrumental in helping to
organize the programs. NFP is promoted
through the infrastructure of the Catholic
Church and is only one facet of the family
apostolate. In the Tamil Nadu projects, the
objective is family development, and NFP
is only one of many family programs, in-
cluding family life education, premarriage
courses, and family economy. Services are
not limited to Catholics; the poor of all
beliefs are reached through the extension
approach. During the 1978-82 period, the
12 projects recruited 30,291 NFP acceptors
who said they intended to limit or space
their children.

In Thanjavur, 455 couples were in-
structed in 1980-81; of these 58.5 percent

were Hindus, 40.4 percent were Chris-
tians, and 1.1 percent were Muslims, Abuwit
half (52.5 percent) earned less than 200
rupces a montnh. Out of 1,120 couples
recruited in the Vellore project iy 1981-82,
35 percent were under 25 years of age and
35 percent were 25 to 29; 90 percent
carned less than 300 rupees a month, Of
the acceptors, 60 percent were Hindus,
and only 35 percent were Christians. In the
Tuticorin project, 699 of the 2,973 accep-
tors are using the method to limit family
size, whereas 1,860 are spacers and 418 are
using NFP to achieve pregnancy. This proj-
ect has used the mass media effectively,
reaching out to the masses through radio
programs.

In Karnataka, the projects have varied
motives. The Bangalore project’s priority
group is the poor in the slums. Although it
is part of a family welfare center that offers
a number of family services, its target
group is the poor. The Mangalore project
uses church infrastructure and is part of the
family apostolate but also uses the exten-
sion approach to reach out to the poor
regardless of caste and creed. The project
in Mysore is rural-based and the motive is
development. it initially used the infra-
structure of the maternal and child heaith
(MCH) programs to promote NFP, but the
project was redesigned to meet the needs
of the people and has shifted to extension
educators, who visit women in their homes.

In the Karwar and Bellary projects, NFP
is only one aspect of the family apostolate
and is promoted as responsible parenthood
through the family life program. The
Belgaum project is of recent origin,
although small NFP centers have existed in
the area since 1976. This project is still in
the experimental stage; it has 2 small team
of project personnel, but it is using the
infrastructure of health and family welfare.

In the state of Andhra Pradesh, where
the people are relatively backward com-
pared with those in Kerala, Tamil Nadu,
and Karnataka, the projects are of recent
origin except for the NFP service cenwer
established at Vijaywada in 1974, This
project was initiated as a hospital-based
service but is now integrated with other
family life and social services. The
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Hyderabad project is integrated with com-
munity health and operates an extension
service in the slums. Its work is mainly
with poor Muslim women.

The Guntur project is also integrated
with health. The Warrangal project began
as a hospital-based center integrated with
health, but it is now rural-based and inte-
grated with social development, especially
women’s development and child health.
The Malgonda project initiated after 1981,
covers very undeveloped remote areas in
the state and serves villages with a large
majority of scheduled castes (formerly
known as untouchables). There are 115 in-
habited villages with 342,256 households.
One cluster of villages is selected at a time,
and NFP education, with a motive to help
women space their children, is integrated
with women’'s development and health
education. Group sessions and participa-
tory evaluation are the methods used to in-
volve poor women who have very low
motivation for family planning. Every
village has two local women selected and
trained as NFP educators.

The Cuddapah project is also of recent
origin and covers the district of Cuddapah,
another less developed area with a large
percentage of ‘‘untouchables.” Because
family planning is such a sensitive subject,
the project is integrated with women’s
development and the motive is purely
health- and development-oriented. The
NFP team of 19 field workers and 9 coor-
dinators has covered 15 villages. Although
the extension approach is used to motivate
and recruit acceptors, subcenters in the
villages are used as a backup measure. The
Eluru project also serves a very undevel-
oped region in the state. It, too, is of recent
origin and is therefore in the early stages of
program development. In Vishakapatnam,
NFP is offered only through unofficial
channels—community health and a post-
partum service in the voluntary health
sector.

In Goa, the project uses tive infrastruc-
ture of the Catholic Church and is there-
fore integrated as one of the programs of
the family life services center catering to
Catholics of all classes. The approach is
motivational seminars in parish centers,
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followed by NFP instruction in parish sub-
centers. The project, although basically
service-oriented, has a research element. In
the state of Maharashtra, the two projects
in Bombay and Poona cover essentially the
poor living in urban slums but are part of
the family life services offered by the
centers implementing the project. The
main reason for shifting focus to the poor
in the slums in Bombay with a high con-
centration of Catholic population was the
low acceptability of NFP by Catholics,
especially the upper and middle classes
who had limited their family size. The
youth of upper and middle classes are
reached through premarriage courses and
value-oriented family life education courses.

There is no formal NFP project in
Ahmednagar, but there is a service network
through the community development pro-
grams. A proposal has been made to inte-
grate NFP formally into the existing health
programs, which until recently were closed
to NFP and openly promoted sterilization.
The need for NFP has come from the
masses, who are the beneficiaries of the
program.

In Gujarat, the Baroda program, initiated
in 1980, is mainly rural-based. In one urban
slum in Barod-, city couples are ap-
proached directly by field workers, but in
the rural areas, family planning is a very
sensitive issue and therefore has to be
introduced through the health infrastruc-
ture. The NFP project does not use the
local health workers but has its own field
workers to implement the project. This en-
sures that time is given for NFP instruction.
The use of community health workers to
promote NFP has not been found to be suc-
cessful because health pe-sonnel tend to

tegard NFP as a marginal program com-

pared with their own health care programs.

In Ahmedabad, the government has
shown an interest in NFP, but there is no
backup support from voluntary groups to
convince the government about the valid-
ity of NFP. Moreover, the governmental
population policies are themselves aatag-
onistic to the proniction of NFP.

In the state of Madhya Pradesh, the back-
wardness of the area and the marginality of
the masses of people have been the main



incentives for the volunteer groups to con-
centrate on adult literacy and health, proj-
ects that they considered to have higher
priority. Enthusiasm has waned because of
the poor effects of programs that were not
designed on the basis of the needs and per-
ceptions of the people. The Sager project
was discontinued mainly because no pro-
gram director was zvailable; another proj-
ect also hac difficulty in finding persons to
carry on the work. There is an obvious
need for NFP in these areas, but programs
designed on the basis of people’s participa-
tion will be more successful than programs
with a ““top-down” model, which has no
faith in people.

One district of Madhya Pradesh promotes
NFP as part of a feminist movement. These
efforts have already spurred a number of
women’s groups working for the status of
women to promote fertility awareness as a
means of women's development,

In Uttar Pradesh, there is a microlevel
rural program in Allahabad district inte-
grated with the health system. The Allaha-
bad official project, which was initiated in
the mid-1970s, has been reduced to a
hospital-based center mainly because of a
lack of administrative personnel. The
Lucknow program has shifted its focus to
the rural poor in one district and has been
more successful there than in its urban-
oriented pilot project. In Jhansi, the effects
of a rural-based project are encouraging,
and a more widespread program integrated
with adult literacy and women’s develop-
ment is needed in the area.

In Rajasthan, the project has focused on
Bhil tribals, and more than 8,000 of them
have been reached. Follow-up has been
difficult in these cases, but of 1,042 women
who were followed up, the effectiveness
has been high (11 unplanned pregnancies).
NFP education is also integrated with the
health, maternal and child health, and aduit
literacy programs of voluntary organiza-
tions in some areas of Rajasthan.

In Delhi, the action-research projects
have selected as their priority group the
urban poor who have migrated from rural
areas of neighboring states and who are liv-
ing in squatter settlements and slums on
the fringes of the city. The approach is

purely extension, and the project is not
integrated with any other program. The
objective is to study the effectiveness of a
method suited to the needs of the people.
A cluster sample of slums is selected, and
women are reached by person-to-person
channels of communication. Field workers
with similar social and cultural back-
grounds and similar family life experiences
are chosen for the work. There is a regular
pattern of follow-up visits to homes for a
period of 12 months,

In Binar, the Patna and Muzaffarpur proj-
ects have reached out to a large number of
poor rural and urban women with a team
of trained field workers who have similar
backgrounds. The acceptability has been
very high. Continuation has been disap-
pointing because a lack of personnel pre-
vented follow-up, but the high acceptability
is remarkable considering that the clients
are not considered ‘“ready acceptors’ of
family planning or NFP.

In West Bengal, in addition to the Cal-
cutta slum project of the Missionaries of
Charity of Mother Teresa, voluntary agen-
cies have projects in the rural areas. The
Family Life Commission of Calcutta has a
- Jject in the suburban 2:c.d rural areas on
the fringe of this overpopulated city. In the
Krishnagar project, natural family planning
has been accepted and is used effectively
by women and men living in the Indo-
Bangladesh border villages. The NFP proj-
ect has grown into a wide-based community
health and development program. In the
Baraipur project, the extension approach
has been used to reach the rural poor.
There are satellite centers in Jalpaiguri and
Raiganj in West Bengal, Jamshedpur, and
Rourkala in Bihar, and Dibrugarh and Tura
in Assam.

In Orissa, one of India’s least developed
areas, there are three projects in Beriiam-
pur, Balasore, and Cuttack-Bhubanashwar.
The Berhampur project is a successful
wide-ranging program that reaches out to
illiterate tribal people through an informa-
tion adult literacy program. The initial
approach, through health workers, was
relatively unsuccessful.

In the union territory of Pondicherry in
South India, the objective of the project
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has been to promote and teach NFP to lay
the foundation for a self-supporting peo-
ple’s movement. The focus has been not
on quantitative program inputs and out-
puts but on community involvernen.

In the underdeveloped northeast, the
population size is small and the tribes there
value high fertility. Any attempt to pro-
mote fertility control will meet with op-
position. NFP education has a low priority
compared with other value-oriented family
programs, although fertility awareness
education is readily accepted by people
who place a high value on health.

In the Andaman and Nicobar Islands,
NFP is promoted through a widespread
community health program.

Accomplishments and Recommendations

According to a report published by the
Indo-German Social Service Society en-
titled Natural Family Planning in India,
1981, a total of 96,641 couples had ac-
cepted natural family planning. Of these,
81 percent were poor, earning less than
400 rupees per month, and only 5 percent
earned 1nore than 600 rupees per month.
Forty-five percent of the couples were
using the method to limit family size, 4
percent were using it for spacing, and 14
percent were using it to achieve pregnancy.
Of those who were using NFP to control
fertility, 61 percent were rural couples and
27 nercent lived in urban slums.

Natural family planning is still a marginal
program in India in the sense that it has not
been accepted by many population experts
or by a large number of action groups and
development agencies, including some
that are related to the Catholic Church. The
opposition to NFP comes from, among
others, those who feel that population con-
trol programs are unnecessary and from

those who doubt that poor women can
learn to use NFP effectively.

The success of the present NFP projects
in India can be attributed to the efforts of
program directors and field workers, the
key persons in such a program. The effec-
tiveness of NFP as 2 method depends on its
acceptability to the poor. In a country as
large as India, where programs are scarce
in areas with low literacy and large popula-
tions, there is ar obvious need to build on
present successful projects and to offer
more NFP programs through the voluntary
sector, either through social development
and health or through women’s programs.

The work already accomplished in India
highlights the need for manpower devel-
opment—personnel with the skills to plan,
design, and organize need-based people’s
programs that impart to the poor and
disadvantaged the knowledge to help
themselves.

A national professional association, the
Natural Family Plinning Association of
India, has organized regional-level training
courses to cater to this need, in coopera-
tion with member family life associations
and the Indian Social Institute. Other
organizations that have contributed to
training a .arge task force of NFP personnel
are the state-level Tamil Nadu Family
Development Center, the regional-level
Natural Family Planning Training Associa-
tion, Patna, and . private organization, the
Center for Rescarch, Education, Service,
and Training for Family Life Education
(CREST) in Bangalore.

The masses in India view fertility as a
natural physiological process that does not
require a medical solution. Fertility
behavior, even among the poor, is rational,
and fertiiity control methods that are sen-
siuve to the needs of the people will meet
with wide acceptability.
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Table 1 Distribution of NFP Services in India, by States and Union Territories, by Population Size, Total Fertility Rat
and Female Literacy Rate

State or Union

Population, 1981

Total fertility rate

Female literacy rate, 1981

Number of NFP

Territory (in millions) Rural Urban Rural Urban Programs
North Zone

Delhi 6.20 6.0 3.2 32.07 54.17 1
Rajasthan 34.10 5.7 4.4 5.41 34.24 1
Jammu and Kashmir 5.98 5.2 2.8 N.A. N.A, 1°
Lentral Zone

Madhya Pradesh 52.13 6.3 4.3 8.99 42.30 7+1°°
Uttar Pradesh 110.86 6.9 4.8 9.86 . 35.82 3
Northeust Zone

Assam 19.90 4.2 3.1 N.A. N.A. l*
Meghalaya 1.33 N.A. N.A. 23.64 57.40 1
Maripur 1.43 3.6 2.5 26.61 39.63 1*
Nagaland 77 N.A. N.A. 30.13 56.72 1*
Eastern Zone

Bihar 69.82 N.A, N.A. 10.16 39.57 24242
Orissa 26.27 4.7 4.1 18.46 42.55 1+2°
West Bengal 54.49 N.A, N.A. 22.01 55.26 5+2°
Andaman and

Nicobar Islands N.A. 5.0 31 36.70 56.85 1
Western Zone

Guijarat 33.96 5.5 4.0 24.12 51.03 1
Maharashtra 62.69 4.3 3.7 24.74 54.48 241°°
Goa, Daman

and Diu# 1.08 33 2.4 42.38 56.40 1
Southern Zone

Andhra Pradesh 53.40 4.8 3.7 14.10 40.66 7+1°
Karnataka 37.00 4.1 2.8 20.04 47.52 5+2°
Kerala 25.40 34 3.1 62.99 70.97 17+2°
Pondicherry? .06 3.6 2.3 34.47 52.46 1
Tamil Nadu 48.30 4.2 3.0 25.07 52.81 12
Notes **  NFP services offered through informal channels.

a Union Territories.
*  NFP project discontinued.

N.A. Not available.

Table 2 Distribution of Program Effects, by Characteristics of Area, Program Approach, Number of Acceptors
Dropouts, and Unplanned Pregnancies Reported: India

Area Arca Approich Method Period of im- Number of Numter of Number of  Status of
churacteristics promoted  plementation acceptors/ dropouts unplanned  project
users pregnancies
North Zone
Delhi Urban/Rural  Extension Modified 36 months 5,752  N.A. 9 Action/Research
mucus
Aimer-Jaipur Tribal belt Exten: . Ovulation 24 months 1,042 NA. 11 Service
(Rajasthan)
Lucknow Rural hos- Extension integrated Ovulation + 12 months 3,073 NA N.A. Service

pital-based

with community
health

modified
mucus
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Area Are2 Approach Method Period of im- Number of Number of Number of  Status of
characteristics promoted  plementation acceptors/ dropouts unplanned  project
users pregnancies
Allahabad* Urban hos-  Center Ovulation  N.A. NA. NA N.A. Service
pital-based
Jhansi® Rural Extension Ovulation+ N.A. 1,255 NA, N.A. Service
modified
mucus
Central Zone
Sagar** Rural* Extension integrated Ovulation 12 months 204 N, N.A. Service
with health and
M.CH.
Ujjain** Rural* Extension integrated Ovulation 12 months 42 NA N.A. Service
with health
Khandwa** Rural® Extension integrated Ovulation 12 months NA. NA N.A. Service
with health
Jagdalpur® Rural® Extension integrated Ovulation 12 months 302 NA. 22 Service
with MCH program
Eastern Zone
Patna Urban slums  Extension develop- Simplified 36 months 13,641 7,325 517 Service
ment programs mucus
Muzaffarpur 246 villages  Extension develop- Simplified 24 months 15,401 4,368 262 Service
ment programs mucus
Daltanganj* Rural (Tribal) Integrated with Ovulation 12 months 20 NA. N.A. Service
women'’s
development
Bhogalpur® Rural Integrated with Ovulation  N.A. N.A  NA N.A. Service
health
Krishnagar Rural Extension and inte- Ovulation+ 36 months 2,869 NA. N.A. Service
grated with health  simplified
mucus
Darjeeling* Rural and Family Apostolate  Ovulation  N.A, NA. NA N.A. Service
Tribal
Jalpaiguri* Rural (Tribal) Cxtension integrated Ovulation 12 months 231 NA. NA. Service
with M.C.H.
Calcutta Rural/Urban  Extension Sympto- 7 years NA.  NA. N.A. Service/Research
thermal
Baraipur Rural Extension Ovulation 36 months 1,140 NA. NA. Service
Berhampur Rural and Extension integrated Modified 12 months 295 NA. 4 Service
Tribal with health and mucus
adult literacy
Balasore Rural and Extension and Ovulation 24 months 986 NA. N.A. Service
Tribal Development
Cuttack- Rural and Center Ovulation 12 months 115 NA N.A. Service
Bhubaneshwar  Tribal
Andaman and  Rural Integrated with Modified  N.A. 571 NA. N.A. Service
Nicobar health and M.C.H. mucus
Western Zone
Poona Urban/Hindu Extension with Ovulation 36 months 517 NA. N.A. Service
Catholic Family Apostolate
Bombay Urban/Hindu Center, extension, Modified 12 months 1,170  NA. NA. Service
Catholic Family Apostolate  mucus
Ahmednagar RuralHindu  Extension integrated Modified 12 months NA. NA N.A. Service
with health mucus
Baroda RuralHindu  Extension integrated Modified 18 months 578 24 18 Service
with health and mucus
M.CH.
South
Hyderabad WA Integrated with Ovulation 36 months 639 NA N.A. Service
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Area Area Approach Method Period of im- Number of Number of Number of  Status of
characteristics promoted  plementation acceptors/ dropouts unplanned project
users pregnancies
Cuddapah N.A. Integrated Ovulation 12 months 326 NA. N.A. Service
with women's
development
Eluru “uA. Integrated with Ovuiation 6 months NA. NA N.A. Service
development
Naigonda N.A. Integrated Modified 6 months 500 N.A. N.A. Service
with women's mucus
development
Guntur N.A. Integrated with Ovulation 24 months 366 NA. N.A. Service
health
Vijayawada NA. Family Apostolate  Ovulation/ 36 months 3,650 i A N.A. NA
and community simplified
development mucus
Vishakapatnam N.A. Integrated with Ovulation 12 months N.A.  NA N.A. NA.
health and com-
munity development
Warrangal N.A, Family Apostolate ~ Ovulation 36 months 1,623 NA N.A. N.A.
and health
Balla, y N.A. Family Apostolate ~ Ovulation 36 months 1,623 NA. NA. Service
Bangalore N.A. Family Apostolate  Ovulation 36 months 4,183 NA N.A. Service
Mysore N.A. Development Ovulation 36 months 3,849 60 4 Service
program
Karwar N.A. Family Apostolate  Ovulation 24 months 628 N.A. N.A. Service
Belgaum N.A. Family Apostolate  Ovulation 12 months N.A.  NA NA. Service
Mangaiore N.A. Family Apostolate  Ovulation 36 months 1,835 NA NA. Service
Chickmangalur N.A. Family Apostolate  Ovulation & months N.A. NA N.A. Service
Vijayapuran N.A. Family Apostolate  Ovulation 36 months 9,833 NA. N.A. Service
Calicut N.A. Integrated with Modified 30 months 4,102 148 33 Service
community health  mucus
Quilon N.A. Family Apostolate ~ Ovulation 36 months 566 N.A. N.A. Service
Verapoly NA. Faniily life services Owulation 24 months 820 N.A 12 Service
Alleppey N.A. N.A. Ovulation 36 months 195 MA N.A. Service
Tiruvalla N.A. Integrated with Ovulation 24 months NA.  NA N.A. Service
development
Trivandrum A.D. N.A, Integrated with Ovulation 36 months 4,227 NA. N.A. Service
community health
Ballery N.A. Integrated with Ovulation 6 months N.A. NA N.A. Service
tribal development
Trivandrum N.A. Integrated with Ovulation 6 months N.A.  NA N.A. Service
M.C.H. program
Emakulam N.A. Family Apostolate/ Ovulation + 24 months 1,987 217 Nil Service
women's develop- modified
ment and health mucus
Trichur N.A. Family Apostolate  Ovulation + 36 months 4,102 1,813 73 Service
and health modified
mucus
Changanacherry N.A. Family Apostolate  Ovulation 36 months 1,430 MA N.A. N.A.
Tellicherry* N.A. Integrated develop- Ovulation + 12 months 250 N.aA Nil N.A.
ment and health modified
mucus
Palaj N.A. Integrated with Ovulation+ 36 months 2,700 N.A Nil N.A.
community health  modified
mucus
Kothamangalam N.A. Family Apostolate  Ovulation  «. ...onths 725 N.A. N.A. N.A.
Palaghat N.A. Integrated with Ovulation + 24 months 2,326 NA. N.A. N.A.
development modified
mucus
Kanjirapally N.A, Family Apostolate  Owvulation 24 mow.™s 956 36 5 NA.
Irinjalakuda N.A. Family Apostolate  Cvulation 24 months 2,347 N.A. N.A. N.A.
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Arez Area Approach Method = Period of im- Number of Number of Number of  Status of

characteristics promoted  plementation acceptors/ dropouts unplanned  project
users pregnancies
Goa Urban/Rural  Integrated with Ovulation 36 months 318 NA. N.A. Service
family life services
Madras* Urban Integrated with Ovulation 36 months 630 NA. N.A. Service/Research
family life services
Salem* Urban/Rural  Integrated with Ovulation 24 months 1,090 NA. N.A. Service

family life services
+ extension

Coimbatore* Urban/Rural  Integrated with Ovulation 24 months 1,372 N.A. N.A. Service
family life services
+ extension

Tiruchinapalli® Urban/Rural  Integrated with Ovulation 24 months 1,727 NA. N.A, Service

family life services
+ extension

Thanjavur® Urban/Rural  Integrated with Ovulation 36 months 943+ 20 I Service
family life services 455°
+ extension

Ootacamund®  Urban/Rural  Integrated with Ovulation 24 months 953 N.A. N.A. Service
family life services
+ extension

Madurai® Urban/Rural  Integrated with Ovulation 24 months 1,882 N.A NA, N.A,

family life services
+ extension

Tuticorin Urban/Rurai  Integrated with Ovulation 36 months 2,973 NA. N.A. Service
family life services
+ extension

Palyamkottai*  Urban/Rural  Integrated with Ovulation 24 months 1,097 NA, N.A. Service
family life services
+ extension

Kottar® Urban/Rural  Integrated with Ovulation 24 months 3,951  NA N.A. Service
family life services
+ extension

Kumbakonam  Urban/Rural  Integrated with Ovulation 24 months 3,255 NA. N.A. Service
family life services
+ extension

Vellore® Urban/Rwal  Integrated with Ovulation 36 months 953+ 18 N.A. Service
family life services 120°
+ extension

Pondicherry Rurat Extension integrated Ovulation 24 months 240 N.A, N.A. Service
with community
development

Total Number of acceptors—126,941; number of recor-‘ed dropouts—14,029
*Sources: Family Planning Programme in India—IGSSS. Report of the Projects Presented to the Natural Family
Planning Association of India.
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Australio
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The Ovulation Method Research and
Reference Centre of Australia operates a
Family Life Centre which serves the family
through natural family planning, marriage
counseling, educational programs on
human sexuality in secondary schools,
marriage preparation courses, collabora-
tive research in reproductive biology, and
the publication of a quarterly bulletin.

Throughout Austraiia there are 110 affili-
ated centers which teach natural family
planning, staffed by accredited tcachers
who have received a broad training in
natural family planning and who offer the
ovulation method as the primary method
for routine instruction. Fosty-five of the
Australian centers are located in the state of
Victoria and are grouped as the Natural
Family Planning Council of Victoria;
twenty-one of the centers are located in the
metropolitan area of Mclbourne. One sub-
committee of the Council is working to
provide information for various ethnic
groups, and teaching literature is provided
in various languages including Chinese,
French, Greek, Italian, Polish, Spanish, and
Vietnamese. Information about the ovula-
tion method is also available in Braille. A
large consultation service is provided by
telephone and correspondence.

In the provision of natural family plan-
ning, the education of teachers is a matter
of primary concern. This involves an annual
conference with an intensive teacher-
training prograni, various in-service train-
ing seminars, supervised by an educational
subcommittee which provides coordina-
tor-supervisors for the various centers. The
teachers’ educational program comprises
not only technical instruction but also a
study of the ideals which motivate people
10 use natural family planning, including
respect for the human person, responsible
parenthood, and the sense of mutual love
with self-commitment. Trainee teachers
are usually invited to enter the training

courses from among the couples who are
successfully using natural family planning
in their own married life, and the training is
based upon an apprenticeship within a
center for six months to one year, during
which the formal seminars and confer-
ences are attended.

A marriage counseling service is con-
ducted from the headquarters center
where medical consultation and spiritual
advice may also be obtained. The medical
consultations include the investigation, by
an expert natural family planning teacher,
of all pregnancy cycles. A marriage prep-
aration course is provided each month and
concentrates on the establishment of emo-
tional harmony in marriage, with emphasis
upon the responsibilities accepted by the
husband and wife in making their commit-
ment to each other. The sources of some
difficulties in making the necessary ad-
justments to married life are described and
become the subjects for consideration in
workshops. Information is provided about
fertility regulation by natural family plan-
ning, as well as the traditional Christian
philosophy of conjugal love and family life.

The School Program has been directed
to year 11 and year 12 students. The full
program includes six sessions, the first
being an information night for parents,
followed by five sessions each of about
one and a half hours duration, usually one
session per week in successive weeks. The
information night is intended to encourage
parents to accept their responsibility to
question what their children are being
taught in the field of sex education, to
educate the parents and give them useful
terminology, and in particular to help
establish dialogue between the parents and
their children which is likely to be initiated
by the remaiuder of the program, if it does
not already exist. The School Program has
the general title ‘‘Christian Sexuality:
Creative Love.”

In all of the sessions within the schools,
time is allowed for discussion within small
groups and the answering of questions. In-
struction is assisted by various visual alds
including films, such as ‘“The First Days of
Life.”” During 1983 the School Program
was presented in 21 Melbourne rchools
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aitogether, at some of which the number of
students was so large that the program was
presented twice. Fifty-nine trained volun-
teer teachers assisted; the total number of
parents who attended was 864, and the
total number of students was 2,607. In ad-
dition programs of one or two sessions
were given by 20 teachers in 13 schools,
with an attendance of 152 parents and 362

students.
The teachers involved in the School Pro-

gram are additional to those who work in
the natural family planning centers. They
have a separate training couise of five ses-
sions which maintains a high standard of
teaching and a continuing supply of

teachers.
The collaborative research program with

Professor J.B. Brown of the Royal
Women’s Hospital, University of Mel-
bourne, and Professor Henry Burger,
Prince Henry’s Hospital, Monash Univer-
sity, Melbourne, which began in 1962, is
continuing, and has involved the hormonal
monitoring of several hundreds of women
with various physiological and pathologi-
cal conditions of the reproductive system.
In 1983 the program was expanded when

Professor Erik Odeblad of the Department
of Bio-Physics, Umea University, Sweden,
visited Melbourne in order to establish cor-
relations between women's observations
made after instruction in the ovulation
method, the hormonal parameters and the
biophysical properties of mucus formed by
the cervix during the cycle. It is intended
that this project will be continued through-
out the next year.

Many of the teachers have been involved
in promotional activities, lectures to
medical associations, trainee nurses, nurs-
ing mothers, and various civic groups. A
presentation of the scientific work on
which the guidelines of the ovulation
method are based was prepared and
formed a segment of a very successful
television documentary ‘‘Breakthroughs.”
Visits by experienced teachers were made
to rural areas and other states in Australia,
and during the year eight accredited
teachers shared teaching visits to 18 over-
seas countries altogether, in response to re-
quests for assistance to establish or expand
existing natural family planning programs
using the ovulation method.

Bangladesh

The natural family planning program in
Bangladesh was begun by a registered
nurse/midwife in the latter part of 1976.
She had received her training in the ovula-
tion method from Dr. C. B. Haliburton of
Tamil Nadu, India. At present, in addition
to the founder/director, the staff includes a
program administrator, three field super-
visors, two full-time teachers and part-time
teachers numbering 13 married couples
and 42 individual women or men. Semi-
nars in the ovulation method and teacher
training workshops have been held at the
program center or at the Caritas Semirnar
Hall in Dacca, as well as in the various
villages where interest has been shown.

Through individual instruction and group
workshops, individuals and couples are
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taught the signs and symptoms of fertility
and the way to time their sexual activities
to avoid conception. By rneans of simple
instructions, even illiterate women and
men in Bangladesh have already learned to
follow this method successfully. If indi-
viduals or couples who have used the
method themselves desire to teach it to
others, they are required to attend teacher
training seminars at which the anatomy
and physiology of fertility and reproduc-
tion are taught in detail. At the end of such
seminars, the individual’'s knowledge and
comprehension of the specific details, as
well as the application of principles to real
life situations, are tested. After basic train-
ing, a teacher begins to instruct fellow
villagers in the ovulation method and
begins to keep records on users. These
records are periodically checked by a
supervisor to pick up possible errors in in-
terpretation of physical signs, or in the



record keeping itself. Teachers receive on-
going education at workshops which are
held once or twice a year either in Dacca or
at some other central location.

Full-time teachers and supervisors
receive monthly salaries, and part-time
teachers are paid for their services in pro-
portion to the number of clients they
follow (10 Bangladesh Taka per month per
active client). Young men and women in
high schools, colleges and in premarriage
sessions are also instructed in fertility
awareness and natural family planning,.

Various forms of the communications
media are being employed to make the
ovulation method better known and ac-
cepted as a legitimate and highly effective
method of family planning. But our best
public relations is done by couples who for
years i'ave used the method successfully.
In fact, the major part of our promotional
work is done through personal contacts
and one-to-one teaching and motivation.
However, informational and instructional
booklets and pamphlets have been written
in Bengali and are available from program
teachers. A monthly newsletter is sent out
from the center to teachers and other
interested parties.

The aims and objectives of the program
are to cooperate with the government'’s ef-
forts to control population growth through
education in NFP; to provide education in
responsible parenthood to premarriage
and married couples; to motivate members
of all classes and creeds to accept periodic
abstinence as a means to avoid pregnancy;
to offer natural methods as an alten.ative to
women who discontinue other methods
and to disseminate information on NFP
through the media; and to promote a
respect for life and fertility as a gift.

In addition to the national center in
Dacca there are subcenters in the following
districts: Jamalpur, Mymensingh, Kushtia,
Khulna, Barisal, Noakhali, Pabna, Rajshahi,
and Rangpur. The majority of the subcen-
ters date from 1980. They are usually
located at dispensaries conducted by other
Catholic groups. The NFP teachers are
available for consultation and keep their
records at these locations. The majority of
contacts, however, are made through

home visits in the villages. Three teachers
are Muslim and two are Hindu. Additional
Muslim and Hindu women are being re-
cruited as teachers for their villages.

At present there are 985 couples (260 of
whom are considered autonomous) using
the ovulation method to limit or plan their
families. It is difficult to claim any substan-
tial impact for the program. It is still a very
small undertaking in comparison to the
total needs of Bangladesh Nevertheless we
are encouraged by the growing interest in
the method among people of all classes and
religious groups and the support of
wotXkers in other voluntary agencies.

In a country with such a low rate of eco-
nomic development, few people can afford
to volunteer the’ * time and energy to teach
NFP. A system oi rcnuneration according
to the number of clients has been worked
out for part-time teachers. Communication
and transportation are particular dif-
ficulties. Follow-up often requires hours of
visiting house to house, walking from one
village to another. Since this makes on-
going supervision of clients and new
teachers difficult, ernphasis will be placed
as much as possible on regionalization.

Long-range plans include the establish-
ment of a National Natural Family Planning
Association with representation from each
of the regional areas which could generally
be referred to as Dinajpur, Khulna, Barisal,
Mymensingh, and Chittagong, in addition
to Dacca. Teachers and supervisors in all
these areas will have been trained by the
program’s founder/director, Sister M.
Imelda, so that a standardized system for
teaching, data collection, and reporting
will be possible.

Because of the 1..ed for cooperation be-
tween husband and wife, it is preferred
that couples learn the ovulation method to-
gether. In areas where women and men
prefer to come together in separate groups
for instruction, that is arranged. In our
teacher training courses we ask as far as
possible for husbands and wives to receive
training and work together in their villages.

In a survey of 448 clients of 16 teachers,
it was found that 66 percent were literate
and 66 percent Christian. Muslims ac-
counted for 27 percent. Nearly 80 percent
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lived in rural areas. Just over 60 percent
were in the age group 21 to 30 years. Seven
percent wanted to achieve pregnancy, 52
percent to space, and 41 percent to limit

their families.
The cost to clients for using the ovula-

tion method is very little. Most village peo-
ple do not purchase the booklet which
costs only Taka 2.00. The charts are pro-
vided free of charge. Expenses for two- and

three-day seminars at a parish or village
school are covercd by the parish or our
progiam.

We fecl that a good beginning has been
made. We wish both to help Bangladeshis
appreciate the need for responsible parent-
hood and present a progian which com-
municates a value for life and the dignity of
the individual.

Calcutta

Mother Teresa

This summary describes the NFP pro-
gram of Mother Teresa’'s Missionarics of
Charity in and around Calcutta. The pro-
gram actually oegan in 1971, although
some base line activities had been initiated
as early as 1967. The objective of the NFP
program was to impart a sense of human
dignity to the couple through the ex-
perience of a deep oneness in a free rela-
tionship that would radiate love, peace,
and joy in the family.
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The genesis of the program can be traced
back to Mawritius in 1963 with the creation
of I'Action Familiale of Mauritius. Sister
Paulette joined I'Action Familiale in 1964,
She took a keen interest in all aspects of
NFP, recceiving her training from  Drs.
Frangois and Mich¢le Guy and other
members of the team. Sister Paulette left
Mauritius in 1967 and joined the Mis-
sionarics of Charity under Mother Teresa
the same year. Thus the nucleus was set for
the propagation of the method in the
Calcutta stums.

With the approval of Mother Teresa and
her active interest and enthusiasm, Sister
Paulette oraanized the program. It took
almost a year for her to fully implement her
plans. The target population in the pro-
gram included a total of 120 urban and
rural centers in and around Calcutta. In-
itially, 699 couples were included in the
program in 1971, which over the years in-
creased to 43,293 in 1982,

The minimum age of women was 16
years. About 70 percent were between 20
and 29 years of age, whereas 50 percent of
the male partners were aged 30-39 years.
The population consisted of Hindus, Mus-
lims, and Christians. Their proportions
varied from year to year. The final distribu-
tion by religious affiliation at the end of
1982 was 26,158 Hindus (60.4 perec:nt),
10,223 Muslims (23.6 pereent), and 6,912
Christiuns (16.0 percent). Seventy percent
of the females and 15 percent of the males
had no formal schooling; 26 percent of the
females and 79 percent of the males had
only two years or less of schooling.
Twenty-six percent of the couples had two
children and 25 percent had three at the



time of enrollment. Eighty percent of the
women were housewives by occupation.

Sister Paulette trained the sisters and ar-
ranged for their famnily visits, They initially
decided to implement the sympto-thermal
method of NFP. The thermometer was
used for recording the basal body tempera-
ture of the women. The Catholic Marriage
Advisory Council (CMAC) in England sup-
plicd thermometers and  literature  and
other materials in the English language. In
1973, the Gandhian Institute of studies at
Varanasi, India, led by Dr. Amritananda
Das did excellent work in the sympto-
thermal method of NFP. They highlighted
its virtue and appropriate place in the
Indian context as a way of life according to
Gandhian philosophy. During the three-
year period between 1967 and 1970 Sister
Paulette, along with her trained sisters and
educators, was able to develop a great deal
of sympathetic cooperation and involve-
ment with the members of different fami-
lics. Couples were motivated to adopt the
method and followed it conscientiously.

The Sisters of the Missionaries of Charity
were (rained in the sympto-thermal
method and were instructed on techniques
of educating couples. The sisters and edu-
cators visited the couples once a week and
taught them the methods to be followed.

In order to achieve cooperation from the
poor couples, some services had te be
rendered. These included check-ups and
treatment for minor ailments of family
members and care for pregnant mothers,
newborn infants, and children, NFP has
become a work within the framework of
the constitution of the Missionaries of
Charity, which has proved useful for the
success of the program.

Funds for implementation were pro-
vided entircly by the Missionaries of Char-
ity. In 1975 the expenses amounted to
Rs84,324.00.

The couples (both husband and wife)
were trained by the educators in simple
terms in the local language. They were lso
taught to record the basal body temperi-
ture by placing the thermometer (supplied
to them against a payment of approximately
US$.30) under the tongue before getting
out of bed every morning from the first day

of the period. If necessary the husband or
the educators assisted in the proper record-
ing of the temperature on a piece of paper.
These were brought to the local centers
weekly for check-up and records. The
couples were instructed to abstain from
sex until three days after the thermal shift,
For reasons of simplicity, the sympto-
thermal method was abandoned for the
modified Billings (OM) method in 1978,
The modification used was abstinence in
the entire pre-ovulatory phase.

During the initial *‘unregistered” phase,
it was observed whether the couples were
able ro follow the method properly and dif-
ferentiate the fertile from the nonfertile
phases. Only when they were able to do
this were they permitted to enter the
“registered’’ category.

The couples were divided into three
catcgories. The new couples were con-
sidered unregistered until they had com-
pleted four months of training. After that
they were categorized as r gistered if they
were able and willing to follow the
method. After the couple had used the
method successfullv for three years, they
were considered autonomous and they did
not riced o visit the centers in the slum
areas for a check-up unless they had prob-
lems. They received a certificate recog-
nized by the state govzrnment exempting
them from the government sterilization
program. They were well trained to look
after themselves and follow the method in
the correct way.,

A group of educators was selected from
these autonomous couples who in turn
trained couples among the neighboring
population, checking and reporting any
pregnancies among them. While working
as educators they received Rs200 per
month. About five percent of these
educators dropped out mainly because of
illness. The educators are supervised by
the Missionary of Charity Sisters. In 1982 a
total of 110 educators recruited from
among the ‘“‘autonomous’ couples were
working in the program. Thus a little less
than one percent of the autonornous
couples became educators. The educa-
tional component of the method reportedly
worked well.
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Kored

The ovulation method (OM) was first
taught in the pastoral care center of St.
Columban Hospital in Mokpv, a small town
on the south coast. We had limited
materials, no experience, and no money.
Our teaching was monitored by Drs. John
and Lyn Billings by mail from their
research center in Australia.

In 1974 Bishop Stewart established NFP
centers in all Catholic hospitals, clinics, and
parishes in his diocese of Chunchon.
Clients were mainly from rural and
working-class families. There was a great
demand for services. In May 1975 the
Catholic Hospitals Association with
representatives from all the dioceses met in
Seoul to launch the Korea Happy Family
Movement (KHFM) as a national organiza-
tion. Centers were established in all
Catholic hospitals and clinics throughout
the country. The centers in each diocese
had a pricst-director and a qualified NFP
couple. The coordinating office is situated
in the Catholic Medical College in Seoul.

The goal of the KHFM is to make NFP
available to every couple in Korea and to
teach fertility awareness to young people
as a holistic approach to human develop-
ment. Couples are helped to grow in love
and understanding, mutual sharing, and
forgiveness. Mother and child care, pre-
ventive medicine, and counseling are com-
ponents of the KHFM, especially in hospital
and clinic-based programs. In rural areas
the parish-based teacher makes many refer-
rals for diseases detected in the early stages.

The total budgc: for 1980-82 was as
follows:

Total Overseas Diocese
Budget Funding Self-Support
1980 WG67,400,000 W18,080,000 W49,320,000
1981 W77,250,000 W28,570,000 W48,680,000
1982 WG64,810,000 W18,000,000 W406,810,000

Major expenses nre salaries, printed
materials, and workshops.

In 1978 Korea was one of six countries
in the evaluation of the WHO Family Fer-
tility Education Resource Package. The
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sympto-thermal method was introduced
into four centers ¢t that time.

There are 194 teachers working in 77
centers. Half are salaried, 20 percent
receive a part-time salary, and the re-
mainder are volunteers. A national two-day
live-in seminar is held every vyear for
teachers. It usually covers the spiritual,
psychological, and scientific aspects of
family life.

Dioceses conduct their own teacher
training workshops with help from the
coordinating office in Seoul. The format is
usually an afterncon seminar one day a
week for six weeks, with consultation and
supervision on a follow-up basis for one to
two years. The main requirement for
teacher training is that the candidate be an
experienced user. Normally we require
teachers to be Catholic, but we alsy have
Protestant and Buddhist teachers who ac-
cept our philosophy. All teachers are first
instructed in the OM and then the ST
method. Four centers teach ST and the re-
maining 73 teach OM. We use the like-to-
like system: factory workers teach factory
workers and so forth. Nurses and school
teachers want more sophisticated instruc-
tion. Most of the teachers are high school
graduates, a few are college graduates, and
some are registered nurses.

Statistics 1980-82

1980 1981  19<.

Number of couples who

learned NFP 8,619 9,374 9,619
Surveyed 6,678 5,688 6,725
Not surveyed 1,941 3,686 2,894
Satisfied with

practicing NFP 4,816 4,544 4,827
Reverted to other methods

and/or gave up NFP 1,535 796 1,553
Husband abroad in a

foreign country 150
Pregnancy 227 248 95

The number of pregnancies dropped
from 248 to 95 during the nine moriths of
1982, We found we needed to concentrate
on teaching OM during breast-feeding.
There is a marked difference in the con-
fidence of women when the couple learn
the method iogether compared with that
of young women who learned the method
in a female group before marriage. Approx-
imately 50 percent of clients are Catholic;



the rest are of another Christian denomina-
tion, Buddhist, or of no religion. They are
usually young couples with one child.

We introduce fertility awareness in high
schools, colleges, and universities through-
out the country on a twice-yearly basis.
NEFP is part of the curriculum for medical
and nursing students of the Catholic
Medical College in Seoul. Female students
chart their own cycles. Five nursing col-
leges have our nrogram as part of the cur-
riculum for public heaith.

Each diocese is accountable for the over-

all administration of its program. Teachers
and centers are visited on a regular basis by
the national coordinator. An annual survey
of the work of each diocese with a progress
report is taken every year. A quarterly
newsletter is circulated throughout the
country. It costs US$10-15 for a client to
become autonomous.

We consider the Church-related struc-
ture of the program a big help in promoting
KHFM. Our greatest needs are financial and
material resources. We would like to see
imore biomedical and psychosocial research.

Pakistan

Following visits of Drs. John and Evelyn
Billings to Karachi and Lahore in 1974, Fr.
Luke Turon, M.D., acted as a contact for
those interested in NFP. Two doctors, one
in Faisalabad and one in Sarghoda, began
teaching the method in ~ddition to several
religious sisters working in rural dispen-
saries. In 1977 the Bishops’ Conference of
Pakistan approved a grant from Caritas
Pakistan for Rs25,000 to promote NFP,

In 1978 a religious sister and a Muslim
working in a government hospital in
Lahore attended a workshop on the ovula-
tion method (OM) in Australia. Sr, Elizabeth
Ann Yates began teaching couples in north
Pakistan and opened an NFP clinic in St.
Raphaei’s Hospital, Faisalabad. Dr. Saad
Rana gave lectures to medical and nursing
students and published an OM instruction
sheet in Urdu.

In 1980 Misereor gave a three-year grant
of Rs39,000 per year with which office
equipment and audiovisual materials were
purchased. In September 1981 Dr. Hanna

Klaus ran a workshop in Karachi and
evaluated some of the teachers. An NFP

clinic was set up at Holy Family Hospital in

Karachi.

The majority of village clierts for NFP
are from the lower economic group and
are Christians; In the cities many clients
come from the middle class, and in
Faisalabad the majority are Muslim women.
Husbands only rarely come for instruction.

The goal of the program is to teach NFP
to groups of married couples who can sup-
port one another and ‘pread NFP use to
society. The ovulation method is taught
almost exclusively. Only in Karachi is there
regular training and evaluation of teachers,
Few statistics i.:ve been collected. The
centers are all independent in funding and
setting objectives. Some help is given by
supplying literature, but no reports are re-
quired.

Many cultural attitudes in Pakistan
militate against any tvpe of family plan-
ning. Added to this are the objections that
NFP requires periods of abstinence and
better communication between husband
and wife. More research needs to be done
into the psychosocial aspects of the
culture, especially the joint family system
and its relation to NFP.
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Europe is the area of the world with the
oldest NFP tradition. It was here in the
mid-1930s that the temperature method
was first introduced as a significant ad-
vance over calendar rhythm.

The natural family planning services
associated with the Catholic Marriage Ad-
visory Council in England and the Centre
de Liaison des Equipes de Recherche in
France became significant models for
family life promotion NFP programs. In the
mid-1960s essential elements of their
organization and scrvices were dissemi-
nated throughout the French- and English-
speaking world. These are also the groups
whose experience in NFP teaching has
been most extensively analyzed. Together
with the experienced younger NFP pro-
grams from the developing world, they
made a major contribution to the WHO
Family Fertility Education and Resource
Package of the mid-1970s.

The combination of volunteer NFP
teachers with a strong centraiized national
leadership is best illustrated in both the
French and Irish national programs. Both
eventually obtained government subsidies,
especially for training. The oldest pro-
grams of France, England, and Ireland also
illustrate the importance of complemer.-
tary family life services. They provide such
services, in addition to NFD, s marriage
enrichment, marriage counsciing, marriage
preparation, family life education, and sex
education in the schools. As in the other
zones we can foresee significant progress
over the next few years as regional ol
laboration and coordination of training and
service standards are improved.,



Drs. Jean and Frangoise Mutricy

Centre de Licison
des Equipes de Rechercne

JEAN MUTRICY

Jean Mutricy, M.D., former president of
CLER (1970-80) and current vice-presi-
dent of CLER responsible for interna-
tional relations; practicing surgeon;

delegate of CLER, Paris, France

France, a country in western Europe located
between the Atlantic Ocean and the Mediter-
ranean Sea, occupies about 546,000 square
kilometers and has a population of 54 million
persons. Its crude birth rate is 15 per thousand,
and its crude death rate is 10 per thousand.
The annual rate of natural increase, 0.5 per-
cent, implies a slow doubling time—it would
take 151 years for the population to double at
current rates. A projection to the year 2000,
also at current rates, shows a population of
56.7 million. The population density of
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France is just under a bundred persons per
square kilometer, and a lii..e more than three-
quarters (78 percent) of the peopie live in
urban areas.

Twenty-three percent of the population is
under the age of 15, and a relatively bigh pro-
vortion (17.5 percent) is 60 or over. The life
expectancy of 74 years shows a differential be-
tween males and females of about seven and a
balf years. Males can expect to iive 70.6 yedrs,
whercas females bave a life expectancy at
birth of 78.1 years. The infant mortality rate



ts 10 deatbs per 1,000 live births.

The population is a mixture of European
and Mediterranean groups. The ojficial
language of the country is French, altbough
some minorities (Basques and Alsatian Ger-
mans, for example) speck their own languages.
Most of the French population are Roman
Catholics.

Per capita gross national product in 191
was $12,130. The per capita income estimate
Sor 1980 was $8,980.

The French government'’s position on family
planning is officially a pronatalist one, but
Jamily planning services are widely available.
The World Fertility Survey conducted in
France found that 79 percent of married
women of reproductive ages (20 to 44) were
using contraception in 1978.

Centre de Liaison des Equipes de Re-
cherche (CLER) was founa. ~ in 1961 to
recruit working teams of couples, physi-
cians, and priests dedicated to the cause of
natural family planning. At an early stage
of development, CLER expanded its ac-
Huvities to marriage counseling and to
education on emotional growth and sexu-
ality for youth. Contacts weve developed
with numerous foreign programs, and
couples from CLER participated actively
In the International Fairfield Study (USA).
CLER also participated in prepa:utory
meetings for the foundation of the IFFLP
and sent its delegates to attend the IFFLP's
congresses in Cali and Dublin,

CLER is a recognized pubiic associa-
tion. Its national secretariat in Pxris coor-
dinates the work of its local te.us, who
work in 76 departments (provinices) in
France. CLER edits ¢ magazine aund pub-
lishes teaching materials designed for
instructors and conjugal counselors.
Training of personnel consists of an offi-
cial training program conducted during
eight consecutive days. In spite of the diffi-
culties encountered because of the avail-
ability of artificial contraception, CLER
bas continued to believe in the promising
Sfuture of natural family planning and bas
organized a session on continuing educa-
tion for instructors in this field.

Growth and Development

CLER was created in June 1961 as a
result of a national meeting of the Centers
for Marriage Preparation on the theme of
family planning. Teams of couples, physi-
cians, and priests, independently working
on natural family planning, decidec to con-
solidate their efforts and to create a
national secretariat, which was called
“Centre de Liaison des Equipes de Re-
cherche” (CLER), or Coordination Center
for Research Teams. Its founders were Drs.
Charles and Elisabeth Rendu, Drs. Francois
and Michele Guy, Father de Lestapis, and
Father d’'Heilly.

In July 1961 a liaison bulletin began
publication. Initially called ‘‘Fiches
Documentaires du CLER,” this bulletin
eventually became the magazine Amour et
Famille (Love and Family). In April 1962
CLER was officially granted its legal status
according to the Journal Officiel as an in-
stitutional organization under the Law of
1901. The following year, the Catholic
Episcopal Conference of France linked
CLER to its Family Life Department.

By 1963, 53 of 90 departments had one
or several teams of CLER. Their objective
was to assist couples who had problems
with family planning. This help was pro-
vided by trained couple instructors and is
known as ‘‘coupie-to-couple assistance."”
In the same year, a program of natural fam-
ily planning was initiated in Mauritivs, and
Drs. Francois and Michéle Guy participated
in the creation of I'Action Familiale of
Mauritius. Even at that early date, groups
and individuals from numerous foreign
countries had already been in touch with
CLER. In 1965, 400 members of CLER
responded to a survey from the Pontifical
Commission working on artificial contra-
ception issues. In 1966, CLER experienced
a crisis as some of its members expressed a
desire to have a more flexible movement in
a non-Christian setting. They withdrew
from CLER and formed another associa-
tion—*Couple et Famille.” CLER then had
to train riew teams and start again, during
the difficult time when the popularity of
chemical contraception was growing,.

In 1967 Dr. Charles Rendu published a
book based on the experience of the
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member couples of CLER. The ti*le was
L'Eglise Nous a-t-elle Trompes? (Has the
Church Misguided Us?). The promulgation
of the papal encyclical Humanae Vitae
clarified the problem posed by the issue of
contraception, but it disappointed the
great majority of the French people and it
was not received as CLER would have
wished it to be. Most French couples sided
with the ideas of contraception, aad the ac-
tion ¢f CLER, which contradicted this
noticn, was perceived as outdated. In spite
of this opinion, CLER remained active and
continues to work in the three areas of
natural family planning, marriage and
counseling, and education of youth in
sexuality and love. In fact, it seemed im-
possible to separate family planning from
education about love.

In 1969 the first eight-day training ses-
sion1 was held at the Foyer de Charité de la
Part Dieu at Poissy, a retreat center outside
Paris. The following year, on the occasion
of Dr. Claude Lanctdt’s visit to Poissy, the
idea was born to create an international
federation to unite the various associations
in a2 number of countries who aspired to
work on natural farnily planning and family
life education. At this time also, more than
300 couples of CLER participated in the
International Fairfield Study (USA) on
natural family planning. The idea of
creating an international federation -vas
restudied at Cali in 1972, and finally the In-
ternational Federation for Family Life Pro-
motion (IFFLP) was founded officially in
Washington, D.C., two years later.

During this time in France, the pro-
aborticn campaign was at its peak. Even
though CLER and other associations made
all possible efforts to enlighten the public,
a law permitting abortion was passed in
1975. Public opinion continued to be very
favorable toward conraception, and the ac-
tivities of CLER seemed marginal.

Meanwhile, CLER improved its pro-
grams on training, and the sessions at
Poissy had more and more influence on
participants. Even though natural family
planning did not seem to interest the
majority of the public, CLER continued to
train instructors to be well versed in the
methods of self-observation of the female
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cycle (NFP). The objectives established by
its founders were not abandoned. In 1977
a delegation representing CLER and led by
the Rendus paticipated in IFFLP's First
International Congress in Cali. Three years
later, CLER participated in the Second
International Congress of IFFLP in Dublin
and sent a representative delegation to the
Bishops’ Synod on the Family in Rome.

At this time a certain disenchantment
with the use of artificial contraception and
a renewed interest in natural family plan-
ning began to be felt in France. CLER inten-
sified its instructors’ training programs and
renewed with real success its public
meetings on creating awareness of the use
of the methods of self-observation of the
female cycle.

Throughout these years, CLER has con-
tinued tu undertake the training of mar-
riage counselors and of teachers for the
education of youth on sexuality and love.
This approach toward the young has been
very successful since its official introduc-
tion. The members of CLER trained in this
area have spent many hours in information
sessions. They continue to meet with
groups of young people (18,500 altogether
in 1982). The samc year CLER’s counselors
and instructors met with some 70,000
adults.

The founders of CLER decided that they
would create a ‘“‘coordinaticn center for
research teams.” The ‘imprecision of this
title has been providential, because it has
not limited CLER'’s scope of research activi-
ties to family planning. Interest has been
extended to many other domains dealing
with family life, ensuring thereby a truly
comprehensive family life promotion
approach.

It is difficult to determine precise figures
on natural family planning users because
the statistics are prepared for the ministry,
which does nct require details on this ac-
tivity. We can estimate a percentage of new
natural family planning users at approxi-
mately two-thirds of the total. With respect
to its administration, CLER is a nonprofit
organization, functioning in agreement
with the French Law of 1901. It is govern-
ed by a beard of directors composed of 15
members elected by its general assembly.



This board designates a body consisting of
the president, three vice-presidents, the
secretary, 2nd the treasurer. CLER's head-
quarters are in Paris, where the national
secretariat of the association is located.
France is divided into regions under the
responsibiliy of regional coordinators
who supervise the activities of the local
teams in collaboration with the national
secretariat,

Training and Service

The local teams are the basic work units,
Under the direction of team coordinators,
their members are assigned to the various
activities of CLER. The national working
groups {called commissions) meet in Paris.
One of them is in charge of the publication
of the monthly magazine Amour et Famille,
This magazine has presently some 3,000
subscribers, and more than 26,000 copies
were sold to the public in 1982. Through
this publication CLER reaches an audience
larger than just its members. Another com-
mission is in charge of research on sexology
and on medical ethics. Another coor-
dinates activities on research in natural
family planning and takes part in the prep-
aration of technical documents. The Youth
Commission is in charge of the training of
more specialized teachers for education in
sexuality and love. Another commission
coordinates all of CLER's trainers to ini-
prove its various educational programs.

CLER's trainers must be effective a1 three
levels: (1) that of “‘know how" —for exam-
ple, the running of meetings, speaking in
public, and training people to listen;
(2)that of general knowledge, such as
anatomy, physiology of human reproduc-
tion, psychology, and sociology; and
(3) that of personality development, by par-
ticipation in studies and discussion groups,
group dynamics, and psycho-dramatics.

For the last 10 years, CLER has been of-
ficially recognized by the Ministry of
Health as a training organization. Its pro-
grams conform to the stipulations of the
ministry and address specific issues, par-
ticularly the teaching of a Christian vision
of sexuality.

In agreement with the ministry’s regula-
tions, there are two types of training: a

course 6. 20 hours for instructors charged
with giving family planning information to
adults and young persons; and a longer
course of 400 hours for the training of mar-
riage counselors.

The training sessions usually last eight
days at Poissy, with additional weekend
sessions on such techniques as how to con-
duct meetings. Knowledge is tested by
written and oral examinations, including
NFP (sympto-thermal) chart interpretation.
A certificate is granted only after the candi-
date has passed an assessment on psycho-
logical aptitude. The short-term training
requires at least a year and often 18 months.,

The training program for the other level
of marriage counseling offers three ses-
sions at Poissy and weekend sessions on
listening techniques. This training is very
much oriented toward the psychology of
relationships and to helping in personality
developrricat. This extensive training pro-
gram consists of 400 hours of theoretical
courses. It is often spread out over a period
of three years or more. This is considered
indispensable for the psychological devel-
opment of the cas.didate marriage coun-
selor. As for the NFKP teacher training
programs, theie are also continuing tests
on knowledge and interviews on psycho-
logical aptitude. Continuing education ses-
sions for instructors and counselors are
provided and organized within the training
sessions at Poissy.

Evaluation

The number of marriage counselors at
CLER is stable at around 320, which means
that the newly trained personnel replace
those who depart. As for NFP teachers,
their ~umber increased from 291 in 1980
to 350 in 1982. It is not possible, at present,
to provide exact figures on the caseloads or
clientele characteristics of natural family
planning teachers, but we must underline
the renewed interest that the French public
has manifested toward it.

One of CLER’s physician members, Dr.
René Ecochard, has proposed to dedicate
his complete sabbatical year to the upgrad-
ing and continued education of couple in-
structors in natural family planning. This
proposal, presented in September 1983,
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has received an immediate and over-
whelming response, with more than 250
requests received over a short time. The
enrollment costs to finance expenses for
this program are practically covered at this
date. This program on the further improve-
ment of the NFP teachers will include a
small section on theory and a major section
on chart interpretation for both the cer-
vical mucus and the sympto-thermal
methods. This experience is too recent to
have any results available, but its existence
is in itself proof of a change in the public
opinion.

The area of publicity is left to the
initiative of local teams.

Recognized as a public association, a
member of the Superior Council for Infor-
mation and Education on Sexuality, as well
as officially recognized by the Ministry of
Health as a training institution, CLER
receives a subsidy for administrative costs.
Jts other sources of income are member-
ship dues, contributions, the participation
of its members, and, for its training pro-
gram costs, enrollment fees and a subsidy
from the Caisse National d’Allocation
Familiale. The budget of the national
secretariat of CLER was F1,165,000 in 1980
and reached F1,630,000 in 1982. To this
figure one can add the budgets of the local
teams. It must be noted that the subsidies
of the government continue to represent
an important part of the resources of the
organization and that it would be most
desirable to develop additional sources of
financial support.

Accomplishments

As one tries to determine what has been
of greatest importance to CLER in the past
years, one thinks immediately of the funda-
mental role played by its training sessions

at Poissy. These eight consecutive days of
intensive training twice a year, in July and
in Septeniber, bring together each time 180
persons at six levels of training, Among
these persons we have always had partici-
pants from foreign countries. Through
these sessions our aims are to provide
quality training but with a sense of Man and
Christian ethics. The general atmosphere at
Poissy is such that many members of CLER
come back voluntarily for follow-up ses-
sions on continuing education.

Another very important activity has
been the work of the Youth Commission,
which has organized training sessions on
education on sexuality and love for adoles-
cents and for adults interested in this sub-
ject (parents, educators, professcrs, and
others). In addition, an annual session deals
especially with the important topic of
“Education on the Body and to Relation-
ships” which receives regularly a very
favorable response.

The greatest achievement of CLER has
been to centinue to believe in the im-
portance and promise of natural family
planning. After 20 years of relatively un-
productive efforts in this field, following
the rapid expansion of artificial contracep-
tion, an evolution in public opinion
especially manifested in the press by
feminist movements, proves the justifica-
tion of our perseverance.

The most important of our needs are cer-
tainly to sustain public opinion and to
achieve a change of mentality on the part
of the medical profession toward a greater
acceptance of natural family planning. It
seems to us that CLER could benefit from
the scientific results contributed by the
research done in natural family planning,
and from research accomplished in the
psychosocial area, from the individual as
well as the tamily perspectives.
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Ireland occupies more than 70,000 square
kilometers of an island just west of Great
Britain in the Atlantic Ocean. The population
of 3.5 million persons is predominantly Irish
with an Anglo-Irish minority. lreland’s crude
birth rate is 21 per thousand, and its crude
death rate is 9, resulting in an annual rate of
natural increase of 1.2 percent. The popula-
tion would double in 6O years at present rates,
and the projection for the year 2000 is about
4.1 million persons.

Population density is just over 300 persons
per square kilometer, and nearly 60 percent of
the people live in urban arcas. Young people—
those under the age of 15—constitute 31 per-
cent of the population, and 15.3 pecent are 60
or older. Life expectancy at birth is 73 years.
The infani mortality rate is 11.2 deaths per
thousand births.

The English language predominates in Ire-
land, although Irish (Gaelic) is spoken by a
minority. Ninety-four percent of the people
are Roman Catholic, and about § percent are
Anglican. The per capitc gross national prod-
uct was estirnated at $5,350 in 198!.

The trend is toward smaller families in
freland, altbough the birth rate is still bigh.
The 1980 total fertility rate was 3.4 children
per family. In the last two decades, people’s
aspirations have moved toward some kind of
Sfamily limitation.

Government policy toward family planning
was promulgated in the Health (Family Plan-
ning) Act of 1979, which states that: ‘‘The
Minister for Health shall (a) secure the orderly
organisation of family planning services, and
(b) provide a comprebensive natural family
Dlanning service, i.e., a comprebensive service

Sfor the provision of information instruction,
advice, and consultation in relation to
methods of family planning that do not in-
volve the use of contraceptives.”

The Catholic Marriage Advisory Coun-
cil of Ireland (CMAC) aims to belp people
initiate, sustain, and enrich their mar-
riage and family relationships. This in-
volves family life education, a marriage
counseling service, and a family planning
service, which represents about 10-12 per-
cent of the annual workload. The service,
mainly Church-inspired, is staffed by
trained volunteers and is offered in urban
and rural settings ar about 100 service
delivery points. It is funded by the Church
and governinent and, in the approxi-
mately 20 years of ils existence, the focus
bas moved away from a medical model
toward a relationship model.

The service engages 400 trained
teachers, who are supported and super-
vised by about 40 tutors and two full-time
tutor consultants. The board of directors
of CMAC is drawn from the membership
and is accountable to the Cbhurch and gov-
ernment in the allocation of funds (cur-
rently IR%50.000 per annum).

Teachers, lutors, and tutor consultants
are selected and trained. The empbasis in
training is to belp staff members offer a
quality service to enable couples to
become autonomous in their fertility
management. [n-service training is a re-
quirement. Help is needed in developing
realistic evaluation procedures for the
service.
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National NFP Program Development

The Catholic Marriage Advisory
Council's NFP program is part of an inte-
grated service to marriage, which also in-
cludes premarriage education and marriage
counseling services on a large scale, post-
marriage education on a small scale, and
education in schools on a medium scale.
NFP represents about 10-12 percent of
CMAC’s annual workload. In this regard,
we are similar to the Catholic Marriage ..d-
visory Council in the United Kingdom
(U.K)), from which we were founded in
1962. The program is Church-inspired.

The CMAC began in 1962 and was estab-
lished branch by tranch from London.
There were 4 branches by 1966, 12 by
1970, 30 by 1975, and 50 by 1982. An
independent Council was established in
Ireland in 1975, but links with CMAC
(U.K.) are still maintained to mutual
benefit. ‘

CMAC clients come from a broad spec-
trum of backgrounds in both urban and
rural areas. Teachers are mainly married
women, most of them nurses, counselors,
or doctors. Our program originally
adopted a focus that was primarily
medical. After reflecting on our experience
and sharing with other groups interna-
tionally, we came to sce that this approach
was inadequate because of its medical,
female, and problem focus. Accordingly,
we have set about moving the emphasis
from medical to human, from female to
couple, and from a problem to a normal
arena. We are now training all our family
planning personnel in counseling skills.

In aiming to help couples integrate NFP
into their relationship, we try to enable
them to become autonomous in the man-
agement of their own shared fertility and,
as a corollary, to free them from depen-
dency on technology, medical or otherwise.

The service provide:d is more than a
method; it has a relationship (. mphasis. We
teach the basal body temperaiure (BBT),
sympto-thermal, and ovulation methods.
They are taught in the English language.

Our funds come from the government
and the Churclhi. We have 50 branches
throughout the country and a represen-
tative board of directors drawn from the
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membership. Our relationship with the
government is satisfactory. Funding was
very litnited before mid-1981, when gov-
ernmenta! funding for NFP began. Since
that time, about IR£125,000 has been
spent. The grant is negotiated each year.

The central office is in Dublin, and the
50 satellite centers or branches are located
throughout the country. Altogether there
are about 100 service delivery points.

CMAC has cooperative relationships (but
no formal affiliation) with hospitals, health
boards, and the body responsible for post-
graduate training of doctors. Relationships
are ualso maintained with general practi-
tioners and public health nurses.

NFP Education, Training,
and Service Development

There is a selection procedure for all per-
sons joining CMAC. Each candidate must
have a warm and open personality; be sen-
sitive, perceptive, credible, and trainable;
and have the ability to accept and be con-
cerned for others. Training strives to
develop these qualitics further and the
skills needed to use them effectively.

It is the aim of initial training to give the
trainees an understanding of the marriage
relationship, especially in the areas ot fer-
tility and sexuality, as well as a knowledge
of all methods of family planning and
especially of natural methods in current
use. The training is designed to develop
and foster knowledge, skills, and attitudes
appropriate to the service and to assist the
traince in becoming an effective helper in
fertility management and an eftective
teacher.

Specifically, the training course includes
the following topics: anatomy and physiol-
ogy, man and woman in relation to fertility,
the menstrual cycle, the temperature meth-
od of NFP, the cervical mucus method of
NEFP, the syrapto-thermal methed, chart in-
terpretation, alternative methods of NFP
fertility management, record-keeping,
emotional development, human sexuility,
marital interaction, self-awarcness and self-
disclosure, a philosophy of NFF, morality
and family planning. teaching and evaluat-
ing skills, helping skills, and the place of
faith in the life und service of the individual.

The teaching process used is that of in-



put followed by small group discussion. In
the small group there is clarification of the
material taught, discussion of feelings and
attitudes where appropriate, and applica-
tion to the work situation of the learning
that has taken place. Each small group con-
sists of six to eight trainees led by a tutor.

The first part of the course takes place
over two residential weekends and six full
days within an eight-month period. This is
followed by three to six months of super-
vised teaching.

Teacher evaluation takes two forms.
Throughout the training period there is an

ongoing assessment of the trainee by the
tutors in theory and skills learned and feel-
ings and attitudes expressed. At the end of
the first part of training, a written examina-
tion tests the theory related to NFP. An oral
assessment, conducted after three to six
months of supervised teaching, focuses on
the ability of the trainee to teach NFP effec-
tively and to understand and relate to the
dynamics of the couple’s relationship. The
cost, of initial training is approximately
IR£300 per teacher.

All CMAC personnel wnust have 20 hours
of in-service training each year. This is of-
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fered in the form of two-day sessions
(about 10 hours) and five to eight evening
sessions. In-service training aims to
develop further the skills learned during
the initial training and to cover other
aspects of NFP teaching, such as special cir-
cumstances that may be encountered.

A well-trained group of tutors is
necessary to implement such a training
program. Potential tutors are drawn from
the body of teachers. In addition to the
qualities needed for selection for the train-
ing program, a flair for leadership and an
interest in teaching and group work are
considered important attitudes for those
invited to become tutors. A potential tutor
must be a confident and experienced
teacher of NFP. Training takes place over
three residential weekends, usually at
monthly or bimonthly intervals. An on-
going assessment of the tutor trainees is
made, and at the end of the period suitable
persons are invited to become tutors.
Tutors are required to attend two residen-
tial weekends of in-service training per year.

Two full-time tutor consu'tants aitached
to the NFP department are responsible for
tutor training, both initial and in-service.
They design and implement the tutor train-
ing programs, supervise and assess trainee
teachers, and make recommendations to
the director regarding the suitability of
potential tutors.

CMAC has 400 teachers, none of whom
works full-time, All are part-time volun-
teers, They are encouraged to claim reim-
bursement for expenses, but most do not.
We have no accurate figures of continua-
tion or dropout rates of teachers, but we
suspect that the reasons for dropping out
of the program include such things as fam-
ily obligations and moving away.

Service Delivery

The number of users, boih new and con-
tinuing, shown in our records from all
branches for the last four years is as
follows: 7,825 in 1979; 9,164 in 1980;
7,738 in 1981; and 6,145 in 1982. The only
criteria for becoming a new user are a will-
ingness and desire to be trained in NFP. All
three NFP methods are taught, but we have
no figures on the preferences of clients for
methods. The sympto-thermal method is
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probably the most popular, followed by
the ovulation method and BET. We do not
have figures available on the cost per user
of training to autonomy.

The vast majority of acceptors use NFP
for spacing pregnancies; a sizable minority
use it for limiting their families; and a small
minority practice NFFP for planning a preg-
nancy. Precise figures are not available.
The continuation and pregnancy rates are
not known to us. The autonomous couple
rate is 2lso not known, and no criteria have
yet been devised to identify autonomous
couples. No pattern has yet been discerned
as to the percentage of users who become
teachers.

Program Evaluation and Accountability

The program is accountavle in the ad-
ministration of funds to the board of direc-
tors, the government, and the hierarchy; in
achieving target objectives to the boasd of
directors; and in adhering to stated goals
and philosophy to the board of directors
and the hierarchy. We have outreach ac-
tivities in each diocese. To recruit clients,
we advertise the availability of our service.
We offer them the opportunity for follow-
up and encourage them, but the initiative is
left with them.

We do not yet have a strategy for eval-
uating teacher effectiveness, cost effective-
ness, overall impact on the community or
national fertility programs, the relative im-
portance of family life and NFP compo-
nents, pregnancy and dropout statistics,
use-ffectiveness of learning and con-
tinuing users, or the acceptability of natural
methods.

Accomplishments and
Development Needs

We are making a serious effort to offer a
professional NFP service to people. Our
greatest challenge is to make a greater im-
pact on the community, especially in the
matter of attitudes. Many see the debate
only at the level of method and have no
perception of a philosophy of NFP.

Our greatest needs are more tutors, bet-
ter tutor training, more full-time personnel;
more finance; better literature; and better
publicity of a suitable kind.

We see the need for better methods of



administration and operating the program,
especially in the area of record keeping.
The effective use of better methods would
help us considerably and would reduce the
number of gaps in our knowledge, which

are evident in this report. We need more
information on why people do or do not
choose NFP, their motivations, and their
experience with abstinence. Demographic
research, too, is obviously important.

Austria

The Institut fiir Ehe und Familie (IEF, In-
stitute for Marriage and Family) was
founded in 1973 by the Austrian Episcopal
Conference. One department was estab-
lished for natural family planning. The
bishops commissioned the first director,
Father Alois Jaeger, and Dr. Josef Roetzer
to establish and develop NFP in Austria.
Some preliminary work had bcen done
earlier beginning with a medical con-
ference in 1965 in Vorarlberg. Because the
encyclical, Humanace Vitae, met with
widespread rejection in German-speaking
Europe, progress was difficult.

A special training program for NFP edu-
cators was initiated in June 1976 with a
meeting in Vorarlberg for the diocese of
Feldkirch and bordering areas of Switzer-
land and Southern Germany. Participants
also came from the Soath Tyrol, Italy.
Since then the Vorarlberg center has of-
fered training weekends with Dr. Roetzer
for 80 to 120 participants twice a year. A
study group called “‘Natural Conception
Regulation” was founded in 1982 within
the Family Life Bureau of the diocese, and
by May 1983, 46 seminars were given to
1,135 participants. The ““Model Vorarl-
berg” was the first systematic NFP
organization in German-speaking Europe.

Independent NFP groups in other Aus-
trian dioceses and bordering areas have
developed since 1980, in Kirnten/Carinthia,
Steiermark/Styria, the Tyrol, Biberach,
Germany, and in Switzeriand. From June
1982 to October 1983, classes were held in
southern Germany for 1,300 participants.

The basic training model created y IEF
and Dr. Roetzer consists of three .ialf-day

.-

Dr. Josef Roetzer and his daughter,
Elizabeth Roetzer

classes with six to eight weeks in-between
to allow the coup'es time to gain personal
experience; a weekend of further training;
and for those couples wishing to teach
NFP, additional weekerds of intensive
training. Individual counseling is offered
before and after classes. Leaders of regional
organizations and educators remain in con-
tact with Dr. Roetzer for continuing
education.

One program of IEF is devoted to scien-
tific research under the auspices of Dr.
Roetzer with Dr. Kucera, associate pro-
fessor at the University Hospital of Obstet-
rics and Gynecology in Vienna. Spiritual
assistance is given by Prof. Karl Hoermann,
professor of moral theology, University of
Vienna. Regular seminars are held on NFP;
a counseling service is provided twice a
week free of charge; teacher training is
conducted by Dr. Roetzer; and a library on
NFP is being built up. Research is planned
in conjunction with the university.

Since 1951 Dr. Roetzer has conducted
counseling and research through the Mar-
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riage Advisory Service Roetzer in Voeckla-
bruck. Services include personal counseling
and counseling through correspondence
(30 to 50 letters and charts a day). The Ser-
vice has prepared worksheets and learning
aids. Dr. Roetzer’s book Natuerliche
Geburtenregelung (Natural Birth Regula-
tion) has been translated into English,
Dutch, Japanese, and Croatian. Slides and
transparencies have been designed for
both introductory and advanced classes.

Dr. Roetzer has also collaborated with
the Family Life Mission of Ingrid and
Walter Trobisch to relate NFP to the
general concept of Christian marriage and
to bring NFP to the Protestant Church.

Dr. Roetzer has conducted two studies
of clients from Austria Germany, and
Switzerland who send in their charts by
mail. The 1975-77 study was retrospective,

the 1979-83 preliminary study prospec-
tive. The latter survey will be carried on
into the indefinite future to discover “‘the
reliability and liveability of NFP under
everyday conditions.” Couples are free to
choose any natural method except calen-
dar rhythm and decide either to avoid or
achieve pregnancy. Pregnancy is not
treated as a “‘dropout statistic”’ but as “‘an
interruption in exposure.” Only those
couples who switch to a contraceptive
method or decline further cooperation are
considered true dropouts.

Final results of this study are expected to
provide information on fertility and infer-
tility, unplanned pregnancy, pregnancies
while experimenting in the margins of the
fertile period, pregnancies due to the use of
barrier methods, and planned pregnancies
as well as continuation rates after pregnancy.

ltaly
CISF

The promotion of NFF, with some ex-
ceptions, was limited to Catholic couples
until a few years ago. Very little attention
was given to family planning in the univer-
sity medical curricula. Hardly any mention
was made of NFP. Doctors have extremely
negative judgments on NFP.

In 1974 the Italian government intro-
duced legislation to establish Consultori
Familiari, centers for ‘‘social and psycho-
logical counseling” as well as for dis-
tribution of contraceptives. They became
primarily family planning centers dis-
tributing the pill and IUD to women. The
Church then set up its own Consultori
Familiari to provide counseling and
also NFP.

One of the agencies that was active at the
outset is the Centro Internazionale Studi
Famiglia (CISF), a foundation of the
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Periodical Group of the Society of St. Paul
and the Associazione Don Giuseppe Zilli
(former director of Famiglia Cristiana). The
center avails itself of a scientific board,
which includes sociologists, psychologists,
theologians, philosophers, journalists, and
physicians.

The aim of CISF is the study, research,
and promotion of family life on an interna-
tional and national level. Its activities in-
clude the training of marriage counselors,
training of teams to prepare couples for
marriage, organization of seminars, and the
publication of materials including the
magazine La Famiglia Oggi (The Family
Today).

A major contribution of CISF has been
the training of 1,500 counselors, social
workers, psychologists, priests, religious
sisters, and physicians in marriage counsel-
ing. About 21 courses were beld in 12 dif-
ferent regions in northern, central, and
southern Italy. Many who underwent train-
ing are now working in private and public
Consultori Familiari. Some of thesc courses
were sponsored by the Bishops' Con-
ference or the Consultori Familiari in the
region. In these courses NFP was amply



covered. The first objective was to train
the counselors in the ‘‘client-centered”
(Carl Rogers) approach and then to equip
them with the knowledge of NFP. ‘The sub-
ject was approached from medical,
psychological, and morai perspectives. All
methods were presented and then natural
methods (mucus method, basal body tem-
perature method, and sympto-thermal
method) were explained in detail, with in-
struction on charting and educating
couples in NFP.

This initial training often stimulated the
participants to undergo further specific
NFP training. This is why CISF is now plan-
ning courses in NFP for teachers and
couples. Short courses on NFP were given
to social workers, student teachers, and
engaged and married couples in various
parts of Lombardy (the Milan area).

There has been in Italy a need for aids for
the training of couples in NFP. The parent
group of CISF, Famiglia Cristiana, was the
first to promote and publish in Italy books

by the Drs. Billings. CISF has now pub-
lished a “kir”’ for NFP education entitled
Educazione ai Metodi Naturali. It was
written by two gynecologists and includes
a section on moral aspects written by
a priest.

The kit consists of a guide book with 40
colored illustrations, 86 colored slides, and
a cassette. The kit is being promoted ail
over Italy and is available for iranslations in
other languages.

CISF is also interested in research in
NFP, which the Ministry of Health does not
support. An example is the recent policy of
the local health authorities in Milan, which
had allocated funds for a university depart-
ment to carry out some research in the field
of NFP. Unfortunately, because of the eco-
nomic cuts in public funds, so far the funds

have not been made available,
After this extensive work CISF feels

ready to organize specialized courses for
training NFP teachers. CISF hopes also to
finance both biomedical and psychosocial
research in NFP,

taly
NFPSRC

The Natural Family Planning Study and
Research Center (NFPSRC) is part of the
Catholic University of the Sacred Heart.
Work began in the field of NFP in 1975
with the establishment of a Marriage
Counseling Center. In 1980 a distinct
Natural Family Planning Study and
Research Center emerged working ex-
clusively in NFP. Both the Marriage
Counseling Center and the NFPSRC helped
to set up 15 regional centers throughout
Italy with subsidiiry centers. They now
teach NFP, primarily the Billings ovulation
method, in hospitals, family counseling
centers, parishes, and private homes, both
in urban and rural areas. The clients belong
to various socioeconomic classes; the

majority are Catholic.

In addition to providing teaching of the
Billings ovulation method to clients, the
C=nter conducts training courses. Teachers
are taught all natural methods, but particu-
lar emphasis is on the ovulation method.
The Center maintains an u»-to-date bibli-
ography on NFP and on contraception as
well and provides translations of books,
manuals, and articles into Italian for clients
and teachers. The Center has undertaken
research on cervical mucus and hormonal
correiations, and it coordinates work on
the ovuiation method in Italy through
periodic nicetings of regional supervisors,
the promotion of in-service courses and
congresses, and correspondence  with
satellite centers.

The Center also provides a medical con-
sultani clinic for difficult cases and offers a
two-ycar integrated course on ‘““The
Regulation of Human Fertility” at the
university level. Candidates for the teacher
training program are selected by personal
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interview from among volunteers attend-
ing lectures on NFP, in particular the ovula-
tion method, and from clients who are
confident of NFP efficacy in solving prob-
lems of fertility regulation and who have
the right moral qualities and communica-
tion abilities. The teacher training program
comprises technical instruction in NFP, a
practicum of two years, and study of the
ideals that motivate the NFP user. Ongoing
education is a condition of accreditation.
Regional seminars are held two to three
times a year, national seminars once a year.

Currently 350 teachers are affiliated with
the program, mainly part-time and volun-
teer. The continuation rate is as high as 99
percert. The goal of the program is to
bring the individual person and the couple
to a total vision of man and a deeper com-
nrehension of the dignity of human life and
the true nature of conjugal love, the trans-
mission of life, and responsible procrea-
tion. The Center tries to promote dialogue,
recipracal respect, seif-discipline, and love
for the child. Teaching is considered thor-
ough when it couples respect for human
Lfe with accurate information and proper
understanding.

Organizational support is provided by
the Catholic University of the Sacred Heart,
which has set an annual budget of about
Italian L130 million. Affiliated centers are
supported by local volunteers. Some have
refused public monies to ‘‘preserve the
spirit of NFP.” Financial support is some-
times supplied by dicceses for couples to
attend teacher training courses. More per-
sonnel and material resources are needed,
but funds would not be accepted if tied to
conditions. The program would greatly
benefit from scientific, biomedical, and
psychusocial research.

The Center has also assisted in organiz-
ing NFP centers in Belgium, Spain, and
France. Orientation courses are also given
to nursing and medical students, mid-
wives, doctors, and missionaries.

Following a preliminary survey, the
Center designed and distributed data col-
lection forms to all regional ovulation
method centers, and results are expected
to be computerized in 1984. This will give
details on number and characteristics of
users, satisfaction with NFP, pregnancy
and dropout statistics, and previous family
planning use.

Malta

For many years the only agency in Malta
for the teaching and promotion of family
planning was the Canz Movement, fourided
in 1956. It is a church-based family
organization whose aims are to cducate
young people and engaged and married
couples in Christian values of family life
and to offer premarringe and  marriage
counscling services.

The NFP program was started in 1956
and consisted mainly of lectures by doc-
tors in premarriage courses on calendar-
rhythm and the temperature method. The
Floriana Center has remained the national
center, but as a result of demand the first
district center was opened in 1961 at St.
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Julian’s, a private Catholic hospital serving
mainly a middle- and upper middle-class
clientele. The second center opened in
1963 in Paola, a blue-collar district. Other
centers were opened at Quormi (1965),
Gozo (1965), B’Kara (1966), Rabat (1970),
and Zejtun (1977).

NFP was always presented in conjuction
with premarriage courses. NFP was €x-
pla-ed to audiences through the Cana
Movement; then individual counseling was
given to couples in the NFP centers. At first
NFP was taught by a team of doctors who
volunteered their time. By 1977 there were
25 of these volunteers, but after a doctors’
strike against governmental health policies,
several left the island, leaving only one
gynecologist, six general practitioners, and
one psychiatrist.

In 1961 the Cana Movement began em-



ploying trained marriage counselors who
were also trained as family planning
teachers. At present 16 marriage coun-
selors also iustruct in NFP. In 1975 the
Billings ovulation method was introduced.
It was combined with the temperature and
to a lesser degree the calendar method.
Hence, we adopted the ST method.

After 1976 the Cana Movement started
training NFP teachers and introduced NFP
courses both on a national level and on a
district and parochial basis. NFP teachers
are recruited from women, preferably
those in the 25-35 age group who are mar-
ried and have children. They should have a
secondary level of education and he uscrs
themselves. Our goal is to have one teacher
attached to each of our 60 parishes.

The NFP course consists of six scssions,
one every two weeks. Courses are held in
small groups of about 10 couples. Referral
is available for moral, psychological,
psychiatric, and gynecological cases.
Clients for the most pait are Maltese and
come from all sociveconomic classes. Most
come from the !ower classes. The middle
class is the next most frequeitly repre-
sented group. Almost all are Catholic.

The Cana Movement has no fixed source
of income, and services and courses are
free of charge. Our main support comes
from fund-raising activities. Until 1980 the
Cana Movement received an annual grant
of M£600 from the Ministry for Social Ser-
vice but then it was discontinued. In 1981
the government opened the state family
clinic which provides all forms of family
planning except abortion, which is illegal
in Malta,

Our budget for 1980-84 is as follows:
Projected Income

rund raising M£21,000
Sale of books ME£ 5,900
Sale of thermometers M£ 4,000
Donations M£ 3,600
TOTAL M£34,500
Projected Expenditures

Salaries (office staff) M£19,100
Office equipment and supplies  M£18,700
TGTAL M£37,800

The main administrative body is the
Cana Council, which is made up of the
direcror, president, secretary, and

representatives from each commission of
the movement. The NFP program is the
responsibility of the NFP coordinator.

The training program for NFP teachers
consists of a six-session course conducted
by one of our doctors and the NFP coor-
dinator. Each newly certified teacher is at-
tached to a tutor (a doctor or experienced
teacher) for several months. Once every
month all teachers attend a meeting in
which specific cases and difficult charts are
discussed. Currently 6 teachers are af-
filiated with the NFP progiam, along with
16 marriage counselors and 6 dectors. The
NFP coordinator is salaried and works part-
time. All others are part-time volunteers.
Only one teacher has temporarily dropped
out for pregnancy. Tutors informally
evaluate the teachers’ work whenever the
neced is felt.

The numbers of user couples trained
during the past four years are as follows:
483 in 1980, 564 in 1981, 521 in 1982, and
483 up to August 1983, New users are
mostly engaged couples; a small percen-
tage are married couples who are dissatis-
fied with other methods. We have no
reliable statistics on the method selected
by the users or continuation rates but are in
the process of making a scientific survey. It
is estimated that the cost of .materials for
cach user is M£2.82. We estimate that 5
percent of our acceptors are planning a
pregnancy, 85 percent are spacing births,
and 10 percent are limiting their families.

The NFP program is accountable pri-
marily to the Cana Movement's administra-
tion. This includes accountability for
administration of funds. Ultimately it is ac-
countable to the diocese and archbishop
with regard to stated goals and philosophy.
Outreach and recruitment of clients is car-
ried out mainly through the parishes and
the local newspapers. Our monthly maga-
zine, Familja Kana, has a wide circulation,
and the Cana booklet on NFP has been re-
printed four times since 1976.

We are still in the process of developing
strategies for evaluation. Our cxperience
has shown that once NFP has become a
way of life for the couple, they find that
their interpersonal relationship, both sex-
ual and otherwise, greatly improves. Our
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greatest challenge is lack of factual data and
statistics. We need to train more teachers
and to open at least four new centers. We

need more material resources and person-
nel capable of conducting scientific,
biomedical, and psychosocial research.

Portugal

In 1965 following a visit by the French
national marriage preparation chaplain and
a physician couple from Grenoble, the Ser-
vico de Entreajuda e Documentagao Con-
jugal (SEDC, or Conjugal Interhelp and
Documentation Service) began with a
group of six couples and a priest from
Lisbon who agreed to study NFP together
and to learn as they maintained contacts
with the French groups. From this begin-
ning gradually knowledge and experience
grew. Both rural and city groups asked to
learn about NFP, and their experience was
shared especially in parishes and schools.

The service eventually became linked
with the Catholic Physicians Association
through its medical members and had its
proceedings and activities published in the
association’s magazine, Medical Action.
Similarly, the Catholic Nursing Association
also became progressively involved.

The work is carried out essentially
through church channels with the invita-
tions for couises usually made by a priest, a
bishop, a sister, or a couple. Courses are of-
fered in nearly all 19 dioceses in the coun-
try. There are seven active service centers
in both urban and rural settings, and all are
linked with the national office in Lisbon. In
v rural parishes all couples practice NFP.
All services are offered free of charge at the
national and regional levels, but voluntary
contributions are accepted.
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The initial central team in Lisbon con-
ducted its own training inrough reading
and discussion and by attending the formal
training sessions held by CLER in Poissy,
France, from the very first session in 1969.

The formation of regional centers came
about through a serics of weekend training
sessions, at the end of which the most
motivated couples were recruited for a
continuing cducation program in liaison
with the Lisbon National Center. The
Catholic Nursing Association created its
own complementary service with a special
waining program for nurses and other in-
terested persons. A former woman
:nember of the service was asked to be its
coordinator.

National training courses have been held
for the last five years. An initial general in-
formation and education certificate is
given, which can then be supplemented
with a specidlized NFP teacher’s certificate.
The NFP icacher's certifying exam is coor-
dinated nationally with the NFP training
program of the Catholic Nursing Associa-
tion. A woman physician has created an
NFP service at the National Miserecordia
Hospital of Lisbon with well-structured
NFP teacher training courses for health
assistants. This NFP program is within the
context of a general family planning pro-
gram (excluding abortion) which must be
offered to the whole population. SEDC col-
laborates in the NFP service only.

The service does not maintain strict
records. It is estimated that currently about
50 NFP teachers taught approximately 400
women users during the past year.



United
Kingdom
CMAC

The Catholic Marriage Advisory Council
(CMAC) was founded in 1946 as a marriage
counseling organization. An NFP service
has been offered since its foundation.
Beginning in London, the service has
spread to 79 centers throughout the United
Kingdom. Centers are mostly in the larger
towns and have close ties with the local
Catholic church.

Most NFP clients are in the professional
and middle classes and the majority are
Catholics. Instruction was given first in the
calendar method and then in basal body
temperature by doctors and nurses. In
1976 it was decided that NFP instruction
should be given mainly by nonmedical
teachers, and in the following year the first
group was taught the mucothermic method
of Professor John Marshall.

Instructors ideally are recruited from
users of NFP. They must have bcen mar-
ried for at least three years and be under
the age of 50. They can be members of any
religious creed or none. Wherever pos-
sible, husband and wife teams are
recruited. Te meet the need to orient
health service personnel, family planning
nurses have been accepted for NFP training
courses so they can offer NFP to clients in
family planning clinics, even though they
themselves are not users.

Instruction Ly mail is also provided by
Professor Marshall for clients living a long
way from a center. Eight hundred new
clients per year are taught this way. In 2
survey of 108 couples in 2109 cycles using
the ST method and recording both pre-and
postovulatory acts of intercourse, an
overall failure rate of 7 percent was
achieved with a method failure rate of
3.9 percent.

The headquarters service of instruction,

in-service training, administration, and
support is paid for, in the main, by a gov-
ernment grant amounting in the last finan-
cial year to £25,000 and by a grant of about
£1,000 from the National Catholic Fund.

The initial course for NFP instructors
provides 18 hours of instruction and prac-
tical work. Training takes place over three
entire days with an interval of one to two
weeks between each training day. Instruc-
tion is given in the anatomy and physi-
ology of reproduction, the mucothermic
method, and charting. Role playing is used
to develop teaching ability. Psychological
difficulties and their management are
discussed in group sessions. Trainees com-
plete a test paper and are subject to on-
going assessment during p-actical sessions.
Plans are under way for a probationary
pericd of instructor service fcllowed by
further testing before a final certificate of
qualification is issued. The cost of the in-
itial training of instructors is about £25
each (inclusive of course materials). There
are just over 100 active teachers, all of
whom are unpaid, part-time volunteers.
About half the total number trained have
dropped out, but a decision has been made
to screen trainees more carefully during
receuitment to reducz this unsatisfactory
figure.

The program is accouniabie to the
CMAC National Executive Coramittee and,
for the expenditure of government funds,
to the Department of Health and Social
Security.

The NFP service of CMAC has an honor-
ary medical consuitant, Dr. Elizabeth
Clubb, and a national tutor, Mrs, Jean
Johnson. In addition, an sdrministrator of
the CMAC medical services has recently
been appointed. All are responsible,
through the chief executive, to the CMAC
national executive corneittee, The NFP
service is represented on the medical ad-
visory commitiee by the medical consltant,
the mational wtor, and the administeator.
The national tutor $€1§ up training courses
for instmctors, Training of tutors has
recently been instituted as well. Tutors will
offer regional support and in-service train-
jng 1o instructoss.

Evaluation techniques have yet to be
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devised, Lack of staff and funds have
prevented the collection of adequaie
siatistics. The greatsst accomplishrent is
that NFP doctors and titors have been in-
vited in both London and the region to of-
fer introductory sessions on NEP 1o health
service personnel and faraily plinning
nurses undertaking training and in-scrvice
updating. A recent CMAC working, party
paper on the relationship of the NFP ser-
vice to the remedial counseling service has
provided guidelines for the furthering of

ligison and communication between the
two groups. A major contribution to NFP
hos been the development of shde-tape
programs by Dr. Clubb. They illustrate the
basic $T method, the return of fertility dur-
ing breast-feeding, and NFP for the pre-
menopausal woman.

Needs include more
tutors with the pecessary administrative
buckup, including publicity. Scientific,
method-related  research would be most
beneficial.

instructors  and

United
dngdom
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In 1946 the Catholic Marriage Advisory
Council (CMAC) was founded in London
and undertook, as part of the worle of mar-
risge counseling, the teaching of natural
familv planning. The very nature of its
origin and pame indicates that most of
CMAC's clientele are Catholic, but the time
arrived when it was geacrally accepted that
patural family plaaning was no longer ex-
clusively Catholic. It was, therefore, in
response to increasing demand from pa-
tients, doctors, and nurses for a service in
natural family planning, that the NFP
center was set up in the department of ob-
stetrics and gynecology in Birmingham
Maternity Hospital in 1975. This was in ac-
cordanice with the policy of the Depart-
ment of Health and Social Security to
provide free family planning services. The

center has three functions: training,
research, and service to patients.
after much discussion, the teachers

expressed the opinion that current
organizations did not fulfill their aspira-
tions completely, so they requested estab-
lishment of a national association of natural
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family planning teachers. It was not until
1982 that this need was met. The National
Association of Natural Family Planning
Teachers was founded in October 1982
1nd is open to any certificated natural famn-

v planning teacher anu any other petson
who is in sympathy with the objeciives of
the association. The principal aims of the
association, which is a registered charity,
are to premote the availability of NFP
education and seivice to all persons and to
maintain standards of competence in NEP
in line with international standards.

The first annual general assembly
mecting in October 1983 clected a com-
mittee consisting of a president, chairman,
vice chairman, secretary, treasurer, and
four general members. The headguarters
of the association is NEFP Centre, Birming-
ham Maternity Hospital, Gueen Elizabeth
Medical Centre, Birminghain. There are
cight regional centers, each with jts own
coordinator. They are Bristol, Cardiff,
Coventry, Glasgow, Nottingham, Live.-
pool, Newcastle, and Sheffield. Dirming-
ham, Bristol, Nottingham, Liverpool, and
Sheffield are also teaching centers. There
are six additional teaching centers at
universities or hospitals and a total of eight
central service delivery centers with three
or four subsidiary centers each.

Financial aid is received from the
Birmingham Health Authority, which pays
lecturer and tutor fees and expenscs and
donates an annual grant of £500. A good
relationship exists between district health



authorities and NFP clinics. The former
provide lecture theaters and equipment
and pay students’ course fees.

NFP clients are referred from the public
health system and family planning clinics.
NFP orientation is given to all government
family planning personnel. Clients are also
recruited through church-related activities
in parishes and marriage preparation
courses. The association provides all
methods of NFP, teaching mainly in
English bui also in some Asian languages.
There is participation in well woman
clinics, infertility clinics, and preconcep-
tion clinics. A home visiting service is
available in many areas, and user and sup-
port groups function in most places.

Centers for teaching natural family plan-
ning by members of the National Association
of NFP Teachers are spread throughout the
United Kingdom. At the present time it is
not poassible to give the number of new
users trained for the period 1980-83 nor to
estimate cost.

The criterion for new gsers is simiply 2
wish to Iearn about fertility awareness with
a view (0 using this knowledge to plan
their families in a narveral way. Clients are
taught all methods and then, with the help
of the teachers, select the methed that is
best for them. Seventy-five percent choose
the muliiple index (sympto-thermal with
cervical mucus); 10 percent choose the
ovulation method only, and 15 percent
choose BBT only. Approximately 50 per-
cent of clients are spacing their families, 25
percent are limiting, and 25 percent are
planning pregnancies. Teachers are often

recruited from satistied users.

The standard of the tcaching program is
stringently monitored by the committee of
the National Association. They 1.1 turn are
accountable to the members of the Central
Midwives Board for the standard of
teaching for nurses and midwives and to
the Dean of Postgraduate Medical Educa-
tion of the universities for doctors,

Funds are administered by the treasurer
of the association with the approvat of the
committee, Course programs are continu-
ally reviewed, changed, and updated in the
light of constructive evaluation from
students and according to new develop-
ments. Full accountability for course pro-
grams is the direct responsibility of the
committee. A systen: for evaluating teaches
effectiveness has been developed through
chart analysis and monitoring of clicnts
behavioral adaptation.

Our greatest accomplishments have
been the establishment of the chair in
natural family planning within the Queen
Elizabeth Medical Centre, University of
Birmingham, and establishment of teacher
training courses first at the center and later
in universitv hospitals outside the Birming-
ham area. Facilities for research projects
and trials w the center have also been
acquired.

Our greatest cualienge is to ensure inat
natural methods are offered by trained cer-
tified teachers in every family planning
clinic 25 an equal altecnative. Our needs in-
clude more doctors, greater material
resources, publicity through the media,
and a permanent administrative staff.
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Prograim Issues

Woraen in Mauritius learning NFP
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Since the first part of the book provides
specific examples of national NFP pro-
grams, this second part of the monograph
focuses on the concepts, processes, and
main issues of NFP program development.

The various subsections or chapters
were specifically structured around the
three major themes of:

1. Program development

2. Education, training, and services

3. Evaluation and accountability.

Papers were commissioned from NFP
experts on key issues such as the sociology
of NFP programs, the production of the
major training and resource package of the
World Health Organization, and the demo-
graphic analysis and impact of NFP
programs,

Perhaps most significant are the major
commentarics from the participants and
the summary of program issues which at-
tempt to draw a picture of the develop-
ment challenge of the next 20 years.

The major issues appear to be how to up-
grade and expand NFP services ensuring
accountability without losing some of the
cultural rootedness which the pioneer
volunteer programs maintained.

The challenge for many programs will,
no doubt, be how to combine a creative
mix of voluntcer teachers with the profes-
sional support of a full-time staff of co-
ordinators and administrators. Solutions
are likely to vary from country to country
as NFP services expand into the wider
government, church, and medical spheres.

Since the major development issue is
how to ir.;oduce quality natural family
planning information and services into ex-
isting community systems, the editors
hope that this book will serve as a practical
guide.
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Development of Nationat
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Sr. Solange Ménard of Cameroon with an African participant at NF? workshop
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MARIE-PAULE DOYLE

Marie-Paule Doyle, M.S.W., executive
director of Serena Canada; founding
president of IFFLP (1974), Ottawa,

Cunada

This paper outlines some key issues on
the development of national NFP pro-
grams. The first step is to define the objec-
tives of the program. The second stage i5 10
choose a model. The NFP movement
presents two contrasting modes: (1) Jrom
the bortom rp, and (2) from the top down.
Choosing a leader is also critical, us are
sharing power and responsibility. Com-
munication needs to be developed with
grass-roots, church, and government con-
stituencies. A discussion of funding for
NFP programs concludes the paper.

Ten years ago, there were few national
natural family piaaning programs. We now
have many more national programs, and
several are scheduled for implementation
in the next few years. This congress should
be the ideal time to reflect on the more or
less conscious decisions that are giving
shape to the newcomers. In this paper I
was asked to address three sets of ques-
tions: (1) purpose and functions of a na-
tional NFP organization; (2) funding and
national program accountability; and
(3) national program growth and redefini-
tion of goals.

Purpose and Functions of
a Nedonal NFP Organization

The first stage, and certainly the most
important, is choosing objectives. Progrest
cannot be made without a clear idea of
what is to be accomplished. Time should
be taken to plan and to clarify objectives.
In my experience, there is often con-
siderable difference between the plan on
paper as presented to others, and the inner,
personal plan that one accepts and finds
motivating.

Do all family planning program directors
here reaily want to establish national pro-
grams? [ doubt it. Some may think it’s too
much work; that they will never find the
funds; that communication with other
parts of their countries is too difficult; that

the people who will be meeting are too dif-
ficult to please. Others feel more comfort-
able in a small program although they may
revise their objectives once the work i3
under way. Some may feel they are being
pressured by the International Federation
for Family Life Prcmotion (IFFLP), which
takes a broad view and communicates a
feeling of urgency not yet perceived at the
local level.

If these feelings or other similar ones ex-
ist, they will more than likely have an im-
pact on the choice of objectives. There will
be a great deal of difference vetween offi-
cial objectives and those which the local
group considers realistic and which they
agree to implement.

When the time comes to assess program
performance, 1 wonder which objectives
will be used as a point of departure. Since
this question will become crucial sooner or
later, 1 would encourage groups to €nsure
that their stand is known before becoming
enmeshed in an ambitious program and
large-scale financing if a large program is
not what they wish.

After choosing objectives, the next stage
is choosing a model. There are two main
development models for a national natural
family pianning program. One works from
bottom to top, the other from top to
bottom.

The model that lays a base before setting
higher level structures in place is depen-
dent on the existence of local centers
already operating in parallel fashion
without too much communication be-
tween them. They gradually feel the need
to unify and coordinate their activities. The
national strucfure caps an existing group-
ing, which agrees to exchange a little
autonomy for greater coordination and im-
proved possibilities of widening the scope
of their activities.

Development of this model is a tour de
force on the part of its organizers; nothing
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i+ more difficult than convincing a group of
pioneers to work hzrmoniously. Personali-
ties are strong, precedents have already
been established, and negotiation is seen as
a waste of titne, It often takes a sccond
generation or the advent of a “common
¢nemy”’ to achieve unification.

The second model works from the top
down, from an individual or group in
authority attempting to serve an entire
counuy. The challenge of this model is
twofold: to find in cach arca local, in-
volved, and tenacious workers who will
successfully implement the stages of the
master plan; and to decentralize power suf-
ficiently so that the entire weight of the
program does not rest on the shoulders of
one person or on too small 4 group of
people.

The next stage is choosing a leader.
Development of a national natural family
planning program is very often the respon-
sibility of one individual. The knowledge,
abilities, dynamism, scope, involvement,
and perseverance of that person will make
the difference between a dynamic progrem
and onc that will never take wing. You
already know a great deal about the
characteristics of a program if you know
the person in chaige. A program closely
tied 1o church structures will frequently be
directed by a priest or nun. Physicians will
establish clinics, and rescarchers will set up
research centers before thinking about ser-
vice units. Couples will appreciate  the
couple-to-couple approach and presenta-
tions in the home, or they will use com-
munity facilitics. All these  decisions,
crucial in the establishment of a national
program, will probably never be discussed
since the director will think that the modus
operandi he has chosen is the only suitable
one. At a congress such as this, it is possible
to compare the experience in one’'s own
country with what happens in other coun-
tries and to question what is taken for
granted.

Another challenge in establishing na-
tional programs is sharing power and
responsibilitics. Again there are two basic
options: an influential board of directors
composed of responsible lay people or
clergy in schools and dispensaries, and
representaiives  of the regions 1o be
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represented, or representatives of pro-
grams with whom one feels most comfort-
able and who are familiar with the field.
There is no easy answer. Both choices en-
tail problems, but it seems to me there are
more problems when leaders have no co-
workers and do not share power and
responsibilities. Their programs are very
vulnerable because they are dependent on
the presence of one person and are fre-
quently restricted to that person’s
viewpoint,

A dynamic prograra finds ways for decul-
ing with important 1ssues as they arise.
These may be issues such as philosophy,
recruiting and training standards, service
standards, relations with church or state,
or financial autonomy. Some groups have
national commissions on pardcular sub-
jects, others submit these issues to adminis-
trators who in turn consult educators. The
more communication and interaction there
is in decision-making between the national
team and local groups, the more dynamic
and well-integrated is the organization.

Natural family planning programs are
frequently relatively unknown or  mis-
understood locally. No one among us
should feel uneasy or think he or she is the
only one leading an unsung program, We
are all in the same boat, from the least ex
perienced to the veterans. We still have @
long way to go. Our priests and seminari-
ans do not understand much of our work
and think they have discharged their duty
to inform themselves and support us by
saying to the faithful: “In family planning,
follow your conscience.” Our moralists
have fallen on hard times lately. Our
universities have been dazzled by the
promise of contraception; our health and
welfare professionals are ignorant of recent
natural method developments; our journal-
ists arc prejudiced and erect barriers be-
tween us and the pubtic.

There is a lot to be done in encouraging
local cooperation. Many national programs
are work? ¢ in the dark without being
aware of, or cnjoying, their success. The
encouraging thing at the international level
is that progress accomplished in one place
is useful clsewhere. Furthermore, since
prophets are not honored in their own
countries, the message s often  better



accepted elsewhere.

A national natural family planning pro-
gram is cxpected ¢ develop lines of com-
munication with government authorities in
its own country and with other church
organizations working with families. Al-
though it is quite casy to envisage dialogue
with ecclesiastical authorities when a na-
tional program is Catholic in origin, it is fre-
quently much more ditficult to find a place
in the sun among state programs. But
should the attempt be abandoned betore it
is hegun?

Program experiences range from most
positive t¢: micst negative, and this matter
of the interrelation between programs and
state authoritics is one of the most contro-
versial we can broach here. It is crucial for
many of us, however, since on  our
response depends access to public funds
for our programs, our influence on docu-
mentation  produced by the state, and
establishiment of public services offering
natural methods to a population larger than
we can cver reach. Is cooperation with the
state possible or desirable? At what cost?

Promoting rescarch is another function
of a national organization working with
natural methods. 1t is a function beyond
the means of most of us. We have neither
the funds nor the personnel to do “big-
time rescacch,” and as we are service-
oriented, tescarch is not one of our
prioritics. Quyr inability to provide data on
our work, however, means that we arc not
being taken scriously. In the absence of
“big-time research,” perhaps we should
consider “‘small-time research.”

That is the option chosen by programs
that decide to accumulate information and
to analyze it without waiting for things to
be done on a large scale or for big-name
specialists to tell them how to do it. And
we have in our groups some who are well
infemed on returning  fertility  during
breast-feeding, others who are familiar
with the practical cffectiveness of the
method they teach, still others who are in-
terested in psychological or pedagogical
matters, and many more.

Funding and National
Program Accountability

A national program needs money.
Noting this does not advance science, but
denying it dnes not advance ine program.

A national program needs moncy, but not
just any money, not from just anyone, not
at just any old time, and not just any
amount. Moncy can build or destroy an
organization, depending on the adminis-
trator’s ability. Ideally and ultimately, a
national program shculd derive its core
funding from more than one source. It
should fund itself in part, and it should
regard projects only as a supplement.

What is core funding? it involves expen-
dituies essential for the maintenance of a
national secretariat: salarics and  benefis,
rent, office expenses, tiavel, and con-
ference expenses. These expenditures are
essential for the survival of the organiza-
tion, but ironically they are the most dif-
ficult to have covered by a funding agency.
All funding agencies are justifiably afraid
that eternal dependency may be estab-
lished. The basic requirements of a na-
tional program will not disappear in time,
so the program needs a stable funding
source. Core operating funds should be
sought from multiple sources. To depend
only on one source is the big mistake that
leads to catastrophe when, for one reason
or another, the well runs dry.

A degrec of financial autonomy is essen-
tial for any national organization. Most of
the time this autonomy is a. result of
members’ financial participation and sales
to the public. It is utopian to think that any
national organization can survive on its
own funds alone, but relative autonomy
averts many crises. Project funding should
only complement revenues. These projects
are often supplementary work done in ad-
dition to a rigorous timetable. Somctimes
they do not even fit into organizations’
priorities. They cannot ensure financial
stability; thev do not last long enough, and
their renewal is too risky. The adminis-
trator of a national program must balance
his funding sourccs (core, internal, and
projcct) so as to not imperil his organiza-
ticn's financial future.

Natural method programs have only
very recently had access to major family
planning funding sources. The sums
available are minimal in comparison with
funding agency total expenditures. Natural

family planning methods are valid and
viable and meet the needs of a sizable por-
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tion of the population. Natural methods are
educative and help to develop individuals’
personal resources. Why are they not then
a natural choice for international develop-
ment agencies? All of us from developed
countries should press our national and in-
ternational authorities to grant a fair share
to NFP programs.

Some of you may think money is not to
be refused whenever it is offered. In my
opinion, it is very dangerous for an
organization to accept a great deal of
money before it is ready to carry out a large-
scale project. Collective wisdom must be
developed so ihat we can determine when
a national program has sufficient infrastruc-
ture to receive a substantial sum.

When Service de Regulation des
Naissances (Screna) expanded from one
province to nine others in Canada, our an-
nual budget increased by 300 percent. We
had 15 years' experience and more than
200 trained teacher couples. Our adminis-
trative structure was in place, and yet we
found it very difficult to absorb so much
money overnight. New programs, how-
ever, are being asked to accomplish this
quasi-impossible exercise. This is a con-
cern. Is it really impaossible to respect pro-
grams’ development rhythm by putting
reasonable sums of money at their disposal
instead of chunks on which they may
choke?

Financial stability is the dream of all of us
but an impossible d-ezm for most. Because
the programs are not self-sufficient, we
never know what the future will be, In our
planning we neced to develop three scen-
arios: what to do if we receive less funds, if
we succeed in getting more funds, and
third, what to do if funds remain stable.
This kind of exercise is especially impor-
tant when we have siaff or are planning to
add seaff.

Naddonal Program Growth
and Redefinition of Goals

4 responsive organization must intermit-
tently reassess its goals and objectives.
Reassessinent  of goals and  objectives
seems to be the ebvious thing to do when a
program is not developing as hoped. But
that is not the only time when this reorien-
tation exercise is usefu!.

At the end of each activity period, it is
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important to review results obtained and to
reassess whether needs have changed. Pro-
grams with good annual statistics are in a
petter position to follow the evolution of
their program regarding client numbers
and origin, and teacher numbers and char-
acteristics. Ongoing programs can always
benefit from adjustment.

The most obvious adjustments, how-
ever, are needed when prograni conditions
alter. These adjustments may be occa-
sioned by legislative change, by establish-
ment of a family planning grant program,
or by the fact that for the first time, natural
methods are being offered to couples in
state-financed clinics. These major changes
require considerable adjustment of oro-
gram objectives and strategies.

Many programs hesitate to abandon their
orientation as a movement to develop as a
service. When they examine the impact of
such a shift, they find multiple possible
disadvratages, including: a less firm philo-
sophic orientation arising from the service
reaching a larger ciientele, which tmay have
more dierse basic options; a more profes-
sional than apostolic orientation, since
ofter: the establishment of more service
noints will almost inevitably entai! hiring
full-time professionals who may supplant
part-time volunteers; loss of administrative
control, since as a result of an appreciable
financial injection, the program requires
people with different abilities who will
replace program pioneers on more or less
short notice; and uncertainty as to future
results, since the jury is still out on whether
natural method teaching is as valid in a ser-
vice (public) context as in an apostolic
(private) one.

We are really at the crossroads with the
development of our programs. Some will
want to forge ahead and accelerate devel-
opment of a national program by covering
their country with service points, ensuring
co-workers in every sphere of authority,
and using large sums of money. Others will
prefer to mark time and observe the efforts
and results of others before proceeding.
Who is right? It is very difficult to say since
the first group may break their backs by
assuming too heavy a load, while the
second may wait a long time in vain for an
opportunity that will not come again.
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NFP services are growing beyond their
originai part-time volunteer-based begin-
nings. The expansion of high-q:iily NFP
services to more people and countries is
the challenge now. This paper invites you
to consider some directions NFP services
can take and their implications.

Certain assumptions which, in fact, are
value judgments, underlie this sociologi-
cal analysis. These are: NFP should be
made available at low cost to many in-
terested people in many countries within a
reasonable time period; the services
shodd be of bigh quality, accountable and
respectful of the diverse values of the peo-
ple involved; and finally, the methods
should be grounded in biomedical science.

In sociological terms, NFP is a social in-
novation and like any innovation needs to
become known and respected. As part of
this process of expansion, NFP leaders
need to promote the acceptance and credi-
bility of NFP among established leaders
and institutions. Three orientations bave
provided the primary leadership in devel-
oping NFP services up to now: (I ) NFP
teachers and users with experiential
knowledge of NFP, (2) the medical profes-
sion, and (3) religious groups, especially
Catbosics. NEP services currently combine
these orientations in a variety of mixtures
in different programs and countries. Each
of these orientations offers both advai-
tages and disadvantages to scrvice
delivery. The experiential is not presently
given legitimacy while the religious and
medical are.

The paradox of NFP is that services can-

not expand to a large number of places
without existing institutional networks,
but if essential features of the experiential
component are lost, only a jew people in
any loczlity wiil be reached. Furtbermore,
if thesc NFP programs are designed ac-
cording to the conventional professional
or medical model, the services would be so
expensive and ineffective that the advan-
tage of the network would be lost.

New kinds of programs and nonprofes-
sional occupations need to be designed
that enable experiential experts to play
their irreplaceable role in the institutional
context.

This paper raises this challenge for NFP
and institutional leaders.

Natural Family Planning services are a
relatively new social innovation having
been created during the past 25-30 years.
During this time, several kinds of groups—
with medical, religious, and experienced-
user orientations—have evolved their own
approaches to teaching NFP to women or
couples. Many of these efforts have been
ad hoc, part-time, and volunteer-based.
Many have been too informal and irregular
to be entitled service programs. Some
groups are free-standing and independent,
whereas others operate inside such institu-
tionalized delivery systems as medical care
systems or Catholic marriage and family
programs.

Dr. Claude Lanctdt (1982) recently sum-
marized the status of these NFP services.

It appears clear that NFP has achieved
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4 news staies of respectability and
credibsdiny, Yet it is still very close to
its grass-roots origing being still in
sy places method specific, women
oricnred, and mostly by peer instruc-
tors. The chatlenge of the next decade
will e 10 expand the movement into
feribz auality services o a much
iarge s number of potential clients.

The chalfenyge of expanding high-quality
NEFP services to more people and places is
accepted here as the issue of interest. This
congress 15 an important occasion, znd lin-
vite you to consider some major directions
thai the development of NFP services is
likely to take based on the history of these
services and the apparently available op-
tions The implications of following these
directions will be speiled out. This socio-
logical anulysis suggests that there are ma-
jor pitfalls to expansion if NFP services are
simply modcled  after  existing  medical,
educational, or religious delivery systems.
Some suggestions are offered to avoid
these pitfalls.

Ceriain  assumptions  have been made
that were used as criteria in conducting this
sociological analysis. These  assumptions
are alse in fact, several value judgments.
Current sociology recognizes that certain
value judgments are necessarily involved
in sociology and any scientitic work
{Gouldner 1962, 1968; Foss 1977). Often
these vatue judgments are implicit, not ex-
plicit. Certain explicit  value  judgments
underlic this analysis, and they represent
the criteria or parameters in terms of which
the analysis was conducted

There are three basic assumptions:

First, NFP should be made available to
many interested people in many countries
within a reasonable period of time. Tais
assumption focuses on the idea that the
capacity for wide diffusion of scrvices
should guide the direction of their
development.

Second, the NFP services that are devel-
oped &-3uld be low-cost, high-quality, ac-
countable to their constituencies, and
respectful of the values of the people in-
volved. Once NFP services come into the
public domain, whether they are mandated
by church, medical, or government policy,
the services can no longer be solely a part-
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time, volunteer activity. Moreover, pub-
ticly authorized services have to be
accountable and have external means to
measure quality. Also, publicly authorized
services cannot usually be restricted and
available to persons of certain religious or
ewnical value positions while excluding
persons with other values.

Third, the methods should continue to be
grounded both in biomedical science and
in the experiential knowledge (Borkman
1976, 1979, 1980) of successful users. This
assumption refers to the knowledge base
of NFP services and to what kind of exper-
tise is needed to direct NFP proysams. Two
kinds of knowledge are distinguished here.
Both seem essential for ciiective NFP ser-
vices: (1) the application i biomedical
research findings on humaa reproduction
and fertility, and (2) expx riential knowl-
edge gained by practicing NFP or teaching
INFP to users.

1. The essential bicinedical scientific
knowledge is applied information taken
from research findings. It is important to
encourage biomedica! research on repro-
duction and refinement of the methods,
but as a separate activity from NFP service
programs. Medical professionals per se are
pot necessary to provide NFP services. The
applied research material is neither highly
technical nor extremely complex. t has
been well demonstrated that nonliterates
and educated people alike from many
cultural backgrounds can be taught the ap-
plied biomedical knowledge and can use it
effectively in practicing NFP. Therefore,
neither the teaching of NFP nor the direct-
ing of programs needs to be controlled by
physicians or other health professionals on
the basis of technical or specialized knowl-
edge. The physician or other medical pro-
fessional is needed on a consultant basis,
however, for problematic medical condi-
tions and to review the applied biomedical
knowledge base of NFP services.

2. The essential kind of knowledge for
an effective NFP program is experiential
knowledge of NFP. This refers to trusted
information gained by personal, lived ex-
perience (Borkman 1976, 1979, 1980) that
many teacher users and long-term NFP
users obtain through their practice of NFP.
The experiential knowledge of NFP iri-




cludes thie practical apylication of the
biomedical infermation to cveryday life
plus the emotional and relational aspects of
the abstinence, sexuslty, and communica-
tion between the partniers. The necessity of
expericntizl knowlodge is recognized by
many NFP scrvice programs that require
teachere to be users.

Elements in o Publicly
Accountabie WEFP Zrogeam

From a sociclogical perspective, NEP is a
secial innovation, and, e any innovation,
it needs 10 beconie known andd respected.
Social innovation refers 1o ideas or prac-
tices that are new to the involved individu-
als or Grganizations; i does NOL M New
in the sense of never previoushy oeeurring
throughout human  histery  (Borkman
1979). What is needed to translae this
social innovation into respected and effec-
tive program services that can be diffused
to maay people and countries? The ser-
vices need to become regular programs,
have quality control and accountability
standards, develop new NFP occupations,
and become accepted by relevant leaders
and inszitutions. Some people call this pro-
fessionalizing an NFP program.

As can be scen, the term “professional”
is probfematic because it has many mean-
ings and is used in different ways by peo-
ple. Some of what people discuss under the
term “‘professional” 1 will discuss under
the headings of: regular program, quality
control, and accountability standards and
NFP occupations. There is another mean-
ing to the term “professionalize™ that is a
danger for NFP programs. I will discuss it
later.

Since: NFP is changing from a local op-
tion to a service mandated by public policy
in some countrics, NFP services will need
to be regular programs that are publicly
accountable and have some means of
showing the quality of their services. Regu-
lar programs arc defined here as legally und
financially responsible services  that are
regularly available and have a continuous,
identifiable presence in the community. A
regular program is contrasted with a part-
time, ad hoc “'fold-up™ group that may rely
only on voluuteer effort. A program ad-
ministrator who is publicly responsible

and accountable is another ingredient of a
regular nrogram; e administrator func-
tion represents the program to the relevant
communities. A regular program may rely
on part-time, unpaid volunteer eifort for
most of its service provision, but the iden-
tifiable, continuous presence is provided
by the administraror.

A second necessary clement is the con-
ceptualization of the NFP program in
terms of its nature (anr educational ap-
proach, a religious or a medical one); the
values attached to it; what groups (medical,
experienced user, or religious) will control
it; how it is viewed in relation to other
family planning methods; and how the
program articulates wet other local health,
family planning, murriage and fumily, and
educational services.

Third, the functions of NFP tcacher,
supervisor  of teachers, and program
administrator need to develop into identi-
fiable occupations. Occupations are job
positions that define responsibilities,
duties, and privileges, and that have
selection  criteria, standards for training,
experience, performance, and ideologies.
Ideology refers to the set of ideas that oc-
cupational members  develop about  the
nature of their work, its finkages with other
occupations, cthical standards, what the
occupation contributes to its clients and to
socicty, and so forch (Freidson 1973).

These issucs pertain to the fact that in
many places the spread of NFP services is
hindered by the lack of trained, committed
NEP instructors. These instructors would
be trained to work regularly in NFP pro-
grams and have the “ocenpational quali-
ties'" of confidence, commitment to follow
program guidelines and procedures, will-
ingness to submit to administrative control
for the good of providing regular services,
and familiarity with paper work, ter-
minology, and organizational practices of
agencies so that they could operate as
“professional” as contrasted with “‘ama-
teur.,” T am deliberately using descriptive
terms about what is nceded for oceupa-
tional performance rather than using the
terminology of professiongls. Some  of
what is meant by “professiomalizing™ NFP
is to call for the above qualitics in contrast
with the qualitics found among many cur-
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i , whie are not systematically
of unifarmiv A'md or tested in any way
] v ievel of their knowledge and
anyaid volunteers whose
£ 25 in their zeal about
its vak ;;.nd = <hizs effective teachers);
who o ot b pocupationally committed
1o provi jmr services in an NFP program by
submitting w5 administrative pro-
vedures; who may be familiar with the
practices andd “culture’ of agencies.

Founl, extermal quality control and ac-
couniability standards for NFP programs
n=r«} to be developed and agreed upon.
These standards are mainlv for outsidizrs—
the welevant local communities who give
the legitimacy 10 a program that is vital for
its  diffusion. These program elements
include such aspects as standards of
follow-up, confidentiality requircments,
record beeping  requirements,  guidelines
for supervising teachers, and so forth.
There are major dangers in defining and
implementing qualiiy and accountability
standacds. The most frequent error in
developed countries with high educational
levels is to equate standardization, the writ-
ten form, or activities done by a profes-
sional group as priina facie evidence of
quality and sccountability.

Fifth, obtaining acceptance from the
relevant leaders and institutions is critical
for obtaining funds, for atteacting clients,
and for becoming a segular program. All of
the preceding four elements contribute to
the legitimating of NFP progrumns.

fsrncror

en gt
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COFAHITIenT 10

Three Orientations Found
in Current NFP Services

Three orientations have provided
primary leadership in developing NFP ser-
vices up to now: (1) NFP teachers and
users with experiential knowledge of NFP;
(2) the medical profession; and (3) religious
groups, especially Catholics. NFP services
currently combine these odenianons in a
variety of mixiures in differeny programs
and counirics. Theie aie expericntialists
swith strong rebgious oventations leading
voluntary associntions fike fohn Kippley's
Couple to Coupic Leagee, There are other
expericntizlly controiled  voluntary  asso-
ciations that are moderaie in medical snd in
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religious crientation, such as Serena
Canada. Physicians who often have
religious  values have led some groups,
cither voluntary associations of primarily
experiential users like the World Organiza-
ticn of the Ovulation Method Billings
(WOOMB) or more medically based clinics
with seme emphasis on research, like Dr.
Roetzer in Austria. Religiously oriented
programs are often within the context of
Catholic marriage and family programs like
Ireland's, but these programs have strong
input {rem fiealth professionals and ex-
periential users who teach INFP.

The three orientations are important
because cach seems to contribute some-
thing vita! to ihe philosophy and knowl-
edge of NFP as it is currently constituted. It
seems that effective NFP services combine
some aspects of all three orientations. As
discussed eatlier, the biomedical, scientific
grounding of NFP methods is absolutely
critical, and their appropriate application
ensures thiat NFP is refizble and ctiective as
a family planning mcthod. Similatly, the
experiential knowledge for teaching NFP
to newcomers and for informing issues of
NFP service delivery seems critical from
past history. The extreme caze would be
using males without personal experience
of NFP who learned it from books and lec-
tures zs teachers; one would expect many
dropouts and unsuccessful users. The reli-
gious dimension as world view is seen here
as key in providing a value framework
within which NFP is interpreted. Values are
often articulated in NFP by religious
groups, but this need not be tiie case. In
this paper, religion is being detined in two
senses: first, as the world view in which
human values guide choices and behavior;
and second, as an institutional entity which
encompasses a network of organizations,
occupations, and administration. Many
secular or nonsectarian value-oriented
groups, however, also could and do pro-
vide a value framework within which NFP
can be interpreted. For example, the femi-
nist health m:vement and alternative living
groups like Summertown (Shivanandan
1979) are examples of value-oriented
ETOUDS.

Each of the three orientations also
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tepresents a direction that NFP can
develop as service programs. What are the
maor sirengths and weaknesses of each
orentation as a form of service detivery for
NEP? Stre and weaknesses svers iden-
tified relative (0 the val
were the f

The streng reficious ononiation
lies in its JJear and continuons articulation
of the hutnan and religious vadues of NFP.

eligicus institudions coud aiso Daciliviate
the expanswon of INFP services by designing
programs linked with their existing istitu-
tional networks (as is being done by the

ve judgrmoenis that

1.5, Cathalic Diocesan Development
Piaml. The weaknesses of the religious
orientation are vk (1) some religious
grouvps are intoleant of value systems
other than their own; (2) some religious

groups would not offct survices to persons
with valuz svstems different from theirs;
(3) some religious services impose their
marriage or farnily services 2s a condition
of participation in NFP; (4) some teligious
power structures and organizations da not
legitimize experiential user knowledge and
may 1ot be respectfu! of it or incorporate it
appropriately into their service progiarn;
and \5) religiouslv hased sorvices would be
unacceptable to some persons in soms
localities.

The strengths of the experiential learn-
ing include the following: (1) experiential
users as the tcachers of NFP can be very ef-
fective and suitable in many cultural con-
texts; (2) experiential knowledge as a major
basis for a new occtipration of NFP teacher
and teacher-supervisor would be effective;
(3) the cxperiential approach incorporates
human and religious values and is sensitive
to local cultural contexis; (4) an experiential
approach stimuliates users (o pecome vol-
unteers to teach or help with NFP services,
thus lowering the cast; and (5) NFP would
be viewed as an educationai approach
compatible withh a varicty of functional
areas. The weaknesses of the experiential
approach are these: (1) in some contexts
experiential users are intolerant of other
value systems and do not respect diverse
value systems; (2) there is a lack of models
of experientially based human service uc-
cupations; (3) there is a lack of models of

expericntially based publicly accountabie
regulas progeams; (1) & would be difficult
to develop external quzlity and accoun-
tabitity standards for Jocal progrums hat

te for application g: a varicty of

WO Bt

places 5y expederdisl knewledge 8
nout imated o the modemn

world, and it may be difficult 0 incor-
porate it fiifully into  institutionslzed
medical or Western religious service pro
grams, Overadl, the experiential odentation
results in great value diversity of NFP pro-
grams, but serious contlict cul arise in the
struggle 1o develop segular programs with
new occunations, quality, and accoun-
tability standards and (o obtain legitimacy
for NEP prograns. The resulting NFP ser-
vices, however, would Jikely be jow-cost,
contain many volunteer users, and be
widely available 1o many people.

Tihw strengths of the medical orientation
are also several. They include the fellow-
ing: (1) updating NFP methods would be
facilitated by ihic relatively close links of
hiomedical researchers and dlinicians pro-
viding services; (2) existing taodels of
quality and zecountability can be relatively
casily applied to NFP; (3) existing models
of how to develop regular programs and
their clements aie casity applied to g new
area like NEP; (4) the yirestipe 2nd power of
the medical profession would increase the
credibility and respectability of NEP; and
(5) the rapid expunsion of MFP scrvices
woulid be facilitued by incorporating NFP
programs into  existing medical care
delivery systemnis.

The weaknesses of the medicad orienta-
tion Jie especially in the relaed dangers of
professionaiiziition and of medicaliza-
tion. These processes wounld be likely 10
niake NFP services exnensive, o Hmit
severely their avzilibility to a few people,
and to threaten vabwe diversity and the
human and religious values atrached to NFP.

Medicalizution refers to the social-
political process of defining 4 phenome-
non 26 2 disease or within the raedical
rathoiogy system under the jurisdiction of
the medical system o be controlled by
physicians (Conrad and Schneider 1980,
Zola 1977). An often-quoted exanple of
snedicalization is the recent change in the
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United States frorn detinit g alcoholism as a
crime under the crminal justice syvstem to
the current coneept of alcoholism as a
disewne Giat 1 (rostable within the medical
1 oselected this illustra-
riom micdicaization because there are
sortant paralict: to which 1 will return,
between the treatment of alcoholhsns and
the provision of NFP services.
Commceptives are wready medicalized,

Troetnent sys

of

and fertility is regarded within a pathology
orientation by the nicdical profession. This
approach s antithesical 1o the values of
NEP. where fertifity is viewed as a natural
tife process not e be artiticially  sup-
4y an example of the

P those halth: per

prossed. There ds al
medicalization of N
sonnel who redefine NFP and kibel it fro
within theie medical oricntation fertility
gwvareness with a barricr methoed.”
Sociological analysis of cases of medical-
ization point out thai when the medical
profession tukes over a condition, they
conceptualize it to fit their world  view
(Conrad and Schneider 1980). The world
view of scientific medicine contains the
tendency o strip  conditons of their
human and religious value  connotations
and to replace these with wehnical con-
notations. Eric Cassell, timself an M.D., is
one of many who argue that medicine is in-
herently moral but knowledge of this fact
is denicd with the betief that
the physician dovs not make cthical
decisions, he only makes  technical
decisions. Such concern for morality
is not a generatization of expertise but
an accepted part of the physician’s
role, and is so recognized by the
society, though fargely in a covert
munner. But hie and the patiene protect
themselves from the awesome impli-
cations of that responsibility by hiding
behind the belief that doctors only
make technical  decisions.  (Cassell
1973: 57).

If NFP? were to become the territory of
the tegular medical establishment—with
the exception of those physiciuns who sup-
port NFP for its vailue orientation, sich as
Roctzer, Billings, and Hilgers—it is quite
predictuble that many of the human and
refigious values attached to NFP would be

stripped away in favor of redcfining it in
technical terms. Concurrently, the value
diversity of NFP among different cultural
and religious groups could be diminished.
The medicalization of NFP would likely be
accompanied by its professionalization,
since the two seem to occur together.

Sociologists define the term “'to profes-
sionalize” as ihe process through which
occupational groups attempt upward social
mobility, that is, to increase their prestige.
remuneration, autonomy from clieriis, and
control over their work territory (Wilesilry
1664). In the professionaliciing process, oc-
cupations usually emulate  prestigions,
autonomous professions like the medical
profession {Freickion 1970, Starr 1982).
Although the idcologies of professionaliz-
ing occupations often center around altru-
istic cthics of service, objectivity and
impartiality, and a client service orienta-
tion, sociological analyses of these occupa-
tional groups reveal that their behaviors are
often contradictory to  their  ideologics
(Gerstl and Jacobs  1970). Oceupational
groups often restrict rzcruitment by impos-
ing standards of formal education und
training that serve to limit the number in
the occupation. Restrictive recruitment or
standards of training also lead to exclusiv-
ity in who is allowed into the occupation.
Part-time or volunteer workers may be dis-
couraged from obtaining training in at-
tempts to upliold uniform and high salary
levels. Many standards supposedly insti-
tited to establish and maintain  quality
control lead to expensive training and cer-
tification mechanisms that are never
demonstrated to accomplisiy their objec-
tive. Thus, inn 2 varicoy of ways, the occupa-
tional groups are self-serving at the
expense of service to clients and client
interests.

The profcssionalizazion of NFP tias pit-
falls that could Jead to serious problems.
Two particular dangers are (1) diminishing
the experiential-user knowledge since it is
not casily codified in written forn and is
not respected in professional models of cc-
cupations; and (2) discouraging the raining
and utilization of part-time and volunteer
experiential users as NFP teachers or par-
ticipants in programs. Maximizing the use




of volantesrs iy NFP programs can keep
costs down andd enihusiasm high, which is
important o mosivaeing couples, whereas
the professionalizing of NP occupations
would drive costs ap and dimpon 2o,

Having considersd some s ;
weaknesses of the three orieatnions as ser-
vice delivery systeins, what can we cop-
clude? The paradox of WNEP is that services
cannot expand to a larpe nurcher of places
without using  existing instirutional net-
works (medice! or religious), but if these
netwozks lose the experiential component
of NFP, then only a few people in cach
locality will be reached. Furthermore, if
these NFP programs and occupations are
designed according to the conventional
professional or medical models, the ser-
vices could be so expensive and ineffective
that the advantage of the network would
be lost. The iemptation would be to pro-
fessionalize NFP occupations if conven-
tional models sre followed. Similarly, the
current model of the medical profession, if
applied 1o NFP pregrams, could medicalize
NFP and distort its integrity. Mew kinds of
programs and nonprofessional occupations
need to be designed that enable experien-
tial experts 10 play their irreplaceable role
in NFP and that preserve the values at-
tached to NFF.

¥
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Suggested Recoaunendations

I have considered some of the potential
advantages and disadvantages of following
the extremes of cach of the three orienta-
tions (religious, medical, or experiential)
as a model of NFP programs and services.
The approach will need to be novel in
order to retzin the combination of neede
ingredients from all three orientations: the
religious respect for human values, the ap-
pliecd biomedical knowledge of fesility
awareness and reproduction, and thie ex-
periential learning of transkting the bio-
medical knowledge to everyday life within
the value fremework of the involved in-
dividuals. Exactly how to accoinplish this
in any pragmatic situation is inpossible to
say; indeed, the important message: is prob-
ably to maintain the spirit of the strengths
from ine three orientations, not 1o rigidly
or svstematically apgly some formula in 4

standardized raanner.
The following recommendadons suggest
oty WEP services can omake a successful

reansition from pure-time, “fold-up,”
voluntoel services Lo fegular programs

staffed with trained  instructors, whether
praid or unpaid,

1. invite persons who have a commit-
micnit in each of tho orientations to help in
planning and developmens:. {i is important
to have adequate representadon of the
three orientations, not just toxenism.
Careful attention should be paid to choos-
g an cxperiential expeic who will not be
intimidated by the authority of health per-
sonnel or religious representatives.,

2. Prepare a straightfo-ward and explicit
outline of values and criteria regarding NFP
prograins similar to mine at the beginning
of this presentation (or in even more
detail). The first step to awareness is to
become cognizant of the values and criteria
for a program within which one wishes io
operate.,

3. Invite a sympathetic but findependent
outside observer to help assess whether
the approzch is consistenr with its own
values if a group is in doubt about its direc-
tion or process. There are probably many
experienced persons who would provide
free consultation in exchange for helping
to develop a novel value-oriented service
program for NFP.

4. Try developing two solutions (o any
problem you face rather than one. As
appropriate, sclect contrasdng types  of
solutions: for exampie, if appropriate, an
inexpensive rickshaw solution and a rnore
expensive limousine solution if you have
unds; or a solution depending totally on
volunteer stafi along with a2 solution
depending on paid stalf and minimum vol-
uateer help, This approach may reduce at-
tachment to a single soluden, andl it may
open up more passibitities,

5. Look for other areas of human ser-
vices that fuce similar problems and cox-
amine the ways they concepuialized issues
and the sclutions at which they aerived.
For example, the alcoholism  trearment
field has agencies termed “social model”
or “socibtexperiential model” (Borkroan
1982) programs that faced similiy dilem-
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s, The ewperiential koo
recovering  alcobiolic from
ANONYMous was not legitirnired

sionally based prograqus; the mutis

help form of service giving had Kmintions
since it owas a Ufold-up service” and 3

cfzulur program was needed; the recover
np alcoholic—an experic u‘m{ ¢ «mri WY
not necessardly  trained ceupaionaliy”

or in how to submit 1o un udmzmbtmtivc
prograin; and linkages with mwedical care

and other social services had 1o be made,

The social experiential model alcchol
s programs have developed an adiminis-

trative and oreanizational stucture  that
satisties local legal, financial, snd public ac-
countability requirements  (not witiiout
some controversy), but not a the

m:l

expertise inforr“ ba.n
is paramount in siafl seevic
participants. Sautny s sind
pased practce for i hnpl
values of e ageeiny. :
p.xerb that could b usel
developing WFP programs

6. Adapt 2 model b
ship and service in devs

Thew

pations  such ag instradior

instructers, and Mlﬂlmﬂ;““n"\n not 4 -
fessional  occupmion bas formsad
education, The latier oun fead

concern aboul status, P

areas of self-ipnterest. T ihat ein-
phasizes  on-thejob Jpp.cmm ship  and
minimizes specil waining facilitics or for-

mal schooling i3 much more in keeping
with the experentiul learning that s the
strength of current NFP instractoss and is
in keeping with fostering ruany volunieer
NELTUCLOTS.

Censider new technologics that could be
exploited for didactic waining in ihe 2
plied biomedical aspects. An example is the
use of video cassettes for training sessions.
Training could be designed to be as low-
cost as possible and to make it widely avail-
able in many places.

7. Adopt an “NFP Impact Staement.” I

7 suggesting a new Kaid of systematic
analysis of selected consequences of any
proposed procedure, policy, or prac tice on
the client, the progrium, or values. The idea

124

¢ from UE r:vy.\,nm"mﬂ Impact
5 thet are reaudted by U5
cpeneitt situa-
7, 20d Wolf
atysis of ti.<.

¢Ct zuch a5 .1 dam,

: i;o\v;r_zr plont The EIS
28 by p";l"r‘-u:‘r!:ﬂiﬁ"l as 2 rationad
sis for wughzm, the positive and negu-
tive consequences of 1 puwd proje
The requirement o think out polen
CONSCHUENCES  SEams 10 be: o
excrcise,

A few ideas of the kinds of guideiines
that could De uscd for the NEP Impact
carement will be mentioned for iustration;
many others could be added depanding ca
the values and objectives of the puise

Wiy the ¢
(2 lpit Of increase aooess o training or
services? (b) ueal volunteer and puid staff
- or differently? {€) incresse, decren,
or tradntain the same Jevel of costs to the

P clicntele or wrogram? (d) increase,
1o cent i
it in the learning

rrices? ((-‘) decrease

e

of doveic
highievay,

3

.
ti
abv

Vol

(lLVLlﬂp’HP the Program.,

G

cor antonemy i the use oi
, iy ¥
quatizy of cliont v

de TCARC

wcering i
() increase, decie
levels of social distcs
occupztion and clienicle?

ainiin

breiwesn (he

A5, OF

In conclusion, it seenn Hiely et & wo
e copeciadly difficult o incorpomie and
lepithnize the expericntial-us le in new

eccupaions and :nc CK-

i
{

perizotial user i 00t & al part
of service giving, in < "
religious dulivery & i belore

you now in the expansion of L“.E"i'
challenge of developing new NFP occapa-
tions and progeams that fit within ex
medical care or L‘r“éﬁinm delivery systems
without compromising the integrity of NFP.

isting
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STEPHEN BUTLGE

Sigphben Burde, A CSW., assisiant divec-
tor of Catholic Sacial Services, Rlocese of
Providence, R, Us; direcior of NFP of
Rbode fsland

Before reacting to several points o Mrs.
Dovyle's excellent paper, Ewouwd ke to say
a little about my cwn wark. My wife Sheila
and 1 direce Naturad Family Plianing of
Rhode Isiard, a program of Catholic sccial
services in Rhode island, The program,

begun in November 1977, is sponsored by
the Catholic Chiurch, and we ate directly
accountable o it It is funded through
Cerhiolic Sucial Services, and 2lso
peceive Tite X monies from the United
S1aes goversment for the educadon and
training of NFP teachers in the pubiic sec-
tor. I am aiso secretary of the comenittee
for standards for New England Natural
Family Planning, Inc., an organization
representing the NFP interest of the six
ncrtheastern states. Nine of the 11 dioceses
in the New England region are members of
our regjonal association.

Mrs. Doyle has given us several models
of natural family planning national
development, from top down to bottom
up. I personally favor development from

we
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the boutom up for several reasons. First,
there is [ar fess likelihood of losing the real-
life perspective of day-to-day married life
that comes from instruction and follow-up
of natural family planning services with
couples, For example, it seems to me that
in somi¢ cases priests have lost a sense of
real married iife by the way they character-
ize spontaneity and its value in a conjugal
relationship. I have often felt that if they
lived with 2 woman, their views on sexuzal
spontanceity would change.

Second, developing a program from the
bottom up—namely, beginning to icach
people and gradually building from there—
offers more of an opportunity to graw in-
crementally in thoughtful steps. Third,
development of NFP from a grass-roots
level scems to me to be less intrinsically
authoritarian. It allows mors opportanity
for participation by NFP consumers and
instructors.

As Mrs. Doyle points out, the affiliation
that can exist between church-sponsored
NFP groups and governmental authorities
is both interesting and coritroversial, Since
governmient can be an xivecate for ard-
ficial contraception aid, in some countrics,
for legalized sterilization and abortion, our
position can indeed be delicate. Some
years ago two dioceses pulled out of New
England Natural Family Planning, inc.,
because they did not want to deal with
governmentai burcaucracy and its con-
trols, and they disagreed with the rest of
the membership on issues of belief and
ethical practice for NFP programs.

Specifically, one of the most divisive
issues among members of the New England
region was the feeling on the part of the
two diocesan programs that the rest of the
membership was involved with “material
cooperation in the sin” of some of its
clientele. Currently, three of the nine
member dioceses are receiving federal funds
for various aspects of NFP developnient.
Monies are being used for service 1o NFP
adult consumers, for cducation and train-
ing in NFP for government family planning
staff, and for adolescent fertility awarencss
in family life education programs.

I think ‘hat we have difficulty dealing
with govermengal authorities in NFP
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ccause of the size and power of govern-
ment. Often we feel we cannot cope with
the strong advocacy postion they take for
artificial contraception and other practices
we cannot condonie. This can make us feel
very ambivalent toward their money, as
Mirs, Dovle Bas suggested.

In order o deal with this unique rela-
tionship  with  government, . suggest
several positions  that church-sponsered
NFP progoams can take. First, we have 1o
be abie 10 deal from a position of strength.
This means that we must, @3 privaie pro-
grerng, have a secure sense of ourselves.
Ve must take the time and sometimes €n-
Jdure the pain to develop a program phil-
osophy and put it in writing. W¢ should
wnow where our own cthica! boundaries
are. Every program shouid have its own
statement of philosophy and purpose. This
means that we should aiso be able to deul
with the controversial questions that arise
in NFP. Whether we teach unmarried peo-
ple, whether we refer for artificial con-
traception, and how we handle questions
related to oral-genital sexual expression are
several examples of hard questions that
come up.

Second, we must have a readiness to
diversify NFP service delivery systems. We
should be able to deliver NFP in clinics,
homes, hospitals, and social service agen-
cies. We should be able to offer group as
well as individual instruction and  we
should be able to employ various types of
teachers depending on the demands of our
local situations and the populations we
wish ro reach. Finally, we should be able to
teach all methods of NFP. This diversifica-
tion is very appealing to governmental
authoritics, and it alsu reaches a great many
more peopie than we can reach in our own
private programs. NFP has been marketed
to a much wider consuming public in
Rhode Istand because we were abtle to train
traditional family planning providers to
cach NFP. 1 am convinced that there are
many people who simply would never walk
through the doors of a Catholic agency to
fearn NFP.

Third, we should have an understanding
that government funding is probuably not a
stable source of money [or ongoing NFP




teaching programs.  Political  administra-
tions change, and they are particularly sen-
sitive to political forces that surround
them. Further, it is probably best that we
keep our main funding basc in the organ-
ization that shares our values. In other
words, always awn at feast S1 percent of
our own NEP company’s stock.

Lastly, T rhink we need to have a basic
openness of mind. MNFP wiil flower when
we love people and accept them where
they are. We can also accept programs a::d
agencies where they are as well. Several
years ago, when we trained 19 women
from government family planning agencies
to teach NFP, we had no idea of the impact
this raining would have. Because we
didn’t know their own life circumstances,
we asked them., as a follow-up measure, to
chart their own cycles or the cyles of 4
friend. All of them freely chose to chart
their own cycles. We found out later that
three of them were trying to become preg-
nant. Their new awareness of themselves

and their fertile signs did more to “sell”
NFP than any indoctrination we could
have done.

In ancient Greece, there was a mythical
character called Procrustes. It seemed that
Procrusies had a house by the side of the
road, and he grabbed everyone passing by
the housc und put his victims on his bed. If
they were too short for the bed, they were
stretched to fit, and if they were too long
for the bed, their feet werc cut off. Pro-
crustes has a lesson for us. Perhaps what
we can do is to get rid of the bed on which
we try to make people fit our point of view
and bring in a banquet table around which
we can share our gifts and strengths in
sharing the mcssage of NFP with our
brothers and sisters.

[ will be happy to provide copics of our
standards for programs in the New England
region as welt as my own program of state-
ment of philosopy and purpose to any
country representative whio requests them.

KATHLEEN DORAIRAJ

Katbleen Dorairaj, M.D. director of tke
Family Life Center of the Indian Social
Inustitute; president of the National Fanr-
Hy Planning Association of India, New
Delbi, India

It is imporiant to consider fertility
behavior and family planning programs
within the broader socioeconomic context
of a country. In the case of India, where the
level of sociocconomic development s
low, programs must be designed that are
sensitive to the needs and coneerns of the
poor, whose motivations wnd rationstity in
the area of childbering must be con-
sidered. If such concerns are neglected,
fertility reduction programs will not be
successful. Family planning and the reduc-
tion of fertility are not ends in themselves
but only onc means of enhancing human
welfare. Festility behavior cannot  be
isolated from other aspects of social and
economic development,

The government of India not only sup-

ports family planning but has had a fu!
fledged national family planning program
integrated with the health infrastructure
since 1950. And yet, after 33 years of fam-
ily planning programs and substantial
investments of human and financial
resources, the program effects have been
poot. Fewer than 25 percent of the married
couples in the reproductive ages have ac-
cepted the family planning methods pro-
moted. In the 10 years between the 1971
and 1981 censuses, the population in-
creased by 136 million persons, and the an-
nual growth rate increased slightly, from
2.20 percent in the 1960s to 2.23 percent
during the decade of the 1970s. The
government has mounted a  ‘‘multi-
pronged attack,” involving governmental
agencies, the private sector, mass media
communication campaigns, and monctary
incentives, together with a focus on the
promotion of theoretically more effective
family planning methods.

The Indian experience points up the
relrtionship  between  development  and
population. The upper classes and upper-
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middle classes, who have benefited most
from socioeconomic development  since
independence, now  have only two or
three children and accept a method of
family limitation when the desired family
size is reached. Thoey have high aspirations
for themselves and their children, and they
place a high priority on education 2s a tool
for social mobility. Thus, they are moti-
vated to accept farnily planning and to in-
vest their personal resources in fewer
children. The poor, however, have not
shared in the fruits of India’s socio-
cconomic development. Poverty and
malnutsition continue to contribute to in-
fant deaths, and parents need to have
enough children to ensure that some will
survive o care for them in their old age.
They are therefore ‘below the threshold
Jevel” for acceptance of official methods of
fertility control. They are especially not
receptive to the prirnary method promoted
by the Indian government program, that is,
steritization.

It is in this context that natural methods
of family planning become an important
aliernative. NFP is acceptable to poor
couples because it is not permanent and
because it permits them to space their
children and thus focus on the health and

autritional requirements of each child. If
more children survive, fewer pregnancies
and births are required. Women need not
spend their reproductive years in com-
pulsory, repetitive motherhood, and so
NFF contributes to the health and welfare
of women as well as children. NFP can also
improve the quality of family life because it
improves communication between
spouses. Women, especially poor women,
who learn to use NFP acquire knowledge
about their own bodies that gives them the
means to control fertility.

Natural family planning involves iden-
tification of the fertile and infertile phases
of a2 woman’s menstrual cycle and requires
sexual abstinence during the fertiie period
to avoid pregnancy. Family planaing pro-
ponents in India are often antagonistic
toward NFP because many of them believe
that NFP is synonymous with the outdated
calendar-rhythm method. A large number
of them are not even receptive to learning
about the more modemn approaches to
NFP. Most family planning experts ar¢ men
who perceive that women, especially poor
women, will not be able to identify the fer-
tile period. They believe that the poor are
prolific because they are irrational and
unable to abstain from sexual intercourse.

EDGAR PAZ-GONZALES

Edgar Paz-Gonzales, M.D., obstetrician
and gynecologist; founder and chairman
of AVEMO-Billings (Asoclacion
Venezolana parg Aplicacion del Método
de Ovulacion Bitlings), Caracas,
Venezuela

Many priests, educators, and physicians
particularly, have worked in favor of
natural family planning in Venezuela for a
long time (in my case for over 21 years).
Many publications and works on NFP have
been presented before the Venezuelan
Socicty of Obpstetrics and Gynecology.

we distributed Dr. Billing’s book,
Método de la Ovulacion (Ovulation
Methiod). The Christian Family Movement
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in Latin America put us in contact with Mrs.
M. Wilson of WOOMB-USA, who invited
us to the first Congress for the Family of
the Americas which took place in Guate-
mala in July 1980.

The 14 Venezuelans who attended the
congress agreed to initiate a national NFP
program to implement exclusively the
Biliings method. Its inain attraction to the
majority of Venezuelin physicians, in-
cluding gynecologists, was its novelty.
Upon oui retum it became necessary to
create an organization that would direct
and support the NFP programn. A nonprofit
community associztion was founded Octo-
ber 12, 1980, named Asocizcion Venezo-
lana del Método de la Ovulacién Billings
(AVEMO BILLINGS). It was legally con-
stituted and registered with a constitution
and published bylaws.
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The members of our board of directors
were selecied from the foundin,. . roup
with His Excellency Archibishop ot Valen-
cia, Msgr. Luis Eduardo Henriques, desig-
nated as national counselor. Va'ncia is the
third most important city in the country
and is the site of major industrial develop-
ment. Thereafter the board of AVEMO
Billings created the Centro Nacicnal and a
working team to undertake the promotion
of the Billings method through presenta-
tion of talks, confeiences, and publications
and to infoiin administrators and educators
througl: seminars, woikshops, and other
activities,

The Ministry of Health and Social
Assistance in our country, the official body
responsible for the national health and
well-being of Venezuelans, conducis a pro-
gram entitled “Family Planning,” which
recommends only artificial methods of
contraception and disregards the natural
meihods. Almosi the entire medical profes-
sion accepts and approves of this program.
We decided that it would be more produc-
tive to solicit the support and assistance of
the Catholic Church for AYEMO.

The bishups received our presentation
well and invited us to present it to the con-
ferences of clergy in difference dioceses.
Later with the assistance of clergy,
religious orders, and secular apostolic
movements, we proceeded with seminars
of three days’ duration for the training of
instructors of the Billings method.

We then {ounded Centros Diocesanos
Billings (Billings Diocesan Centers) to
undertake the expansion of the movement
to their respective dioceses and, with the
assistance of the national center, we pi1o-
ceeded with the creation of centers to
provide services in the parishes and other
locations within easy reach of the public.
Services to the public were then initiated.
With a minimum of personnel in each

center, we offer instruction and follow-up
and aim to keep proper reccrds and
statistics.

In July 1982 the first national meeting of
instructors of the Biilings method took
place. Delegates from almost the entire
country participated.

Our program has expanded from Caracas,
the capital, to other important cities and
dioceses such as Valencia, Acarigua.
Porlamar, Ciudad Guayana, Puerto Aya-
cucho, Los Taques, La Guaiza, Maturin, San
Carlos, San Cristébal, und Barquisimeto.
We will soon establish centers in the re-
maining dioceses. The program functions
in urban, suburban, and rural areas, in
private residences, parishes, and church
facilities. The services provide assistance to
all classes of clientele coming to the dif-
ferent centers without regard to race,
creed, or social status. To date the instruc-
tors have been recruited from couples
eugaged in apostolic movements and reli-
gious members of various orders through-
out the country.

Our primary objectives are promotion
and expansion of services to the entire
country, securing funds, and improving
the training of instructors. We have con-
centrated on teaching the Billings Method
in Spanish but have some experience
teaching in the indigenous language in mis-
sionary zones.

We have not obtained any official finan-
cial assistance to this date, although we
have contacted various public administra-
tion staff and overseas institutions. We de-
pend entirely on the collaboration of a few
private individuals and organizations and
on volunteer staff, Because of the newness
of our program and iack of accumulated
data, we have difficulty in providing valid
statistics on couples using NFP, percentage
of dropouts, cost effectiveness, and preg-
nancy rates.
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Discussion

The nced to maice natural family plan-

ning available to @il was discussed under
three main topics: expansion of service,
Jeadership, and funding.
Expansion _of Service Two issues were
highlighted in the discussion: the relation-
ship between private NFP organizations
with an explicit value system and the more
pluralistic public sector programs; arid the
difference between WFP as a social move-
mient and WEP as sierely one kind of family
planning service.

Some organizations do not aim to make
NFP available to all potential clients or to
try to staft wl! delivery points. Rather, they
see themselves as a reference source for the
best teaching, tizining, and literature in the
NFP ficld. They uiso try to train couples to
be models of successful integration  of
periodic abstinence isto their relationship.
Many N¥P leaders question whether it is
possible to reach the whole country and at
the same time pass 0:0 NFP values.

A key question 1o many conference par-
ticipants, who wist: 1o make NFP available
to all, is what atiitedes they should take
towards clients’ vatues and behavior, What
policy should NFP piograms have toward
single people (not sexually active), engaged
couples, and cohabitors? It was suggested
that NFP valugs be presented @s an essential
ingredient for the successful practice of
NFP. For example, teachers should point
out that NFP works best in a stable, com-
mitted relaticnship and depends on the
love and responsibility between partners.
One program director has found that a
couple expresses the values of NFP more
by successful practice of periodic ab-
stincnce than by spelling out the values
in words.

A participant from the public sector ob-
served that many potential clients want
NFP only as a contraceptive, and these
people are automatically turned off by mar-
riage enrichment courses. Some people—
for example, singles—come to an NFP pro-

gram and cannot get NFP training because
the program is limited to married couples.

How do you sct up 2 non-Catholic service
in a developing country that has only a
Catholic program?

Some private sector providers solve the
problem of values by having no selection
criteria for clients but insisting on strong
selection criteria for teachers. Religious af-
filiation may be less important than the ac-
ceptance of periodic abstinence in the
teacher’s own life and the motivation to
share knowledge of the practice with
others. It is not uncommon for all teachers
in a private program to be Catholic while
5() percent or More Users are non-Catholic.
In the experience of some providers, non-
Catholics can be more strict in their value

orientations than Catholics. i
Many clients come to NFP for health

reasons. Several participants believe that all
have the right to learn about their bodies
and to use the knowledge to limit their fer-
tility. You do not refuse to teach physics
because a student might make a bomb. An
Asian participant noted that information
about artificial methods of family planning
is readily available to young people, so it
makes good sense to teach unmarrieds
about NIP as well.

The distinction between NFP as a move-
ment and a service was defined in several
ways. Some NFP providerss call themselves
a movement and have a clear philosophy
and ideals, but they have no problem pro-
viding services to individuals who lack
such a commitment. The core group of
committed volunteers is the guiding force
behind the service. Others see the move-
ment as broader, incorporating the whole
aspect of family life education, in which an
NFP service is provided.

Leadership An important issue in develop-
ment of NFP programs is leadership. Priests
and sisters start many programs, especially
in remote areas, They are willing to work
in places where others cannot or will not
go. The chailenge is both good leadership
and how to pass on leadership.
Participants generally felt that the role of
priests and religious (defined as both men
and women celibates who have dedicated
themselves to the Catholic Church), like



that of doctors, should be as facilitators.
Once a program has been initiated, they
should have the humility to step down.
This does not mean there is no place for
religious. One medical provider has found
that some clients may still prefer to talk to
nuns for reasons of confidentiality.

There are great contrasts between pro-

grams in various countrics. In one devel-
oped country, medical and church groups
are not being reached at all. In an African
nation, leadership is based on a hicrarchy
with the initiator a bishop, the president a
doctor, and service provided by the
couples.
Funding Funding is important in the ex-
pansion of service and raises many ques-
tions with regard to program philosophy
and accountability. An African participant
stressed  that  developing  countries  are
caught between two conflicting sets of
expectations: NFP motivators come from
retigious groups, and funders have their
own ideas. Many religious NFP providers
do not accept the referral clause that some
international funding agencies may require.
This clause mandates referral of dissatisfied
clients who request methods of contracep-
tion not provided by the NFP service to
other family planning services or health
personnel. On the other hand, govern-
ments are reluctant to fund single-method
programs. Both groups. it was suggested,
would accept referral of clients to a family
doctor.

One participant from a developed coun-
try urged that NFP personnel should press
for accountability of the funds their coun-
try gives to the United Nations Fund for
Population Activities. How much goes for
natural family planning?

Contrasting yet similar views on funding
were presented by a private European
funding agency director and 2 United
States governiment representative. Some
agencics see nothing wrong in incorporat-
ing a philosophy of family life promotion
into an NFP program, but this value system
should not be mandatory. Some interna-
tional organizations have been reluctant to
fund NFP because they perceive NFP as the
ineffective calendar rhythm method. Fur-
ther, they consider NFP to be neither cost-

effective nor very acceptable. Information
on start-up costs, number of autonomous
users, number of unplanned pregnancies,
and continuation rates s needed. There is
little hard data on acceptability of NFP. It is
important to know if a couple with an un-
planned pregnancy comes buack to NFP
later on.

Once private Catholic funding agency
funds NFP not just for demographic or
economic development goals but for
achievement of family and self-fulfillment
goais. At the same time funding agencies
need hard facts and technical know-how
for funding.

There is the problem of meeting the
challer.ge imposed by the sudden infusion
or withdrawal of funds. Each program
should answer .he question: Is the project
culturally appropriate? Do we have the
staff? Assistance can be provided in kind.

A program director from Africa does not
think NFP providers shoulu always think
of someone clse to provide the funding. He
described his own organization's income-
generating  projects, which included real
estate rental and for-profit business. Volun-
teer services are 2 form of funding coming
from: inside the organization. One partici-
pant stressed the importance of taking ac-
count of the whole picture. The problem
of funding can be mitigated by inserting
NFP into existing church, government, or
medical delivery systems or into a literacy
program.

The problenis of funding vary from
country to country. In one poor Latin
American country, some couples cannot
afford to pay for the scivice. But paying for
NFP adds to the motivation to use it suc-
cessfully. Therefore, couples are expected
to pay, but if they cannot afford it, the pro-
gram subsidizes the couple. In a European
country the scrvice has to be free because
other family planning services are pro-
vided free.

Funds, it was pointed out, are needed
not just to run NFP programs but to unify
the NFP movement nationally or regionally
(which one participant recommended as
the second level of development). It is ex-
pensive to bring people together. Who
pays those expenses?
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ANNA FLYNN

Anna Flynn, M.D., obstetrician and
gynecologist; currently Research Fellow
in Perinatal Monitoring at University of
Birmingbam; founder/director of Birm-
ingbam NFP Centre and Association of

NFP Teachers, U.K.

This paper attempis to look at the prob-
lems facing NFP programs in the 1980s
and outlines a suggest2é plan of action at
both a locai and a xational level to meet
this challenge.

The wmost critical jactor in any NFP
delivery service is the quality and com-
petence of the NFP teachers. Therefore, to
achieve a high-quality NFP service, a pro-
gram rust ensure ibai adequate training
courses are available. This requires stan-
dards for curriculum content for use not
only in local or area programs but also
nationally and internationally. Outlines
Jfor such courses based on the WHO/BLAT
Family Fertility Education Resource Pack-
age and that of the U.S. curriculum out-
lines are offered as a belp for programs
desirous of initiating or updating training
programs. Comntinued NFP educaticn is
also importait because of rapid develop-
ments in science and education. This
paper offers suggestions for the implemen-
tation of continued education.

Historically, the cyclical fertility of the
female has been recognized, but it has been
traditionally associated with menstruation.
The twentieth century saw the develop-
ment of scientific methods to identify the
fertile time in the cycle. Scientifically based
methods of natural family planning by
planned sexual intercourse or abstinence
during the fertile phase allowed couples to
plan their families.

The same scientific discoveries that pro-
duced the dcvelopment of natural methods
also made it possible to eliminate com-
pletely the fertility phase in the cycle. I
refer, of course, to the introduction of the
oral contraceptive pill, which seemed the
answer to family planning problems. Con-
traceptive clinics quickly sprang up to
“deiiver’’ the pill and other contraceptives,

and contracepiive technology Degan its
flourishing developments.

In contrast to the highly technical nature
of the artificial contraccptives, natural
i ethods depend principally on educacdng
people to detect their own fertility. They
entail a delivery system different from that
of artificial contraception. Ths deveiop-
ment of NFP services started when private
pioneering groups begun to be established
to help couples in the use of the natural
mecthods. These groups often received
financial and moral support from the
Church at the local or diocesan level and
were closely associated with other socio-
moral programs within the Church frame-
work, such as marriage counseling and
farnily life education. In general, with a few
notable exceptions, the NFP services were
delivered by lay volunteers who reccived
local training only. Accountability was to
the local church group. Thus; 4 myrizd of
NFP movements, each svith its own train-
ing and delivery systeny, sprang up in
different countries. There was wery litile
rapport even between neighboring coun-
tries, and no effort was made ai interna-
tional expansion.

While NFP remained very much a move-
ment at the grass-roots level, the con-
traceptive services had developed rapidly
in the intervening years from being private
clinics to becoming fully integrated into
the general medical services of each coun-
trv. They were staffed by well-remuner-
ated professionals, and they operated at

national and international levels.
These developments served to isolate

the NFP programs, which came to be seen
as quasi-religious rather than health-
oriented and which were generally dis-
credited by the medical profession, by the
official family planning (ccntraceptive)
services, and often by government health
services. All of this led to a lack of con-
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fidence in NEP by the puizhc,

La the lates bolf of the 19705, however,
NEP evalution roved more rapidly, with
expansion not only within the NEP net-
work, but sleo in the refationship beiween
WP and the official contraveptive services.
Concern withh the possible aide effects of
antificial techniques cauwsed the public 10
take 2 second look at nawrzl methods of
family pilanaing. asl decade, there-
fore, hus scen a sivady expansicn of NFP
programs and servicss in both the devel
oped and the developing world.

in some parts of the developed world,
NFP has expanded out of the church
centers into existing medical servicss. In
England, the original NFP movement
{(Catholic Marriage Advisory Council] of
fercd NFP services in the 1950s and 1900s
as a chch-based organization. The MFP
center in Birmingham, founded in 1975, is
hased in the Obstetrical and Gynaecclogi-
cal Department of the University Huspital.
There it offers training courses in NFP
leading 1o an official certificate recognized
by the medical scrvices, with lecturers and
course tutor fees remuneriated by the Area
Health Authority. It also has a service clinic
in the hospital runaing parallel to the con-
traceptive clinics. Aithough it maintains a
very close liaison with the diocese and its
parishes and Catholic schools, its accounta-
Bility is to the University and area health
services.

A further development from the center
over the last two years was the establish-
ment of regional centers, similar to that in
Birmingham, at Liverpool, Bristol, New-
castle-on-Tyne, Sheffield, and Nottingham.
These centers have developed within the
medical networks but as yet are often
partly financed by the diocese and main-
tain a close liaison with each other and
Birmingham through the National Associa-
tion for NFP Teachers. Other countries in
Europe are also developing along similar
lines.

The founding of the international NFP
organizations, World Organization of the
Ovulation Method Billings {WOOMB) and
International Federation for Family Life
Promotion (IFFLP) in the 1970s served to
coordinate and stimulate further the small
NFP programs at diocesan or national level

ey
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by developing an internationzt NFP form,
in addition, these organizations were the
driving force for the wnplintatic: and -
nansion of NEP in developing countries.
Since 1977 they have sowed the ssod of
NFP in African and Latin Amezican coun-
tries. Through the general assemblies (o7
these international organizations and
through othier infernational seminars and
workshons, experts from  the medical,
social, behavicral, psychological, and
educational  disciplines, scientific  bodies
such us the World Health Drganization, the
Yritish Life Assurance Trust (BLAT), the
13.5. Department of Health and Huwan Ser-
vices. to name but a few, have been at-
tracted to offer their expertise.

All of this has led to a betier understand-
ing of the scientific basis of the different
NFP methodologies, their acceptability,
their efficiency, and the irnporiance cif an
appropriate educational technology for the
more effective delivery of NFP. Thus, out
ol the small individual grass-roots move-
menis that constittted NFP programs 30
years age, a professiona!, multidisciolinary,
internztional service has developed, recog
nized by official governmental bodies and
health services as having something posi-
tive to contribute to the health of the com-
munity, quite independent of the morsl
and ethical values it also offers to some.

This growth poses a sericus challenge to
NFP movements and programs worldwide.
The important question for each one of us
in the NFP field is whether we are prepared
to meet this challenge. 1 believe that the
future of NFP over the next two decades
will be determined by the response we give.

The Challenge of NFP
Developmecnts in the 1980s

In order to reet the challenge, we
should proceed in an orderly fashion to
take stock, plan action, and take action.

All good business people take stock not
once in a lifetime, but yearly or more often.
If they dlo not, they are left with out-of-date
items that constitute a liability. In our NFP
programs we should also take stock of the
demand for our scrvices and of our
resource potential. Our first (uestion
should be: Who are the people likely to
look for NFP services? To put it another
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way: What do we know about our user
pepuiation? What are theqr characteristics?
Their cxpectations? Their problems?
Where are they found? How can they find
us? These we fundamental questions te be
answered befure we begin to plan our
S2IVICC Progrium.

Let me give ai exammple. Historically,
NFP services were very muels church-

assoctated, wad many progruns stil have
their ciinics, persounel, oftices, and in-
structoss ¢ the peoparey of the church to
which they =re attached. Changing atti-
tudes to contracepticn and a return to
nature Lave nede noreasing numbers of
people inierested in natural family plan-
ning, not because of any moral reasons but
for medical and/or cultural reasons. Wil
they e prepared to seek out a church-
associaled clinic? Or will they mistrust the
clinic as a means of religious indoctrina-
tion? Are these people berter served
through the medical network? Such clients
usually come from contraceptive clinics
and feel more at ease in the health-clinic
situation. Referral is easier, the location
and booking system are already welt
known, and only a minimum of adjustment
is vequired o the part of the client.

NEP offers opportunities other than just
avoiding pregnancy. It can be used to
achieve a pregnancy and therefore is suit-
able for infertility and preconceptional
clinics. These are normally situated in a
hospital outpatient or other specialized
clinic. Breast-feeding mothers are naturally
attracted to NFP, but the best place to con-
tact them is in the maternity unit of the
hospital or La Leche League. Premeno-
pausal clinics are fashionable nowadays,
and they too can be fruitful soil for the im-
plantation of NFP. Thus, the public and
private health-care delivery systems may
be neccessary to help the NFP services max-
imize the potential user population.

Well-women clinics and women's edu-
cational centers and certain feminist
groups arc developing in Europe and
America. They are often interested in the
fertility awareness component or in MFP
itself and are another group of potential
users. Inputs into medical schools, nussing
schools, teacher training colleges, schools,
and colleges, mainly through the fertility

awareness component of NFP, are an im-
porant orientation service, since they are
lilkely referral sources to NFP services later.
Finally, home visits snd teachiny, may be
necessary to reach certain families who are
cither upable or unwilling to attend a clinic.

We new ask ourselves the next question:
Having identified the user population,
whiat resources do we have to meet theis
needs in regard to NFP? There are various
types of resources, including pcisonael,
finance, clinics and training centers, and
backup suppost services for referral of
clients and related activities.

Personnel

Probably the most cffective part of an
NFP service is its personnel. Many different
persons will be involved in an NFP pro-
grat, but they fall into three main cate-
gories: administration and  organization,
instructors or teachers, and puhlic rela-
tions and fund raising.

With regard to administration and
organization, cacl: program shouid have an
organizing committee to coordinate all
those involved in oftering NFP services.
This committee is also responsible for the
standards of service, training programs,
and the fertility acceptance philosophy of
NFP. For this reason, several disciplines
should be represented to evaluate stan-
dards and moniter progress. A salaried ad-
ministrator/coordinator is desirable,
although this is not always a reality for
many programs. A salaried secretary, either
part-time or full-time, is essential.

The well-trained, competent NFP
teacher is the linchpin of any NFP service,
The importance of the NFP teacher was
emphasized by Dr. W. D. Clarke, Director
of BLAT, when, at the International Semi-
nar on Natural Family Planning held in
Dublin in 1980, he stated, "‘Teachers are
the crucial factor (to NFP) because, in my
experience, a good one can make cver. a
bad method work, but a bad one can ruin
the best methods and plans.”

Teachers should be able to offer all NFP
methodoiogies to clients. For several
reasons clients may prefer to use a single
indicator of fertility or to select and com-
bine several indicators in a multiple-index
approach. The teacher should be able to
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help them select but should not attempt Yo
influence them to use a particular method
tecause she (the teacher) has found it use-
ful personaily.

In larger programs and as more teachers
are trained, it becomes possible to
“specialize” in teaching NFP to particular
groups—e.g., posipartum, infertility, pre-
menopaus2l, and postpill—thus offering a
more efficient service to these particular
groups of chents.

The programs should have at least one
public relations officer who coordinates
the relationship of the center to the public.
Very often this is combined with the work
of the administrator or the secretary or
other members of the central program.
Public relations efforts require training on
the different methods of reaching the
public. The mass media are the best adver-
tisement, and people need to be trained in
pubiic speaking and other media skills in
order to use mass media efficientiy. A very
important public relations task is orienta-
tion talks for those likely to be referral
sowrces for NFY clients—hospitals, clinics,
medical schools, church groups, priests,
seminarics, religious congregations, and
school governors.

Finance

As the program becomes better known,
sources of funding begin to emerge. In
general in today’s world, in order to attract
funds, donors must be convinced that the
program has the necessary trained person-
nel and that it is responsible and account-
able for the funds given. Professionalism is
the key word—nobody has either the cash
or the inclination to give hard-earned
money to what secems to be an amateurish
program without definite goals and with-
out trained personnel.

Assistance is not limited to financial sup-
port. Help may be obtained for training—
for example, a hospital or university may
provide lecture space, equipment, photo-
stating facilities, or lecturers’ and tutors’
fees. Occasionally a teacher who works in
NFP delivery within the family planning
clinic will be remunerated as a professional.

Funding demands the accountability of a
quality service. It is often difficult to sus-
tain high quality with an all-volunteer staff.
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Time is one of the most important com-
moditics for NFP delivery service, and
volunteer workers cannot always con-
tribute the necessary tine. Moreover, the
programn canpot impose standards that are
too rigorous since there is not remunera-
tion for services. Programs with volunteer
stuff may be reluctant to seek and accept
furding from public bodies because they
are not able to oifer the services exp=cted.
This is a pity, and, in my opinion, it is bet-
ter to zccept the challenge and improve the
services to meet the demand.

On the other hand, a good mix of profes-
sionals and paraprofessionals with the
volunteers may achieve the best for the
program. The professionals, to justify their
salaries, will have to give excellent service,
whereas often the apostolic zeal of the
volunteers is an even greater incentive to
make the program work. It is most impor-
tant that all NFP workers—whether in-
volved in the day-to-day running of the
center, in orientation of the public to NFP,
or in NFP delivery at the client level—are
kept abreast of the latest developments in
NEP, both in basic scientific work and in
better methods for delivering NFP.

Clinics and Training Centers

NFD has a rich and varied clientele. Con-
sequently, one should aim to have the
clinics as widely dispersed as possible to
cater to those looking for NFP for moral
reasons (church clinics) as well as those
with health reasons. It is important that the
clinic sites be accessible in both location
and hours of service, attractive for clients,
and well staffed. There is a great advantage
in being located in an official health or
hospital clinic, since all the above requi-
sites are practically ensured.

Although many NFP teachers may staff
the clinic, one person should be respon-
sible for its efficient running and account-
able for this to the center. To avoid
overloading the clinic, a booking system is
advisable, and at least 30 minutes should
be allowed for each new client.

A network of domiciliary NFP teachers is
very useful for the follow-up of the clients
in or near their homes. A close liaison
should be maintained between the clinic
and these teachers, with the clinic having



the overall responsibility for the client
This helps o ensure qualisy ol ol the
teachers in the netwoik and i5 imporiznt in
ascertaining when a couple have becorwe
AULONOMOUS users.,

Any NFP program must offer some train-
ing, both crientation courses for public
relations and basic NFP teacher training.
This necessitates a site for training courses,
and much will depend on how the pro-
aram is set up, its goals or end points, and
its personnel and financial resources.
Where there are several small NFP pro-
grams, a central training center, well
equipped and in almost continuous use,
may be a more economical solution than
several smali, poorly equipped training
centers. The central training center could
then have a training team recruited from
the smaller programs. This ensures quality
control for the training program.

Having looked at the demand for ser-
vices and at our resource potential, we can
now begin to plan. There are many kinds
of planning objectives—short-term,
medium-range, and long-term—and a pro-
gram requires all three kinds. Each objec-
tive should be clearly defined. Usually one
plans mote than one can realistically
achieve, and for this reason, it is important
to identify priorities in the planning and to
set time limits for achievement.

Accountability and budgeting are essen-
tial so that plans can be developed in an
orderly fashion, always aiming for the
overall long-term plan. Budget items in-
clude staft, training, finance, and locations,
among others. Ideally one should budget
for a three- to five-year expansion goal.
Although a program may have very few
current resources, a well-planned future
program is probably the best way to attract
funding. Therefore, a clear exposition of
the potential demand and a plan that seeks
to remedy the lack of resources suggest a
program that is accountable and respon-
sible. *“Think Big’' is a good slogan for NFP
programs.

Finally, one arrives at the action stage, as
defined by the demand, the potential
resources, and the plans, both long- an-.
short-term. In the course of taking action,
one must take into account any additional
information being discovered and any

necessity to modify the plains, NEP service
development can occur wnd be responsive
tor the requirements of the esers only if the
program continually takes stock, plins ac-
tion, and takes action in an ever-recurning
cycle.

Education and Traiuing
for NFP fustructors

To develop training programs of a high
caliber, two types of training are necessary:
(1) basic NFP teacher training courses, 2nd
(2) tutor training courses. Teacher training
courses are essential 1o any program and
are usuaily developed locally by the pro-
gram. The tueor is the person who trains
the teachers. Normally each small program
does not have a well-defined tutors’ course
(although most have in-service days to help
develop tutors). There should be one,
however, at least at a national level, in
which all satellite programs participare and
to which they have access. A national
tutors' training course helps to ensure
quality control for all basic courses in the
region.

Basic NFP Teachers' Trainiag Courses

Historically, NFP was taught in a
woman-to-woman or couple-to-couple
system, where very often the instructing
woman or couple had a large personal
input and drew heavily on personal experi-
ence. Sometimes a fanatical zeal in pro-
moting NFP for cither moral or culturai
reasons was expressed. There was 1o
assessment of the standards or quality of
instruction given, but it certainly varied
considerably.

The development of a more professional
approach to family planning in general,
usually within the health services, and the
growing realization that the critical variable
for successful NrP is the trained, comnpe-
tent teacher prompted the initiation in the
mid-1970s of more formal training for NFP
delivery.

Curriculum objectives for training NFP
teachers were formulated in the United
States in 1974 by Mary Martin for the
Human Life and Natural Family Planning
Foundation under contract with the U.S.
government. These were shared in 1975
with the World Hecalth Organization
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(WHO) for the further cievelopment of a
standardized curriculun for NFP woild-
wide. WHO worked witk: BLAT to develop
the Family Fenility Education Resource
Package which contain: four modules:
(1) fertility awareness, (& ovulaticn meth-
od, (3) sympto-thermal method, and (4) liv-
ing with NFP (scxuality and responsibility).
in addition, it includes an educational
handbook.

The important comrnon factors in the
two programs are described below:

I. Femility awareness includes a discus-
sion of bhasic anutomy uand physiology,
making this medule particularly well suited
to schools or for persons who wish to
know more abour their bodics but who
may not necessarily plan to use NFP.

2. Ali current NFP methodologies are in-
cluded, thus emphasizing the importance
of training NFP teachers to impart 2
methods so that the client may have a
choice.

3. The importance of modern teaching
techniques in the curriculum is stressed in
the training objectives m ~dule (Martin) and
the educational handbook (WHO/BLAT).
The teacher not only must have the
necessary  background knowledge but
must be able to communicate it to the
client.

4. Living with NFP is an importont
module that is missing from the American
curriculum, although without doubt it is
implied in the training cbjectives.

A somewhat later development in NFF
than that of methodologies was the realiza-
tion that the successful use of natural
methods required that the couple be able
not only to define the woman's fertile
period but also to handle their sexual
behavior during the festile phase according
to their desire to avoid or achieve preg-
nancy during that cycle. It is most for-
tuitous that the resource package managed
to incorporate this realization. It guides the
trainee-teachers toward their major role of
helping clients to become autonomous and
suggests ways of approaching this
“delicate’” subject.

The WHO/BLAT project highlighted cer-
tain basic aspects of what constitutes a
good training program for NFP teachers. In
summary, it points out that a teacher needs
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more knowledge than a user in order to
give her confidence and ability; she re-
quires an opportunity during the course of
her training to talk about sexuality and its
control; she must have supervised teaching
practice, using materials with which she is
farniliar; she needs an adequate support
system for consultation about problems;
and she needs training in educational
methods. Because of these requirements,
self-instructional methods for training are
inadequate, and a group system including
both men and women is the ideal.

Selection of Candidates for NFP Training

What are the characteristics of a good
NFP teacher? All training agencies must ask
this question in the interest of being
cconomical in their efforts. We all know
certain atiribuies or qualities that certainly
seem to make for success, such as motiva-
tion, commitment, empathy, or the ability
to learn. It is not always possible, however,
to identify all of these attributes in a per-
son, even when we know what the desired
qualities are. How often is it our experi-
cnce that the ideal candidate eventually
turns out to be a poor teacher? The oppo-
site can also occur.

Ideally, the NFP teacher should have
some personal experience in fnonitoring
her own fertility and 2 fertility acceptance
attitude. Some training programs ofter a
pretest to all their candidates. Even then
one still has the problem of differential
learning rates: the slow learners feel inade-
quate, while the quick learncrs get bored
or frustrated. There are several pedagogical
techniques to overcome these problems,
and tutors for these courses should be
trained specifically to deal with such
situations.

When NFP demand and interest were
low, the small number of candidates who
wished to become teachers wlowed for lit-
tle or no selection. Increasing demand is
now forcing teaching programs to get
some rewurn for their outlay in training.
Nevertheless, there will always be some
dropouts, and if they are z iigh percentage
of trainees, the training prograry should
reexamine itself.

From my short experience, 1 find that
the quality of the training offered is prob-



ably the most critical variable in determin-
ing the continuation of the NFP teacher.
Another very important element is foilow-
up und suppert from the center, including
in-service training through chart analysis,
assessment of pregnancy chars, special
physiological situations, data collection,
and invelvement in research projects.

Assessment of the NFF Teacher

Ideally, the successful teacher is one
who can teach the clienis to chart correctly
and understand the indicators of fertility;
to determine correctly the fertile days in
the cycle; to adjust sexust behavior accord-
ing to their family planning intentions
(avoid, space, or limit pregnancy); and to
tecognize any departure from the normal
in the cycle and to seek expert help if it is
required. The teacher should also have the
latest inforrnation with regard to research
and NFP delivery.

Before the teacher is given responsibility
for clients, however, it is wise to have a
qualifying examination. This may take
various forms, but it should include a test
of comprehension of the basic knowledge
necessary to teach clients NFP, including
all the current indicators cf fertility. After a
practicum of teaching NFP under supervi-
sion, the traince shouid demonstrate the
ability and sensitivity to understard diffi-
culties, either physiologically or psycho-
logically and sexually, that couples may
have in the practice of natural methods and
the ability to maintain confidentiality. The
ability o teach the basic methodologies to
clients should also be demonstrated. A final
certificate should be issued to those who
pass the basic qualifying examination. This
is important for three reasons: it gives the
teacher the confidence she needs to know
that she is qualified and capable of
teaching; it is a safeguard for clients and
gives them confidence in their teacher’s
competence; and official health services
may demand a diploma before cmploying
an NFP teacher.

In the Birmingham Training Program
Assessinent, the diploma is recognized by
the Central Midwives Board for nurses,
health visitors, midwives, and lay people
and by our postgraduate dean at the
University for postgraduate training for
doctors. All the regional training courses
sponsosed by Birmingham (there have been
five over the past two years) also enjoy the
same facilities for the diploma, provided
they are organized, directed, and examined
by the Birmingham training team,

The fact that the NFP training courses are
recognized by official bodies like the Cen-
tral Midwives Board and the University
gives them increased standing and credi-
bility with both professionals and the
general public. 't wiso helps to ensure high
quality in the training courses and in the
assessments.

Continued Education for NFP Teachers

Several activities ensure continued
education for NFP ieachers. First, in-
service days are held at the center several
times a year, and attendance at one of these
cach year is obligatory to continue on the
Register of Certificated Teachers. Regional
meetings are also held at each of Birming-
ham’s six satellite centers at least once a
month. Chart analysis and various diffi-
culties are discussed. The Association of
Natural Family Planning Teachers, a na-
tional organization for England, Wales, and
Scotland, serves as a coordlinating body for
NFP teachers for zll areas. It also serves as a
link between the teachers and the health
and family planning services and other NFP
groups. Finally, a newsletter is produced
that is the official communication of the
associatiorr. It keeps teachers informed
about newer techniques, research, and
other items of interest.

These are the critical areas in which an
NFP program needs to take stock, plan,
and take action to ensure quality educa-
tion, training, and service.
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Fomily Fertility Educamion
Resource Pockage

W. DOoNALD CLARKE

W. Donald Clarke, Ph.D., director of
BLAT (British Life Assurance Trust); pro-
ducer for WHO of the Family Fertility
Education Resource Package, London,

England

Dr. Clarke affirms that the quality of
NEFP services depends on the quality of the
teacher. NFP requires a teacher who ac-
tively involves the client in the learning
process, especially as most NFP learners
are adult. This approdch s also appropri-
ate for those who train NFP teachers. Gon-
tinuing education.  practice teaching,
gradual progression in bandling difficult
cases among NFP clients are recommended
strategies. The WHO/BILAT Family Fertil-
ity Fducation Resource Package s an im-
portant aid to NFP teaching is described
in the rest of the paprer

Dr. Flynn's anulvsis o the sitwition re-
garding teacher training and NFP s ex-
tremely pereeptive and gcecuraie. She has
identificd core=ctly that the quality of any
service is first and foremost dependent
upon the quality of the teachers. Good
teachers need three things: a sound
knowledge of the subject that they are
teaching; the type of personality that
makes them acceptable as a person to their
students; and the availability of sound,
reliable support services that can provide
them not only with technical and logistic
services but also with access to continuing
education for themselves.

It is an illusion to think that there is just
one model of a good teacher. On the con-
trary, good teachers come in all shapes and
sizes with different personalities and
teaching styles. Learning takes place most
effectively and efficiently when there is a
match between the personalities of teacher
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and student and when the teacher has
taken the trouble to understand what sort
of person the student is and how he or she
can be motivated to learn. It is possible for
a teacher who relies upon a didactic,
authoritarian style to be successful in some
situations, such as where the learners ex-
pect, and want to be told, what to do and
how to benave without having to think for
themselves.

It is much more likely, however, that the
successful teacher will be the one who re-
quires her iearners to be active participants
in the learning process and who spends
more tim#= listening to them than they do to
her. (Mot for nothing has it been said that
man has two ears and one mouth so that he
can listen twice as much as he speaks!) Un-
fortunately, the majority of NFP teachers
seem to be of the authoritarian, didactic
type and lacking in any professional train-
ing. Consequently, they tend to teach in
the manner or style that they themselves
were taught either at school or in college or
in church. Their attitude clearly an-
nounces, “I know I am right. I have the
knowledge. 1t is my task to give you this
knowledge. It is your task as the learner to
listen to me, to recognize me as the author-
ity, and to do what I say.”

It often seems to the outside observer
that the major concern of such teachers is
to get another notch on their guns or
ancther medal by getting a learner to pass
the test and thus prove what good teachers
they are. Such an approach is almost exact-



ly opposite of what is required in NFP
teaching. NFP teaching is about human
behavior and human atiitudes just as much
as it is about knowledge and skills. To
change behavior or attitudes requires 2 far
less dominating approach and a much
greater willingness to sec the task from the
paini of view of the learner,

Most NFP learners are adult learners.
They are not school children or high
school, college, or university students.
NFP teachers will get nowhere until they
recoginize and come to terms with this
basic fact. The characteristics of adult
leamners are the following: they have to be
highly motivated to want to learn; they will
learn only what they feel they need to
learn; they want to be guided, not judged;
they learn best in an informal setting; and
they need to be given the chance to absorb
what they have been taught.

The stranige, unrecognized thing about
this description is that it also applies to NFP
teachers when they themselves are learn-
ing to teach. So it is a lesson that has to be
learned by those who train NFP teachers!
Dr. Flynn's cali for a continuing education
provision for NFP teachers should be
listened to by those who have the power ta
establish it. Teachers need the chance to
practice their art in informat settings where
they, too, can make mistakes and learn
from them. Let them leamn first how to
teach the easy cases among the women, for
example, with regular cycles, a fair amcunt
of intelligence, and a reasonably high level
of motivation. Then let the teacheis come
back and learn how to deal with the more
difficult instances, such as those presented
by the nonliterate or premenopausal. What
is needed is a planned system of teacher
training and continuing education.

It is to be hoped that the WHO/BLAT
Family Fertility Education Resource Pack-
age will provide one vital component of a
planned systematic education. It has taken
years of careful work to develop, with
meetings of experts, field tests in six coun-
tries, further meetings of international ex-
perts, and a large financial investment in
publication. 1t offers suggestions, guid-
ance, and practical help in the form of
visual aids to all NFP teachers who deal
with the topics of fertility awareness, living

with NFP, the cervical mucus method, or
the sympto-thermal method. Unlike some
cther publicaens, the resource package
makes no claim to be the right or only way
of doing something. On the contrary, it en-
couiages teachers to adopt those parts they
fecl are appropriate o their situation, to
adapt those pars that they feel need modi-
fying to fit their situation, and o reject
everything else. The only aspect of the
package that has any sembiance of a claim
to authority is the education handbook
because if piofessional educators are asked
how NFP should be taught, then this is
their answer.

The resource package represents a major
advance in the teaching of natural family
planning. Based on a five-year study con-
ducied in six countries by the Worid
Health Organization, it contains only those
resources that have proved helpful for
teachers, It is as scientifically accurate and
rigorous as it is possible to be, but at the
same time it is presented in such an in-
teresting and artistic manner as (o make it
easy for both teachers and learners to grasp
the necessary concepts.

The primary target audience is all those
people involved in teaching and learning
NFP, but so great is the clarity of the ex-
planation that it is also likely to appeal to
nurse trainers and teachers of school chil-
dren, who will be able to select those
items, such as the physiological and ana-
tomical ones, that are highly relevant to
their work.

The kit contains the following items:
Anne and Graham This 11-page booklet
showing a short story in the form of a car-
toon strip is designed to stimulate discus-
sion with learners on the irnportance of
communication within a relationship. Also
included are three sets of questions ielated
to the cartoon story, each set being for
learners of different abiiity, and two short
cartoon strips on attitudes to abstinence
from sexual intercourse. This booklet
forms part of the “Living with Natural
Family Planning” module.

Living with Natural Family Planning This
module examines different aspects of the
individual and joint responsibilities of the
man and the woman that are necessarcy for
the successful use of natural family rlan-

141



ning methods. With the help of cartcons
and diagrams, it deals with periodic
abstinence, the expression of sexuality,
and coramunication. As with the other
modules, all the visual aids are to be found
together in 2 compendium.

Fertility  Awarcness This module uses
labeled anatomical drawings to provide
some: basic information about the male and
fernale reproductive anatomy and physiol-
ogy that are related to fertility. It covers
both male and female reproductive sys-
teins, the pituitary gland and the brain, and
the mensivual cycle, which is shown by a
segmented wheel with a color scheme that
runs throughout the package.

Cervical Mucus  Method The cervical
mucus (CM) mcthod in this package is a
variation of the Billings ovulation method
in which tiwe days of relative fertility are
identificd by self-observaiion of cervical
mucus throughout the menstrual cydle.
Subjects covered are the mucus symptoms
and observation, charting and interpreta-
tion, the peak day rule, and use of the CM
method to avoid or achieve pregnancy.
The fertile and infertile types of mucus are
clearty shown by photographs.
Svmpto-Thermal Method The sympto-
thermal (8T) method identifies the days of
ferdlity and infentility by changes in hasal
body temperature in combination with
other signs, symptoms, and/ov calcula-
tions. Step-by-step diagrams she w how to
observe and record the trmperature
readings on an ST chart,

Handouts and Charts Both the CM method
and the ST method modules have hand-
outs that explain in concise textual and
visual form how to fill in the charts after
making the relevant ohservations. Handout
sheets are suitable for photocopying. Alter-
native ways of charting by direct use of
thermometer and lined paper are also
shiown. The ST module covers the uses of
the method, the relaiive fertility during the
menstrual cycle, diagnosing prcbable
pregnancy, changes in the cervix, the
recording of intercourse, temperature,
mucus, and other signs and symptoms.
Practice ST charts show specimen results
of body temperature, cervical mucus, and
other signs and symptoms that can be used
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to determine the fertility of the woman.
Comimon anomalies in the results are
shown and explained. The CM modutle also
has fully explained practice charts.

Throughout the package, abstract con-
cepts and complex charting are made
easier to follow by using step-by-step
diagrams which include maniputation of
charts, pencils, and menstrual cycle
wheels. The various components of ST and
CM charts and instructions on how to fill
one in are systematically presented and
fully explzined on the text side of the card.
Particular  Stages of 2 Woman’s Repro-
ductive Life This secticn explains what is
happening in a wornan’s body at particular
stages of her reproductive life and how it
may alter her body temperature and cer-
vical mucus. The stages are: immediately
after the menarche, postpartum, discon-
tinuing hormonal contraceptive, and pre-
menopause. The effect long cycles have on
interpreting fertility is also shown.
Education Handbook This 63-page hand-
book expiaining in detail the Resource
Package contains sections on the choice of
family planning methods, design and con-
tents of the package, and how to use it. It
has a full compendium of objectives, key
concepts, and visual aids and a glossary of
terms used in the package. The handbook
also gives directions for planning a course
using the package, teaching techniques,
the role of the teacher, and how teachers
themselves can be trained.

NFP teaching is at a crossioads, a point at
which decisions have to be made. There
are a number of inspired teachers about,
and they have been successful; in fact,
rather like the statement in Dr. Flynn’s
paper, they have even managed to make
difficult methods work. But a: the moment
there are no signs that this inspired few can
generate enough teachers to match the
need. In other words, current teaching
methods are not really independent of
their inventors; so the choice has to be
either to have a small cadre of inadequate
teachers almost immediately or to try to
develop, at first mcre slowly, a large
number of teachers independently of the
inventor of a method who rely more on a
compromise between teaching methods.




Comments

MAUREEN BALL

Maurcen Ball, national coordinator of
whe New Zealand Association. of NFP

The New Zealand Association of Natural
Family Planning has 125 active trained
teachers 'who are partially remunerated. A
basic training course takes approxirately
12 months. Candidares must be users who
are able to function efficiently in a clinic,
and they must subscribe to the aims and
objectives of the Association. Each can-
didate is selected by the national coor-
dinator before a training course.

Trainees attend a three-day residential
seminar with expenses paid. For best
results no more than 20 and no fewer than
10 are trained as a group. Lectures, group
discussion, and role-playing are used to
present the followiug topics: anatomy and
physiology; hormonal influence during a
menstrual cycle (acted out as a drama); the
concept of “‘combined fertility”; teaching
and interviewing; special circumstances
(for example, breast-feeding or premeno-
pause); 2nd motivation. Self-administered
tests are used for comprehension exercises.

After six weeks trainees complete a writ-
ten exam. They then commence role-play
work under supervision in mock clinics to
gain teaching and interviewing skills.
Pregnancy investigation is included in this
part of training as a role-play exercise.
When the supervisor is convinced that the
trainee has gained enough role-play ex-
perience, he or she starts teaching under
supervision. The supervisor is present at all
interviews at this stage and will try to ar-
range for the trainee to see a wide range of

clients,
A second three-day 1esidential seminar

(usually approximately 10 months after the
first) consolidates the basic training.
Trainees then complete their final exam
paper, which includes a comprehensive
case history of a real client-couple and a

research project. This research involves
the trainee in a public relations exercise,
seeking out the peopie in other service
agencies who can be helpful if clients need
referral. Successful trainees are then
accredited.

Both men and women are trained as
teachers. They are selected from those
who are pieased with natural family plan-
ning and would like to help others. Men
work with a female teacher when they are
teaching couples. They are available for
consultation when a male client would
prefer to talk to 2 man alone. Men do not
teach female clients bv rhemselves. A few
doctors, who are interested in providing a
medical back-up service to their local NFP
teachers, attend sessions in our training
courses. W= have no trainees from our
Polynesian or Maori communities.

In the national coordinator’s office in
Auckland, we have up-to-date records of
the workload and status of every NFP
teacher in the country. To maintain ac-
creditation teachers must attend four study
days per year and complete a residential
postgraduate course every three vears. A
government grant covers their expenses.
Teachers who take leaves of absence for
family or other reasons are given refresher
courses on their return.

We mairtain a friendly relationship with
the Family Planning Association. We do
not have the money or resources to pro-
mote our service aggressively but supply
local newspapers with news items.

The annual NFP conference provides an
opportunity to invite members of other
agencies, doctors, and health workers to
join us and share both our education and
our fellowship. This conference brings
together about 120 NFP teachers from all
over the country. Before the conference
the 14 area leaders meet and report on
developments and events in their own
areas. These area leaders are elected each
year by their local teachers. They are
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responsible for the four local study days
per year, and they keep the national co-
ordinator informed of developments in
the area,

Gocd communication among teachers
throughout the country is essential to
maintain meraie. Some teachers in country
centers would be very isolated and cut off
if it were not for our communication net-
work. Our quartesiy newsletter, sent 1o all
accredited teachers, provides an oppor-
tunity for continuing education as well as a
forum for sharing news and views. Infor-

mation is also channeled through area
leadets.,
Our NFP tcschers, both men and

wonien, work i clinics by appointment.
We teach “‘symptoms’” only to a couple
who have a fully tieast-fed baby during the
time that the mother has no signs of return-
ing fertility or is not cycling. As soon as the
breast-feeding  situation changes and/or
signs of fertility appear, we teach the
sympto-thermal method (i.e., symptoms
and temperature), with cervical palpation
for those who are interested.

Our approach 1o teaching stresses the
“combined fertility” of the couple. When a
male and female teacher work together,
the male explains the male partner’s role
and the techiniques of temperature taking
and recording. The female teaches the
femalke client about mucus symptoms as a
sign of days of possivle sperm survival in
the preovulatory phase. Emphasis is placed
on the “waiting time,” which starts with
the onset of mucus symptoms due to the

man’s fertility, to his sperm survival, The
“waiting time” finishes when the male
partner is able to show the female partner
that those symptoms led to ovulation. The
temperature chart confirms that ovulation
has taken place.

Over 50 percent of our clients are not
Catholics, and most come from a mainly
middle-class, educated socioeconomic
group. Our biggest group of clients are
breast-feeding women. The next largest are
those discontinuing the pill or injectable
Depo-Provera. Many of them are planning
to have another baby but want time for the
effects of the chemicals to wear off. We
have not yet worked out a satisfactory data
collection system on continuation rates.
Qur third largest group, many referred by
doctors, are trying to achieve pregnancy.

We teach fertility awareness in secon-
dary, mainly Catholic, schools. We have
just introduced further traiuing for our NFP
clinic workers to become educators. Some
accredited NFP teachers receive intensive
training in public speaking, group leader-
ship, and classroom techniques. In the
future, only NFP teachers with an edu-
cator’s certificate will work in this area on
behalf of our Association.

Our greatest needs are to expand our ser-
vices to all cultures and socioeconomic
groups; to promote our services better;
and to improve data collection processes.
We also need more research on reliable fer-
tility indicators and development of such
products as a urine test kit to detect the ap-

proach of ovulation.

THOMAS HILGERS

Themas Hilgers, M.D., obstetrician and
gynecologist; associate professor of
Department of Ob/Gyn, Creighion
University; director of NFP Education
and Research Center, Omaba, Nebraska,
USA

The Creighton University Model is
unique because it allows not only for the
development of a program of excellence in
the delivery of natural family planning ser-
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vices but also for the continuation of
education through the development of
independent natural family planning edu-
cation programs. The philosophy of the
program promotes the development of
strong education programs for new natural
family planning teachers througbout the
country.

The Creighton Model is built upon six
different certificate programs. The basic
programs involve the training of new
natural family planning teachers (natural
family planning practitioners and natural
family planning instructors). The advanced



programs iavolve the further training of
NFP practiticners so that they may either
establish or participate in natural family
planning edycation (natural family plan-
ning educators and natural family planning
supervisors). The NFP educator is specific-
ally trained in the natural family planning
core curriculum that has been developed at
Creighton University School of Medicine.

In addition to these programs, two
specialized certificate programs are also
available. One involves the tiaining of
physicians (natural family planning medical
consultants) to enable them to participate
in the future training of natural family plan-
ning teachers. The final program is the
most recent; it allows for a sound theoreti-
cal base to be given to priests and non-
Catholic clergy, so that they may be more
knowledgably invoived in the natural fam-
ily planning movement.

The Creighton Model has been devel-

oped through the research efforis of the
Creighton University Natural Family Plan-
ning Education and Research Center. The
program began in 1978 and has already ex-
hibited a major impact on the development
of natural family planning services in the
United States, Several NFP practitioner and
instructor training programs have been
conducted in the United States, and many
more are in the planning stages. The
Creighton program offers a new and
unique opportunity to build a solid foun-
dation for the future development of
natural family planning services.

The program at Creighton University,
under the auspices of the Creighton Uni-
versity Natural Family Planning Education
and Research Center, is accredited by the
American Academy of Natural Family Plan-
ning. In addition, its certificants are eligible
to pursue certification by the American
Academy of Natural Family Planning.

ANDKEW KIURA

Andrew Kiura, M.D., surgeon; founding
member and current president of Family
Life Counselling Association of Kenya,
and its voting delegate to IFFLP; cur-
rently associated with the Kenya Medical
Research Institute; elected member of
IFFLP African Zonal Council; with hbis
wife, Jane, member of the Pontifical
Counctl for the Family

The Family Life Counseling Association
of Kenya (FLCAK) conducts training pro-
grams for teachers and tutors and imposes
strict criteria for the selection of trainees.
Teacher trainees must be married women,
married couples, or religious sisters. The
ideal choice is considered to be the married
couple. The woman must be between 24
and 45 years of age, and she must have
been charting her menstrual cycles before
training for at least six cycles, two of which
must have been ovulatory. She should have
a good knowledge of the rules of the NFP
method she intends (o train in, and she
must be confident of the efficacy and ad-
vantages of NFP. She must use only an NFP

method in her own life, and she must con-
tinue charting and forwarding her charts to
FLCAK at least every three months.

The candidate for training must not have
any other volunteer activity in the com-
munity because of the time required for
NFP training and teaching. The candidate
must be committed to continuing educa-
tion and must attend follow-up courses to
stay up to date in NFP knowledge. She
must also have a commitment to continue
promoting and teaching NFP. Married
women must have the consent and support
or their husbands. Ten years of schocling is
the absolute minimum for acceptance as an
NFP teacher trainee. Finally, each candi-
date must have a local sponsor, which may
be a hospital, parish, or community organi-
zation. This is important because it ensures
that the teacher is acceptable to the com-
munity and will return to the community
and make use of the training received.

To make sure that the criteria are met,
candidates undergo a selection process,
which consists of a written paper to test
know!edge of NFP and an interview, in
which the trainee's chart is also discussed.
The interview seeks to assess the trainee’s
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attitudes toward NFP,

Although Dr. Flynn recommends that
the teachers be able to teach all methods of
NFP, we have found that our program must
be flexible. Teachers who will work in
rural settings usually offer only the ovula-
tion method, which is easier to use and
more acceptable for rural populations. In
urban areas, teachers are trained to offer alt
methods of NFP, It is important that all
teachers in one country use a cormmon
methodology of teaching, charting (sym-
bols), and record keeping. Clients who
move from one area of the country to
another become confused if their new
teacher emphasizes a different methodol-
ogy. A national association of NFP
teachers, such as thz one in England,
would help to standardize teaching
methods, and this is a development that
other countries should emulate.

The tutor is even more important than
the teacher in the overall program, because
this is the person responsible for the
proper training of teachers. Well trained
tutors make it possible for the program to
offer high-quality service and to spread
much faster throughout the country.
FLCAK is placing 3 great deal of emphasis
on tutor training. Although teachers are
trained at the regional or diocesan level by
the tutors, the training of tutors is done at
the national fevel.

Criteria for acceptance into the tutors’
program include at least three years’ ex-
perience teaching NFP; ability to com-
municate in English or Swahili; sound
knowledge of and helief in NFP; organizing
and counseling skills; commitment to real
improvement of marriage; availability to
conduct NFP workshops; and sponsorship
by some organization. Couples are pre-
ferred as tutors, but if only one partner is a
candidate, there must be evidence of full
support of the spouse.

Selection is made through both oral and
written testing during the interview for the

tutor’s course. In addition to further
knowledge of NFP, the tutors’ program in-
cludes, among other topics, counseling,
ethics, leadership, making visual aids, pro-
gram design, and program management.
Both the teacher trainee and the tutor
trainee courses contain supervised prac-

tical work, both real and simulated.
Two types of teacher training programs

are offered. The first, an intensive training
course, is offered to nurses and doctors
who intend to start NFP programs in the
various hospitals. The course lasts four to
six weeks, depending on the level of
education and experience in NFP, and is
given in all-day sessions. The certificate
awarded to those who complete the course
will exempt them trom the compulsory
eight-week family planning course at the

national hospital.
The other type of training program is

primarily for nonmedical personnel who
meet the teacher selection criteria. They
must attend three one-week residential
workshops, which are held during the
school holidays in April, August, and
December. The timing of the workshops
allows the participation of school teachers,
who constitute the majority of the trainees
in this course. The workshops are carried

out at the diocesan level by a team of tutors.
The training materials used in the

courses are primarily the WHO Family Fer-
tility Education Resource Package. FLCAK
participated in the research and trials that
led to the development of this package. We
have some complaints with it: we believe
that it does not emphasize the prolife
aspect of NFP adequately and it tends to
evade the philosophical and moral issues
inherent in sexuality. We also think that
the presentation of the ovulation method is
not detailed enough, but we have been
able to modify certain portions to accom-
modate our own needs. We also have
adapted Dr. Mary Martin’s NFP instructors’
training modules (the American curriculum
outline) for use in our training programs.
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NOTKER KLANN

Notker Klann, directcr of section on
counseling and coordinator of the
National NFP Program for German
Bisbops Family Life Program (Zen-
tralstelle Pastoral), West Germany

The Working Group for Natural Family
Planning at the Central Agency for Pastoral
Questions of the German Bishops’ Confer-
ence (Arbeitsgruppe Natiirliche Familien-
plannung bei der Zentraistelle Pastoral der
Deutschen Bischofskonferenz) was the first
NFP organization in the Federal Republic
of Germany. Working closcly with Dr.
Anna Flynn of Birmingham, the Group
organized and carried out a training course
for persons who wished to become NFP
teachers and for resource persons in the
areas of preparation for marriage, family
and adult education, and youth services.
The course was financed by donations and
by support from the Catholic Church.

The course was designed to include both
informational and practical components.
Informational units focus on knowledge of
fertility awareness, methods of family plan-
ning, and living with NFP. The fertility
awareness unit teaches basic anatomy and
physiology as it relates to fertility, since
understanding the biology of reproduction
enables the trainee to comprehend the
basis for natural family planning. Topics in-
clude male and female reproductive
organs; hormonal control systems; the ef-
fects of estrogen and progesterone and
their significance for NFP; indicators of dif-
ferent phases of the menstrual cycle (main
symptoms, less major symptoms, combin-
ing different symptoms); and ‘‘double
check’ as a procedure.

The unit on methods of family planning
offers general informatior: on artificial con-
traceptives and their relationship to the
natural methods of birth control. In this
way, the instructor is able to help couples
make responsible decisions about the
choice of methods, taking into account
their particular situations and motivations
and their fmaily planning intentions.

The unit that focuses on living with NFP

stresses that the successful use of NFP
methods depends essentizlly on the joint
decisirn made by both the man and the
woman. Different aspects of this decision
are discussed, and the possible difficulties
that may result are addressed. The aim is to
show furure instructors that NFP methods
depend on both the awareness of fertility
and the corresponding understanding of
the sexual behavior ¢f both partners. It is
pointed out clearly that abstinence may
require a fundamental change in a couple’s
sexual behavior, which may lead to positive
as well as negative reactions and behaviors.

A couple’s moiivaticns ior learning NFP
must be clarified with the instructor. The
expression of sexuality must be explored
in a wide context with regard to its
physical, psychological, and cultural
aspects. This requires an exchange of
views and emotions and an understanding
of roles within socicty and of moral,
religious, and ethical values.

The teaching methods used in training
NFP instructors include both demonstra-
tion and teaching by experience. This may
be done in small groups or with one-to-one
counseling. The trainee must be prepared
to take the experience and level of knowl-
edge of his or her clients as a starting point
for NFP instruction. In this context, the art
of listening is of special importance.

At the conclusion of the theoretically
oriented course units, the trainee must pass
a written examination. Trainees are tested
on hormonal control systems, symptoms
of fertility, application of periodic
abstinence, and sexuality. Those who in-
tend to work as educational experts in
adult education, youth work, and prepara-
tion for marriage complete only the theo-
retical part of the course, which takes a
total of 21 hours of class instruction in ad-
dition to the considerable time expended
on personal study of the course materials.

Those who are training to become NFP
instructors proceed to the practical part of
the course. Each future instructor must in-
troduce three couples to NFP, an activity
that helps to develop teaching abilit'es.
The trainee is required to write a report on
each couple that contains all the important
information necessary to assess the
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teaching process. This information forms
the basis for an oral examination that is
conducted after at least three couples have
been instructed. A teacher trainee must at-
tend at least three regional meetings, par-
ticipate in two S5upervisory meetings,
spend at least 27 hours working as a
teacher, and complete a final 12-hour col-
loquium. The theoretical and practical
components combined require 72 hours of
instruction and practice.

Following successful completion of all
requirements, the candidate receives a cer-
tificate of qualification as an NFP instructor.
There is not yet an autonomous Organiza-
tion of those who have finished the training
course. The Working Group forms the in-
formational network for all these teachers.

Continuing education is an important re-
quirement for all instructors, and each one
must declare a willingness to participate in
continuing education activities. A written
statement to this effect is completed.

The Working Group on Natural Family
Planning has been usked by its commis-
sioning institution to present a report on
experiences in the training course. For this
purpose, the registered cycles of the par-
ticipants in the course as well as those of
the couples who have been introduced to
NFP will be used. This analysis has not yet
been undertaken, but about 2,400 cycles
are available for investigation, and a com-
puter program has been developed espe-

CLARA LOCKHART

Clara Lockhart, Ph.D., national coor-
dinator for family life (including NFP) in
Dominican Republic; academic dean at
the Uniyersity Dominicana

The Church is the on'y institution dedi-
cated to natural family planning in the
Dominican Republic. Services are offered
to 8,921 couples or 0.7 percent of fertile
women. In 1978 the Departamento de Pas-
toral Familiar (Department for Family Life)
was created by the Dominican Republic’s
Episcopai Conference to assist and coor-
dinate at a national level the services to the
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cially for the purpose of analyzing the data.

At the same time, medical research
relating to subjectively measured ovulation
and its comparison with objectively
measured ovulation was completed in
1983 by Dr. Freundl of Dusseldorf. In addi-
tion, results from a psychological examina-
tion administered to those who took part
in the training course will be analyzed. The
findings are expected to suppiy informa-
tion about the personality traits of NFP
users and about the effects of NFP practice
on the relationship of the couple.

The results of scientific investigations
pertaining to NFP are very rarely published
in medical journals in the Federal Republic
of Germany, so the average level of knowl-
edge among physicians about NFP is very
low. The training course has succeeded in
stimulating interest among practicing gyne-
cologists and scientists. Three dissertations
on various aspects of MFP have been com-
pleted, and they will be published in the
near future. Medicine and the medical pro-
fession are held in high esteem in the
Federal Republic of Germany, so it is par-
ticularly important to promote medical
research in the field of NFP and to focus on
postgraduate education for physicians.,
Moreover, research in psychology and
sociology is necessary to learn more about
couples who practice this method and
perhaps to contribute to the development
of materisls to publicize NFP.

family with emphasis on natural family
planning. This was later elevated to an
episcopal commission with a national
coordinator, a diocesan or couple coozdi-
nator (for eight dioceses in all), couples
representing marriage and family move-
ments, coordinators for responsible parent-
hood, and a young person.

The Equipo Nacional de Pastoral Familiar
(National Team for Family Life) was estab-
lished by this commission to bring about
uniformity in the expansion of the work.
Composed of committed professionals
such as physicians, nurses, psychologists,
counselors, sociologists, and educators,
the national team’s principal objectives are:



(1) to plan, claborate, and evaluate ac-
tivities and programs a: the national level;
(2) to standardize the work undertaken in
each diocese; (3) to represent the commis-
sion; and (4) to develop and supervise the
national program on family planning by
the Billings ovulation method, dispersing
the latest sclentific knowledge through ap-
propriate media.

Each diocese created its own family life
pastoral team with a similar structure and a
local diocesan coordinator to represent
them at the national team.

The Commission for Fertility Regulation
within the national tcam has the following
aims: to provide couples with knowledge
of natural family planning and to help them
establish a new style of life centered on
conjugal love, mutual knowledge, and
communication so they may create an
awaréness of co-responsibility in the pro-
creation of children.

The first NFP centers arose from the
need to have an office site for counseling
couples. At present there are oaly 14
centers, since the core of the work consists
of going to where the users live to instruct
them through local meetings, workshops,
and home visits according to needs. This is
especially true in farming areas and in the
hills where transportation is difficult.

Caritas and other private institutions of-
fer medical consultation facilities for the
teaching and follow-up of the couples.
They either provide gynecological con-
sultation or refer clients to an appropriate
center. The diocesan teams for fertility
regulation are composed of professionals,
priests, and couple instructors trained in
the ovulation method. The f{irst centers
were created in 1975, and the headquarters
was established in 1978 in the capital of
Santo Domingo.

The service is geared toward the poor, of
whom there are scveral categories: the
poor farmer, the urban migrant, the hill
farmer, and those in need of total
assistance.

Couples are motivated through radio
and television programs and publicity
brochures to attend workshops on the
ovulation method. An instructor is as-
signed to them for teaching and follow-up.

NFP acceptors 2re practicing Catholics,
Protestants, and Jehovah's Witnesses. At
present there gre 8,921 users in the pro-
gram of whom 1 percent wish to achieve
pregnancy, 5 percent wish to limit births,
and the remaining 94 percent wish to space
births. In most cases when the user can
identify with clarity the fertile phase and
the couple achieve a level of satisfaction
with periodic abstinence in harmony with
their family pianning intention, the woman
leaves the program. She ccmes back orniy
when she experiences changes in her cycle
or when her circumstances change. The
user may feel confident after five or six
cycles, but she is still given long-t¢rin
follow-up until her autonomy is proven.

Most dropouts take place in the first or
second cycle. The most frequent cause is
disagreement between husband and wife
on periodic abstinence. For this reason
records are set up only after the second cr
third cycle, thus giving the couple the
status of “‘registered”’ in the program,

In general 4.7 percent of the users
become instructors. They must be fertile
couples and users of the ovulation method.
During their follow-up term they arc given
special training as instructors. If the train-
ing takes place in rural areas, it will be
followed by a second and third phase after
the first course. In the city one intensive
training workshop is given to instructors of
the ovulation method. The objectives and
context vary according to the socioeco-
nomic level of the participants. The general
objectives are: (1) to master the scientific
aspects of the ovulation method; (2) to
learn educational techniques; and (3) to
gain group skills for working with people.

The content is, first, theological and
ecclesial based on the documents of the
Church on the family and, second, biologi-
cal and psychosocial. The latter topics
include anatomy and physiology, the inter-
pretation of the ovulation method, human
sexuality, psychological differences be-
tween men and women, the psychological
advantages of the ovulation method, the
Dominican family and the contribution of
the ovulation method to the integration of
the couple, and supervisory practice.

The continuing training classes are basic
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for both lezrning and evaluation. Evalua-
tion is both written and oral. The trainee is
evaluated on examinations and also on the
supervised practicum in teaching couples.
Enthusiasm for the ovulation method, con-
fidence in its effectiveness, and experience
as a couple are also required. Once these
conditions have been met, a certificate is
issued by the Episcopal Commission for
Family Life, which accredits the trainee as
an instructor of the ovulation method.

MARY CATHERINE MARTIN

Mary Catherine Martin, Pb.D., MSN.,
NFP education and development consul-
tant to IFFLP

The concept of fertility acceptance must
be emphasized as a learning principle when
offering NFP services to couples. NFP pro-
vides the means for a couple to avoid or
achieve pregnancy. The couple’s decision
is based upon knowledge of the woman’s
cycle and their procreative intention. They
use periodic abstinence to avoid preg-
nancy or engage in intercourse to achieve
pregnancy.

The growth of the couple in their
relationship through the development of
intimate and loving dialogue has been iden-
tified as a long-term motivator in the suc-
cessful practice of NFP. In addirion the
couple experience confidence in identify-
ing the fertile and infertile phases of the
cycle and learn to discuss their family plan-
ning inteations.

In the Western werld, modern contra-
ception hus becn widely practiced for the
past 20 years. The underlying philosophy
of most mcthods of contraception is based
upon some fonn of fertility suppression by
temporary of permanent means.

As NFP services expand, it is important
to emphasize that the fundamental peda-
gogical philosopy of learning to live within
the procreative potential of the couple is
one of fertility acceptance. Fertility accep-
tance reflecis the couple’s ability to live
positively with the knowledge of fertility.
To suggest that NFP is simply fertility
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To ensure quality control in teaching, we
demand: (1) highly qualified personnel in
the teams for fertility regulation—doctors,
nurses, psychologists, priests, and teachers
of the ovulationn method; (2} development
of 2 program of 32 to 40 hours; (3) reevalua-
tion of informational materials; (4) periodic
evaluation of the program by the national
team; and (5) teaching supervision through
instructor meetings with the head of the
department of fertility regulation.

awareness or knowledge that a couple may
use in combination with other methods of
family planning is not accurate and should
not be identified as NFP. Fertility aware-
ness is, in fact, knowledge; fertility accep-
tance—that is, living with knowledge of
fertility potential and integrating sexual
behavior in harmony with procreative in-
tention—is natural fanily planning,.

This concept is important to emphasize
at this time precisely because of the interest
being shown in NFP by ministries ¢ " health
and governments for whom contra  “tion
or fertility suppression has been w. ac-
cepted and common practice. Erik Erikson,
a noted anthropological psychologist, in a
1980 article in the International Journal of
Psycho-Analysis has suggested that, be-
cause of the precision in contraceptive
technology, a new form of psychological
repression may be developing among
couples who use family planning system-
atically, Erikson states that some coupies
who consciously choose to use family
planning methods may not realize that they
are choosing not to be parents. If this hap-
pens, says Erikson, repression of the pro-
creative drive and need may occur and the
individual or couple may require profes-
sional counseling to deal c{fectively with
this state.

Fertility acceptance is the preferred
pedagogical and attitudinal concept to pro-
mote when teaching couples NFP because
it properly reflects the philosophy of learn-
ing to live with and to integrate periodic
abstinence into the couple’s sexual
behavior within the framework of their
procreative potential.



Discussion

All agreed that the competent, trained

teacher is the key to a good natural family
planning program. The discussion centered
on the selection process for teacher
trainees, the methods of training, the
nature and content of teaching materials,
and the context in which the teaching
takes place.
Selection of Teacher Trainees There was
little disagreement on the importance of
the selection process for new teachers and
on the niecessity of designing programs to
meet both urban and rural needs. In both
the developed and developing world, birth
attendants and midwives should be corr-
sidered as potential trainees.

There was less agreement on whether
teachers should be current NFP o users.
Some  programs consider this  essential,
Others are willing to waive this require-
ment in the public sector provided the
prospective NFP teacher knows the fertility
indicators and can chart her own or 2
friend’s cycle. There was also some diver-
gence of views on the degree of commit-
ment to a prolife attitude that should be
expected on the part of teachers and
clients. Representatives from some
national NFP programs said thev would
refuse to teach NFP to anyone who indi-
cated they might terminate an unplanned
pregnancy; others would accept such users
in the hope that NFP practice might per-
suade thent to change their position.
Teacher Training Showld the trainee be
trained locally or sent away to a regional,
national, or international teacher training
center? Participants disagreed on the prac-
tice of sending teachers away for training.
Some Latin American teacher trainces are
being trained in the United States, for ex-
ample, because high standards of training
are not available locally. After a core of
teachers has been developed, then local
teacher training programs in Latin America
will be started.

Even if a4 teacher reccives basic training
away from the home site, it was felt that

supervised teaching and clinical practice at
the local level are essential. Another view
was that regional training is good for train-
ing tutors (those who train teachers) but
not for field teachers. Many consider it a
good idea to select a few teachers and
make them tutors. Concern was also ex-
pressed that trainee teachers be equipped
with counseling skills as svell as interview
techniques.

Many programs face difficulties in send-
ing teachers to a new location. Several sug-
gestions were made to ease this situation.
Identification of the teacher with an organ-
ization and local sponsorship both can be
helpful. Preferably a trainee should come
from the community that has indicated a
need. It is a mistake to send someone to a
place where there is no community sup-
port and no possibility of follr.w-up for a
ncw teacher.

In a well-developed program in Africa,
teachers work in teams for support and
evaluation. In the experienice of another
program director from Latin America, it
sometimes happens that there is 4 request
for NFP, a person is trained and sent back
to the community, but the teacher does
not receive local support.

Going to a2 community and establishing a
center is another approach. It is possible to
go to a comrnunity and pick two or three
pioneers. Some will continue while others
may drop out. Some NFP teachers will
never meke a team. A well-established
North American program has found that
sccond-generation leadership tends to be
more stable. This national program works
with teams of at least two couples. Another
program has developed guidelines for pro-
viding support for an isolated teacher. Med-
ical 2nd educational NFP backup programs
for the isolated teacher are important.

Because of distance or other factors,
face-to-face teaching is not always pos-
sible. In such cases self-teaching materials
can be used. Dr. John Marshall in England
has had some success with self-teaching
materials in his correspondence courses.
Some people prefer to learn that way even
when they have access to a teaching cen-
ter. In Australia there are correspondence
courses in every state, and all teachers are
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trained to be correspondence course
teachers.

Discussion participants wanted to know
how many hours of teacher training are
essential. According to the World Health
Organization, which developed and tested
the Family Fertility Education Resource
Package, the amourn: of time required to
train teachers using these materials varied
greatly, ranging from about 11 hours in the
Philippines to 49 hours in Colombia. A pro-
gram in Europe finds that 27 hours is the
minimum for basic teacher training; this
does not include instruction in special
circumstances. Another European program
provides 50 hours of training but includes
“special circumstances” and family coun-
seling in the course.

The supervised practicum is usually
spread out over several months before cer-
tification. The question waus raised if any
programs are training teachers without
supervised practicum. In one country
trainees teach clients cn their own and
then bring the clients’ charts to the
SUpErvisor.

Teaching Content With regard to teaching
content, some programs teach all fertility
indicators but leave the decision up to the
client as to which ones are used. Others
teach primarily the ovulation method and
believe that all fertility indicators should be
taught but not all NFP methods. The New
Zealand program concentrates fess on the
cyclic fertility of the woman than on the
combined fertility of both the man and
the wormnan.

In response to a question on uniform
teach<. training standards and materials, a
U.S. participant noted that there are many
different types of teacher-training  pro-
grams in the United States. Another partici-
pant with experience in many countries
said there was no standard across the board
but that NFP teacher training materials
were becoming fairly uniform.

An African from a country with a4 multi-
ethnic society maintained that uniform
materials may be inappropriate for differ-
ent cultural groups within the same coun-
try. Modification will always be necessary.
He asked why uniformity was being so
strongly recommended.
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A distinction was then made between a
core model with the essential factors and a
curriculum. (A curriculum can be defined
as all of those teaching/learning activities
that constitute the teaching program.) The
core for NFP teacher training programs
should be the same, but modification of
the curricula will always be needed to suit
the needs of the individual learner. Differ-
ent curricula may even be needed for the
same city, one for church-based programs,
one for family planning programs, and
another for university programs.

As NFP programs expand into the public
sector, one participant considers it very im-
portant to define NFP within the context of
periodic abstinence. Such 4 definition
determines how the instiuction and coun-
seling services are designed. 1t docs not
take much time to teach physiology, bui it
requires a great deal of time 0 heip couples
incorporate periodic abstinence into their
relationship.

There was some discussion about defini-
tion of terms. Fertility awareness was de-
fined as knowledge. It is up to the clicnt io
decide what to do with this knowledge.
Natural family planning, however, includes
periodic abstinence. Knowledge of fertility
combined with use of barsic methods is
not NFP. There were conflicting opinions
on how to approach this issue: “The NFP
issue is one of normal sexuality with ab-
stinence. It's difficult to go from no absti-
nence to a great deal of abstinence.” “To
refuse to accept or address use of the con-
dom and withdrawal within the context of
NFP is to deny reality.” “You have to
[allow leeway] for a couple to move gradu-
ally to NFP.”" “Yes, learning takes time to
occur. If your goal is to get to NFP
(periodic abstinence), then toleration but
not endorsement of the use of other meth-
ods may be within the NFP framework.”

The Teaching Context Many participants
favored the couple-to-couple approach in
teaching NFP. One program director said
such training works very well with a spe-
cial group of engaged couples planning a
wedding together. You can see some extra-
ordinary reactions in couples, which really
inspire the teacher.

Several program directors find the small-




group learning situation the best. Couples
speak out more in a group. Many teachers
come out of such groups. The World
Health organization found that small-group
teaching was effective. Some programs usc
a combination of small-group teaching and
individual instruction. Some confine the
instruction of general physiology to groups
of couples but reserve other matters for a
private session. Another approach is 1o
have a group session first. Then, after
charting a cycle, the couples return for
individual instruction.

An African naticnal program found ihat
when government funding was accepted,
the couple-to-couple approach was no
longer possible. Instead, the program
developed special courses for husbands in
the evening.

Some feel that the couple approach is
not suitable for all cultures, especially 2
Muslim country or where the extended
family system prevails. In the Muslim con-
text many cultural attitudes prevent any
type of family planning. Added to this are
the objections that NFP requires periods of
abstinence and depends on better com-
munication between hushand and  wife.
Such communication is scen as a threat to
the existing type of relationship, in which

the status of women prevents the wife
from participating in decision making.

Couples in some cultures will have to
practice NFP in the context of an extended
family system. Not only do the couples
have to be motivated to use NFP, but their
relatives also have to be motivated to give
prop“r freedom to the couples so that they
can make more decisions as a couple and
develop a style of life that will promote the
deve!or)mem of boih partners. Changing

cial p.mrr'\s ofien bring new  oppor-
tunities. It might be that training in NFP
increases the couple’s ability o choose
wisely and to persevere in making the most
of these new oppostunities.

A number of NFP programs encourage
participation in Marriage Encounter, a smar-
riage enrichment program. Couples who
have experienced this type of marriage en-
richment 2ppear te be moie receptive to
NEP. Autonomous NFP couples aie stf-
prised that they can learn more abeut mari-
tal conumunicaiion through such programs.
Mary NFP programs find that the couple
successfully practicing NEP is the best ad-
vertisement {or tie method Such couples
become a resource and have a multiplier
effect in attracting new uscrs.
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NFP Prog

RON H. GRAY and ROBERT KAMBIC

Ron H. Gray, M.D., professor Dept. of
Population Dynamics with join: ap-
pointment in Dept. of Epidemiology and
International Health, Jobns Hopkins
University School of Hyglene and Public
Health, Baltimore, MD., USA: Robert
Kambic, M.P.H., research coordinator
Jor IFFLP/USAID-African NFP Program
with Jobns Hopkins University technical
assistance team, Baltimore, MD, USA

rom Bvaluation
ond Accountallity

The first part of this paper describes the
Sfour major types of program evaluation
in any family planning program. These
are process, outcome, impact, and cost-
effectiveness evaluation. Adequute rec-
ords are essential data for evaluation.
Besides user characteristics, statistical
measures include volume, coverage, qual-
ity, and effectiveness indicators. The sec-
ond half of the paper examines factors
that are critical in evaluation of NFP pro-
grams. NFP is an educational rather than
a biomedical technology. Since education
occurs over time, definiions need to be
made when a learning user becomes a
registered client, discontinues, or becomes
autonomous. Classification of planred
and unplanned pregnancies also need to
be clearly defined. Sample forms for regis-
tration, follow-up, and discontinuation
are presented.

The objective of an NFP program is to
provide services for couples wishing to use
NFP in order to plan or prevent pregnancy.
Thus, the “client” is rightly the focus of
interest. The extent to which the program
provides such services efficiently, how-
ever, is also a matter of legitimate concern
since it affects the quality of client care.
The evaluation of NFP programs is ulti-
mately an important means of improving
services to clients. In this paper we will

consider the types of program evaluation,
the data required, and the statistical
measures to be used. We appreciate that
this does not address the humanistic
aspects of NFP, but it is, nevertheless, of
importance to consider the broader pro-
grammatic issues.

Types of Program Evaluation

There are four major types of program
evaluation (Gorosh 1982 and Fisher 1983):
Process Evajuation is a management-
oriented assessment directed toward im-
provement of program operations. It
might be an ouwput measure of the extent
to which a program is meeting predeter-
mined objectives such as the number of
couples registered, or it might be used to
monitor major areas of the program by in-
depth analysis of a partici.iar process such
as training.
Outcome Evaluation is an achievement-
oriented measure of the effectiveness of
the program among users of services. In
family planning, outcome is usually ieas-
ured by the number of new users, the con-
tinuity of use, and discontinuations for
pregnancies or other reasons. The most
common procedure is the estimation of
use-effectiveness by life-table procedures,
which provide continuation and discon-
tinuation rates expressed per 100 woman-
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years. Another outcome measure is the
couple-years of protection against preg-
nancy provided by the program. This is the
number of years an average couple will be
protected from pregnancy by family plan-
ning use.

Impact Evaluation is an achievement-
oriented measure of the effect of the pro-
gram on the overall population., In family
planning this is usually an estirnate of the
demographic impact of a program as mcas-
ured by the number of births averted or
aeclines in birth rates. 1t is difficult to
measure demographic impact because the
information needed is complex and hard to
obtain, because one cannot predict what
fertility might have been in the absence of
the program, and because womcr: using
the program ray be merely substituting
WFP for other methods of family planning.
Cost-Effectiveness Evaluation is a measure
of the relationship between program costs
and achievement. In this regard, cost-
cffectiveness is largely a managerial tool
“for determining how to deliver family
planning services less expensively”
(Sirageldin 1983), It is an assessment of the
economic cfficiency of the program de-
rived from estimation of the costs of
categorics of program input. Such inputs
are the training of teachers, couple recruit-
ment and teaching, which are broken
down into expenditure components such
as personnel, facilities, supplies, and ser-
vice activities such as administration,
couple services, and travel. In order to
allocate costs to these activities, it is
necessary to have some measure of time
spent on each activity, such as time spent
in teaching or on travel. Then these costs
must be expressed in relation to such out-
puts as new acceptors or such outcomes as
couple-years of protection.

Cost-effectiveness studies are an aspect
of Operations Research. They are complex
and require a special evaluation effort
beyond the scope of normal programma’ic
evaluation.

Diaga Required for Evaluation

Both qualitative and quantitative data are
needed, but the focus here will be on quan-
titative measures. The basis for any data
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system is the individual records for each
couple. These are primarily designed for
client management, local decision making
or administration, and monitcring. The
record forms rnust be sirnple, brief, and ap-
propriate to the skills and the concerns or
responsibilities of the personnel using
them day-to-day. The additional demands
for special research or evaluation must be
kept to a minimum. If records are too
lengthy or complex or if they appear to be
irrelevant, they will not be properly main-
taincd. Records are needed for entry of a
couple into a program and for monitoring
client progress (Figures 1 and 2). There is,
additionally, a need for discontinuation
records, which will be considered in the
next section.

The individual records are used to pro-
duce aggregate statistics to evaluate larger
components of the program, such as
monthly activity reports. Aggregate
statistics, also called service statistics, can
be abstracted from the individual records
and entered ontc simple, clearly labeled,
and logical summary forms. These statistics
provide the program directors with infor-
mation such as how many clients are enter-
ing NFP instruction each month, how
many are under the supervision of the in-
structor, how many have discontinued,
and how many have become autonomous.
Special additional records are needed for
cost-effectiveness analysis, particularly in
the assessment of time expenditures. A
simple log of time spent by personnel on
different program activities can be con-
structed for this purpose.

Statistical Mensures

Numerous statistical indicators can be
developed for progiam evaluation:
User characteristics by age, parity, marital
status, and so forth can be used as descrip-
tive statistics of couples entering ihe
program.
Volume indicators, such as the numbers
of new clients registered, in training or
autonaomous, and the number of discon-
tinuaticns by category, summarize the
overall program activity,
Coverage indicators, such as the percent-
age of the population covered by services




or percentage of .arget reached, measure
the degree of program achievement
Qualitv_indicators, such as client satisfac-
tion and knowledge or duration of training,
are jmportant to assess the effectiveness of
the educational and other processes.
Qutcome or_effectiveness indicators Use-
effeciiveness is one of the most important
meazures of both program and method
performance. It is known that the use-
effectiveness of contraceptives varies over
time, in part because less effective users
tend to discontinue early, leaving a
selected population of more effective or
motivated users as the predominant group
over time. To overcome these problems,
life-table techniques have been developed
ta estimate continuation or discontinua-
¢ion rates over time, and such life-tables are
considered to be the most valid procedure
1o cvaluaie use-effectiveness of family
planniig (Tietze and Lewit 1973).

To construct a life-table, one needs to
know the number of subjects commencing
NFFP charting and their date of entry, the
date of discontinuation, the date of last
cbiscrvation for losses to follow-up, and
thi¢ number of subjects continuing use at
the end of the observation period. The data
for cstimating use-effectiveness may be
derived from individual client records
which should be constructed so as to make
information retrieval as easy us possible.
To facilitate this, it is best to use a special
discontinuation form such as shown in
Figiire 3. Information on reasons for
discontinuation is complex and requires
carcful definitions of different reasons for
stopping the method. These definitions
must be clear, unambiguous, and mutually
exclusive. If, for example, a2 woman
discontinues for multiple reasons, rules
must be established for deciding which
should be classified as the primary reason.
The definitions of discontinuation relevant
to NFP are given later in this paper.

The definition of the circumstances of
pregnancy is of particular relevance to
NFP. Pregnancies should be categorized
into user-related pregnancies due to break-
ing of rules; pregnancy due to nisunder-
standing of instructions, or teaching errors;
and method-related pregnancies due to

conceptions outside the apparent ‘“‘fertile
period.” These are difficult to define unless
charts are available for the conception
cycle, acts of intercourss: are recotded, and
conception can be attributed to a specific
act of intercourse. In many cases the cate-
gorization of a pregnancy will be ambigu-
ous. There is also a problem of *‘competing
biases.” The client may be reticent to ad-
mit that rules were broken, and the NIP
teacher may be reluctant to attribute a
pregnancy to a tnethod failure, Moreover,
clients may retrospectively classify a
pregnancy as “‘planned” to avoid embar-
rassment over an unplanned conception.

Nevertheless, from the programmatic
point of view, the final evaluation depends
on the total number of pregnancies regard-
less of their origin. If the method is
theoretically perfect, but the couple can
use it only imperfectly, then program-
matically the method may be of limited
value. For example, if one had a theoreti-
cally perfect method of contraception but
large numbers of users failed to use the
method properly, it would have relatively
lirnited programmatic value, as compared
to another method which might have
lower theoretical efficacy but be used
more consistently.

Routine client records can be easily
maintained during the teaching/learning
phase, but it is difficult to obtain such in-
formation on autonomous users who are
self-sufficient and not wnder supervision.
Since autonomous clients may be the ma-
jority of NFP users, and autonomous use is
one of the main programmatic advantages
of NFP, special studies are needed for this
group. Probably the most efficient study
approach is to identify autonomous users
from teachers’ records and to conduct
special follow-up surveys to identify con-
tinuing and discontinuing couples. These
surveys, however, are an added evaluation
effort beycad the routine program statis-
tics and entail significant costs and
organizational problems.

It is difficult to messure the demo-
graphic impact of a family planning pro-
gram, bur as an intermediate step, one can
estimate the couple-years of protection
(CYP), which is simply the contraceptive
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protection time afforded by method use.
For MFP, the couple-years of protection
can be calculated from the number of new
users and the discontinuation rates over
time (Gorosh and Wolfers 1979). Although
of limited scope, CYP is a useful measure
with which to estimate the “effective-
ness’’ component in a cost-effectiveness
analysis.

Cost-effectiveness measures Cost-
effectiveness estimation is complex and
the methodology is beyond the scope of
this presentation. Cost-effectiveness is,
however, an important aspect of evalua-
tion, particularly in the case of NFP where
the high start-up costs of teaching are offset
by the longer-term economics of autono-
mous users wiio practice the method with-
out onguing stpply or service costs.

NFP i3 becoming more widely accepted
by nutional and international agencies such
as USAID and WHO (Sirageldin 1981). To
maintzin existing support and to expand
NEP, it is itnportant to examine objectively
its cost-cffectiveness in relation to the costs
and effectiveness of other methods. It is
probatie that NFP will prove to be cost-
effeciive when one properly determines
the leng-tern: low costs of autonomous
users, To establish this, however, there
must first be rigorous evaluation of costs
and wse-cffectiveness both during training
and autonomous use.

Dasic Defizdddons for
NF® Program Evalaation

The definition of what is being measured
is basic to any science. So as not to com-
pare apples and oranges, NFP programs
should have a clear idea of what they want
when they ask for statistics. One program’s
“acceptors’’ may be another’s “‘registered
clients” and ssill another’s ‘‘users.”” Pro-
grams should provide taeir definitions in
any written reports and papers.

Because NFP service is an educational
rather than a biomedical technology, the
acceptance and use of NFP by clients is a
gradual process that happens over time.
This is different from methods of family
planning in which a single event, such as an
JUD insertion, will change a client from
nonuser to user status, NFP also requires
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two persons’ cooperation rather than the
consent of just one party. Our definitions
attempt to take these considerations into
account.

There is a point in a program at which
clients will be given the opportunity to
make an informed decision as to whether
or not they want to use NFP. At about the
same time, the client will provide personal
history information to the program (Fig-
ure 1). Once the personal information has
been provided and the client has made an
informed decision to use NFP, the client
crosses a boundary from nonregistered to
registered status, and is defined as regis-
tered or admitted to the program. Programs
should keep as a basic service statistic a
count of all clients who register for NFP
use (Lanctdt 1981 and Kambic 1981).

A second key point in NFP service comes
when the registered client first begins to
chart. Another threshold has been crossed.
For some clients this may occur on or even
before their day of registration. For other
clients, who are presently pregnant or un-
decided about NFP use, it may be several
months before they begin to chart their
first cycle. Once the client starts to chart,
she should be in relatively frequent contaw.
with her NFP instructor until she reaches
autonomy or discontinues.

The number of clients first starting to
chart added to the number of clients pres-
ently charting under the supervision of an
instructor is another service statistic to be
kept. We call this total the number of
“learning users” in the program.

Those users who do not discontinue the
NFP methods will eventually reach a point
where they are able to use a method
without follow-up instruction. We call this
type of user autoncmous. In order to
classify a user as autonomous, the follow-
ing conditions should be met (Lanctdt and
Martin 1981):

1. The learning user will correctly chart
her daily fertile indicators.

2. The learning user will consistently
identify the fertile and infertilc days of her
cycle.

3. The learning user will adjust with at
least refative satisfaction to the periodic
abstinence required by NFP.



FIGURE 1
REGISTRATION FORM

Identification

Client's Name

Client's Address

Office Phone Home Phone
Registration Date D D D D D
Day Month Year
Identification Number D D D D I:]
Project District Teacher

1. How old were you at your last birthday? (in years)

2. Are you:

1. Married 3. Single
2. Engaged 4. Divorced/separated

5. Other - specify

oo

Client

N
[

3. If married, how many years have you been married?
(Code 0, if less than 1 year)

4. If marricd, how old was your spouse at his last birthday?
(in years)

5. How many living children do you have?

(If more than 9, Code 9)
a. Boys

(If more than 9, Code 9)
b. Girls

L0
HiN

a. Boys D
b. Glrs D

6. When did your last pregnancy end? El El D D
(Code 0 if never pregnant)
Year

(Code 1 if pregnant now)

7. What is your religion?

Month

[

1. None 4. Protestant/other Christian
2, Traditional 5. Muslim

3. Catholic 6. Hindu

7. Other - specify

8. How many school years have you completed?

0.0 5. 9-10
1. 1-2 6. 11-12
2. 34 7. 13-14
3. 5-6 8. 15+
4. 7-8

[
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9. Why do you want to chart your fertility signs?

To have a child
To space

. To limit

. For self-knowledge

KM S

7. N/A

Cycle and Breast-feeding Information

10. Are you breast-feeding now?
No

R N

. N/A

11. When did your last period/menses begin?
(Code 0 if no menstruation since last birth)

Family Planning Practice

6. Other - specify

5. Have a child of other sex

. Partial (Baby gets food and breast-feeding)
. Total (Baby gets only breast milk)

CIL]

Month |

H{n

Day

12. a. Among the following methods, which method are you using now?

b. If you are not using any method, name which was the most recent method you used.

None
Pill

1UD
Injection
. Barrier

BN =0

13. When did you stop using the most recent method?

14. Where did you hear about the NFP program?

. Doctor

. Other health worker

. Motivator/field worker
User

. Clergy

(O NS

Family Planning Intention

15. When do you want your next pregnancy to begin?

0. No more pregnancics desired

1. Trying to become pregnant now

2. Within a year from now

3. After one year but before two years

16. Does your spouse share this intention?

1. No
2. Yes
3, Don't know
4. N/A

WO NoW

. Media - specify

. Other - specify

Breast-feeding
NFP
Withdrawal

. Abstinence
. Other - specify

L0

Month

Friend/relatives - specify

. After two years but before three years
. After three years

. It doesn’t matter

. Don’t know

17. If you are trying to become pregnant now, how many months have you been trylng?
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Ideatification

Woman's Name

FIGURE 2
FOLLOW-UP FORM

Today's Date

Ideetification Number

Charting

1.

SO OO0 0o

Month Year

L1 O

Project District Teacher

Follow-up form number?

1.
2.
3.

. This follow-up visit is at:

Client’s home
NFP clinic/center
Elsewhere/specify

. When did you begin charting?

. The chart shows:

B W DN

and the completely pestovulatory infertile time?

1. No difficulty

2. Client has difficulty (specify)
3. Teacher has difficulty (spccify)
4. Both have difficulty (specify)

L0

. Not every day charted— not enough information to Interpret
. Every day charted —not enough information to interpret

. Every day charted — enough information to interpret

. Days necessary to interpret the fertile time are charned

. Is there any difficulty in identifying the relatively preovulatory infertile, the fertile,

L]

(Fill in 99, 99, 99 if client did not start charting) Month
. How many months has it been since you began charting?
. How many complete cycles have you charted?
. Who is mainly responsible for keeping your chart?
1. Self (client) 5. Client memory
2. Spouse 6. No record kept
3. Instructor 7. N/A
4. Other/friend
. Client record shows she is charting: (Mark all that apply)
1. Mucus 4. Calendar
2. Temperature 5. Other minor signs (breast tenderness, etc.)
3. Cervix 6. No record

O

Client

L
L

L[]

Year

Hin
HiE
[

NN
HENNN

Ll
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10. Intercourse is recorded:
1. At least the last intercourse in the preovulatory, “'safe days”
2. At least the first intercourse in the postovuiatory, ‘‘safe days”
3. Both 1 and 2 above
4. All (including fertile period)
5. Incomplete record
6. No record
11. a. Do you or your spousc have any difficultics with abstinence?
1. No 3. Always difficulty
2. Occasiona! difficulty
4. Uncertain
b. Who has the difficulty?
1. Woman 3. Both
2. Spouse 4. Uncertain
12. During th= fextile phase do you?
1. Abstain
2. Have intercourse without contraceptives
3. Have intercourse with a barrier
4. Have intercourse with withdrawat or have other genital contact
5. No comment from client
13, Do youintend to avoid pregnancy for the next thiee (3) months?
1. No 2. Yes 3. Don't know
14. Has your spouse received any instruction in NEP either alor ¢ or with you?
0. None 3. Three or more
1. One 4. N/A
2. Two
15. If the couple wants to avoid pregnancy, are they following the rules?
1. No, they don’t understand the method
2. No, they are taking risks
3., No, they are using barrier methods
4, Yes
5. Don’t know
*1If no, specify how the rules are being broken and why
Autonomous
16. a. Is the client autonomous?
1. No. 2. Yes
b. If yes, give month and year classificd autonomous D D
Month
Discontinuation
17. Has the client discontinued NFP use?

1. No. 2. Yes
*If yes, fill out a discontlnuation form
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FIGURE 3
DISCONTINUATION FORM

Identification

Women's Name

S 00 OO go

Month
Identification Number D D D D D D D D
Project District Tearher Client
Discontinuation
1. Date of discontinuation D [_—_l D D D D
Day Month Year
2. Kind of discontinuation D

1. Lost to follow-up
2. Health related

3. Personal

4. Pregnant

3. Complete a follow-up form for the pregnancy cycle or for the last cycle prior to discontinuation. D

4. Lost to follow-up

1. Whereabouts unknown
2. Left area

5. Health/medical

1. Menopause
2. Medical condition/medicine or drugs that prevent charting - specify

. Hysterectomy
. Deceased
. Other - specify

G, Personal D

. Privacy —does not want to be followed
. Social/family pressure

. Lack of confldence in NFP

. Method too complicated

. Excessive abstinence

. Prefers other method

. No need

. Other - specify

b W

D@V BN ==

Pregnancy Analysis — Client

7. Date of last menstrual period D D D D D D
Day

Month Year
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8. Client became pregnant and this was confirmed by:

1. Test {immunological)
2. NFP chant

3. Physical exam
4. Other - specify

9. Is a photocopy of the original pregnancy chart attached?

1. Not available (If not available, attach comments
on pregnancy from the user and teacher)
2. Yes

10. Client states pregnancy is duc to:

1. Both client and spouse decided to try to conceive
2. Client and/or spouse took risks
3. Client did not think she was fertile

11. Will the client ever use NFP in future?

1. Definitely not
2. Probably not
3. Probably yes
4. Definitely yes

Pregnancy Analysis — Instructor

12. In the judgment of the instructor the pregnancy is due to:

. Misundersiandirg by the client

. tncorrect of insufficient information given by the instructor
Conscious departure from rules —no barrier use

Conscious departure from the rules—barrier use

. Method related (must have a chart)

. Unresolved

. Planned pregnancy (User had no intention to avoid this cycle)

N QAW Bt —

13. a. Conception is a result of intercourse on cycle day
{Code 0 don’t know)

b. Inthe apparent

1. Preovulatory infertile time
2. Fertile time

3, Postovulatory infertile time
4. Unknown

Review by Supervisor

14. Reviewed by supervisor on D D D D

Day Month

15. Supervisor’s comments

1. Agree with discontinuation analysis
2. Disagree with discontinuation analysis - specify

NOTE: THESE THREE FORM3 ARE ABBREVIATED
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4. The learning user will demonstrate an
ability to recognize any change in the basic
cycle pattern which should alert her to
seek additional instruction (for example,
postpartum amenorrhea, breast-feeding,
premenopause, cycle disruption).

The program should determine the
number of clients becoming autonomous
each month.

Once a client couple is registered, they
either become autonomous or discontinue.
The first category of discontinuation is
“never started charting.” Those are the
clients who register but never take the next
step of starting to chart NFP. Such couples
are important indicators of program accep-
tance. If the rate of noncharters is high, we
want to know why and examine such
things as teaching technique, informed
consent procedures, and profiles of those
who do not chart. It is important to men-
tion that those who do not chart will not be
included in cffectiveness and continuation
life-table statistics because they never
begin NFP use.

Once a client begins to chart, there are a
number of reasons for discontinuing use of
NFP: pregnancy, loss to follow-up, per-
sonal reasons, and medical reasons. Let us
first examine pregnancies and natural fam-
ily planning use.

When looking at NFP programs and
methods, both professionals and family
planning users want to know the answer to
this question: ‘“When NI is used to avoid
pregnancy, how well does it worik for the
average user?’’

Unpianned pregnancies are defined as
“conceptions by a woman who is on
reccrd as intending to use NFP to aveid or
delay a pregnancy.” The client who wants
no more pregnancies is called a “limiter.”
If the client wanis only to delay pregnancy
for a period of time, she is calied a
“spacer.”” ‘The important element in this
definition is that although the client has
gone on record as wanting to space or
delay pregnancy for a certain time interval,
she nevertheless becomes pregnant before
the end of this time interval (Brennan and
Klaus 1982, Lanctdt and Parenteau-Carreau
1973).

The client’s intention to space or to

avoid pregnancy should be asked at
registration and can be categorized as
follows: no more pregnancies desired;
before becoming pregnant wants to wait at
least one year, two years, or three years;
wants to become pregnant in the next year;
is trying to become pregnant now.

The intention should be checked from
time to time by the teacher, especially if the
client’s chart shows intercourse during the
fertile period. The teacher should make a
note in the record if the intention of the
client changes.

If a client does beccme pregnant while
trying to avoid prez.ancy, or before the
end of the desi~ 4 spacing interval, the
teacher should iuterview the client, review
the pregnancy chart and NFP record, and
complete a discontinuation form.

The teacher may find that the client
states that the pregnancy occurred because:
both the man and the woman decided to
try to conceive; the man did not cooperate;
the client ignored her fertility signs; or the
client did not think she was fertile.

With the above information the teachers
can classifly the unplinned pregnancy as
one of the following:

1. Client education-related: the client
could not correctly apply the NFP rules
because she was either pooily tzught ot in-
correctly learned the method.

2. Client use related: the client correctly
understood the method and rules but did
not follow them because of choice (de-
cided to conceive), or pressure by the
spouse or partner, or because the couple
ignored the rules or ““took a chance.”

3. Method-related: the client under-
stood the method and applied the correct
rules but became pregnant.

4, Unresolved: no category can be ap-
plied to the unplanned pregnancy.

Pregnancies that are not unplanned can
be classified as client-planned, clients were
trying to conceive; and client-open, clients
were open to pregnancy but not actively
trying.

In addition to pregnancy, there are other
types of discontinuations:

1. Lost to follow-up: a client will be lost
to follow-up if she can no longer be con-
tacted by the program.
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2. Medical discontinuation: the client
stops charting because of a medical condi-
tion that makes it impossible to chart.

3. No further need: the client no longer
needs family planning services because, for
example, of hysterectomy Or menopause.

4. Personal discontinuation: any reason
for stopping the use of NFP that is not ac-
counted for in the above reasons.

NFP has become more widely accepted
but in order to establish and promote NFP,
programs must be evaluated in a manner
comparable to that for other methods of
family planning. This implies a greater
degree of rigor and accountability for NFP
so that the method may be made more
wridely available and accessible. Of par-
ticular importance is the need to assess the
acceptability of NFP programs in terms of
registrants and learning users, the use-
effectiveness of NFP methods during both
learning and autonomy, and the cost-
effectiveness of NFP programs.
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Research on Natural Family
Plonning in the Philicpines

JOHN E. LAING

Jobn E. Laing, Ph.D., Population Council
associate and adviser; visiting professor
of uemography at University of Philip-
pines, Population Institute, Manila,

Philippines

The Philippines bas one of the bighest
NEP prevalence rates in the developing
worid. The calendar-rbytbm method of
NFP bas been promoted by the Philippine
Family Planning Program since ils incep-
tion, and over the years a substantial body
of research data bas been accumulated.
This paper presents major findings from
past research, describes current research,
and discusses future research needs.

Among the findings presented are the
Sfollowing: (1) most NFP users have relied
on and continue to rely on some form of
calendar rbythm ratber than the more
modsrn forms of NFP; (2) there bas been
an upward trend in rbythm practice,
despite the family planning program's
relative emphasis on promoting other
methods; (3) most rhytbm users are self-
taught or taught by friends rather than by
specially trained family planning profes-
sionals; (4) rbythm users’ continuation
rates are similar to those of pill users,
lower than those of IUD users, and higher
than those of condom users; (5) rbythm
users' failure rates are considerably
bigher tban pill or 1UD users’ failure
rates, but similar io those of condom
users; and (G) overall pregnancy rates
Sfollowing acceptance of rbythm are re-
markably similar to those of pill accep-
tors, in spite of the greater effectiveness of
pills while in use. Data on the use-
effectiveness of basal body temperature
(BBT) and the mucus method indicate that
these methods tend to have been practiced
somewhat more effectively than rhythm.

Rbytbm practice varies widely, and its
underlying principles do not appear to be
well understood by users. Religious
reasons appear to play only a limited role
in the decision to use NFP.

Introduction

Among the world’s developing coun-
tries, the Philippines has one of the highest
natural family planning (NFP) prevalence
rates. World Fertility Survey data on 19
developing countries reveal that, among
the countries studied, the Philippines was
second only to Peru in current and past use
of the calendar-rhythm method. Among
exposed (i.e., fecund, nonpregnant) mar-
ried women in the Philippines, 11.3 per-
cent were found by the 1978 Republic of
the Philippines Fertility Survey (RPFS) to
be current users of rhythm, compzied with
14.3 percent in Peru and 10.4 percent in
third-ranking Sri Lanka.

The Philippine family planning program,
coordinated by the Commission on Pop-
ulation (POPCOM), has offered rhythm as
an official program method since family
planning promotion became official gov-
emment policy in 1971. The inclusion of
this method among family planning ser-
vices is attributable to the fact that the
Philippine population is predominantly
(about 85 percent) Roman Catholic. Ero-
motion of rhythm, however, has generaily
been less enthusiastic than that of other
methods (Special Committee. . .1978). In
the early 1970s, pills were the mcst
strongly promoted method. In the mid-
1970s, emphasis shifted to condoms to in-
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cresse services to rural couples far from
clinics. Sterilization replaced pills and con-
doms during the late 1970s as the methcd
most favored by program officials and
workers. in recent years, however, official
interest in NFP has increased sharply,
spurred by survey findings of the late
1970s indicating widespread popularity of
calendar rhythm and by increasing aware-
ness of more reliable techniques for identi-
fying the safe and unsafe periods.

Over the vears, a considerable body of
family planning program-related research
in the Philippines has shed light on the
practice of NFP, primarily calendar
thythm. This paper provides an overview
of the currently available data related to
NFP practice and effectiveness in the
Philippines and discusses the needs and
prospects for additional research.

Trends {a ¥hythm Prevalence

The first nationwide survey to provide
data on contraceptive practice was the
1968 National Demcgraphic Survey (NDS),
conducted two years before the naiional
program got under way. It indicated that
5.5 percent of married women aged 15-44
were practicing rhythm (Laing ct al. 1973).
By the time of the next national survey in
1972 (Barretto 1974), the proportion using
thythm had risen to 7 percent despite more
vigorous promotion of pills an.d the IUD by
program clinics. Six years later, in 1978,
the RPFS indicated that the proportion us-
ing rhythm had risen still further, to 8.9
percent.

Table 1 shows the trend in prevalence
for each of the most widely used methods
according to the three national surveys. In
1968 and 1978 rhythm prevalence was ex-
ceeded only by withdrawal prevalence. In
1972 rhythm and pills were tied as the
most widely used methods. During the
1968-78 period, the proportion of married
women 15-44 who said that they had ever
tried the rhythm method rose from 9 to 23
percent,

Rhythm users have relied more on non-
program sources than on program person-
nel for instruction in the rhythm method.
For instance, in a survey in 1980 of wives
living in areas covered by the National
Family Planning Outreach Program (Laing
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1981), 36 percent of the rhythm users cited
doctors, nurses, or midwives as their
sources of instruction. A majority o1
rhythm users (58 percent), however, said
they had been instructed by friends and
relatives, Only 6 percent cited Outreach
workers, whose tramning in contraceptive
methods is not sufficiently detailed to
qualify them as reliable rhythm instructors.

Even among rhythm acceptors at clinics,
many received their instruction from non-
medical workers who were, in most cases,
insufficiently trained. In the 1974 National
Acceptor Survey (Laing et al. 1977), for in-
stance, only 67.5 percent of the inter-
viewed rhythim acceptors said that they
had received rhythm instruction from a
doctor, nusse, or midwife, Almost all the
rest had been instructed by part-time “lay”
motivators whose training was intended
only to develop skills in motivating
couples to try contraception, not to qualify
them as riiythm instructors.

Use-Effectiveness among
Rhythim Acceptors at Clinics

During the 1970s, three nationwide
surveys, the 1972, 1974, and 1976 National
Acceptor Surveys (NAS}, were conducted.
With each successive round, the time
period of observation and the sample size
increased. As a result, the most reliable
rates available come from the 1976 round.

Some key continuation rates are shown
in Table 2. First-method continuation rates
are the percentages of acceptors of the
specified method who are still using that
method at the end of the specified time
period (12 or 36 months). All-method con-
tinuation rates include as ‘‘continuing’”
those cases who have changed methods
and still use any method at the end of the
specified time period. It can be seen that
the highest continuation rates were con-
sistently found for IUD acceptors and the
lowest for condom acceptors. The rates for
pill and rhythm users were very similar.
Though relatively short-term rates were
slightly higher for pill acceptors than for
rhythm acceptors, longer-term rates were
about equal.

Accidental pregnancy (failure) rates,
both life-table and Pearl pregnancy rates,
are presented in Table 3. The life-table



rates indicate the percentage of acceptors
who became pregnant while using the
specified method within the indicated time
period. They show that rhythm users had
the highest cumulative rates at both 12 and
36 months, followed by condoms, pills,
and the IUD, in that order. The rhythm-
condom comparison may be misleading,
however, since more condom than rhythm
users drop out carly and therefore cease to
be counted when they become pregnant
accidentally. The Pearl rates are more ap-
propriate, since they include in the
denominator only woman-months of use.
The Pearl rates indicate that the probability
of failure among rhythm users (20.2 preg-
nancies per 100 woman-years of use) is no
greater than the probability of failure
among condom users (21.3).

In life-table analysis of pregnancy rates,
the joint effects of continuation and failure
rates may be seen in measures of ‘‘ex-
tended use-effectiveness.”” One such
measure i5 the “over-all” pregnancy rate
(Table 4)—that is, the percentage of accep-
tors who became pregnant within a speci-
fled period of time following acceptance,
regardless of whether they were using any
method at the time of conception or
whether the pregnancy was desired. Con-
dom acceptors had the highest pregnancy
rates and IUD acceptors by far the lowest.
Pill rates were lower than rhythm rates in
the short term, but by the end of the third
year after acceptance, the cumulative pill
rate was equal to the cumulative rhythm
rate. This is a startling finding since it in-
dicates that fertility is so much higher
among pill users after discontinuation that
the advantage of the pill's low failure rate
while in use is completely canceled out
within three years after acceptance. It
should be borne in 1nind, however, that
pill acceptors tend to be younger than
rhythm acceptors and are therefore more
likely to become pregnant.

Trends over time are shown in Table 5,
which presents continuation and preg:
nancy rates of acceptors in 1970-72 and
acceptors in 1975. Continuation rates
declined and overall pregnancy rates in-
creased for all methods except rhythm.
These findings suggest that, while the pro-

gram .as increasingly recruiting less-
motivated couples to try the methods it
was promoting most heavily, the rhythm
acceptors, continuing to be largely self-
selected, maintained earlier levels of
motivation,

Use-Effectlveness among
Rhythm Users in General

In 1977 the Philippine Family Planning
Program shifted its emphasis from pro-
viding services through clinics to a village-
based Outreach Project. With this program
shift, the research focus on clinic acceptors
shifted to a focus on “‘eligible couples” in
Outreach areas. As a result, the National Ac-
ceptor Surveys were supplanted, in 1978
and 1980, by Community Outreach Sur-
veys (COS). Because of the nature of the
sample, a new procedure was developed
for collecting and analyzing data on use-
effectiveness.

Each respondent was asked about her
contraceptive practice during each of the
30 months preceding the interview. Those
who reported pregnancies during this
period were asked whether they had been
using a method at the time of conception.
Method-specific monthly continuation and
failure rates were computed from the
responses and converted into annual con-
tinuation rates and Pearl pregnancy rates.
Since the continuation rates werc not
duration-specific, they are not comparable
to the 12-month life-table rates, which
refer specifically to the first 12 months
after acceptance.

The 12-month continuation rates and
Pearl pregnancy rates for each of the
reversible methods with at least 50
woman-years of observation are shown in
Table 6. Among the four methods, the rank
order of rhythm appears to have improved
despite the fact that nearly two-thirds of
the rhythm users in the COS said that they
had learned the method from nonmedical
sources. The rhythm continuation rate was
well below that of the IUD but somewhat
higher than the pill rate. The rhythm failure
rate was higher than the pill failure rate
but not nearly as high as the condom
failure rate.

The 1980 COS alsc showed that 5 per-
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cent tried combinations of methods—3.4
percent used rhythm plus withdrawal, 1.2
percent rhythm plus condoms, and 0.7
percent condoms plus withdrawal. The
use-effectiveness data for the first two
categories of combined use are shown in
Table 6 (there were not enough cases in the
third category for inclusion), together with
ata on withdrawal alone, which was the
most prevalent method among the COS
respondents. The estimated continuation
and failure rates of thythm plus condoms
were almost identical to the corresponding
rates of rhythm alone, but rhythm plus
withdrawal appears to have been a strik-
ingly more effective combination. It was as
likely to be continued as the IUD and as
use-effective in preventing  accidental
pregnancy as the pill. Withdrawal alone, in
contrast, was somewhat less likely than
rhythm alone to be continued for a year
and sonewha: more likely to result in ac-
cidental pregnancy, but it was clearly
supetior to condoms in both regards.

Use-Effectivenss of BBT

During the late 1960s and early 1970s,
the Asian Social Institute (AS1) operated 24
clinics in urban-areas of the Philippines that
offered both calendar rhythm and the basal
body temperature (BBT) method. In 1971 a
follow-up survey of acceptors at the Manila
clinic was conducted for the purpose of
obtaining data on use-cffectiveness (Laing
1971). Of the 142 respondents, 72 said
they had uscd BBT, 60 said they had used
calendar riwythm, and 17 said they had
used both. The 10 respondents who had
used both were combined with those who
said they had used BBT only, yielding a
sample of 82 BBT users. The 12-month
continuation and pregnancy rates of the
two groups are surnmarized in Table 7. The
continuation rates for BBT were con-
siderably lower than those for calendar
rhythm, but the failure rates and overall
pregnancy rates were about equal. Thus,
despite the theoretical advantage of BBT
over calendar rhythm, there was no evi-
dence of a practical difference in this
instance.

In 1971 ancther organization, the
Responsible Parenthood Council (RPC),
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began operations in four pilot provinces,
using a nonclinical approach to promote
the use of BBT. Parishes were used as train-
ing anu administrative centers. Volunteer
couples from rural areas were recruited
and trained as BBT instructors. They were
then provided with supplies and sent back
to instruct other couples in their villages.
This project subsequently expanded to
cover nine provinices but lost the momen-
tum and enthusiasm of its first year or two
and ceased operations about 1976. Late in
1971 a survey was conducted in the four
pilot provinces to evaluate the RPC perfor-
mance (Laing 1972). Analysis of these
surveys revealed a six-month all-methcd
continuation rate of 66 and a six-month
overall pregnancy rate of 19. Correspond-
ing rates from the 1972 NAJ (Laing 1973a)
for thythm acceptors at cinics were 71 and
26 respectively and from the 1974 NAS
(Laing 1978) were 77 and 18 percent
respectively. Thus, the RPC program ap-
peared to be less successful than the
clinical program in terms of continuation
but about the same in terms of pregnancy.
The differences are not great, however,
and ray be attributable as much to dif-
ferences in the <haracteristics of the
populations studied as to differences in the
methods provided. Furthermore, since the
rates refer to such a short time period
following acceptance, they ca 1 be taken as
only suggestive of longe:-term effects.

Nature of NFP Practice

As noted above, the most widely prac-
ticed form of NFP in the Philippines is
calendar rkythm. In a recent survey of 308
rhythm users in the Bicol Region of the
Philippines (Bicol University 1983), all but
one of the respondents said that she was
using calendar rhythm. The one exception
claimed to be using the mucus method.
Oniy five percent said they had heard of
BBT, anc seven percent said they had
heard of the mucus method. Comparable
data at the national level ure not available,
but it is known that there are so few agen-
cies offering instruction in niore advanced
NFP methods that only a negligible pronor-
tion of NFP users could have been exposed
to them.



There is, of course, considerable variation
in the practice of calendar rhythm. A vari-
ety of evidence points to the widespread
use of crude formulas that clo not take into
account v -iations in cycle length. The
very fact wat most rhythm users claim to
have received instruction frem friends and
relatives suggests that many do not take
variation of cycle length inio sccount. Fur-
thermore, the Bicol study cited abcve
notes that none of the respondents took
such variation iato account in spite of the
fact that 21 percent reported irregular
cycles. Focus-group discussions involving
rhythm users living in rural areas near
Manila also revealed a general lack of
awareness of the need to tailor formulas to
the individual couple (Verzosa et al. 1980).

The formulas repcrted cali for absti-
nence periods ranging from about eight
days to more than three weeks. In the
focus-group discussions, for instance, most
formulas identiiied the “‘safe’” days as five
to ten days befocre and after the start of
menstruation (Verzosa et al. 1980). It is not
clear from the research report how the date
of the next period was estimated, but in
most cases it was probably a simple matter
of assuming that it would be cither on the
same date of the succeedirg calendar
month oi exactly four weeks following the
beginning of the last period. It is widely
believed that cvcles are ‘“‘regular” if they
fall on the same caiendar date each month,
a belief that disregards the variations in
length of calendar months.

Some couples count only the days after
menstruation as safe, especially if they
know the woman has irregular cycles.
Some others do just the opposite, abstain-
ing on all but the estimated last five days of
the cycle. This practice is reinforced by the
widespread taboo on sexual intercouse
during the days of menstrual bleeding. By
the time bleeding has stopped, couples
who follow the conservative “five days
before, five days after’” formula assume
that there is already a risk of pregnancy and
therefore try to restrict sex to the last five
days—that is, about Day 23 to 25 onwards.

In the Bicol survey (Bicol University
1983) the reported formulas tended to be
less conservative, the most common 0Ones

being “10-10-10" (ten safe days, ten unsafe
days, ten safe days) or variations like
“8-10-9” or ‘9-9-9,” which are ap-
propriate for couples with at least faitly
regular 27-to-30-day cycles. Thirty-six per-
cent of the respondents, however, re-
norted more conservative formulas, like
Days 1-20 or Days 1-15. (The latter may not
be as inaccurate as it might at first appear,
since some couples start counting from the
first day after menstrual bleeding, in which
case it would be equivalent to the former.)

The findings from the Bicol survey and
the focus-group discussions can be viewed
as merely exploratory. Much more infor-
mation is needed on the variations in
rhythm practice. Relevant data from larger-
scale studies, such as the 1976 National Ac-
ceptor Survey and the Community Out-
reach Survevs, are limited to responses to
gu.stions about the time during the
menstrual cycle when the women is most
iikely to conceive. Even in the 1976 NAS,
where most of the rhythin acceptors had
been instructed by clinic personnel, only
21 percent of all respondents and 39 per-
cent of rhythm users said they thought it
was between 7 and 21 days before or after
the beginning of the period (Laing and
Alcantara 1980).

In the 1980 COS, the question was
changed to make it more directly relevant
to the respondents’ own experience:
“When do you think is the best time for a
couple to avoid sex in order to prevent
pregnancy: during the wife’s menstrual
period, right after the period, midway be-
tween periods, or immediately tefore the
next period? Among current rhythm users,
34 percent gave the correct answer (mid-
way between periods), 38 percent said
right after the period, 24 percent said im-
mediately before the next period, and 2.5
percent said during ilie period. Such
responses indicate widespread ignorance
of ovulation and its timing.

Reasons for Preferring Rixythin

In the 1974 National Acceptor Survey
(Laing et al. 1977), respondents were asked
to compare the four program methods.
Rhythm was preferred to condoms by 68
percent and to the 1UD by 69 percent. Pills
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were preferred to thythm by 58 percent,
but when the respondents were limited to
those who had rried both methods, thythm
was preferred by 53 percent. (Among those
who had tried both thythm and the IUD,
however, the IUD was preferred by 54 per-
cent.) Clearly, the rhythm method was a
very popular method in spite of the fact
that the program had been placing much
heavier emphasis on the promotion of
pills. When asked why they preferred
thythm over the other m:thods, respon-
dents were most likely to cite medical
safety {absence cf side effects, pain, or
health dangers) and convenience (no need
to get suppiies, have insertion, or interrupt
the sex act). Some also cited effectiveness
and husband’s support, especially in con-
trast to condoms. Interestingly, almost
none mentioned refigious or moral reasons.

The focus-group discussions (Verzosa et
al. 1980) revealed a similar pattern of
responses—Iack of side effects and lack of
interference with the sex act were the most
comimon responses. A few respondents in
this study 2lso mentioned compatibility
with religicus teachings. It is doubtful,
however, that this finding reflects growing
awareness or concern with Church teach-
ing. The 1980 Community Outreach Sur-
vey included the following question: “Do
you think your religion approves or disap-
proves of modern family planning methods
like the pil's, IUDs, condoms, or steriliza-
tion?”’ Of the Catholic respondents, 8 per-
cent said they didn’t know the Church’s
stand; 74 percent said they thought the
Church approved of such methods; and
only 15 percent said they thought the
Church disapproved. Eight years before,
respondents in the 1972 National Acceptor
Survey had given similar responses to a
similar question: 25 percent had indicated
that they did not know the Church posi-
tion; 61 percent had thought it approved,;
and 14 percent had thought it disapproved
(Laing 1973b).

The 1980 COS questionnaire asked
respondents what they lik:-1 most about
their current method. The response men-
tioned most often by far by rhythm users
was that it was not harmful or painful (71
percent). Convenience (15 percent) and ef-
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fectiveness (9 percent) were mentioned
much less frequently. Effectiveness was
usually cited in a defensive manner-—"1It's
effective enough’’—rather than as a cate-
goric assertion that rhythm is highly effec-
tive. Only 1.6 percent said their mair
reason for practicing rhythm was that it
was not immoral or sinful.

Problems with the
Calendar-Rhythm Method

Owing to its high failure rate, the
calendar-thythm method of NFP is inap-
propriate as a method for most couples
seriously interested in limiting family size.
The main difficulty, especially for the hus-
band, appears to be abstaining throughout
the entire ‘“‘unsafe’” period. This difficulty
of abstaining is exacerbated by the conser-
vative formulas often adopted, which
result in excessively prolonged periods of
abstinence, with only a few days each
month available for sexual intercourse.
Such an onerous schedule invites chance-
taking. In the 1978 COS (Laing 1979a), 36
percent of thythm users admitted to taking
chances at least occasionally.

The burden of prolonged abstinence
would be reduced for some couples by
better instruction in the calculation of the
safe and unsafe days—especially the
monitoring of cycle length and the tailor-
ing of the formula to individual circum-
stances. Even for women with perfectly
regular cycles, however, the minimum
abstinence period of eight days would be
excessive for some. A frequently cited
problem (Verzosa et al. 1980) is that
husbands are especially likely to lose con-
trol after drinking. This problem would
continue even if the abstinence period
could be reduced. Furthermore, the re-
quired abstinence period would coritinue
to be relatively long tor wives with ir-
regular cycles.

There is little reason to doubt that im-
proved education and instruction would
lead to improved calendar-rhythm use. In
the 1980 COS, for instance, women who
knew that the time to avoid sex in order to
prevent pregnancy is midway between
periods reported proportionally fewer ac-
cidental pregnancies than did other



women. Their Pearl pregnancy rate while
using rhythm was 24.3; in contrast, among
those who said they thought sex should be
avoided right after the period, the Pearl
pregnancy rate was 30.6; and among those
who said they thought sex should be
avoided immediately before the next
period, it was 50.4.

The main problem with trying to im-
prove understanding and practice of the
rhythm method appears to lie in finding a
cost-effective way of doing so. Findings
from the 1980 CG3 (Laing 1981) indicated
that neither full-time, paid family planning
fleld workers nor village-based volunteer
workers were adequately knowledgeable
to provide instruction in calendar rhythm;
moreover, such workers would not have
the large 2amount of time necessary for pro-
viding such instruction without seriously
impairing their ability to do the other tasks
expected of them.

These conclusions were borne out by a
recent project in southern Mindanao
(Valera 1982), where 25 paid workers and
94 village-based volunteer workers under-
went special training to qualify them better
as calendar-rhythm instructors. Their
knowledge atout the method was tested
before and after training. In addition, a
sample of 336 rhythm users in the workers’
areas of jurisdiction were interviewed six
months later. The training was found to be
effective in increasing the workers’ knowl-
edge, but the interviews of the rhythm
users revealed that only four percent of
them had received rhythm instruction dur-
ing the six months that had elapsed since
the workers had been trained. Further-
more, another test of the workers’ know!-
edge at this time indicated that they had
lost most of the knowledge they had
gained during training.

Prospects for Future Program Efforts

In recent years, the attention of family
planning program managers has been in-
creasingly directed toward the need to im-
prove NFP instruction and practice in the
Philippines. This concern has grown out of
an increasing awareness of the high preva-
lence of this method, the low degree of
knowledge about how it should be used,

and the development of improved tech-
niques for estimating the safe and unsafe
days. As a result of these considerations,
together with the difficulty noted above of
asking existing program workers to take on
NFP instruction in addition to all their
other tasks, POPCOM is presently com-
mitted to a policy of upgrauing NFP prac-
tice “though the training of volunteer
workers of commumity-based organiza-
tions, particularly religious lay leaders”
(Commission on Population, 1983). Since
POPCOM is only a coordinating agency,
the implementat! > of such projects will
be contracted out.

Three large-scale, three-year projects
have been approved. The first (Philippine
Business for Social Progress 1983) will inte-
grate NFP instruction into the work of 124
existing community-tased organizations in
244 communities, whose inain function is
to promote socioeconomic development.
The second (Archbishop Gabriel M. Reyes
Memorial Foundation and Philippine
Cultural Communication Service Corpora-
tion 1983) will be focused on one province
and will integrate NFP training into the
family life component of a community
development program. The program,
which has been pilot-tested in one village,
will be extended to cover the entire prov-
ince. The third project (Philippine Federa-
tion for Natural Family Planning 1983) will
train selected couples in four or five
parishes who will, in turn, instruct other
couples in NFP.

Findings from past and ongoing research
suggest that these projects will encounter
serious difficulty in their efforts to promote
NFP. In the evaluation of the BBT project
of the Responsible Parenthood Council, it
was found that many clients instructed by
community-based volunteer couples (who
were themselves BBT users) ccmplained
that they had difficulty understanding in-
structions and that they were not visited
frequently enough. Clients felt that the
volunteer couples seemed more interested
in recruiting acceptors than in taking time
to instruct and guide them. In addition,
there were shortages of thermometers and
charts, and many of the clients had diffi-
culty using and storing them safely. Ani-
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mosity rapidly developed between the
RPC workers on the one hand and the
other family planning field workers and
clinic personnel on the other, each side ac-
cusing the other of “‘client grabbing.” The
principles of calendar rhythm were ig-
nored, even though the project managers
were aware that the BBT method was not
well suited to estimating the first unsafe
day. One-third of the persons listed as ac-
ceptors did not in fact try BBT. Primary
reasons for nonacceptance included preg-
nancy (33 percent), perceived difficuiiy
with the method (22 percent), lack of
cooperation from spouse (13 percent), no
thermometer (9 percent) and postpartum
amenorrhea (8 percent).

More recently, there have been small-
scale efforts to instruct couples in the
mucus method. The best-known of these
efforts is the WHO multicenter trial, in
which the University of Santo Tomas (UST)
in Manula was a participating center (World
Health Organization 1981). The data on
use-effectiveness indicated that the UST
sample had the lowest accidental preg-
nancy rate among the five centers. The
Pearl rate was 13.8 pregnancies per 100
woman-years of use for the effectiveness
phase (excluding the three-month initial
teaching phase). Including the teaching
phase, the Pearl rate was 17.9. Both of
these rates are well below the Pearl rate of
22.9 found for rhythm users in the 1976
NAS during the first year after acceptance
(Laing and Alcantara 1980), indicating that
the mucus method was used somewhat
more effectively than the calendar-rhythm
method. The difference is not very great,
however, considering the presumed
superiority of the method and the greater
care taken in instruction in the UST study
(the calendar-rhythm acceptors had not
undergone a ‘‘teaching phase” of three to
six months) and in follow-up (each subject
was seen monthly in the UST study). In
contrast, most of the calendar-rthythm ac-
ceptors were not followed up at all, and
many did not visit the clinic even once
after acceptance.

Of 23 fallures in the UST study, 20 (87
percent) were a result of conscious depar-
ture from the rules. Only one accidental
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pregnancy was attributable to method fail-
ure, one to inadequate teaching, and one to
inaccurate application of instructions.
Comparable figures are not available for
calendar rthythm, but it is certain that more
failures among caiendar-rhythm users are
due to both inadequate instruction and
method failure. With such a high preg-
nancy rate due to conscious departure
from instructions, however, the UST find-
ings suggest an absolute limit to the
effectiveness of the mucus method in the
Philippines, no matter how low its
“method failure” rate.

In 1982 and 1983 the Program for the
Introduction and Adaptation of Contracep-
tive Technology (Program...1983) con-
ducted focus-group discussions with
groups of mucus method users, dropouts,
and instructors in and near Manila and in
Central Mindanao. The findings revealed
that the method, as understood and prac-
ticed, was a simplification of the correct
procedure. For instance, several clients
were unaware of the peak day and its im-
portance, and many of the rest had diffi-
culty identifying it. Some users recognized
only wet and dry days, without differen-
tiating among variations in consistency
during wet days. They simply viewed all
dry days as safe and all wet days as unsafe,
without regard to the pattern over time.
The instructors appeared to understand
the importance of patterns over time, the
peak day, and variations in types of mucus;
it appears, however, that this information
was not being communicated adequately
despite frequent home visits (at least
weekly for several months). Though
clients were instructed to abstain for the
duration of the first teaching month so that
seminal fluid would not become confused
with cervical mucus, most did not comply.
Charting had been practiced by most
clients in the early months, but most
stopped keeping charts within the first
year. Almost all failures were attributed to
the husband’s desire for sex during the un-
safe period.

Difficulties with abstinence and lack of
cooperation from the husband are counter-
balanced for some couples by advantages.
In her analysis of data from a study of suc-



cessful, long-term NFP users in Iligan City,
Esperanza Aranas-Dowling (1979) reported
that the respondents cited several advan-
tages of abstinence, including heightened
pleasure from love-making, greater sen-
sitivity of spouses to each other’s needs, in-
creased understanding about sexuality,
and increased self-confidence resulting
from their ability to control their urges. It
must be borne in mind, however, that
these advantages were reported by couples
who had been able to leam and use the
method successfully for at least a year.

The Population Center Foundation is
presently sponsoring a study designed to
tzst the relative effectiveness of calendar
rhythm and the mucus method as taught
by parish-based volunteer workers in two
provinces in the southem Philippines. In-
formal progress reports from the project
areas indicate considerable difficulty in
finding potential acceptors of either
method who are willing to undergo in-
struction and able to complete ihe teaching
phase successfully (de Guzman 1983). In
one area covering about 5,000 couples,
only 59 couples, 30 for the mucus methcd
and 29 for calendar rhythm, out of a target
of 100 had been enrolled after compieting
the teaching phase during the first 18
months of project operations. In the other
area, which got a later start, 42 had been
enrolled in the first six months out of a
target of 200. Major reasons for nonenroll-
ment among those who have undc-~one
initial instruction have been pregnancy,
amenorrhea, inzbility to understand or
follow instructions (especially charting),
and lack of cooperation from the spouse.
Instructors report that participants in teain-
ing sessions, which are held in the evening,
often become sleepy; about half of the
couples are represented by only one
spouse (usually the wife); many bring
children with them and are distracted; and
many have difficulty detecting mucus pat-
terns, are embarrassed about tecording
information on sexual contact, or openly
admit to being too lazy to maintain their
records.

MNeeds and Prospects for Future Research
Although a good deal of useful informa-

tion on NFP practice has already been
gathered in past research efforts, there are
still many gaps. Several research projects
already under way or expected to start
before the end of 1983 are intended to help
fill these gaps. In addition to the three
large-scale NFP action projects described
above, two other projects, designed pri-
marily for research purposes, are presently
under way.

The above-mentioned study, testing the
use of parish-based volunteer workers to
instruct couples in calendar-thythm or the
mucus method, is expected to provide
qualitative data on the operational prob-
lems of implementing such a program as
well as comparative quantitative data on
the use-effectiveness of the two types of
NFP. It will attempt to improve on past
studies of NFP use-effectiveness by distin-
guishing between different types of failure
(method failure, inadequate instructions,
incorrect application of instructions, and
conscious departure from instructions).

A second ongoing study is the 1983 Na-
tional Demographic Survey (NDS), which
is expected to update the information on
national prevalence of NFP last obtained in
the 1978 RPFS. It will also deal with such
concerns not studied in previous national-
level studies as awareness of different types
of NFP, questions on the timing of use of
the current method (for use-effectiveness
analysis and comparison among methaods),
reason for termination of use, source of in-
struction, things liked and disliked about
the current method, and the perceived
duration and timing of the abstinence
period for a woman with a regular 28-day
cycle.

Three new studies are just now getting
under way, The most ambitious is an in-
depth survey of a representative sample of
about 700 NFP users in 8 ¢f the country’s
13 regions (Demographic Research and
Levelopment Foundation 1983). The sam-
ple will consist of all respondents in the 8
regions interviewed in the 1983 NDS who
said that they were currently using NFP.
They will be f Jllowed up afrer about eight
months and interviewed at length about
thelr awareness, knowledge, perceptions,
attitudes, communications, and practices
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concerning the different types of NFP. The
questionnaire will be largely unstructured
so 25 to encourage the collection of detail-
ed qualitative data. In addition, data will be
cbtained for analysis of short-term use-
effectiveness between the NDS and follow-
up survey daata. The findings from the
follow-up survey will be combined with
the MDS data on NFP for a single major
report on NFP in the Philippines.

The other two studies are tests of pro-
gram strategies. One will tcst the establish-
ment and operation of NFP centers in
hospitals in Mctro Manila that have not
previously offered family planning, usually
for religious reasons. The major objectives
will be to datermine the extent of demand
for such services and to document the ef-
fectiveness of NFP use by the clients of the
cenvers. The other study, to be conducted
in central Mindanao, will test the active
prosnotion of calendar-rhythm use in com-
bination with either withrawal or condoms
(Sitva 1983). It will attempt to minimize
confusion by presenting a single formula
for calculating safe and unsafe days (7 safe
days, 14 unsafe days, the rest safe). It wili
recommend minimizing the frequency of
sexual activity during the unsafe days and
always using a backup method on those
days. The effects of this intervention on
actual practice and use-effectiveness will
be assessed after a 12-month intervention
period.

These studies should greatly increase
our understanding of how the various
forms of NFP arc practiced and how they
might be disseminated more effectively.
Some major research needs still remain to
be filled, however. One is the need for
prospectively collected data. Another im-
portant research need is a better under-
standing of the role of the husband, both in
the initial decision to practice NFP and in
the duration and effectiveness of NFP use.
The main source of research data related to
NFP practice has been from wives. There is
a need to learn :i.iore about the point of
view of husbands, particularly those
husbands who have tried NFP and given up
or those who have not even tried. What lit-
tle information is available directly from
husbands has been drawn almost entirely

176

from interviews and focus-group discus-
sions of men currently using NFP.

Several operational issues also need
study. Given the heavy reliance of NFP on
clear instruction, there is a special need to
collect more information on thie conter.
and quality of instruction. A corollary is the
need to assess the training of instructors
and the quality and utilization of informa-
tianal support materials (e.g., leaflets, radio
broadcasts) that may be employed to aug-
ment instruction. Similarly, charts, calen-
dars, tecord-keeping forms, and other such
aicis need to be evaluated with regard to
ease of use and appropriateness for the
couples for whom they are intended. The
popularity of NFP among Philippine
ccuples and the increasing commitment of
program resources to upgrading its prac-
tice clearly justify increased commitment
of research efforts.

NOTE: The unabridged paper by Dir. Laing, ‘‘Natural
Family Planning in the Philippines’ appears
in Studies in Family Planning, Vol. 15, #2,
Mar/April 1984.

Table 1 Survey Estimates of Contraceptive Prevalence

among Married Women 15-44, by Method- Philippines

1968-78 (In percentages)

Survey date

Method 1968 1972 1978
Rhythm 5.5 7 89
Pills 13 7 48
IUD 9 2 24
Condoms a 1 38
Sterilization b b 53
Withdrawal 6.2 4 9.5
Others 1.6 2 23
Total 15.5 23 311

Sources: Laing, et al. 1973 (for 1968); Barre'to 1974 (for 1972);
NSCO, et al. 1979 (for 1978).

a Includer under “other.”
b Less than 1 percent,

Cumulative Life-Table Continuation Rates of Clinic
Acceptors, by Method: Philippines 1976 National Acceptor
Survey (In percentages)

Table 2

Method First-method All-method
accepted 12 months 36 months 12 months 36 months
Rhythm 42 19 57 30
Pills 48 17 61 30
1UD 68 39 81 54
Condoms 23 6 51 26
Source:  Laing 1979b.



Table 3 Cumulative Life-Table Rates and Pearl
Pregnancy Rates: Philippines, 1976 NAS

Table 7 Twelve-Month Use-Effectiveness Rates of
Calendar and BBT Acceptors at ASI Clinics
in Manila, 1971

Pearl preg-
Life-table pregnancy ratés _nancy rates Type of rate l BBT | Calendar

Method 12 months 36 months- 60 months First-method continuation 32 47
Rhythm 13.8 229 20.2 All:method continuation 41 52
Pills 5.1 9.5 7.8 First-method failure 24 27
IUD 24 5.1 2.6 Overall pregnancy 40 38
Condoms 10.4 129 213

Table 4 Cumulative ‘‘Overall” Pregnancy Rates: References

Philippines, 1976 NAS (In percentages)

Overall pregnancy rate

Method 12 months | 36 months
Rhythm 36 61
Pills 28 60
1UD 13 59
Condoms 40 66

Table 5 Cumulative 12-Month Continuation Rates
and Overall Pregnancy Rates of Clinic
Acceptors by Method and Acceptor Cohort:
Philippines, 1976 NAS

First-method All-method Overall
Method continuation rate | continuation rate | pregnancy fate
accepted | 197072 1975 [ 197072 19751970712 1975
Rhythm 43 42 58 60 36 30
Pills 54 37 66 54 23 40
iuD 8 61 82 74 10 20
Condoins 23 18 50 47 32 40

Table 6 Annual Continuation Rates and Pearl Preg:
nancy Rates Estimated from 1980 COS Data

Number of Annual Pearl

woman-years | continuation | pregnancy
Method of observation rate rate
Rhythm 710 51 33
Pills 423 42 19
IUD 165 70 4
Condoms 114 10 60
Rhythm + withdrawal 246 73 17
Rhythm + condcr as n 51 31
Withdrawal alone 767 43 44

Source: Laing 1981.
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Comments

MARIE MIGNON MASCARENYAS

Marie Mignon Mascarenhas, M.D., direc-
tor of CREST; pioneer in NFP in India;
member with ber busband of the Pon-
tifical Council for the Family
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Two studies of NFP in India cannot be
ignored by any family planning worker
because they established the credibility of
NFP in this country. They are the Kamna-
taka State Study (KSS), which was carried
out from 1977 two 1981, and the World



Hezlth Organization (WHO) study of the
ovulation method in five countries, of
which India was one. The WHQ study was
the first to compile data from India.
Bangalore was selected from 20 centers in
India to conduct this research, with the
consent of the Indian Council of Medical
Rescarch and the Ministry of Health and
Family Planning. Certain highlights from
the study should be mentioned for the
benefit of NFP workers.

An important finding was that 94 per-
cent of the women, many of them illiterate
and from different cultures and religious
backgrounds, learmned to distinguish the
fertile period in the very first cycle. The
comntinuation rates were higher than those
for any other method of spacing used in
India (see Table 1).

The method effectiveness was on the
order of 98 percent, and the use-effective-
ness of the method in India was 85 percent.
The study involved 278 couples in India
alone and was done over a period of about
two years. A simultuneous monitosing pro-
gram of progesterone assays was done for
every woman seven days after she had
claitmead to have reached her peak day, as
detected by the sensation of wetness or
observation of mucus changes. The study
was the most diligent NFP study ever
undertaken and studied 1,000 parameters
in five countries. 1t proved that NFP was
scientifically valid and that it was an applic-
able and a practical method for spacing or
limiting pregnancies in devcloping coun-
tries regardless of educational level.

The other study, KSS, was conducted
throughout the state of Karnataka; 3,500
couples were registerd, and a systematic
follow-up, similar to that used in the WHO
study, was observed. The KS5 found that
women'’s libido was significantly higher in
the pre- and postmenstrual phases (i.e.,
corresponding to the infertile period) than
at other times during the cycle. Difficulties
caused by abstinence were reported by
only 1.7 to 4.6 percent of the husbands in
the Karnataka Study. Detailed vecords on
this aspect of the method were maintained
throughout the study. It was found that 97
percent of the husbands were cooperative.
The majority of these couples were not

Christian (51.5 percent were Hindus and 8
perceat were Muslims).

One of the most important by-products
of NFP is the enhancement of the woman'’s
dignity that results from using the method.
The woman finds that fertifity knowledge
i fertility contrcl. Moreover, an educa-
tiornal method that intcgrates the teaching
of health, hygiene, and nutrition is particu-

Jarly appealing to both women and men.
The method also encourages breast-
feeding and stresses its importance. [t
should be noted that the contraceptive ef-
fect of breast-feeding is a physiological
phenomenon of major importance; in
developing countries it prevents more
pregnancies than all the other methods of
contraception.
romotion of NFP in India appeals to
groups that value the health and welfare of
women nd children. These include social,
educatic i, and religious wotren’s organ-
izations. Governmental agencies are also
being reached, and one of the most effec-
tive voices for NFP is often a successtul
user. It must be remembered that NFP does
not have any rcempanies with drugs or
devices to seli, and sales must be in users.
Outreach efforts are being made to bring
the medical profession into closer coopera-
tion with NFP workers. To nurses and
medical students, the NFP message empha-
sizes the safety, effectiveness, and accep-
tability of the method, criteria that are met
only with an NFP method. It is stressed that
NFP can reduce infant morbidity and mor-
rality because it helps women to space
their children and contributes to the health
of each child.
There is no need to criticize or decry
other types of contraceptives. NFP has an
intrinsic worth, and its medical advantages

Table 1 Continuation Rates for the
Ovulation Method in India

WHO  Karnataka
Study State Study

Number of couples entering 278 2,790
Continuation rate
After six months 84% 93.0%
After one year 78% 75.0%
After two years 71% 70.8%
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are sufficient for its promotion.
Community hez2lth workers are pre-
sented with the advantages of NFP that
couples gain by not being dependent on
doctors, hospitals, or drugstores, The child
health and welfare services are ideally

suited to promcte NFP as integrated with
health education for nutrition and hygiene.

Women’s groups respond to the very
powerful argument that women who use
NFP are not called upon to face any risk or
hazard to health.

KWANG-HO MENG

Kwang-bo Meng, M.D., associate pro-
fessor of Department of Preventive Medi-
cine and Bio-statistics, Catholic College,
Seoul, Korea; delegate of the Korean
Happy Family Movement-NFP

In a broad sense, evaluation of a public
program is undertaken to determine if the
program is ‘“‘worthwhile.” But program
evaluation is often frustrated by confusion
over what is meant by “worthwhile” and
how it can be measured. In fact, the word
“evaluation” has been defined in the past
in differerst ways, depending upon the con-
text in which it was used and the programs
that were under consideration.

In the field of public health, the
American Public Health Association has
defined evaluation as ‘‘the process of
determining the value or amount of success
in achieving predetermined objectives.”’ In
the field of social science, evaluation con-
sists of the application of social science
techniques in the appraisal of social action
programs. Interest centers around the
assessment of behavioral changes, of
related attitudes and motivations, and of
the factors influencing them.

On the other hand, economists often
define evaluation in terms of a cost-benefit
analysis. The cost of all inputs into the pro-
gram, such as personnel employed and
materials utilized, is estimated and com-
pared with the benefits accruing from it.
The object of evaluation is to maximize the
benefit per unit cost at every stage of
operation of the program,

It is thus apparent that evaluation ap-
proaches vary in complexity and demand
different degrees of knowledge and skill.
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Evaluation of family planning programs has
usually been based largely on the more
pragmatic public health approach. In this
type of evaluation, the program objectives
and the way of measuring the program ef-
fects to meet the objectives are considered.

The goals and objectives of government
family planning programs are concemed
primarily with increasing availability of ser-
vices and reduction of the birth rate to
predetermined levels. Selection of pro-
gram evaluation topics and measuring the
effects of the program may not be so dif-
ficult in these cases.

Evaluation of NFP programs, however,
should be different from that of other fam-
ily planning programs because the goals
and objectives are somewhat different. As
Dr. Borkman conceptualized some years
ago in the International Review of Natural
Family Planning, NFP is a ‘‘value-oriented
interpersonal behavioral innovation.” That
is why NFP has been perceived as either a
movement or a social service program in
many countries. In those countries, the
most important goal of the NFP program is
still enriching marriage, improving the
couple’s relationship, or sanctifying the
family, not regulating fertility. Because of
this goal, a more sociological approach
toward evaluation—namely, evaluating
behavioral changes between partners or
even toward God—is needed in NFP pro-
gram evaluation,

In general, I agree with Dr. Gray's
description of evaluation, but I would like
to add my personal experiences. First,
evaluation of the performance of the peo-
ple in managerial positions, including
tzachers, is very important. This is because
the success of an NFP program depends
largely on who is running the program.



Many NFP programs are headed by reli-
gious leaders, such as priests and sisters.
Their eagerness to improve the program
and the amount of time they devote to it
are reflected in the performance level of
teachers, and thus in program outcome.
The time they give to the program should
be recorded and included in the evaluation.

The effectiveness of teachers and the
learning activity of users can be evaluated
by observation cf teaching sessions.
Special forms need to be prepared iv
record observations of the evaluators.

Second, I am glad that Dr. Gray did not
mention the Pearl index in measuring use-
effectiveness of NFP methods. This index
disregards motivations and the variability
of couples with regard to their monthly
risk of conception. In my opinion, those
who have not completed charting at least
three cycles should not be counted as NFP
users, but many studies still include those
couples in the evaluation. This results in a
relatively high Pearl index for NFP as a

method of family planning,

Dr. Gray recommended using life-table
techniques to determine use-effectiveness,
but we must be cautious in applying this
technique to NFP. As we all know, life-
table rates can be calculated only up to the
cutoff daic; for example, if the interval be-
tween start of a program and the cutoff
date is 12 months, life-table rates are ob-
tainable only up to 12 months at the most.

For life-table analysis, we must assume
that the pattern of NFP practice is constant
over time, but this i3 not the case. In NFP
the continuation rate is much more depen-
dent on the degree of motivation than in
any other family planning method, and the
longer the observation period, the more
couples who are successfully using NFP.
Studies show that a couple who becomes
autonomous in NFP use have a higher
probability of continuing NFP practice.
The estimated “life expectancy” of NFP
may, therefore, vary with the duration of
observation.

Couple years of protection (CYP), on the
other hand, is a good measure of NFP use-
effectiveness. Since the life expectancy of
NFP is longer than that of other contracep-
tive methods, we even get relatively higher

CYPs in NFP if the number of subjects we
observe is the same.

Behavioral changes before and after the
acceptance of NFP should be evaluated as a
program outcome. As I indicated earlier,
NFP is a part of family life promotion, and
therefore, changes in the relationship be-
tween the husband and wife, the couple’s
commitment to their children, and even a
couple’s loyalty to the Church should be
indicators of program success. Percentage
increase in church attendance and in those
ieceiving the Eucharist have been used as
indexes of program success in one diocese
of Korea.

Third, the aim of cost-effectiveness
analysis is, as Dr. Gray pointed out, to
measure the relationship between program
costs and achievements that cannot be
measured preperly in monetary terms; €x-
amples are the work of volunteers and the
improvement of family life resulting from
the program.

Finally, I would like to mention briefly
the necessity for research in the field of
NFP evaluation. Since the principle of NFP
is the responsible regulation of birth at-
tained through an educated awareness of
and acceptance of the natural cycle of fer-
tility and infertility, the attainment of the
goal is affected by many factors, especially
psychological factors. Studies on factors af-
fecting NFP practice can be very useful for
planning and revising programs.

In the field of NFP, evaluation efforts
have concentrated primarily on the bio-
medical evaluation of NFP as a family plan-
ning method in terms of use-effectiveness.
This, of course, is an important evaluation
measure of NFP, particularly for outside
funding supporters, such as governmental
agencies, who see NFP as another fertility
regulation method. What we NF? workers,
especially Church-related NFP workers,
really need, however, is to see the NFP pro-
gram as different from other family plan-
ning programs. Its ultimate goal is different,
so we need to discuss how to evaluate it
properly for improving the program per-
formance with respect to the promotion of
family life.

We, of course, have to clarify our goals
and objectives before we can evaluate our

181



program. The problem of identifying spe-
cific program objectives is a major problem
associated with the evaluation of a public
program. A second problem is measuring
the effects of the action program. In the
first regard, the Diocesan Development
Program for Natural Family Planning in the
United States is one good example of what

the NFP program goals and objectives
should be.

In conclusion, evaluation of effective-
ness in preventing pregnancy is just on¢
aspect of NFP program evaluation. Two
other important aspects of evaluation of
program accomplishment are performance
analysis and public (client) response.

SHEILAGH O’ROURKE

Sheilagh O’Rourke, Pb.D., anthropolo-
gist; coordinator of evaluation project
l'Action Familiale-Haiti (1982-83), Haiti

First, I wouid like to express my admira-
tion for the astute presentations of DCr.
Gray and Mr., Kambic. As an anthropologist
who has spent a year evaluating an NFP
program in Haiti, however, and as one who
has benefited from discussions with many
who represent programs elsewhere in the
developing world, 1 would like to add a
few suggestions.

For many of the NFP programs in devel-
oping nations, much of what has been said
here is presently impractical. Many NFP
educators—i.e., those who would be ex-
pected to perform most of the proposed
data collection—are persons with limited
literacy. They have little experience in fill-
ing out forms and keeping written records.
In Haiti, for example, as part of the evalua-
tion, a sample of educators was acked to
complete the organization’s couple rugis-
tration form, which asked for basic socio-
economic, fertility, and family planning
data. In most cascs, they were unable to do
this, or could do so only with assisiance.
We should note that these educators are
persons who are otherwise competent in
their work. Their clients—mostly nonliter-
ate couples—are well trained in NFP prin-
ciples and practice.

Obviously, such educators cannot be ex-
pected to collect extensive, accurate data
on their client couples. The ability to fill
out forms is a learned skill that takes prac-
tice and training, a skill acquired early in
industrialized nations but not in most

182

developing countries. This lack of ex-
perience must be taken into account in any
program of data collection in the develop-
ing world.

How, then, does one meet the demands
for service statistics and for program
evaluation and accountability? First I
would suggest that donor agencics be
reasonable in their demand for data collec-
tion and accountability. Since most NFP
program personnel have limited formal
education, the onus of gathering and
tabulating such data falls on the organiza-
tion’s highly educated few. These
educated few already have many other
diverse demands on their time (e.g., train-
ing educators, writing promotional
materials). Thus too many demands for too
much data place tremendous physical and
psychological strains on some of the
organization’s most valuable people.

In the developing world, the educator
who wants to keep his job quickly learns
that even the small income of an NFP
educator depends on reporting “‘good
numbers”’ (i.e., many training sessions
held, high numbers of acceptors). Motiva-
tion for fabricating results is not confined
to developing countries or to NFP organ-
izations. In the developing world, this pro-
blem is just more accentuated. Moreover,
my experience in Haiti has led me to
believe that its NFP organization produces
the most reliable family planning service
statistics in the country. At this particular
stage of the development of NFP intema-
tionally, it is critical to have really accurate
data on each program. How many couples
are truly being reached with the NEP
message? How many of those couples
reached are accepting NFP? Problems in



outreach and in attracting new acceptors
can be corrected only if the existence and
parameters of those problems are known,
and they cannot be known if data are
fabricated.

To collect this essential data on new ac-
ceptors, one need ask only five questions:
name(s), address, age(s), parity, and date of
inscription. One short simple form asking
only these questions could also have space
for the client's NFP history. Educators
could note on the form: the date of each
training scssion that the client attends; the
fact that the client has become autono-
mous in NFP and the date on which this oc-
curs; or the date the client withdraws from
instruction for any reason, including
pregnancy. As long as a client continues
NFP instruction, subsequent months’ data
would be entered on the sume form.

Such a simplified form would retain all
the most important data and would also be
suitable for those with limited formal edu-
cation. Service statistics could easily be ex-
tracted from such simplified forms by
more educated personnel. For exampie,
the number of new acceptors, each educa-
tor's monthly client caseload, continuation
and discontinuation rates, reasons for dis-
continuation, and pregnancy rates could all
be tabulated from one such form.

My third suggestion is that data for any
and all of these needs—service statistics,
program evaluation, and accountability—

be obtained by scientific sampling proce-
dures. It is not absolutely necessary for
each program to collect aggregate data on
each and every one of its functions. Some
programs may find it impossible to collect
data on every new acceptor, each new ac-
ceptor’'s demographic characteristics,
every educator’s workload, total discon-
tinuation rates, total pregnancy rates, and
other items. In this instance, it is preferable
to collect quality data on a randomly
selected number of cases (e.g., pregnancy
rates, total worklo2d of educators, costs
per client), than to assemble a large quan-
tity of poor data. Again, better educated
personnel or personnel hired specifically
for this purpose would be expected to do
the bulk of this work.

I am aware that many will object to these
suggestions because the NFP movement is
presently an “outsider’ striving to gain ac-
ceptance, and its statistics, therefore, must
be of the highest possible quality. But 1
belicve that by limiting the data needs,
tailoring them to the ability levels of the
personnel involved, and by using specially
trained personnel in some instances to col-
lect randomly sampled rather than aggre-
gate da. ., sruality statistics can be obtained.
What I have attempted with these sugges-
tions is to reconcile the tensions between
the needs for good data and the abilities of
some oganizations to provide these data.
Quantity is sacrificed for quality.

Discussion

In this discussion the major concerns of
participants were the need and feasibility
of evaluation, the process of evaluation,
including the nature and detail of evalua-
tion forms, and the rol: of the outside
consultant.

The process of evaluation itself may alter
the program being evaluated. There is
sometimes a fear that evaluation records

will be used for staff evaluation. Many ad-
ministrators are afraid of accountability be-
cause they fear that their mistakes will be
found out. Evaluation should not be pre-
senterl as a form of judgment. It is critical
not to use records to penalize staff; such a
practice may motivate educators to falsify
records. The use of in-service training for
staff evaluation was recommended.

Much attention was given to the content
of an admission form. A list was made of
both essential and desirable information to
be obtained. It was agreed that both the
woman :nd the man should provide the
following information: age, marital status,
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number of births and number of living chil-
dren, time since last pregnancy, intention
to space or limit, breast-feeding status, pre-
vious family planning use, dame ard 2d-
dress (urban/rurai), education, occupation,
and ethnic or religious gioup.

The first eight itecins were considered
essential, the rest optional.

It was noted that the complexity of the
form is related to the type of anaiysis to be
undertaken. The vse ot computers may not
always be appropriate. It is necessary to
move gradually from limited to extensive
data colleciton. From the beginning of a
program there is a need to huild in the pos-
sibility of expansion. The evaluation proc-
ess should be planned together with the
establishment of the program. Too many
forms, however, may cause an obsession
with pieces of paper and the consequent
neglect of acceptor couples.

A participant from Africa noted that
there can be resistance to filling out forms
and questioned if there were a place in Afri-
can development programs for outside
evaluators. It was recognized that forms
vsed in Western countries may be inap-
propriate and that developing countries
nced simplified record-keeping. The
simplification, however, should not be so
great a5 to render the forms useless. An-
other African program directo: has found
that forms, even simp’2 ones, take three or
four sessions to complete. If too much in-
formation is asked in one interview, the
clients become suspicious. There is also
th¢ question of where to lkeep forms. The
World Health Organization has provided
funds to its collaborators for security filing
cabinets.

A program director remarked that if the
educator/teacher is tc collect statistics,
then he or she should receive appropriate
training. People need to have an explana-
tion of the purpose of evaluation forms.

The representative of an  international
funding agency said it was important to
distinguish two kinds of data collection:
(1) daza for service programs and (2) data
for rescarch projects. Many participants
recognized that it is necessary to have
statistics to provide o potential funding
agencies. The representatives of the donor
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agencies underscored this. It is difficult to
obtain funds without minimal statistics,
which are also important for credibility.
Good management also requires some
degree of evaluation.

NFP programs have not had input into
the development of such survey question-
naires as the World Fertility Survey. Statis-
tics are also needed to convince the
medical profession of the value of NFP.
Pregnancy statistics are especially critical in
the view of one participant.

To satisfy potential donors’ need for
evaluation, one African participant sug-
gested that the donor agency provide an
evaluator. This was not considered a good
idea by other participants.

An Asian participant raised the question
of the basic differences in motivation be-
tween funding agencies and their influence
on the forms chosen for evaluation. Inter-
national Catholic donors do not have the
same motivation as international popula-
tion agencies. This difference was not seen
as necessarily crucial. Every kind of fund-
ing agency needs basic statistics on
program performance. Moreover, basic
evaluation is a way to educate the trainers
to ask: “What am I doing? Is it worth-
while?”” There is a need to develop differ-
ent levels of forms. It is primarily a
question of degree.

Bringing in an outside evaluator raises
the issue of the role of the consultant. Not
everyone in NFP understands the role of
the consultant. The fundiny agency and
NFP personnel need to work out an agree-
ment about what the consultant will do. A
poteatial problem is that local consultants
may be affiliated te the local multi-method
family planning programs, which are often
hostilz to NFP. There is a need to build
bridges in the local community. An African
remarked that people in developing coun-
tries are accustomed to the idea of evalua-
tion but are not trained in proper NFP
evaluation.

How do you transfer the skills of the
consultant to the program so that the pro-
gram becomes auionomous? Most agreed
that that is the ideal. The United Nations
has changed the emphasis from technical
assistance to technical cooperation. So the



role of the consultant is first to provide
technical skills, then to transfer technical
expertise tc the local program, and then to
act as a broker. But too much must not be
promised.

In NFP there is the particular dimension
of accounting for the autonomous user.
Then there are also ‘‘secondary users,”
those not taught by a program but who
learned it from a trained NFP user. They
are not always included in current surveys.
Couples do make a transition to autonomy
from NFP programs. It is essential to follow
autonomous users and obtain data on ex-
tended effcctiveness.

The question of when to begin using
months of couple experience for life-table
analysis received attention. It was sug-
gested that couples be included when they
commence charting. In some countries
couples are not registered until they have
charted three cycles. Even i they are not
counted in official statistics, the relative
proportion of early dropouts is a good indi-
cator of acceptability. The important factor
is that published statistics should include
information about when couples’ experi-
ence was counted.

A question was asked about including
the postpartum amenorrhea period in use-
effectiveness statistics. This is, obviously, a

problem. Postpartum amenorrhe:: can con-
tribute to NFP success rates. It it possible
to calculate life-table rates with or without
women with postpartum amenorrhea, but
it is necessary to staie what was done in
compiling the statistics. The longer the
observation period, many believe, the
better NFP rates look. Once a couple be-
comes autonomous they may contribute
many years of pregnancy-free experience
to life-table analysis.

One participant expressed uneasiness
with excluding early cycles (the learning
phase) in evaiuation procedures. He be-
lieves also that all cycles without any pos-
sibility whatever of pregnancy should be
left out of the exposure period. He also
suggested that rates of intercourse per
cycle should be included.

The issue of quality versus quantity mea-
sures was also addressed. Questions can be
asked about client satisfaction and client
knowledge. Couple communication fac-
tors and religion have also been found to
be important.

Finally, there was the question of the
budget for evaluation. When too much of
the funding goes for evaluation, the service
provided to the community can suffer. It is
important to clarify the percentage of the
budget for services versus evaluation.
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SuMmMary
of Program Issues

As NFP programs begin to expand and
to integrate into larger systems of services
for couples and families, many issues sur-
face. The key issue is bow to increase the
number and quality of NFP programs that
are well funded and staffed with compe-
tent and confident NFP teachers and a
growing staff of administratoss. Organi-
zations also need to consider the iypes of
program erolving, the effectivencss of the
programs, and the long-term impact of
NEP services on the local community and
the country as a whole. To achieve cost-
effective programs a major challenge is to
design delivery systems combining paid
and volunteer staff. The following recom-
mendations apply to those programs
which want to expand. It is recognized
thet some programs will choose to remain
small and intensive.

Program Development

The salient issue for many NFP programs
is the nced to expand services and include
NFP as an integral part cf larger service
systems to couples and families.

To meet the challenge of expanding pro-
grams, change is required, Systematic plan-
ning and redefinition of goals must be
undertaken ro achieve an orderly transition
into the larger systems of services such 2s
the pastoral setvices of the Church, family
life education, and health care delivery
systems, including family planning pro-
grams.

Critical to NFP programs in this process
of expansion is the setting of priorities.
NFP, as nt has grown, has become iden-
tified in national programs with family life,
youth and parent education, health care
systems, and the area of human values
related to sexuality, marriage, and family.
Attention should be given to the following
needs:
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To identify and maintain dev-~'op-
ment priorities specific to NFP in the
process of integration with larger
systems.

To develop precise definitions of
previously undefined and intuitively
understood NFP program standards,
training procedures for teachers, eval-
uation and quality control measures
for both teacher training and NFP
services.

To identify and define specific agen-
cy relationships among the various
organizations and the national NFP
program, so that larger systems with-
in a country can be properly utilized
and monitored.

To establish regional and national
NFP resource centers so that human
and technical resources, related to
the improvement and development
of better NFP services in both the
public and private sector, can be
available.

Tc¢ develop leaders who are both
open and receptive to the philosophy
of the grass-toots, experiential, user-
oriented NFP programs, and the
needs of the larger systeme< involved.
To secure funding from more than
ore source in order to establish a
firrn base of financial support. Along
with this need is the recommenda-
tion to prepare a variety of budgets
and project activities.

To develop program administration
manuals, personnel policies, and job
descriptions to insure upward and
lateral job mobility in NFP services.
To develop a mechanism for contin-
uing education for NFP teachers,
program administrators, trainers/
tutors and support staff within larger
systems of delivery. The NFP person-



nel will require a full orientation to
the larger system of care in order to
utilize more fully the resources of the
system and realize better accessibility
and quality of NFP services.

Governments and other funding agen-
cies can provide valuable assistance in the
form of resources to improve quality NFP
program development in both public and
private programs. This could include fund-
ing for specialized resource personnel who
could be helpful to all groups involved in
the delivery of NFP within the national
program structure(s) in the country.
Assistance in the development of advertis-
ing, informational films, program bro-
chures, litzrature reviews and instructional
materials would be a valuable co-: tribution
to the standardization and quality of NFP
services as programs expand. NFP exper-
tise would be required in the design and
approval of films, teaching materials and
other _pecialized NFP materials. At the
same time, existing resources for training
in leadership and program administration
could be utilized. National and regional
workshops and seminars for botb public
and private NFP experts ¢ issues related
to the delivery of NFP cou.d facilitate the
process of integration.

The expansion of NFP programs will re-
quire flexibility on the part of both the NFP
program and the larger organization into
which NFP will be integrated. Specific pro-
gram plans, objectives and goals must be
stated in measurable terms, so that the ac-
complishment can be assessed. As the goals
and objectives are met and redefined, new
needs will surface. It is important that the
identity of NFP remain visible and not
become lost in the many other priorities
already established in the larger, existing
system of pastoral, family or health care.

NFP programs have typically started
with motivated, experienced, volunteer
teacher couples, who are concerned with
the delivery of NFP within a volunteer net-
work: As NFP programs integrate with
larger systems of delivery, the spirit and ex-
perience of the teacher and service groups
must be maintained. Experienced NFP
teachers and program administrators
should have active roles in the decision-
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in this recommendation are requirements
for additional training in program ad-
ministration, planning and budgeting.

‘When the larger system assumes leader-
ship in the national organization, cx-
perienced NFP personnel must help to
identify priorities of NFP. Perhaps, in the
initial phases of integration, the priorities
of NFP service delivery need to be overem-
phasized to achieve an acceptable level of
attention in a new national structurz. In in-
stances where the NFP program has achiev-
ed national status, it must begin to work
closely with other NFP programs within
the country sponsored by family life
organizations, health care systems in-
cluding family planning, and national pro-
grams concerned with education for youth
and families.

The national NFP program should
establish resource centers for other na-
tional organizations to learn about and
receive training in NFP. The private NFP
programs have a role in refining and im-
proving the delivery techniques of NFP as
well as studying the related areas of family
life, conjugal life, ana education for youth
and parents. The resource center could
become a focus for other agencies and
disciplines interested in the study and
development of NFP.

NFP Service Department

The major issues related to the develop-
ment of NFP service programs are how to
design acce-zible programs to meet client
needs and to provide competent NFP
teaching staff and sufficient follow-up in-
striction to enable the learning couple to
apply the appropriate natural method and
begin to integrate periodic abstinence into
their relationship.

Design of Service Programs NFP programs
which meet the requirements of learning
couples and provide accessibility to both
initill method instruction and sufficient
follow-up instruction need to contain the
following:
¢ The capability to offer instruction in
both the cervical mucus and sympto-
thermal methods of natural family
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planning.

» Linkages to education for youth and
parents, premarriage instruction and
family life programs.

e Regularly scheduled and accessible
instruction with teachers available
for follow-up.

e Accessibility by walking or by public
transportation, to enable learning
couples to attend the classes.

¢ Continued recruitment and informa-
tion sessions for potential clients to
build the volume of new clients
necessary to maintain a regularly
scheduled NFP service.

e Flexible and varied time schedules to
rmeet the needs of working women,
women with families and children,
and learning couples. It may be
necessary in some countries and
cultures to plan programs that can be
directed to the men and women
separately.

e Sufficient record systems for clients
so that the instructor and program
director can contact clients if they
have not returned for follow-up, and
can assess program results.

The expansion of NFP services will re-
quire a greater number of competent trained
NFP instructors, so that increasing numbers
of learning couples can be given programs
that are expanding with a mix of paid and
volunteer teache couples and support staff
it will be necessary to increase the number
of staff to insure proper teaching of a larger
numbers of couples.

The experience of many NFP programs
indicates that teaching the fertility aware-
ness component, that is, the signs and
symptoms of fertility, takes a relatively
short period of tiine, i.e., one or tWo ses-
sions. However, to teach the natural
methods to avoid pregnancy, it is neces-
sary to help couples develop confidence in
identifying the fertile days of the cycle, ap-
ply the appropriate method rules, and use
only the infertile times for intercourse.
Couples usually begin to become comfort-
able with periodic abstinence within six to
eight cycles. Some programs will review
charts for at least a year or more to
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establish use-effectiveness rates for pro-
gram evaluation.

Ongoing evaluation of the NFP service
program is important to determine if the
program is meeting its goals. It is also im-
portant that the program review these
goals and objectives, at least annually, to
delete obsolete objectives and set new
ones. This idea of setting goals implies
wiitten or intuitively understood program
standards.

Staffing of Service Programs Several
criteria need to be considered in staffing an
NFP service program with competéent
teachers. These include the following:

o The use of NFP teachers only for
teaching.

e A distinct NFP servicc staffed by
competent NFP teachers who can
provide an educational service.

¢ Training of volunteer, motivated,
user couples to become information
and education staff, so that a trained
teacher does not have to do all NFP-
related tasks in a service.

e Training of motivated educators,
preferably parents, who use natural
methods and work as teachers in the
school system, to provide fertility
awareness information at appropriate
grade levels in the schools. These in-
formation specialists would be a
valuable aid in recruiting new clients
for NFP, as young men and women
enter premarriage programs.

e Provision of either volunteer or paid
staff to assist the NFP teacher in
registration, record keeping, and
other administrative duties.

e Establishment of financial and com-
munity awards or incentives, such as
social and family events, trophies,
acknowledgment, and community
recognition for volunteer workers
within a program.

The expansion of NFP into public agen-
cy organizations, such as ministries of
health, raises the issue of design of the NFP
service, since sometimes it would be
situated in a service offering all family plan-
ning methods. The staffing and design of




such a service necds to be carefully con-
sidered in relationship to the duties to be
performed. It is suggested that the staff of
the NFP program develop this service as a
distinct and different service from other
family planning methods.

NFP requires an educational service
directed primarily to couples. It demands
initial instructional sessions, with small
group or individual follow-up instruction
available at varying times during the day
and evening. It may be preferable for pro-
fessional staff to specialize in certain areas.
Teaching NFP requires a positive attitude
towards recognition of the fertile and infer-
tile, days of e cycle, as well as support of
the client or couple’s decision to use NFP.
The staff could become easily distracted
from developing an innovative educational
service if they had to switch from NFP to
provide other methods of family planning.
Rather tlie focus needs to be on building a
strong educational program based on
knowledge of the fertile and infertile times
of the cycle and helping couples become
confident in their ability to use NFP and in-
tegrate abstinence into their lives.

Funding of Service Programs

Expansion of NFP services requires in-
creased funding. There is a need to com-
bine both full-time paid personnel and
volunteer personnel, as the NFP program
grows towards offering a regularly
scheduled service to larger numbers of
clients. The majority of existing national
NFP programs have evolved within the
Catholic family life environment and/or
secular organizations with a strong
Catholic frame of reference. Many of the
existing NFP programs in the developing
countries have received funding from
Catholic international and national
organizations.

As these existing programs become
more secularized and/or integrated within
broader systems of services to families, the
issue of equity of funding from interna-
tional agencies becomes paramount. Equi-
ty in funding implies the following:

® The need for the agency which offers g

NFP only, to receive funding for pro-

viding NFP services to a target
population.

» The need for other organizations,
just beginning NFP services within a
multi-method organization, to
receive funding for NFP services of-
fered to those in the community that
they serve. It must be noted that the
family planning agencies already
receiving international and govern-
ment fuading might receive priority
for additional funding for NFP. This
type of inequity must be avoided to
respect the appropriate and fair
distribution of NFP services to all.

» The need to state core NFP program
standards so that funding for NFP
services can be distributed to those
programs providing high quality. All
agencies should recognize the same
core NFP program standards. How-
ever, there may be differences in
presentation, depending on the
overall orientation of the agency or
program offering the service.

* The need to respect cultural and
religious preferences of people and
communities served when funding
appropriations are¢ made.

e The need for periodic program
evaluation before continued funding
occurs. Each program offering NFP
services should have stated goals and
objectives, as well as specific plans of
action. Periodic evaluation determin-
ing the effectiveness of the action
pians is required. Continued funding
should be based on the ability of the
NFP service program to meet its
goals.

The Clientele Served in the Commu nity
Various types of organizations may offer
NFP within a related family life service,
rather than a health care or family planning
facility. NFP service programs shoui«t iden-
tify and define the target opulation within
the community. This is very important in
the total orientation and design of the NFP
service program. Educational services are
defined by the combination of the task to
be learned and the orientation and needs of
the learner. In defining the target popula-
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tion of a NFP program, questinns raised in-
clude:

* Do the couples come from a variety
of sociveconomic and educational
levels?

e Are couples attending the program
primarily because of a religious value
system or a concern for their healthy?

» Are the couples young and still in-
terested in having a family, or are
thiey older couples who do not want
additional children at this time?

* Are the couples unable to read or
write?

® Do the couples and women live in
urban areas with relatively easy ac-
cess to the instructional service, or
do the couples live in rural areas
where they have to travel long
distances for instruction and chart
reviews?

¢ Are the couples seeking to achieve
pregnancy or to avoid pregnancy?

It is important to realize that, even
within the same program or organization,
NFP instruction may require different
types of approach because of the charac-
teristics of those who come to ihe service.
When many programs ot NFP instruction
coexist in 2 community, it is important to
understand that there will be variations in
the teaching approach based upon the
needs of the clientele served and the types
of methods taught.

Designing an NFP instructional service is
different in nature from setting up a clinic
service in which the client is seen once or
twice for a medical cvaluation. It is essen-
tial that the stafl of the NFP instructional
service be competent and confident in
thrir abilities to teach and follow client
couples in the use of NFP. This implies
borh a central and extension approach of
service accessibility, a distinct effort to
utilize motivated, competent NFP instruc-
tors, who do not have other conflicting job
assignments, as weli as an effort to mix
both paid professional and  paraprofes-
sional persons in the delivery of the NFP
service. As NFP educational services
become part of a larger system of dclivery,
it is essential to focus on their proper

190

development from the beginning of the in-
tegration process.

NFP Trainer and Teacher Programs

There are two central issues related to
the developmeni of core national NFP
teacher training program standards. First,
consensus needs to be developed by the
national NFP organizations and uational
agencies in which the NFP irstruction is to
be integrated, concerning the overall aims
and specific objectives of the content for
NFP teacher training. The Family Fertility
Education Resource Package, prepared by
the World Health Organization, offers a
comprehensive training kit for preparing
NFP teachers and users. Teaching sugges-
tions, content and visual aids are included
for teaching fertility awareness, sexuality
and responsibility, the cervical mucus
method, and the sympto-thermal method.
In addition, there are suggestions for
teaching/learning activities. This Kit is
recommended as a resource to the existing
national training program. Some countries
that do not have a national training pro-
gram may want to use it after adapting it to
the culture and local language.

The NFP teacher training program in-
cludes formal instruction and supervised
teacher experience. It is usually necessary
to have teacher training programs with for-
mal content of about 7 to 10 days, to pre-
sent the essential factors of NFP, some
teaching techniques and discussion of at-
titudes and counseling techniques used in
support of couples who use the methods.

The supervised practicum varies from
four to six months and depends upon the
number of available NFP clients in the ser-
vice. It is recommended that a2 new NFP
teacher trainee teach and provide follow-
up to at least 10 coupl~" prc:.cably in a
variety of categories. Fc.© ~ ample, it is im-
portant that NFP teachers learn how to
teach women in special circumstances
such as brext-feeding and couples wishing
to achieve pregnancy

In some ~ountries, providing couples
with inform...on on breast-feeding, nutri-
ticn, and oral re-hyaration for child care
can b+ important areas for NFP teacher
training. This information can be given to



couples interested in learning NFP
methods.

NFP teachers need to attend continuing
education workshops in order to maintain
current teaching skills. Often NFP teachers
have been trained, but then either do not
practice their teaching skills or do not keep
up with current developments. The loca-
tion for the NFP teacher training program
becomes a key point for recruitment,
follow-up, and supervision of the teacher
trainces for extended lengths of time.
some of the issues to be considered in
selecting the place include:

e Convenience for NFP teacher

trainees.

o Ability of the NFP triinees to obtain
clinical teaching opportunities with
supervision by an experienced
teacher.

e Convenience of frequent (at least
monthly) meetings with the training
faculty for the new trainees to
discuss problems and teaching ap-
proaches and to profit from group
discussion and additional chart re-
view of clients.

e Convenience for national, multi-
disciplinary faculty to be formed and
to provide the NFP instructors with
training .nat addresses the varied
fields related to NFP and family life.
Examples of such faculty include
physicians, maternal and infant-care
nursing specialists, psychologists,
educators, priests and family life
counselors. National experts in these
respective fields can be recruited and
encouraged to become active in the
NFP faculty tcam. Experienced NFP
teacher; within the country shoula
be utilized as NP faculty as well as
trained io be clinical supervisors dur-
ing the follow-up instruction for the
teacher trainees.

NFP Teacher Tr:ining

The needs of ih¢ learning couple direct
the service orientation of the agency offer-
ing natural family ptanning. This require-
ment determines the design of programs
for teacher training, NF® teachers nced to
be trained to provide all NFP methods. The

training must be explicit about those signs
of fertility that are reliable for certain
phases of the gynecological and reproduc-
tive situation of the woman. NFP teachers
need to complete a course in the formal
content of NFP with a supervised prac-
ticum by an exgerienced NFP teacher dur-
ing which they teach a certain number of
couples and follow them. It is recommend-
ed that an isolated teacher without
recourse to supervision is not desirable,
and that most teachers prepared in this
fashion do not function later as NFP
teachers, because of a lack of confidence in
the ability to teach.

Obijective evaluation is needed of both
the formal course content and the super-
vised teaching experience. This includes
(a) competency tests related to the objec-
tive knowledge of the formal instruction,
and (b) personal cvaluation by the clinic
supervisor of the new teacher’s ability to
provide initial and follow-up instruction
and to work within the agency offering the
NFP service.

It is important that the NFP teacher have
confidence in NFP, 1t is preferred that NFP
teachers use one of the methods them-
selves. The issue of competence to teach
NFP correctly and confidently is impor-
tant. It is less costly to recruit NFP teacher
candidates from a group of persons already
using one of the NFP methods. NFP
teachers should be enthusiastic, confident,
and knowledgeable about NFP in the larger
system of service in which NFP is being in-
troduced.

Commitment on the part of the trainee
and the hiring agency are desirable. The
new trainee should be committed for a
period of time (two years) to provide a
teaching service in the agency. If the
traince works in a national ministry of
health and is subject to transfer, their NFP
teaching skills shiould be transferable to a
new job assignment, whenever possible.
Commitment on the part of the agency
employing the NFP teacher implies thut the
trainee has attitudes and personality
characteristics that are supportive to the
agency in which he/she will be employed.
It also implics a commitment on the part of
the employer to utilize the skills of the new

191



NFP teacher.

The attitude of the NFP teacher trainees
should be conducive to 4 teaching/learning
situation. This means thiey are open to new
situations and accept couples and clients
with 2 nonjudgmental artitude. It is dif-
ficult to assess this latter quality, but it is
desirable that the agency recriit in-
dividuals with open adtitudes. .To be a
teacher implies being open to learning
more about the field(s) in which one is
teaching and an ability to transmit this in-
formation to othets.

International NFP experts are a primary
resnurce for the national program. They
should be utilized as consultants to the ex-
isting faculty and leadership, especially in
those countries that do not have faculty for
training NFP teachers. Arrangements with
internationai NFP training consultants
should be made so that eventually the
country will be relatively autonomous in
its ability to train NFP teachers.

Preparation of national faculty, tutors, or
trainers (these terms are used synonymous-
ly) becomes a third key issue in the con-
sideration of developing national NFP
teacher training programs. Some of the
following points are relevant for considera-
tion of national faculty for NFP teacher
training programs:

° The faculty include expertise in a
variety of topic areas, including
reproductive biology and physi-
ology, the current natural methods,
specific teaching experience in the
cervical mucus and sympto-thermal
methods, instructional experience
and small group discussion techni-
ques. In addition, experts in family
life educational programs and health
services are useful in providing
enrichment to the basic training pro-
gram for NFP teachers.

o The core faculty be chosen for their
skill in teaching or training teachers
in NFP.

e The faculty be trained on a continu-
ing education basis on how to use the
Family Fertility Education Resource
Package. Expertise should also be
sought in management and evaluz-
tion.
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e The faculty agree on materials, goals
and objectives they wish to use to
add to the core NFP teacher training
program. For example, additional
materials related to infant care, nutri-
tion, and re-hydration may be vital
for some national programs. Still
others may be interested in further-
ing particular programs related to
family life and education for youth
which support the values of the fami-
Iy in that country and culture.

e The faculty initially include some of
the site supervisors who will be
supervising the new NFP teachers in
their initial teaching experience. The
site supervisors should be skilled in
teaching techniques particularly
related to teaching NFP and helping
couples become autonomous in the
practice of NFP.

Regional NFP teacher training work-
shops have to be carefully planned to in-
clude sufficient national representation so
that appropriate follow-up of new NFP
teachers could occur within the country at
supervised locations. The issue of defining
tutor or trainer preparation workshops to
facilitate NFP teacher training needs fur-
ther definiticn at this time.

Evaluation

Program evaluation for NFP programs
involves several dimensions which include
both loca! and national evaluation program
standards. The primary issue in program
evaluation is to establish a monitoring
system that gives timely data to the pro-
gram administrator and staff to check
routine operation of the service system and
progress toward the goals of the program.
Based on the data, the program operations
can be adjusted or the goals amended. Ad-
ditionally the evaluation data can be used
to set new goals and contribute to
knowledge about how to deliver NFP ser-
vices more effectively.

National evaluation looks at the entire
program while local evaluation examines a
small part of it. However, the same data
collection system can be used for both.
This monitoring system should be design-



ed with care. Standardized definitions and
systems invite interprogram comparisons
and exchanges wih'ch may lead to im-
provements.

The following are some of the data needs
for NFP program evaluation:

e Number of couples or individuals

served.

® Regions or districts of the commuri
ty served.

e Number of couples still using NFP
after a specificd time period.

e Number of clients who discontinue
NFP.

* Reasons for discontinuation.

e Characteristics of clients, e.g., age,
parity, education, religion, urban/
rural, ethnic group.

e Number of unplanned pregnancies.

¢ Information on cost effectiveness.

» Number of planned pregnancics that
result when couples come to the ser-
vice to learn how to achieve
pregnancy.

* Time it takes to assist couples to
reaclt a stage of autonomy in correct-
ly using NFP.

e Number of information sessions
given to related agencies or groups
who may serve as a source for
recruitment of NFP clients.

* Amount of time spent on preparation
of news releases or radio and televi-
sion scripts and the approximate
numbers of persons reached through
such media campaigns.

¢ Number of information sessions
given to potential clients, and the ac-
tual number of new couples that
enter the program.

e Amount of time and content for
supervised instruction or for on-the-
job training that a supervisor pro-
vides for the NFP teachers.

¢ Amount of time it takes to train NFP
information specialist/promoters.

To evaluate national programs these data
are necessary but may not be sufficient. Na-
tional program evaluation implies the same
kind of effort, but is more complex and
usually also involves the following:

e A network of program dircctors

using the same reporting forms and

monitoring processes for describing
the information collected and used at
the local program level at simila:

intervals.
® An external perscn who can assist in
analyzing the overall information

regarding the problem areas related
to national NFP program expansion.

e Persons trained specifically in data
recording systems, (including the use
of computers) to analyze the data and
prepare regular reports.

Analysis of national and individual pro-
grams should begin with formally stated
and implemented NFP program standards.
The evaluation should be able t¢. measure
the accomplishments attained by those
programs. When the goals have bcen
achieved, NFP program development then
focuses on other areas that need to be ad-
dressed by both local and national
programs.

Process ard Qutcome Evaluation should
be conducted together for the process may
have to be modified if the service output is
deficient. Process evaluation is directed
towards improvement of program opera-
tions. Qutcome evaluation measures the ef-
fectiveness of the program among users of
services. Each program should be conduc-
ting these kinds of evaluations on a conti-
nuing basis in order to serve their clients
and their communitics more efficiently.

Impact Evaluation refers to the long-term
results of an NFP program. Some of the
critieria used to determine the overall im-
pact of an NFP program would include the
following;:

e An increase in the number of
organizations showing interest and
cooperation in the development or
expansion of NEP cfforts.

s Improved attitudes and knowledge
of NFP methods both on the part of
the clientele, health professionals,
government, the press, and other
community service groups.

® A levelling or a reduction in the
number of unplanned pregnancics or
in the birth rate, if this is the desire of
the program and country providing
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the service.
This type of impact evaluation is more

difficult to obtain in an educational service.
Many other kinds of impact can also be
measured, for example, the number of
mothers or satisfied users who later in-
struct their children or friends in NFP and
fertility awarcness. Some  programs  fecl
that although NFP does not have as high a
use-effectiveness rate as some of the “ar-
tificial”’ methods, over time it may be a bet-
ter method of family planning because it
meets the cultural needs of the people serv-
ed and thereby can have an effective long-
term impact. More research is needed on
this issue.

The strategies used to achieve a pro-
gram’'s goals will also determine to some
extent the nature of a program’s impact.
Periodic program evaluation should  ex-
amine the impact of these strategies on the
communitics served and, if  necessary,
change the strategies for achicving pro-
gram goals.

Cost-Effectiveness Evaluation refers to the
ratio of the actual cost of providing a family
planning service to the number of clients
served or the number of continuing users.
Most NI'® programs have high start-up
costs which often diminish as increasing
numbers of clients are served over time.
The longer a couple uses NFP successfully,
the less the cost to both program and
client.

In family planning cost-effectiveness
studies, one approach is to relate program
costs to the number of couple-years of pro-
tection (CYP). CYP is the number of vears
that a couple uses the method and does rot
have an unplanned pregnancy. These types

of studies are just beginning to be under- -

taken in NFP programs and few results are
available. A more cost-effective  scrvice

may be realized with groups of clients at-
tending one instruction rather than in-
dividual instruction.

Program administrators should survey
the autonomous clients periodically with a
simple questionnaire or interview schedule
to determine if they are still using the
method. Once a couple becomes autono-
mous in the use of NFP, they may con-
tribute many years of pregnancy-free ex-
perience to the life-table analysis.

Couples may decide to have another
baby while using NFP methods. At this
point they would not be using the method
to avoid pregnancy. After the child is born
and the couple returns to the use of NFP,
they would again be entered into the long-
term statistical analysis process and would
again contribute to continuing use-effec-
tiveness information.

Conclusion

This monograph clearly demonstrates the
progress in the NFP field in the last 20
years. In many countries, with the assis-
tance of NFP consultants and special
development projects, successful NFP pro-
grams have been developed. An increasing
number of NFP teachers, generally operat-
ing in a volunteer capacity, have resulted in
a national leadership in NFP. Govemn-
ments, international funding agencies, and
private organizations have shown greater
interest in including natural family plan-
ning among the family planning choices
offered. Both public and private organiza-
tions concerned with health care and fami-
Iv life have become involved in the serious
delivery of NFP information and education
services. We hope this book will be a
catalyst in the process of expanding MFP
services and integrating them into the
larger network of services to couples and
families.
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oendix

In developing the list of NFP centers and
resource materials for this Appendix, we
were guided by the existing network of
IFFLP members and their activities; there-
fore, we recognize that the lists presented
are not comprehensive or complete.

LIST OF NFP CENTERS

AFRICA

Burundi Action Familiale du Burundi C.E.D.-Caritas.
French-speaking and Kirundi. Founded 1979,
Address: F.P. 2110 Bujumbura, Burundi.
Tel. 4055.

Central African Republic Service d‘Education 1 la
Mairise de la Fécundité. French speaking.
Founded 1982. Address: Dispensaire du
Foyer de Charité, B.P. 335, BANQUI, RCA.
Tel. 61-11-05.

Congo Foyers Chrétiens. French speaking. Founded
196€ ‘First General Assembly, 1970). Address:
P.O. Box 200, Brazzaville, Republic of Congo.
Tel. 81-2285.

Kenya Family Life Counseiing Association. English
speaking and tribal fanguages. Founded 1977.
Address: Mater Misericordiae Hospital, P.O.
Box 30325, Nairobi, Kenya. Tel. 5566.

Madagascar Fivondrovan'ny Tokantrano Kristiania
(FTK) Family Life Promotion Movement.
French speaking and Malagasy. Founded
1974. Address: Immeuble Falda, Antanimena,
B.P. 1382, 10l-Antanarivo, Madagascar.
Tel. 26084,

M:u;riliu_s L'Action Familiale. French and English
%t speaking. Founded 1963. Address: Route
Royale, Rose Hill, Mauritius. Tel. 43512.

Morocco L'Heure Joyeuse. French speaking (Ara-
bic). Founded 1955. Address: 5 Rue El Jiraoui,
Casablanca, Morozeo. Tel. 24-40-37.

Nigeria Catholic Secretariat  of Nigeria.  English
speaking. Address: Foree Road, P.O. Box 951,
Lagos, Nigeria. Tel. 25339.

Rwanda Action Familiale du Rwanda (Centro Mcdi-
co-Social Gikondo). French speaking (local
language). Founded 1978, Address:  Boite
Postale 442, Kigali, Rwanda. Tel. 4535.

Seychelles Action Tamiliale Scychelles. French and
English speaking. Founded 1970. Address:
P.O. Box 289, Mont Fleuri, Seychelles.
Tel. 227819,
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Sierra_Leone Family Life Education Programme.
English speaking. Founded 1979. Address: 29
Howe Street, P.O. Box 129, Freetown, Sierra
Leone. Tel. 22371.

South Africa (Republic_of) National Natural Family
Planning Association. English speaking.
Founded 1979, Address: Khanya House, P.O.
Box 941, Pretoria 0001, South Africa.
Tel. 3-6458/9.

Tanzania Family Life Education and NFP. Service of
the Tanzanian Episcopal Conference. English
speaking (and Swahil). Founded 1976. Ad-

ress; P.O. Box 2133, Dar-es-Salaam, Tan-
zania. Tel. 30071/2.

Tunisia Actior: Familiale. French and Arabic speak-
ing. Founded 1981. Address: 27 Rue Jes
Mimosas, 2070 La Marsa, Tunis, Tunisia.

Upper_Volta Entr’Aide Familiale. French speaking.
Founded 1977. Address: B.P. 481, Bobo
Doulasso, Upper Volta.

Zambia Family Life Movement. English speaking.
Founded 1977. Address: T.0. Box 31965,
Lusaka, Zambia, Tel. 212070.

THE AMERICAS

Argentina Secretariado para la Familia, Spanish

%1  speaking. Founded 1981. Address: Paseo
Coldn 221 (PB), 1399 Capital Feceral Buenos
Aires, Argentina. Tel. (01)-33-3701.

Bolivia Centro de Vida Familiar Arquidiocesano.
Spanish speaking. Founded 1978. Address:
Avenida Armentia 512, Casilla 85906, La Paz,
Bolivia. Tel. 36-40-57.

Brazil Centro de Pastoral Familiar (CENPAFAM),

* Portuguese and Spanish speaking. Founded
1974. Address: Alameda Franca 889, 01422,
Sa0 Paulo, §.P., Brazil. Tel. 28-28-015.

Canada Serena. English and French speaking.
«1 Founded 1955, Address: 55 Parkdale, Ottawa,
Ontario K1Y 1ES, Canada. Tel. (603) 728-6530.

Chile Comisidn Nacional de Pastoral Familiar. Span-
* ish speaking. Founded 1981. Address: Ch,
Hamilton 11051, Santiago, Chile. Tel. 80280.

Universidad Catdlica (Medical School). Span-
ish speaking. Founded 1979. Address: Casilla
144D, Santiago (Attn: Alfredo Pérez), Chile,
Tel. 99-58-71/48-76-42.

Colombia Carvajal Foundation. Spanish speaking.
1 Founded 1962. Address: Apartado Acreo 46,
Cali, Colombia. Tel. 52-11-29.

Centro de Pastoral Familiar para America

* Latina. Spanish speaking. Founded 1974. Ad-
dress: Calle 65 No. 13-50, Mezzanine, Bogota,
Colombia. Tel. 211-3217.

Dominican Republic Comisidn Episcopal de Pas-
toral Familiar. Spanish speaking. Founded (no
date available). Address: Apartado Postal 186,




Santo Domingo, Dominican Republic. Tel
685-9741.

Ecuador Instituto Ecuatoriano de Accion Familiar

* (IEDAF). Spanish spcaking. Founded 1976.
Address: Esmeraldas 2811 y Calicuchima,
Guayaquil, Ecuador.

Haiti Action Familiale d’Haiti. French speaking (and

* Creole). Founded 1971. Address: Ruce des
Casernes No. 65, B.P. 526 (Archevéché), Port-
au-Prince, Haiti. Tel. 2-3459/2-5181.

Mexico Centro Nacional Billings de Planificacion

*T Natural de la Familia (WOOMB/Mexico).
Spanish speaking. Founded 1979. Address:
Ave. Pasco Palmas 745-12, Col. Lomus de
Chapultepee, 11000 Mexico City DF, Mexico.
Tel. (5) 540-2470.

U.S.A. Human Life Center. English sperking.

T Founded 1973. Address: Saint John's Tlniver-
sity, Collegeville, Minn. 56321 U.S.a. Tel
(612) 363-3313,

The Couple to Couple League International,
*xt Inc. English spcaking. Founded 1971,

Address: 3614 Glenmore Avenue, Cincinnati,

Ohio 45211 U.S.A. Tel (513) 661-7612.

New England Natural Family Planning Inc.
English speaking. Founded 1981, Address: 90
Cushing Ave., Boston, MA 02125 U.S.A. Tel
(617) 436-8600 (ext. 311).

Natural Family Planning of Rhode  lstand,
Catholic Social Services. English  speaking,
Founded (no date availablc®. Address: 433
Elmwood Ave., Providence, R1 02907 ULS.A,
Tel. (401) 467-7200.

Diocesan  Development  Program for NFP.

* English speaking. Founded 1980, Address:
Suite 334, 1511 K st. N.W., Washington, D.C.
20005 US.A. Tel. (202) 737-1339.

Los Angeles Regienal Family Planning Coun-

* cil. English speaking. Founded (no date avail-
able). Address: 3250 Wilshire Blvd., Suite
WO, Los Angeles, CA ON010 U8 A Tel
(213) 386-5014.

Family of the Americas Foundation, Inc.

*1  English spesking. Founded 1977 (formerly
WOOMB-USA, name change 1982). Address:
308 south ‘Tyler Street, Covinglon, LA 70433
ULS.A. Tel, (50 B92-4040.

I amily Life Mission for North America. Eng:
iish speaking. Founded 1983, Address: 704
11th Ave. South, Minncapolis, MN 55415
US.A.

Creighton University Natural Family Planning

* Education and Rescarch Center. English
speaking. Founded 1978, Address: 001 North
30th Street. Omaha, Nebraska 68131 USA,
Tel, (+i02) -i49-4715.

Venezuela Avemo  Billings.  Spanish  speaking.
Founded 1980, Address: Apartado 70505,
Prados del Este, Caracas, Venezuela, Tel.
34-73-76.

ASIA/OCEANIA

Australia Australian Council of NFP, Inc. Founded

*xT 1975 (antecedents to 1953). English speaking.
Address: 1 Robert Street, Willoughby NSW
20068, Australia, Tel, 028-417-55.

* Ovulation Method Research and Reference
Centre of Ausiralia, English speaking,
Founded 1976. Address: 27 Alexandra Parade,
Fitzroy North 30068, Victoria, Australia,
Tel. 03-481-1722.

Hong Kong Catholic Marriage Advisory Council.

*f  English speaking (and Chinese). Founded
1965. Address: 502 Caritas House, 2-8, Caine
Road, Hong Kong. Tel. 5-242-071
(ext. 259-260).

India Center for Rescarch, Education, Service and

* Training for Family Life Promotion (CREST).
English speaking. Founded 1975, Address: 24
High Street, Bangalore, 560005, India.

Natural Family Planning Association of India.
English speaking. Founded 1974, Address: 43

Lodi Estate, New Delhi, 110003, India
Tel. 622-379.
Tamil Nadu Family  Development Centre.

* English speaking (and Hindi). Founded 1976.
Address: 37 Allithusai Road, Aruna Nagar,
Post Box 7u2, Puthur, Tituchirapalli, India.
Tel. 25035,

Indonesia National Bureau of NFP Services. English
speaking.  Founded 1976, Address: Jahan

Ciding Timur 71, Jakarta Pusat, Indoncsia.
Tel. (021) 46710.

Japan The Family Life Association. English speaking
(and Japanese). Founded 1976, Address: Yuwa
Building, Shiba 3-4-10 Minato-ku, Tokyo 105,
Japan. Tel. (03) 454-7040/452-57 3.

Korea (South) Korea Happy Family Movement, Eng-

* lish speaking (and Koreen). Founded 1975.
Address: Catholic Medical  College, 505,
Banpo-dong, Kangnam-ku, Scoul, Korea.
Tel. 593-51-41-9.

Malaysia National Naturat Family Planning Associa-
tion of Malaysia. English speaking  (and
Malay). Founded 1983 (previous activities
from 1973). Address: 23-F, Mk. 13, Ayen lam,
Penang, Malaysia. Tel, 884-7 14,

New Zealand New Zealand Association of Natural

=T Family Planning. English speaking. Founded
1975. Address: Mater Hospital, Auckland 3,
New Zealand. Tel, 689919,

Pakistan Natural Family Life Office. English speak-
ing. Founded 1977, Address: P.O. Box 304,
Faisatabad, Pakistan.

papua_New Guinea National Cathofic Family Life
Office. English speaking. Founded 1974, Ad-
dress: .O. Box $92, Goroka, E.H.P., Papua
New Guinea.
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Taiwan Catholic Huppy Family Service Association.
x English spesking (and  Chinese). Founded
1976, Address: 9th fioor, No. 2, Chungshan
N. Rd., Sect. 1, Taipei, Taiwan 104,
Tel 3311193,

Thailand National Commission for Family Life Pro-

* motion. English speaking. Founded 1977, Ad-
dress: 2 Soi Soensuk, Pruchasongkroh Rd.,
Bangkok 10310 Thailand. Tel. 277-3354.

EUROPE

Austria Marriage Advisory Service, English speaking,

* Founded 1951, Address: Vorstade 0, A-840
vocchlabruck Austrin. Tel. 07G/72/3364.

England Catholic Marriage Advisory Council. Eng-

t fish speaking, Founded 1940, Address: 15
Lansdowne Rd., London WI113A], UK.
Tel. 01-727-0141.

* The National Association of Natvral Family
Planning Teachers. English speaking.
Founded 1972, Address: NP Centre, Bir-
mingham  Magernity  Hoepital,  Birmingham

B15, UK. Tel 021-472-1377.

Frange Centre de Lizison des Equipes de Recherche
i (CLER). French speaking.  Founded 1902

Address: 05 Boulevard de Clichy, 75 009
Paris, France, Tei 874-87-00.

* Institute Recherche sur PEnfant et la Couple
(IREC). French speaking. Founded 1973, Ad-
dress: 16 Place Notre Dame, 38000 Grenoble,
France. Tel. (T0) -44-04- 14,

Germany Family  Life  Mission.  English - speaking.
* Founded 1973, Address: Postfach 19065,
D-7640 Kehl/Rhein, Germany. Tel

0-78-51-7-83-30.

freland Catholic Marriage Advisory Council of Ire-

*1  land. English speaking, Founded 1940 (1975
freland). Address: All Hallows Cellege, Dublin
9, Iretand. Tel 3750497371151,

Italy Centro Internazionale Swudi Famiglia (CISE).
Italian speaking Gand Englisn). Founded 1973,
Address: Via Monte Rosa 21, 20149 Milano,
Ttdy. Tel 49.82.941.

Centro Ambrosiano Mctodi Naturali. Italian
speaking. Founded 1982, Address: Via Bice
Crepagnani 15, Vimearcate, Milano,  Tuly.
Tel. 02/8599550.

Center of Study and Rescarch on NFP, Uni-

* versita Catolica del 5, Cuore, Facolta de Medi-
cina Chirurgia. English  speaking,  Address:
Roma Polictinico A, Gemelli,” Largo Agos-
tino Gemelli 8, 001068, Rome, haiy.
Tel. (00) 33051,

Poland Klub Inteligencii Katolickicj.  English and
Polish speaking. Founded 1950, Address: ul
Kopernika 3+, 00-330 Warszaws, Poland.
Tel, 27-39-39.
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Towarzystivo Olpowick Rodriciclstiva. Eng-
lish and Polish speahing. Founded (dae not
availabile). Address: al Powstacicow Trrans.
N2S, Warsaw, Polind.

Portugal Movimento de Defensi da Vida, Portu-
guese speaking. Founded 19770 Address: Rua
de Beneficancia 7, 1000 Lishon, Portugal.
Tel. 73-14-35.

Servicio  de Entreajuda Es Documentacao
Conjugal (SEDC). Spanish speaking. Founded
1965, Address: Rua Raquel Rogue Gamiero
2-5°E, 1500 Lisbon, Portugal. Tel 78-31-01.

Scotland Scottish - Association for Natural - Family
Planning. English speaking. Founded 1979
Address: Cnester House, Beardsden,
Glasgow, Scotland.

Spain Delegacidn Espanola de i FIDAD. Spunish
speaking. Founded 1978, Address: Apartado
de Correo 24, 071 Bareelona, Spain.

sweden Familjeframjandet,  English and - Swedish
speaking. Founded 1976, Address: Post Office
Box 307¢ S-161 03 Bromma, Sweden,
Tel 0B-373395,

* Denotes major NFP centers,
+ Denotes centers which may provide  lists of

materials and price lists upon request.
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P.O. Box 702, Puthur, Tiruchrapalli 620017,
India.

The Couple to Couple League News, The Couple to
Couple Leagae International, Inc., 3614 Glen-
more Avenue, Cincinnati, OH 45211, ULS.A.
(six issuces annually)

The Living Cycle, New Englind National Family
Planning, Inc., 90 Cushing Avenue, Boston,
MA 02125, U'.S.A.

WOOMB-USA News, Family of the Americas Founda-
tion, Inc., 308 S, Tyler Street, Covington, LA
TO433, US.AL (quarterly)

SURVEY AND REVIEW ARTICLES

Klaus, Hanna, M.D.. “Natural Family Plinning: A
Review,™ in Obstetrical and Gynecological
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