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The International Fertility Research Program is a nonprofit organiza-
tion dedicated to improving the quality of life for women, children and
their families. Since 1971 the IFRP has provided essential support and
training to those whose need for family planning and improved ma-
ternal and child health care is greatest. Our staff collaborates with an
international team of highly competent investigators to make realistic
fertility regulation choices available to all groups of people, but most
especially to people in t1e developing world. The IFRP’s efforts are
concentrated in Contraceptive Development and Evaluation, Opera-
tions Research and Distribution of Family Planning Services and In-
formation.
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Preface

The largest migration in human history is currently taking
place. Over the past 15 years, 600 million people—almost
equal to the population of India—have left a traditional
way of village life to live in the exploding cities of the de-
veloping world. By the end of the century, they are likely
to be joined by another 1500 million, the estimated num-
ber of people who will be born in the cities and who will
migrate from the countryside during the nexi 20 years.

The changes in life-style resulting from rural-to-urban
migration tend to reduce desired family siz2, but economic
growth is slow and the urban poor often have limited ac-
cess to those services normally associated with city living.
Rapid urbanization results in unemployment, poor hous-
ing with unsanitary conditions and overcrowding. To
ameliorate the problems of rapid urbanization, it is essen-
tial to provide people with family planning choices that
will allow them to control the natural population growth
that occurs in areas with rapid inward migration. How-
ever, the lack of an established infrastructure anc the mul-
titude of social and physical problems that surround life in
shantytowns often result in a wide disparity between
needs and services.
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In September 1980 the International Fertility Rescarch
Program (IFRP) sponsored an internationa! mecting to
evaluate the most appropriate ways to deliver family plan-
ning secrvices to the urban poor in the peripheral slums
and shantytowns of rapidly expanding cities of the devel-
oping world. The participants met specifically to review
current technologies and to:

® document successful urban family planning pro-
grams,

® analyze common factors that help identify and rep-
licate ~uccesstul programs,

° review those problems and opportunities that dis-
tinguish urban from rural family planning pro-
grams and

® compare cities with and without successful pro-
grams to determine factors that limit fertility in the
design and implementation of family planning pro-
grams.

Shortly after the IFRP mecting, the United Nations
Fund for Population Activities (UNFPA) held an Interna-
tional Conference on Population and the Urban Future,
where among the participants were the mayors and ad-
ministrators from 41 cities whose populations are pro-

Jected to reach five million or more by the year 2000 A.D.

M_
“Over the past 15 years,
600 million people—
almost equal to the
population of India—have
left a traditional way of
village life to live in the
exp%oding cities of the
developing world.”

‘That meeting reviewed the numerous policy decisions that
must be made to secure any sort of reasonable urban life
in the future.



The recommendations of the two meetings dealing spe-
cifically with services were in full accord. As expressed by
the Rome Declaration, Recommendations 18 (c) and (d),
September 1-6, 1980*, these recommendations were:

® Encouraging the full participation of the popula-
tion at large and their community organizations in
the urban levelopment process both at the plan-
ning and the implementation stage of policy and
programme development.

e Establishing or strengthening measures to cnable
all couples and individuals to have the basic right
to decide freely and responsibly the nu.ber and
spacing of their children and to have ihe informa-
tion, education and means to do so.

This report summarizes the information and inspiration
exchanged during the 1FRP meeting. It is hoped that the
report will in some measure help the growing numbers of
urban poor to obtain the family planning services they
desire.

"Rome Declaration on Population. and the Urhan Futre. lssued by the International
Conference on Populatien and the Urban Future, 1-4 September 1980, United
Nations Fund for Population Activitics, New York, 1980).
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Introduction

Throughout the world’s urban arcas, there has been a re-
markable, consistent and demonstrable reduction in de-

sired family size. Many surveys from a large number of

different countries demonstrate that women in urban
areas do not want as many children as they are currently
bearing. For example, in Peru, a country with strong
pronatalist traditions, 95% of all women with three or
more children do not want another child.

When family planning services are made available,
wives usually express a desire to control their fertility be-

fore their husbands. In fact, during the carly stages of

adopting family planning, the husband may object to con-
traceptive practice. However, after a briel interval, the
men become less opposed te family planning and begin to
support the availability and use of contraceptives.

In the last decade the understanding of family planning
has deepened. Experience has shown that casy access 1o
contraception is essential for its adoption. When a com-
munity is undergoing rapid change and adopting family
planning practices, those who first use contraceptives need
to be sustained and nurtured. Although repeated house-
hold visits may be nceded to launch contraceptive use, in
two or three years even the most unsophisticated and un-
derprivileged communities begin to make an autonomous,
self-sufficient response to the availability of family plan-
ning services. When this happens, the need for ficld-
workers to attend to individual couples declines.
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Family Planning in the Urban Slum

Family planning programs are defined by the population
they serve—urban or rural. This, in turn, determines the
most appropriate and successful channels through which
comraceptives and other family planning services can be
distributed, as wel! as the most needed, suitable and ac-
ceptable methods of family planning to he offered.

The Urban Population

Family planning in urban areas presents special needs and
opportunitics. Although certain changes in life-style that
result from rural-to-urban migration, such as a switch
from breast-feeding to bottle-feeding, may increase fertil-
ity, the social and economic pressures to control fertility
are stronger in most urban situations than in rural areas.



In urban areas the approach to controlling fertility has
often been merely to provide a number of family planning
clinics and to rely on these clinics and on the local hospi-
tals to meet the needs of the urban population. Although
the upper and middle classes have always been able to
turn to private physicians, pharmacies and retail sales out-
lets, relatively few programs have been developed to fulfill
the particular needs of the urban poor. However, there are
sufficient urban programs tailored to the needs of the poor
from different social, religious and cultiral backgrounds in
different countries and in different types of slum environ-
ments to demonstrate that tailor-made services can be
highly effective in improving the health of women and in
lowering birthrates.

The urban setting offers family planning programs
many potentials for the delivery of services ihat do not
exist in rural arcas. By definition, slums are areas of high
population density, making door-to-door service delivery
casier and cheaper. In addition, an increasing number of
slum dwellers are having their babies in maternity hos-
pitals, which provides another opportunity for offering
family planning not found in most village arcas.

The difference between the rural and urban cconomy
also influences the access o contraceptives. Slum dwellers
usually operate in a cash economy and have casy access 1o
small shops and pharmacies. In virtually all developing
countries, medicines of everv type are usually available
without a prescription. Because slum dwellers often spend
a significant portion of their disposable income, sometimes
purchasing nonessential items, exposure to and informa-
tion about family planning methods could channel some of
this money to the purchase of contraceptives.

The mean age at marriage is usually higher in urban
than in rural arcas. In the People’s Republic of China, a
new marriage law was adopted by the fifth National Peo-
ple’s Congress in September 1980, This new law sets the
minimum marriage age for men at 22 years and for women
at 20. However, few countries have made systematic at-
tempts to raise the marriage age although it is an im-



portant variable in achieving lower fertility rates. In many
cities, and particularly in the Indian subcontinent, women
often marry during their carly teens. Efforts to change
such traditional social patterns are difficult, but not im-
possible. Nearly all countries have laws specifying the
minimum age of marriage, but they are difficult to enforce
and are commonly broken. The education and employ-
ment of women seem to be the most powerful incentives
for delaying marriage until a later age.

One of the most important differences distinguishing
rural from urban family planning programs is the oppor-
tunity for the urban programs to involve the community.
The nonslum urban population can provide leadership,
professional skills, concerned volunteers and usually a
more highly developed and effective municipal administra-
tion than exist in remote rural areas.

Channels for Delivering Services

‘The very nature of city life affords a broad range of op-
tions for taking family planning to the urban poor. Differ-
ent channels ol service delivery are available to accommo-
date the needs that arise at different levels of contraceptive
acceptance and program development.

HOUSEHOLD DISTRIBUTION. In most urban areas, there
is already some use of modern contraceptive methods, and
if left to their own devices, communities would probably
adopt contraceptive use and voluntary sterilization with
increasing frequency. However, distribution of contracep-
tives directly to the household provides an opportunity to
acceierate the adoption of family planning. The popula-
tion density of slums makes it logistically possible to es-
tablish these door-to-door services, which provide the op-
portunity to take modern methods of family planning to a
large number of couples in a cost-clfective and culturally
acceptable way. The need for houschold distribution is in
many ways greatest in the less sophisticated comniunities
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where migration from rural areas and a traditional way of
life is most recent.

‘The actual management of household-distribution Sys-
tems is achieved through various methods. In a few coun-
tries commercial agents who already visit slum areas are
subcontracted to distribute samples of contraceptives
door-to-door. Such campaigns usually involve teams of
women who make a very brief visit to each household and
systematically indicate visited households by marking
each house, or at least cach street, with chalk. Such sub-
contracting has heen used suecessfully by Profam, a social
marketing program in Mexico, with the support of the
country’s national family planning organization. 1louse-
hold distribution through subcontracted commercial
agents is most appropriate for more developed slums,
where there are few cultural barriers to the adoption of
contraception. Distribution of this tyne must be integrated
into a comprehensive family planning program, with the
availability and active promotion of the same products in
local pharmacies or shops.

A second method of door-to-door contraceptive distri-
bution involves field-workers specifically trained in family
planning who are able and willing to spend more than a
few moments in each houschold. They are organized by a
government or nongovernment organization and are
trained to promote the concept of family planning, as well
as to answer a broad range of questions, distribute sup-
plies and offer advice and instructions on the use of spe-
cific methods. ‘I'eams of individuals visit community mem-
bers and usually make a follow-up visit a month or so after
the initial contact. Such urban programs have been well
developed in the Philippines by the lglesia ni Cristo, a
nhongovernment religious organization. Programs that de-
pend on field-workers must offer follow-up supplies of con-
traceptives through retail outlets and/or selected depot
holders within the community.

In cultures with a traditional way of life, such as in the
shantytowns of the Indian subcontinent, a home visit may
be particularly important and may have to be repeated



An Experiment in Door-to-Door Family l’lanning

Arecently completed project begun in 1977 in Marrakech Clity 1o 1est
the acceptabilie and effectiveness of distributing family planning ser-
vices door-to-door has been foun 1o he highly successtul in increasing
the use of contraception. Launched in 1977 under the dire tion of Dr.
Zaroul” Mohamed. NMeédecin-chef of Marrakech Provinee, Visites o
Domiciie de Motivation Svsténiatioue (VDONSY recruited and trained
field-workers from existing public health personnel.

Marrakech. o Musline cine, has o populition of about 480000 O
the 200,000 women in this « V83000 are qurd FA-bd vears, Many of

the people live inan area with low standards ol hvgiene and have litle
contact with the health care infrastracture provided by the provineia
government. Lauris 2 the first of twa visits, 81 trained health workers
O emale) visived nearly 50,000 hospitals. Their voals were 1o identify
all women elicible for family planning services, 1o collect basic infor-

mation on the reproductive backaround and contraceptive status of

cach woman, 1o offer oral contraceptives or caondoms e ! ehieible
women and to refer those desiving 1UDs 1o 4 health fociliny

The purposes of the second visit, three to five months later. were 1o
assesss the acceptability of the door-to-door delivery svsten, to pro-
vide additional pills or condoms (o mitial-visit aceeptors, o cncourage
others 1o aceept a method offered by the VDS program and 1o
record additional information about attitudes toward the use of con-
traception by Marrakechi women,

Findings from the project demonstrate conclusively that household
distribution is a highly acceptable and effective means of increasing
contraceptive use, even in a socicty in which the traditional belief in
large families is deeply rooted. “The increase in e, traceptive use
among the women visited twice was dramatic: Overall use of contra-
ception increased from 49% (o 64% in urban Marrakech,

For Moroceo, 4 country of 172,000 square miles with a population of

21 million, the average completed family size of 6.8 children and the
vouthfulness of the people (7% . under age 15 are concerns of vital
importance for national development. The country's population
growth rate is among the highest in the world, and Morocco will don-
ble its current population in less than 25 vears. With 40% of Marra-
keeh Provinee's 1.2 million people already living in urban areas. the
future for the urban poor is dismal.

The idea of family planning, almost unheard of in Moroceo 13 years
ago. is now officially recognized as an mtegral part of the national
health policy. As a means of spreading knowledue about vamily plan-
ning and of offering effective methods of contraception, household dis-
tribution as implemented by VNS has proved a valaable strategy
toward the goal of reducing the country’s population growth rate.
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several times. Rapport needs to be developed between the
home-visiting team and the members of the community,
particularly with women who, for religious or social rea-
sons, are confined to their homes or to very physically
limited areas. For example, in Dacca, Bangladesh, women
are visited every month for three months and then once
every three months for several years, if necessary.

When individual homes are visited, it is common to find
a large number of couples who wish to adopt voluntary
sterilization. A referral system for surgical services and
free transportation to a local hospital or clinic, if neces-
sary, are a valued element in such door-to-door programs.
'The field-worker can give objective information about vol-
untary sterilization that the woman may never have had
and can accompany the woman to surgery, helping to
overcome barriers of fear and the difficulty of getting
around in a large city, which can be real deterrents to ob-
taining services.

Programs go through phases. ‘There is a short phase
when intensive door-to-door visiting may occur and sub-
stantial support is required. Subsequently, programs cnter
a maintenance phase that requires an adequate and con-
tinuous supply of contraceptives. Selected inputs need to
be made to respond to new opportunities or previously un-
foreseen problems. It may be necessary to reinforce mes-
sages that have alrcady been expressed and services that
are well established.

S SN IR S P SIEE N
“It may take two minutes
to give a cycle of pills,
but ten minutes to talk
of other problems.”

HOUSEHOLD DEPOTS. One of the secrets to successful
adoption of family planning is to reduce the barriers of
physical access, cultural unfamiliarity and economic cost
that surround the purchase of contraceptives. To achieve
this, many programs establish local supply depots. Com-



monly, the depot holders are satisfied contraceptive users
who belong to the community and are often older married
women who have children. Often their home is identified
as a supply depot by a sign board.

Frequently, the depot holders are respected community
leaders and may be in prominent locations. For example,
in Howrah District, the poor end of Calcutta, mosques
have served as contraceptive depots, and in the Philippines
the deacons of the church often become depot holders. In
many cases the depot holders sell the contraceptives,
which is one motivation for their providing this service,
and members of the slum neighborhood can approach
them at any time of the day or night to obtain contra-
ceptive suppiies or advice about family planning.

The depot holders usually do have some basic training,
but it rarely lasts more than two days. Although it is not
practical to reward distributors with a regular salary, it is
reasonable to pecmit them to keep part or all of the selling
price of the contraceptives and to take steps to raise their
status within the community. Because the supply depots
are convenient and are closely linked to life in the com-
munity, they provide a culturally acceptable means of dis-
tributing contraceptives.

COMMERCIAL OUTLETS. The ability to purchase contra-
ceptives through commercial outlets alleviates the fear of
modern methods of contraception by associating them
with everyday domestic items. For example, Mechai Vira-
vaidya’s Community-Based Family Planning Services
(CBFPS) in Thailand has opened a “Clothes, Cabbages
and Contraceptives™ store for the urban population.
Mechai’s philosophy is that contraceptives should be
bought in the same way a person buys other essential
items. The convenience offered by the first shop attracted
such response that CBFPS is pursuing the possibility of
opening a chain of CC&C shops where nearly all the basic
necessitics—food, clothing and contraceptives—can be
bought in one-stop shopping. Making contraceptives com-
mercially available also assists in the diffusion of new tech-



nologies through slum areas, and not only helps the peo-
ple who are directly served but contributes to the overall
adoption of coitraception in the community.

The retail sale of contraceptives is a major source of
cot. .aceptive supplies in nearly all urban areas, excluding
those in the People’s Republic of China and Cuba. It is
also the channel of service provision that was historically
significant in the fertility transition of the Western World.
In the 19th century, cvery town in Europe and North
America had a variety of commercial outlets for condoms
and spermicides.

Pharraacies and other shops that sell contraceptive
products are usually open six and sometimes seven days a
week. Even in developed countries. the health professional
seen most frequently by the population is the pharmacist.
For example, in the United States every person enters a
pharmacy on an average of once every three weeks.

In the contemporary developing world, pharmacies
nearly always sell oral contraceptives. commonly have in-

Jectable contraceptives ard usually provide condoms and

spermicides. Although some developing couniries require
a medical prescription for the purchase of pills and in-

Jectable contraceptives, it is a requirement that is rarely, if

ever, observed, and for slum dwellers, the main barrier to
purchasing contraceptives from retail outlets is their price.
Generally, over-the-counter contraceptives sell for about
$1 per cycle of pills and $1-84 for injectable contraceptives,
making commercially available products beyond the reach
of most of the urban poor.

In addition to pharmacies, a number of other small
shops sell simple medicines aud contraceptives. Shops are
an important part of the slum cconomy, and usually shop
owners know everyone in the local community and will ex-
tend credit to their neighbors. The fact that the shop
owner is well known in the community can be an advan-
tage in the provision of contraceptives. Often the husband
will purchase oral contraceptives for his wife, as in Bang-
ladesh, or the parents will send their child 1o obtain con-
traceptive supplies.
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In Sri Lanka, a display of Preethi condoms makes them casily access-
ible to the customer.

Reproduced with permission from Peaple, the development quarterly
published by the International Planned Parenthood Federation.
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The volume of trade in a small shop is low and items
are purchased in small amounts. In extreme cases, and
wheri no formal urban family planning program has been
created, people sometimes buy only four or five contra-
ceptive pills at one time. Because of the low volume of
trade, shopkeepers are not visited by retailers or whole-
salers and often have to visit other shops or outlets 1o ob-
tain the goods they sell.

In many countries there are also retail cutlets for tradi-
tional medicines. In Taiwan, many pharmacies have one
counter for Western medicines and one for herbal and
other traditional medicines. In the Indian subcontinent,
Southeast Asia and Africa, some shops specialize in the
sale of herbal remedies for a variety of ailments, herbal
contraceptives and herbal agents to induce a late period
and to treat infertility and loss of libido. In the Philippines
and Peru, abortifacients can be bought from stalls located
immediately outside Catholic churches. In other countries
vending machines are used to dispense contraceptives.

Although vending machines have not been systemati-
cally explored as outlets for modern medicines and contra-
ceptives, there is every reason to believe that they could be
an cffective channel for the distribution of contraceptives
because use is not restricted by clinic or shop hours and
accessibility is convenient for those who are embarrassed
to purchase contraceptives. The disadvantage is that vend-
ing machines are sometimes vandalized (although no
doubr the contraceptives will get used!), and some coun-
tries may not have a suitable denomination of coins appro-
priate for vending machines.

SOCIAL MARKETING. To overcome the economic barriers
to the access to contraceptives and 1o increase their visi-
bility and availability, a number of social marketing pro-
grams have been established. The oldest is in Sri Lanka.

Since its inception, the sale of condoms has increased
from about 500,000 in 1972 1o more than 6 million in 1978,
The social marketing program in Bangladesh supplies
about 40% of all the contraceptives used in the country,



and as of 1979 provided contraceptive protection to 2.7% of
the country’s couples. In Mexico, the Profam social mar-
keting program was launched in early 1979 and by March
1981 had supplied 4.4 million condoms, 1.3 million cycles
of oral contraceptives, almost 100,000 containers each of
spermicidal cream and foam and approximately 700,000
packets of spermicidal suppositories.

Social marketing programs have several elements. They
select the contraceptives to be marketed, develop a brand
image with carefully designed packages, determine prices,
identify appropriate distributors and launch a promo-
tional campaign. Selected products are often extensively
pretested within the community to assess the effectiveness
and acceptability of the method, packaging, brand name

An important element in the Profam marketing strategy is the open
exchange between the pharmacist and customer.,

Credit: R. Ciszewski, Population Services International, 1979,
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“Basically, social marketing
projects in fanily planning

premote, disiribute and
sell a contraceptive product
to consumers lllr()ugh an
existing sales outlet at a
relatively low, subsidized
price to achieve a recognized
soctal goal—cexpanding
contracepuve use,”’!

and price. For example, in Mexico oral contraceptives
were offered in a variety of colors. This was changed as
the majority of the people wanted a white pill because it
was asscciated with purity and cleanliness.

Effective promotion of the selected products is an essen-
tial element of effective social marketing programs. Some
countries, such as Mexico, permit radio and television ad-
vertising of contraceptives, including references to specific
brands. Policies should be established in all countries to
allow brand-name advertising through the use of bill-
boards, radio, television, newspapers and magazines.

CLINICS AND HOSPITALS. Urban areas are always better
served by private and government hospitals than rural
areas. In some countries, a disproportionate amount of the
health budget is allocated for urban services and private
physicians are invariably cencentrated in urban areas.
Even government and nongovernment family planning
programs tend to open clinics in urban areas before they
reach into rural arcas. For exampie, in Indonesia there is
approximately one clinic per 50 square kilometers in Java
and Bali, but only one clinic for every 850 and 6400 square

"“*Social Marketing: Does It Work?” Popul Rep [J] No. 21, January 1980.



kilometers in the two groups of the more remote Quter
Islands.

Unfortunately, the advantages of having appropriate
medical facilities in urban areas are not always fully ex-
ploited. For example, many urban maternity hospitals do
not provide postpartum contraceptive advice. For many of
the urban poor, the moment of childbirth may be their
only contact with a physician or other health care profes-
sional. Thus, the occasion offers many women a rare op-
portunity to obtain family planning advice and contra-

Prices to Consumer of Contraceptives Available
Through Commercial Retail Market and
Throuzh Social Marketing Programs
in $:lected Countries (in $US)

Price Through

Commercial Social Marketing
Country Contraceptive Retail Price! Program’
Bangladesh Condom 08- .12 .01
OcC 80-1.50 05
Colombia oc AHO-1.10 25-.45
Costa Rica O 1.50-2.50 .35
El Salvador Condom .10-.30 04
O 1.00-3.56 40
Indonesia Condom .07- .20 016
Jamaica Condom A45- .85 .03
OC 2.00-2.25 A7
Korea Condom 50 .03
oC .60) .30
Mexico Condom 30 1
oC 1.00 .39
Foam 4.25 1.91
Nepal Condom * 013
oC S0-1.10 13
Sri Lanka Condom 3 013
OC B85-1.50 A5

Price (in SUS) per eycle of oral contraceptives, per condom, or per container of pres-
surized foam

INone available before social marketing program

*Negligible sales of brands other than Preethr since 1974

Population Reports, Series J, Number 21, Population Information Pro-
gram. 'the Johns Hopkins University, Baltimore, MDD 21205 USA.
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ceptive services. Maternity hospitals also have an impor-
tant role in sustaining an appropriate level and duration of
breast-feeding, both to improve the welfare of the infant
and to extend the period before ovulation resumes.
Perhaps the women most in need of help are those who
come to hospitals with the consequences of a poorly per-
formed illegal abortion. After an abortion, there is cvi-
dence that most women are receptive to the idea of plan-
ning their families and want a reliable method. And,
women who accept contraception at this time often have
the best rates of continued contraceptive use. It should be
mandatory hospital or clinical practice to provide these
women with contraceptive advice. Before leaving the hos-
pital, they should have the choice of obtaining a supply of
oral contraceptives, having an injectable contraceptive ad-
ministered to them or having an [UD inserted con-
currently with the treatment of incomplete abortion.
Family planning clinics run by government or non-
government agencies are an important but sometimes mis-
understood clement in urban services. They should rarely
be allowed to operate as an isolated entity, but should be
regarded as the center for reaching out to the com-
munity—a place where patients with spedial problems are
referred and where particular procedures, such as volun-
tary sterilization or menstrual regulation, are provided.
Clinical facilities are staffed with personnel who can pro-
vide good health care and a variety of services and sup-
plies. Also, the provision of contraceptives in a clinical set-
ting associates them with routine medical care and in-
creases the likelihood of widespread acceptance.
However, there is always a danger that a network of ur-
ban family planning clinics will be regarded as an end in
itself, and administrators may not clearly see their limita-
tions. Women are often deterred by the prospect of the
routine clinic procedures, such as a pelvic examination,
that are commonly associated with family planning clin-
ics. Clinics are often open only at limited and inconvenient
hours and are commonly situated at some distance from
the poorest slum areas. The distance becomes a problem



The Indonesian Experience

Family planning activities in Indonesia have developed quickly and
smoothly in the ten vears since the creation of the National Family
Planning Coordinating Board (BKKBN). Once the government as-
sumed responsibility for managing a nationwide program in 1970,
family planning became an integral component of the country’s over-
all development program. A specific goal was set to reduce the 1971
fertility rate by 50% by the year 2000.

‘The process of institutionalizing family planning in communities
has also begun to develop. In provinees where 15%-35% of all eligible
couples use contraceptives, community participation in family plan-
ning has increased significantly. Some of the provinces in Java and
Bali have reached 50%-70% of cligible couples. By the end of 1977, it
was estimatec that 20% of all Indonesian couples were using some
method of contraception. After the first six years of the BRKBN pro-
gram, Indonesia’s birthrate fell from 43/1000 1o 3671000, and the
growth rate declined by 10% from 2.1% to 1.9% a vear.

‘Throughout Java and Bali, family planning posts and hamlet ac-
ceptor groups have heen established, lTargely on the initiative of the
community itself. In provinces where the number of contraceptive
users is high, the hamlet acceptor groups have broadened their activi-
ties to encompass a wide variety of programs from those that provide
education on nutrition and primary health care to those that provide
new economic opportunities for women. further stimulating village de-
velopment efforts.

To achieve acceptance of small family size, the programs plan to es-
tablish and consolidate family planning groups consisting of all eligi-
ble couples in the community. It is expected that such groups will be-
come increasingly involved in the motivation, recruitment and mainte-
nance of family planning acceptors in the community.

A program to weigh children younger than age 3 will also be insti-
tuted. The trained field-worker will provide information and educa-
tion on family planning, will distribute contraceptives, will train local
contraceptive acceptors to weigh the children and keep simple re-
cords, and will give advice to mothers on nutrition, child spacing,
breast-feeding and family planning.

In 1978 the BRKBN employed over 7000 paid field-workers. had es-
tablished 20,000 Village Contraceptive Distribution Centers and 25,000
village family planning groups that depend on local volunteers. The
program provides oral contraceptives and < adoms and refers those
who desire an TUD or sterilization 10 the appropriate health facility.
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because of transportation costs and because it takes
women away from their families and, in some cases, away
from a job. These reasons contribute to the situation in
which the same contraceptive can be sold more readily in
the slum itself than it can be given away free at a clinic.

REFERRAL SYSTEMS. Lffective family planning requires
access to a variety of contraceptive choiccs. Although it
may not be physically possible to offer all choices within a
slum area, it is essential that effective referral systems exist
for those who want to switch from one meinhod to another
as the need arises, for those who experience problems with
a particular contraceptive, and for those who desire a sur-
gical method of contraception.

In Morocco, there is a new element to family planning
called the reference center. This center s usually located
near a maternity hospital and helps women choose an
appropriate contraceptive. Unfortunately, the maternity
hospitals and reference centers are usually too far from the
slums to be of use to the urban poor.

The principal challenge to providers of family planning
services is to develop acceptable channels of distribution
that effectively reach the population. After the second
World War in Japan, the Family Planning Association
needed to extend services to millions of citizens in a highly
urbanized country where the cconomy had been shattered
by a disastrous war. Because outside aid was practically
nonexistent, they had to strive for self-sufficiency. The
Family Planning Association entered into an imaginative
promotion and sale of condoms, using both special staff
and midwives as distributors. Their work led to a number
of innovations in condom sales and packaging, including
the use of teams of women who made, and continue to
make, door-to-door visits promoting condoms to women.
Although the major outlet of condoms in Japan continues
to be through pharmacies with sales directly to men, one
important lesson was learned from the Japanese experi-
ence: Different channels of distribution need to be de-
veloped, targeting both men and women.



The Range of Methods

Three basic categories of contraceptives are available to

those who provide family planning services:

I. Nonappliance methods, which include coitus inter-
ruptus, periodic abstinence (rhythm method) and
breast-feeding;

2. Chemical and mechanical methods, which include oral
and injectable formulations; IUDs; condoms; dia-
phragms; cervical caps; and spermicidal creams, jellies,
foams, foaming tablets and suppositories; and

3. Surg.-al mcihods, consisting of voluntary female and
male sterilization, menstrual regulation and abortion.
Among the many variables that affect the methods of-

fered by family planning programs are:

o the life-style, economic status and cultural tradi-
tions of the population served,

o the degree of information and education about and
acceptance of contraception that already exists in
the community, and

® the legal status »f particular contraceptives in the
country involved.

Some methods are not very suitable for developing
country populations because of existing family planning
facilities and life-styles. Thus, the diaphragm and cervical
cap have been excluded from our discussion of the range
of methods likely to be used on a large scale. Use of the
diaphragm or cervical cap requires trained personnel to fit
the devices and to instruct the woman on proper insertion
techniques. Effectiveness of these methods requires a high
motivation for their use. 2lso, few contraceptive distri-
bution programs have subsidized these two devices.

Periodic abstinence requires intensive instruction by
trained personnel and meticulous record keeping by ac-
ceptors. Calendar rhythm is usually not promoted by
family planning workers because it is difficult to identify
accurately the time of ovulation and is not practical for
women who have irregular menstrual cycles. Use of the
temperature method affords a more reliable means of pre-



dicting ovulation, but the woman must have a ther-
mometer and must be able to read it correctly. Although
the ovulation method has been tried in slums, it is too
early to assess its effectiveness.

COITUS INTERRUPTUS. Coitus int: . untus, or withdrawal,
is often, and probably unjustly, criticized as a poor
method of family planning. The evidence that is available
concerning its effectiveness suggests that it can be almost
as effective as a mechanical method, and during the demo-
graphic transition in Europe, coitus interruptus was the
single most important method of fertility control. Family
planning workers should know that this method exists and
should not discourage its use unless they have sure evi-
dence that people will move on to adopt a more effective
method of fertility control.

BREAST-FEEDING. It is estimated that current patterns of
breast-feeding in the developing world provide approxi-
mately 34 million years of protection against pregnancy.
The exact physioiogic mechanisms controlling the return
of ovulation in lactating women are not fully understood
but are thought to depend upon patterns of suckling. The
introduction of supplementary feeding, breast-feeding ac-
cording to a strict schedule rather than on demand, and
the separation of the infant from the mother at night prob-
ably all increase the likelihood of an earlier return of ovu-
lation during lactation.

Bottle-feeding is spreading rapidly in many urban
areas. In some poor urben areas, the loss of the natural
protection against conception that lactation provides may
occur more rapidly than the adopticn of artificial methods
of family planning. Clearly, there zre reasons why women
who are employed may adopt bottle-feeding. However,
from the viewpoint of family planning programs, it is im-
portant to emphasize steps that can be taken to resist any
unnecessary switch from breast- to bottle-feeding.

First, medical professionals need to be more fully edu-
cated on the role of lactation in suppressing ovulation and
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in reducing the incidence of infant gastroenteritis. More
and more slum women are having their babies in large,
usually busy, and often overcrowded hospitals. Among the
steps that should be taken to improve the chances and
success of breast-feeding is to allow the mother to suckle
her infant immediately, or at most within 30 minutes, after
birth. Once out of the delivery room, the baby should be
with the mother, either in her bed or in a bassinet at the
end of the bed and not in a separate nursery.

Second, because the sale of commercially prepared in-
fant formula represents a significant part of their income,
pharmacies and other stores are unlikely to ~case promo-
tion of artificial feeding. However, pharmacists must be
taught about the side effects and dangers of infant formula
in exactly the same way they are taught about the side ef-
fects and dangers of other drugs they dispense.

Third, in many countries there is no valid reason why
the advertising and promotion of infant formula should
not be regulated, without any disadvantage whatever to
individuals. Those women who want or need to bottle-feed
their babies would still do so. In some countries, such as
the Philippines, Indonesia and Mexico, efforts are made to
promote breast-feeding through posters, billboards and
television advertisements. Last, governments should be re-
minded that infant formula often involves high import
costs and serious stra:ns on foreign exchange.

In short, to maintain and fully improve the prevalence
of breast-feeding in urban areas, a concerted strategy must
be aimed both at those who provide infant formula and at
mothers who are caring for babies. It is better to provide
extra food to the mother rather than to provide infant
formulas to the baby.

ORAL AND INJECTABLE CONTRACEPTIVES. The pill has
proved an acceptable, popular method of contraception
wherever it has been made available in an urban situation.
An increasing number of countries have recognized that it
is responsible to distribute oral contraceptives without a
prescription. In countries where prescription laws still
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exist, it is difficult for family planning programs to sub-
sidize pills for sale in slums, and the situation arises where
the middle and upper classes can purchase the pills with-
out a prescription from pkarmacies, but the poor are
denied access to this method because of lack of money.
One of the most important steps that can be taken to im-
prove family planning services, and to prevent maternal
death due to abortion and unwanted pregnancies, is to re-
move the prescription requirement for the distribution of
oral contraceptives.

Shopkeepers, pharmacists and community depot hold-
ers can be taught to use a simple checklist to ask women
about their age, smoking habits and any recent history of
jaundice before distributing oral contraceptives. In sophis-
ticated communities, questions can also be asked about
hyvertension and diabetes.

Unfortunately, the media in developing countries often
pick up Western attitudes toward oral contraceptives, re-
peatedly emphasizing the drawbacks of this method and
rarely publicizing the positive effects. It should be noted
that in poor communities, a majority of the wernen are
anemic and use of the pill decreases menstrual blood loss
and raises the hemoglobin levels. Epidemiologic evidence
shows that use of oral contraceptives may reduce the risk
of developing ovarian cancer and breast tumors. There is
also a suggestion that endometrial cancer may be reduced
by using oral contraceptives.

Injectable contraceptives are popular in many devel-
oping countries, partly because diseases are commonly
treated with a shot, causing injections to be associated
with safe, effective modern medicine. Wherever injectable
contraceptives have been made available, program man-
agers have found them a useful addition to the range of
contraceptive methods. There is often a considerable over-
the-counter trade, although at a relatively high cost, and
strong evidence that wide availability of injectable contra-
ceptives through social marketing programs and govern-
ment-supported programs would expand their use rapidly.



Unlike the use of oral contraceptives, injectable contra-
ceptives appear to be suitable for women of all ages, in-
cluding those who are lactating and those who smoke.
Urban slums always have a number of people who can
give injections, including pharmacists.

IUDs. One of the most cost-effective ways to provide [UDs
is to encourage private practitioners to insert 1UDs by
supplying them with free devices that can be sold at a Jow
price to acceptors. Perhaps the single most successful use
of 1UDs has been in Taiwan. In 1964 the government es-
tablished training programs for private physicians, and
nationwide use of TUDs occurred in a short interval. An
cffective coupon system for government subsidy of the
IUD insertion was developed, and no capital had to be in-
vested into building family planning clinics. From 1964 to
1974, the birthrate in Taiwan decreased from 34.0/1000 to
23.4/1000, and the number of 1UDs inserted (including
reinsertions) increased from 45,449 to almost 1.5 million. It
is notable that prevalence of TUD use is considerably
higher in Taiwan, where private practitioners were used,
than in the Philippines, where 4000 family p!' nning clinics
were created but private practitioners were not explicitly
involved in the government program

The use of IUDs is generally secu in clinical terms, but
sometimes it is a choice that reflects secial and cultural
factors. In Muslim communities, some women fear that
their husbands will divorce them if they plan their
families. One woman with five children who asked the
physician why IUDs have strings was told that they make
it possible to check if the device is in place and make it
casy to remove it. “Could a device be removed if the tails
were cut off?” she asked. “It would be more difficult, but
it would be possible.” The woman requested that the
threads be removed so that she could be completely sure
her husband would not discover that she had an 1UD.
Subsequently, she brought 25 other women to the same
clinic, also asking for devices with the threads cut off.
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BARRIER METHODS. Condoms are usually available in
cities, although in many situations they are associated
with prostitution and a means of preventing the spread of
venereal disease. This relationship often creates a stigma,
causing the use of condoms 1o be associated with venereal
discase rather than with family planning. This stigma can
be removed by a more concerted effort 1o promote con-
doms as an effective family planning method and by asso-
clating them with basic, everyday commodines. In
Thailand, condoms have become a form of carrency, and
arrangements have been made for women who must travel
to obtain a sterilization to pay for the ride on the local bus
with condoms.

The use of colered condoms can semetimes increase ac-
ceptance. Recently, in a very poor slum in Lima, Peru, the
advent of colored condoms caused not only greater accep-
tance, but also discussion and joking about family plan-
i, which increased the general adoption of contracep-
tion within the community.,

Encouraging results have also been obtained with the
marketing of spermicides, particularly foaming table:s,
and there is reason to believe that the use of this method
could be expanded in several situations. Again, marketing
techniques can be uscful because spermicides are easy to
use and have no systemic side effects. In some cou ntries,
such as Brazil, where it is illegal to advertise contra-
ceptives, or where social or political conditions prohibit
their advertisement, spermicides are often promoted as
feminine hygiene products.

VOLUNTARY FEMALE STERILIZATION. Voluntary sterili-
zation has become the most universally popular method of
contraception, and its acceptance continues 1o grow rap-
idly. It is estimated that 90 million couples use steriliza-
tion to control their fertility, and that by the end of the
century, another 100 million will choose this method.
Sterilization can be performed hetween pregnancies or
immediately postpartum. The fact that increasing num-
bers of women are delivering their babies in hospitals in-
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Evolution of Attitudes in Peru

In 1977 the Peruvian government was aware of the sociocconomic
problems created by rapid population growth and permitted family
planning, provided it was integrated with other aspects of health care.

Twenty-five percent of Peru’s population lives in cities, and the
average urban couple has 6.3 children. With an annual population
growth rate of 2.9%, the country will double s population of over 18
million in less than 25 vears. Five million people live in the capital city
of Lima, and half of them live in the abject poverty of the urban
slums. In 1977 the Association of Pharmaceutical Laboratories of Peruy
(ALAFARPE) set up four family planning health centers in the
southern zone o Lima, serving 200,000 people in an area where the
nearest hospital is an hour-and-a-half drive.

Twenty-three field-workers were recruited and trained for four
months by the Ministry of Health in the arcas of first aid, vaccina-
tions, the treatment of dehydration and family planning. A door-to-
door survey was conducted and maternity care and family planning
were promoted. Services were provided for small fees. appropriate to
the slum cconomy:.

Swing: in government policy, Marxist opposition in the slums, illi-
teracy and the traditional attitudes of the people all slowed the adop-
tion of family planning. Lighty percent of the people were unaware of
any possibility of contraception, and of those who knew about cont ra-
ception, 80% knew only of o traditional method. Although the popula-
tion was a voung one, most women had alveady exceeded their desired
family size. Nevertheless, hushands were apposed to their wives using
contraceptives.,

Simple records are kept of the elient’s age, parity, desived family
size and previous knowledee of Fomily planning. Satisfied users, who
are mostly women with IUDs, refer others for services and provide re-
supplies of contraceptives. Such depot holders receive a three-day
training course.

Despite the adverse circumstances, the program succeeded and
grew rapidly. The husband’s opposition 1o family planning waned,
and contraception has become ajoint decision of the couple.

tensifies the need for promotion of postpartum steriliza-
tion. It is the most technically simple sterilization method
for a physician to learn and to perform safely, is the most
convenient procedure for the woman and can be per-
formed within 24 hours after delivery.



Once again, private practitioners represent a cost-
effective, culturally acceptable channel of provision for
sterilization services. In Korea and Taiwan, coupon sys-
tems have been used for government subsidy of the opera-
tion. In Korea the 1978 medical fee for female sterilization
was US $30, and in Taiwan the 1979 fee for tubal ligation
was US $26. When selected physicians have been appro-
priately trained, a high volume of service can be offered.

VOLUNTARY MALE STERILIZATION. Vasectomy is an
easier operation to perform and to provide than tubal liga-
tion, and both physicians and auxiliary personnel can be
easily trained in .he technique. No special facilities, other
than a ciean room, are required, and the instrumentation
is simple and inexpensive.

However, there are many people in poor urban areas
who regard any operation with a great deal of fear. For ex-
ample, when vasectomy was first made available in Bom-
bay, men were required to attend hospitals or family plan-
ning clinics. Relatively few came. However, when the
same operation, performed by the same physicians, was
offered in booths at a railway station, more men accepted
it in a month than had adopted vasectomy in the previous
year. Many hundreds of thousands of operations were
subsequently performed at railway stations, in converted
buses and in temporary booths of bamboo and tarpaulins
erected on streets in the busiest areas of the city.

MENSTRUAL REGULATION. Menstrual regulation is per-
formed within 14 days of the missed menstrual period and
is usually done on an outpatient basis. Uterine evacuation
using a hand-held gynecologic syringe and a flexible plas-
tic Karman cannula has proved a safe, easy-to-use, in-
expensive procedure. In some urban areas, this new tech-
nology has been rapidly adopted; individual cases can be
quoted of private practitioners who have performed several
thousands of menstrual regulation procedures. Profes-
sional counseling is valuable before the procedure to ex-
plain it to the woman and afterwards to provide informa-
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tion and advice about effective family planning methods.
There is evidence that women will use menstrual regula-
tion if it is available.

ABORTION, Whether abortion is legal or illegal, it is an in-
trinsic variable in fertility control. There is evidence that
abortion is most common when a society first attempts to
control its fertility. Therefore, abortion is a particular
problem in urban areas and is likely to become more of a
problem in the remaining years of the 20th century.

“From 30 to 55 wuillion
abortions are estimated to
take place annually
throughout the world.
About half of them are
illegal; more than half
take place in developing
countries.’’?

Experience demonstrates that many women who have
second-trimester abortions made the decision to terminate
the pregnancy soon after missing their menstrual period
but were unable to find appropriate services, needed time
to gather money for the sometimes high cost or were put
on a waiting list at a government service. When abortion
is to be performed, every effort must be made to perform
the procedure as early as possible.

“One estimate, based on data from the International
Planned Parenthood Federation, is that in 65 Asian, Afri-
can, Middle Eastern and Latin American countries about
84,000 women die each year from induced abortion.’”

*Complications of abortion in developing countries.” Popul Rep[F] No. 7,
July 1980.
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In areas where menstrual regulation and abortion are
not legally available upon request, many women turn to
traditional abortion practitioners who bring age-old
methods from their village backgrounds. (For more infor-
mation, see M Potts, M Gallen, T Narkavonkit, ]
Tomaro: Traditional Abortion Practices: Three Studies of
lllegal Abortion in the Developing World. IFRP, Research
Triangle Park, NC, 1981.)
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Promoting Family Planning

Before people can adopt family planning, they must have
access to services and information about those services. A
wide variety of channels exists in urban areas both for pro-
moting the concept of family planning and for providing
information about scientific methods of fertility regulation.
When family planning is first being introduced, the most
effective way of informing and educating people about
services and methods is often by word of mouth. Once the
idea of family planning be.omes more familiar and accept-
able, mass-media advertising can be a valuable tool for in-
creasing awareness.

Field-Workess

Personally committed field-workers should be carefully
selected to sincerely and enthusiastically promote family
planning. They must be acceptable to the community,
meeting the people’s expectations in such areas as marital
status, age and sex. An effort should be made to enhance
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the image and visibility of the field-worker within the com-
munity. In Dacca, field-workers can usually be identified
by the effects of better nutrition and their dress: Each one
wears a button with the logo of Concerned Women for
Family Planning, a group of women who distribute con-
traceptives door-to-door. Those who provide services
under the auspices of the Iglesia ni Cristo in the Philip-
pines wear attractive, bright uniforms, and in the Howrah
District of Calcutta, field-workers carry a bag sporting a
distinctive logo.

Volunteers can be recruited from slum communities. Al-
though there is often considerable willingness to help, lack

Each field-worker of the Concerned Women for Family Planning in
Dacca wears a button with the organization’s logo on it.



of time can limit their effectiveness. If consistent, effective
work is to be secured, field-workers need to be paid. In
Pakistan in 1975, government-sponsored door-to-door dis-
tributors were paid US $20 a month. In the Philippines,
Iglesia ni Cristo field-workers receive a small salary and
are reimbursed for transportation.

Health Care Personnel

The nature of family planning is such that people often
turn to those in their own social group for advice. A physi-
cian may be perceived as a remote, busy, even unsym-
pathetic person by the urban poor. And, although a physi-
cian may have a certain amount of influence, many of
them have had no training in family planning. Sometimes
the custodian in a family planning clinic has more in-
fluence than the doctor.

To obtain the maximum use of family planning, all
members of the health profession need to understand the
advantages of contraception and to have a basic knowl-
edge of the techniques available. Only then can they
promote family planning in all appropriate situations, re-
spond to questions from acceptors and potential acceptors
and refer women and men to appropriate facilities for ob-
taining surgical procedures.

Pharmacists

The goal of a retail outlet is to make a profit by providing
a service to the community. In poor communities retail
outlets should have access to free or subsidized contra-
ceptives from the government so that they can sell them
for a low price and still enjoy some profit.

Shops will promote those items that sell best. But many
shopkeepers also have a social conscience and will work
hard to promote contraceptive products. Usually, the
shop’s salespersons earn the same average wages as the
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area’s slum dwellers and are well aware of the need for
family planning at an affordable cost.

Point-of-purchase display racks holding contraceptives
and promotional materials attract attention and make
contraceptive products accessible to the consumer. Some
customers may be too shy to ask for a contraceptive, but if
they can pick it up and hand it to the salesperson, they
may buy it.

Family planning and public health issues should be in-
cluded in the training of pharmacists, and refresher
courses should be held for those alrcady in practice. In the
United States, a systematic attempt to enroll pharmacists
in courses on family planning and the control of venereal
discase quadrupled condom sales.

Commu nily Leaders

In many urban communities the members who are in-
fluential, either because of administrative, political or re-
ligious reasons or because of sheer charisma, can make or
break the acceptance of family planning. Community
leaders may influence people against adopting family
planning by promoting and reinforcing traditional, con-
servative aititudes toward contraception. But, they are
also in a position to play a particularly creative role in
achieving the acceptance of family planning.

Often, by virtue of the slightly higher income they may
enjoy and by an appreciation of the merits of education,
they themselves may be more likely than average (6 bhe
practicing family planning. Nearly all structured family
planning programs that have been effective in slum areas
have begun by engaging the interest and by involving the
sympathy ol local community leaders.

General Service Providers

Some people are particularly well placed to influence their
neighbors, and certain situations are tailor-made for dis-



seminating family planning information. In Arab coun-
tries, batning establishments are very common, and the
attendants have great power in spreading information.
Conversations about family planning could easily be car-
ried on and would serve to disseminate information to a
great number of people.

In the United Kingdom, barbers are a major outlet for
the sale of condoms. After a man has his hair cut, the
barber asks, *‘Is there anything else, Sir?” The man either
says, “Yes, please,” and gets a package of condoms, or
says, “No, thank you,” and continues with his business.
The situation in which contraception is positively offered
to people, allowing them to accept or decline, is often a
more effective way to distribute family planning methods
than the situation in which people must overcome their
embarrassment or shyness and summon up the courage to
purchase a contraceptive.

When those who provide services offer their customers
contraceptives, the situation is mutually beneficial. The
service provider ecarns a little extra money, and the cus-
tomer can purchase contraceptives in a relaxed, familiar
environment. In Thailand, taxi drivers distribute referral
coupons to sterilization acceptors. If a driver refers 50 ac-
ceptors in one year, the sponsoring program, CBFPS, pays
the insurance on his cab for one year.

Mass-Media Advertising

Many low-cost commodities, such as soft drinks and
cigarettes, are actively promoted in slums. The same
straightforward advertising of contraceptives has been suc-
cessfully carried out in a variety of different countries, in-
cluding Bangladesh, Sri Lanka, Colombia and Mexico.
Advertising has also been used to promote breast-feeding.
In certain situations, the commitment to family planning
is so great that advertising agencies have donated their
skills and prepared promotional material at no charge. On
the whole, professionally designed materials have proved
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more cost-effective to produce than material put together
by the employees of family planning organizations, who
rarely have the necessary experience and training.

Pamphlets, prepared both for the literate and illiterate,
describing the methods and philosophy of family planning
can be distributed through a number of outlets to shops,
pharmacies, hospitals and private practitioners. Billboards
displaying the Panther (condoms) trade iiame, slogans and
logo are common in Jamaica, radio jingles and siide shows
shown in theaters are popular in Bangladesh, and tele-
vision spots are a major part of Mexico’s social marketing
program. However, in some countries laws or internal
media regulations prevent the advertising of contra-
ception, particularly of specific brands.

The significant role of the pharmacist in the urban area
can be enhanced by the production of flip charts and mag-
azines deliberately aimed at the pharmacy and its em-
ployees. In one country, a very expensive glossy publica-
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Billboards displaying the Panther trade name, slogans and logo are
common in Jamaica.

Reproduced with permission from People, the development quarterly
published by the International Planned Parenthood Federation. People
2(4):21, 1975,



tion on family planning proved to be a failure, whereas an
inexpensive comic book was an instant success. In all
situations the person who has face-to-face contact with the
potential user of family planning is the key provider whose
status should be recognized and toward whom educational
information should be targeted.

A poster designed for use in US pharmacies promotes condom use
and provides information.

Reproduced courtesy of Pharmacists Planning Service, Inc, PO Box
1336, Sausalito, CA 94965. Posters are available upon request.
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Managing a Family Planning Effort

The goal of a family planning program is to provide all
people who want to control their fertility with the informa-
tion, supplies and services needed. Programs must be effi-
ciently managed, realistically staffed and designed to
reach all the special groups in the population to be served.

Goveriment Sponsorship

The need for family planning in urban areas can only be
met by significant government involvement. However,
municipal and national government resources are almost
invariably overstretched in trying to meet the numerous
needs of poor urban areas: Resources are drastically
needed to provide educational and vocational opportuni-
ties and to improve health care, housing conditions, trans-
portation and sanitation.
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Although government resources are likely to continue to
meet the major part of the needs of the urban poor, non-
government agencies play an important role in experi-
menting with pilot schemes to provide sensitive services
that respond to the needs of the community and to handle
needs that receive the sympathy of government officials
but are too controversial and politically sensitive to allow
government involvement.

One of the simplest ways in which the government can
help is by subcontracting services to the private sector of
the urban structure. The subsidizing of sterilization pro-
cedures and TUD insertions performed by privawe practi-
tioners has been successful in Korea and Taiwan. Social
marketing programs are relatively casy to administer and
can be implemented rapidly by subcontracting to adver-
tising agencies and wholesalers and by using the technical
skills of the private sector for appropriate activities. The
senior administrators in hospitals and public health ser-
vices usually control an important portion of resources
and can either facilitate the implementation of successful
family planning services or inhibit progress, depending on
the priority they give to this particular topic.

Strong political backing for effective family planning
programs is one of the most significant variables affecting
their success. Some cities around the world have made im.
pressive progress in the field of family planning because of
support of the local mayor.

Selection of Staff

While no universal guidelines can be established, the se-
lection of staff is of key importance. Among the criteria
that must be considered for staff to be accepted by the
community are marital status, educational level, sex, per-
sonality and degree of commitment. In some areas, as in
Dacca, it is imperative that field-workers be married
women. In other areas, as in Morocco, men may be more
suitable, and in still other areas, as in Thailand, the sex of



Success in Mexico

In 1959, the year that the Mexican Sanitary Code (article 24) defined
both birth control and ahortion as illegal, Mexico's first family plan-
ning service, the Asociacion Pro Salud Maternal, was organized. The
Asociacion was started initially as a pilot project to determine i Mexi-
can women ol the lowest socioeconomic zroup could be motivated (o
practice contraception for o prolonged period. and i so. which
methods were most elfective, For six vears the Asociacion Pro Salud
Maternal was the onlv organization offerine contraceptive advice in
Mexicos and. as such, was the target Tor those who were opposed 1o
birth control.

When Echeverria ran for President in 1969, he used the slogan 1o
populine is to govera.”™ Butin 1974 he drafted o L stating that every
person has the constitutional right to receive free famihy planning ser-
vices. Todav, the National Population Council is headed by the Nin-
ister of the Interior. and hree services in family planning are provided
by government bealth institutions. 1t has even become possible for a
sterilization procedure 1o be obtained  without consent from  the
spouse.

Since 1905 the Asociacion has provided intensive training and edu-
cational programs in tamily planning and carrently maintains a
comprehensive book and film library. Re enthy. the progrim opened a
clinic at the National University of Mexico where students can obtain
contraceptive services, sex education and ceneral counseling.

The Asociacion Pro Salud Maternal continues to thrive in o country
where the government cades outlawed birth control only 22 vears ago,
It has survived the times of the worst opposttion successfully and
serves as o center ol information, education. communication and
training in family planning.

the field-workers and other staff seems to be secondary to
other characteristics. What is essential is that the selected
criteria do not exclude employing people from the com-
munity that is to be served.

Nongovernment agencies have a significant advantage
over government services in that they usually have much
greater freedom to hire and fire staff. Staff employed by
nongovernment agencies are also likely to become more
involved with people in the community than are govern-
ment employees. Government services usually employ peo-
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ple within a strictly defined framework, and unfortunately,
the structure of many government and municipal services
does not encourage outreach into a community: Workers
commonly spend the day inside a building. Government
employees are sometimes shifted around to meet adminis-
trative concerns quite beyond the needs of local communi-
ties, making it difficult to create a situation in which local
staff help people in their own community.

Training

The technical knowledge necessary for field-workers to
take family planning into poor urban areas can usually be
taught in one or two days. The basic training should cover
the goals and policy of the program, the different methods
of family planning and their potential side cffects, the dis-
tribution of contraceptives and appropriate record keep-
ing. Training can be accomplished through a variety of
techniques, including lectures, demonstrations, group dis-
cussions, slide shows and role-playing. Role-playing pre-
pares field-workers for situations that are likely to arise in
their daily work.

It is often most advantageous to assign new workers to a
small team of more experienced colleagues so that they
can serve an apprenticeship, learning the subtleties of
communication and reinforcing and consolidating their
knowledge by practical experience.  Periodic refresher
courses arc as important as the initial training session,
and some programs, such as the one in Dacca, provide an
opportunity for field-workers to exchange information and
discuss cases once every two months.

Supervision

The supervisory structure of a family planning program
must be strong if the program is to be effective. Invariably,
the supervisors with the strongest leadership qualities are
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A Moroccan ficld-worker from t*e Family Planning Association calls
on the keeper of a hamman (bath house).

Credit: Jeremy Hamand/IPPF
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concerned professionals from outside the slum community
who already have a strong background in health care or
medicine. They must be able to select and train field-
workers and other staff; answer questions about methods,
side effects and distribution techniques; obtain adequate
supplies of contraceptives; keep proper records; and assist
in whatever other way is necessary.

In one way or another, every successful  program
reaches into the community and involves the slum
dwellers themselves in the program. The role of the super-
visor is to encourage this involvement. This is sometimes
accomplished by paying members of the community or es-
tablishing depot holders who sell contraceptives and keep
a small financial return for the work they do. The ratio of
supervisors to field-workers in programs that successfully
serve urban slum areas is high; in Dacea and Bombay, it
is one to four.

Record Keeping

Most family planning programs coilcet more information
than is analyzed or is useful for managerial purposes. As
programs evolve and become more successful and as chan-
nels of service broaden, so the true role of record keeping
becomes easier to understand

When excessive detail is required, it not only consumes
valuable time that could have been given to the direct care
of individuals, but it also causes anxiety among clients.
When it is necessary to record data on a patient’s charac-
teristics to manage and evaluate a program, then age,
parity, number of living children and age of the youngest
child are the essentials that need to be collected.

Staff at each family planning program must determine
their need for record keeping and devise systems that will
allow them to record only the information that is useful.
Collection of unnecessary data requires too much staff
time and can undermine the effectiveness of a program.



Budget

Government-sponsored programs are subject to govern-
ment procedures. It is common for the approval of a proj-
ect and the transmission of funds to take a year or more
and to involve numerous departments, particularly for
activities targeted for urban areas. Every effort should be
made to simplify such bureaucratic situations. Awareness
by influential politicians can enable priority to be given to
family planning.

In Asia, Africa and Latin America, the people in a slum
community can probably afford to cover approximately
half the cost of the reversible methods of contraception.
While voluntary sterilization, by virtue of the years of pro-
tection it gives against pregnancy, is a cost-effective
method of family planning, most people in a poor com-
munity cannot raise the money to pay the full cost. Even
when programs are moving toward some degree of self-
sufficiency, outside subsidy through government and non-
government sources is needed to help meet the costs of ad-
ministration, promotion, supply of contraceptives and vol-
untary sterilization (Fig. 1).

To some degree, most programs depend on donations
from individuals and agencies. Although it is important
for donor agencies to support and encourage innovative
projects, the fact that this has become fashionable has left
some highly successful urban family planning programs
without funding while money remains unspent in other
areas. After a while, program managers exhaust the range
of innovations designed to intrigue and capture the inter-
est of donors, and eventually it is the well-designed, suc-
cessful programs that need the most money. The policy of
donors should be to evaluate programs in objective,
numerical terms, paying attention to cost-effectiveness,
and then to support success. Currently, success in family
planning programs can be self-defeating, as this can trig-
ger the curtailment of funds.

As programs become larger and more successful, so the
continuity of funding becomes increasingly important. Al-
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though self-sufficiency should be encouraged, it is not
probable that most realistic services in urban slums in the
developing world will become totally self-sufficient within
the next 10-20 years. The uncertaintv in the continuity of
funding that is offered on a year-to-vear basis is destruc-
tive to programs. Plans cannot be made realistically and
progress may be severely hindered. Although urban pro-
grams are always likely to require some degree of support,
start-up costs are much larger than maintenance costs.

Those who manage successful urban programs require
continuity of contraceptive supplies even more than con-
tinuity of funding. They need to receive donated supplies
so that they can sell them at a low price and use the in-
come to help defray program costs.

Fig. 1. International population assistance from primary sources
of grant funds, 1965-1977.
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As programs move toward some degree of financial and
technical self-sufficiency, the possibility of receiving loans
and grants increases. Although most population assistance
has been provided through grants, experiments have been
made in advancing loans to general practitioners to im-
prove clinic facilities or to set up specialist family planning

h“

“Donor agencies do not
last forever—especially if
you succeed.”

mini-hospitals. Since 1968, the World Bank has extended
over $123 million in long-term loans to governments of or
private organizations in developing countries to strengthen
their family planning programs. In one country, national
banks extended loans to general practitioners who offered
the surgical methods of family planning, and in another,
banks were encouraged by an outside agency who served
as an underwriter to extend loans to young practitioners.
Governments might also consider the role of extending
loans, particularly to those involved with family planning
in urban areas.

Programs should be managed by objectives. Clear man-
agement policies and competent staff performance are es-
sential, both for local and international organizations, and
they are the only basis on which an efficient and trusting
relationship can be built between those who provide re-
sources and those who implement programs.

Evaluation

Evaluation is an essential part of management, but like
any other element within a total system, it can become an
overworked word. The success of a program is usually rel-
atively easy to measure by the number of people served,
cost-effectiveness and personal knowledge of the morale
and integrity of the staff at all levels. The best evaluators
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of a program are the people it serves: Their response and
the ability of the program to respond to and respect their
needs are critically important.

Outside professional evaluators can be useful, but they
should work to help rather than destructively criticize.
They must have practical field experience and be able to
understand the human response of the community being
served as well as be able 1o review such data as quantity of
contraceptives delivered or sold, number of new and con-
tinuing acceptors, number of distribation points, cost-
effectivencss and impact of the program as measured by
prevalence ol use and fertility rates.



Using the Urban Structure

4



Using the Urban Structure

The factor distinguishing urban family planning programs
from rural services is the variety of institutions, pro-
fessional skills, physical facilities and social groups that
can be used to carry the family planning message and pro-
vide services.

Schools

Most families who live in poor urban areas are aware of
the advantages of education for their children, and they
will struggle, often against considerable economic odds, to
ensure some type of education for their children. Unfor-
tunately, they are often defeated in their effort before the
education is complete.

The years during elementary school can be an excellent
time for beginning education on family life and popula-
tion. High schools and universities also need such infor-
mation and, in many situations, require family planning
services.
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Adolescents are exposed to many pressures in the poor
urban environment, and their world changes more rapidly
than most. often confusing family planning administrators
and society as a whole. Legislation, policies and social at-
titudes commonly lag behind the reality of urban life for
young people, both in developed and developing countries.
Policies thai were reasonable a few decades ago, such as
only offering family planning to the married, may no long-
er apply in the rapidly changing urban environment. Cer-
tain aspects of urban life present a unique challenge, and
adolescents in the poor and deprived urban environment
often become sexually active at an carlier age than their
peers who remain in the countryside. The growth rate of
urban slums, the density of populations and the exposure
to the influence of films, television and other components
of modern living that are an integral part of urban life
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The Iglesia ni Cristo in the Philippines is a nongovernmental religious
organization that supports family planning programs.

Reproduced with permission (rom People, the development quarterly
published by the International Planned Parenthood Federation. Peuple
4(1):23, 1977.



place new and only partially understood pressures on
family life in general and on adolescents in particular,

Adolescents are a target population that should receive
special attention in relation to the dissemination of family
planning information and, where appropriate, to the pro-
vision of services. Because many children in slum environ-
ments go to school for several years then drop out before
completing their education, it is essential that population
and family planning education be started at least by the
sixth grade. The record of Mexico in providing family life
education is particularly impressive. Textbooks approved
for school use have a carefully written chapter on repro-
duction, providing needed information in a straight-
forward but acceptable way. In Thailand, family planning
education is introduced early in the school years, and chil-
dren can be heard singing family planning songs whose
themes center on the ancient Buddhist slogan *too many
children make you poor.™

Religious Institutions

All the world’s religions strongly support the philosophy
of responsible parenthood and can be a major outlet for
the transmission of information. Although some well-
publicized differences exist in the theological interpreta-
tion of certain aspects of family planning technology, most
people make pragmatic choices about the method of con-
traception they will use, following their consciences even if
this conflicts with the formal teaching of their religious
group.

Some churches, such as the Iglesia ni Cristo in the
Philippines, have strongly supported family planning,
using the pulpit to preach the benefits of contraception,
the church buildings as sites for voluntary sterilization and
the church members to hold depot supplies of contracep-
tives. Many groups are attempting to teach the fertility
awareness methods to people in poor communities, but it
is too carly to evaluate the success of these programs.
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In the situation where conflict does arise between re-
ligious leaders and those attempting to provide family
planning services, it should not be automatically assumed
that negative criticism will harm the family planning pro-
gram. There is evidence from a number of sources that the
reverse can happen. Criticism may very well draw atten-
tion to a service and increase the number of acceptors.

Many people, perhaps particularly those subject to the
tensions of 20th-century urban living, appear 10 be able to
face in more than one direction at the same time: At one
level they may condemn the adoption of family planning,
but the same people may find themselves providing ser-
vices, even using the disapproved method themselves when
they are placed in certain situations.

Private Physicians

Most private practitioners in urban areas have facilities
appropriate for inserting an [UD, many have the ability to
perform menstrual regulation procedures, and some can
offer vasectomies. Hospitals, private practice clinics or
family planning clinics are essential for the provision of a
surgical method of family planning. Many obstetricians
and gynecologists have small nursing homes where they
can perform female sterilization and first-trimester abor-
tions. Unfortunately, many government and nongovern-
ment family planning programs do not adequately utilize
private practitioners to provide family planning services.

Using a coupon system to subcont; act private practi-
tioners to perform voluntary surgical sterilization proce-
dures is an administrative technique that governments
have inadequately used. Systems must be devised to en-
sure the maximum casce of referral and cooperation among
the complementary systems that are represented by gov-
ernment and municipal hospitals, family planning clinics,
commercial outlets and community-based contraceptive
distribution programs.



The Provincial City

Zamboanga in the Philippines is a typical provincial city in a develop-
ing country. It has doubled its population in the last ten years, and
many of its 350,000 people live in the extensive slums in the low-lying
areas.

In the carly 1960s, family planning was a very controversial topic
and could not be discussed openly. Arrangements were made with
private hospitals 1o accept clients who were referred 1o them. Because
of the increased demands on medical and clinical services, in 1968
World Neighbors supported the organization of Neighbors Population
and Development Services (NPDS), a private, nonsectarian family
planning association.

‘The first family planning program established in the region, NPDS
is open six days a week and offers oral and injectable contraceptives,
FUDs, spermicidal foams, condoms and male and female sterilization.
The program publicizes contraceptive services through the use of
radio, television, the press, posters and films. IFamily planning coun-
seling is available through a hot line that enables people to ask ques-
tions over the telephone, and premarital counseling is broadcast over
the radio.

‘The organization’s urban program is supervised by a project physi-
cian and is staffed by three full-time community outreach workers/
family planning motivators, one midwife trained to insert IUDs, one
part-time physician and ten volunteers who distribute contraceptives.
These volunteers are satisfied family planning acceptors and are
trained in family planning, dispensing pills and record keeping.

As in many parts of the world, the political and religious leadership
of the Philippines was initially opposed to family planning and still
raises critical questions occasionally. Despite the campaign against
artificial contraception launched by some of the Catholic clergy, the
number of family planning acceptors recruited by NPDS continues to
increase. Because the multifaceted problems faced by the program re-
quire a multidisciplinary approach, NPDS has organized classes
teaching basic nutrition, food preservation, sanitation, food pro-
duction and family planning.

In Taiwan, government subsidy of voluntary steriliza-
tion is controlled through the use of such a coupon system.
Both government-employed and private physicians are
contracted to perform the operation. Field-workers give
couples eligible for the subsidy a coupon with a list of hos-
pitals and clinics that provide sterilization services. After
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the operation is completed, the hospital or clinic sends the
coupon to its local health bureau for payment and notifies
the appropriate health organizations that the operation
has been performed. Thus, the coupon serves as:
® a rcferral between the health agencies and the con-
tracted hospitals and physicians;
® a means of indicating that the operation has been
performed and payment is due;
® a tool for evaluating the field-workers™ perform-
ances and the follow-up by the acceptor; and
® a device for obtaining feedback on the program.
(For more information, sce M Potts (ed): Surgical
Family Planning Methods: The Role of the Private
Physician. IIFRP, Rescarch Triangle Park, NC,
1981.)
For better or worse, the private practitioner is often per-
ceived to provide a better quality of service than staff at a
busy government or municipal hospital.

Industry and Labor Unions

[ndustry, particularly the labor-intensive industries that
tend to be characteristic of urban environments of the
third world, concentrate large numbers of people in one
place. Many employers. through a sense of social responsi-
bility or an cagerness to conform to government policy,
will make time available for the dissemination of informa-
tion and the provision of family planning services to their
employees. Large industries often have their own medical
services and welfare centers, and family planning can be
part of the range of services provided. Follow-up of family
planning acceptors is virtually 100% certain in an indus-
trial situation, and high continuation rates can be ex-
pected as an outcome of well-designed programs.

In the citics men are commonly concentrated in fac-
tories, making it possible to approach large numbers at
the same time and to disseminate information about ser-
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This poster, designed for the male population, is a useful ol in pro-
moting family planning services.

Reproduced courtesy of Pharmacists Planning Service, Inc, PO Box
1336, Sausalito, CA 94965, Posters are available upon request.



vices through special arrangements with employers. Al-
though men are usually more mobile and are exposed to a
wider range of urban situations, they are not as likely to
visit health centers as are women.

The Centro Materno, Infantil y de Planificacion
Familiar in Juarez, Mexico, has been developing a model
‘program to zero in on the male population. They have re-
cruited a male “‘promoter force” to work as community
distributors and to work through the labor unions and
other male-dominated organizations. Another aspect of
their work is to capture the interest of the recent anc' still
unemployed migraits.

In poor urban areas men often outnumber women; be-
cause they are usually the first migrants from village areas
to seek employment in cities. The involvement and co-
operation of men in family planning is clearly essential.
Men can often introduce modern methods of contra-
ception to their wives and facilitate their acceptance and
use of these methods. Experience in several arcas has
shown that men may resist family planning when pro-
grams are first initiated, but this is usually short-lived: Be-
fore long, men, like women, become enthusiastic about the
choices offered by modern family planning methods.

It is in the seclf-interest of employers, as well as part of
the broader welfare of individual employees, to offer realis-
tic contraceptive services to women. Time lost from work
because ol pregnancy or abortion and loss of staff after an
investment in training has been made can all be reduced if
unwanted pregnancies are prevented and time off due to
sickness of children is reduced.

Some employers allow those who select voluntary sterili-
zation to have time off from work with pay to recover from
the operation. Many countries require employees to par-
ticipate in some type of social security system, and often
the employer has to contribute toward the cost of the em-
ployee’s insurance. Wherever private, government or
medical insurance programs exist, policies should be set
that ensure that money spent for contraceptives and surgi-
cal family planning methods will be reimbursed.



The Leadership of Juarez

In Juarez, Mexico, promoters from within the slum areas and leaders
from within the city formed a group that invited discussions with
others and began giving talks on the needs of family planning. As the
project formed, the promoters were trained and materials were pro-
vided. After training and 30 days of probation, cach satisfactory pro-
moter was given a certificate o display in a prominent place in the
house 1o give the person status within the community. As the work
proceeds, it is continually evaluated and new ideas are fed back into
the system.

The system has matured and there are five social workers serving as
coordinators who conceive the strategies carried out by 11 promoters.
The promoters supervise and encourage 210 distributors, who live in
the slums and are close to the people they are trving 1o help.

An imiportant part of the total service is a maternity hospital, which
15 also equipped to offer voluntary sterilization. The total team in
Juarez is staffed by 14 part-time physicians, nine full-time nurses, five
social workers, one pharmacist, four mair “enance men and an admin-
istrative stalf of six.

Every elementary school in the Juarez slums is included in the in-
formational program so that the children receive family life education
in the sixth grade. The physician who teaches the course observes that
the school children ask an outsider questions more freely than they
might ask the eachers they must see again the next day. Typical
questions have included: “How does a woman find out that she is
pregnant.””, “Why are children born ahead of time?", “How does a
woman develop breasts?™, “Why does the voice change in men?",
“Why do men have mustaches®”, “What do adults do not 1o have
children?”

In many Asian countries, labor unions support family
planning programs. In parts of Latin America this strate-
gy has proved more difficult because of the politicization
of labor unions, some of which regard family planning as
being politically imposed by Western countries. However,
a more objective review shows that Cuba, like other social-
ist countries, has an active and successful family planning
program in both urban and rural areas.

Unfortunately, well-intentioned legislation to improve
the lives of slum dwellers sometimes backfires. In one
country, industries that employ more than 50 women are
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required to provide separate lavatories, a nursery and
other facilities for women. The result from this legislation
has been to reduce job opportunities for women: Indus-
tries are very careful never to employ more than 49 women
at one time.

Nonslum Urban Dwellers

Slums do not exist in isolation; they invariably develop
close to areas with some industrial and commercial pros-
perity. The upper and middle classes, who are the eco-
nomic base of the cities to which poor migrants move,
must be those who provide the policies and the profes-
sional and logistic leadership for urban programs that take
family planning to the poor. The key to success lies in
bridging the gap between the needs and the perceptions of
the urban poor and the willingness of other groups within
the city to help the poor find their own solutions, con-
tributing only those external resources that are necessary
and appropriate for this task.

Motels

In those urban societies where premarital and extra-
marital sex is relatively common and where prostitution is
prevalent, there are usually a number of motels that pro-
vide rooms for short-term use by couples. On some oc-
casions married couples may also visit such places to se-
cure privacy away from their overcrowded homes. Such
motels are usually readily identified, and the operators
should be encouraged to install vending machines to make
contraceptives easily available. Motels that dispense con-
doms can help prostitutes control their fertility and deal
with sexually transmitted diseases.

It is sometimes difficult to make family planning advice
and methods available to prostitutes because they are a
mobile group and those who manage them often resist an



outside agency that tries to approach the women who
work for them. In one country where the police raid pros-
titutes at fairly regular intervals, the time of their arrest
and incarceration has been creatively used as an oppor-
tunity for providing family planning advice and for offer-
ing IUDs and tests for venereal diseases to those who want
them.

Mail-Order Services

Ordering contraceptives through the mail has proved suc-
cessful in some situations. People can respond to news-
paper advertisements, filling out coupons to get condoms,
spermicides. pills or informational pamphlets. In de-
veloped countries there is a long tradition of the purchase
of condoms through mail-order businesses. However, in
other countries the postal system is not adequate, and any
letter with an enclosure is likely to be opened and the con-
tents to be stolen.

A



Family Planning and Human Welfare




Family Planning and Human Welfare
M

Many urban programs go beyond the mere provision of
contraception and referral for sterilization. Some of the
most effective programs began as community development
programs and added family planning as an essential ele-
ment in the process. Other programs began with the pro-
vision of family planning and ardded such measures as
nutrition education, parasite control and income genera-
tion for women.

Family planning should be regarded as an essential ele-
ment in a spectrum of activities essential for community
development. The type of community involvement that es-
tablishes a family planning program has proved an appro-
priate base for other aspects of development. Usually those
people who provide the leadership for urban family plan-
ning programs are sensitive to other needs and are capable
of promoting other aspects of development. The promo-
tion of a total package of family welfare is called a “Hap-
piness Package” in Indonesia.
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Maternal Welfare

By preventing unwanted pregnancy and subsequent abor-
tion, contraceptives do a great deal to reduce maternal
mortality. The risk of developing diabetes and complica-
tions of pregnancy all increase with parity.

Some family planning services provide antenatal care,
referral to hospitals and clinics and sometimes even ma-
ternity services. A two-way relationship can be created
when established maternity institutions make the provi-
sion of family planning advice mandatory and when
family planning programs set up their own maternity ser-
vices. On the whole, the most concerned people who cre-
ate some of the most successful family planning programs
also have the skills and the administrative ability to pro-
vide excellent maternity services. In Juarez, Mexico, the

Indonesian poster illustrates the problems faced by parents with too
many children.
Reproduced with permission from Prople, the development quarterly

published by the International Planned Parenthood Federation, LPeaple
2(3):24, 1975.



Bombay’s Streehitakarani

Bombay is the most industrialized city in India. Already overcrowded
with a population of 8 million, the city continues to swell as 1500 new
migrants arrive every day. Many of the homes share a common water
supply and a few makeshift latrines serve an entire group of hutments.
Most of the people work in the te_.tile mills and smal! industries of the
city. There s a high illiteracy rate, particularly among women, and
there is not a single high school in the arca.

In 1964, the Streehitakarani (women’s welfare) was founded by peo-
ple from outside the slums. A number of services were offered, and
since 1972 comprehensive family planning and development services
have been provided to a populaticn of about 50,000. As in Dacea, the
Strechitakarani is built around women. But in contrast 1o the Con-
cerned Women of Dacca, the field-workers come from within the slum
itself.

‘The organization Las 24 married, part-time field-workers who have
four to cight years of education, are aged 23-40 years and earn 35
rupees (US $4) a month. Many of them are satisfied contraceptive
users or are women who were particularly successful in bringing chil-
dren in for immunizations. The area served by Strechitakarani is
divided into six sections with just under 10,000 people cach. Lach sec-
tion has four field-workers and one group leader, and there i compe-
tition among the groups for the best performance.

Small fees are charged for services and commoditics, even though
the same things may be available at no charge from government cen-
ters. However, if women cannot pay, they receive free services. There
is a small clinic accommodated under the seats of the local Sports sta-
dium that provides TUD insertion, pill distribution and menstrual reg-
ulation. Women are referred to government institutions for voluntary
sterilization procedures and medical termination of pregnancy.

In this exceptionally poor and underprivileged area, the prevalence
of contraceptive use is comparable to that of many cities in the indus-
trialized world. Between 1969 and 1973, 67% of the wonien in the most
fertile age group were using a contraceptive method; between 1976
and 1979, the number had <rown to 82%. When women with three or
fewer children were surveyed in the earlier years, 28% were sterilized,
and by 1979, 43% had accepted voluntary sterilization.

‘The work in Bombay began in a broad development context con-
cerned with immunization, nutrition and income generation for the
women. Although family planning was then incorporated into the sys-
tem, the community development aspects of the program continue to
be exceptionally important. The organization's activitics include adult
cducation; sewing classes; kindergartens; immunization and nutrition
programs; a juvenile delinquency center; a library, a book bank and
film shows; a pathology laboratory; and clinics for dental care, well-
baby care, gynecologic care and the treatment of infertility.
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““The message needs to be
transmitted that the
poor are better advised to
give a lactating mother
more food than to
purchase infant formula.”

clinic set up by the nongovernment family planning group
received exceptionally good ratings on the care and con-
cern for patients extended by the staff.

Infant Welfare

Family planning, of itself, also improves infant welfare.
The chances of a child surviving are increased when opti-
mal birth intervals are achieved. In the United States it

A clinic in Morocco has instituted a program to weigh infants on a
regular schedule.



has been calculated that the adoption of family planning
could lead to a 29% reduction in infant mortality. This fig-
ure would be even more marked in countries where infant
mortality is higher.

Family planning programs have a particular responsi-
bility to ensure the welfare of children who already exist.
‘The type of door-to-door service that can be provided in
slums to distribute contraceptives is well suited 10 the pro-
vision of immunization to infants and children. Field-
workers can teach oral rehydration for infants who have
gastroenteritis—the most common killing disease in urban
slums. Once a family planning program has been set up, it
is usually easy to modify it to include information and
education on adequate nutrition. The most realistic ap-
proach is to use the type of food and cooking utensils cur-
rently used in the urban slum household, showing that
nutrition can be improved without additional expenditure,
but merely with better utilization of the available re-
sources.

m
““We have a moral
obligation to do as much
as we can to protect
the child.”
“

Every effort must be made to prevent the premature
adoption of bottle-feeding, as adequate intervals of lacta-
tion are perhaps even more important in a poor urban en-
vironment than in a rural one. However well-intentioned
the mother, it is often impossible to prepare infant formula
without the risk of infection and to store it for any length
of time without it becoming an ideal substrate for the mul-
tiplication of bacteria.

Recent scientific studies have shown that the relation-
ship between the mother and child during lactation is even
more complex than was originally understood. Breast-
feeding assists in the bonding of the infant to the mother.
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The content of breast milk is finely adjusted to the needs
of the growing infant and changes as the infant’s brain de-
velops. Breast milk also provides antibodies against infec-
tion.

The density of population in urban areas makes it casy
to organize day care for infants, and work opportunities
for women make it doubly useful to do this. Once again,
those engaged in family planning programs can be a suit-
able group to carry out work of this type.

Improving Nutrition

Poverty and urban living both tend to reduce the quality
of nutrition for the urban poor, which may already be at a
lower level than for an agricultural community in the
same country. Food mi. be carried in by relatives from
the countryside, but incvitably an increasing amount is
purchased in the city. Sometimes food is adulterated, and
at other times the urban poor respond in a misguided way
to modern advertisements and packaging when purchas-
ing their daily food needs.

Fortunately, it is usually possible to improve the diet
without substantial increases of expenditure, even though
there may still be serious shortcomings. Nutrition classes
have proved a useful part of community development in
many countries.

The message needs to be transmitted that the urban
poor are better advised to give a lactating mother more
food than to purchase infant formula. Education should be
directed toward ensuring that a pregnant woman gets
more than an average share of food. The tradition of the
urban poor is often to feed the man of the household first,
sometimes at the expense of women and children.

Income Generation

Fertility control changes the status of women in many
ways. One of the most important is the freedom it pro-
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vides for women to engage in employment outside the
home. Sometimes it is poverty alone that forces women to
earn additional family income, and sometimes it is also a
response to a freedom of choice and a desire for a wider
variety of experiences.

Several successful urban family planning programs pro-
vide vocational training to women. Sewing classes can be
organized and sometimes credit is extended for the pur-
chase of sewing machines. Women can be trained for the
increasingly wide variety of jobs available in cities from
domestic service to assembling microcomputers.

Improving the Environment

Family planning programs succeed when the people work-
ing in them respect those they serve and have a sincere de-
sire to help. Usually, staff in family planning programs are
well placed and strongly motivated to help improve the life
of the urban poor, from securing legal advice to organizing
refuse disposal. Families who adopt family planning are
often seen to progress in a variety of ways, from improved
dress to greater marital harmony. A mutually reinforcing
system of events occurs when the field-workers influence
the people who in turn become role models for the less
privileged. Spacing children and limiting family size af-
fects each family, and new opportunities and skills are
brought into the whole community.



The Poorest of the Poor

Dacca is the capital of Bangladesh, the world’s poorest and most
crowded country. Since the 1974 famine, the city of Dacca has grown
rapidly and now has a population of 1.8 million, many of whom live in
the worst of the slums.

Women in the slums are almost always illiterate, marry at very
young ages and after marriage are physically confined to the bound-
aries of their homes and the narrow alleys in the immediate neighbor-
hood. Except for oceasional visits to their parents or because of grave
sickness, they are unlikely to leave the collection of hutments to which
they belong. It is the husband who buys the food and other necessities
and conducts any business outside the home. Tae woman rarely goes
bzyond the water tap at the end of the alley ten or 30 meters from her
home. This is purdah, the Muslim seclusion of women that is virtually
universal in Bangladesh.

The way of life for women in the Dacca slums is perhaps sum-
marized by the case of a 153-year-old girl who was the third and
youngest wile of a Muslim rickshaw driver and was pregnant for the
first time. When visited by a ficld-worker fron* the Concerned Women
for Family Plarning, she was so anemic th+t ¢ was taken to the hos-

Just slightly larger in arca than the State of North Carolina, USA,
Bangladesh had an estimated 1978 population of 84.6 million.

Reproduced with permission from War on Hlunger, A Report from the
Agency for International Development, July 1975, Washington, DC,
US Agency for International Development, 1975,
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pital for a blood transfusion. Her hushand refused to pay the fee. On
inquiry, it was discovered that she ate oniy one small meal a day at
4:00 p.m.

Childbirth is regarded as an unclean process and always takes place
in the dirty environment of the floor rather than on a bed. The woman
is expected to remain with her child on a mat for 40 davs after de-
livery, when she is considered unclean. Tetanus and postpartum infec-
tions are common in both mother and child, Death during childbirth
is regarded as natural and is accepted as asad but everyday part of
life. One woman whose husband was a hap (a man who had been 1o
Mecea on pilgrimage) and who was pregnant for the {3th time was
asked why she was not using fomily planning. 'he mother replied
dryly, “If T die from childbirth, | sacrifice mysell.”

[n 1976 the Concerned Women for Family Planming began o offer
family planning to the Dacea slum dwellers. This group of volunteer
women travel dooi-to-door distributing oral contraceptives and con-
doms and referring women to one of ten health facilities 1o have an
IUD inserted or an injectable contraceptive administered. Initially,
women were sent 1o government family planning services for voluntary
sterilization, but more recently, the Concerned Women have opened
their own clinic and now provide the full range of contraceptive
methods, including female sterilization and menstrual regulation.

The Concerned Women administer vaceimations, treat eve infec-
tions and skin diseases such as scabies and promote beter nutrition,
teaching the hest use of resources by using the food and cooking uten-
sils that the women normally use. They also provide information and
cducation on the oral rehvdration of sick children and the treatment
of diarrhea in infancy.

The work of the Concerned Women depends on 90 field-workers.
The field-workers must be married and must have a minimum educa-
tion. but bevond these two factors there are no definitive criteria for
selection. "The woman's dedication 1o and belief in family planning is
the single most important consideration, and there are alwavs more
applicants than there are places to be filled. The field-workers receive
one day of training and then join i more experienced worker 1o form a
team ol two. Two teams (four people) work under a supervisor, who is
trained to help rather than discipline. New recruits have a second day
of training in the office, and all team members meet every two months
to discuss cases. Team supervisors meet monthly 1o discuss their
problems.

Field-workers earn 530 taka 2 month ('S $35), of which 400 taka
(US 825) is salary and 150 taka (US $10) is for transportation. l'eam
supervisors are paid almost twice as much, Staff remain with the pro-
gram for long intervals, and out of 1en new recruits, eight or nine are
usually found 1o be satisfactory.

The Concerned Women work svstematically through each slum
area. Because community leaders may harass women who work in the
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streets, literally throwing stones at them, they are approached when-
ever a new area is chosen. The team starts at the periphery of a new
area and slowly covers the entire area, providing door-to-door delivery
of services to every houscnold. Each acceptor is visited every month
until she feels comfortable and confident using the method she has
chosen. Women are then visited once every three months and even-
tually are referred 10 a depot holder for supplies whenever possible.
When this occurs, it is usually the woman's hushand or son who picks
up the contraceptives. However, if it is necessary, the women are
visited for as lor.s as they stay in the program.

The organization maintains a simple record system. Attention is
paid to accurate and practical recording of an address, the number of
children delivered, the number of living children, the number of sons
and the age of the youngest child.

In the environment in which the Concerned Women work, it would
be inappropriate to provide a clinical examination before prescribing
oral contraceptives, although questions from a checklist are asked.
Women are told about possible side effects and are given encourage-
inent in the use of the pill. Field-workers ask to see the used packet of
pil’s to check up on the consistency of their use.

The Concerned Women also run an extension program in business
offices and factories. A volunteer in the institution, who serves as an
outlet for condoms or pills, is given one day’s training and is then
visited once a month by a supervisor.

Since the Concerned Women began working in the poor urban
areas, they have recruited approximately 60,000 users of family plan-
ning methods. Women are referred to the organization’s clinic for vol-
untary sterilization or menstrual regulation as the need arises, and
about 8-10 voluntary sterilizations and 10-12 menstrual regulztions are
performed daily. In these cases, the field-worker accompanies the
woman to the clinic. If a woman undergoes tubal ligation, the field-
worker visits her everyday for ten days, removes the stitches and refers
her to professional help if any problems arise.
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Opportunities and Barriers

By the year 2000, more than half of the world’s population
will live in cities, and 80% of the cities with 5 million peo-
ple or more will be in the developing countries of the third
world. For example, by 2000 Mexico City will contain an
estimated 31 million inhabitants, slightly more than dou-
ble its current population. The world has never experi-
enced such a density of population before, and it is inevi-
table that there will be many unknown and unpredictable
aspects of life in the supercities of tomorrow.

Perhaps the theme of social development is a par-
ticularly apt way to promote the overall goals of family
planning. Programs should respond to the needs of a com.
munity and not be imposed from without. Summarizing
the Indonesian objectives, the BKKBN program encour-
ages team work for the solution of community problems,
promotes eco.~omic development and secures action based
on consensus and respect for the individual.
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Successful family planning programs depend on the
support of two different networks of leaders. On one hand,
it is essential to understand the social structure of the
slums and to work with and provide support for the
natural leaders of slum communities. On the other hand,
it is equally essential to involve the leadership of the non-
slum community within a city. The mayor and municipal
authorities can contribute greatly to the success of a pro-
gram. Industrialists and property owners can contribute
skills and money toward the solution of their own city’s
problems. Professional groups, such as teachers, lawyers,
physicians, nurses and dentists, all have skills that are es-
sential to solving the problems of slum areas.

The motivation of the nonslum groups to solve slum
problems is twofold. Many people are moved by the un-
happiness, exp'nitation and suffering that they obscrve in
slums. But there is also the motivation of human self-
interest, which need not be concealed or diminished. It is
in the best interest of evervone in the city that marginal
areas be upgraded and that the social problems of
begging, prostitution, unemployment, discase and illiter-
acy so often associated with slum life be eradicated.

One of the secrets of success in Dacca has been the
dedicated and consistent involvement  of middle-class
women. In the Indian subcontinent, women have equal
access to school and college educations, but many hus-
bands still do not like their wives to work. However, social
work of the type represented by the Concerned Women for
Family Planning in Dacca is not perceived as carning
money to supplement the family income but rather as a
way of helping the community. Thercefore, the kind of
work that the Concerned Women offer provides interest
and satisfaction, which many middle-class women do not
get in their ddll) lives. They have an opportunity to serve
other people, join a tcam of like-minded people, see a way
of life that was previously unknown to thern and earn a lit-
tle extra money in a socially acceptable way. There is a
waiting list of women who want to join the Concerned
Women, and very few who begin to work for the group



The Refugee Phenomenon

The 20th century has seen a massive displacement of populations as a
result of war or natural catastrophe, and the flecing refugees form a
unique urban situation. Large numbers of poverty-stricken refugees
are almost invariably concentraied in a small space with minimal ac-
commodations-—all of which are components of slum living. Com-
monly, they have endured physical, emotional and mental hardships
immediately before they became refugees, and usually they find them-
selves in an environment of considerable uncertainty, unhappiness
and insccurity.

Under these stressful conditions, there is almost always a strong de-
sire to control fertility: Couples rarely want to cope with pregnancy
and a baby while they are in a refugee camp. At the same time. refu-
gee camps are places without employment opportunities where people
are often trying to overcome recent starvation and illnesses. Families,
together after previous strains and tension, may need the warmth and
affecticn that sexual relationships bestow.

For all these reasous, it is essential that family planning be made
available in refugee camps. On the few occasions when adequate
family planning services have been provided, there has been a remark-
able response from the community involved. For example, when con-
traceptives were offered to Cambodian refugees in Thailand, up to
two thirds of all the eligible women adopted a method of family plan-
ning in one week. However, all too often those managing refugee
camps cither forget about this important element or are too shy to
offer it.

Some of the generalizations concerning promotion and provision of
services to people in urban areas also apply to refugee camps. It is
often possible to attract a very large number of people with a simple
promotional technique, such as showing a film (on any topic), and
usually the existing health services can be expanded to cater to the
needs of family planning.

give up or become disillusioned. There is no reason why
similar groups should not evolve throughout the Indian
subcontinent from Pal’ “an to India to Sri Lanka.

In Latin America ./ -~ -itheast Asia, and probably
also in Africa and th- - ... East, somewhat different
social and economic pv. nay apply. From the point

of view of the client, there is not the absolute necessity for
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women to serve women in the way that is essential in the
Indian subcontinent. An experiment in Marrakech,
Morocco, demonstrated that men can be as effective as
women as contraceptive distributors. There is, perhaps, a
larger constituency of people who can leave their own
homes for a modest economic reward and undertake the
necessary work. In many countries, as in Mexico, there is
a greater gap in income between the wealthy and the slum
dwellers than in parts of Asia. In these circumstances, the
upper classes and industrialists may not give much of their
time to work in the slums but may instead donate money.
At first glance, a slum community often appears to be
rather homogeneous. But on closer investigation, it be-
comes apparent that even the poorest group of pavement
dwellers in India have their own social structure. In the
Indian subcontinent, the caste system survives among the
slums and one group may not eat with another. Social
structures are often defined by economic exchange, and
slums often have their own internal regulations. For exam-
ple, in some Latin American cities, the police may be ex-
cluded from their ownrareas. Even in a refugee city, there
will be a “‘mayor” who controls many thousands of peo-
ple. The natural leader may not always be immediately
apparent: It may be the gang leader rather than the civic
appointee to whom people turn for authority.
Discussions  among  the participants at the IFRP-
sponsored meeting in Juarez, Mexico, yielded a plan of ac-
tion that includes the following recommendations to help
meet the family planning needs of the urban poor:
¢ make oral contraceptives available without a physi-
cian’s prescription;
e provide greater access to injectable contraceptives
and voluntary sterilization;
® promote condoms through advertisements and
point-of-purchase displays and encourage their dis-
tribution by people with considerable public con-
tact (e.g., barbers, bartenders and motel desk
clerks);
e regulate public advertising of infant formulas:



¢ make realistic family planning services available to
prostitutes;

¢ where abortion is illegal, upgrade the hospital
treatment of incomplete abortion to include
vacuum aspiration and provide immediate post-
abortal contraceptive advice;

e where abortion is legal, provide arly abortion sery-
ices as an integral part of family planning clinics
along with immediate postabortal contraceptive ad-
vice;

e cstablish Social Security and/or health insurance
payment for sterilization procedures;

* cstablish systems whereby family planning com-
modities and services are sold for at least a nominal
price to encourage self-sufficiency, although no one
should be denied services because of an inability to
pay;

e introduce family life education in schools;

* involve pharmacists by including family planning
in their training and by providing practicing phar-
macists with promotional material;

e enhance the status and visibility of field-workers:
involve industry and businesses in the distribution
of family planning materials;

e increase the involvement and respensibility of men
in family planning; and

e cstablish community-based distribution of contra-
ceptives, backed up by additional services from
family planning clinics and/or private physicians,
clinics and hospitals.

In an arca as subtle and private as fertility regulation,
some people will exert great influence, but it will take time
and wisdom to identify these people and invoive them in a
program. To identify such people and to win their co-
operation is an essential prerequisite to launching a serv-
ice program or to engaging in other aspects of community
development.
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