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INTRODUCTION
 

The purpose of this monograph is to provide information about
 
periodic abstinence and is intended for those who set policy or implement
 
programs in the areas of health and family planning, particularly in
 
developing countries. It attempts to clarify what is meant by periodic
 
abstinence and Natural Family Planning for those unfamiliar with these
 
topics. The wide array of definitions and guidelines emanating from
 
Natural Family Planning research, programs and proponents has led to
 
confusion and uncertainty about the methods, their prevalence of use and
 
their efficacy. These uncertainties have made it difficult for policy
 
makers and service providers to decide whether to include and how to
 
include periodic abstinence methods as an option in their countr-y's
 
health and family planning programs. This paper provides background
 
information on periodic abstinence methods, followed by a general
 
discussion of program options and policy considerations. A description of
 
selected countries with Natural Family Planning programs is included in
 
the Appendix,
 

The "Natural" Approach to Family Planning
 

Ask three different people what is meant by "natural family planning"
 
and chances are you would hear three different responses. To one, natural
 
family pl. ning is just another way of saying rhythm, the calendar-based
 
method for calculating the "safe" period of the cycle when a couple can
 
have sexual intercourse without risk of pregnancy. To another, "natural"
 
represents an orientation that discourages the use of "artificial"
 
devices or agents to regulate fertility. This orientation may include
 
concern for health, ecological motivations, (- religious and ethical
 
considerations. Still another person might (,cribe new methodologies
 
based on the monitoring of "natural" body signs and symptoms of ovulation
 
to determine changes in levels of fertility and timing of intercourse to
 
avoid or achieve pregnancy.
 

Each of these responses identifies one aspect of an overall approach
 
to fertility regulation based on the pattern of fertile and infertile
 
phases of the menstrual cycle. The approach includes two distinct sets
 
of methodologies to identify the fertile period of the cycle. The
 
calendar rhythm method is based on calculations of the fertile period
 
based on lengths of previous cycles, while Natural Family Planning (NFP)
 
and other fertility awareness-based methods use fertility signs occuring
 
during the current cycle to identify the fertile period.
 

When the term is not capitalized, "natural family planning" may refer
 
to a variety of practices and methods, some of which may not include the
 
regulation of fertility as their primary objective. For example,
 
breast-feeding can be considered a natural family planning method because
 



it tends to postpone resumption of fertility after delivery without the
 
use of artificial devices. Some health and family planning programs
 
promote breast-feeding because it delays the return of ovulation, thereby

protecting the health of mother and infant by optimizing birth spacing.
 
Within the cultural context, however, regulating fertility is not the
 
primary objLctive of this practice. Other practices such as abstinence
 
associated with the post partum or with specific days or events may also 
be considered as natural family planning, even though the reason for the 
practice may he only incidentally related to fertility regulation. On 
the other hand, pr'act:ices such as withdrawal or use of indigenous 
pueparations or objects may be used the express purpose offor preventing 
pregnancy. Clearly, there are a number of possible interpretations of 
the phrase -natural family planning". However, these methods do "ot 
involve periodic abstinence and, apart from a discussion of traditional 
abstinence in Bo ll. are not pursued further in this monograph. 

When apital ized, the term Natu no I.'amily Planning (NFP) refers to a 
specific se=,t of methodobogies based on the observation and interpretation 
of physiological indi:ators to determine the fertile and infertile phases

:during each menstrual cycle. Thre are three predominant NFP methods, 
all of which involve the .a=-cvation of one or more eU L. , indiCaLors. 
The cervial mucus method (CM) (also called the Billings or ovulation
 
method) 1aie] on changes in cervical mucus as the primary sign of
 
fertility. T5- hal bajdytemperature (BBT) method is based on daily

recording 
 em toh basal (resting) body temperature. The §ympto-thermal 
method (STM) uses a combination of fertility indicators and may include 
calendar calculations; usually basal body temperature is monitoted along 
with cervical mucus and other signs and symptoms such as change in
 
pogition, texture and dilation of the cervix as 
well as breast tenderness
 
and pain with ovulation. 

The World Health Organization differentiates between couples who use
 
NFP to achieve and avoid pregnancy, and states that "it is implicit in
 
the definition of [Natural Family Planning) when used to avoid
 
conception, that 
(a) drugs, devices and surgical procedures are not used,
 
(b) there is abstinence from sexual intercourse during the fertile phase
 
of the menstrual cycle and (c) the act of sexual intercourse, when
 
occurring, is complete" (World Health Organization, 1982).
 

Fertilit, awareness is a term that refers to knowledge of
 
reproductive anatomy, physiology and fertility signs. In order to use
 
NFP methods, individuals use this knowledge to monitor and interpret
 
fertility indicators throughout each cycle. Although specific NFP
 
methodologies may differ, they are all based on fertility awareness.
 
However, NFP differs from other fertility awareness-based methods
 
regarding options available during the fertile period. Some fertility
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BOX ONE
 

TRADITIONAL ABSTINENCE PRACTICES
 

It is traditional in many cultures to abstain from sexual inter
course during various periods, including the following:
 

- before marriage (Hunt, 1976; Henry and Piotrow, 1979; Page and
 
Lesthaeghe, 1981; Orubuloye, 1981)
 

- when a woman is menstruating (Ruzicka and Bhatia, 1982; Page and
 

Lesthaeghe 1981)
 

- when a woman is pregnant, particularly during late pregnancy
 

(Page and Lesthaeghe, 1.981)
 

- during the postpartum period, particularly while the mGther is
 
lactating (Hull, 1978; Page and Lesthaeghe, 1981; Singarimbun
 
and Manning, 1976; Agyei, 1984; Bertrand et al., 1983;
 
Orubuloye, 1981; CDC, 1.983; Saucier, 1972)
 

- after a woman becomes a grandmother or a potential grandmother,
 
i.e., after a child has married (Ruzicka and Bhacia, 1982;
 
Ware, 1979; Tan, 1983; Page and Lesthaeghe, 1981; Orubuloye,
 

1981)
 

- on specific days, as stipulated by religious doctrine (e.g.,
 
Ramadan) or custom, e.g., inauspicious days of the lunar cycle
 
(Ruzicka and Bhatia, 1982).
 

These customs often originated as a way to prevent conception at
 
times that were deemed inappropriate for pregnancy to occur. The
 
goal was not to limit fertility, but rather to ensure the survival
 
and well-being of the children. A pregnancy conceived too soon
 
after the birth of another child can often adversely effect the
 
breast-feeding infant, the fetus, and the mother. Pregnancies
 
conceived before marriage or late in reproductive life might also
 
have increased social and health risks for mother and infant, and
 
the resulting infant might not be as well cared for.
 

Whether these traditional abstinence practices actually affect
 
fertility depends on whether abstinence is being practiced at times
 
when a woman is potentially fe-tile. Most of the stipulated
 
abstinence periods are times when a woman is at relatively low risk
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of conception, but adding the abstinence requirement further reduces
 
the chances that she will become pregnant. For example, although
 
postpartum abstinence is generally practiced for the purpose of
 
protecting the laccation period of the nursing infant, lactation
 
itself has a contraceptive protection which often lasts for many
 
months (McCann et al., 1981). Thus, postpartum abstinence will
 
affect fertility only if it extends beyond an individual woman's
 
period of physiologicaj incopacity to conceive.
 

Elaborate belief 
systems and strong social sanctions have
 
developed 
to enforce the required abstinence practices. For
 
example, some societiec! believe that if a breast-feeding woman has
 
iitercuurse, 
 the semen will spoil the milk (Hull, 1978; Singarimbum
and Manning, 19/6. Page and Lesthaeghe, 1981; Orubuloye, 1981). In 
some cultures, a woman who violates the postpartum or "grandmother" 
taboos on intercourse will be called derogatory Liames 
or otherwise
 
ostracized (Page and Lesthaege, 1981).
 

In many societies these abstinence requirements apply only to
 
the woman, while the man may be free to engage in sexual relations
 
with another partner (Hull 1978; Page and Lesthaege, 1981).
 
Polygamous marriages are onu arrangement for providing an 
alternative partner. and postpartum abstinence is more common and
 
more prolonged in 
polygamous societies. In some monogamous 
societies, extramarital relationships and prostitution may be viewed 
as acceptable for men who are no' yet married or whose wives are
 
required to abstain. 

Traditional abstinence practices, therefore, differ in many ways
 
from the periodic abstinence methods discussed throughout this
 
paper, although both sets of practices may have pregnancy prevention
 
as a goal. Traditional periods of abstinence are stipulated by a
 
woman's stage of reproductive life, but not necessarily by whether
 
she, as an individual, is potentially fertile on any given day.
 
Other differences, however, relate 
to the social context within
 
which the abstinence takes place. Traditional abstinence practices
 
are typically enforced by the community, rather than being a
 
voluntary practice. Furthermore, abstinence is traditionally
 
practiced by 'he woman only, with the man being free to 
seek other
 
sexual partners. Periodic abstinence methods, on the other hand, may
 
encourage communication and cooperation between the partners.
 

Many of these traditional abstinence practices are declining,
 
particularly in urbi.n areas 
of developing countries. Thus, it is
 

'
important to off other family planning methods, including periodic
 
abstinence, to ceplace the contraceptive protection of these
 
practices.
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awareness-based methods are not considered NFP because they include the
 
use of barrier methods in place of abstinence during the fertile period.
 
Calendar rhythm is not considered to be a fertility awareness-based
 
method because it does not involve observation of fertility signs during
 
the current cycle. However, some fertility awareness-based programs,
 
including some NFP programs, use calendar techniques to calculate the
 
pre-ovulatory infertile phase, as a means of double-checking fertility
 
indicators (Kass-Annese and Danzer, 1983; Kippley, 1979).
 

Periodic Abstinence In Historical Perspective
 

Attempts to regulate fertility based on concepts of the fertile and
 
infertile phases of the menstrual cycle have a long history, although
 
many practices were based on mistaken theories. In a treatise on the
 
history of contraception, Himes (1963) identified several instances in
 
the literature where efforts to avoid conception were based 
on the
 
principle of periodic abstinence during a perceived fertile period. The
 
first person known to refer to this practice was Soranos of Ephesus, a
 
Greek gynecologist who Lived from 98-138 AD. Soranos and Aetios of Amida,
 
a Greek physician of the sixth century, who appears to have borrowed many
 
of his ideas from Soranos, prescribed abstinence from intercourse
 
directly before and after menstruation "in cases where it is more
 
advantageous to prevent conception [than to induce abortion]" (Himes,
 
1963).
 

Contemporary periodic abstinence methods have their roots 
in the
 
1800's when researchers described certain signs and symptoms related to
 
cyclic hormonal changes (Vollman, 1977). Pouchet described
 
intermenstrual pain and cervical mucus 
in 1847 and in 1877, Jacobi
 
discovered that women have biphasic temperature patterns. It was not
 
until 30 years later that van de Velde (1905) and Hansen (1913)
 
demonstrated a relationship between ovarian activity and the biphasic
 
temperature pattern. In the 1930's two physicians, Ogino of Japan and
 
Knauss of Austria, independently confirmed the time of ovulation or peak

fertility. They showed that ovulation usually takes place 14 days (plus
 
or minus two days) prior to tht onset of the next menses, but that the
 
interval between the onset of menstruation and the time of ovulation
 
varies suostantially among women. 
 Ogino and Knaus devised formulas to
 
estimate the fertile and infertile days of the cycle based on the length
 
of previous cycles, a technique later popularized as the Ogino-Knaus
 
calendar rhythm method.
 

Today, calendar rhythm is considered to be useful mainly for women
 
with regular menstrual cycles (the menstrual cycle is described in Box
 
2). 
 Not all women have regular cycles. However, of the estimated 10-15
 
million women who currently use some form of periodic abstinence to
 
control their fertility (Leridon, 1980), the majority probably use some
 
version of the calendar rhythm method. In the last twenty-five years, a
 
new set of methodologies has been developed which use information based
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on the body's signs of ovulation during each cycle. Careful observation 
of these fertility indicators, such as changes in body temperature or the 
consistency of cervical mucus, can enable a properly trained woman to 
identify the fertile phase of any given cycle. Collectively, these new
 
methods are referred to here as modern Natural Family Planning (NFP)
 
methods. The term "Natural F'amily Planning- came into use about 1971
 

(Spieler, 1984).
 

Evolution of NFl' Programs: From Movement to Service 

Until recently, many efforts to promote NFP have been ad-hoc, part
time or volUnteeL--based. Some cannot be considered service programs as 
such because they offer services too informally or sporadically (Borkman, 
1984). This makes it difficult to estimate the number of programs 
worldwide. While some efforts are independent arid offer only NFP 
instruction, others operate within medical care systems or Catholic 
marriage and family programs. Some NFP pro1;ams are directed towards both 
husband and wife and way be embedded in a broader program of family life 
promotion or- marui-ge enrichment. Infert.ile. couples are often given as 
much at .ont i o a those wanfriIn to space or" limit pregnancies. 

Most existing NFiP cortram bega as social or religious movements 
with distinct value orrintations ( Porkman, 1979). Typically, expressed 
values such as fL et,inm f'om any physiological effects of contcaceptives, 
shared respons ibility between husrand and wife, eventual self-sufficiency, 
and autonomy have been emphasized. From this vie .poi:.t, abstinence is 
viewed not as a deprivation but as a means of enhancing or achieving 
fulfillment of the couple's relationship through cooperation in modifying 
their sexual behavior to permit abstinence. In this context, NFP is not 
just a specific technique far achieving or avoiding pregnancy. It is, 
according to one group, more than "just a birth control method." It is 
part of a 'pro-family and pro-life way of living" (Kippley, 1986). 

In some early NFP programs the emphasis was on teaching individual 
women without the involvement of their husbands. But now many groups 
encourage the participation of both partners in learning and using NFP 
methods. In one program in India, tor example, the husband's involvement 
is promoted because it is recognized that the mutual understanding and 
cooperation of both marriage partners is required if they are to 
successfully practice abstinence (Mascarenhas, 1979-I). A couple-to
couple approach to teaching and motivating continued proper use of NFP 
methods is being popularized in some parts of the world, by such groups 
as SELENA in Canada and the Couple-to-Couple League in the USA. 

Over the past twenty-five years, NFP programs have been evolving from
 
a social-religious movement to a service orientation (Borkman, 1984). If
 
NFP methods are to become more widely available, it may be necessary to
 
design programs that serve larger, less homogeneous groups of people with
 
diverse lifestyles and value systems. And, as professionalization of
 
services is achieved, apostolic philosophical orientations may gradually
 
diminish.
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BOX TWO
 

DESCRIPTION CF FEMALE REPRODUCTIVE CYCLE
 

NFP methods seer to identify the moment of ovulation, the
 
release of 
an egg from the ovary. This will determine the fertile
 
days when they should abstain from :.mExual relations to avoid
 
pregnancy. As shown in Figure IA, the hormonal activity related to
 
ovulation is cycuical. The first day of menstrual bleeding is 
conrentionally designated as Day 1 of the cycle. During menses the 
levels of estrogen and progesterone are both low, but the level of 
estrogen increases rapidly following menses to a peak the day before 
ovulation. During this preovulatory phase of the cycle, an ovarian 
follicle and the egg which it encloses 
are developing. Under the 
influene of hormones from the pituitary gland, the follicle ripens 
and the egg is released. Estrgen levels then decline until the end 
of the cycle, but progesterone levels rise and remain high for 
several days before declining toward the end of the cycle. 

Figure 1A The Evunts of a 28-Day Menstrual Cycle 

Day I 
 I Day I 
IEgg lives 

Sperm live 12-24 hours 
3-5 days 

Menstrual
 
Bleeding I Average 14 days
 

3-5 Days (range 10-16 days)
 

HORMONAL Estrogen 

ACTIVITY 

Progesterone 

Ovulation 

Source Adapted from Kass-Annese and Danzer, 1962 
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These cyclic levels of estrogen and progesterone produce a
 
variety of noticeable changes in the body that can give clues about
 
when ovulation occurs. These changes form the basis for NFP
 
methods, which are described in Appendix A. The high estrogen
 
levels which precede ovulation stimulate production of slippery,
 
stretchy cervical mucus. When estrogen levels are lower, the
 
cervical mucus has 
a different quality and is usually described as
 
sticky, tacky or' noni-stretchy. High estrogen levels also produce
 
changes in the cervix which a woman may be able to detect. The high
 
progesterone lcvel following ovulaticn is signaled by a rise in the
 
basal body tempeva!.ure. 

The duration of the fertile pl,ase of the cycle when a woman can
 
become pretnanL depends on other factors as well as the time of
 
ovulation, including the survival 
time of sperm and ovum. Sperm are
 
capable of fertilizing an egg for up to five days, and an egg can be
 
fertilized for 12 to 24 hours following ovulation. Therefore, in
 
order to prevent pregnancy, abstinence would be required for the
 
period of five days before ovulation until one day afterwards,
 
assuming chat it were possible to predict ovulation precisely.
 

The eveuts shown in Figure 1A are based on an average 28-day 
cycle. In practice, cycle lengths vary censiderably, both among
 
women and, for an individual wcmen, among cycles. Regardless of the
 
total length of the cycle, the phase of the cycle after ovulation
 
(postovulatory) lasts on the average about 14 days. However, the
 
phase of the cycle before ovuilation varies considerably depending on
 
cycle length (Figure IB). If pregnancy prevention is the goal, a
 
woman with a very short cycle l.ength would probably need to abstain
 
from sexual. relations until after ovulation, but a woman with a very
 
long cycle length might safely have intercourse for several of the
 
preovulatory cycle days.
 

Not only does cycle length vary, but the fertility indicators
 
may not appear in exactly the same fashion in different cycles.
 
Factors such as sLress, vaginal infections, other illnesses, or a
 
change in living patterns may interfere with some of these
 
indicctors (Kass-Annese and fEanzer, 1982).
 

For some women the menstrual cycle may be particularly variable,
 
and may sometimes occur without ovulation. Breast-feeding women may
 
have many months without either menstruation or ovulation. The
 
first postpartum ovulation may precede the first menses, or there
 
may be several menstrual periods before ovulation occurs (McCann et
 
al, 198].). Adolescents and pre--menopausal women often have
 
irregular cycles, some of which are anovulatory (Vollman, 1977).
 
Women who discontinue use of hormonal contraceptives may have
 
several months of irregular cycles, although their menstrual
 
patterns eventually stabilize (Liskin and Rutledge, 1984).
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Figure I-B Variations in Preovulatory Phase Length 

33 5 -7 9 1 1.3 1 5 17 19 
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l 

32 
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When the cycle length varies, the phase before ovulation usually shows 
ue greater variation The number of days after ovulation is rela
tively constant--about 14 days (range 10-16 days) The longer the 
cycle, the more variable the pre-ovu!atory phase 



PIVALE:I 'NCIH OF USIE 

()F PIID!IIC AI 1'ININCI'2 MI,?I'Ii()I)S 

In the past ten years, the World Fert:Jity Surveys (WFS) and the
 
Contraceptive Prevalence Surveys (CP) 
 have gathered fertility and family 
planning information for over 60 countries in Asia, the Middle East, 
Africa, the Caribbean and Latin America. Although these surveys included 
a category called "rhythm" in the list of methods, neither survey asked 
about how periodic abstinence was used. Thus the prevalence of use of 
NFP relative to calendar rhythm or indigenous periodic abstinence 
practices is unknown. In countries with active NFP programs, some 
proportions of users may be using a NFP method, whereas in other 
countries most users are probably relying on either the calendar rhythm
 
method or simply their guess of when their fertile period might be.
 

The WFS do i ned "rhythm'" for tle respondent as a me thod ini which 
couples "avoid having sex on particular days of the month when the woman 
is most able to DeCom11e pregnant." The CPS did not define "rhythm" for 
the respondent, and alL hough CPS .nt erv iewe rs ,sametiils provided
alternative terms, these terms were not standardized among countries 
surveyed. WF}: and CPS surveys also differ in who was interviewed and how 
the questions were asked. WFS questions on current use were asked only 
of currUently married women who were not cu'rently pregnant and who were 
living with their husbands . Current use data were usually not obtained 
for single or previously married respondents, except. where individual 
country surveys were modified. By contrast, CPS questions were asked of 
all respondents, including all ever married women. Some CPSs first asked 
women to name the methods they had. heard of, then asked them to indicate 

1those methods they knew from a list rs_' to them. Other surveys just
used one approach. Although, in general, CPS found lower levels of 
knowledge of rhythm than did WFS, there is little basis for concluding
 
that use of rhythm was underreported in the CPS (Anderson and Cleland,
 
1984).
 

Some recent surveys conducted by Family Health International and the 
Centers for Disease Control have asked questions on knowledge and use of 
both calendar r'hythm and the ovulation method. These limited data, which 
are described later in the monograph, show the importance of having 
separate questions for the different periodic abstinence methods. Future 
surveys are planned to collect more detailed information on the use of 
NFP methods.
 

Cross-National Comparisons 

The use of rhythm, as defined above, varies significantly between
 
countries 
(Figure 2). The percentage of married women of reproductive
 
age who use rhythm (left set of bars on Fig. 2) is highest in Peru (17%)
 
and Sri Lanka (13%). In two Asian countries in which surveys have been
 
conducted, 5% or more of women reported using rhythm: South Korea (6.7%)
 
and the Philippines (8.5%). In Latin America, more than 5% of the women
 
reported using rhythm in several states 
in Brazil, in Colombia and in
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Pigure 2 Comparison of Percentage of Women Currently Using Rhythm 
and Percentage of Contraceptors Using Rhythm 

in Selected Developing CountriesA 

% of Women Currently %of Contraceptors 
Using Rhythm Currently Using Rhythm 

16.8 J I1981l) 	 41 

131;1 	k-j( 23.7 

8.5 -23.6 

2.20ffff 	 17.1 

1.1 3 -	 15.7 

6.6 	 I ,',, 15.3
 

2.6w 14.4
 

2.8 	 ,14 

6.7 	 13.3 

4.2 	 11.7 

2.9 1. )[t d; I [ 	 ' I]11.2 

J Worren murrentl y naned or in utior, 15-49 yeai , of are 
1t Womern 1,)-44 years only (currenI y married or in union) 

Source 	 .,,ee sources cited for ridvidual country surveys in Table D2, 
Appendix D 
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Costa Rica. In Africa 	and the Middle East, reported use is highest in
 
Jordaa (2.9%). Further, it can be seen from Figure 2 that among
 
contraceptive users, more than 20% reported using rhythm in the
 
Philippines, Sri Lanka, Haiti and Peru. 
 In the other countries shown,
 
between 10% and 20% of contraceptive userK specified rhythm as the method
 
they were currently using.
 

For several countries, data are available from more than one survey,
 
permitting comparisons over time (Figure 3). In Sri Lanka and Peru, the
 
percentage of 
women using rhytlu appears to have increased during the
 
time between the two surveys, while the very small increase in South
 
Korea may be simply a statistical fluctuation. In Sri Lanka, although the
 
percentage of women us ing rhytlmt increased from 19/V to 1982, the 
percentage of wojen using any contraceptive method increased 
even more
 
rapidly, so 4at 
the proportion of users of rhythm among contraceptors 
changed very lit.e. in contrast, between surveys conducted in 1971 78 
and 1981, the use of rhythm incroased more than use of other methods, 
suggesting that the proportion of contcaceptors usi";g this approach has 
grown. Data from new surveys being conducted or plannod in Sri Lanka and 
Peru will show whetlet these trends have contLinu i. 

Data show that rhythm is used regardless of whethe r ot.her family 
planning services are available. In some countries, oven though modern 

(Aw, VFwgure 't 	 Wn ler(1' Qurieitl y ritrscepr r igaard 

Ferceit Uying Phythnr, Accrdrie; to Year of 'Survey 

60 

55
 

500
 

,,hrthrl
 
41 ~ 	 All Other 

Meth od s 

10K 	 K
 
1975 1 9H. 19 -" :8 , - ' : '9 

SOi Lanka Peru South Korea 

;jWmo.ulr oirr'ntiy (M-ried ,[ if ijrlm >or. W ild il i i I lb,tkk , F,Peru 1977-ifi S.utth 
Korta ]'14), lr.t.it r U- e Deve iu r ArWvstrg.l e 1905 
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family planning methods are widely available and most women have heard of
 
the pill, over 5% u-e some form of rhythm. Such is the case in Sri
 
Lanka, where 55% of all 
women in union use some form of contraception,
 
and, of these, one-fourth use rhythm. It is not known why rhythm is
 
preferred by these women, but research is proceeding in Sri Lanka to
 
answer this question.
 

In the same surveys, womer who use barrier contraceptives during
 
their perceived fertile phase (whether determined by fertility awareness
 
techniques or calendar calculations) are presumably not counted as rhythm
 
users but as users of barrier contraceptives. It is therefore unknown
 
how widespread the practice of using rhythm in conjunction with barriers
 
is, but it appears to be rather common. In Japan, for example, a large
 
proportion of couples who practice contraception use calendar rhythm and
 
condoms (Coleman, 1983). Data from the Philippines show that calendar
 
rhythm together with withdrawal or condoms is being used by about 4% of
 
the population (Laing, 1984). 

Characteristics of Users
 

In what respects do women who use periodic abstinence methods 
resemble users of other family planning methods or non-contraceptors? Are 
there any differences between users of calendar rhythm and users of NFP 
methods? CPS data from Mexico, Peru, South Korea and Sri Lanka, where
 
rhythm is relativeiy popular, provide partial answers these questions.
to 


The age distributions of women using rhythm in these four countries
 
are shown in Figure Ii. The percentages of users are similar in Mexico,
 
Peru and Sri Lank., but users of rhythm are more likely to be older in
 
South Korea. Across countries, rhythm users are older than users of
 
withdrawal (Table D3, Appendix D). Iv Mexico, South Korea, and Sri
 
Lanka, users of t-hythm are older than non-contraceptors.
 

In all four countries, rhythm users are found in both urban and rural
 
areas and at all educational levels (Figure 5). Among residents of urban
 
areas, rhythm users are more likely to have some secondary education than
 
users of withdrawal and non-contraceptors (Table D4, Appendix D; see also
 
Figure 6). Rhythm users are also generally more educated than women using
 
pills, IUDs and injectables. In contrast, rhythm users are less educated
 
than women using barrier methods (spermicides, condoms and diaphragms).
 

In all of these countries, women who use rhythm or any contraceptive
 
method are likely to have at least one 
living child (Table D5, Appendix
 
D) In every country, users of rhythm are less likely to have very large
 
families (five or more children) thar. users of withdrawal. However, in
 
Sri Lanka, South Korea, and Peru, users of rhythm are more likely to have
 
very large families than do users of barrier methods. Compared with
 
non-contraceptors, rhythm users 
are less likely in every country to have
 
five or more children.
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Figure 4. Percent Distribution of Rhythm Usersa by Age Group, 
for Sri Lanka, South Korea, Peru, and Mexico 

35-49 35-49 
39% 36%
 

Sri Lanka Peru 

South Korea Mexico 

Age Groups 
15--24 yrs. 

25-34 1yrs 

35-49 yrs a Women currently married or in union 

Source Institute for [esource Development a, Westinghouse, 985 
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Pigure 5 Comparison of Rhythm Usersa in Pour Countries, 
by Level of Education and Urban-Rural Residence 

Urban Rhythm Users 

100 T K 

90 f 

40. 

B°t0 K 

10 j 

30 

lot* 

Level of Education 
Rural Rhythm Users Secondary 

00 j Primary 

90 ~ None 

70 

90 

40 

30 

20 

Yr I icrdt 

a Womreni curr entl y rnrr or in imr~irr oirrce Irru itute for Resojurce LDeveloprrierrt at Westinphouse, 1985 
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Figure 6. Comparison of Rnylhm Users and Women not Using Any Method 
of Contraception, by Level of EAiucation for Urban Resident 

Sri Lanlankii 
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While survey data from these four countries permit comparison of
 
users 
of the rhythm method with other women, very little information is 
available for comparing users of NFP methods with other women. 
Information on NFP users comas primarily from service statistics of some 
NFP programs, from special studies, like the World Health Organization

study discussed later, and from studies conducted mostly in developed 
countries. These sources prvidi, data on NFP users, but no comparative
 
data on women using other methods or no method.
 

At present, only one survey provides information on users of a NFP 
method (ovulation method), users of calendar rhythm, and users of other 
contraceptive methods. This survey, conducted in the Southern region of 
Brazil. found that users of the ovulation method had different
 
characteristics from users of calenidar rhythm and from 
coritraceptors in 
general. The three states comprising the Southern region are among the 
most developed in Brazii. At the time of the survey (1980-81), 67% of 
women curutnt Ly in union were congracepting. Just over one percent were 
using tlu uvuI 0 ion method compared with four percent using calendar 
rhythmi ( P .beAppenLdix D). 

Compared w: t1 womel using any contraceptive method, users of the 
ovulat ion met hod (BI.lings) were more than three times as likely to have 
nine or more years of education (Figure 7). In comparison with women 
using calendar rhythm, women who used the ovulation method were younger, 
more educated, and more I. ikety to be residents of urban areas. Also, 
ovulation Method usC's were more likely Clo be residents of Rio Grande do 
Sul than of the other two statets, probably because the MOBRAL (The
Literacy Movement of Brazil) program to teach the ovulation method was 
more widespread in that state. 

Figure I Compart:; l ( kevel of :ducaiuic Among Users of Billings, 
Calendar and Any Method Of C}on tracepLion, )outher1 Regon of Brazil 

/."Level of Educatiorn 

/:///::, '1/ years 
-4-8 years 
F7O 0-3 years 

a Women cur rently triarrid jr i ,ri, i 44 y;r 1 ' S'aource Farmly HealLh nLernational 1985 
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EFVFiJI~CNSSOF 
PER()I)IC AB'I'INENCIE/I ETI-( )iDS 

There has been little research in recent years on the effectiveness
 
of the calendar rhythm method (Liskin and Fox, 1981). In contrast, there
 
has been considerable research recently on the effectiveness of NFP
 
methods. However, promoters of these methods do not always consider the
 
standard analytic techniques for measuring effectiveness of family
 
planning to be appropriate. One result has been a wide variation in
 
reported effectiveness rates of NFP methods. Over 50 studies of NFP
 
methods have been conducted during tie past 15 years, but different
 
techniques to measure effectiveness mRakes comparison difficult. Most
 
retrospective analyses have been based on NFP program statistics that
 
used unstandardized methods to define and classify pro ';amparticipants.
 

Two of the methodological issues that make assessment of the
 
effectiveness of NFP methods particularly difficult are the
 
classification of pregnancies and the classification of method
 
acceptors. Method effectiveness, as distinguished from use
 
effectiveness, is a measure of ti" t'obability of pregnancy while
 
correctly using the method. Use effectiveness, on the other hand, 
depends on a number of behavioral and motivational factors, such as the 
ability of the woman to recognize and interpret her fertility patLe ns, 
her diligence in observing and recording the signs And symptoms, and the 
motivation and joint cooperation of the couple in abstaining from 
intercourse. The quality of the instruction the couple receives, and, to
 
some extent, the regularity of the phenomenon being monitored, are other 
relevant factors (CDC, 1983). While NFP method effectiveness rates may
 
be in the same range as those for methods like the pill, a wide range of
 
use effectiveness rates has b-an reported. Accurate measures of both
 
types of effectivenss depend upon accurate classifications of pregnancies
 
and method acceptors.
 

Classification of Pregnancies
 

Some of the differences in observed rates can be explained by the way
 
pregnancies are classified. Since NFP methods can be used either to
 
avoid conception or to conceive, pregnancies are generally classified
 
into two categories, planned and unplanned. While some studies have
 
classified pregnancies according to the couple's family planning
 
intentions as stated at the cutset, other studies allocated pregnancies
 
retrospectively according to the investigator's perception of the
 
couple's intentions.
 

A number of systems have been developed to further classify unplanned
 
pcegi ancies. To date no one system has been accepted by all evaluators
 
(Brennan and Klaus, 1982; Hilgers. 1980; DeBethune, 1984; Hilgers et al.,
 
1984). Accordinig to Brennan and Klaus (1982), there are three types of
 
user--related fai.lures. If a couple "takes a chance" by having inter
course during the observed fertile period and pregnancy results, that
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282 

pregnancy is classified as "informed choice." 
 "Teaching-related"
 
pregnancies a"p thosw occurring due to 
either incorrect teaching or
 
learning 
or miq:p ication of the rules, and "unresolved" pregnancies are 
those that cannot bt allocated to any other category due to lack of 
data. Hilgers (1980, on I. he other hand, has classified pregnancies into 
just two categocies achievinq related" and "avoiding-related' - and
 
does not acknuw.ldge cha
nce ta,:kin by couples who are propurly trained in 
1the moetihdl ogy. A p'egnancy t'oncei:v'a. when a a aup.e had intercourse 
during wa!t Hwy knew to the fortily per'iod in classified as a planned
 
or." " h .,.v i i.t: 'O 4 y',ii1lQy. 

iu,. ,,w to 


charce" is; ay I ', I:-tt 


The is f classify pt''ir i ache by uoulp s who "took .
 
pe'innI. io 
 Evidencte Ufro Pi tectivceiess studies 

indIiLc. il awn whin thp of ace 

de-. ifind, .,r1 ,in, rh couple' Vxpr-ssed in ent.ions to avoid
 

aymptoms fertility cot't'ectly 
d Op 


pvet'i.y, i,y ", i ': iices'"::k, dur ing dayq of 
possible fertility.

Those who p,'ivn, i t shew up a; "fai arf 
 .'these pregnancies,
 
hOWvev , At'', onI : ( Iid'.d f rom N' onf; i ive ;s rates because,
 
soe iv,. .' L _np ,
. 5. , i vntnit .hh onal ly ig rore(d the rules of 
tIe Imehod. Sam [' :w .vch,'.hav c lass iiied sucth pt'eg ai ,i tes as 
'p lanor " c aun'se the cu:i ple did not adequately demInt r e a desire to
 

avoid pI'einntic y,
 

An exa-mp' or h1 ' I sK.'1assi f i'at! ,n: Ptri tm can change the
 
resu1ti,, .. :s r.ta:; a I ht
; rat' in 'Valdy -a avukation method among
 

sely- ! c ;,A in Tuanga. frn his .Luy, 29%)of the women who
 
learned 
the i , tn p'egnant (Weismian, 1972). Over 607 of the
 
pregnancin 'a:d tK w'-In 
 wo -took n cha;nce'" and had intercourse
 
while m l as an' . O o prsegiancies, together with pregnancies 
to 
couples who ia stpptIud using .h mthod because they 'were anxious to 
have move chi.Ldr'a, were excladed rtom effectiveness rates. In the end, 
only thre, I.'eg'ancies out of A] we'r'e classified as "failures.'
 

The qual. it y o teaching is lso important in determining the success
 
or failure of the mtie' d ba''r' p'acttced. Thus, viriations in
 
effectiveness -vies:"' v ,omelimis at.tFibuted 
 tu. different methods of
 
instruction o', lift"-,' ability of teachers (Flyrp 
 and Lynch, 1979).
Some adoca ,?s cf Nm':- mthods ar guo that all pregntncies not designated 
as method tytllures shctuid he clas.,ified as teaching failur'es. 

Class if icatin f Accepto 's 

The second issue that clous analysis of NFP effectiveness is the
 
classification of acceptors. 
 With IUD acceptance, a woman is defined as 
an "acceptor" at the time of insertion. Most NFP promoters argue that,
 
in contrast, NFP method acceptance is not a single event. Since the
 
ability of a woman to correctly identify and interpret her fertility

signals depends partly on the length of instruction, they argue, she may
 
use a NFP method for a period Af time without being considered an
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acceptor. Likewise, a pregnancy conceived by a couple just 
learning a
 
NFP method (usually called the "learning" or "teaching phase") is not
 
considered to be a method failure because the couple, may not 
be yet

considered as acceptors. Technically, however, as soon as an individual
 
agrees to learn N1,P or 
starts chac'ti n, her' cycLe, she could be considered
 
an ,- ceptor.
 

Use of terms like '-uiser, ....r egis;t ered c.WN, ' ;nd...acceptor," 

"autonomous us '," differs' Irum one prigutam to the next. 
 How a client's 
status as a user is definied may depend as much on the exLtent of sLaff 
outr 'acht and fc lcw up , ,.iich auL service related faceto's, a: n the 
demonstrated i t y and m;t ivation of the coup l. in usilg' a method. 
FLor exampl.e, uine pttroq;um in India defii es: aniAcceptor a:; s woman whose 

latnly and 
the wife nq ,; Io method for c births 

husband hats a'r'ed tof llow Natural i Planning together with 
Q follow the p'ia,, i" limitation-' of 

(Mascar,h i , ],d/I i). AftLt' thr',: . r.n ofa tuccessful, supervised [FP 
p'act t0*t y 'are cars id'red ul:'': , and it oit year o f "wonf.i.M.,.detit'' use
 
they bec0Ome Olautou
ittU'-i.
 

While it taly tn v{," h;c ,)5;s , I" obtain coniitl'te :cic :itific
 
standardizat.ijuh mILK. , w ,,;c rd I y the ciassifitcat ion of
 
pregniancies orad a cetors;, i taint 
 that a clear t.tisecstanding of
 
the effecLvt ii ciofe,,A11' will not, be known until there 
i, greater 
clarity in the cotcptualI u, dc,tadint; ando empirical measurement of 
pregnarncies and ci-'p or:. 

RSult Of _NCI-4IyvauSs Studies of bLIP Me-hods 

The m:j or'ity of NF'- effect veness stuiLes have M en reviewed in 
recent publications ( Litkin and Fox, 1981; Klaus, 1 ;82K10in.,an, 1982; 
Spieler, 1984) and will not- be individually described in this paper. 
Some of the studi es, as commented upon in the preceding secti on, lack 
standard proceduL'es and deo Iii i ons a terminoelogy, are not wel.1 managed, 
and do not always follow up subjects or do so inadequately. Often, the 
number of cycl es Auittdied is insufti. c rn t, demographic characteristics of 
the study sample are nut repo rted, and the number of exposure cycles For 
subjets with variable ovulatory patterns (e.g., lactating or 
premenopausalI women) is not reported In addition, several studies 
exclude cerLain subjects rorm fQna1 ana_ lysis based on subjective criteria 
(Gross, 1919). 'The conrlusions based on these studies are therefore of
questionable validity. Tables 1 and 2 show comparisons At selected 
recent studies of two NI"'P methods, the ovulation method and the 
sympto-thermal method. Comparisons of the results of a larger number of 
studies for each NFP method are contained elsewhere (Liskin and Fox, 
1981; Klaus, 1982; Kleinman, 1983).
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Table 1: Selected Studies of the Effectiveness
 
of the Ovulation Method
 

Author Study 

(Date) Plaze Descr.ntion 


Mascarenhas India Prospective 

(1979-11) (5 states) study of 3530 


acceptors*
 

Medina Colombia Randomized 

et al. prospective 

(1980) study of 277
 

new users
 

Wade et al. USA Randomized 

(1981) prospective 


study of 573
 
new users
 

WHO New Zealand, Prospective
 
(1981) India, study of 869 


Ireland, new users and 

Philippines, 125 successful 
El Salvador learners 

No. of 

Cycles/ 

Months 


39,967 


cycles 


1,967 

months 


3,223 


months 


2,701 

cyclesd
 

7,514 

cyclese
 

No. of 
Unplanned Failure 

Pregnancies Rate 

176 5 .3a 

5.7c 

61 37.2 a 

22.2 c 

94 3 4 .9a 
22.4 e 

45 21.6 b 

130 22.5 b 

Source: Adapted from Table 1, Liskin and Fox (1981).
 

a Pearl Rate per 100 woman years.
 
b Modified Pearl Rate per 1300 cycles.
 
C Life Table Rate, percent at 12 months. 
d 869 new users, training period (teaching phase).
 
e 725 successful learners, period beginning with end of training and beginning
 

with follow up (effectiveness phase).
 

*Acceptor not defined.
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Table 2: Selected Studies of the Effectiveness
 
of the Sympto-Thermal Method
 

Signs of
 
No. of Fertile
 

Author Study No. of Unplaarned Failure Period
 
(Date) Place Description Months Pregnancies Rate Used
 

McCarthy USA 	 Prospective NR 45 10.7b CM + BBT
 
(1981) 	 study of 83
 

experienced
 
users
 

Medina Colombia Randomized 1882 54 3 4 .4a BBT + CM +
 
et al. prospective months 1 9 .1b calendar +
 
(1980) study of 286 
 other
 

new users
 

Wade et al. USA 	 Randomized 3399 47 6a BBT + CM +
1 6 .

(1980) prospective months 2b calendar +
1 1 .


study of 590 other
 
new users
 

Source: Adapted from 	Table 2, Liskin and Fox (1981).
 

a Pearl Rate per 100 woman-years.
 
b Life Table Rate, percent at 12 months.
 

Abbreviations:
 
BBT = basal body temperature
 
CM = cervical mucus
 
NR = not reported
 

The majority of NFP studies are retrospective and non-randomized. To date,
 
only two studies that compared the ovulation and sympto-thermal methods have
 
used a randomized prospective design (Medina et al., 1980; Wade et al.,
 
1981). Prospective studies tend to be costly, and women may not agree to be
 
randomly allocated to a method, instead preferring to make their own decision
 
about which method to use.
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S,',1... One study by th1 Wor d Health: Organization (W -Odeseoves speia4l! ,> "
 

*, "~~mention. twwn - a'hse rym errs -c iv ria ofe 

'"Inraot h"ib-o '" 
method inNew'Zealand,ii 

WHO investigated the eercentage ofawomenwho couldibe aSalvador,
successfully t~uhC o recognize cevclmucus 'chanes, ndasseed:'h~ 
effectfiveness of the method. >The multi-.nationalVpopultion inldd 
women' of proven.feritility who' were> less than 39 yearslold, non-lactat2.ng,,~'" 
and with a history of menstrual cycle length of, between 23-and 35 days.' ' 
Fifty-fou percent of all study participants were "limiter"ho desired 
no more chVildren. None of the women had previous~experience with the 

5- ovulation method.,
 

i 5 ~p The WHO study was conducted in a number of. countries, concurrently,,~"~ 
'5>'- using a standard protocol. This made it possible to 1compare women
* 

representing a wide range of cultural,. educational and socioeconomic
 

characteristics who ha'd'used the same method. To avoid the problem ofr distinguishing between unplanned and planned pregnancies, WHO adopted a. 
/,' 'Jconventionof asking women'at each monthly follow-up interview if they 'i

planned to continue using the methiod tonvoid pregnancy in the next cycle
 
(Spieler, 1984).
 

Following teisrconof an experienced teacher, 93%' of the

S.e .', ''5>-" women were able to recognize and record cervical mucus chianges during the,
 

first cycle. After three cycles, less than 27.of the initial.869
 
subjects failed to learn the meth~od. -Five percent became pregnant during

this three-cycle teaching' phase (WHO, J.981-I).' 
 5 
 ~ 

In the second part of the->st'udy, called the effectiveness >phase, the 
25 women who had successfully learned how to recognize their cervical 

.>'

patterns were studied for '13 cyclec. 'WHO used five categories to 
cluassify pregnancies, with more than one category applicable nsome 
instances 1-II . *,,19The following modified Pearl rates(numbar of.. 
pregnancies times.1300 wdman-months divided by number of cycles) over 
7514 cycles of observation were found: 2.8 method.related, >0.4 , " 

inadequate',teaching, 3.5 inaccurate application of insrutins,154.
 
conscious departure from the rules rega~'ing abstinence and 05
 

uuncertain.' 
hfen:sructir-s 15,4 


There was considerale variation in the pregnancy rates among
centers, from 13.8> in Manila to 33.6. in Auckland.-~ The'circurnstances of,. 
conception varied significantly.,. In'San Miguel',El Salvador,, alL>% ' prgace eutdf&N' ns rue,'whereas in
pregnacies rsultedccius departure from the'rie ~ 
:Auck~land, "New Zealand, rIor'ethan' half. resulted from inaccurate 



'application of instructions., Method failur rae wer markedl 
difeenranging from 9.4' ,(Auck]and),to '1.l1 (Manila, Philippines) ,withI2j~ 

no- metho~d'failures reported inr Bangalore, Ini-o Sa Mi-' .Amn 
the initial- 725 participants in~ the effectiveness phase, 'the 'overall:'s'-j~ 
cumulativei poability of discontinuation was higher for spacers' (43.0%'sS)~ 
than 'for limi'ters (29.1%);t ~ ~ 4-~ ''~' 
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Effectiveness of Calendar Rhythm in the Philippines
 

Little attention has been paid 
to evaluating the effectiveness of the
 
calendar rhythm method. Since calendar rhythm is one form of periodic

abstinence, se]ected results from several recent surveys in 
the
 
Philippines are included. In the three Philippine National Acceptor
 
Surveys (NAS) of acceptors at 
clinics, calendar rhythm acceptors were
 
found to have the highest cumulative life-table failure rates at both 12
 
and 36 months (13.8 and 22.9, respectively), followed by condoms, pills

and the IUD (Laing, 1984). Pearl 
rates were similar for condom and
 
calendar rhythm users 
(about 20) followed by pills and IUDs.
 
Continuation rates 
at 12 and 36 
months were highest among IUD acceptors
 
and lowest for corndom acceptors, while rates 
for pill and rhythm
 
acceptors were similar.
 

Although pill acceptors had lower pregnancy rates 
than calendar
 
rhythm acceptors 
in the short term, three years after acceptance the
 
cumulative overall preGnancy rate, which includes pregnancies conceived
 
both while using the method and after discontinuation of the method, was
 
about 60 for both pill and 
calendar rhythm acceptors. According to Laing
 
(1984), because pill users 
are more likely to discontinue use, "the
 
advantage of the pill's low failure rate while in 
use is completely
 
cancelled 
out within three yers after acceptance." However, it should
 
be noted that pill users were younger, and therefore presumably more
 
fecund, than (calendar) rhytum user:. 
 Furthermore, these effectiveness
 
rates 
include both planned and unplanned pregnancies.
 

The more recent Philippines Community Outreach Surveys (COS, 
1378 and
 
1980) reflect a shift in the 
research focus of the Philippine Family
 
Planning Program from clinic acceptors to eligi le couples in

village based Outreach ProjecL areas. 
 They provide information on how
 
the calendar rhythm method is practiced in the general population. The
 
1980 COS showed, not surprisingly, that calendar rhythm users who knew to
 
avoid sex during the middle of 
the cycle in order to 
prevent pregnancy
 
reported proportionally 
fewer accidental pregnancies than did women who
 
stated that they were using calendar rhythm but who did not know that
 
mid-cycle was 
the period during which they should abstain. Women who 
knew to abstain during mid-cycle had a Pearl rate of 24.3 per 100 
woman-years, compared to 30.6 for those who thought intercourse should be
 
avoided right after the menstrual period and 50.4 for those who 
thought
 
sex should be avoided immediately before the next period.
 

Data from the 1978 and 1980 COSs indicate that use of calendar rhythm
 
in combination with either condoms 
or withdrawal is fairly common.
 
Continuation and pregnancy rates 
for rhythm plus condoms are similar to
 
the corresponding rates of 
rhythm used alone (Table D6, Appendix D). In
 
contrast, rhythm plus withdrawal appears to 
have been a more effective
 
combination than rhythm and condoms and was more widely used. 
 Rhythm
 
plus withdrawal was 
as likely to be continued as 
the IUD and to be used
 
as effectively as the pill.
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The Philippine COS research attempts to compare use effectiveness of
 
all methods in the general population - not just among couples
 
participating in a particular study or family planning program. Similar
 
research in other countries would provide valuable baseline data on a
 
broader spectrum of users chan is currently available.
 

26
 



',RIODI1Clk '%11-A!11( )D S .,hOU PE'" AIISTINiNCI , 

Maay questions are asked about periodic ab:;tinence method. . Eleven
 
of the most frequently asked questions are di.scuss;ed in this section.
 

How acceptable a e iodic abmIt.nene e]uethods? On ; cotLp e 

decides to delay or limit childbearinrg, a number of pec'so ia a: d cultural 
factors wil! a Ufectthe i r adoption of a particular practice or family 
planning method. The extent of the c uple's knowledge about the range of 
family planning options available, their access to informat ion and 
services, their confid once in tie sat.ty and ef icacy of g ive, methods,
 
and their perceptiens 
 about the efftc t on their marital re la, ionship are 
some of these facti)rs. .For )o couples, eft I ee):S: LS the primary1 t" l 

cons iderati lolnl le, t or
i is: a mothod whi le fu o l Io'r conveien ce 

safety is lu!. imlportant.
 

Couples who co"A::idot usir; NFl' will need Lo con:ider- the per(iodic
 
abstinence requirem.ent th health beret its 
 and ri sk s of using NIP 
methods, and the arreptahii r.y of techniques us:.d tQ idlent ify the fertile 
phase. The re lati'v. irportance at each of these fa:t,, s may differ with 
the soci.ocul tural and P'-oomic milieu. For instan ,, inr. Ind ii 

ultimately, the aceptaioe of a method of family planning among the 
urban and rural p oor[ may de perId Ie:;s on its effect ivornes 
(effectiveness may be mor. impluortant in other cuLt.uraI situations) 
than on its .Amplicif.y, low :,nancial -and psychological costs, 
reversibii ty, ease of use, and Lack of side ,ffects (lDor'airaj, 
TFFLP, 1984). 

Whocau ei-c p iO-t i c abstinerc e methods'. Women th roughout the world 
of various cultural and socioeconomic backgrounds are usinrg some form cf 
periodic abstinence. For exampIe, as was shown in Figure 5, chythm users 
are found in Sri Lanka, South Kor:ea., Peru, and Mexico in both urban and 
rural areas an! at various levels of educat-ion. Similarly, the WHO 

ulticenter Ovulation Method Trial was conducted in five countries , among 
subjects who were illiterate to those having a postgraduate education 
(WHO, 1981-1). Level of education did not affect the subjects' ability 
to recognize ard record thei.r cervical mucus patterns in the WHO study. 

Reliigious motivation to choose a periodic abstinence method is 
apparently not a prerequi.site. The Percentage of WHO study subjects who 
cited religious reasons for usingt OH ranged from 23% to 55% in the five 
centers (WHO, 1981--!). This is particularly interesting in that more 
than half the subjects in each of the centers were Catholic. 

In the Philippines, women who choose calendar rhythm also appear to 
attach reiatively little significance to religious considerations (Laing, 
1984). Instead, medical safety and convenience, and to a lesser extent 
eff"-Quiive ess and husband's support, were the primary reasons for 
choosing calendar rhythm over other methods offered at family planning 
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clinics. Some cultural resistance to and widespread concern about side 
effects of modern methods were evident. 

How dificlt i.; it to det. ermi p e tl~e fertile period? Opinions vary 
as to how diftficult h' is to leart, to idunt ity the fertile period and to 
maintain, the coaumitment to(U Cclut. inous meni toting, that is required. In 
the WHO study of the o;vulat;ion me t hod., more than 90% of the women were 
able to re.cigiz and reco, t h. syrmptoms (WHO, 1981-I).imucus 

Continuous wour.Ior og may uoraLic, espcially in situations 

i v,.,t,.;where suppo i;is ; uch o; ti n " hn ,K my' iot be easily available 
and whero pr'iv " i. a V. 

What '.i uit or hindr . . ii ict l_lo t r he tt.!.ii, Period? 
Womn who arc h str coding, who in UP ir early or lat- years of 
reproduct iv, V , or ,h lw,' recently stopped using hormonal 
cont racep. ,: o n. o P . i a',. u cycles, sometimes without ovulation 
(see Box _Ai, , ,'i ... interfer, with the onservation of2). i may 
the Iusus n'ypt(,. ,u i iit OriI s, reliance on previous 
experience Y;ra<1A be !:,C'!1,, aI th syl ptu..hs during the current cycle 

may be difliun.: t o K, ncprl . 

jrioduw lu' in ti ,- r0v d pe of ahstinene? The relat ive length 
of ab:;rtin,r r ,uiu'd ur0rvr Lours p eiodic abstinence rmethods for a 
hypotheLil >4 di cycle in depic ted i Figure A 1, (Appendix A). In 
general, ab . r-aquitd or about half of each cycle with all of 
these method . the poplud ofr-a q ired ats tinenc varies considerabl.y, 
however. fromra1er ' ur t. o anothor aid ifrome one cycie to another. Also, 
Learners or,. nn ',quhrd to abstain t.for a longer period than 
experien- us-u. 

Man' Vl;; 1 ,i tht t if the periodic abstinence interval can be made 
shorter, mt.,', ,-oi will find NF'P methods acceptable. The modified mucus 
method was I,. vlopd partly for this reason. This method involves identi
fyir g the Crvical MUCtS as with the ovulation method, but establishes 
different ruil. about abst e_nen (see description in Appendix A). Current 
research in KlewptKn to identity ovulation more precisely so that the 

length of o o i iC ,r.urd I t ear 'duced 

How vo'. _:;.eu'.p- cm y _witL_ _theeriodic abstinence requirement? 
Once a couple ha; learned to identify the fertile period, compliance with 
the rules of abstinenc: will determine whether they achieve their family 
planning objectives. If tlie couple does not want to have more children, 
they may be more. motivted to ahs Iain than couples who are only 
interested in doelayin' p'e..nancy. 

Bit icuity in com,[yi 0 with the absrtinence requirement is one of the 
major drawbaK.E u periodic abstinence methods (Marshall and Rowe, 
1913). K',ouplo; do riot aIw.ys abstain when they know they should, and as 
a result, some conceive. Even some anthusiastic users report that 
abstinence is somet imes difficult and may be a source of marital tension. 
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In contrast, others view abstinence in a more positive way,
 
emphasizing other ways of expressing their love and focusing en the
 
stronger marital communication that can result. One study of the
 
sympto-thermal method (Daly and Herold, 1983) 
found that couples who
 
discontinued usq were more likely to see abstinence as a time of
 
sacrifice and frustration, whereas those who continued 
to use the method
 
were likely to perceive abstinence as facilitating marital communication
 
and improving their sexual relationship.
 

Among its more ardent proponents, NFP is not considered to be 
contraception but rather a lifestyle or a philosophy. To view abstinence 
a3 a chore r ther than an integral part of the marital relationship would
 
be inconsistent with the values of many NIP proponents. 
According to
 
Klaus (1980), while contraception emphasizes the couple's relationship at
 
the "moment of union," NFP permits a "possible extension of 
the
 
(couple's) relationship in the form of a child." The-efore, people who
 
use NFP methods "chose to allow the full biological presence of their 
procreative power to be present in any act of intercourse.' 

What are the ojtions for sexualexpession duinthepeod o 

abstinence? Although it is implied that methods based 
on periodic
 
abstinence require abstinence, attitudes concerning sexual expression
 
during the fertile phase differ. In a discussion of NFP, Maloof (1978)
 
lists three basic approaches to abstinence: 1) total avoidance of any
 
physical contact, 2) physical contact without genital arousal, and 3)

avoidance of coital relations, while seeking genital arousal in other
 
ways.
 

Traditionally, NFP providers have favored the expression of love
 
through non-arousing behaviors, in part because it is felt that any
 
sexual activity may interfere with accurate identification of fertility
 
signs, particularly cervical mucus. Not all users subscribe to this
 
approach. Some prefer to engage in various 
forms of sexual activity
 
during the fertile phase without the risk of vr~gnincy, thr'ough genital
 
arousal without genital union. Other approaches include use of
 
contraceptive methods such as barrier methods 
or withdrawal during the
 
calculated or observed fertile phase, a practice that has been reported
 
in Japan and the Philippines (Coleman, 1983; Laing, 1984). These
 
approaches would not be considered NFP because periodic abstinence is 
not
 
observed.
 

What effect does use of NFP have on the marriage relationship?
 
According to NFP proponents, a principal benefit of NFP is improved
 
communication, joint cooperation and shared responsibility in using the
 
method, and heightened awareness of the importance of quality in sexual
 
relations.
 

Only a few recent studies (McCusker, 1976; Jonas, 1983; Brennan,
 
1983; Daly and Herold, 1983; Desmarteaux, 1984; Borkman and Shivanandan,
 
1984) have investigated this aspect of NFP use, and all but one of 
these,
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endometrial and ovarian cancer 
(CDC, 1983-1; CDC, 1983-2) or by barrier
 
methods against sexually-transmitted diseases (Sherris et 
al., 1984).
 

For some methods, including periodic abstinence methods, the extent
 
to which a woman complies with standards of correct use affect whether
 
she gets pregnant. If she neglects to take the pill regularly, for
 
example, her risk of pregnancy is higher. Lack of compliance among NFP
 
users can occur 
either because of lack of motivation to abstain or
 
because of an inability to determine when abstinence is required.
 

In summary, there are 
no health risks associated with the use of a
 
periodic abstinence method itself, but 
the risk of pregnancy is higher if
 
a couple does not abstain during the 
fertile period. Given the high
 
rates of 
maternal mortality in many developing countries, the risks
 
associated with unintended pregnancy are significant. 

Are there any pcoblems associated with the outcome of pregnancies 
among users of peLtiodic abstinence methods? Several investigators have 
claimed that couples who avoid intercourse during what they believe to be 
the fertile period but nonetheless become pregnant are more likely to 
have conceptions involving aged sper- or ova (Guerrero and Rojas, 1975; 
Jongbloet, 1969). In animal studies, fertilization with aged gametes has 
been linked with an increased incidence of spontaneous abortion and 
chromosomal and structural defects, though this has not been demonstrated 
in humans. (Liskin and Fox:, 
1981; Gray, 1983; WHO, 1984).
 

A World Health Organization report (1984) provided data on pregnancy 
outcomes from the multicenter study of the ovulation method. Outcome 
data were available for 163 of 175 pregnancies out of which there were 
140 live births, one stillbirth, 16 spontaneous abortions and six induced 
abortions. The congenital malifoItiation rate was 1.2 /. Thesa r.tes were 
not higher than would be expected in the general population nor were they
 
any higher than with other family planning methods (Gray et al., 1985).
 

Should prospective users of periodic abstinence methods be warned
 
about these risks? According to the Medical Advisory Panel of the
 
International Planned Parenthood Federation, "while the possibility that
 
periodic abstinence may be associated with a higher incidence of
 
spontaneous abortion and congenital defects in 
the offspring should be
 
the subject of further study, the present evidence does not suggest that
 
the risk, if any, is appreciable. There is, therefore, no more need to
 
warn prospective users of this hypothetical risk than there would be when
 
prescribing a vaginal spermicide" (Kleinman, 1983).
 

Can NFP be used to conceive a child of the preferred sex? Some
 
proponents claim that the Billings method can be used by a 
couple to help
 
preselect the sex of their baby. Conflicting theories have been advanced
 
supporting the argument by Guererro (1974) and Harlap (1979) that 
timing
 
of intercourse affects sex ratios. Billings and Westmore (1980) cite
 
some evidence from Nigeria that achieving conception on the day of peak
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mucus tends to requ It in a boy and that intercourse early in the mucus 
phase without further relations results in a girl.
 

Most oft the -tudrie; f sex pruselection have, until recently, been 
poorly documenIt ed, ret.ospective ir desigrn and lacking in reliable 
indicators Atvu ati.n. France (1984) and the above cited WHO study 
p rovide the bosr dat on l:itinship between the sex of offspringtt.i An ' 

and the tlmin of 
Vn !,couI§ rolativc to ovulation and fertilization. 

The ps - . studi by France usod three indicators BBT, "peak 
day" cerv I 'in'':s sVIyLt n d Lut:inizing hormone (LH)anl liiliary 

level; 
 to .. iy the Lima Ao ovulation in 33 pregnancies. The study
 
method :.a a Km. 
in t a I cUrse approach with intercourse occurring at 
ovulat idn ir c, o, de:siring a buy or two to three days before 
ovulati o In L p o:;LiriNt' a girl.. '['he results were consistent with 
Guerrer ( 10 /n,)tit ma les are favored the longer the interval between 
intecrouuce , in ovulation, nut the invo stLiga or cautions against drawing 
conc lushion 'a. ni Id's sex car be predetermined based on this limited 
number u! r0 -

In th biO tudy', 1u3 pre;nancies were studied for any relatioaship 
between sex rati on arid timing of conception. Based on mucus symptoms, no 
significant patterns related to the estimated day of conception, the 
presumed day ot ovulation and the sex of childrei were found. 
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PROG RAM AND POiL)IICY
 

CONS!I )+I',.TI( )NS
 

An increasing number of family plaing providers recognize NFP and 
other fertility awareness-based methods as valid contraceptivP choices 
that should be available in any comprehensive program. Many atso desire 
to escape from the destructive polari:zation of attitudes for and against 
NFP that has been apparent in the recent history of family plannig. 
However, many family lanninrg providers are uncertain about the 
feasibility of incl.uding these metlods and how to best make them 
available. They questLion the kind of service delivery system that would 
be most appropriate, and to what extent. ex ilig systems can be used to
 
provide ferti lity awareness Pducat. i.on or to promote periodi c o.ibstinence
 
methods.
 

Assessing potential demaud for these services is problemaL ic, partly 
because it is not known what ptroportion of women in most countrires have 
heard of, much less used, periodic abstinence methods. Knowledge of the 
existence of a method is an obvious prerequis ite to acceptance and use, 
but services must also be accessible. Relatively few couples in the 
world have access to any family planning services, and fewer have access 
to NFP services. In addition, family planning programs that offer NFI' 
together with other methods are virtually non-existent in developing or 
developed countries. This makes it dif icult to predict the response 
should such services become available. 

A profile of selected countries where periodic abstinence methods are 
relatively popular is included in Appendix C. Within these eight 
countries, a variety of UF[O service delivery approaches and the 
environments in which they are pro'ided are represented. From these 
country studies, policy makers and program managers can see how programs
 
can be organized. A guide to selected agencies and organizations 
providing support for NFP research and program activities appears in 
Appendix B. 

Selection of a Periodic Abstinence Method
 

Which periodic abstinence method should be taught -- one of the NFP 
methods (cervical mucus, basal-body temperature, or sympto-thermal) or
 
calendar rhythm? The above discussion of program issues refers mainly to
 
NFP services, because these methods are the 
ones being taught by most
 
organized programs. 
Because they are believed to be more effective than
 
calendar rhythm, most 
family planning programs prefer to select a NFP 
method. The NFP method that is most appropriate will ultimately depend 
on many local factors, such as whether a method is currently being taught 
by private programs. Advantages and disadvantages of NFP methods are 
presented in Box 3. Calendar rhythm should also be considered, 
particularly if many couples are already practicing some variation of 
self-taught periodic abstinence. Calendar rhythm ha: the advantage of
 
not requiring continuous monitoring, and may be quite effective for women
 
with regular menstrual cycles.
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Program Options
 

The?e are several program options available for expanding the
 
availability of NFP services. These include:
 

(1) 	Provision of NFP services in comprehensive family planning
 
programs, either by:
 

(a) trairing present staff members in NFP, 
or
 
(b) hiring NFP instructors. 

(2) 	Cross-referral of couples between public family planning 
programs and private NFP programs. 

(3) Coordination at the national, level of NFP activiti es, both: 

(a) administrative coordination, and 
(b) establishment of -Centers of Excellence" provideto 

technical and educational assistance. 

(4) 	Provision of support for pilot projects or other research 
activities. 

In countries where NFP services are available, delivery channels vary
from grass-rcots initiatives involving small groups to national or 
regional family planning programs that teach NFP. In most countries, 
autonomous NFP groups offew instruction and other services. Some, but 
not all, are affiliatd with either of the two international NFP 
associations, the International Federation of Family Life Promotion
 
(IFFLP) and the World Organization of the Ovulation Method Billings
 
(WOOMB). In general, services tend to be concentrated in a few (usually

urban) areas and are often not available to rural or low income groups. 
Further, NFP services are sometimes not available to couples who do not 
have 	 values or beliefs similar to those of the providers. 

Tan NFP be Effectively Integrated into a
 
National Family Planning Program?
 

Some in the NFP community argue that NFP is a specialized subject
 
requiring careful instruction, accredited teachers and a separate
 
delivery system. Only a few developing countries have attempted to add
 
NFP to the existing "cafeteria" of family planning choices, but their
 
experience thus far has exposed some of the problem areas. 
 Problems that
 
have surfaced in the Philippines, for example, include a lack of
 
committment among providers or instructors, competition for manpower and
 
economic resources, and lack of adequate program support, educational
 
materials, or follow-up of clients.
 

Within a comprehensive family planning program, NFP services could be
 
provided either by staff members trained in the delivery of services, as
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BOX THREE
 

ADVANTAGES AND DISADVANTAGES OF NFP METHODS
 

ADVANTAG ES 	 DL SADVANTLGWC 

* No physical side fLfut;. To be effect ie, requires 

* Training incruane:s aiwa reness 

and knowledg. "K reFcroductivt, 
function. 

* 	Acceptors can he Lrainiud by 
paraprofessionni and lay 
volunteers 

* After initial t ia ii:ig and 
follow up, many users are 

able to pracli, the method 
without. Liliual aTihis-LstaP' 

and _ a [m5:1i i ,xpense. 

* Respon-ibility family
 

planning ishi i bott h;exual 
partners, which may iad Lo 

increased 	 1otarir.i.By 
requiring col] abtrabior 

between partners, periodic 


abstinence may ;:nitribute 

to morUe coo,,'ti, marital 

r'elatiolsips in 1.,AS other 


than just fatml.y p mlaitrg. 


consistent use, st rong conmmitment 
anid cooptera.ln 'tu brot ih partners 

Belatively long initial
 

inst rch ion. 

NFP metluds ~eqo ire daily
 
m o ito ring and rharting.
 

* 	 Some women experLeCce fear of 
unwanted pretnancy. 

W.Jit-hout use of vu lIntLeer teachers 

and inaLsr.u , ios ] iver, of, ,WP 

t.-ha,]y "I.P Wi 

, 
Q 	P'[".v , nn ! 1 4V .'., i.:" . 

sa) 

:roblems.
 

absti w mica cause marital 

To avoid pgnancy, intercourse 

must be cotit ned to a limited 

num,er ot days based on the method 
practiced. Lergth of abstinence 

depends on rycle leng'i and 
variablity: 

]e rvI.cat [LWt (alIoft,2)Cus 
* May be us;ed ru th.p n,:OpiesCevclmus(on)
ayhiev Used Lu i~-	 learners: 2/3 or all of the 

acnieve ti.i;2ail, .days 


* Acceptable to peopl.e who prefer 


not ether' methods of
to use 


family planni g. 


'Approed y tie 

* May be e~t heti 
acctaybe Wa
acceptable tha n 

C 	 thu ir Church. 

.y mare 
othereokus-ocher cci. uos-. 

re ated methods (condoms,

spermicide', diaphr'agms , or
withdrawa ), 

* Availability of periodic 
abstinence methods may increase 
the riumber of initial family 
plannin;L accee tors. 

of tihe first cycle 

exper nced users: 1/3 to 

BBT (alone): from L;/2 to 2/3 of 

the days of 


Sympto-Thermal: 

combinat ion of 
from 1/3 to 1/2 

the cycle
 

depending on the
 

techniques used,
 
if tihe days.
 

Calendar (alone): may be as few
 

as 1 to 3 days or as many as 10
 
to 
20 days per cycle.
 

Source: Adapted from CDC, 1983.
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well as other contraceptive services, or by NFP instructors who 
are 	hired
 
solely to instruct in periodic abstinence methods. Both of these
 
teaching options have advantages and disadvantages, with the better
 
choice determined by local factors.
 

An alternative to integration of NFP is 
to promote cross-referral
 
between government and private family planning programs and the existing

private NFP programs, 
 in this way, the range of choices available to
 
clients of both public family planning programs and private NFP
 
organizations would expand, presumably 
at minimal additional cost. This
 
approach has not bean feasible with all NFF promoters because of policies

discouraging referral of NFP clients 
to other family planning services.
 
Many NFP promoters reject contraception, abort ion and sterilization and
 
have in the past been unsupportive of cooperation in service provision

with national family 
 planning programs that provide any of these services
 
(WOOMB, 1080). 
 They claim their clients are not interested in other
 
methods and that most hav n ready tried 
usinS pills or IUDs (UNFPA,
 
1982).
 

Other NIP proponents, howeer, are more suppoartive of the idea of
 
cross-referrals 
 and are taking steps to promote it. For example, in
 
order to conform with the principle of informed choice, some
 
organizations have adopted the followiag referral proceuures:
 

1) 	Service providers: explicitly state to clients that only NFP
 
information and services are provided; and
 

2) 	Clients who specifically request informaLion or services for
 
other family planning methods are referred to 
the appropriate 
health or family planning servic. 

In a few countries, a national coordinating organization has been
 
created to 
reduce the overlap between administration or training-related
 
efforts of separate NFP programs. These organizations are still in the
 
formative stage and are 
generally sponsored by a combination of public
 
and private sources.
 

In some countries, NFP is promoted primarily by a o'adre of user
instructors with different levels of 
training. In addition to
 
instructing clients in NFP methods, they function as motivators and do
 
follow-up activities. But clients 
in special circumstances - women
 
approaching menopause, those with leukorrhea, breast-feeding mothers or
 
women discontinuing the pill 
- may require more expertise than can be
 
provided at the grass roots level (Thormann, 1984). One proposed

solution to these problems is to 
develop model NFP service "Centers of
 
Excellence" at the national or regional level to provide a focus for
 
training, information and research activities. These centers might
 
operate as information clearinghouses, collecting and disseminating NFP
 
materials to program managers and trainers, in addition to serving as
 
consultation or referral points for NFP instructors.
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The Key Role of Instructors
 

Periodic abstinence methods rely very heavily on well-trained and
 
highly motivated instructors. Each couple requires a great deal of time
 
for the initial instruction and for follow-up during 
tne early months of
 
use. NFP services ace therefore very labor-intensive. The key role of
 
instructors implies 
that decisions regarding such questions as who the
 
instructors should be, how they should be trained, and how much they 
should be paid will affect both the quality and the cost of the program.
 

Many NFP providers have .eacher trainiag curricula that require 
demonstrated competency as 
well as practical expe."ience. However, 
training content, standards and certification pr%.cedures for instructors 
vary among providers. Evaluation of teaching effectiveness is therefore 
problematic. In the WHO study of 
the ovulation method (1981-I), some
 
evaluation of 
the trai ing of teachers was conducted. Each teacher was
 
asked to complete an ovulation method questionnaire designed to test her
 
knowledge and understanding of the method. 
 If the teacher showed some
 
deficiencies in knowledge, 
the principal investigator discussed these
 
deficiencies with her. No data have been published, however, on what
 
proportion of teachers had problems, or what criteria principal
 
investigators used in assessing ,-e problems. Also, no data were
 
presented on the teachers other i to mention that they were married
 
women using the method who had successfully completed the questionnaire. 
While other NFP studies have used certified instructors, this fact is not
 
always explicitly stated and 
the criteria for certification are sometimes
 
uncertain and unstandardized.
 

Cost-Effect iveness
 

Many family planning providers recognize the importance of NFP. For
 
a variety of reasons, however, administrators have not included these
 
methods in national programs. Concern about the cost-effectiveness of
 
providing NFP is one of the reasons.
 

Cost-effectiveness analysis is a technique for assessing and
 
comparing different program approaches in terms of the relative cost of
 
obtaining a particular unit of 
output (Fisher et al., 1983; Sirageldin et
 
al., 1983; and Gillespie et al., 1983). Put simply, it 
"is a measure of
 
the relationship between program costs and achievement" 
(Gray and Kambic,
 
1984). Cost per acceptor, cost per couple-years-of-protection and cost
 
per birth-averted are examples of 
the kinds of ratios used to measure
 
family planning program impact and output using this form of 
analysis.
 
Cost effectiveness provides a measure of cost-per-input to some given
 
output or outcome.
 

The comparative cost-effectiveness of NFP and family planning
 
programs in general depends on a variety of 
factors. These include
 
client loads, methods provided, cost.'availability of supplies, and the
 
extent of reliance on volunteers. The variables 
that should be measured
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and the value attributed to them is one important issue. Other
 
considerations are service statistics capabilities, the purpose of the
 
assessment and the way specific costs are allocated.
 

While it would seem to be a relatively straightforward procedure to
 
calculate the cost of some given level of output, in practice there are a
 
number of costs that are difficult to assess. For example, if NFP is
 
being taught in facil-ties used to provide other services, such as
 
religious activities, what share of costs (e.g. rent, utilities) should
 
be attributed to the NF? program? If staff who are already providing
 
other services, say church or community workers, start teaching NFP, what
 
share of these costs should be counted as program costs? If NFP workers
 
are volunteers, how should the cost of instruction be calculated? 

In the Parly stages of NFP programs, classes may be conducted on
 
church property and use voluntary workers or church personnel. Program
 
costs may include some additional utility costs and training materials.
 
As the program expands, it may need to acquire additional facilities, an
 
administrative staff, and some additional staff 
to provide training and
 
follow up.
 

NF"P requires a more ext ennive educational delivery system and a 
larger training input tnan most methods of family planning. Trainers and 
instructors must be trained and they in turn must teach acceptors. Some
 
programs may require that acceptors attend classes during the teaching
 
phase and that instructors visit couples in their homes to provide
 
follow-up instruction and motivation. The 
costs of such a program depend 
on how lab r costs are calculated. If trainers and instructors are not 
paid or if user couples teach new couples, all labor may be voluntary and
 
program costs nearly zero. However, at the highest training levels, at
 
least in large scale programs, trainers may be paid. Even if there are
 
no labor costs, the costs measured in terms of 
output sacrificed may
 
still not equal zero. If NFP trainers or instructors also provide health
 
or other family planning services, they may be drawn away from these
 
other tasks to teach NFP, thus involving an opportunity cost.
 

Data on cost-effectiveness of NFP programs are severely limited,
 
although a few NFP research projects now include 
a component for
 
evaluating cost effectiveness. Some data on total and average costs of
 
service provision per user couple were provided by an evaluation report
 
from a two-year NFP program in India, 1978-80 (IGSSS, 1981). It is
 
unfortunate that little detailed information about the results is
 
available.
 

Not only is it difficult to determine the costs of NFP services, but
 
the benefits are also difficult to calculate. If the cost per acceptor
 
is being computed, the definition of an acceptor (ranging from someone
 
who attends one lecture to someone who has been thoroughly trained) will
 
affect the results. If the cost per couple-years-of-protection or cost
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per birth-averted is being computed, the issue of effectiveness .he
-

NFP method further complicates the calculations. FuL'thermore, a couple
 
may use the method for only a few months or for many years, with some
 
initial cost to the program. High initial training costs may be
 
justified if 
a couple will then use the method for the remainder of their
 
reproductive lives, but not if 
they will discontinue after a few months.
 

Research Needs
 

Boxes 4 and 5 present key areas where further research in the area of
 
periodic abstinence methods is needed.
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BOX FOUR
 

RESEARCH NEEDS
 

* Biomedical research on prediction of ovulation (see Box 5) 

• Psychosocial research (such an effect of NFP use on marital relation
ship, possibly cOmlarIed with effect of other family planning 
methods) 

aProganunak.i (or operations) research including cost effectiveness,
 
eft i.cacy of group versus individuo I counsell1ing , most effective
 
ways of recrn' t ing; users, etc.
 

" Research on long t r'i impact of NI"P educatilonal programs 

" Applicabili ty of NF, for women in special circumstances (breast
feediy, puel rnopa sa, vaginal infections, etc.)
 

" Surveys on t. he extent At kniow ledge a lout fecrtility cycles in the 
general popi lat ion 

" Measurement of demand i n the gen al populat ion for periodic 
abst inence or fort i lity awar.coness methods 

" Character'istics of more versus Less sucroessfut users 

" Case studies of attempts to integrate NFP methods (or fertility 
awareness information) into publi c or private family planning 
p rog rams 

" Research to determine the minimum amount of ttaining/information/ 
follow up needed by couples to practice NFP methods 
satisfactorily 

* Use effectiveness of periodic abstinence methods
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BOX FIVE 

BIOLOGICAL RESEARCII ON PREDICTORS OF OVUI.ATION 

The following matrix shows 
methods currently available to
 
researchers for the predi ction or 
det ection of events in the
 
reproductive cycle associated with the 
t mign of ovulation aid
 
fertilization. improving the level of 
precisior of these 
measuremennts will rqi'e the development of a better understandi"ng
of hormonal activity relative to ovui L tun and during pregnancy arm
 
lactat,ion. On thlf, 
 horizon, -newtechniques may become available that
permit home detection of hormone levels Q utrine samplos wi th ease,
convenience 
and iicreased e fectiveness. The thrust. of most of the
 
research in technologic.al devices has been towa rd 
inexpensive,
 
easy-to-use diagnostic devices 
that could be ,d by
u.s_ individual
 
women in their- homes.
 

If the timillg of oViiubat.iO[i can be F '.dictrd more precisely, the 
amount of absti.nence requ ired would be reduced. I would also 
enable women in special cIircums tances with itregulat' ovulatory 
patterns (i..e. those breast- feeding, post pill, or premenopausal) to 
use NFP methods more effeetvely. 

Val idator of [vent/Purpoe 

Proget eroie 
fstrogen LH in in Milk, HCG in 

Ultra if) Saliva, Serim, Saliva, Serum, PRL in
Event/Purpose Sound Mucus Serum, U'-ino 
 Ur ine BFI ',eruil, Irinc Ur ine Serumi
 

I. foilicular 

-,-. 

Deve 1oifron t
 

2. Start of the + + 
 +
 
ferti Ie Period(
 

3. Inimediate
 
Prediction of 
 + + + 
Ovulation
 

4. Start c'
 
Infertile Period 


- + 

5. Adequacy of 
 _ + ' 
Luteal Function 

6. Detection of 
 + 
 + 
 - + 
Pregnancy
 

1. Resumption of 
Ovarian Function + -

During Lactation
 

lh2se methods permit identification of menstrual ICycle activity or event 
 hown.
 
Methods do not permit identification of these merst'-ual 
cycle activities/events.
 

u',mepbIl and Col i n,", 1984. 
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APPENI)IX A
 
I)escripfion of Calenlar Rhythm and NI-T Mcthx(ls
 

The following descriptions are meant 
to guide the reader in
 
understanding the principles involved in the application of the four
 
basic periodic abstinence methods. They are not intended to an
serve as 

instruction guide for teaching 
or using the methods; other materials are
 
available for those wishing iore information (Billings et al., 1974;
 
Vollman, 1977; Kass-Annese and Danzer, 1982; Parenteau--Carreau, 1981).
 
The number of days of required abstinence for each of these methods is
 
shown in Figure A-I for a hypothetical 28-day cycle.
 

Calendar Rhythm Methodi 

The calendar rhythm method involves abstinence from sexual
 
intercoursc during arithmetically calculated days of potential
 
fertility. The technique for calculating the fertile phase was developed

following the discovery that peak fecundity occurs about two weeks before
 
the onset of the next menstruation. The calendar method takes into 
account variations in the observed cycle lengths of pr'eVious menstrual 
cycles. Traditionally, 6 to 
12 cycles are monitored before establishing
 
a normative guideline for abstinence during the next cycles.
 

Rules determining the infertile and fertile days are based on
 
relatively simple calculations. These calculations vary depending on
 
which rules are used, but the first day of bleeding is always considered
 
Day 1 of 
the cycle. The cycle has three phases: the preovulatory
 
infertile phase, the fertile (ovulatory) phase and the postovulatory

infertile phase. The two infertile phases 
are considered safe for
 
intercourse because prTvnancy is unlikely 
to occur (Figure A-1).
 

The preovuiatory infertile phase begins Day 1. Its duration is
on 

based on the length of the woman's shortest menstrual cycle. The number
 
of days during which intercourse is permitted during the preovulatory
 
phase is found by subtracting 18 to 21 days from the length of the
 
shortest menstrual cycle, depending on the level of effectiveness
 
desired. The postovulatory infertile phase is 
calculated by subtracting
 
8 to 11 days from the length of the longest cycle to determine the day
 
that the fertile phase is likely to 
end. The numbers resulting from
 
these calculations represent the beginning of 
the fertile phase and the
 
beginning of the postovulatory infertile phase, respectively (CDC, 1983).
 

The calendar method assumes that (a) ovulation occurs about fourteen
 
days (plus or minus 2 days) before the onset of menstruation, (b) sperm
 
remain capable of fertilizing an ovum for about three days, and (c) the
 
ovum itself can be fertilized for up to 24 hours following ovulation
 
(CDC, 1983).
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Calendar rhythm is convenient, simple to use and relatively easy to
 
teach or to learn. However, the method is generally considered
 
unsuitable for individuals with variable cycle lengths (especially
 
postpartum, post-pill or premenopausal women) because of the increased
 
likelihood that the safe period for intercourse without conception will
 
be miscalculated.
 

Cervical Mucus or Ovulation Method (CM or OM)
 

Monitoring of the cervical mucus to identify days of fertility and
 
infertility has been associated primarily with Billings (1964) although
 
Keefe (1962) also was an early advocate. Today there aLa variations of
 
cervical mucus monitoring described by Hilgers (1979), Fljnn (1979), and
 
Dorairaj (1980), among others. We will refer to this approach as the
 
cervical mucus (CM) method; other names are the ovulation method (OM) and
 
the Billings method. These methods are based on self-observatio of
 
cervical mucus either at the vulva, the cervix itself, or both.
 

The endo-cervical glands are sensitive indicators of blood estrogen
 
levels and as the menstrual cycle progresses, mucus secretion from these
 
glands reflects follicular ripening and ovulation (Bonnar, 1982). Low
 
levels of estrogen produce a thick, tacky, viscous cervical mucus that
 
does not flow and leaves the vulva dry. Higher levels of estrogen produce
 
a slippery, lubricative mucus that flows into the vagina and is noticed
 
at the vulva as a "wet" sensation. The more "estrogenic" mucus can
 
usually be seen as clear and will stretch into long strings around the
 
time of maximum fertility.
 

The qual.i.ty and quantity of mucus, as well as the length of time
 
mucus is secreted, varies from one woman to another and, to some extent,
 
from cycle to cycle in the same woman. To use CM for family planning,
 
women are taught to recognize their own mucus patterns and to time
 
intercourse based on changes in mucus sensation and appearance.
 

In a typical menstrual cycle, after menstruation and during early
 
follicular development, there may be some days when no mucus is present
 
at the vulva. The result is a sensation of dryness in the genital area.
 
As estrogen levels rise, the woman will notice a change from no mucus or
 
"dryness" at the vulva to mucus resulting in a no longer dry sensation.
 
Days of mucus are usually considered fertile, with some exceptions
 
according to specific methodologies. Observation of the mucus can show
 
the first mucus to be sticky or tacky. At the height of estrogen
 
production, around the time when ovulation takes place, the vulva feels
 
highly lubricated, the mucus is slippery, and it will be observed to be
 
clear and to stretch without breaking. This stretch characteristic is
 
called "spinnbarkeit". The day of highest fertility is the last day of
 
the slippery lubricative mucus, which can only be determined
 
retrospectively (on the next day).
 

60
 

http:qual.i.ty


4 

Pigure A-i Approximate Length of Required Abstinence 
for a Hypothetical 28-Day Cycle 

Menstrucition Day of Cycle 

1 2 5 4 5 6 -7 8 9 1011 121 	 1 5,6 1"i8192021 22232425262728 
-+ -4 --- + -. - -- ------- ------ -----------

OVULATION
 
Calendar Rhythm Method
 

Basal Body Temperature Method (BBT) 

Cervical Mucus Method (CM)a 

kA_ _ -_ _ ? 	 Iik y Lick y Dry Days 

Sympto-Thermal Method (STM) 

D] Safe 	Period 

a Using the cervical mucus method to prevent pregnancy, the length of J Days of Abstinence 
required abstinence in the preovulatory phase depends on the duration 
of menstruation, the nunber of dry days and on the type of mucus 
observed 
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After ovulation, the corpus luteum produces smaller amounts of
 
estrogen and larger amounts of progesterone that inhibiLs the production 
of slippery, stretchy mucus. The post-ovulatory mucus is re-ognized
 
either by the return of sticky, nonstretchy or nonslippery mucus, or by

the disappearance of mucus altogether, so 
that there is a sensation of
 
dryness.
 

In general, use of CM to avoid pregnancy requires abstinence from 
intercourse (a) during menstruation, because of the possible early onset 
of mucus di-:hare (which might be disguised by menstruation); (b) on 
alternate dr day:s prceding the cnset of mucus secretion after
 
menstruation, to permit recognition of the 
onset of mucus secretion 
without contu.ion caused by the presence of seminal fluid; and (c) during 
days of mucus scuetion and until at least the morning of the fourth day 
after the ped, mucus day (Billings et al., 1974; Billings, 198]) (see 
Figure A-. Cnouples are advised to abstain from all sexual contact 
during the first learning cycle so that correct information can be 
obtained. Smn methodologies allow experienced users to have intercourse 
during tht lait e days of menstruation, assuming they have learned the 
differencu between menses and mucus, 

According to B1i ll.gs and others, the cervical mucus method can be 
used by women witl irregular or. anovular cycles including following 
childbirth, during lactation and in the premenopausal and adolescent 
years, although additional rules are needed to guide these women "n 
determining their fertile and infertile days. Others argue that more 
research is needed to determine the effectiveness and appropriateness of 
the cervical mucus method (as well as other NFP methods) for women in 
these special circumstances. 

Some individuals find self-detection techniques unacceptable because 
of taboos associated with discussing sex-related issues or touching the
 
genitals. However, many teachers of CM emphasize that 
it is not
 
necessary to 
touch the vulva, cervix or mucus because changes in the
 
sensation at the vulva can be monitored through daily mental "checks"
 
th',ughout the cycle. Some programs recommend the use 
of tissue paper to
 
check the mucus.
 

The Modified Mucus Method (MMM), also based 
on cervical mucus, is
 
related to CM but uses different abstinence rules. MMM requires fewer
 
days of abstinence and was designed to be more acceptable to 
illiterate
 
couples in India with high fertility and low motivation to regulate 
fertility (Doraizaj, 1980). 

The MMM departs from abstinence rules of most CM methodologies in
 
several ways. 
 For example, unlike CM which requires abstinence during
 
all days of mucus and for three rights after the "peak" mucus, abstinence
 
with MMM is reduced to the days of slippery, stretchy mucus and two days
 
and nights after this mucus has stopped. Also, while OM requires
 
abstinence during menstruation, with MMM the first four days of the
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menstrual cycle and any days thereafter of brownish or blood stained
 
discharge with a dry sensation at the vulva are considered safe for
 
intercourse. Further, unlike other CM methodologies, which require
 
abstinence during the entire first month of learning, MMM has two
 
learning phases with less abstinence during each month.
 

The modifications developed by Dorairaj 
are based on data indicating
 
that different qualities of mucus can be discerned and the information
 
used to enable more precise definition of the fertile phase. MMM uses a
 
graded scale to identify five different types of mucus, two of which are
 
considered safe for intercourse.
 

Basal Body Temperature Method (BBT)
 

The basal body temperature method is based on daily otservation and
 
interpretation of the basal (resting) body temperature. 
 In most women, a
 
biphasic temperature pattern is discernable during the menstrual cycle as
 
the BBT shifts from a lower to a higher level in response to changes in
 
hormone production following ovulation.
 

Although the BBT method has predictive value in determining the onset
 
of menstruation, prediction of ovulation is not possible (CDC, 1983).
 
This is because elevation of the BBT may take place on the same day as
 
ovulation or it may precede or follow ovulation by several days. This
 
means that abstinence is required during the entire preovulatory period

until the specified number of days after the temperature shift (Figure
 
A-l). Hence, BBT requires more abstinence than the other NFP methods.
 

BBT has, however, been characterized as "the most quantitative of all
 
available techoiques which can be used in the home to detect the
 
occurrence of ovulation" (CDC, 1983). The following is one way of
 
describing the temperature shift occurring with ovulation:
 

Ovulation is detected by identifying a shift in temperature
 
(0.2-0.5 degrees C or 0.4-1.0 degrees F) from a relatively low
 
level during the follicular phase [pre-ovulatory] of the
 
menstrual cycle to a relatively higher level during the luteal
 
phase [post-ovulatory]. This temperature shift can be defined as
 
one that 
occurs within 48 hours, and in which three consecutive
 
daily temperatures are at least 0.2 degrees C (0.36 degrees F)
 
higher than the last six daily temperatures before the start of
 
the shift (CDC, 1983).
 

Some programs use the "coverline technique" developed by the SERENA
 
program of Canada to help the BBT user differentiate between the series
 
of low temperatures preceding ovulation and the postovulatory
 
hyperthermal plateau (Parenteau-Carreau, 1981).
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Identification of the postovulatory infertile phase of the menstrual
 
cycle requires accurate reading and careful recording of the BBT. A 
woman's basal body temperature pattern may fluctuate with iliness,
 
emotional stress or changes in exercise or sleep patterns and may be 
effected by activities like smoking or drinking. Effective use of the 
BBT method must therefore take into account any deviations from regular
routines. While some BBT programs are relatively flexible about when the 
temperature can be taken, most emphasize that it shou.il be taken upon
waking in the mooning iimediately before undertaking an; activities. 
When the temperature Li taken using this conservative guideline, the 
emergent pattern is wove accurate and the shift easier to identify. 

Ease of: intptretat ion of the charted temperature curve depends in 
part on the na.L'e of tLe BhT shift itself. BBT may rise in different 
ways, as sown n , ,uo A 2: abruptly and distinctly (A), gradually (B),
in a stopr lif, rattr (C), or in a saw-tooth fashion (M). Which type of 
chart works ot: ha, bean the subject of some controversy. Variations in 
the s;ame won' to<PatUtO pattern may be difficult to see if the scale 
of the chart K in beill thineshitt is less obvious (Figure A-3).
lioweverr i,. si,_ of the chart itse1f is considered by some to be less
 
importalt 
 t ,an c.re in obser'tng and plotting. 

Becau s. the e I anti t Ic premenopausa ] phases of the reproductive

cycle are snjh ck to greater fluctuations in hormoie Levels, a greater
 
frequenc1.y of iilwtlha }l. aLterns is likely to occur among these age
 
groups N:: comipared with the population as a whole. Vollman (1.977) showed 
that there is a age- dependent and cycle-dependent variation in 
temperature patterns . Women who are younger or older and those with
 
]longer 
 or shorter cvles are more likely to have rionophasic BBT curves
 
than w.OeM Of reprductive age in general.. 
 The BBT method may therefore
 
be inappropriate for these women because 
 they are at increased risk of
 
irregular cycle loengths and monophasic curves.
 

3ymn to-The rca]IM thu~lqd_. 5.TMh 

Identification of the fertile period through the use of a combination 
if methods to predict and detect ovulation is called the Pympto-thermal
method (SIM). This multiple--index approach uses observatiur of changes in 
cervical mucus and other indices to identify the onset of the fertile 
period in conjunction with basal body temperature changes to detect 
ovulation and the end of the fertile period. The type and mix of other 
indic2s used differs from one program to another. Self-examination of the 
cervix to determine changes in posiion, texture and dilation is 
incorpouated into some STM programs. Calendar calculations and 
interpretation of secondary fertility symptoms such as breast tenderness 
or pain with ovulation are other f -quently-used indices. The STM 
provides a woman with a number of signs and symptoms to check and 
compare. 
 This is considered to be an advantage by proponents,

particularly in those instances where 
a woman encounters difficulty with
 
the interpretation of only one sign. 
 Some STM promoters believe that
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Figure A-2 Common Basal Body Temperature Patterns 
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the BBT shift is a more objective and reliable method than mucus changes
 
for identifying the end of the fertile phase (CDC, 1983).
 

Double-checking a number of indices may be a particularly useful 
approach for couples who are planning a pregnancy. As described earlier,
 
a couple is most likely to conceive when the mucus is lubricative and 
fluid. A temperature shift confirms ovulation. If the basal body
 
temperature remains high for 20 days, it 
is likely that conception has
 
occurred. Abstaining from intercourse for a few days prior to the most
 
fertile phase may increase the chance of achieving a pregnancy 
(Parenteau-Carreau, 1981). On the other hand, couples who want to avoid 
conception use the STM much like other NFP methods to monitor infertile
 
phases during which intercourse does not lead to pregnancy.
 

Just as sympto--thermal mcthod indices differ from program to program, 
guidelines and rules also vary. For instance, the NFP curriculum 
developed under the auspices of the World Health Organization instructs 
STM users to practice abstinence using calendar calculations to determine 
the first possible fertile day or by observing the onset of the first 
cervical mucus symptom, whichever occurs first (CDC, 1983). The end of 
the fertile phase is signaled by either the third day of consecutive 
higher temperatures above the coverline or the fourth day after the peak 
mucus symptom, whichever comes last (Figure A-l). Other programs instruct 
users to rely on observation of mucus or calendar calculations during the
 
preovulato,-y phase and to use only the temperature shift as a means of 
identifying the postovulatory infertile phase. 

Proponents of STM believe that monitoring more than one indicator is 
more effective than using a single indicator. They also cite the
 
reassuring effect that measuring and relying on :,cre 
than one indicator
 
provides to users. In addition, total abstinen.cc during the first month
 
of the learning phase is unnecessary with STM. Unlike other NFP methods,
 
intercourse is permitted in the first cycle of use after the temperature
 
shift has been identified.
 

There are several disadvantages of the STM. The teaching
 
requirements are greater for STM than for other NFP methods. Some women
 
find certain indices of a given sympto-thermal method less acceptable
 
than others. There may be more room for error, confusion or distraction
 
with STM because of the number of different indicators which need to be
 
monitored. The cost or availability of charts and thermometers may be
 
problematic among low income populations. And in tropical and
 
subtropical areas, chronic and acute disturbances and infections can
 
disrupt the temperature pattern. Further, in situations where ovulation
 
occurs irregularly (i.e., during lactation), the BBT is cumbersome,
 
difficult to interpret, and may not be a useful indicator.
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APPENDIX B
 
Guide to Selected Agencies and Organizations
 

Proiding Supprt for NFP Research
 
and Program Activities
 

A. PRIVATE ORGANIZATIONS
 

Center for Population and Family Health
 
Columbia University, 60 Haven Avenue, New York, N' 10032
 
Telephone: (212) 305-6960 
Telex: 971913 Cable: POPHEALTH
 
NEW YORK
 

Development Associates
 
2924 Columbia Pike, Arlington, VA 22204
 
Telephone: (703) 929-0100 Cable: DAWASH
 

Family Health International (FHI)
 
One Triangle Drive, Research Triangle Park, North Carolina 27709
 
Telephone: (919) 549-0517 Telex: 
 579442 Cable: FamHealth
 

Family Planning International Assistance (FPIA)
 
810 Seventh Avenue, New York, NY 10019
 
Telephone: (212) 541-7800 Telex: 426101 FPIA UI
 
Cable: Famliplan, N.Y.
 

Institute for International Studies in Natural Family Planning
 
Georgetown University, 3800 Reservoir Road, N.W.,
 
Washington, D.C. 20007
 

Telephone: (202) 625-6957
 

International Federation for Family Life Promotion (IFFLP)
 
Suite 700, 1511 K Street, N.W., Washington, D.C. 20005
 
Telephone: (202) 783-0137, 783-0057
 

Johns Hopkins Program for International Education in Gynecology and
 
Obstetrics (JHPIEGO)
 
The Johns Hopkins University, 550 North Broadway, Baltimore, MD 21205
 
Telephone: (301) 955-8558 Telex: 
 240172 PIEGO UR Cable: JHPIEGO
 

Los Angeles Regional Family Planning Council (LARFPC)
 
Suite 320, 3250 Wilshire Boulevard, Los Angeles, CA 90010
 
Telephone: (213) 386-5614
 

The Pathfinder Fund
 
1330 Boylston Street, Chestnut Hill, (Boston), Massachusetts 02167
 
Telephone: 
 (617) 731-1700 Telex: 6817095 Cable: PATHFIND-BOSTON
 

The Population Council
 
One Dag Hammarskjold Plaza, New York, NY 10017
 
Telephone: (212) o44-1300 Telex: 234722 POCO UR
 
Cable: Popcouncil, New York
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Program for Applied Research on Fertility Regulation (PARFR)
 
Northwestern University, Suite 1525, 875 North Michigan Avenue, Chicago,
 
Illinois 6061.1
 
Telephone: (312) 664-0085 
 Telex: 7,6086 Cable: PARFR Chicago, Illinois
 

Program for International Training in Health (INTRAH)
 
University of North Carolina, 208 North Columbia Street, Chapel Hill,
 
North Carolina 27514
 
Telephone: (919) 966-5636 Telex: 3772242 Cable: INTRAH, Chapel Hill, NC
 

Program for the Introduction and Adaptation of Contraceptive Technology
 
(PIACT)
 
Canal Place, 130 Nickerson Street, Seattle, Washington 98109
 
Telephone: (206) 285-3500 Telex: 4740019 Cable: PIACT
 

University Research Corporation (URC)
 
Suite 1600, 5530 Wisconsin Avenue, Chevy Chase, MD 20815
 
Telephone: (301) 654-8336 Telex: 64693 Cable: URCINTER
 

B. MAJOR MULTILATERAL ORGANIZATIONS
 

United Nations Fund for Population Activities (UNFPA)
 
220 East 42nd Street, New York, NY 10017
 

World Bank
 
1818 H Street, N.W., Washington, D.C. 20433
 

World Health Organization (WHO)
 
1211 Geneva 27, Switzerland
 

C. MAJOR NATIONAL GOVERNMENTAL AGENCIES
 

Japan: Policy Coordination Division, Economic Cooperation Bureau,
 
Ministry of Foreign Affairs, 2--2-1 Kasumigaseki, Chiyoda-ku, Tokyo, Japan
 

Canada: Canadian International Development Agency, 200 Promenade du
 
Portage, Hull, Quebec, KIA OG4 Canada
 

Sweden: Swedish International Development Authority, S-10525, Stockholm,
 
Sweden
 

Germany, Federal Republic: Federal Ministry for Economic Cooperation,
 
Government of the Federal Republic of Germany, P.O. Box 120322, 5300
 
Bonn 1, Federal Republic of Germany
 

United Kingdom: Overseas Development Administration, Eland House, Stag
 
Place, London SWIE 5DH, United Kingdom
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Australia: Australian Development Assistance Bureau, G.P.O. Box 887,
 
Canberra City, A.C.T. 2601; Australia
 

Switzerland: 
 Directorate for Development and Humanitarian Aid,
 
Eigerstrasse 73, 3003 Bern, Switzerland
 

Italy: Department for Development Cooperation, Ministry of Foreign

Affairs, Piazza Farnesina, Rome 00100, Italy
 

Belgium: General Administration for Development Assistance, Place du
 
Champs de Mars 5, 1000 Brussels, Belgium
 

D. MAJOR U.S. POPULATION STUDY, RESEARCH AND TRAINING CENTERS
 

Columbia University, New York, NY
 

Georgetown University, Washington, D.C.
 

E. LIST OF NFP CENTERS 

AFRICA 
Burundi Action Familiale du Burundi C.E.D.-Caritas, F.P. 2110 Bujumbura, 

Burundi
 

Central African Republic Service d'Education la Maitrise de la
 

F6cundit6, r :nsaire du Foyer de Charit6, B.P. 335, Banqui, RCA
 

Congo Foyers Chr6tiens, P.O. Box 200, Brazzaville, Republic of Congo
 

Kenpa Family Life Counseling Association, Hater Misericordiae Hospital,
 
P.O. Box 30325, Nairobi, Kenya
 

Madagascar Fivondrovan'ny Tokantrano Kristiania (FTK) Family Life
 
Promotion Movement, Immeuble Falda, Antanimena, B.P. 1382,
 
101-Antananarivo, Madagascar
 

*SMauritius L'ActioTi Familiale, Route Royale, Rose Hill, Mauritius
 

Morocco 
L'Heure Jcyeuse, 5 Rue El Jiraoui, Casablanca, Morocco
 

Nigeria Catholic Secretariat of Nigeria, Force Road, P.O. Box 9'51,
 
Lagos, Nigeria
 

Rwanda Action Familiale du Rwanda (Centro Medico-Social Gikondo),
 
Boite Postale 442, Kigali, Rwanda
 

Seychelles Action Familiale Seychelles, P.O. Box 289, Mont Fleuri,
 
Seychelles
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Sierra Leone Family Life Education Programme, 29 Howe Street, P.O. Box
 
1.29, Freetown, Sierra Leone
 

South Africa (Republic of) National Natural Family Planning Association,
 
Khanya House, P.O. Box 941, Pretoria 0001, South Africa
 

Tanzania Family Life Education and NFP, P.O. Box 2133, Dar-es-Salaam,
 
Tanzania
 

Tunisia Action Familiale, 27 Rue des Mimosas, 2070 La Marsa, Tunis,
 

Tunisia
 

Upper Volta Entr'Aide Familiale, B.P. 481, Bobo Doulasso, Upper Volta
 

Zambia Family Life Movement, P.O. Box 31965, Lusaka, Zambia
 

THE AMERICAS
 

*SArgentina Secretariado para la Familia, Paseo Colon 221 (PB), 1399
 

Capital Federal Buenos Aires, Argentina
 

Bolivia Centro de Vida Familiar Arquidiocesano, Avenida Armentia 512,
 
Casilla 8596, La Paz, Bolivia
 

*Brazil Centro de Pastoral Familiar (CENPAFAM), Alameda France 889,
 

01422, Sao Paulo, S.P., Brazil
 

*§Canada Serena, 55 Parkdale, Ottawa, Ontario K1YIE5, Canada
 

Chile
 

*Comision Nacional de Pastoral Familiar, Ch, Hamilton 11051, Santiago,
 

Chile
 

Universidad Catolica (Medical School), Casilla 144--D, Santiago (Attn:
 
Alfredo Perez), Chile
 

Colombia
 

§Carvajal Foundation, Apartado Aereo 46, Cali, Colombia
 

*Centro de Pastoral Familiar para America Latina, Calle 65 No 13-50,
 

Mezzanine, Bogota, Colombia
 

Dominican Republic Comision Episcopal de Pastoral Familiar, Apartado
 
Postal 186, Santo Domingo, Dominican Republic
 

*Ecuador Instituto Ecuatoriano de Accion Familiar (IEDAF), Esmeraldas
 

2811 y Calicuchima, Guayaquil, Ecuador
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*Haiti Action Familiale d'Haiti, Rue des Casernes No 65, B.P. 528
 
(Archev~ch6), Port-au-Prince, Haiti
 

*SMexico Centro Nacional Billings de Planificacion Natural de la
 
Familia, Ave. Paseo Palmas 745-12, Col. Lomas de Chapultepec, 11000
 
Mexico City DF, Mexico
 

U.S.A.
 

SHuman Life Center, Saint John's University, Collegeville, Minn 56321
 

*§The Couple to Couple League International, 3614 Glenmore Avenue,
 
Cincinnati, Ohio 45211
 

Newi England Natural Family Planning Inc., 90 Cushing Ave., Boston, MA
 
02125
 

Natural Family Planning of Rhode Island, 433 Elmwood Ave., Providence, RI
 
02907
 

*Diocesan Development Program for NFP, Suite 334, 1511 K St. N.W.,
 
Washington, D.C. 20005
 

*Los Angeles Regional Family Planning Council, 3250 Wilshire Blvd., Suite
 
320, Los Angeles, CA 90010
 

*§Family of the Americas Foundation Inc, 308 South Tyler St., Covington,
 
LA 70433
 

Family Life Mission for North America, 704 11th Ave., South,
 
Minneapolis, MN 55415
 

*Creighton University Natural Family Planning Education and Research
 
Center, 601 North 30th St., Omaha, Nebraska 68131
 

Venezuela Avemo Bililngs, Apartado 70505, Prados del Este, Caracas,
 
Venezuela
 

ASIA/OCEANIA
 

Australia
 

*SAustralian Council of NFP Inc, 1 Robert Street, Willoughby NSW 2068,
 
Australia
 

*Ovulation Method Research and Reference Centre of Australia, 27
 
Alexandra Parade, Fitzroy North 3068, Victoria, Australia
 

*SHong Kong Catholic Marriage Advisory Council, 502 Caritas House, 2-8
 
Caine Road, Hong Kong
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India
 

*Center for Research, Education, Service and Training for Family Life
 

Promotion (CREST), 24 High Street, Bangalore, 560005, India
 

Natural Family Planning Association of India, 43 Lodi Estate, New Dehli,
 
110003, India
 

*Tamil Nadu Family Development Centre, 37 Allithusai Road, Aruna Nagar,
 

Post Office Box 702, Puthur, Tituchirapalli, India
 

Indonesia National Bureau of NFP Services, Jahan Ciding Timur 71,
 
Jakarta Pusat, Indonesia
 

Japan The Family Life Association, Yuwa Building, Shiba 3-4-16
 
Minato-ku, Tokyo 105, Japan
 

*Korea (south) Korea Happy Family Movement, Catholic Medical College,
 

505 Banpo-dong, Kangnan1-ku, Seoul, Korea
 

Malaysia National Natural Family Plant.ing Association of Malaysia, 23-F
 
Mk, 13 Ayen Itam, Penang, Malaysia
 

*§New Zealand New Aealand Association of Natural Family Planning, Mater
 

Hospital, Auckland 3, New Zealand
 

Pakistan Natural Family Life Office, P.O. Box 304, Faisalabad, Pakistan
 

Papua New Guinea National Catholic Family Life Office, P.O. Box 592,
 
Goroka, E.H.P., Papua New Guinea
 

*Taiwan Catholic Happy Family Service Association, 9th Floor, No 2,
 

Chungshan N. Rd., Sect. 1, Taipei. Taiwan 104
 

*Thailand National Commission for Family Life Promotion, 2 Soi Soensuk,
 

Prachasongkroh Rd., Bangkok 10310 Thailand
 

EUROPE
 

*Austria Marriage Advisory Service, Vorstadt 6, A-4840 Voechlabruck
 

Austria
 

England
 

SCatholic Marriage Advisory Council., 15 Landsdowne Rd., London W113AJ,
 
U.K.
 

*The National Association of Natural Family Planning Teachers, NFP
 

Centre, Birmingham Maternity Hospital, Birmingham BI5, U.K.
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France
 

SCentre de Liaison des Equipes de Recherche (CLER), 65 Boulevard de
 
Clichy, 75 009 Paris, France
 

*Institute Recherche sur L'Enfant et 
la Couple (IREC), 16 Place Notre
 
Dame, 38000 Grenoble, France
 

*Germaiy 
Family Life Mission, Postfach 1965, D-7640 Kehl/Rhein, Germany
 

*§Ireland Catholic Marriage Advisory Council of Ireland, All Hallows
 
College, Dublin 9, Ireland
 

Italy
 

SCentro Internazionale Studi Famiglia (CISF). Via Monte Rosa 21, 
20149
 
Milano, Italy
 

Centro Ambrosiano Metodi Naturali, Via Bice Cremagnani 15, Vimcarcate,
 
Milano, Italy
 

*Center of Study and Research on NFP, Universita Catolica del 5, Cuore,
 
Facolta de Medicina Chirurgia, Roma Policlinico "A. Gemelli," Largo
 
Agostino Gemelli 8, 00168, Rome, Italy
 

Poland Klub Inteliberncji Katolickiej, ui Kopernika 34, 
00-336 Warszaws,
 
Poland
 

Towarzystivo Olpowick Rodricielstiva, al Powstacicow Trrans. N2S, Warsaw,
 
Poland
 

Portugal
 

Movimento de Defensa da Vida, Rua de Beneficancia 7, 1000 Lisbon, Portugal
 

Servicio de Entreajuda Es Documentacao Conjugal (SEDC), Rua Raquel Roque
 
Gamiero 2.5°E, 1500 Lisbon, Portugal
 

Scotland Scottish Association for Natural Family Planning, Chester
 
House, Beardsden, Glasgow, Scotland
 

Spain Delegacion Espanola de la FIDAD, Apartado de Correo 24, 
071
 
Barcelona, Spain
 

Sweden Familjeframjandet, Post Office Box 3076, 
S-161 03 Bromma, Sweden
 

* 	 Denotes major NFP centers. 

S 	 Denotes centers which may provide lists of materials and price lists 
upon request. 
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APPENDIX C
 
Selected Country Profiles
 

Throughout the world, interest in calendar rhythm and NFP methods has
 
expanded over the last 15 years primarily through the Catholic Church, in
 
response to the doctrine of the 1968 Papal Encyclical Humanae Vitae. In
 
a majority of developing countries, the bulk of funding for existing
 
programs is obtained from church-related groups. Public sector interest,
 
however, has been growing, although the amount of national support for
 
instruction and promotion of periodic abstinence methods varies
 
considerably from one country to the next. 
 Today, the governments of
 
nine countries (Australia, Canada, France, Kiribati, Mauritius, the
 
Philippines, Papua-New Guinea, Rwanda and the UK) support work on
 
periodic abstinence methods through public funding. Six others
 
(Argentina, Brazil, Chile, Ireland, USA and Zambia) specifically mention
 
NFP in family planning-related legislation.
 

This section describes programs in eight developing countries where
 
the periodic abstinence approach is relatively popular. In some areas,
 
individuals wishing to use a periodic abstinence approach have depended
 
on "folk" knowledge of the fertile period based on information obtained
 
from a spouse, friends, neighbors, or traditional practitioners. But the
 
available evidence suggests that calendar rhythm method is the most
 
commonly used form of periodic abstinence in the world today.
 

Unfortunately, because of limitations discussed earlier, survey data
 
do not differentiate between users of calendar rhythm, users of NFP
 
methods, and Lhose relying on folk knowledge of the fertile period.

Country-specific program statistics on calendar rhythm and NFP methods
 
are so limited, and cross-national comparisons are problematic because
 
data-gathering techniques and measures have not been consistently applied
 
or standardized across programs.
 

In each of the following profiles, data from the WFS and CPS are
 
presented at the beginning for those countries that had surveys.
 
Prevalence of "rhythm", or any periodic abstinence method, is contrasted
 
with overall contraceptive prevalence. Statistics reported for couples

who have been instructed or who are using NFP methods were generally
 
provided by NFP programs, using program-specific definitions. These
 
numbers may include couples with various levels of interest in NFP,
 
ranging from attendance at one class to thoroughly-trained couples who
 
are actually using the method.
 

Mauritius
 

Mauritius is an island nation located in the Indian ocean, east of
 
Madagascar. It has a population of 970,000, of which about 47% 
lives in
 
urban areas. An estimated 61% of Mauritians are literate. The official
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policy of the Mauritian government has been to encourage a reduction in
 
population growth. Currently, Mauritius has one of the lowest annual
 
growth rates among developing countries (1.6%) and a total fertility rate
 
(TFR) of only 2.9.
 

No national survey data are currently available on contraceptive use.
 
In 1981, however, it was estimated that half of all married women of
 
reproductive age in this island nation were using some form of
 
contraceptive method (IFFLP, 1984). Family planning and maternal and
 
child health services are available through the Ministry of Health, and
 
both the Mauritian Family Planning Association and L'Action Familiale
 
provide NIP services.
 

L'Action Familiale, icmetimes referred to as the pioneer NFP program
 
of Africa, was established in 1963 at a time when the high crude birth
 
rate and population growth rate were a national concern (Juste, IFFLP,
 
1984). This non-governmental organization, legally recognized in 1964,
 
has received the bulk of its financial support in the form of federal
 
grants-in-aid, with additional support provide by such international
 
agencies as Misereor, Catholic Relief Services and the US Agency for
 
International Development.
 

NFP services are divided into nine district: corresponding to the
 
standard statistical geographical areas used by the evaluation unit of
 
the Ministry of Health. A national coordinating board, made up of
 
representative couples from each region and a representative from the
 
Ministry of Health and Population Control, has responsibility for
 
nominating advisory commissions.
 

Couples are taught NFP through home visits over a period of months,
 
with the frequency of visits decreasing until the couple is autonomous.
 
The program recognizes four categories of users: 1) beginners, or
 
learners, who have had instruction and have begun to chart; 2)
 
nonregisteced users, who have charted one complete cycle and filled out
 
the requisite charts and forms correctly; 3) registered couples
 
recognized by the MOH as official users after having completed three
 
cycles; and 4) autonomous users, or those who have successfully used NFP
 
methods for 3-9 cycles and who need no further follow-up.
 

Curriculum materials developed by L'Action Familiale are used in
 
Mauritius and a number of other countries. Volunteer instructors receive
 
approximately 60 hours of training over 15 weeks. The number of
 
volunteer teachers has been declining, which may be due in part to rising
 
living costs (Radhakeesoon, 1981). To offset this trend, the Mauritian
 
government and international organizations have been called upon to
 
encourage and su-,port voluntary efforts.
 

Service statistics maintained between 1965-1982 indicate that nearly
 
32,000 new recruits were registered as official users at a rate of
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1,000-2,000 annually. 
This represents approximately 17% of all couples

using a method of birth control (Juste, IFFLP, 1984).
 

A national contraceptive prevalence survey is being planned by CDC
 
that could provide more definitive information on NFP in Mauritius.
 

Sri Lanka
 

Sri Lanka, with 15 million inhabitants, has one of the highest rhythm

prevalence rates 
in the world. The 1982 Contraceptive Prevalence Survey

found that 13% of currently married women reported that they were

currently using rhythm (known as "safe period" in Sri Lanka), a figure

secend only to Peru among countries surveyed. Further, data from two

national. surveys conducted in 1975 and 1982, 
indicate that both overall
 
contraceptive prevalence and rhythm prevalence have increased
 
substantially. in 
 both survey years, rhythm users comprised one quarter 
of all contracept rs. 

The incrcease in total contraceptive use among Sri Lankans in the
 
seven yea s between suvveys was dramatic. In 1975, 32% of currently

married Women wer_'e cont[raceptlng 
 and by 1982, the proportion increased to
55%. Significantly, the pill and 
the IUD, the two most popular methods in
 
the early stages of Sri Lanka's national family planning program, are
 
relatively less popular today. 
 Among all methods, only female
 
sterilization has increased proportionately more than rhythm.
 

Across all age groups, the proportion of currently married women
 
using rhythm is greater than the combined proportions using the pill, IUD
 
and condom. Further, among women under 30 years of age, rhythm is the
 
most popular method. Knowledge of rhythm is high: at least 60% of women
 
surveyed by CPS (1982) had heard of rhythm.
 

Beliefs about the actual fertile time vary. 
 According to preliminary

research supported by Family Health International (Nichter, 1984), 
"safe
 
period" practices among some Sri Lankan women are not based on
 
perceptions about ovulation, but rather are 
defined according to
 
perceptions about menses. Results of 
focus group discussions and in-depth

interviews indicate that 
some women define the "safe period" as the time
 
when a woman's womb is 
"closed" to pregnancy, or soon after menstruation
 
has ended. Unfortunately, the perceived fertile period is actually the
 
infertile time, around and during menstruation.
 

Other women in Sri Lanka are able to correctly identify their fertile
 
time (DeSilva, 1984). 
 A high literacy rate and media prevalence in Sri
 
Lanka may be partly responsible for this 
awareness. 
Other women practice

abstinence for a large proportion of the menstrual cycle because they

believe the fertile period to be longer than it actually is. The "safe

period" is sometimes practiced together with another method such as
 
withdrawal.
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The cervical mucus or ovulation method is being taught in a limited 
way within the Catholic ccmmunity by the Family Services Institute in the 
capital city of Colombo. The Institute offers NFP as part of its 
educational activities, which include parent education, marriage

enrichment, marriage preparation, and life education for youth

(Presentation Sunmaries, 1983).
 

The Sri Lanka national family planning program has not included
 
either "safe period" or NFP in its "cafeteria" of methods. 
 The Family
Planning Association (FPA) has begun to provide information and education 
about the correct safe period to its clients through volunteer motivators 
with the objective of increasing use effectiveness among those now 
practicing "safe period" techniques. NFP services may be gradually
introduced into the national FPA prugram (DeSilva, 1984). 

In order t-o explore what "safe period" users know about the method,

how they pracOte it and why they are atLractea to it, FamiLy Health

Internaltional (il) has ;ponsored 
 research conducted by the Department of 
Census and Statistic s and the t.PA to further investigate qualitative and
quantitative aspects of tihe practite. Surveys and focus group sessions
 
are among the approaches being used to explore the extent and nature of
 
these practices in Sri Lanka.
 

Phi . ippines-

The Republic of the Philippines, with a population of 55 million, is
 
predominantly Catholic, 38% urbanized 
 and has a literacy rate of about

88%. The annual rate of natural increase is 2.6% and the TFR is 4.7. 
 The
 
Philippines has one of the highest rhythm prevalence rates in the
 
developing world. Rhythm prevalence 
 is third highest in the Philippines 
among countries surveyed by WF'S and CPS. 
 According to the 1978
 
Philippine Fertility Survey, 8.5% of 
currently married women were rhythm
 
users, with nearly 24% of all contraceptors using rhythm.
 

Since its inception in 1971, the Philippine family planning program
has included calendar rhythm but has emphasized other methods (Laing,
1984). Until recenty, no systematic effort was made to promote the 
effective use of rhythm, but its role in the program is receiving renewed 
attention in light of findings of recent national surveys (Reyes, 1984). 

Despite the relatively high rate of rhythm practice, knowledge about 
the fertile period varies widely (Laing, 1984). Results of a survey of 
308 rhythm users in the Bicol Region and focus group discussions 
involving users in a rural area outside of Manila suggest a general lack 
of awareness about non-calendar NFP methods and indicate that the crude
 
formulas used in calendar rhythm pt-ctice do not take into account
 
fluctuations in cycle length. Further, there appear to be discrepancies

in the length of abstinence and inconsistencies in perceptions about the
 
fertile period. The result is a "serious lack of under .anding of the
 
mechanism by which rhythm practice affects fertility" (Laing, 1934).
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Observations from the Bicol survey are borne out by data from
 
larger-scale studies including the National Acceptor Surveys and the 1980
 
Community Outreach Survey. In general, rhythm tsers have relied more on
 
non-program sources for instruction than on program personnel.
 

The national population coordination agency, the Comrnizsion on 
Population is committed to upgrading the practice of natural methods 
"through the training of volunteer workers of community-based 
organizations, particularly lay leaders" in response to a perceived 
demand for coimunity-based services for natural methods (Laing, 1984). 
Thus far, attempts to teach the NFP methods, rather than to improve the 
practice of calendar rhythm, have met with only limited success. Three 
large scale, three year projects have recently been approved which use 
different approaches to service delivery. However, efforts to promote NFP
 
methods have been hampered by inadequate supplies, confusion about 
methods, lack of follow-up, and unwillingness on the part of Church 
supported groups and Church authorities to collaborate with the 
government population program. 

India 

India, with 750 million people, is the second most populous country
 
in the world and was the first to have a national family planning
 
policy. India's governent-supported family planning program has
 
actively sought to reduce fertility levels since its inception over
 
thirty years ago. One objective of the sixth five-year plan (1981) was
 
to increase z:onlraceptive acceptors from 23% to 37% of all eligible
 
couples by 1985.
 

For the most part, family planning proponents at the national level
 
have not been receptive to NFP for a number of reasonls. Some feel that
 
NFP is synonymous with calendar rhythm, which is considered to be 
outdated and ineffective (Dorairaj, IFFLP, 1984; Thormann, 1984). Some 
family planning providers may be concerned that NFP proponents are
 
attempting to discredit ano replace modern, more efficient methods of
 
birth control. in addition, NFP methods are sometimes thought to be too
 
difficult for poor, illiterate populations to learn.
 

Proponents, however, contend that NFP is an alternative that should
 
be viewed as complementary to government and public sector family
 
planning programs rather than competitive with thew. They believe that
 
NFP may, in fact, be much more acceptable than other methods for India's
 
poor populations because NFP methods are not permanent and because of
 
their focus on health and improving the quality of family life and
 
community welfare (Dorairaj, TFFLP, 1984; Thormann, 1984).
 

NFP in India is disseminated primarily through the infrastructure of 
the Catholic Church. Sixty-nine out of India's 110 dioceses have NFP 
programs. In 1978, two German organizations, Misereor and the Central 
Catholic Agency for Development Aid, allocated one million dollars for 
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NFP program development. A voluntary organization in New Delhi, the
 
Indo-German Social Service Society ('GSSS) disbursed these funds to
 
implementing agencies.
 

The dioceses, the religious order of sisters, the Catholic Bishop's
 
Conference of India and the Catholic Hospital Association of India are
 
the primary avenues of NFP promotion. Other voluntary organizations
 
promote NFP, including the Christian Medical Association and the Center
 
for Research, Education, Service and Training for Family Life Education,
 
both based in Bangalore. In 1975 a professional association, the Natural
 
Family Planning Association of India (NFPAI), was established 
to promote
 
NFP in India.
 

Since 1966, when the first NFP center was established in Bangalore, a
 
network of autonomous NFP service channels has been ejstablished in India.
 
According to an evaluation report by IGSSS issued in 1981, there were
 
approximately 100,000 user-couples registered in 61 diocesan NFP programs
 
throughout India. 
Most of these couples were poor and illiterate, living
 
in rural areas and urban slums. The Billings Method and the Modified
 
Mucus Method are the most widely promoted. NFP user was defined by the
 
report as a person or 
couple who has learned the NFP method to the
 
satisfaction of the 
teacher and who has used the methud for a specified
 
period of time, norimally six weeks (All India Documentation and 
Evaluation Report, 1981). 
The development and orientation of selected NFP
 
programs are described below. These autonomous programs were designed to
 
meet the needs of people in their respective geographic areas. They are
 
characterized ty a mixture of philosophies and approaches, but most have
 
relied heavily on volunteers.
 

The Natural Family Planning Association of India (NFPAI) was formed
 
in 1975, and currently maintains its central office in Delhi. 
 The
 
Association has 45 branches and 450 members throughout India. 
 The
 
primary concern of NFPAI is the promotion of NFP, and it offers
 
information about NFP and general health care.
 

Mother Teresa's Missionaries of Charity NFP program in Calcutta was
 
established in 1967 and has grown from 699 
couples in 1971 to about
 
43,000 in 1982. Sixty percent of the population in the program in 1982
 
was Hindu, 24% Muslim and 16% Christian (IFFLP, 1984). The
 
Sympto-Thermal Method was taught until 1978 but was 
replaced by the
 
Modified Mucus Method. In order to facilitate promotion of NFP,
 
instruction is accompanied by health services such as 
check-ups and
 
treatment of minor problems of family members, prenatal and postnatal
 
care.
 

At present, couples are classified as "unregistered" until they are
 
able to correctly identify the fertile and infertile phases of the
 
cycle. After four to six months of instruction, couples are presented
 
with a certificate and registered as users. 
 After three years of
 
successful use a couple is considered autonomous. NFP instructors are
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recruited from among the autonomous user group. In 1982, there were a 
total of 110 paid instructors working under the supervision of the 
Sisters. 

The Tamil Nadu FamilyDvyilo mioqjtiqqttr_QN 1_'D(, with its regional
center located in ':iruchivapa li. was founded in 19/6. The center serves 

a client population of predomiri'nL ly agr icuItural and semi-skilled 
laborers in the state of amii Nadu, which has a population of over 50 
million. Vollowing two years of needs assessment acLivities, funding for 
the cenLer was obtained From Mi;uer0eo in 19B8. By 1984, the NFP section 
of the TNFDC 1tad intisruct~ed apprioximatoel.y 52,000 couples in the use of 
the Billings Method (Thom:nmann, !9di). 

T'.e cnt.er ias a regioha orgizatiZaoenal structure comprising twelve 
dioceses coveing L2 di.stci . The Union Territory of Pondicherry is a 
separate d idocese and has ant aulotiootus N" P p'ogram unit. The TNFDC NFP 
program has evolve d t :a ola i vely we 1.1. documented program with a 
well-def ined, qystan itrocess f"or NFP insttuc too selection anri 
training atd a locaiy ,apropriates kill. development program. Job 
responsibilities of iogram0 and NI,'P f-acilitators are veryp coordi nlLtor.s 
specific. District coottdi nato0rs are responsible fto. program assessment, 
supervisory fueL cLhoIs an(d .istabli;hig contict:s within the diocese to 

NIP. atise re0sponible 
of wOmten atd couples; itandto' conducting 10o0ival.ional e.ssions. Couples 
are fol.lowed-up fort. at 1.: it J2 monthsb, a t which time they are considered 

prcmote aci Iitor i for ilnstruIction and follow-up 

autonomous users. 

for Ronea r 'ra 
Life Promotion J(GST) was inaugurated n Bangalore in 1975. It is a 
secular, nonprofit, -,uintary organization whose objectives are the 

The Center _i_. h. titLqc_ rviqi_ iiing for Family 

promotion of fami Iy life. I nLtions a; a lia ison with government and 
voluntary agencies (Presentation Sxavmar i's;, 1983). CREST represented 
India as one of fivep Iiar icipating countries in tho World Health 
Organization iuI ticentor study of the cervical mucus ot ovulation 
method. CREST has an international, advisory board and a local supporting 
group and operates adjunct to a hospital elini.c. 

Kenya
 

Kenya's population of 20 million is predominantly rural (87%) and has 
the highest annual rate of natural increase in the world at 4.07. 
Kenya's total fertility rate (TFR) of 8.0 is also very high. The 
religious composition includes 38% Protestants, 28% Roman Catholics and 
26% indigenous bliefs . The rate of functional literacy in English is 
25%.
 

According to data foom the 1.918 Kenya Fertility Survey, only 7% of 
women currently in union were using contraception. Sixteen percent of 
these contraceptors were using rhythun. owever., 51t% of the ever-married 
population of women had heard of rhythm and 14% had used the method. 
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Kenya has been the site of expanding interest in NFP since the 1970s
 
(Thapa and Gross, 1984). In 1977, a voluntary non-governmental
 
organization, the Family Life Counselling Association of Kenya (FLCAK)
 
was created. FLCAK is comprised primarily of doctors and nurses and
 
participated in the first phase of development of a WHO-sponsored NFP
 
teaching program in 1979. 
 Kenya was one of six countries that
 
participated in a collaborative evaluation of the WHO Family Fertility
 
Education Resource Package, 
or "learning package", and familiarity and
 
expertise with NFP increased at that time.
 

The cervical mucus or ovulation method is the most popular NFP method
 
practiced in Kenya, although STM instruction is provided in some programs
 
for couples who have difficulties ,using the ovulation method. Most
 
services are provided through the Catholic Diocesan structure of parishes
 
and "outstations," or community centers. NFP teaching services through
 
the dioceses are largely provided by couples or individuals on a
 
part-time, voluntary basis.
 

FLCAK and KCS (Kenya Catholic Secretaciat), are the two principal
 
organizations that have been involved in expanding NFP services in Kenya.
 
They provide independent teacher training workshops and seminars and
 
offer separate teacher accreditation certificates. A non-structured
 
approach, contingent upon perceived needs and availability of trained
 
teachers, characterizes provision of services.
 

NFP service delivery systems vary widely, from the community-based
 
approach to NFP 
iastruction at mission hospitals and dispensaries under
 
KCS sponsorship. An estimated 8,000 couples have been taught NFP in Kenya

by trained NFP teachers. The continuation rate among these users is
 
unknown, as is the number of current users who learned NFP through
 
informal networks. it appears that most user-couples have some formal
 
education and that a large pr'',orgion are in the low to middle income
 
categories.
 

The FLCAK training program for teachers and tutors has a standard set
 
of criteria for trainee selection (Kiura, .984). Teaching candidates
 
should have a minimum number of years of schooling, have no other
 
volunteer responsibilities in the community, and be locally sponsored by
 
a hospital, parish, or community organization. Kiura has commented that
 
standardization of teaching methods would be facilitated through the
 
development of a national association of NFP teachers.
 

A pilot project administered jointly by Kenya Catholic Secretariat,
 
Johns Hopkins University and the Christian Organization Research Advisory
 
Trust is currently underway in the Nyaharuru parish of the Nyeri Diocese
 
(Labbok, 1984). This is one of four church-based projects, and it has
 
introduced the ovulation method in 
an area with no previous NFP use.
 

In mid-1984, about 100 couples were certified by the project to teach
 
the ovulation method. Teachers were velected from a group of trained
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autonomous users who demonstrated an ability to teach, were respected in
 
the community and were married. Each volunteer teaching couple will
 
teach between three and five user couples. At !he one--year follow-up,
 
continuation among acceptors wLil be assessed. The primary research 
questions to 
be addressed by the project are use effectiveness and
 
optimal number of sessions necessary to effectively train couples.
 

Costs for teaching and charting supplies have been kept to a minimum.
 
The major financial input is for four staff positions--a program manager,
 
a secretary, a clerk, a driver- and office space. 
 A cost effectiveness
 
evaluation of this project is planned. Use effectiveness studies are
 
under development for several other NFP programs in Kenya.
 

Peru
 

Peru, with a population of 19 million, has a TFR of 5.2 and 
a natural
 
increase rate f 2.5% per annum. The literacy rate in Peru is 72% and
 
over 65% of t. .opulation lives in urban areas.
 

Over 40% of Peruvian women currently in union use some form of
 
contraception. With 17% using rhythm, it is used by more women than any
 
other family planning method (CPS, 1981), and is the highest rhythm
 
prevalence in the developing world. Further, data from two national
 
surveys (WFS, 1978 and CPS, 1981) indicate that overall contraceptive
 
use, and especially use of rhythm, has been increasing. While total
 
contraceptive prevalence among women currently in union increased by 25%
 
between the two surveys, rhythm prevalence increased during the same
 
period by over 50%. Rhythm is used in Pet- primarily by women interested
 
in limiting births, although 25% of rhythm users are "spacers" (CPS,
 
1981).
 

Religious affiliation in this predominantly Catholic country may be a
 
factor in method preference. Calendar rhythm is presumed to be the
 
primary periodic abstinence method used in Peru, but more research is
 
needed on exactly what users know about periodic abstinence methods and
 
how they are being practiced.
 

At least two NFP programs are active in Peru. One is the Asociacion
 
de Tzabajo Laico Familiar (ATLF, the Association of Lay Family Workers).
 
ATLF has provided family planning services since 1968. Until recently,
 
calendar rhythm was the only pericdic abstinence method taught. NFP
 
services have been integrated into the program of selected health
 
services to women, responsible parenthood classes and family life
 
promotion. Approximately 300 couples were enrolled in the NFP training
 
program by early 1985.
 

ATLF is currently involved in a research project with FHI to
 
establish and evaluate its NFP program. The training component,
 
psychosocial aspects of MNFP, use effectiveness, cost effectiveness, and
 
user characteristics are among the topics being evaluated during the
 
project.
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The second group is 
the Centro de Promocion Familiar y Regulacion
 
Natural de la Natalidad, (CEPROFARENA, the Center of Family Promotion and
 
Natural Family Planning). CEPROFARENA is a nonprofit organization
 
legally recognized as a service institution. Its main objectives are
 
family life promotion and resolution of fertility problems through
 
natural family planning, primarily the cervical mucus or ovulation method
 
(IFFLP, 1984). 
 NFP promotional activities of CEPROFARENA, a WOOKB (World
 
Organization of the Ovulation Method Billings) affiliate, include
 
conferences, introductory courses, and advertising; 
teacher training and
 
preparation of teaching materials; 
and couple teaching and follow-up in
 
permanent consultation centers.
 

CEPROFARENA offers 
courses for couples and initiates outreach
 
activities through a variety of local institutions including parishes,
 
school associations and 
centers for mothers. The ovulation method has
 
been taught to an estimated 5,000 couples through this program. 
Service
 
statistics for one permanent consultation center in Cuidad de Dios show
 
that 582 couples were taught the ovulation method during the past five
 
years. Over 500 were 
taught in another area, Nueva Esperanza, over the
 
past seven years.
 

Mexico
 

Like Peru, Mexico's 78 million inhabitants are predominantly Roman
 
Catholic and live in urban areas (67%). Mexico's TFR is slightly lower
 
than that rr 
Peru at 4.7, but the rate of natural increase is comparable
 
(2.6%1.
 

According to the 1978 CPS, 40% of Mexican women in union were using
 
contraception. Rhythm prevalence was low at 3.I%. 
While the
 
contraceptive prevalence was 33% higher in the CPS than in the earlier
 
WFS (1976-77), the proportion of women 
in union using rhythm did not
 
change markedly.
 

The cervical mucus or ovulation method is the predominant, but not
 
sole NFP method practiced in Mexico today (IFFLP, 1984; McKay et 
al.,
 
1984). The ovulation method has been taught to an estimated 220,000
 
couple users since the mid-1970s through the Catholic Church at 
the
 
diocesean and parish levels and more recently, through social centers 
and
 
NFP promotiona. centers (Presentation Summaries, 1983).
 

A national coordinating body, the Centro Nacional Billings or
 
National Billings Center (CNB) was estab].ished in 1979. It is supported
 
by lay and clerical members of the Catholic Church. 
CNB is an affiliate
 
of the World Organization of the Ovulation Method Billings and is
 
recognized by civil authorities as a nonprofit association with
 
educational objectives. Headquartered in Mexico City, CNB is organized
 
through zonal centers for coordination of teaching, regional centers,
 
research, program planning and evaluation. The number of centers has
 
grown over the past five years from about 12 to 40 and is still growing
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(McKay et al., 1984). Up 
to now, there has not been an organized effort
 
to collect quantitative data at most of these centers.
 

Since CNB was established, promotional activities have become more
 
broad-based. For example, in some programs, users promote the
 
marriage-enhancing benefits of NFP. Public response to NFP appears to
 
have improved and users appear to consider themselves to be pat of a
 
social change movement (McKay et al., 1984). CNB counsels Z-ejection of
 
contraceptives, abortion, and sterilization (Presentation Suimaries,
 
1983).
 

According to Gne three year evaluation of 1,320 couples conducted in
 
Mexico City during the period 1980-1983, 90% were identified as users
 
with birth spacing or limiting intentions. Ninety percent of all users
 
reportedly became autonomous after two months (IFFLP, 1984). 

Up to now, thc Mexican government has not supported incorporation of 
NFIP methods into the national family pLanning program. 

South Korea 

South Korea's popuLation of 42 million is characterized by a high 
rate of literacy (90%), a diversity of religions arLd a moderatf, degree of 
urbanization (57%). According to the 1979 C15, 50% of women currently in 
union were using contraception. Contraceptive prevalence increased by 
about 15 percentage points between the WFS in 1974 and the CPS in 1979. 
The proportion of contraceptors using rhythm did not change, however, 
remaining steady at around 13%. Little information is available on 
exactly how rhytlun is being practiced in South Korea. 

According to data from the CPS, knowledge of rhythm in South Korea is
 
highly correlated with education. Only 6% of ever-married women with no 
education had ever heard of rhythm compared with 52% of college educated
 
w:c-en. 

Since the early 1970s, the cervical mucus or ovulation method has
 
been offered in Korea under the auspices of at least one Catholic
 
diocese. With the establishment in 1975 of a national organization
 
called the Korea Happy Family Movement (KHFM), NFP instruction became
 
available through centers in all Catholic hospitals and clinics
 
throughout the country. A,'cording to one source, the KHFM seeks to "stem
 
the tide of abh-,ction" in Korea while promoting NFP in a "holistic
 
approach to life" and creating a positive approach to sexuality among
 
youth through fertility awareness (Presentation Summaries, 1983).
 

NFP services are provided at the centers by a director-priest
 
together with a qualified NFP couple. Many KHFM centers, especially 
hospital- and clini--based programs, provide other healtb services in 
conjunction with NFP instruction. These services may include maternal 
and child care, preventive medicine and referrals as needed. It is 
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estimated that half of the clients seeking instruction through KHFH 
centers are Catholic (compared with only three percent of the general 
population), young, and have small families. 

During the years 1980-1982, KHFM was largely self-supporting within
 
the dioceses. 
 Just over one quarter of the budget was provided from
 
outside sour'-es. The major expenses reported by 
 HdiFM are salaries,
 
printed materials and workshops (IFFLP, i984). In 1983, there were 200
 
practicing trained NF! teachers (Presentation Sunnaries, 1983).
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APPENI)!X 1)
 
'Tables oi Conhiacepfive Pracfices
 

Table Dl. Percent Distribution of Women Currently in Union Using Periodic
 
Abstinence Methods and Any Contraceptive Method, by Age,
 
Residence and Level of Education for the Southern Region of
 
Brazila
 

Prevalenceb 


Age
 
15-24 


25-34 


35-44 


Totalc 


Residence
 
Urban/Town 


Rural 


Unknown 


Totalc 


Level of Education
 

0-3 


-8 

High Sch/Univ 

Unknown 


Totalc 


State
 
Parana 

Santa Catarina 


Rio Grande do Sul 

Total 


No. of Cases
 
(unweighted) 


Calendar 

Billings Rhythm 


1.2 3.6 


35 14 

42 53 

23 33 


100 100 


79 61 

21 38 

0 I 


100 100 


11 30 

47 43 

43 26 

0 1 


100 100 


24 28 

18 22 

61 50 


100 100 


34 106 


Any
 
Contraceptive
 

Method
 

66.6
 

24
 

44
 

32
 

100
 

55
 

44
 

1
 

100
 

43
 
44
 
13
 

0
 

100
 

34
 
27
 

39
 

100
 

1929
 

aThe Southern Region comprises three States: 
Parana, Santa Catarina and
 

Rio Grande do Sul.
 
bCurrent use of method as % of all women currently married or in union.
 
cMay not equal 100% due to rounding errors.
 

Source: Family Health International, 1985.
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Table D2. 	Comparison of Current Use of Contraception, Current Use of
 
Rhythm, and Proportion of Current Contraceptors Using Rhythm
 
for Women Currently in Uniona, Age 15-49, by Country
 

% of Women % of Women % of
 
Currently Currently Contraceptors
 
Contracepting Using Rhythm Currently Using
 

Source Date 
 Rhythm
 

ASIA & PACIFIC
 

Bangladesh (1) 1975 
 8 	 1.1 13.8
 
(9) 1979 12.9 	 2.2 17.1
 
(10) 1981 18.6 3.9 21.0
 

Fiji (11,1) 1.974 41 2.3 5.6
 

Indonesia (11,1) 1976 26 
 0.8 3.1
 

South Korea (11,1) 1974 35 4.6 13.1
 
1979 50.2 6.7 13.3
 

Malaysia (11,1) 1974 33 3.5 10.6
 

Nepal ( 9) 1981 6.9 0.0 0.0
 

Philippines (11,1) [978 	 36 8.5 23.6
 

Sri Lanka (7,1) 19/5 	 32.0 8.0 25.0
 
(9) 1982 54.9 	 .3.0 23.7 

Thailand 	 (11,1) 1975 33 0.9 2.7
 
5 2 .7

c
(8) 1978 	 1 .3c 2.5c
 

(9) 1981 56.6 0.9 1.6
 

SUB-SAHARAN AFRICA
 

Cameroon (2) 1978 3 .1b 1 .5b 0 .5b
 

Ghana (3) 1979-80 	 12.4b 0.9b 7.3b
 

Kenya (11) 1977-78 7 1.1 15.7 

5.0b bLesotho ( 5) 1977 	 3.0b
 0 .
 

Mauritaniad (12) 1985
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Table D2. Continued
 

% of Women % of Women 
 % of
 
Currently Currently Contraceptors
 
Contracepting Using Rhythm Currently Using


Source Date 
 Rhythm
 

Nigeria ( 4) 1981-82 6.2b 0.4b 6 .5b
 

Senegal (11) 1978 4 
 0.4 10.0
 

Sudan (11) 1979 
 6 0.5 8.3
 

NORTH AFRICA & THE MIDDLE EAST
 

Egypt-rural ( 9) 1980 17.1 
 0.0* 0.2*
 

Jordan ( 1) 1976 22.8 
 2.1 9.2
 
1983 26.0 
 2.9 11.2
 

Morocco (rural)(9) 1981-82 28.2 
 1.0 3.7
 
(national)(1O) 1983-84 25.5 1.5 
 5.9
 

Syria (11) 1978 20 
 2.8 14.0
 

Tunisia
 
(Jendouba) 9) 1979 32.7 0.5* 1.7*
 
(preliminarv,,) 0) 1983 40.7 
 3.6 8.3
 

Turkey (11) 1978 38 1.0 
 2.6
 

CENTRAL & SOUTA AMERICA
 

Barbados (9) 1980-81 48.2 1.2* 
 2.5*
 

Bolivia
 

Brazil (6)
 
Bahia 1980 3 1 .3c 3 .6c 11.6 c
 

Pernambuco 1980 41.4- 3 .5 c 8.4c
 
Paraiba 1980 2c c


4 3 . 6 .6c 15.3
 
Piaui 1979 6 c
3 0 .9c 2 . 8.4c
 
Sao Paulo 1979 
 6 3 .9c 5 .2 c 8.1c
 
Rio Grande 1980 4 7.0 c 12.8 c
 

6 .0 1c 

do Norte
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Table D2. Continued
 

% of Women % of Women 
 % of
 
Currently 
 Currently Contraceptors
 
Contracepting Using Rhythm 
 Currently Using


Source Date 
 Rhythm
 

Southern Region 1981 (total)66.2c c 

4 .9 7.4 c
 

Parana 

6 1 .6c 3.3c 
 5.4c
 

Sarta Catarina 
 65 .2c 3 .9 c 6.0c
 
Rio Grande do Sul 
 7 1 .3c 6 .9c 9.8c
 

Colombia (11,1) 1976 
 43 5.1 11.9
 
(8) 1978 4 7 .6c 4 .1c 
 8 .7c
 
(9) 1980 48.5 5.0 10.3
 

Costa Rica (11,1) 1976 64 
 5.1 8.0
 
(8) 1978 0 c
6 5 . 5 .1c 
 7.8c
 
9) 1981 65.1 6.2 
 9.5
 

Dominican (11,1) 1975 32 
 1.2 3.8
 
Republic (10) 1983-84 45.8 
 11 0.2
 

Ecuador (10) 1982 
 39.9 4.8 
 12.0
 

El Salvador ( 8) 1978 34 .4
c 


1 .7c 
 4 .9c
 

Guatemala ( 8) 1978 
 1 8 .1c 2 .6c 1 4 .4c
 

Guyana (11,1) 1975 32 
 2.9 9.1
 

Haiti (11) 1977 
 19 4.2 22.1
 

Honduras (9) 1981 26.9 
 1.6 5.8
 

Jamaica (11,1) 1975-76 39 
 0.3 0.8
 
( 8) 1979 5 4 .9c 2 c
0 . 0.4c
 

Mexico (11) 1976-77 30 
 3.1 10.3
 
( 9) 1978 39.9 2.8 
 7.0
 

Panama (11) 1977 54 
 2.5 4.6
 
( 8) 1979 .6c 2.9c
6 0
 4 .8c
 

Paraguay (11) 1977 24.O c .6c 6.7c
 1
 
(8) 1979 36 4.2 
 11.7
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http:total)66.2c


Table D2. Continued
 

% of Women % of Women % of 
Currently Currently Contraceptors 
Contracepting Using Rhythm Currently Using 

Source Date Rhythm 

Peru (11,1) 1977-78 31 	 10.9 35.2
 
( 9) 1981 41.9 16.8 	 41.0
 

Trinidad and (11) 1977 52 2.3 4.4
 
Tobago
 

c
Venezuela (11) 1977 
 4 9c 4 .0	 8.2c
 

aWomen 	currently married or in union, except where otherwise noted.
 

b "Exposed" women currently married or in union. Inc(ludes only fecund,
 

non-pregnant women.
 

c Women aged 15-44 years only.
 

d Tb, 1auritanian National Fertility Survey has been completed, but
 

da *re not yet available.
 

* Number of cases less than 20: Egypt, 2 cases; Tunisia (Jendouba), 10
 
cases; Barbados, 13 cases.
 

Note: 	 Figures in parentheses represent data sources. These sources are
 
listed below.
 

(1) Carrasco (1981).
 
(2) Cameroon National Fertility Survey 1978.
 
(3) Ghana National Fertility Survey 1919-1980.
 
(4) Nigeria National Fertility Survey 1981-1982.
 
(5) Lesotho National Fertility Survey 1977.
 
(6) Family Health International, 1985.
 
(7) Sri Lanka Contraceptive Prevalence Survey 1982.
 
(8) Morris et al. (1981).
 
(9) Institute for Resource Development/Westinghouse, 1985.
 

(10) A. Cross, personal communication, February 15, 1985.
 
(11) Carrasco (1982).
 
(12) Mauritania National Fertility Survey, 1985.
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Table D3. Percent Distribution of Women Currently Married or in Union
 
Using Selected Contraceptive Methods by Age for Sri Lanka,
 
South Korea, Peru and Mexicu
 

Sri Lanka South Korea 
 Peru Mexico
 
1982 1979 
 1981 1978
 

Age
 

Rhythm
 

(N=541) (N=827) (N=611) (N=80)

15-24 16.6 
 2.9 18.7 20.0
 
25-34 44.4 40.4 
 44.8 42.5
 
35-49 39.0 
 56.7 36.5 37.5
 

Withdrawal
 

(N=194) (N=505) (N=127) (N=84)

15-24 18.6 
 1.2 19.0 31.0
 
25-39 46.9 
 33.9 36.5 31.0
 
35-49 34.5 64.9 44.6 
 38.1
 

Sper-micides, Condoms and Diaphragms
 

(N=134) (N=631) (N=88) (N=71)

15-24 14.9 
 7.6 16.4 15.5
 
25-34 51.5 
 54.1 61.9 49.3
 
35-49 33.6 38.3 21.7 
 35.2
 

Pills, IUDs and Injectables
 

(N=272) (N=2322) (N=409) (N=671)

15-24 22.8 
 6.1 27.8 34.6
 
25-34 47.1 39.3 47.3 45.2
 
35-49 30.1 
 54.6 24.9 20.3
 

Not Using Any Method
 

(N=1875) (N=6855) (N=2328) (N=1716)

15-24 25.1 16.3 25.7 30.2
 
25-34 39.4 34.6 
 31.8 31.5
 
34-49 35.5 49.1 42.4 38.3
 

Source: Institute for Resource Development/Westinghouse, 1985.
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Table D4. 	 Percent Distribution of Urban Women Currently Married or in
 
Union Using Selected Contraceptive Methods by Level of
 
Education for Sri Lanka, South Korea, Peru and Mexico
 

Sri Lanka South Korea Peru Mexico
 
1982 1979 	 1981 1978
 

Level of Educationa
 

Rhythm
 

(N=157) (N=467) (N=487) (N=56)
 
None 2.5 3.3 4.6 
 1.8
 
Primary 14.0 27.1 38.3 
 58.9
 
Secondary+ 83.4 69.6 57.1 
 39.3
 

Withdrawal
 

(N=31) (N=212) (N=95) (N=32)
 
None 3.2 5.2 7.7 
 21.9
 
Primary 16.1 47.2 54.4 68.8
 
Secondary+ 80.6 47.6 	 37.8 9.4
 

Speumicides, Condoms and Diaphragms
 

(N=52) (N=397) (N=82) (N=60)
 
None 0.0 2.7 
 4.2 	 1.7
 
Primary 3.8 22.6 17.3 55.0
 
Secondary+ 96.2 74.8 78.5 43.3
 

Pills, IUDs and Injectables
 

(N=75) (N=780) (N=376) (N=487)
 
None 4.0 5.2 
 3.9 	 6.4
 
Primary 26.7 44.7 37.0 70.8
 
Secondary+ 69.3 50.0 59.1 22.8
 

Not Using Any Methc-d
 

(N=432) (N=3130) (N=1372) (N=778)
 
None 10.6 7.8 
 16.1 15.5
 
Primary 27.3 41.8 50.4 69.3
 
Secondary+ 62.0 50.4 33.6 15.7
 

aprimary level includes grades 1-5. Secondary level includes grades
 

6-12, high 	school and university.
 

Source: Institute of Resource Development/Westinghouse, 1985.
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Table D5. Percent Distribution of Urban Women Currently Married or 
in
 
Union Using Selected Contraceptive Methods by Number of Living

Children for Sri Lanka, South Korea, Peru and Mexico
 

Sri Lanka South Korea 
 Peru Mexico
 
1982 1979 
 1981 1978
 

Number of Living Children
 

Rhythm
 

(N=157) (N=468) 
 (N=487) (N=55)

None 1.9 
 0.9 3.4 
 7.3
 
1-2 61.8 38.5 
 39.3 29.1
 
3-4 26.8 50.2 38.8 
 43.6
 
5+ 9.6 10.4 18.4 20.0
 

Withdrawal
 

(N=31) (N=212) (N=95) (N=32)

None 6.5 
 0.6 1.6 
 3.2
 
1-2 38.7 28.6 
 33.8 40.6
 
3-4 35.5 56.6 
 36.3 18.8
 
5+ 19.4 
 14.2 28.2 37.5
 

Spermicides, Condoms and Diaphragms
 

(N=52) (N=398) (N=82) (N=60)

None 0.0 
 1.8 1.2 
 1.7 
1-2 67.2 57.1 
 50.2 36.7 
3-4 26.9 35.7 39.9 38.3
 
5+ 5.8 5.4 
 8.7 23.3
 

Pills, IUDs and Injectables
 

(N=75) (N=780) (N=376) (N=486)

None 1.3 
 1.5 2.3 
 3.1
 
1-2 58.7 41.6 45.9 
 42.6
 
3-4 32.0 44.5 
 37.4 29.6
 
5+ 8.0 12.4 14.5 24.7
 

Not Using Any Method
 

(N=432) (N=3131) (N=1372) (N=762)

None 26.2 
 12.2 9.1 
 11.8
 
1-2 41.2 46.5 36.5 
 36.5
 
3-4 19.2 
 28.3 25.5 21.3
 
5+ 13.4 13.0 
 29.0 30.4
 

Source: Institute for Resource Development/Westinghouse, 1985.
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Table D6. Annual Continuation Rates and Pearl Pregnancy Rates, by
 
Method, for the Republic of the Philippines
 

Method 


Calendar Rhythm 

alone
 

Pills 

IUD 

Condoms 

Calendar Rhythm 


+ Withdrawal 
Calendar Rhythm 

+ Condoms 
Witldrawal Alone 


Woman-years 

of 


Observation 


710 


423 

165 

114 

24° 


71 


767 


Source: Adapted from Laing, 1981.
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Annual Pearl 
Continuation Pregnancy 
Rate Rate 

51 33 

42 19 
70 4 
10 60 
73 17 

51 31 

43 44 


