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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 country'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. aning 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 ancther, '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, »o 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 faortile 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 melhods 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 practiczs 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 objective 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 be only incidentally related to fertility regulation. On
the other hand, practices such as withdrawal or use of indigenous
preparations or objects may be used for the express purpose of preventing
pregnancy. Clearly, there are a number of possible interpretations of

the phrase "natural family planning'. However, these methods do “iot
involve periodic abstinence and, apart from a discussion of traditional
abstinence in Box 1. are not pursucd further in this monograph.

When apitalized, tace term Notural amily Planning (NFP) refers to a
spacific sel of methodolopicy based on the observation and interpretation
of physiolopic:l indicators to determine the fertile and infertile phases

“during cach menstrual cycle. There are three predominant NFP methods,

all of which involve the Cli-cvation of one or more reriility indicauvors.
The cervicel mucus method (CM) (also called the Billings or ovulation
method) relies on changes in cervical mucus as the primary sign of
tertility. The basal body temperature (BBT) method is based on daily
recording ot the basal (resting; body temperature. The sympto-thermal
method (STM) uses a combination of fertility indicators and may include
calendar calculations; usually basal body temperature is monito:ed along
with cervical mucus and other signs and symptoms such as change in
poiition, tuexture and dilation «f the cervix as well as breast tenderness
and pain with ovulation.

The World Health Crganization differentiates bevween 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).

Fertility 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, NEP differs from other fertility awareness-based methods
regarding options available during the fertile period. Some fertility




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, 1981)

-~ during the postpartum period, particularly while the mother is
lactating (Hull, 1978; Page and Lesthaeghe, 1981; Singarimbun
and Manning, 197¢; Agyeil, 1984; Bertrand et al., 1983;
Orubuloye, 1981; CDC, 1983; Saucier, 1972)

~ after a woman becomes a prandmother or a potential grandmother,
i.e., after a child has married (Ruzicka and Bhavia, 1982;
Ware, 1976; 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 fertile. Most c¢f the stipulated
abstinence periods are times when a woman is at relatively low risk




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
itseif has a contraceptive protection which often lasts for many
months (McCann et al., 1981). Thus, rostpartum abstinence will
atfect fertility only if it extends bevond an individual woman's
period of physiological inccpacity to conceive.

Elaborate belief systems and strong social sanctions have
developed to enforce the required abstinence practices. For
example, scme societies believe that if a breast-feeding woman has
irtercourse, the semen will spoil the milk (Hull, 1978; Singarimbum
and Manning, 1976: Page and Lesthaephe, 1981; Orubuloye, 1981). In
some cultures, a woman who violates the postpartum or "grandmother"
taboos on intercourse will be called derogatory names or otherwise
ostracized (Page and Lesthaepge, 1981).

In many societies these abstinence requirements apply only to
the woman, while the man mav be free to engage in sexual relations
with another partner (Hull 1978; Page and Lesthaege, 1981).
Polygamous marriages are onc arvangement for providing an
alternative partner. and postpartum abstinence is more common and
more prolonged in polygamous societies. In some monogamcus
socleties, 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 cooperatcion between the partners.

Many of these traditional abstinence practicas are declining,
particularly in urbur areas of developing countries. Thus, it is
important to off~ other family planning methods, including periodic
abstinence, to veplace the contraceptive protection of these
practices.




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 tertility
indicators (Kass-Annese and Danzer, 1983; Kippley, 1979).

Periodic Abstinence In Historical Perspective

Attenpts 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. 1In a treatise on the
history of contraception, Himes (1963) identified several instances in
the literature where efferts 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 mzthods 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
Knzuss of Austria, independently confirmed the time of ovulation or peak
fertility. They showed that ovulation usually takes place 14 davs (plus
or minus two days) prior to the onset of the next menses, but that the
interval between the onset of menstruation and the time of ovulation
varies supstantially among womer. 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



on the body's signs of ovulalion 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 Family Planniug’ came into use about 1971
(Spieler, 1984).

Evolution of NFP Programs: From Movement to Service

Until recently, many efforts to promote NFP have been ad-hoc, part-
time or volunteer-based. Some cannct 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 and offer only NFP
instruction, others operate within medical care systems or Catholic
marriage and family proprams. Some NFP programs are directed towards both
husband and wife and may be embedded in a broader program of family life
promotion or marciape encichment. Infertile couples are often given as
much attention as these wanbting to space or limit pregnancies.

Mozt exisling NFP prograne began as social or relipious movements
with distinct value orientations (Rorkman, 1979). Typically, expressed
values such as freedem {rom any physiological effects of contraceptives,
shavred responsibility between huspand aud wife, eventual self-sufficiency,
and autonowy have been emphasized, PFrom this viewpoiut, 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. 1In this context, NFP is not
just a specific technique for achieving or avoiding pregnancy. It is,
according to one group, more than "just a birth control method." It is
pacrt of a "pro-tfamily and pro-life way of living"” (Kippley, 1984).

In some ecarly NFP proprams the emphasis was on teaching indivicdual
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 Iudia, for example, the husband's involvement
is promoted because it 1s recognized that the mutual understanding and
cooperation of both marriage partners is required if they are to
successtully practice abstinence (Mascarenhas, 1979-I). A couple-to-
couple approach to teaching and motivating cortinued proper use of NFP
methods is being popularized in some parts of the world, by such groups
as SERENA 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.



BOX TWO

DEZCRIPTION CF FEMALE REPRODUCTIVE CYCLE

NFP methods seek 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 sexual relations to avoid

pregnancy.

As shown in Figure 1A, the hormonal activity related to

ovulation is cyciical. The first day of menstrual bleeding is

conventionally desipgnated 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.

follicle and the egg which it encloses are developing.
of hormones from the pituitary gland, the follirle ripens
Estrogen levels then decline until the end

influenc
and the egg is released.

During this preovulatory phase of the cycle, an ovarian

Under the

of the cycle, but progesterone levels rise and remain high for
several days before declining toward the end of the cycle.

Figure 1A. The Events of a 28-Day Menstrual Cycle

Preovulatory Phase

Day 1 ; Day 1
VEgg lives
Sperm l{ve 12-24 hours
g;::;;::l i Average l4 days
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Source Adapted from Kass—Annese and Danzer, 1967




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 Appendixz A. The high estrogen
levels which precede ovulaticn 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 nou-stretchy. High estrogen levels also produce
changes in the cervix which a woman may be able to detect. The high
prozesterone level following ovulaticn is signaled by a rise in the
basal body temperatlure.

The duration of the fertile prase of the cycle when a woman can
become pregnant 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 pussible to predict ovulation precisely.

The events 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 wem2u, 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 ovulaticn varies considerably depending on
cycle length (Figure 1B). If pregnancy prevention is the goal, a
woman with a very short cycle langth 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
preovulatcry cycle days.

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

For come 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, 1981). 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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Pigure 1-B. Variations in Preovulatory Phase Length
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PREVALENCE OF USE
OF PERIODIC ABSTINENCE METHODS

In the past ten years, the World Fert:lity Surveys (WFS) and the
Contraceptive Prevalence Surveys (CPS) have pathered 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. 1In 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 rhy thm
method or simply their guess of when their fertile period mipght be.

The WKFS delined "rhythm” for the respondent as a method in which
couples "avoid having sex on particular days of the month when the woman
is most abie to pecome pregnant.” The CPS did not define “"rhythm" for
the respondent, and although CPS interviewers sometimes provided
alternative terms, these terms were nol standardized amony, countries
surveyed. WKFS and CPS surveys also differ in who was interviewed and how

the questions were asked. WFS questions on eurrent use were asked only
of currently married women who were not currently 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
those methods they knew from a list road to them. Other surveys just
used one approach. Although, in general, CPS found lower levels of
knowledge of rhythm than did WKFS, 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 rhythm and the ovulation method. These limited data, which
are described later in the monograph, show the importance of having
separate questions for the different pericdic abstinence methods. Future
surveys are planned to collect more detailed infermation on the use of
NFP methods.

Cross-National Comparisons

The use of rhythm, as defined above, varies significantly between
countries (Figure 2). The percentapge of married women of reproductive
age who use rnythm (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

11



Figure 2 Comparison of Percentage of Women Currently Using Rhythm
and Percentage of Contraceptors Using Rhythm
in Selected Developing Countries ®
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Costa Rica. 1In 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 countrics shown,
between 10% and 20% of contraceptive users 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 rhythm appears to have increased during the
time between ithe two surveys, while the very small increase in South
Korea wmay be simply a statistical fluctuatior. In Sri Lanka, although the
percentage of women using rhythm increased from 1975 to 1982, the
percentage of wounen using any contraceptive method increased even more
rapidly, so *hat the proportion of users of rhythm among contraceptors
changed very little. I[n contrast, betwoeen surveys conducted in 1977-78
and 1981, the use of rhythm incrcased more than use of other methods,
suggesting that the proportion of contraceptors using this approach has
prown. Data from uew surveys beinp conducted or planned in Sri Lanka and
Peru will show whether these trends have continued.

Data show that rhythm is used regardless of whether olher tamily

planning services are available. In some countries, oven though modern

Figure 3§ Percentape of Women® Currently Contracepting and
Percent Using, Rhythm, According to Year of Survey
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family planning methods are widely available and most women have heard of
the piil, over 5% use 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, women 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 contracepticn 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 wkat respects do women vho use periodic abstinence methods
resemble users of other family planning methods or non-contraceptors? Are
there any differences between users of calendar rhychm and users of NFP
methods? CPS data from Mexico, Peru, South Korea and Sri Lanka, where
rhythe is relatively popular, provide partial answers to these questions.

The ape distributions of women using rhythm in these four countries
are shown in Figure 4. The percentages of users are similar in Mexico,
Peru and Svi Lankea, 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). Ir Mexico, South Korea, and Sri
Lanka, users of vhythm are older than non-contraceptors.

In all four countries, rhythm users are found in both urban and rural
areas and at all cducational levels (Figure 5). Among residents of urban
areas, rhythm users are more likely to have some sccondary education than
users of withdrawal and non-contraceptors (Table D4, Appendix D; see also
Figure 6). Rhythm users are also penerally more educated than women using
pills, IUDs and injectables. 1In 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
methed 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 Lianka, South Korea, Peru, and Mexico
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Figure 5 Comparison of Rhythm Users® in Four Countries,
by Level of Education and Urban—Rural Residence
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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 comes 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 provide data on NFP users, but no comparative
data on women using other methods or neo method.

At present, only one survey provides information on users of a NFF
method (ovulaticn 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 calendar rhythm and from contraceptors in
general. The three states comprising the Scuthern region are among the
most developed in Brazil. At the time of the survey (1980-81), 67% of
women curtent ly in union were concracepting. Just over one percent were
using the ovulation method compared with four percent using calendar
rhythm (Table DL, Appendix D).

Compavred with women using any contraceptive method, users of the
ovulation wmethod (Billings) wern more Lhan three times as likely to have
nine or more years of education (Figure 7). In cemparison with women
using calendar rhythm, women who used the ovulation method were younger,
more educated, and more likely to be residents of urban areas. Also,
ovulation method uscrs were more likely to be residents of Rio Grande do
Sul than of the other two states, probably because the MOBRAL (The
Literacy Movement of Brazil) program to teach the ovulation method was
more widespread in that state.

Figure 7 Cormpanson ol Level of fiducation Among Users of Billings,
Calendar and Any Method of Contraception, Southern Region of Brazi@
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EFFECTIVENESS OF
PERIODIC ABSTINENCE METHODS

There has been little research in recent years on the effectiveness
of the calendar rhythm method (Liskin and Fox, 1981). 1In 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
planuing 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 :nakes comparison difficull. Most
retrospective analyses have been based on NFP program statistics that
used unstandardized methods to define and classify program participants.

Twe of the methodological issues that make assessment of the
effectiveness of NIFP methods particularly difficull are the
classification of preynancies and the classification of method
acceptors. Method effectiveness, as distinguished from use
effectiveness, is a measure ol the probability of pregnancy while
correcltly using the method. Use effectivencss, 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 pattecns,
her diligence in observing and recording the signs and symptoms, and the
motivation and joint cooperation of the ccuple in abstaining from
intercourse. The quality of the iastruction 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 thosce for methods like the pill, a wide range of
use¢ effectiveness rates has bt-2n 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 eilher to
avoid conception or to conceive, pregnancies are generally classified
into two categories, planned and unplanned. While some studies have
classified pregnzncies 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
pregrancies. To date no one system has been accepted by all evaluators
(Brennan and Ylaus, 1982; Hilgers. 1980; DeBethune, 1984; Hilgers et al.,
1984). According to Brennan and Klaus (1982), there are three types of
user-related failures. If a couple "takes a chance" by having inter-
course during the observed fertile period and pregnancy results, that
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pregnancy is classified as "informed choice." "Teaching-related”

pregnancies are those occurring due to cither incorrect teaching or
learning or misappiication of the rules, and “unresolved" pregnancies are
those that cannot be allocated to any other category due to lack of

data. Hilpers (198C), on the other hand, has classified pregnancies into
Just two catepories "achleving related” and "avoiding-related” - and
does not acknowledpe chance ruling by couples who are properly trained in
the methodolopy. A pregnancy conceived when o couple had inlevcourse
during what they knew to be the fertle period is classified as a planned
or "achivving velated™  pregpnancy.

The issue of how to elussiiy prepnaneies by couples who "took 2
chance™ 1s particularly dmpovtant . Evidence from of tectiveness studies
indicates thot cven when the svaploms of fertility are corvectly

idewxri!:i<wi, fnd denipite the couples' expressed intentions to avold

prepuan. ety o0l rake chances” during days of possible fertility.
Those Nhu %rcwmv precnant show up as “failures.”  These pregnancies,
howeves,  ave souwsiimes exe luded from NP2 effoct lveness rates because,
some tnveotiyalosn arpue, bhe couples  nteald tonally ipnored the rules of

the mechod . Some tescerchers have classiiied such preguancies as
“planned” because the couple aid not agequately demcnstrate s desire to
avoid prepnancy.

An e 'm;:]»- of Low this ~lassification problem can chanpe the
resulti crtectivencos rates is oa study o fhe ovulation method among
282 sol%ﬂtui O e in Tonya,  Imothis study, 29% of the women who
learned the wethod hecone vregnant (welssm;n, 1972). Over 60% of the
pregnancicn cocuried Lo worren whe “took s ochance” and had intercourse
while mucus presoenc. These prepnancies, together with pregnancies to
Postopped using the method because they "were anxious to
have more children,” were excluded from effectiveness rates. In the end,
ouly three prepnancies out of %1 were classified as "failures. ™

The quality of teaching is also important in determining the success
or feilure of the method beiny, vracticed.  Thus, variations in
eftectiveness crtes ove somebim=s attributed {o different methods ot
instruction and ditfcring ability of Leachers (Flyvn and Lynch, 1979).
Some advocates of SFr methods arpue that all prepnencies not designated
as method tailures sheuld he clasuified as teaclhiing fallures.

Classif ion of Acceptors

The second issue that clovds uannlysis of NFP effectiveness is the
classification of acceptors. WUith LUD acceptance, o 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 methed for a period cof 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 wethod failure because the couple may not bhe yet
considered as acceptors. Technically, bowever, as soon as an individual
agrees to learn NFP or starts chacting hev cycle, she could be considered
an .- ceptor.

Use of terms like "user,” “veplstered client,” "accepior, ™ and
"autonomous user,” difters trom one program to the next. How a client's
status as a user Ls defined may depend as much on the extent of staff
outr ach and fe'lew up, wilch ace service velaloed factors, as on the
demonstrated facility and wmetivation of the couple in using a method.

For example, one proveam in lodia defines an acceptor as "o woman whose
nusband has ayreed to follow Natural Family Plonuing and topether with
the wife aprees to follow the method for cpucing o linitation” of births
(Mascavehnas, 1979 1) AfLer threo monche of successful, superviced NEP
practice they ave considered voers, and 2t one year of “confident use
Lhey become autonomnous oo

While 1t way never be posoob e to obtain conplete seientific
standardization among rescarchors coparding the classification of
pregnancies and acceptors, 1 1o certain that a cloear understanding of
the effectivencos ot NEP wethods wiil not be known until there io preater
clarity in the conceptual understanding and empivical measurement of
pregnancies and acceptovrs.

Results of Kriceriveness Studies of NEP Melhods

The muajority of NEFP cffectiveness studics hove boen reviewed in
recent publications (Liskin and Fox, 1981; Klaus, 198%2; Kleiunaun, 1985,
Spieler, 1984) and will nol be individually described in this pdper.

Some of the studies, as commentoed upon in the preceding section, lack
standacd procedures and definitions of terminclopy, are not well managed,
and do not always follow up subjects or do so inadequately. Often, the
number of cycles studied is insufficient, demoprapghic characleristics of
the study somple ave ner reported, and the number of exposure cycles for
subjects with vaviable ovulatory patterns (e.y., lactating or
prewencpausal women) is not reported In addition, several studies
exclude certain subjects trom final analysis based on subjeclive crileria
(Gross, 1979). The conclusions based on Lhese studies are therefore of
questionable validity. Tables 1 and 2 show comparisons uf selected
recent studies of two NFF methods. the ovulation methed and the
sympto-thermal method. Comparisons of the results of a larper number of
studies for each NFP methed ave contained elsewherc (Liskin and Fox,
1981; Klaus, 1982; Kleinman, 1983).
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Table 1: Selected Studies of the Effectiveness
of the Ovulation Method

No. of No. of
Author Study Cycles/ Unplanned Failure
(Date) Place Descrintion Months Pregnancies Rate
Mascarenhas India Prospective 39,967 176 5.38
(1979-11) (5 states) study of 3530  cycles 5.7¢
acceptors*
Medina Colombia Randomized 1,967 61 37.28
et al, prospective months 22.2¢
(1980) study of 277
new users
Wade et al. uUsa Randomized 3,223 94 34,98
(1981) prospective months 22.4¢
study of 573
new users
WHO New Zealand, Prospective
(1981) India, study of 869 2,701 45 21.6b
Ireland, new users and cyclesd
Philippines, 775 successful 7,514 130 22.5b
El Salvader learnaers cycles®

Source: Adapted from Table 1,

oo

Pearl Rate per 100 woman years.
Modified Pearl Rate per 1300 cycles.

C Life Table Rate, percent at 12 months.

© o

with follow up (effectiveness phase).

*Acceplor not defined.
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869 new users, training period (teaching phase).
725 successful learners, period beginning with end of training and beginning



Table 2: Selected Studies of the Effectiveness
of the Sympto-Thermal Method

Signs of
No. of Fertile
Author Study No. of Unplaaned 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 34,48 BBT + CM +
et al. prospective months 19.1b calendar +
(1980) study of 286 other
new users
Wade et al. USA Randomized 3399 47 16.68 BBT + CM +
(1980) prospective months 11.2b calendar +
study of 590 other

new users

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

8 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 NKP 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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Effectiveness of Calendar Rhythm in the Philippines

Little attention has bLecn paid to evalualing the effectiveness of the
calendar rhythm method. Since calendar thythm is one form of periodic
abstinence, selected results from several recent surveys in the
Philippines are included. 1In the three Philippine National Acceptor
Surveys (WAS) of acceptors at clinics, calendar riiythm 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 1UDs.
Continuation rates at 12 and 36 months were highest amony [UD acceptors
and lowest for condom 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, threc 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 acceplors. According to Laing
(1984), because pill users are more likely to discontinue use, "the
advantage of the pill's Jow failure rate while in use is completely
cancelled out within three yeors after acceptance.”" However, it should
be noted that pill users were younger, and therefore presumably more
fecund, than (calendar) rhythm user:. Furthermore, these effectiveness
rates include both planned and unplanned pregnancies.

The more recent Philippines Community Outreach Surveys (COS, 1978 and
1980) reflect a shift in the research focus of the Philippine Family
Planning Program from clinic acceptors to elig.>le couples in
village based Outreach Projec. areas. They provide information on how
the calendar rhythm method is practiced in the peneral population. The
1980 CO35 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 accidenlal 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 abstzin. Womea who
knew tc abstain during mid-cycle had a Pearl rate of 24.3 per 100
woman-years, compared to 30.6 for those who thoupht intercourse should be
avoilded 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 C0Ss 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). 1In
contrast, rhythm plus withdrawal appears Lo 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 ILUD 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 peneral population - not just among couples
participating in a particular study or family planning program. Similar
reszarch in other countries would provide valuable baseline data on a
broader spectrum of users cthan is currently available.
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QUESTIONS RAISED
ABOUT PERIODIC ABSTINENCE METHODS

Maay questions are asked about peviodic abstinence methods. Kleven
of the most frequently asked questions are discussed in this section,

How acceptable sve periodic abstinence methods? Once a4 couple
decides to delay or limit childbearing, a number of personal and cultural
factors will aifect theiv adoption of a particular practice or family
planning method. The extent of the vouple's knowledpe about the range of
family planning options available, their access to informat ion and
services, their confidernce in the satety and efticuacy of pgiver. methods,
and their perceptions about the effects on theic marital relacionship are

some of these factors. For some couples, efteeliveness 1o the primacy
consideration in selecting a wethod while for others convenience or
satety 1s more impertant .

Couples who consider using NFP will necd Lo consider the periodice
abstinence requivement, the health berefits and risks of using NIFFP
methods, and the acceptability of techniques used to 1dent ity the fertile
phase. The relative importance of each of Lhese {actors may differ with
the socioculturial and c-onomic milieu. For instance, in India;

ultimately, the acceptance of a method of family planning

urban and rural poor may depend less on its effectivenesy

(effectiveness may be more imrortant in other cultural situations)

than on its simplicity, low | inancial and psycholopgical costs,

reversibility, ease of use, and lack ol side effecls {(Dorairaj,

TFFLP, 1984).

anong the

Who_can use periodic abstineuce methods? women throughout the world
of various cultural and socioeconomic backprounds are using some form cf
periodic abstiinence. For example, as was shown in Figure %, chythm users
are found in Sri Lanka, Sourh Korea, Peru, and Mexico in both urban and
rural areas and at various levels of education. Similarly, the WHO
Multicenter Ovulation Method Trial was conducted in five countries, among
sutjects who were illiterate to those having a postgraduate education
(WHO, 1981-1). Level of cducation did not affect the subjects' ability
to recognize and record their cervical mucus patterns in the WHO study.

Reiligious motivation to choose a periodic abstinence method is
apparently not a prerequisite. The percentage of WHO study subjecls wno
cited religious reasons for using OM ranged from 23% to 5% in the five
centers (WHO, 1981-1). 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 rectatively little significance to relipgious considerations (Laing,
1984). 1nstead, medical safety and convenience, and to a lesser extent
eftectiveness and husband's support, were the primary reasons for
choosing calendar rhythm over cther 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 difficuit 1 Opinions vary
as to how dirticult 1% is to leari to identify the fertile period and to
maintain the commitment Lo centinueus monitoring that is required. 1In
the WHC study of the ovulation method, more than 90% of the women were
able to vecopnize and recocd their vucus svmptoms (WHO, 1981-1).
Continuous menitoring may Yo wore preblematic, especially in situations
where supplics suech s thermometers o chiarts may not be easily available
and wherce privacy 1o lacking.

5 1t to

d?

What situstiony hinder the tdentiticalion of the f d
of

st ile pe

Women who are breastieoding, whe ave in thelr carly or late years
reproductive Iite, or who t

uve recently stopped using hormonal
contraceplives otten hoeve 1irrepular cyeles, somelimes without ovulation

(see Box 2). Yapiic:dl ntoc!ions may interfere with the observation of
the mucus cvuptom.  fn it of thess situations, reliance on previous

experience would be inoe oneat e and the symptoms during the current cycle
may be difticult to intorprel.

How leny i the coyuived period of abstinence? The relative length
of abstincnce vequired for various periodic abstinence methods for a
hypothelical % day cyole Lo depicted in Figure Ao 1, (Appendix A). In
geneval, abelinenve 1o required for about half of each cycle with all of
these methods.  The period of reguived abstinence varies considerably,
however, frowm one weman to another and from one cycie to another. Also,
learners s ¢ften tequired to abstain for a lonper period than
exXperienced goer,

Many vpeople teel thal 1f the periodic abstinence interval can be made
shorter, more people will find NFY nethods acceptable. The modified mucus
method was developed partly for this reason. This method involves identi-
fying the cervical mucus as with the ovulation method, but establishes
diffevent rules ubout abstinence (see description in Appendix A). Current
reseateh 1o atlempting to identity ovulation more precisely so that the

length of vequired abstinence can be veduced.

How well can couples comply with the periodic abstinence requirement?
Once a couple has learned to identify the fertile period, compliance with
the rules of abstinence will determine whether they achieve their family
planning objectives. If the couple does not want to have more children,
they may be wmore motivited to zhstain than couples whe are only
interested in delaying prepgnancy.

Difticulty in comptyiny wWwith the abstinence requirement is one of the
major drawbacke of periodic abstinence methods (Marshall and Rowe,
19723 . Couples do not alweys abstain when they know they should, and as
a result, some concelve. Even some enthusiastic users report that
abstinence is sometimes 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 cn the
stronger marital communication that can result. One study of the
sympto-thermal method (Daly and Herold, 1983) found that couples who
discontinued use were more likely to sce abstinence as a time of
sacrifice and frustraticn, whereas those who continued to use the method
were likely to perceive abstinence as facilitating marital communication
and improving their sexual relationship.

Awmong its more ardent proponents, NFP is not considered to be
centraception but rather a lifestyle or a philosophy. To view abstinence
as a chore ruather 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 relatienship at
the "moment of unicn,” NFP permits a "possible ecxtension of the
(couple's) relationship in the feorm of a child.” Therefore, people who
use NFP methods "chose to allow the tull biolopical presence of their
procreative power to be present in any act of intercourse.

What are the options for sexual expression during the period of
abstinence? Although it is implied that methods based on periodic
abstinence require abstinence, attitudes concerning sexual expression
during the fertile phase differ. 1n a discussion of NKP, 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 oreenancy, through genital
arousal without penital 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 1if
a8 couple does not abstain during the fertile period. Given the high
rates of maternal mortality in many developing countries, the riske
associated with unintended pregnancy are significant.

Are there any pcoblems associated with the outcome of pregnancies
among,_users »f periodic 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 involviug aged sperm or ova (Guerrero and Rojas, 1975;
Jongbloet, 1969}. 1In animal studies, fertilization with aged gametes has
been linked with ar 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 abtortions and six induced
abortions. The congenital mailformation rate was 1.2 %. Thesc rates were
not higher than would be expected in the gpeneral population nor were they
any higher than with other fawily 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 result in a boy and that intercourse early in the mucus
phase without furiher relaltions results in a girl.

Most of the studies ol sex preselection have, until recently, becen
poorly documented, retrospective in desipn and lacking in reliable
indicators ot ovelation.  France (1984) and the above cited WHO study
provide the best data on the relationship between the sex of offspring
and the ity of lntercourse relative to ovulation and fertilization.

The procpective study by Pronce used three indicators -BBT, "peak
day™ cervionl waens symptoms and urinary luteinizing hormone (LH)
levels  to Ldentify the time of ovulation in 32 pregnancies.  The study
method used o vined intercourse approach with intercourse oceurring at
ovulation for eouples desiviug a boy or two Lo three days before
ovulation tor those Jdesiring a girl. The results were consictent with
Guervere (14/4) that males ave favored the lonwer the interval between
intevcourse and ovulation, but the investipator cautions against drawing
conclusions thit 4 child’'s sex can be predetermined based on this limited
number ot e,

ln the WHO study, 163 presnancies were studied for any relatioaship
between sex ratios and 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 childre) were found.
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PROGRAM AND POLICY
CONSIDERATIONS

An increasing number of family plaoning providers recognize NFP and
other fertility awareness-based methods as valid contraceptive choices
that should be available in any comprenensive program. Many also desire
to escape from the destructive polarization of attitudes for and against
NFP that has been apparent in the recent history of family plannainyg,
However, many family planning providers are uncertain about the
feacibility of including these methods and how to best make them
available. They queslion the kind of scrvice delivery system that would
be most approprinte, and to what extent ox. iinpg systems can be used to
preovide fertility awareness cducation or to promote periviic ubstinence
methods.

Assessing potential demand for these services ic problematic, partly
because it is not known what proportion of women in most countries have
heard of, much less used, peciodic abstinence methods. Knowledge of the
existence of a method is an obvious prerequisite to acceptance and use,
but services must also be accessible. Relatively few couples in the
world have access to uny family planning seccvvices, and fewer have access
to NFP services. 1In addition, family planning programs that offer NFP
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 abetinence methods are
relatively popular is included in Appendix €. Within these eight
counkries, a variety of NFP service delivery approaches and the
environments in which they ave provided are represented. From these
country studies, policy makers uand propram manapers can sece how programs
can be organized. A guide to selected apgencies and orpanizations
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
metheds (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 tc 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 alveady 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

There 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:

(3) 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 uational Jcvel of NFP activities, both:

(a) administrative coordination, 2nd
(b establishment of "Centers of Excellience" to provide
tectnical and educational assistance.

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

In countrics where NFP services are available, deiivery channels vary
from grass-rcots initlatives involving small groups to national or
regional family planning programs that teach NFP. In most countries,
autonomous NFP groups offer instruction and cther services. Some, but
not all, are affiliat.d with either of the two international NFP
assoclations, 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, N¥P services are sometimes not available to couples who do not
have values or beliefs similar to those of the providers.

San NFP be Lffectively 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 lLack of adequate program support, educational
materials, or {ollow-up of clients.

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

ADVANTAGES AND DISADVANTAGES OF NFP METHODS

ADVANTAGEKS DISADVANTLCES
No physical side effects, e To be effective, requirves
consistent use, strony, commitment
Training increases awvaroness and cooperation trem both partners
and knowledpe of reproductive
function. o Lelatively long initial

instruection.
Acceptors can he trained by

paraprotessionals and lay @ NI'P omethods tequice daily

volunteers. wonitoring and charting.

After initial trainiag and s Some women exp2rience fear of

follow-up, muny uvsers are unwanted prepnuancy.

able to practice the method

without additional cssistance s Without use of voulunteer teachers

and ol almoest Lo expense. and instructors, the delivers of
Py sethends ot b e s pansive,

Responsibility o family

planning is shiaed by both e Sexual abstinence may cause marital
partners, which nay fead to ocoblems.

increased communicat lon. By

requiring collaboration ° To avoid pregnancy, intercourse
between partners, periodic must be coutined to a limited
abstinence may “ontribute nuim, er of days tased on the method
to more cooperat ive marital practiced. Length of abstinence
relationshiips iu aoens other depends on cycie leng' 1 and

than juct family plauniag. variability:

Cervical mucus {alone):
~ learners:  2/3 or all of the
days of the first cycle
experienced users: 1/3 to
2,3 of the cycle
BBT (alone): {rom 1.2 to 2/3 wof
the days of the cycle

May be used to holp couples
achileve proepuaney .

Acceptable to people who prefer
not. to use olher methods of
family planning,.

oved by the € ic C ch. .
Approved by th itholic Church Sympto- Thermal: depending on the

combination of techniques used,

May be esthetically wmore from 1/3 to 1/2 of the days.

acceptable than other coitus-
related methods (condoms,
spermicides, diaphragms, or
withdrawai).

Calendar (alone): nay be as few
as 1 to 3 days or as many as 10
to 20 dayvs per cycle.

Availability of periedic
abstinence methods may increase
the number »f Lnitial family

plannin;, iccentors. X
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 intepration of NFP is to promote cross-referral
between government and private family planning programs and the existing
private NFP proprams. In this way, the range of chcices available to
clients of both public family planning programs and piivate NFP
organizations would expand, presumably at minimal additional cost. This
approach has not been feasible with all NFP promoters because of policies
discouraging referral cf NFP clients to other family planning services.
Many NFP promoters reject contraception, abortion and sterilization and
have in the past been unsupportive of cooperation in service provision
with national fawily planning programs that provide any of these services
(WOOMB, 1980). They claim their clients are not interested in other
methods and that most have already tried using pills or IUDs (UNFPA,
1982).

Other NFP proponents, hewever, are more suppertive of the idea of
cross-referrals and are taking steps to promote it. For example, 1in
order to conform with the principle of informed choice, some
organizations have adopted the followiap referral procecures:

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

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

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

In some countries, NFP is promoted primarily by a ~adre of user—
instructors with different levels of training. In addition to
instructing clients in NFP methods, they fuuction 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-rrained and
highly motivated instructors. Each couple requires a great deal of time
for the initial instruction and for follow-up during the early months of
use. NFP services avre therefore very labor-intensive. The key role of
instructors implies that decisions regarding such quesilons 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 teacher trainiag curricula that require
demonstrated competency as well as practical experience. However,
training content, standards and certification prrcedures 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. 1If 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 ! :se problems. Also, no data were
presented on the teachers other ! 1 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-Effectiveness

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-inout 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 tne value attributed to them is one important issue. Other
considerations are service statistics capabilities, the purprose 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 =2re difficult to assess. For exanple, if NFP is
being taught in facil.ties used to provide other services, szuch as
religious activities, what share of costs (e.g. rent, utilities) should
be attributed to the NF? program? 1f 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 early 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 propram expands, it may need to acquire additional facilities, an
administrative stafr, and some additional staff to provide training and
follow up.

NFP vequires a more extensive 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 labt r costs are calculated. If trainers and instructors are not
paid or if user couples tcach new couples, all labor may be voluntary and
program costs nearly zero. However, at the highest training levels, at
least in larpe 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 NIFP research projects now include a compornent 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. Furthermore, 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 ovulatien {see Box 5)

Psychosocial rescarch (such as effect of NFP use on marital relation-
ship, possibly compared with effect of other family planning
methods

Programmaf.ic (or operations) reseavch including cost effectiveness,
efticacy of proup versus individuua!l counselling, most effective
ways of recruiting users, ete.

Research on lony term impact of NFP educational programs

Applicability of NFP for women in special circumstances (breast-
feeding, premenopausal, vapinal infections, etc.)

Surveys on the extent oi koowledye aboul fertility cycles in the
peneral popnlation

Measurement ol demnand in the general population for periodic
abstinence or fertility awaveness methods

Characteristics of more versus less successful users

Case studies of attempts to inteprate NFP methods (or fertility
awareness information) into public or private family planning
programs

Research to determine the minimum amount of training/information/
follow up needed by souples to practice NFP methods

satisfactorily

Use effectiveness of periodic abstinence methods
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BOX FIVE

BIGLOGICAL RESKARCH ON PREDICTORS OF OVULATION

The following matrix shows methods currently available to
researchers for the prediction ov detection of events in the
reproductive cycle associated with the Liming of ovulation and
fertilization. lmproving the level of precision of these
Measurements will requive Lhe development of a better understanding
of hormonal activity relative to ovuiat.on and during pregnancy ana
lactation. On the hotrizon, new techniques may become available that
permit home detection of hormone levels ia urine sauples with ease,
convenience and increased effectiveness.  The thrust of most of the
research in technological devices has been toward lnexpensive,
easy-to-use diagnostic deviees tha! could be used by individual
women in theiv homes.

If the timing of ovulation can be reedicted more precisely, the
amount of abstinence required would be reduced. |t would also
enable women in special circumstances with irregular ovulatory
patterns (i.e. those breast feeding, post. pill, or premenopausal) to
use NFP methods nore effectively.

Validator of Event/Purpose

Progesterone

Fstrogen LH in n Milk, HCG in
Ultra in Saliva, Serum, S5aliva, Serum, PRL in
Event/Purpose Sound  Mucus  Serum, Urine Urine BB Serqm, Urine Urine Serum
1. follicular + - . . -
Development
2. Stdrt ot the + + + - - - -

Fertile Period

3. Ilnmediate
Prediction ot - s + + - + - -
Ovulation

4. Start c¥
Infertile Period - + + - + + - -
5.  Adequacy of - - - - + s - -~

Luteal Function

6. Detection of + - - - + - + -
Pregnancy

1. Resumption of
Ovarian Function 3 + + - + + - +
During tactation

+ These methods permit identification of menstrual cyclo activity or event chown.
- Methods do not permit identification of these menstrual cycle activities/ovents.

Source. Campbell and Colling, 1984,
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APPENDIX A
Description of Calendar Rhythm and NFP Methods

The following descriptions are meant to guide the reader in
understanding the principles involved in the application of the four
basic periodic abstinence methnds. They are not intended to serve as an
instruction guide for teaching cr using the methods; other materials are
available for those wishing ore information (Billings et al., 1974;
Vollman, 1977; Kass-Annese and Danzer, 1982; Parenteau-Carreau, 1981).
The number of days of required abstinrence for each of these methods is
shown in Figure A-1 for a hypothetical 28-day cycle.

Calendar Rhvthm Method

The calendar rhythm method involves abstinence from sexual
intercourse 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 previous menstrual
cycles. Traditionally, 6 to 12 cycles are monitored before establishing
a normative puideline 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 prugnancy is unlikely to occur (Figure A-1).

The preovuiatory infertile phase begins on Day 1. Its duration is
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 ar2 variations of
cervical mucus monitoring described by Hilgers (1979), Fl,ynn (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 cewvical 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 mcre "estrogenic" mucus can
usually be seen as clear and will stretch into long strings around the
time of maximum fertility.

The quality 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 mucusg 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).
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After ovulation, the corpus luteum produces smaller amounts of
estrogen and larger amounts of progesterone that inhibits 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 pregnuncy requires abstinence from
intercourse (a) during menstruation, because of the possible early onset
of mucus discharpe (which might be disguised by menstruation); (b) on
alteruate dry days preceding the cnset of mucus secretion after
menstruation, to permit recopnition of the onset of mucus secretion
without contusion caused by the presence of seminal fluid; and (c¢) during
days of mucus scoretion and until at least the wmorning of the fourth day
after the peak mucus day (Billings et al., 1974 Billinge, 1981) (see
Figure A-1). ‘ouples are advised to abstain from all sexuzl contact
during the ficvst learning cycle so that correct information can be
obtained. Some methodolopies allow experienced users to have intercourse
during the latter days of menstruation, assuming they have learned the
difference between menses and mucus.

According, to Billings and others, the cervical mucus method can be
used by women with irrepular or anovular cycles including following
childbirth, duriny, lactation and in the premenopausal and adolescent
years, although additional rules are needed to guide these women :n
determining thelr (ertile and infertile days. Others argue that nore
reseacch 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 sclf-detection techniques unacceptable because
of taboos associated with discussing sex-related issues or touching the
genitals. llowever, many tcachers 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"
throughout 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 hipgh fertility and low motivation to regulate
fertility (Dorairaj, 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 observation 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-1). Hence, BBT requires more abstinence than the other NFP methods.

BBT has, however, been characterized as "the most quantitative of all
available techiniques 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 illness,
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 nust therefore take into account any deviations from regular
routines. While some BBT programs are relatively flexible about when the
temperature can be token, most emphasize that it shouid be taken upon
waking in the morning-  immediately before undertaking an, activities.
When the temperaturce s taken using this conservative guideline, the
enerpent pattern 1 nore accurate and the shift easier to identify.

Base of interpretation of the charted temperature curve depends 1in
part on the nature of the BBT shift itself. BBT may rise in different
ways, as shown in Fipure A-2: asbruptly and distinctly (A), gradually (B),
in a step Like pattern (©), or in a saw-tooth fashion (D). Which type of
chart works vest has been the subject of some controversy. Variations in
the same women's temperatuce pattern may be difficult to see if the scale
of the chart s swall because the shift is less obvious (Figure A-3).
However, the ceule of the chart itself is cornsidered by some to be less
tmportant than care in ohserving and plotiing.

Because the adolescent and premenopausal phases of the reproductive
cyele ave subiech to preater fluctustions in hormone levels, a greater
frequetcy of monophasic patterns is Likely to occur zmong these age
groups aa compared with the population as a whole. Vollman (1977) showed
that there s an age dependent and cycle-dependent variation in
temperature patterns. Women who are younger or older and those with
longer or shorter cveles are more likely to have monophasic BBT curves
than weaen of reproductive ape in general. The BBT method may therefore
be inappropriate for these women because they are at increased risk of
irregular cycle lengths and monophasic curves.

Sympto-Thernal Method (STH)

Identification of the fertile period through the use of a combination
Jf methods to predict and detect ovulation is called the cympto-thermal
method (81M). 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
indices used differs from one program to another. Self-examination of the
cervix to determine changes in position, texture and dilation is
incorporated into some STM programes. Calendar calculations and
interpretation of secondary fertility symptoms such as breast tenderness
or pain with ovulation are other i :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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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 planniny 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 remazins high for 20 days, it is likely that conception has
occurred. Abstaining from intercourse for a few days vrior 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 rauch tike 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 cr by observing the onset of the first
cervical mucus symptom, whichever occurs first (CDC, 1983). The end of
the fertile phase is sipnaled by either the third day of consecutive
higher temperatures above the coverline or the fourth day after the peak
mucus symptom, whichever comes last (Figurz A-1). Other programs instruct
users to rely on observation of mucus or calendar calculations durinys the
preovulatory phase and to use only the temperature shift as a means of
identilying the postovulatory infertile phase.

Proponents of STM belicve that monitoring more than one indicator is
more effective than using a single indicator. They alsc cite the
reassuring effect that measuring and relying on wcre than one indicator
nrovides to users. In addition, total abstinencc during the first month
of the learniny 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
Providing Support for NFP Research
and Program Activities

A. PRIVATE ORGANIZATIONS

Center for Population and Family Health

Columbia University, 60 Haven Avenue, New York, NY 10032
Telephone: (212) 305-6960 Telex: 971913 Cable: POPHEALTH
NEW YCRK

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 Tclex: 579442 Cable: FamHealth

Family Planning International Assistance (FPIA)
B1l0 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 Promoticn (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 Pianning Council (LARFPC)
Suite 320, 3250 Wilshire Boulevard, Los Angeles, CA 90010
Telephone: (213) 386-5614

The Pathfinder Fund
1330 Boylston Street, Chestrut 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) 144-1300 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 60611

Telephone: (312) 664-0085 Telex: 756086 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) 965-5636 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

Telephcne: (206) 285-3500 Telex: 4740019 <Cable: PIACT

University Rescarch Corporation (URC)
Suite 1600, 5530 Wisconsin Avenue, Chevy Chase, MD 20815
Telephone: (301) 654-8338 Telex: 64692 Cable: URCINTER

B. MAJOR MULTTLATERAL ORGANTZATIONS

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

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

World Health Organization (WHO)
1211 Geneva 27, Switzerland
C. HAJOR NATIONAL GOVERNMENTAL AGENCIES

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

Canada: Canadian TInternational Development Agency, 200 Promenade du
Portage, Hull, Quebec, K1A 0G4 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.0O. Box 120322, 5300

Bonn 1, Federal Republic of Germany

United Kingdom: Overseas Development Administration, Eland House, Stag
Place, London SW1E 5DH, United Kingdom
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Australia: Australian Development Assistance Bureau, G.P.0. 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 a la Maitrise de la
Fécundité, " - =2nsaire du Foyer de Charité, B.P. 335, Banqui, RCA

Congo Foyers Chrétiens, P.0O. Box 200, Brazzaville, Republic of Congo

Kenya Family Life Counseling Association, Mater Misericordiae Hospital,
P.0. Box 30325, Nairobi, Kenya

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

*§Mauritius L'Action Familiale, Route Royale, Rose Hill, Mauritius

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

Nigeria Catholic Secretariat of Nigeria, Force Road, P.0. Box S$51,
Lagos, Nigeria

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

Seychelles Action Familiale Seychelles, P.0. Box 289, Mont Fleuri,
Seychelles
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Sierra Leone Family Life Education Programme, 29 Howe Street, P.0. Box
1.29, Freetown, Sierra Leone

South Africa (Republic of) WNational Natural Family Planning Association,
Khanya House, P.0. Box 941, Pretoria 0001, South Africa

Tanzania Family Life Education and NFP, P.0. 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.0O. Box 31965, Lusaka, Zambia

THE AMERICAS

*§Argentina Secretariado para la Familia, Paseo Colon 221 (PB), 1399
Capital Federal Buenos Aires, Argentina

Bolivia Centro de Vida Familiar Arquidiocesann, Avenida Armentia 5i2,
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 K1Y1ES, 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 N° 13-50,
Mezzanine, Bogota, Colombia

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

*Ecuador TInstituto Ecuatoriano de Accion Familiar (IEDAF), Esmeraldas
2811 y Calicuchima, Guayaquil, Ecuador
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*Haiti Action Familiale d'Haiti, Rue des Casernes N° 65, B.P. 528
(Archevéché), Port-au-Prince, Haiti

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

U.S.A.

§Human Life Center, Saint John's University, Collegeville, Minn 56321

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

New 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.wW.,
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 Avems Biliings, Apartado 70505, Prados del Este, Caracas,
Venezuela

ASIA/OCEANIA
Australia

*§Australian 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

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

*Center for Kesearch, Education, Service and Training for Family Life
Promotion (CREST), 24 High Street, Bangalore, 560005, India

Natural Family Planning Asscciation 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, Kangnam-ku, Seoul, Korea

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

*§New Zealand New Aealand Association of Natural Family Planning, Mater
Hospital, Auckland 3, New Zealand

Pakistan ©Natural Family Life Office, P.0. Dox 304, Faisalabad, Pakistan

Papua New Guinea National Catholic Family Life Office, P.0. Box 592,
Gonroka, E.H.P., Papua New Guinea

*Taiwan Catholic Happy Family Service Association, 9th Floor, N° 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

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

*The National Association of Natural Family Planning Teachers, NFP
Centre, Birmingham Maternity Hospital, Birmingham B15, U.K.

72



France

§Centre 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

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

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

Italy

§Centro 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 Intelipencji 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 3676, S-161 03 Bromma, Sweden

* Denotes major NFP centers.

§ 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 tbrough 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 pericdic 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 trad:itional 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 chose 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 countriec 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

HMadagascar. 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 natioun 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 N}P services.

L'Action Familiale, scmetimes 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 providea by such international
agencies as Misereor, Cathclic Relief Services and the US Agency for
International Development.

NFP services are divided into nine districts 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)
nonregistered 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 curvey is being planrned by CDC
that could provide more definitive information on NFP in Mauritius.

Sri Lanka

Sri Lanka, with 15 willion inhabitants, has one of the highest rhythm
prevalence vates 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 suvveys cenducted in 1975 and 1982, indicate that both overall
contraceptive prevalence and rhythm prevalence have increased
substantially. 1In both survey years, rhythm users comprised one quarter
of all contraceptors.

The increase in total contraceptive use among Sri Lankans in the
seven years between surveys was dramatic. In 1975, 32% of currently
married women were contracepting and by 1982, the proportion increased to
55%. Significantly, the pill and the LD, the two most popular methods in
the early stages of Sri Lanka's national family planning orogram, are
relatively less popular today. Among all methods, only female
sterilization has increased proportionately more than rhythm.

Accoss all age groups, the proportion of curiently 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 pcpular 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 nmethods. The Family
Planning Association (FPA) has begun to provide information and education
about the correct safe period to its clients throuph volunteer motivators
with the objective of increasing use etfectiveness among those now
practicing "safe period” techniques. NFP services may be pradually
intreluced into the national FPA program (beSilva, 1984).

In order to explove what “safe period™ users know about the method,
how they practice it and why they ave atlractea Lo it, Family Health
International (FHI) has sponsored resecarch condueted by the Department of
Census and Stalistics and the FPA Lo {urthec investigate qualitative and
quantitative aspects of the practice. Surveys and focus group sessions
are among the approaches being used to explore the extent and nature of
these practices in Sri Lanka.

Philippines

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 WFS 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). Unti) recently, 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 pr.ctice do not take into account
fluctuatiors 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 OQOutreach Survey. In general, rhythm uvsers have relied more on
non-program sources for instruction than on program personnel.

The national population coordination agency, the Commission 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 community-based services for natural methods (Laing, 1984).
Thus far, attcmpts 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 proups and Church authorities to collaborate with the
government population progran.

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. 1India's government-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 tvontraceptive 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 reasons. 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 ana 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 them. 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, *FFLP, 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 Associaticn of India arse
the primary avenues of NFP promotion. Other voluntary organizations
promote MNFP, including the Christian Medicul Association and the Center
for Research, Education, Service and Training for Family Life Education,
both based in Bangalore. 1In 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 autonomcus NFP service channels has been established 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
throughcut 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 melhoud for a specified
period of time, normally 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 Pianning 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.

Hother Teresa's Missionarics 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 racilitate promotion of NFP,
instruction is accompznied 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 supervicion of the
Sisters.

The Tawil Nadu rFamily Dev:lopment Center (FNFDC), with its regional
center located in 7iruchicvapalli. was founded in 1976. The center serves
a client population of predomivantly ayricultural and cemi- skilled
laborers in the state of Tamii Nadu, which bas a population of over 50
million. Following two years of needs assessment accivities, funding for
the center was obtalued Yrom Hiscreor in 1978. By 1984, the NFP section
of the TNFDC had instructed approximately 92,000 couples in the use of
the Billings HMethod (Thormann, 1984 .

The center has o veplonal ovpanizational structure comprising twelve
dioceses covering 12 districis.  ‘The Union Territory of Pondicherry is a
separate diocese and has on autonomous NFP propram unit. The TNFDC NEFP
program has evolved into o velatively well documented program with a
well-defined, systematlic process [or NFP instructor selection and
training and o locally appropriate skill development program. Job
responsibilities of propcam coordinators and NFP facilitators are very
specific. District coordinators ave respousible for program assessment,
supervisory functions and establishing contscts within the diocese to
premote NP, Facililators are responsible lor instruction and follow-up
of women and couples and tor conducting motivational sessions. Couples
are followed-up for wi lewst 12 months, af which time they ave considered
autonomous users.

The Center for Research, kducatiou, Secviece and Training for Family
Life Promotion (CREST) wus inauguraled in Bangalore in 1975. It is a
secular, nonprolil, voluntary orpanization whose objeclives are the
promotion of family life. It f{unctious as a liailson with pgovernment and
voluntary agencies (Presentation Suwmaries, 1983). CREST represented
India as ore of five participating countries in Lhe World Health
Organization multicenter study of the cervical mucusg o ovulation
method. CREST has an intecrnational advisory board and a local supporting
group and operates adjunct to a hospital clinic.

Kenya

Kenya's population of 20 million is predominantly rural (87%) and has
the highest annual rate of natural increase in the world at 4.0%.
Kenya's total fertility rate (TFR) of 8.0 is also very high. The
religious composition includes 38% Protestants, 28% koman Catholics and
26% indigenous beliefs. The rate of functional literacy in English is
25%.

According to data from the 1978 Kenya Fertility Survey, only 7% of
women currently in union were using contraception. Sixteen percent of
these contraceptors were using rhythm. However, 54% 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). 1In 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 nsing the ovulation method. Most
services are provided through the Catholic Diocesan structure nf parishes
and “outstations,” or community centers. NFP teaching services through
the dioceses are largely prcvided by couples or individuals on a
part-time, voluntary basis.

FLCAK and KCS (Kenya Catholic Secretariat), are the two priacipal
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 ’astruction 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 prororiion 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, 1984). 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. ‘eachers were celected 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 the one-year follow-up,
continuation among accertors wiil 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
avaluation of this project is planned. Use effectiveness studies are
under develovment 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
vse, 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 Peru primarily by women interested
in limiting births, although 25% of rhythm users are “"spacers" (CPS,
1981).

Relipicus affiliation in this predominantly Catholic country may be a
factor in method preference. Calendar rhythm is presumed to be the
rrimary periodic abgtinence method used in Peru, but more research is
needed on cxactly 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 Trabajo 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, cest effectiveness, and
user characteristics are among the topics being evaluated during the
project.
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The second group is the Centro de Prrmocion 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 WOOMB (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 orogram. 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 cf Peru at 4.7, but the rate of natural increase is comparable
(2.6%.

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 niethod 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 Biilings Center (CNB) was established 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

83



(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 pact of a
social change movement (McKay et al., 1964). CNB counsels rejection of
contraceptives, abortion, and sterilization (Presentaticn Sumnaries,
1983).

According to cne three- year evaluation cf 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, the Mexican government has not supported incorporation of
NFP 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 =znd a moderat.: degree of
urbanization (57%). According to the 1979 P'S, 50% of wemen currently in
union were using ccntraception. 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 rhythm is being practiced in South Korea.

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

Since the early 1970s, the cervical mucus or ovulation method has
heen offered in Korea under the auspices of at least one Catholic
diocese. With the establishment in 1975 of a national organization
czlled 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 ab~rtion” in Korea while promoting NFP in a "holistic
approach to life" and creating a positive appronach 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 health 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 KHFM
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 sources. The major expenses reported by KHFM are salaries,
printed materials and workshops (IFFL®, i984). 1In 1983, there were 290
practicing trained NF: teachers (Presentation Sumnmaries, 1983).
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APPENDIX D
Tables on Contraceptive Practices

Table D1. Percent Distribution of Women Currently in Union Using Periodic
Abctinence Methods and Any Contraceptive Method, by Age,
Residence and Level of Education for the Southern Region of

Brazil?
Any
Calendar Contraceptive
Billings Rhythm Method
PrevalenceP 1.2 3.6 66.6
Age
15-24 35 14 24
25-34 42 53 44
35-44 23 33 32
TotalC€ 100 100 100
Residence
Urban/Town 79 61 55
Rural 21 38 44
Unknown 0 1 1
TotalC€ 100 100 100
Level of Education
0-3 11 30 43
4£-8 47 43 44
High Sch/Univ 43 26 13
Unknown 0 1 0
Total® 100 100 100
State
Parana 24 28 34
Santa Catarina 18 22 27
Rio Grande do Sul 61 50 39
Total 100 100 100
No. of Cases
(unweighted) 34 106 1929

8The 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 Union2®, Age 15-49, by Country

% of Women % of Women % of
Currently Currently Contraceptors
Contracepting Using Rhythm Currently Using
Source Date Rhythm
ASTA & PACIFIC
Bangladesh ‘31 1975 8 1.1 13.8
( 9) 1979 12.6 2.2 17.1
(10) 1981 18.6 3.9 21.0
Fiji (11,1) 1974 41 2.2 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 5.9 0.0 0.0
Philippines (11,1) 1978 36 8.5 23.6
Sri Lanka (7,1) 1975 32.0 8.0 25.0
( 9) 1982 54.9 13.0 23.7
Thailand (11,1) 1975 33 0.9 2.7
( 8) 1978 52.7¢ 1.3¢ 2.5¢
( 9) 1981 56.6 0.9 1.6
SUB-SAHARAN AFRTCA
Cameroon ( 2) 1978 3.1b 1.5b 0.5b
Ghana ( 3) 1979-80 12.4P 0.9P 7.3b
Kenya (11) 1977-78 7 1.1 15.7
Lesotho ( 5) 1977 5.0b 6.1b 3.0b

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 R-ythm
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 A¥RICA & THE MIDDLE EAST

Egypt-rural ( 9) 1980 17.1 0.0x% 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)(10) 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%
(preliminary) (20) 1983 40.7 3.6 8.8
Turkey (11) 1978 38 1.0 2.6

CENTRAL & SOUT. AMERICA

Barbados ( 9) 1980-81 £8.2 1.2% 2.5%
Bolivia
Brazil ( 6)
Bahia 1980 31.3¢ 3.6¢ 11.6€
Pernambuco 1980 41 .4 3.5¢ 8.4C
Paraiba 1980 43.2¢ 6.6C 15.3¢
Piaui 1979 30.9¢ 2.6¢ 8.4C
Sao Paulo 1979 63.9¢ 5.2¢ 8.1¢
Rio Grande 1980 47.0¢ 6.01€ 12.8¢
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)6e6.2C 4.9¢ 7.4C
Parana 61.6C 3.3¢ 5.4¢
Sarta Catarina 65.2¢ 3.9¢ 6.0¢C
Rio Grande do Sul 71.3¢ 6.9¢ 9,8¢
Cclombia (11,1) 1976 43 5.1 11.9
( 8) 1978 47.6€ 4.1¢ g8.7¢
( 9) 1980 48.5 5.0 10.3
Costa Rica (11,1) 1976 64 5.1 8.0
( 8) 1978 65.0C 5.1¢ 7.8¢
( 9) 1981 65.1 6.2 9.5
Dominican (11,1) 1975 32 1.2 3.8
Republic (10) 1983-84 45.8 1.1 0.2
Ecuador (10) 1982 39.9 4.8 12.0
El Salvador ( 8) 1978 34.4¢ 1.7¢ 4,9¢C
Guatemala ( 8) 1978 18.1¢€ 2.6€ 14.4¢
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) 1975-7¢6 39 0.3 0.8
( 8) 1979 54,9¢ 0.2¢ 0.4¢
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 60.6€C 2.9¢ 4.8¢C
Paraguay (11) 1977 24.0¢ 1.6¢ 6.7¢
( 8) 1979 36 4.2 11.7
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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
Venezuela (11) 1977 49¢ 4,0¢ 8.2¢

3Women currently married or in union, except where otherwise noted.
b "Exposed" women currently married or in union. Includes only fecund,
non-pregnant women.

€ Women aged 15-44 years only.

d Th. fauritanian National Fertility Survey has been completed, but
da.. ‘re nol 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 Suvvey 1978.

(3) Ghana National Fertility Survey 19/9-1980.

(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, perscnal 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 Kourea 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
Spermicides, 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=40¢) (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 i6.3 25.17 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, Feru and Mexico

Sri Lanka South Korea Peru Mexico
1982 1979 1981 1978

Level of Education?

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

Spermicides, Condoms and Diaphragms

(N=52) (N=327) (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 Methcd

(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

8primary 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
(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 35.7
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 24,17
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/West inghouse, 1985.
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Table D6. Annual Continuation Rates and Pearl Pregnancy Rates, by
Method, for the Republic of the Philippines

Woman-years Annual Pearl
Method of Continuation Pregnancy
Observation Rate Rate
Calendar Rhythm 710 51 33
alone
Pills 423 42 19
1UD 165 7G 4
Condoms 114 10 60
Calendar Rhythm 24" 73 17
+ Withdrawal
Calendar Rhythm 71 51 31
+ Condoms
Wittdrawal Alone 767 43 44

Source: Adapted from Laing, 1981,

0171D
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