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World Need for Improved Fertility Control

With a world population of 3.7 billion on January 1, 1970, and
with an average of 36 births and 15 deaths per 1000 population this
yea.rq--2 the difference in births (133 million) and deaths (55 million)
is increasing the world by:

78 million this year

2 million this week
| 210,000 this day

3,000 this hour

Continuation of this gross imbalance of births and deaths and the
current rate'of population increase of 2.1% per annum, would increase
world populaiion to more than 7 billion by the year éOOO.

Furthermore, the preponderance of young people in the present

=

population ensures a massive growth in world population for additional
decades even if a net reprodqction rate of unity<23ere achieved Ver.
rapidly. For example, if a net reproduction rate of unity were achieved
by 1980, and maintained thereafter, the population wruld nevertheless
continue to increase until about 2050 and would then numbef-5.6 billion<?)
if current mortality trends continued.

With these world population dynamics in view, and the concomitants
of past and current excess reproduction -- starvation and malnutrition
in many countries, only 52% of the world population literate, and an aver-

(4)

age GNP of only $156 per capita, the need for corrective action is urgent .
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Strategy for Improved Control of World Fertility

In response to the objective need for improved control of
fertility -- to correct the imbalance between births and deaths and to
protect the health and well-being of individual families -- many govern-
ments and internaticnal organizations, have launched population programs.

The U. S. Agency for International Development, acting upon direc-

(5) (6)

tives from the President and the Congress , has since 1965 developed
a rapidly growing program of assistance to population and family plenning
programs iﬁ less developed countries .

The principal considerations uﬁderlying A.I.D.'s population and
family planning strategy are that:

"The ultimate goal of this program is to improve the health,
well-being and economic status of the peoples of the developing
countries by improving the conditions of human reproduction in
these societies. We propose to move toward this goal by support
of broad gauge population and family ulaning programs, designed
to make family planning information and services fully available
to all elements cf these societies so that women everywhere need
reproduce only if and when they choose.

"The pattern seems clear that in those countries where women

need not reproduce except if and when they choose (meaning

they have access to hindsight (abortion) as well as foresight
(contraceptive) methods of fertility contrcl), the situation

is encouraging. In Japan and several countries of Eastern Europe
the net reproduction rate has fallen below 1, and socizal concern
has shifted from the problem of too-great reproducticn to cencern
for the possibly too-low reproduction rate. Certainly the high
rates of abortion, even where illegal, as in the developed areas

of Europe ard the nited States, and also throughout the developing
vorld, bear witness to the determination of women in all cultures
to limit their reproduction. Many women, whose foresight, knowledge,
and means prove inadequate to prevent conception, will pay what-
ever they can and risk their lives to terminate pregnancies which
they deem undesirable for reasons best known to them.
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"Because the extent of availability of family planning informa-
tion and means is now usually a dominant determinant in the
complex of forces influencing reproductive behavior, no defini-
tive studies nor final judsments of additional measures which
may ultimately be needed to achieve a desired rate of population
growth can be made in advance of the full extension of family
planning services, ©Put as family planning informetion and
services are made appropriately available, key impediments to
optimal utilization of such services can be identified. There-
upon research studies should be verformed as needed to overcome
recognized cbstacles and for advancement of the program.
Naturally, many non-clinical actions, such as rational alter-
nation of legal and fiscal codes, should be taken concurrently
with clinical acticns to enhance the effectiveness of the
populaticn and family plarnins progranm.. :
"Regardless of what spvecial measures may ultimately be needed
for optimal regulation of fertility, it is clear that the main
element initially in any nmopulation planning and control program
should be the extension of family planning information and means
to all elements of the population. It seems reasonable to be-
lieve that when women throughout the world nead reproduce only
if and when they choose, then the many intepse family and social
problems generated by unplanned, unwanted, “and poorly cared for
children vnll be greatly amel ora+ed and thL now acute problem
of too rapid populatlon grewth will be reduced to manageable

proportions.”" (7).

Help has been given in response to specific requests from govern-
ments of more than 30 less developed countries and to ovganizations such
as the International Planned Parenthood Federation, The Popglation Council,
The Pathfinder Fund, and the United Nations, for their work in these 2 d
mény other developing countries.

Programs eligible for as%%stance are those in which individual
participation is wholly voluntary and in which each individual is free
to choose methods of family planning in keeping with his or her beliefs,
culture, and personal wishesz)

Approaches to control of fertility must be geared and tailored to

demand factors -- what is accepted and used is more important than what

family planning program administrators sometimes arbitrarily consider to
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be best for their clientele. Delivery systems and fertility control
methods must, therefore, be made as.safe as possible within the "demand"

constraints of what is acceptable to men and women.

Fertility Control Technology Tiers

Evolutionary changes in fertility control technology during the
last century, and implications for fertility control programs are pre-

(9)

sented in Table 1 .

The highly determinative influence of fertility control technulogy
on the effectiveness and efficiency of family planning programs is in-
escapably apparent from studies of family planning practices and programs

in many cultures.

Second Tier Technology

‘Tt is noteworthy that although the advent of Second Tier fertility
control technology had a considerable impact on fertility control practices
and birth rates in developed countries before 1960, attempts at application
of these methods in less developed countries, such as India, achieved

(10, 11)
little success.

Third Tier Technology

But with the advent of Third Tier Technology in the 1960's,
(addition of oral contraceptives and intrauterine devices), and intensified
programs for their adoption in many less developed countries, especially
in Asia, the prospects for effective control of fertility through family

(12)
planning programs improved greatly.
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Through the combined action of many organizations and countries
the best availabie preconceptive meéns of fertility control (oral contra-
ceptives, intrauterine devices, condoms and sterilization) are now
becoming available to people of all socio-econcmic classes in developing
countries; though they are not yet truly available o the majority of
those needing them.

A.I.D. has placed particular initial emphasis upon actions aimed
at making Third Tier Technology more generally availablefl3)and is now
providing more than one million monthly cycles of oral contraceptives
each month for distribution to more than 50 countries (figure l)fu)
Despite initial logistical difficulties and widespread dissemination of
glarmist rumors during the last two years, mainly generated in and from
the U.S.A., demand for oral contraceptives is inéreasing substantially
througﬁout the world. Among women having full knowledge and choice of
foremost means of contraception, the majority ordinarily prefer oral
contracéptives.

The impact of family planning programs’ using Third Tier Technology
upon birth rates is already appreciable: in small city states, such as
Singapore andkﬂong Kong, birth rates are now near the 20 mark, and in
larger populations, such as Taiwan, Scuth Korea, Malaysia, and Central

(k,9,12,1k)
America, a cubstantial drop in birth rates has also occurred (Table o).
But the birth rate?uif massive populations in Asia and Africa remain near

traditionsl levels, and the need for more rapid and effective action is

urgent.
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The fact that there will be approximately 78 million more births
than deaths in the world this year indicafes the magnitude of the need
for improved control of fertility. But, on the other hand, the fact that
the world birth ra*te is ncw approximately 36, dovm from the traditional
levels of about 0 births per 1000 pcpulation (Table 3), indicates that
the world has advanced about two-fifths of the way on the long journey
from reproductive slavery -- when no effective control was exercised
over fertility -- to the modern era .f reprecductive fresdem -- whgn
women and couples will reproduce ornly if and when they wish and births
and deaths will be balanced at an optimal level.

The principal ways in which fertility is now being constrained

are indicated in Table 4. >

Fourth Tier Technclogy

Malcolm Potts, Medical Secretary of the International Planned

Parenthood Federation, has stated:

"The termination of pregnancy is one of the oldest
and one of the. commonest forms of fertility contrsl. No
human community has ever shown a marked fall in the birth-
rate without a significant recourse to induced abortion
and it is unlikely that, in the foreseeable future, contra-
ceptive procedures alone will provide a sufficient measure
of population control in developing nations wishing to
lower the birth-rate. <

"Observation suggests that abortion is zn acceptable
form of fertility control for the individual, althcugh it is
frequently ccndemned by the community. Many people find it
easier to initiate action to deal with a reality rather than
take precautions against the possibility of pregnancy. A
woman who has had one abortion is more ready to have a second
one. The majority of women will resort to the operation in
the face of religious and legal sanctions, and will accept
consid r@?le pain, danger, and expense to achieve their

. Q)
aims."( 1S
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Although the growing use of oral contraceptives and other
effective preconceptive means of fertility control is reducing the need
for abortion in many areas, simultaneous increase in awareness of the
need for hetter centrol of fertility; and reduction of legal constraints
on abortion in countries such as Great Britain, Singapore, and the
United States, Is increasing use of this method.

The widespread use of abcrtion in virtually every country, often
.despite intense relic-izus and lesal oppcsition, and despite lack of
acequate clinical services, is powerful evidence of the great need women
have for a pustconceptive means of fertility control.

As in New York this past summer, everywhere that legal constraints
on abortion have been removed there has been a large increase in the use
of this means of fertility control -- even without organized programs to
provide abortion services.

Where intelligent programs have been developed to provide inexpen-
sive and readily accessible abortion iervices on an outpatient basis,
experience has demonstrated this means of fertility control to be both
safe and popular.

New techrology, such as Karman's development of a small bore
plastic catheter for vacuum curettage, which can be used without cervical
dilatation or anesthesia, considerably simplifies the surgical termina-

(20)
tion of pregaancy.
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Demographic Impact of Abortion

Despite many difficulties in accurate assessment of the impact
of abortion upon fertility patterns -- because of many unreported abortions,
variations in age and parity of women using this method, and frequent
substitution between use of pre and postconceptive means orf fertility
control -- the usual low birth rates in countries where abortions are
freely available, and changes in birth rates following changes in abortion
laws leave little d:ibt that abortion does ordinarily have a powerful
demographic impact. |

Birth rates in Japan and in Eastern European countries where
abortion has been readily available upon demand, have consistently been
among the lowest in the world. In fact, as birth rates have fallen to
low levels in these countries, public and official’attitudes have become

(21,22)
rather strongly pronatalist and laws have been modified accordingly.

The most striking evidence of the powerful influence of abortion
policies and practices upon fertility patterns is provided by the changes
in the FRomanian birth rate relative to changes in availability of abortion
(Figure 2). In 1966, when Romania had the highest abortion rate (60 per
1000 population) and the lowest birth rate (12.8 per 1000 population) 6;
any country in the world, the Romanian Council of State issued a decree
"limiting abortion to cases endéﬁgering life, where there is a risk of
congenital deformity, after rape, for women over 45 years of age, for
mothers supporting four or more children, or those physically, psycho-

(21)
logically or emotionally incapacitated.”
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In conjunction with the reversed abortion policy, family allowances
were increased and taxes raised for childless individuals, and official
importation of contraceptives ceased.

The impact on birth rates was dramatic, with a veritable avalanche
of births nine months later -- from 19,000 births in December 1966 (birth
rate 12.8) to 63,000 in July 1967 (birth rate 38.7).(21)

In many other countries the demographic effects of abortion,
although less dramatic than Romania, have nevertheless been pervasive
and important.

Kirk has pointed out that means used outside of the official family
planning program -- particularly abortion -- often make impﬁrtant contri-

o
butions to the total demographic effect of such a programf_ )For example,
in Korea, about 507 of the impressive decline in crude birth fate from
42 to 33 between 1961 and 1968 is reckoned {8 be due to the official IUD
program. Equally important are the use of pills, sterilization and |
abortion -- the latter being used to terminate 197% of all pregnar.cies in
1967 and 1968525) A first result of a family planning program may be to
increase awareness of the possibility of and need for fert;lity control;
and it may cause an initial upsurge in use of all methods -- particularly
abortion.

Even with widespread use of contraception there will remain an
appreciable demand for postconceptive means of fertility control to cope
with failures of reversible contraceptives. With the average of a two-
child family requisite to resolve the population crisis, many years of
fertile life ordinarily follow the last wanted pregnancy.

It has been demonstrated that even for women using intrauterine

devices and having only a 2.8% per annum pregnancy failure rate, roughly
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ko percent of these women would experience an unwanted pregnancy subsequent
. (26,27)

to completion of their desired family size by age 25. These calculations
are substantiated bg empirical data in the United States, presented by
Ryder and WestoffF2U) Althoush coniraception was used by 84 of their
non-sterile sample, cne-third of women who intended no more pregnancies
reported that they had already had (at least) one unwanted child. This
figure is undcubtedly an underestimate, considering a future period at
risk of pregrancy, as well as the likelihood of the rationalization of
response. Present reversible preconceptive means of\fertility control
- are therefore inadequate for the control of fertility even in developed
countries and surely inadequate for resoiution of excess fertility problems
in developing countries. D

Safety of individual women is also a factor necessitating use of
postconceptive means of fertility control. Probably the safest approach
to fertility control for the woman is for either partner to obtain a
surgica. sterilization following the achievement of the desired family

(29)

size. Use of reversible means of fertility control carries a risk from
. - . D)
the method and/or from the hazards of pregnancy and delivery following =~
contraceptive failure. The relative importance of this risk varies -- the
hazard from the method is predomirant in the case of highly effective mears
such as oral contraceptives, aud the hazard from unwanted precnancy is
predominant for safer but less effective means, such as the condom or
diaphragm. In a country with a maternal mortality of about 25 maternal

deaths per 100,000 live births use of effective reversible contraceptives

entails a risk of about 1-5 deaths per 100,000 users annually. In a less
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developed country where there may be more than 500 maternal deaths per
100,000 live births, obstetric risk is predominant and dependence solely
upon reversible contraceptives for fertility control will subject many
women to the hazards of pregnancy and may result in more than 100 deaths
per 100,000 users annually. However, an appreciable decrease in mortality
results when an entirely safe preconceptive means of fertility control is
backed up with a postconceptive means used under safe conditions. Ry use
of this family planninyg program.strategy, reduction ir overall risk to.
life to less than 1 death per 100,000 fecund women per year is possible
in developed countries. In less developed countries (vhere surgical
termination of pregnancy is less safe) the overall risk to women would be
higher but would still likely be lower than if sole reliance were placed

(9,30,31)

on reversible contraceptives.

Fifth Tier Technology

In'l968, Ravenholt defined the most essential missing element in
fertility control technology to be: "a non-toxic and completely effective
substance or method which when self-administered on =z single occcasion

(8)

would ensure the non-pregnant state at completion of a monthly cycle" --

[

~

and since then A,I.D. has obligated more than ?10 million for support of
research aimed at development of such methodsf;)

The logic underlying this choice of.principal research goal for
A.I.D.'s contraceptive development program is indicated by Table 5.
Studies of world fertility patterns and family planning programs had made
it apparent that two foremost determinants of the efficacy of a fertility

control method for the implementation of family planning programs in

developing countries were the time of use required (relative to conception)
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and the requirements for adminiétration (relative to clinical or self appli-
cation).

Effective use of preconceptive (contraceptive) means of fertility
control requires the exercise of foresight. For many individuals, parti-
cularly in developed countries, these methods have been quite successful.
But for many others in all societies and particularly in the less developed
countries, use of foresighp means of fertility control is difficult and
reliance solely on these mears is therewith less efficient and more
expensive. For these groups, access to postconceptive (hindsight) means
of fertility control is imperative for adequate control of fertility.

It seemed clear that development of an additional method which would
fall in quadrants A, B or C (Table 5) could have only a modest impact upon
the erficiency of family vlanning programs because it would have to compete
with previous methods with similar potential and limitations with respoct
to time of and requirements for administration.

On the other hand, it was also cl~ar that the development of a substance
or method which could be self-administered to control fertility after
exposure to or recognition of pregnancy would fill the void in quadrant D,
establish Fifth ??er Techrology, and produce a quantum increase in the

speed and effectiveness with which family planning could be extended around

the globe.

Prostaglandins
Following initial reports of successful termination of pregnancies
(32-35)
with the parenteral administration of prostaglandins, A. I. D, made

available substantial additional resources for support of research and
(36)

development of prostaglandins; and recognition of the acute need for a
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self-administrable postconceptive means of fertility control prompted

Speidel and Ravenholt to publish the suggestion that "there should be

rapid exploration of present leads suggesting a potential for safe and

effective administration of these subsitances (prostaglandins) by the

(37)
vaginal route -- e.s., by tampon or suppository."
(38)

he pessimism of some  this sugrestion was rapidly acted

upon by Karim  and others; and the remarkable success of their initial
(h0)

~attempts atl such administraticon have been revorted at this conference..

These Tindirgs have demonstrated that 'flirht is possible' -- that
self-administration of a postconcevtive means of fertility control is an
imminent reality -- that the era of Fifth Tier Technology will begin within
a Tew years.

However, several ycars of intensive rescarch and development will
be required to establish this new technology on a sound basis. Prosta-
glandins will require careful evaluation to measure advantages and dis-
advantages as compared with other me-hods of fertility control. They must
be examined from the point of view of safety to the individual and their
cost and effcctiveness in family planning programs.

It is likely that use of prostaglandins instead of surgical abortion
for postconceptive control of fertility will reduce hazards frem infection,
bleeding, perforation, and cervizal trauma, which even under the best condi-

tions sometimes complicate the irtroduction of any foreign body into the

uterus.
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The time required for termination of Pregnancy by prostaglandin
administered intravenoﬁsly is much greater than that necessary for
surgical intervention. For an early bregnancy an average of about seven
hours is requiied, and for the later precnancies the time required is
often doubledf o However, prostaglandins do offer a time advantage over
the use of intra-amniotic saline injection for termination of more advanced
pregnancies -- which often require more than 48 hours for completionfl9)

Cccasionally attempts at emptying the pregnant uterus with
prostaglandin are ineffective or not completely effective, and surgical
intervention becomes a necessity; however prostaglandins should make it
possible to re:e;ve the use of relatively scarce highly skilled medical
care personnel for complicated cases.

Nausea, vomiting and diarrhea may occur in patients for whom
prostaglandin is employed to terminate a preg:gnqyf3u)Although such
untoward symptoms may complicate administration of prostaglandins, they
may also be viewed as a safety factor which protects women from in,udicious
use of these substances.

Other metabolic effects of prostaglandias which will’xequire careful
evaluation reiate to possible inflammatory responses, effects on platlet
adhesivenessf 2)eff'ec’cs on endocrine, cardiovascular, ocular and central
nervous systems. The relatively rapid metabolism of prostaglandins, at
least the natural compounds, suggests that these problems may not be a
serious obstacle to safe and effective use.

Use of systemic abortifacients, such as prostaglandins, requires

careful assessment with respect to possible teratogenic risk prior to

allowing their use without immediately available surgical backup for



- 15 -

termination of therapeutic failures. Should self-administration of
prostaglandins become a reality, as appears likely, it will become addi-
tionally imperative that they be entirely safe with respect to mutagenicity
and teratogenicity.

It has been apparent that the achievement of adequate fertility
control throughout the world by extension of Third and Fourth Tier
Technology alone would require additional expenditures of more than a
billion dollars per annum, mostly in the developing countries. Calculations
by Frederik‘sen, et al., indicate that current average family planning program
costs, for extension of current.technblogy in tﬁe less developed countries,
ordinarily excaéds 15 dollars per birth averte§.3)(Table 6).

Furthermore, the development of an adequate clinical delivery
system for application of current methods of fertility control ﬁould
require a great deal of time -- which would {ﬁgaply compound the population
problem.

Fortunately, it now appears probable that prostaglandin "pe st -
conceptives" for self-administration will become available within a few years.

Therewith, along with current methods, extension of effective
fertility control throughout the world during the current decade becomes
a reasonable probability -- with profound effects upon health, fertility
patterns, socio-economic development, education, cultural patterns, and
the nature and stability of political systems.

With prostaglandin tampons and vaginal suppositories fully available
throughout the world, along with other means of fertility control, women

will be able to defend themselves completely against unwanted pregnancy.
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Therewith many ancient scourges will be ameliorated:

--kwashiorkor and child mortality from malnutrition will
become a vanichins phencomenor as women gain fully the
ability to protect their babes in arms from the chief

hreat to their survival and well being -- an unwanted
and too-soon next pregnancy.

--child nezlect and child abuse will become a much less
common phenomenon when each baby born represents at
least nine months of demonstrated maternal desire and
commitmernt,. rather than afton bains an urwanted argd
inescapable consejuence of momentary passion and
anachronistic hyperfecundity.

--tuberculosis and many other diseases of crowding, will
recede as househcld and community crowding diminishes
with improved control of fertility.
--Jjuverile delinguency, and adult criminality, as well
as many other forms of social disorder, will decline
along with the decrease in births of unwanted and
poorly cared for children, and decreased Dressure on
comnunity resources,
The combination of urgent world need for a new means of fertility
control, the evidence presented here that such a breakthrous” is now
occurring, and the view of what rapid extension of effective fertility

control can contribute to human well-being, makes this an historic

conference,
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TARIE 1

LOGY AND

LICATIONS FOR FAMTLY PLALTIG PROGRAMS

ion would ensure the
2 at comrleticon of 2

Technology Advent
Tiers of Methods Cenerally Ava1¢able Family Planning Program Needs
Method
1070s? rethods listed below plus: "a non-toxic activity.
and completely effective substance or Main emphasis
5 nethod vwhicn when self-administered of contraceptives

siirough mmb cel and

197Cs

riethods listed below plus legal
suriical avortion.,

activity.

“ain emrhasis
niive services
-ﬂrclcaT ’ac*lﬂtles

flethods listed below plus intra-
aherine devices and oral contra-
cevtives,

provision of

S oon pducation and
e through medical

L
nagtey

-

-~

Abstuinence, coitus interruptus, delayed
Wa*”va"e and non-marriage, crude vaginal

spenges ) douching., and

Strict rerulation of sexuial activity.
Emphasis on education.
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FERTILITY MEASURES FOR IIONG XOIT AI™ TATVAI

1961 - 1957 (1963) ©
HONG KONG TATIAN

1961 1965 1966 1967 1968 1061 1965 1066 1967 1968
Crude Birth Rates 35.5 28.8 25,8 24,6 21.3 37.7 32.1 30.6 29.3 28.8
Aée Sneecific
Pirth Rates &
15-19 b7 W1 29 29 o7 ns5 36 B W
20-2k 233 252 213 178 158 248 261 262 263 256
25-29 312 318 2§1 268 2h3 3 326 216 305 309
30-34 221 211 203 201 170 oh6 195 o 180 165 161
35-39 130 122 111 123 102 , 156 100 &7 i 63
Lolil 57 29 L2 Lo 35 71 Ly 36 ‘ 3,0 26
45-49 S 3 3 6 2 .10 6 6 5 L

Source: Studies in Family Planning, 44:10,16. Avgust 1969.

¥1068 Age Specific Birth Rates as cnlewlated by X,C. Chon, Reseorch Director, Femily Planning Associetion
Honz Kong (personal communicotions to the authors). )
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(1, 15-18)
TABLE 4

Fecundity of World's Womnen

(780 million women, age 15-ULY4, approximate prevalence figures, 1970

In millions
1. Unmarried, widowed, or otherwise not cohabiting ¥ 180
2.. Physiological infertility and subfertility * 115
3. Infertile because of gestation, parturition,
abortion, and lactation ¥**¥ 220
Y., Using Third Tier (preconceptive) means for contrdl
of fertility (complete effectiveness equivalents):
a) Surgical sterilization 20
b) Oral Confracéptives 22
¢) Intra-uterine devices .6
d) Condoms 18
e) Vaginal diaphragm or chemical L
f) Other methods, (rhythm, douche, etc.) 15

Total 3rd Tier 85

5. Fecund women cohabiting and not specifically
protected from pregnancy. 180

Total women Percent Number

* Age (millions) cohabiting cohabiting % Infertile women
(millions) Infertile (millions)
15-19 173 50 87 15 13
20-24 154 T5 116 5 6
25-29 136 92 125 10 1z
30-3% 120 92 110 15 17
35-39 104 85 88 30 26
Lo-kl 93 80 T4 55 b1
Totals T80 oo 115

*¥* Assumes 9 months post partum infertility, 4 months infertility with

each abortion. Includes 30 million induced abortions, spontaneous
abortion assumed to occur in 15% of all conceptions.

N\



Clinical
Application

Required

Self-

Adminis-
tration

Feasible

TABLE 5

PRINCIPAL MEANS OF FERTILITY CONTROL

“(by time of and requirements for
administration)

Preconceptive

Postconceptive

A

Intrauterine devices
Surgical sterilization
Vaginal diaphragm

? Oral Contraceptives

B

Surgical abortion

Prostaglandins

(intravencus adminis-
tration - January, 1970)

. o
C D
Abstinence Prostaglandins
non-coitus (Vaginal administration-
rhythn September, 1970)

coiltus interruptus
Condoms

Vaginal sponge, douche,
foams, etc,

? Oral Contraceptives

L%

/



TABLE 6

(4, 43)

SELECTED MEASURES OF FAMILY -PLA.N.\'I.\'G PROGRAM PERFORMANCE

Country 1961 1982 1963 1964 1953 1966 1967 1968 1969 1970
=Dolicr expenditure per eligible couple-

Coverage: ’
Chile - - - 0.17 0.31 0.79 0.75 1.22 - ——
India 0.04 0.07 0.07 .12 22 .23 43 47 ——— —_——
Korea - 10 17 32 .39 .70 .73 1.00 -—— ——
Malaysia - —— — ~—— — -—— 41 56 .64 ——
Pakistan - - —— - - 35 56 .76 - -
Taiwan ——— - - .09 33 .29 33 42 44 ——
Tunisia —_——— —_ — - —— - - 1.13 - ——

=Percent of elizidle couples contrzcepring viz the rrogram ar end of year-

Acceptance:
Chile - —— —— 1.2 4.6 7.2 8.8 12.7 - ——
India 04 0.5 1.1 1.6 3.0 4.4 6.3 8.1 —_— ——
Korea - .1 g 8.1 13.2 18.8 20.4 20.1 23.0 ——

- Muaiaysia - ——— - - - —-——— 9 4.3 7.0 -
Pakistan ——— - - - —_ 2.8 7.9 14.0 178 ——
Taiwan - - —— 23 6.2 8.9 11.4 13.1 14.0 —-——
Tunisia —_— — — 3 1.8 3.1 34 3.9 5.0 -

—Births averted as percent of births expected in absence of program—

Effectiveness:
Chile - - - - 1.3 5.2 8.1 9.8 14.0 —-——
India 0.2 0.4 0.5 1.0 1.5 2.8 4.1 5.9 7.5 —
Korea —_— - .1 .6 6.2 10.5 15.2 16.2 15.7 18.1
Malaysia -== —— - - - - 9 4.4 7.2
Pakistan —_— — -— _ - —_ 23 6.5 11.6 14.9
Taiwan —— -— - —— 1.9 4.9 6.8 8.6 9.5 9.9
Tunisia —_ _ - 3 1.9 3.2 3.5 4.0 5.1

~Dollar expenditure per birth averted-

Cost-offectiveness:

Chite ——— === —o— 1399 11.03 19.05 1430 17.76 —— e
India 11.54 16.35 10.94 12.26 10.88 8.01 8.67 10.60 - -—
Korca —~—— 4743 13.90 7.79 7.66 9.36 11.70 19.57 R ——
Malaysia - - _ -—— ——— 113,84 33.20 3299 -
Pakistan —— - - - ———- 2867 16.62 10.68 - ——
Taiwan ——— - -——  10.04 17.30 13.76 14.07 17.20 17.81 ——
Tunisia (——— ——— —_ —_ —_— — ~———  58.63 —-—— —_—




FIGURE |

A.LD. FINANCED ORAL CONTRACEPTIVES'

millions of monthly cycles -
zo — e e oo o .- ———

— CUMULATIVE —NOVEMBER 1967— JUNE 1979

18 — v | //‘718.7

—

o /
16 . - - e e - - - — — - -
- - - 4

- | i
12 .. e —— e e - / P

— : purchase /’4
10 — orders Y Y

pipeline




PER 1000

LT VE

PGPULATI ON

BIRTHS

30

20

10

FIGURE 2

. 21,23
MANIAN BIRTH RATES

Q\e,/ ’
”ﬁ L] BERAL
ABORTION
POLICY
\‘k\m\\ |
\\yfo—@«0/$
' RESTRICTIVE
ABORTION
POLICY
" RTIY 1958 1962 1964 1970

Y E AR



