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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
 
(1)
 

year -- the difference in births (133 million) and deaths (55 million)
 

is increasing the world by:
 

78 million this year
 

l million this week
 

210,000 this day
 

9,000 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 population to more than 7 billion by the year 2000.
 

Furthermore, the preponderance of young people in the present
 

population ensures a massive growth in world population for additional
 
(2)
 

decades even if a net reproduction rate of unity were achieved vary
 

rapidly. For example, if a net reproduction rate of unity were achieved
 

by 1980, and maintained thereafter, the population wculd nevertheless
 

(3)

continue to increase until about 2050 and would then number 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 international organizations, have launched poplation 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 planning
 

(4) 
programs in less developed countries
 

The principal considerations underlying 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 reoroduction in
 
these societies. We propose to move toward this goal by support


1
of broad gauge population and family p
9nning 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 control), the situation 
is encouraging. In Japan and several countries of astern ELurope 
the net reproduction rate has fallen below 1, and social 
concern
 
has shifted from the problem of too-great reproduction to concern
 
for the possibly too-low reproduction rate. Certainly the high
 
rates of abortion, even where illegal, as in the developed areas
 
of Europe ar.d the United States, and also throughout the developing 
world, 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 jud.nnents 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 fmnily 
plannino- services. But as fa'!ily planning information and 
services are made appropriatelr available, key imnediments to 
optimal utilization of such services can be identified. There
upon research studies should be performed as needed to overcome 
recognized obstacles and for advancement of the program. 
Naturally, many non-clinical actions, such as rational alter
nation of leoal and fiscal codes, should be taken concurrently 
with clinical actions to enhance the effectiveness of the 
population and family plannini- program.. 

"Regardless of what special measures may ultimately be needed 
for optimal regulation of fertility, it is clear that the main
 
element initially in any population 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 need reproduce only 
if and when they choose, then the many intense family and social 
problems generated by unplanned, unwanted, Th-nd poorly cared for 
children wll be greatly ameliorated and the now acute problem 
of too rapid population gro.zth 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 organizations such
 

as the International .Planned Parenthood Federation, The Population Council.,
 

The Pathfinder Fund, and the United Nations, for their work in these a_']
 

many 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,
 
(8) 

culture, and personal wishes.
 

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 f~rtility 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 technology
 

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
 

*It 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, ii)
 

little success.
 

Third Tier Technologyf
 

BTut 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 available preconceptive means of fertility control (oral contra

ceptives, intrauterine devices, condoms and sterilization) are now
 

becoming available to people of all socio-economic classes in developing
 

countries; though they are not yet truly available to the majority of
 

those needing them.
 

A.I.D. has placed particular initial emphasis upon actions aimed
 
(13)
at making Third Tier Technology more generally available, and i.s now 

providing more than one million monthly cycles of oral contraceptives
 

(4)
each month for distribution to more than 50 countries (figure 1).
 
Despite initial logistical difficulties and widespread dissemination of
 

alarmist rumors during the last two years, mainly generated in and from
 

theU.S.A., demand for oral contraceptives is intreasing substantially
 

throughout the world. 
Among women having full knowledge and choice of
 

foremost means of contraception, the majority ordinarily prefer oral
 

contraceptives.
 

The impact of family planning programs using Third Tier Technology
 

upon birth rates is already appreciable: in small city states, such as
 

Singapore and Hong Kong, birth rates 
are now near the 20 mark, and in
 

larger populations, such as Taiwan, South Korea, Malaysia, and Central
 

America, a substantial drop in birth rates has also occurred (Table 2).
 

But the birth rates of massive populations in Asia and Africa remain near
 
(4)

traditional 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 indicates the magnitude of the need 

for improved control of fertility. But, on the other hand, the fact that 

the world birth rare is ncw approximately 36, dowm from the traditional 

levels of about 70 births per 1000 population (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 -- t2 the modern era _f _eprcductive freedom -- when 

women and couples will reproduce only if and when they wish and births 

and deaths will be balanced at an ootimal level. 

The principal ways in which fertility is now being constrained
 

are indicated in Table 4. Q 

Fourth Tier Technology
 

Malcolm Potts, Medical Secretary of the International Planned
 

Parenthxood Federation, has stated:
 

"The termination of pregnancy is one of the oldest
 
and one of the. commonest forms zf fertility control. 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. C 

"Observation suggests that abortion is an acceptable
 
form of fertility control for the individual, although it is
 
frequently condemned 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. -esort to the operation in
 
the face of religious and legal sanctions, and will accept
 
considera le pain, danger, and expense to achieve their
 
aims. 
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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 better ccntrol 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 abortion in virtually every country, often 

despite intense reli i:':s and le-al oppc7sition, and despite lack of 

acequate clinical services, is poerful 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 ervices on an outpatient basis,
 

experience has demonstrated this means of fertility control to be both
 

safe and popular.
 

New techtology, 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 pregnancy.
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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 of fertility
 

control -- the usual low birth rates in countries where abortions are
 

freely available, and changes 'n birth rates following changes in abortion
 

laws leave little c!:2.bt 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 officia~attitudes have become
 

(21,22)

rather strongly pronatalist and law8 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 Romanian 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) of
 

any country in the world, the Romanian Council of State issued a decree
 

"limiting abortion to cases endangering 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
 
(21)
 

rate 12.8) to 63,000 in July 1967 (birth rate 38.7).
 

In many other countries the demographic effects of abortion,
 

although less drz:iatic than omania, have nevertheless been pervasive 

and important.
 

Kirk has pointed out that means used outside of the official family
 

planning prograi -- particularly abortion -- often make important contri
(2h) 

butions to the total demographic effect of such a program. For example,
 

in Korea, about 50' of the impressive decline in crude birth rate from
 

42 to 33 between 1961 and 1968 is reckoned t be due to the official IUD
 

program. Equally important are the use of pills, sterilization and
 

abortion -- the latter being'used to terminate 19% of all pregna.Cies in
 
(25) 

1967 and 1968. A first result of a family planning program may be to
 

increase aareness of the possibility of and need for fertility control;

C

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.
 

IL 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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40 percent of these women would experience an unwa-nted pregnancy subsequent
 
(26,27)
 

to completion of their desired family size by age 25. These calculations
 

are substantiated by empirical data in the United States, presented by
 
(28) 

Ryder and estoff. A'Ithouh contracepxtion was used by 84 ,,1 of their 

non-sterile sanle, one-third of women who intended no more pregnancies 

reported that they had already had (at least) one unwanted child. This 

figure is undoubtedly an underestimate, considering a Aiture period at 

risk of prejna1!:.y, as el! 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 resolution of excess fertility problems
 

in developing countries. 0
 

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
 

surgical sterilization following the achievement of the desired family 
(29)
 

size. Use of reversible means of fertility control carries a risk from
 

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 predominant in the case of highly effective means 

such as oral contraceptives, a-nd the hazard from unwanted prernancy 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 200,000 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. 
 By use 

of this family plannin- progra-.stratey, reduction Jr 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 (where 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 1968, 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 a single occasion 
(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
 
(4)

research aimed at development of such methods.
 

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 progrsiis in 

developing countries ere the time of use required (relative to conception)
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and the requirements for administration (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 foresight means of fertility control is difficult and
 

reliance solely on these means s 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 efficiency of family planning programs because it would have to compete 

with previous methods with similar potential and limitations with resect 

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 Tier Technology, 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 achninistration of these sustances (prostaglandirs) by the 

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

(38)
 
Despite the nessirmism of sone this sugc-estion was rapidly acted 

(9)
 
upon by Karim and others; and the remarkable success of their initial
 

(4o)
atte-ts.. at si A i Lra-ion " been 2-eoorted at this conference.
 

These findings have demonstrated that 'flight is possible' -- that
 

self-administration of a postconceptive means of fertility control is an
 

imminent reality -- that the era of Fifth Tier Technology will begin within
 

a few years. 

However, several years of intensive research 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 effectiveness in family planning programs. 

It is likely that use of prostaglandins instead of surgical abortion 

for postconcepLve control of fertility will reduce hazards from infection, 

bleeding, perforation, and cervilal trauma, which even under the best condi

tions sometimes complicate the introduction of any foreign body into the 

uterus. 
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The time required for termination of pregnancy by prostaglandin
 

administered intravenously is much greater than that necessary for
 

surgical intervention. For an early pregnancy an 
average of about seven
 

hours is required, and for the later pregnancies the time required is 
(41)

often doubled. However, prostaglandins do offer a time advantage over
 

the use of intra-armiotic saline injection for termination of more advanced
 

(19)pregnancies  which often require more than 48 hours for completion.
 

Occasiora!ly attemnt. s at emptying the pregnant withuterus 

prostaglandin are ineffective or not completely effective, and surgical
 

intervention becomes a necessity; however prostaglandins should make it
 

possible to re.erve the use of relatively scarce highly skilled medical
 

care personnel for complicated cases.
 

Nausea, vomiting and diarrhea may occur in patients for whom
 
(34)prostaglandin is employed to terminate a prea- ncy. 
 Although such
 

untoward symptoms may complicate administration of prostaglandins, they
 

may also be viewed as 
a safety factor which protects women from injudicious 

use of these substances. 

Other metabolic effects of prostaglandias which will require careful 

evaluation relate to possible inflammatory responses, effects on platlet 
(42) 

adhesiveness, effects 
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
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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 anr.m, 
 mostly in the developing countries. Calculations
 

by Frederiksen, et al., indicate that current average family planning program
 

costs, for extension of current technology in the less developed countries,
 
[(43)


ordinarily excaeds 15 dollars per birth averted. (Table 6).
 

Furthermore, the development of an adequate clinical delivery
 

system for application of current methods of fertility control would
 

require a great deal of time --
which would Keatly compound the population 

problem. 

Fortunately, it now appears probable that prostaglandin "pc .t

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 vantichin:g ohenomenon as iomen gain fully the 
ability to protect their babes in arms from the chief
 
threat to their survival and well being -- an unwanted 
and too-soon next pregnancy. 

-- child neglect and child abuse will become a much less 
common phenomenon when each baby born represents at
least n4 ne iohs of demonustrated maternal desire and 
commitme-t, rather than c2.... b.ein .u andanoanted 
inescapable consequence of momentary passion and
 
anachronistic hy-nerfecundity. 

--tuberculosis and many other diseases of crowding, will
 
recede as househcld and community crowding diminishes 
with improved control of fertility.
 

juvenile delinquency, and adult criminality, as well
 
as many other forms of social disorder, wi'l decline
 
along with the decrease in births of unwanted and
 
poorly cared for children, and decreased pressure on
 
community resources.
 

The combination of urgent world need for a new means of fertility
 

control, the evidence presented here that such a breakthroui" is now
 

occurring, and the vie, of what rapid extension of effective fertility 

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

conference.
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TA7ThE I 

B!'H CTr5=ROL T ,.,OLOGY AD _DTLTCATIO-,S FOR FALY PT 7G G 

Tecmology
Tiers 

Advent 
of eod Generally Available Family Flanning Pro-grm Needs 

Method 

1970s? 

5.meo 

Methods .listed below plus: "a non-toxic 
and comnletelv effective substance or'ehod:: ,' when se-l "'-ac-q1,seehi. I __._ 
on a sn-le occasion would ensure the 

:i.Lnimai tn of sx-ial activity. 
Reduced :'-fd for edunatio'. .ain emohasis 

. ....on of contraceptives 
and nostmedical and 

a ...... a ....co.........o a non-:enn: facntaities. 
ntl y cycle." 

h 
!970s ethods listed below plus legal 

sL,_.ical abortion. 
Slight 
TSs e 

2-P' 
i 

on of se:Jal 
o od-e-c, ao:,. 

activity. 
:.:ain e!-Ohasis 

on m'ovi .sion. of cotr... ve services 
_r-o,. ''li..,cal and no,n-:n7edical facilities 

and a--' .n services -rghmedical 

3_1960s 
Methods 

..tenn 
listed below plus intra-
devices and oral contra-

Sc:e re-
c:',i 

-,.tio- of se-, .a activity; 
g .:..asis on elucation and pro

ceo ves f.s.. ... -. .z.. and family plan
' ,- se-':ics throurh medical and non

rood~.. .facilities. 

After Methods listed below plus condoms, Considerable r'elation of sexual activity; 

2 1870 dia..hras, 
rh ,-hm, and 

va-inal chemicals, 
sri---cal sterilization, 

.... -a-i 
mate.ia.. 

on education and provision of 
and services thr'ou-'h medical 

and ro.:,:ic facilitIes. 

1 Before Abstinence, coituis interruprtus, delayed Strict retalation of se....al activity. 
1870 marriage 

bairriers 
and no,-arriage 
\e.g,. sprnges~ 

c_-Lde vaginal 
oci and

do.chin-s Bmmhasis on education.oneuain 

ille al abort. on. 
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F ,'TILITY MAUREFOR O,.'G KOTI'T ATT TAI.AN, 

1961 - 1967 (1963) 

JIO:'G KONG TA-hTIO 

1961 1965 1966 1967 !968 196! 1965 1966 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 

Age Specific
 
Birth Rates
 

15-19 47 41 29 29 27* 
 !5 36 38 h) 41 
20-24 233 252 213 178 158 248 261 262 263 256
 

25-29 
 33 3'8 291 268 243 311 326 306 305 309 

30-34 
 231 211 203 201 170 2116 195 !80 165 161 

35-39 139 122 ill 123 102 156 1o00 7 74 63 

40-44 57 39 2 0 35 71 36 30 26 

9 3 3 6 2 • o 6 6 5 41 

Source: Studies in Family Planning, 44:10,16. Auz-st 1969.
 

Specific .atoc 

Eong Kong (personal ccmmunicationc to the authors).
 

*1.6 Age Birth -isctlcu).ated by K.C. Chan, Research Director, Fomiy Planning Association 

K 
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(1, 15-18) 

TABLE 4 

Fecu.dity of World's Women 

(780 million women, age 15-44, approximate prevalence figures, 1970 

In millions
 

1. 	 Unmarried, widowed, or otherwise not cohabiting * 

2. 	 Physiological infertility and subfertility * 115 

3. 	 Infertile because of gestation, parturition, 
abortion, and lactation ** 220 

4. 	 Using Third Tier (preconceptive) means for contrSl
 

of 	fertility (complete effectiveness equivalents):
 

a) Surgical sterilization 20
 

b) Oral Contraceptives 	 22 

c) Intra-uterine devices .6 

d) Condoms 18 

e) Vaginal diaphragm or chemical 4 

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 
SAge (millions) cohabiting cohabiting % Infertile women 

(millions) Infertile (millions)
 
15-19 173 50 87 15 13
 
20-24 154 75 116 5 6
 
25-29. 136 92 125 10 l
 
30-34 120. 92 110 15 17 
35-39 104. 85 88 30 26 
4o-44 93 80 74 "55 41 

Totals 780 	 0 i-

•* 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.
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Application 

Required 

Self'-

Adminis-

tration 


Feasible 


TABLE 5 

PRINCIPAL IMANS OF FERTILITY CONTROL 
(by time of and requirements for
 

administration)
 

Preconceptive Postconceptive
 

A B 
Tntrauterine d-vices Surpica. abortion 
Surgical sterilization Prostaglandinrs
 
Va-inal. diaphraL-. (intravenous adminis
? Oral Contraceptives tration - January, 1970)
 

C D 
Abstinence 


Prostaglandins
 

non-coitus (Vaginal administration
rhythm September, 1970)

coitus interruptus
 

Condoms
 
Vaginal sponge, douche,
 

foams, etc.
 
? Oral Contraceptives
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(4, 43) 

TABLE 6 

SELECTED ,-;EASURES OF FAIMILY-PLANNING PROGRAM PERFORMANCE 

CounItry 1961 
 1962 1963 1964 1965 1966 1967 1968 1969 1970
 

-Dollar expen'ture per eligible couple
Coy:eragez:
 

Chi e ---
 . 0.17 0.31 0.79 0.75 1.22Indi 0.04 0.07 0.07 .12 .22 .23 .43 .47 ---
Korea --- .17 .39.10 .32 .70 .73 1.00 ... ...Malaysia --- --- -.-.-.-... 41 .56 .64 ---Pakistn ... .... .. .35 .56 .76 ... ...
Taiwan -. .- . -- .09 .33 .29 .33 .42 .44 ---
Tu nis i a - . .. . --.- - - - . . .-.- 1 .13 . . . - . . . 

-Perce,t of cligible co:p!s conz:r.cepring ria the program at end of )'Cer

Accept-ace:
Ch i l e . . . . . . . ..- 1.2 4.6 7.2 8.8 12 .7 . . . . . .India 0.4 0.5 1.1 1.6 3.0 4.4 6.3 8.1 .. . ...Korea --- .1 .7 8.1 13.2 18.8 20.4 20.1 23.0 

Malaysia -...... 
 ... .... ... .9 4.3 7.0Pakistan - - - .-- .- - --- . 2.8 7.9 14.0 17.8 --Tai%%an --- . .. .. . 2.3 6.2 8.9 11.4 13.1 14.0Tunisia --- -- .. .3 1.8 3.1 3.4 3.9 5.0 --

-Births arerted as percent of births cxpectcd in absence of program-

Effectiveness: 
Chile ..-.-..- 1.3 5.2 8.1 9.8 14.0
 
India0.2
Korea 0.4-''Z_ 0.5 .6 6.21.5 4.1 5.9 7-5.1 1.0 2.8 --10.5 "15.2 16.2 15.7 18.1 
Malaysia - - .. - -- --- 4.4- .9 7.2Pakistan --.- --- ...-. --- 2.3 6.5 11.6 14.9Taiwan --- --- --- --- 1.9 4.9 6.8 8.6 9.5 9.9Tunisia --- -- --- --- .3 1.9 3.2 3.5 4.0 5.1 

-Dollar expenditure per birth arcrted

Cost-,ffectivenesi:
Chile --- . . - 13.99 11.03 1§.0S 14.30 17.76India 11.54 16.35 10.94 12.26 10.81 8.01 8.67 10.60 ... ...Korea --- 47.43 13.90 7.79 7.66 9.36 11.70 19.57Malaysia --.- -- - --- --. 113.84 33.20 32.99Pakistan --.- -.- -. 28.67 16.62 10.68 ---Taiwan --- - - --- 10.04 17.30 13.76 14.07 17.20 17.81Tunisia - . --- - - --- --- --- --- 58.63 

q
 I 
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FIGURE I 
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