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The fifth freedom revisited: II,the way forward 

MALCOLM Po'TFs ALLAN ROSENFIELD 

In the first part of this review (Nov 17, p 1227) we discussed 
how the provision offamily planning services has changed in 
the 25 years since the late Sir Dugald Baird introduced his 
concept ofa fifth freedom. To conclude the review we look 
to the future of global population control, 

Future policies 

We suggest that a realistic goal for the 1990s is to ensure 

universal access to family planning by the year 2000, with 
the specific target of doubling the number of contraceptive 
users world wide over the decade. We believe the goal of 
doubling contraceptive use in the 1990s is achievable, but 
only ifcertain key policies are implemented. 

The next 10 years 
, Number of women of fertile age in developing 
countries will increase by about 30% by the year 
2000. 
* Total number of contraceptive users in the Third 
World (excluding China) in 1988 was about 190 
million.' 
* To account for the rising number of fertile couples 
and achieve contraceptive prevalences consistent 
with the medium UN popuiation projection (6.25 
billion in the year 2000). 130 million more users 
must be recruited in the decade. 
* If services can be provided to 185 million new 
users, global population will hit the low population 
projection (6.09 billion in the year 2000). 
* There is sufficient unmet demand to reach the 
low level. 
* Difference between medium and low UN 
population projections is equivalent to the 
population of another Pakistan. 
* If the high abortion rates in eastern Europe and 
the Soviet Union are to be lowered, there must also 
be a huge increase in contraceptive use in these 
countries, 

observe the UNICEF/WHO code on the advertising, 
marketing, and use of infant formulas. If all pregnancies 
could be spaced 2 years or more apart, an analysis of 29 
developing countries suggests that 500 000 more infants 
would survive each year.2 Breakthrough ovulation is not 
uncommon once feeding supplements are added at 6 months 
or earlier, so contraceptive practice should be introduced at 
that point.3 

Contraceptives 
An adequate and continuous supply of contraceptives 

must be maintained. As programmes succeed, more and 
more resources will need to go into supplies.4 Oral 
contraceptive and condom manufacture are capital intensive 
industries that employ few people; only where there are 
exceptionally large markets, as in Indonesia, are costs per 
unit ofoutput low enough to justify local production. Prices 
have stayed below inflation or have fallen over the past 10-15 
years and we believe the industry will continue to respond to 
increasing demand. But who is going to pay for the 
contraceptives, wherever they are made? As societies get 
richer, more people will be able to afford the full cost oftheir 
contraceptives, but tens of millions of users will continue to 
need subsidies. National governments and international 
donors should make it a policy to include contraceptives as 
an integral part ofall family planning assistance. 

Several new methods of contraception are under 
development. Those based on long-acting steroids, such as 
vaginal rings and subdenmal implants, will have very low 
failure rates but up-front costs will be greater than for 
existing methods. 

Abortion 
1fmore funds were available to expand counselling 

services and increase the use of newer, more effective 
methods such as subdermal implants, abortion rates could 
be lowered. Thus, all those who are disturbed by the tens of 
millions of abortions that take place each year must work 
together to help bring about a significant reduction in that 

Breastfeeding ADDRESSES: Family Health International, North Carolina, USA 
Traditional patterns of breastfeeding must be (M.Potts, MB,PhD); and the Columbia School of Public Health,

encouraged, to the extent New York, USA (Prof A. Rosenfield, MD). Correspondence to Dr M.they are compatible with Potts, Family Health International, PO Box 13950, Research Triangle
advancing the status of women. Manufacturers must Park, North Carolina 27709, USA. 
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Fig 1-Cost of family planning, maternal and child health 
(MCH), and educ3t'on (;eser developed countries, incaud'ng 
China, 1990-2010). 
An increased investment in familyplanning from less than S4 billion today 

to $8'1 billion in the year 2010 (s,;enario 2) will release more resources for 
MCH and education than a lower investment ($7 billion extrapolated from 
recent experience) in family planning in the same year (scenario 1 ). Family 
planning costs include the money individuals as well as governments pay. 

Data from Resear.h Triangle Institute, N Carolina, USA. 

number by advocating a considerable increase iniinvestment 
in family planning services and in support for contraceptive 
research. Without such a change, it is possible that more 
legal and illegal abortions will be induced in the 1990s than 
in any previous decade. Whatever happens with funding, 
universal access to safe abortion could undoubtedly save the 
lives ofa million or more .omen in the 1990s. 

Voluntary surgical contraception 

VSC becomes more common as family planning 
programmes mature. If, as Sir Dugald Baird saw, VSC is 
essential to controlling family size in the West, then it is cruel 
in the extreme to expect a poor country with a low age of 
marriage and much illiteracy to limit fertility without easy 
access to such services. European and Japanese donors 
should explicitly support VSC in the same way as USAID 
lhs done for some time. 

Management 

Scarce resources must be allocated to effective 
programmes; the leverage -of funding support should i;*e 
used to help improve or eliminate inefficient ones. 
Centralised health sys.eiais have often failed to meet the 
needs of people for pilAs, condoms, and surgical contracep-

tion in developing countries. Family planning programrrzs 
need to be reviewed and, if appropriate, res-urces trans
ferred from the public sector to non-profit and private 
sectors. An intergovernmental meeting or "opulation in the 
Twerty-First Century concluded "A partnership involv
ing NGOs, governmental and international organisations 
[is] strongly recommended".s The Indonesian governm.nrt 
is beginning to rely more on private sector res urces and 
India has engaged an established Indian non-governm'r.ntal 
organisation (NGO) to manage the social marketing 
programme in four states. The highly successful Colombian 
programme has been implemented by Profamilia, the IPPF 
affiliate. Similar large scale cost-effective social =m.,keting 

programmes, along with expanded VSC services, will have 
to be established in a great many countries in the 1990s. 

Resources 

Ifcontraceptive use is to double in developing countries in 
the 1990s resources also will have to double. However, if an 

aim is to improve the quality of services and to 
lower abortion rates significantly, it might be realistic to 

quadruple resources by the year 2000. Surely population 
growth warrants far more than 1% of the international and 
budget development? Many of the extra funds could come 

a redistribution of assistance within existing 
development budgets, and cost-sharing will become 
increasingly important as the economic status of some 
countries improves. Nevertheless, unthinking pressures for 
self-sufficiency must be resisted. 

In the USA, it is estimated that $1 spent on publicly 
funded family planning services will save an average of $4.40 
on short-term expenditure on medical services.6 Immediate 
investment in international family planning will lead to 
short-term reductions in the strains placed on maternal and 
child health services and, after about 5 years, in lower 
demand on education budgets (fig 1). All aspects of 
development will eventually benefit from reduced fertility. 

AIDS and family planning 

Social marketing ofcondoms may be one of the few ways 
of slowing the spread of human immunodeficiency virus 
(HIV) once it moves outside, high-risk groups into the 
general population. If no vaccine is developed and sexual 
behaviour does not change substantially, and if the spread of 
HIV continues at its present rate, then at least one prediction 
is that AIDS deaths would reverse the rapid rate of 
population growth in sub-Saharan Africa by the year 2020.7 
This devastating epidemic, however, is still at the early stage 
of its spread and, as yet, has had little demographic impact. 

(a) Each year in the 1990s more women are likely to die 
from unhygienic abortions than died as a result of AIDS 
throughout the decade of the 1980s. 

(b) The upwardly revised projection ofAIDS deaths for 
mci, women, and children in the 1990s is equivalent to only 
Imonth's global population growth spread over the decade. 

(c) At least until the end of the century, developing 
countries will probably be best placed to deal with this 
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Fig 2-Population projections 1965-2100 (lesser developed 
countries only). 
Taken from Merrick TW.US population assistance: a continued priority 

for the 1990s? Washington, DC: Population Reference Bureau, April, 

1990. 
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epidemic if they experience some increase in per caput 
income which, in turn, will be greatly influenced by slowing 
of the rate ofpopulation growth. 7 

Conclusions 

Rapid population growth is no longer a problem looking for 
a soluf m; it is a solution looking for resources. Nearly all thework to be done in the 1990s will depend on contraceptive 

methods and channels of distribution that are already in use 
and well understood. 

Sir Dugald Baird's achievement was apparent in the 
Scottish city of Aberdeen, where he showed that when 
family planning services were improved and access to 
surgical contraception and abortion were added, people of 
all social and economic groups both wanted and could 
achieve similar family size. Baird's genius was to extrapolate 
this model to a world level; the past two decades have shown 
that access to realistic family planning services can also help 
close the gap in fertility between rich and poor countries. 
50-80% of women in developing countries now want to 
space or limit future childbearing.' 

The world has a choice. People want to restrict family size 
and, by making realistic and accessible family planning 
services universally available, we can probably achieve a 
stable global population of about twice our present 
numbers. If we achieve Baird's vision and try to eliminate 
unintended pregnancies, global population could stabiliseat 
under 8 billion (fig 2). To do this we would have to include 

virtually universal access to safe, cheap abortion as well as to 
contraception and VSC. If we continue to give family 
planning low priority, global population could drift upwards 
towards 15 billion before it stabilises, The health and 
progress ofhundreds ofmillions of people will be influenced 
by how we respond to this choice. How we answer the 

hallenge of global family planning will also help decidewhether we achieve an ecologically sustainable global 
economy. That, in turn, may well determine the future of 
our species on this planet. 

We thank Mr W. Barrows, Mr P. Harvey, Dr N. Williamson, Dr J. 
Spiedel, and Dr S. Thapa for their comments. 
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