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Preface

This annual report of the Office of Population, Bureau for Population and Humani-
tarian Assistance, Agency for International Development, reviews the Agency’s aciivities
for support of population programs of developing countries in the period July 1, 1974,
through June 30, 1975.

It provides 4 comprehensive summary of this assistance, including related information
regarding the population situation and programs of AlD-assisted countries. In individual
country summaries, only those countries are covered that receive directly or indirectly
AID help (or their population/family plinning programs.

Major sections of the report include:

@ An o.crall summary of fiscal 1975 activities of the Office of Population,
® A review of activities of the Office’s six functional divisions.

® A review ol contributions to the world population program effort by the United
Nations and private crganizations that work closely with and whose efforts are supported
by AID.

® Summaries of population and family planning program aclivity in regions and
countries which AID, through the Office’s four area divisions, is assisting.

® Demographic data on all countries of the world.

® Summary of AID projects in population and family planning covering vach fiscal
year from 1965 through 1975, )

The regioral and country situation sections of the report are essentially the same as
those which appear in “World Population Growth and Response 1965-1975”, a decade of
global action (April 1976), prepared by the Population Reference Bureau (PRB) under
contract with the Agency for International Development. While the data tlierein are
believed to be technically sound, they do differ in some cases from estimates provided by
other sources. As a result, AID does not nacessarily endorse all the economic,
demographic and social data used by PRB.

Special acknowledgement 1s made of the cooperation and information provided by
ocher agencies including the United Nations and such private organizations as the Inter-
national Planned Parenthood Federation, the Association for Voluntary Sterilization, the
Population Crisis Committee, The Pathfinder Fund, and the Population Council. Special
thanks also is made for the photographs and other illustrative material supplied by AID
missions, private family planning organizations, and other groups and individuals.
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Summary

Annual Report, Fiscal 1975
Office of Population

The United States through the Agency for Inter-
national Development continued its role in fiscal
1975 as the major supporter of global action toward
solution of the world crisis of runaway population
growdch. Its total allocation of $109.9 million for
population programs in fiscal TY75 was moderately
less than the fiscal 1974 allocation ot $112.4 nullion.
In boith years AID support for population pregrams
in developing countries provided about 55 percent of
the total oxternal assistance for such programs
throughout the worlg.

During the 1965-75 decad?, AID provided $732
anillion (70 percent) of the $1,054 million total of
bilateral and multilateral denor assistance provided
for population proerams in “he developing countries
of Asia, Latin America, and AfTrica.

Significartly, however, the continuing spread of
world concern with population problems in the past
decade has been marked Ly rising assistance provided
by the United Nation:, by wuther counities and
institutions, and by great increases in individual
countries’ funding of their own programs. Progress
toward thiz wider uassistance and action has been
stimulated and encov ged by the Agency for Inter-
national Development.

AID’s population program assistance is extended
through the Office of Population of the Bureau for
Population and Mumanitarian Assistance and the
AID Missions in individual countries. The work is
performed under authority of “Title “{-Programs
Relating to Population Growth,” of the Foreign
Assistunce Act of 1961 as amended. The assistance
is provided at the request of developing countries
and their institutions, ond for family planning pro-
grams in which the participation of individuals is
wholly voluntary. The requests for this type of help
reflect the experience of development programs in
numerous countries where rapid population increases
have retarded overall naticnal development and pre-
vented uigently needed improvements in per capita
incomie, nutrition, education, housing, health, and
general living stundards,

The 1965-75 decade of globat population action,

in which AID has played a leading role, is itself a his-
toric development. 1t marks the period of world
awakening to the problems of capid population in-
crease and their effects on individuals and societies.

World Situ..tion

World popuiation is rising at a pace that, if not
reduced, would double human numbers in the next
gencration or so. From mid-1965 to mid-1975 alone,
the increase ‘vas 658 million-equal to the world total
of two centuries ago. Just since 1900, population has
increased fron: about 1.5 biilion to the mid-1975
level of nearly 4 billion.

It is the cffects of these increases, present and
future, that have compelled the attention—regrettably
late—of so many governments, institutions, and
agencies. In the developing countries of Asia, Latin
America, and Africa where birth rates and growth
rates are very high, many of their development
programs since the 1950s have achieved impressive
gains in gross national product, national income,
food output,‘education, and public services. Through
thas programs, the countries have hoped to relieve
widespread poverty and enable accumulation of the
savings necessary for sef-sustaining na‘ional de-
velopment. For many countries, however, the un-
precedented increases in numbers liave kept per
capita gains distressingly low. In this situation, the
majcrity of the people, their discontent intensified
by disappointed expeciations, are continuing to face
the old problems of unemployment, underemploy-
ment, poverty, and hunger.

Family Planning Progress

The increase in population/family planning
activities through 197475 is now showing measurable
effects on birth rates and percentage rates of popula-
tion increase in many developing countries which are
receiving or have received direct and indirect AID
assistance for population programs. Notable among
these are India, Indonesia, Korea, China (Taiwan),
the Philippines, Tunisia, Costa Rica, and Jamaica.
Also, program action is intensifying markedly in



Pakistan and Bangladesh. (According to a world-
wide survey by the Population Reference Bureau,
a world tota! of 127 countries had lower birth rates
in 1974 than in 1965. It estimates the world rate of
natural increase -the excess of births over deaths—
at 1 8 percent for 1974, compared with 1.9 percent
in 165.)

Shrinking rates of natural increase are essential
to moderation of population growtl:. Therefore, this
stowing of the percentage rise, including lower birth
rates in countries conducting population prograius,
is o major advance.

At the same time, the rise in absolute numbers of
people, in contrast with the percentage- rate, is
continuing at a record level owing to the already-huge
population base and its lugh proportion of young
people. Together with the need for further advances
in the economic and social development of many
countries, slower population growth is increasingly
1zcognized as an integral factor in the develooment
cquation,

AID Organization

The organization and persunnel of AID’s popula-
tion program assistance have evolved significantly
since 1965. At the end of fiscal 1975, the Office of
Popuiation consisted of 81 professional and 20 cleri-
cal personnel organized into six functional and four

area divisions. (See organization chart.) In addition,
AID had approximately 34 professional population
officers in US AID missions in developing countries.

AlD’s assistance for the population programs of
developing countries is guided by the following prin-
~igles: (1) Assistance is extended at the request of
the recipient country or institution and as a supple-
ment to the country’s own efforts; (2) help is given
only for voluntary progran , in which each individual
is free to choose methods of family olanning which
are in keeping with his or her beliefs, cufture, and
personal wishes; and (3) the Agency does not advo-
cate any spe~ific population policy for another
country nor any parti:ular mcthod of family plan-
ning. Its aim is to provide needed assistance upon
request so that the people of assisted countries may
have freedoin to control tieir reproduction as they
desire.

The Ageucy’s assistance in this ficld is carried
forward through six mzjor types of activities aimed
at specitic goals for program advarcement. These
activities, described in the following numbered sec-
tions, include improvements of demographic dzta
collection and analysis, population policy develop-
ment, biomedical and social research, family planning
services programs, communication, and manpower
and institutional development.



Major Types of AID Assistance

1. Demographic Data Collection and Analysis

The U.S. Agency for International Development
(AID) has supported the collection and analysis of
population, econoniic, and other statistics for many
years. As one of AID’s oldest activities, such data
provide an accurate “yardstick” to evaluate social
change programs in developing countries where such
data are frequently unrelizble, or more commonly
nonexistent. In the population sector AID has funded
the collection and analysis of demographic data in
order to develop an awareress and understanding of
population problems in developing countries, to help
family planning administrators improve program
design and implementation, and to measure the
impact of AlD-supported family planning programs.
arly AID support for statistical activities was aimed
at defining and describing the still little- understood
relationship between _population_ growth =nd eco-
nomic develcpment-the analysis of which revealed
that in many developing countries excessively high

Oifice o

birth rates were reducing the overall quality of life for
individuals. In more recent years, increasing emphasis
has been placed on the improvement and evaluation
of family planning programs. In fiscal 1975, the
Office of Population obligated $11.9 million (11
percent of its funds) for demographic data collection
and anatyses activities.

Psst AID Assistance

I~ the past, AID has provided substantial support
for census and survey operations, the development of
management information systems for family planning
programs, the development of experimental systems
for colleciing and processing demographic data, and
rescarch on the effectiveness and validity of data
collection techniques. For example, AID has provided
a number of short- and long-term advisors from the
U.S. Burcau of the Census to assist developing
countries with their census and survey operations.

f Population
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Substantial resources were also made available in
support of the Africa Census Program of the United
Nations Economic Commission for Africa under the
aegis of which more than twenty countries have
undertaken a census,

AID has also in:tiated and provided substanial
collaborative support for the World Fertility Survey

(WFS). The WFS is an international research program
aimed at assisting a large number of countries,
particularly the developing nations, to carry out
nationally representative, internationally comparable,
scientifically designed and conducted samgle surveys
relating to human fertility. The WES is being under-
taken by the International Statistical Institute in

A.LD. Population Program Assistance, Financial Summary

Fiscal Years 1965 — 1975

[ e — ‘
Total
Program poals 196567 1968 1969 | 1970 1971 1972 1973 1974 1975 1965-75
Goal 1 1,000 | 1,000 1,000 | 1,000 1,000 |} 1,000 1,000 1,000 1,000 1,000  Per-
Development of adequate denio- dol, dol, dol, dol, dol. dol, dol. dol, dol, dol, cent
eraphicduta . ..o oL L L. 900 2632 40821 4480 7,720 9,778 9,121 11,601 | 11,906 62,220 8
Goat 2
Development ot adequate popu-
lation policies:
Policy development, . . . .. ., 665 620 1,259 1 2,844 9501 2,134 1,430 054 9991 11,555 2
Social seienee research L L L L L. 679 932 955( 1,527 4,424 7,698 3,480 2,166 3,771 25,632 4
Goal 3
Development of adequate means of
fertility control:
Biomedical research, , . ., . ., 204 173 5963| 8,163 6,820 11,520 5,550 3,356 4,227| 45976 6
Operational research . . .., .. 651 1,262 1,088] 7,787 3,231 1,639 2,025 1,704 1,377 20,764 3
Goal 4
Development of adequate family
planning services:
Contraceptives (orals, condoms,
IUDs, ete) ..o s . — 1,059 4,130( 4,105 3,686 7,049 36,067 21,857 | 26,009 l103,962 14
Service programs .., . ... ., 4,258 | 17,828 |16,555(|30,307 { 33,031 45,368 25,771 29,129 | 26,966 229,213 31
Goal 5
Development of adequate infor-
mation programs ., ., ... .. .. 225 2,002 3,873 [ 4,204 | 10,766 | 17,277 16,335 13,9991 12,976] 81,657 11
Goal 6
Development of adequate
manpower and institutions:
Training . . .. .. ........ 888 2,102 2,666 7,195 | 13,840 9,954 | 15.308 12,475 8,799 173,227 10
Institutional development . . . .| 1477 5,705 3,789 2,491 9,507 | 8,434 6,538 3,204 2,945) 44,090 6
AlD operational expense . . ., . . 524 435 1,084 1,469 1,893] 2414 3,929 12,300 | 10,000] 34,048 S
Total................ 10471 [34,750 | 45,444 (74,572 | 95,868 123,265 125,554 | 112,445 (109,975 732,344 100

Includes $99,336,000 of contraceptive supplies purchased directly by AID,

Prepared by Office of Population, 5 December 1975



collaburation with the United Nations and with the
cooperation of the [International Union for the
Scientitic Study of Population. »

The primary objective of the WES program is 1o
provide accurate information which will permit cach
participating country to describe and interpret its
population’s  fertility. Within  the broad via of
fertility vesearch. the individual country  surveys
undertaken as part of the WES strive to identily
meaningtul differentials or putierns of tertility as well
as fertility regulation and help in the clarification of
factors aftecting fertitity. Improved data on these
topics clearly facilitate national efforts in economic
and social planning. Employing analytical techniques
now available, the WES also provides valuable indici-
tions of tertility levels where such information is now
lacking.

Perhaps more important than providing much
needesd duta for individual  countries, the WES
represents o major eftort towards the production of
intemationally  comparable  data.  Demographers
around the world have tound that the intespretation
of national data is greatly enhanced when put into a

comparative framework. One can, for example,
discover in this tushion whether a particulur finding is
idiosyoeratic to g particular country or common to
other nations of the same devetopmental standing.
There is atso considerable interest in the availability
of comparative Jdata on fertility for populations
which difter widely with respect 1o their socio-
ceonomic character.

A ftinal objective of the WES is the provision of
traiing  and  documentation to the participating
countries and the consequent yield in the institu-
tionalization of bigh quality demographic research
resources. The WES dims to be a major instrumen-
tality whereby the demographic expertise of the
developed nations is focused on helping developing
countries become seli-sufTicient in the scientitic study
of their own populations.

In addition, AID has sponsored the concept of the
management  infornution system (MIS) to help in
sound decision-making.  The process of developing an
MIS calls first for the identification of “decision
points,” that is, the individuals who, within a certain
period of time, must make the critical decisions. The

U.S. AID Assistance to Population Programs, 1965-75
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AID support for pupulation programs in developing countries is authorized by the Foreign Assistance Act, Through
fiscal 1975, cumulative cbligations for this purpose totaled $732.4 miliion,
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next step is to determine what information is
required at cach deeision point 1o enable management
1o arrive at sound judgments, Then an MIS can be
designed and implemented. Such systems have been
established in wbout a dozen countries with varying
levels of assistance from AID.

Another example of AID support is the develop-
ment ot the Census Tabulating System (CENTS). a
method of rapidly tabulating data from censuses and
strveys. This method. designed for the 1BM 360
Model 25 computer. was an immediate success and
was adopted by a kige number of countries. Tow-
ever,  because all IBM 300
computers, a companion package called COCENTS,
written in the COBOL fanguage and adiptable 1o a
number of computers, was also developed. COCENTS

not countries  have

has been made operational on computers manufac-

tured by several U.S companies as well as those of
Jupanese and British makers. CENTS/COCENTS is
now operational in about 40 countries and  the
demand remains strong because it can be used for
processing any type of data. The development of
CENTS/COCENTS has saved much time previously
spent preparing computer  programs  tailored  to
specific tashs, ofter by inexperienced progiammers.
Studies have shown that the simplicity of the
CENTS/COCENTS  system results in - substantially
Jower costs than those incurred when other systems
are used.

Finally. AID has provided support for the estab-
lishment of dual record systems for collecting demo-
graphic data in Colombia, Kenya, Morocco, the
Philippines, and Turkey. These programs have pro-
vided extremely valuable information concerning the

Summary of 1965-75 AID Funding Allocations to Organisations
for Population Activities and 1o Bilateral Programs

IFiscal years

Orzanization ar prayram 1965-068 1969 1970 1971
Voluntary oreaniziations: 1,000 1.000 1,000 1.000

International Planned dol, dol, dol, dol.

Parenthood | ederation 4.178 5964 7 300 5.000

1'he Pathiineer Fund. || 1494 4,359 3066

Population Counvcil, . .. 3004 7487 3435 4,247

Association for Volun-

tary Sterilization. . L . -
| anily  Plaoning  anter-
aational Assistancee
Church World Services., - - 3,800
Other private voluntary
ormmizations . ... 421 458 6,868 6,241
Voluntary subtotal ... .. 9497 18,268 16.003 22,354
Laiversition o .00 oo a 8,014 3.797 6494 23559
Participating  Agencey Scrv-

e Agreements, L, .. 419 2,585 1,301 1,883
Bilateral programs, o ... 22942 13,778 39,635 25,287
United Nations Fund for

Population Activities, . . 500 2,500 4,000 14,000
Other! oL oo 2,890 3432 5,070 6,892
ALD operational expenses . 959 1,084 1469 1,893
Totat, ..o oo o v 45,221 95,868

45444 74,572

Prepared by the Otfice of Population, U.S, AID,

lotal  Share of
1972 1972 1974 1975 1965-75  total
1,000 1,000 1,000 1,000 1.000 Percent
dol. dol, dol, dol, dol,
8,000 12,104 12,747 12437 68,030 Y
4,350 6,735 4,001 3.660 17,665 4
5,825 7.280 750 30,828 4
876 1,000 1,250 1.850 4,976 1
4,000 3,730 4,424 15,954 2
13,542 9469 6,654 8.204 51.8587 7
36,293 36,588 28,382 31,325 199,310 27
14,741 14,100 11,430 10,672 92,807 13
2911 3,767 3,667 3,772 20,305 3
34,230 47,588 33,617 30,319 247,396 34
29,040 9,000 18,000 20,000 97.040 13
3,636 10,582 5,049 3.887 41,438 6
2414 3929 12,300 10,000 34,048 4
123,265 112,445 100

125,554 109,975 732344

Haneludes primarily the Pan American Health Organization, the Salk Institute, the Latin American Demographic Center, the Latin American
Center for Studies of Population and Family, Management Serviees for Health Incorporated, wnd the General Blectric Company,



accuracy of various data collection techniques.

As a result of the many programs designed to
improve the statistical—primarily census—capabilities
of developing countries, many census and statistical
organizations have been considerably strengthened

and a sizeable cadre of trained statisticians now exist
in a number of countries. Moreover, these efforts
have yielded sufficient data to generate an awareness
of the magnitude and dimensions of the population
problem, a fact which is exemplified most clearly in

Summary of a Decade of AID Dollar Obligations for

Population and Family Planning Prejects, by Fiscai Years

Total
Project 1965-67 1968 1969 1970 1971 1972 1973 1974 1975 1965-75
Nonregional: 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,006
Office of dol, dol, Jdol. dol, dol, dol, dol, dol, dol. dol,
Population .. ... 2,079 10,623 17,745 22,518 35,913 50,206 59422 157,547 159415 1315468
Office of Health ... — - - — 978 1,355 438 750 667 4,188
Office of Science
and Technology . - - - - - - 200 200 180 580
Office of Interna-
tional Training .. 132 38 40 304 546 503 430 531 399 2,923
AlID operating
expenses. |, | ... 524 435 1,084 1,469 1,893 2414 3,929 12,300 10,000 34,048
U.N. Fund for
Population
Activities ... ... — 500 2,500 4,000 14,000 29,040 9,000 18,000 20,000 97,040
Nonregional total . . .. 2,733 11,596 21,369 28,291 53,330 83,518 73,419 89,328 90,661 454,247
Africa:
Country projects .. 23 404 983 2,484 2,084 9,008 7,596 4,071 3,862 30,5158
Regional projects . . 30 259 457 179 5,699 2,259 3,556 334 1,262 14,035
Africa total ........ 53 663 1,440 2,663 7,783 11,267 11,152 4,405 5,124 44,550
East Asia:
Country projects .. 496 3,525 6,388 8,853 10,977 12,620 15,194 7,971 6,620 72,644
Regional projects . . 350 1,325 1,608 623 1,942 1,826 1,425 96 29 9,224
East Asia total ...... 846 4,850 7,996 9,476 12,919 14,446 16,619 8,067 6,649 81,868
Laiin America:
Country projects .. 1,539 5,457 3,071 5437 7,085 7,223 6,230 4,792 4,238 45,072
Regional projeets . . 2,861 2,468 7,256 5,520 8,161 3,911 7,393 2,655 1,430 41,655
Latin America total .. 4,400 7,925 10,327 10,957 15,246 11,134 13,623 7,447 5,668 86,727
Near East and South
Asia:
Country projects .., 2,437 29,061 3,349 322908 5,181 1,395 10,471 3,138 1,473 59,413
Regional projects . . - 655 963 277 1,409 1,505 270 60 400 5529
Near East and South
Asiatotal ........ 2437 29,716 4,312 323,185 6,590 2,900 10,741 3,198 1,873 64,952
Country and regional
total .. ... ., 7,736 23,154 24,075 46,281 42,538 39,747 52,135 23,117 19,314 278,097
Grand total ........ 10,471 34,750 45,444 74,572 95,868 123,265 125,554 112445 109,975 732,344

Hncludes contraceptive commoditics supplied to programs in developing countrics,

2Includes $2.7 million loan to India for program vehicle parts.
3ncudes special $20 million grant to India.



Latin America

World Births, Percent by Region, 1974

Oceania
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Three-fifths of the babies coming into the world in 1974 were born in Asia, But this great region is making real
progress in reducing fertility. Birth rates dropped from 39 per 1,000 people in 1965 to 31 in 1974,
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the increasingly large number ol conniries which have
implemented family planning programs. Continuation
of some of these evisting programs perhaps at a
lower ievel --witl undoubtedly play an important role
in improving the data buse of other countries as well,

Future AID Assistance

Now that rapid population growth is recognized as
a burrier_to Successtul economic and soclal develop-
ment and family planning progiams have become
operational. it is imperative that increased attention
be given to the measurement of fertlity and changes
in fertility on @ more continuous basiss Clearly, the
ability to detect veal, but relatively small, changes in
fertility and popualation growth rates has important
ramilications for development planners, fanily plan-
ning program administrators, and international assisi-
ance agencies as they attempt to evaluate  these
programs. However, although reasonably current and
rehable tertility data are availuble for certain periods
or intervals of time tor some pliaces, a4 continuous
flow of such dita which can be compared over time is
rarely available in the developing woild. Conse-
quentdy it the impact of family planning programs on
fertility s 1o be measured, it wiil be necessary to
place incicasing emphasis on data collection and
analysis systemns which provide not only cwrent and
reliable.fertility data. but also a continucus How of

such data.
In order to mecet this need, AID plans to initiate a

nuatber of new statistical activities in the next few
years while phasing out some of its older, less relevant
programs.  For example, although many countries
require  that births be registered, there is great
variability ir registration. Some countries register
most of their birthe, but have difficulty in processing
the data and putting them into useable form. Other
countries have spotty registration - good in some areas,
poor in others. For countries where existing registra-
tion systems are reasonably strong, future efforts will
be directed toward improving these systems. For
countries where registration systems are weak, other

methods such as sample swiveys, sample registration
systems, or dual record systems can be most effee-
tively utilized to provide the requisite data.

In addition to measwing the impact of fami'y
planning programs. demographic data continue (o be
necessiy for the establishment and administiation of
tamily planning programs. For example, data are
needed for “target definition.” that is to pinpoint
geographic arcas of greatest fertility, to identify the
age-sex stracture of the population, to chart the
demographic and socio-cconomic characteristics of
potential aceeptors, and to assess current knowledy
and attitudes toward the practice of contraceeption.
In order 1o secure these data, new programs will be
developed 1o assist developig countiies with the
1980 round of censuses and o assess the utility of
market suveys for measuring contraceptive preva-
fence. With respect to census assistance. the program
will focus on the revision and updating of training
materials, the provision of consultative assistance
relating to census operations, the development of a
computer software package tor editing census and
survey  data, and  the continued  instatlation and
maintenance of COCENTS. In addition to the census
program. a new progrinn will be developed to measure
contraceptive prevelence by means of market surveys.
These surveys will be designed to generate data
relating primarily to the age, parity. method utilized,
and source of supplies for contracepting couples,
although modules designed to generate data relating
to contraceptive availability and knowledge may also
be incorporated. The data generated by these sample
surveys.  conducted  quarterly,  semi-annually,  or
annually, will prove to be invaluable for family
planning program administrators and evaluators alike.
especially in view of the trend for family planning
programs to move away {rom a clinic-based distribu-
tion system towards community-commercial distri-
bution networks. In combination, these programs
should yield the requisite data for participating
countries during the second decade of AID popula-
tion assistance.

2. Population Pulicy Dcvelopment

Attitudes on - population matters differ widely
among countries. Some countries announce as ofticial
policy their determination 1o slow the population
growth rate through certain types of family planning
programs.  Others, though espousing no  official
policy, permit both public and private population

programs to function and support or
encourage them. Within cach of these two categories

may cven

some programs are more advanced, more purpose-
ful, and more goal-minded than others. Still other
countries have udopted some form of  population
growth control but do not adequately implement

Birth rates since 1965 have declined to a greater degree than death rates, possibly denoting the beginning of a down-

trend in the population growtli rate,
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Allocation of AID Funds for Population

Program Assistance, fiscal years 1965 to 1975

During the first 11 years of its assistance to
population programs in developing countrics, the
US. Agency tbr Intern .tional Development
obligated $732 nillion for that pursose. Although
this was fess than 2 percent of the $39 billion the
Agency extended for all developmental assistance
over the period, it was more than two-thirds of
the international grant assistance provided by all
donors for population programs in developing
countries.

Without regard to the operating agencies
through  which  AID  resources  have bheen
channeled, the charts oppesite show the functions
for which the funds were used. The circle diagram
shows the overall percentage which went to each
function. The other chart portrays the evolving
progrim emphasis from year to year by showing
the percentage applied 1 each tunction.

The latter chart shows five operational and
four support functions. The operational Lane-
tions--Contraceptives, Service Programs, Informa-
tion Program, Troining Program, and Policy
Development--a.c <2¢ tundamental ingredients foi
effective family planaing programs, the cutting
edge of population programs in developing coun-
tries. They have received 68 percent of the total
population program funds obligated by the
Agency since 1965. The support functions--Re-
searcl, Institutional Development, Demographic
Analysis, and Administrative Expense--are  less
Cirectly focused on country activity, They have
received 32 percent of population  assistance
resourees.

Together, the support  provided for these
functions add up 1o a coherent effort focused on
helping pubiic and private agencies in the de-
veloping countries to increase knowledge about
family planning and provide effective modern
family planning services.

During the first 3 years, the initial resources
were devoted principally to Service Programs,
Research, Institutional  Development, Demo-
graphic Data, and Training. In these first yeurs,
provision of contraceptives was excluded by
Agency policy.

Fiscal year 1968, however, brought important
breakthroughs. Agency policy permitted the supply
of contraceptives on request for programs in de-
velnping countrics. Also, support funding in-
creaz2d to $34.8 million, more than three times
the total for the first 3 years.

By fiscal year 1969 the principal needs of an
effective research program were defined and the
resources applied to that function expanded. A
series of projects were funded which over about 5
years have produced:
® Worldwide comparative
methods of fertility control.
® Effective means for menstrual regulation,
® Development and application of laparoscopic

studies of modern

female sterilization <. 1 an out-patient basis.

® Development of e Fallope ring as a safer nicans
of interrupting tubal function,

® Studies of side effects of various formulations
of contraceptive pills.

@ Studies to improve the safety and reduce the
difficutty of first and second trimester abortions.

Research and field experience Jaccumulated
from work it more thdn 50 couptries by 1973
provided the basis for dru\'muticungcxpund;’ug the
availability of contraceptives.

But research was not the only factor that
prepared the stage tor the push on contraceptives.
Equally important were the efforts to develop
service delivery organizations, information activi-
ties, and training. From the beginnin, the largest
proportion of resour ¢s has helped country
operating groups, public and private, to develop
the organizations, clinics, and supply systems
necessary to deliver services.

Information activities have reccived sunport
from the beginn ag, The proportion going to this
function grew slowly until fiscal year 1970, b.i
since then has bzen about 2 pereent of the total
each vear,

Training activities started at 8 percent of the
total and have held {airly constant at around the
10 percent level througlhout the decade.

Resources going to help developing countries
improve their population policies have been
modest. Early in the decade the percentage ran
from 6 to 4 percent while later it has decreased
somewhat.

Through fiscal year 1972, contraceptive
commodities received only 3 to 9 percent of
resources each year, with procurement being made
by a limited number of country programs, In fiscal
year 1973, a central procurement system was sct
up, the first thrust of which was to fill the supply
line against a probable ¢apid nse in the number of
users that wouid result from the increase in supply
points.

The institutional development function raised
the capacity of the United States and the institu-
tions of developing cr-untries to perform research
and training. Early in the decade it consumed a
rairly large proportion of resources, declining later
as the capacity came into being.

Demographic data and analysis have remained
remarkably constant at 8 to |1 percent of AID’s
population assistance. Work in this sphere 1s now
directed toward developing more rapid and reliable
means of measuring program impact on fertility.

The Administrative function for the 11 years
has consumed S percent of the Agency’s funding
for population programs. From fiscal years 1969
to 1972 it ran at 1 to 3 percent. In fiscal year
1974 it was restated at 11 percent as a result of
charging costs to Title X funds which formerly
were paid from overall Ageny funds.

1
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Populations expanded in all paris of the world hetween 1965 and 1975. But declining birth rates sad some decrease
in the overall world rate of natural population increase indicate that the percentage rate of population expansion

was slowed in the 1965-75 period.

the program. And still others have not yet dzveloped
any significant national policy of family planning,
These differing attitudes stem from broadly varying
historical, cultural, religious, philosophical, psycho-
logical, and economic factors.

//"FHE'U.S. Agency for Internatienal Development
-(AID) has identified ammong countries experiencing
serious population growth problemns four stages of
policy development-start-up, intermediate, maturing,
and self-sustaining. AID, to support and speed policy
development in countries in the start-up and in-
termediate stages, is disseminating information to
decision-makers on the unfavorable impact of too
rapid populationr growth op national development
goals and on the need for measures 10 encourage
reduced fertility. Also, AID is furnishing numcrous
countries periodic information on the social and
economic determinants of fertility, zad sponsoring
studies of the status and implication of laws bear-
ing on family planning activity. Through this assis-
tance a country’s decisien-niakers and its scientific
community gain an understanding of population
dynamics in that country an understanding that is
essential to establishing and implementing rational
population policies.

In fiscal 1975 the Office of Population obligated
$4.7 million (4 percent of its funds) to population
policy development activities. In fiscal 1974, it obli-
gated $2.8 million (3 percent).

AID’s objeciive in (he policy fiel! consists pri-
marily of enlisting and supporting indigenous leaders
who will themselves determine and imj..cinent what-
ever measures are needed to promote policy develop-
ment. In pursuing this objective, AID uses research
and persuasion to discover and elaborate lines of
informal national self-interest that, in turn, can
buttress an adequate fertility control policy. AID,
in a sense, is an “infurmation broker,” bringing
together the experts who study the problem of
population with the decision-makers of the developing
countries--the latter the ones in a position to direct
resources to deal with population problemns.

Country studies and conferences have been AID’s
principal means of bringing together population
experts and decision-makers.

Through fiscal 1974 a total of 50 subprojects

supported by seven AID contracts were initiated to
study population factors in courtrizs experiencing
serious population growth problems. A total of 32
of the 50 subprojects have been directed at the
six countries with maturing population policies—
India, Indonesia, Pakistan, Philippines, Thailand, and
Kenya. Examples of these 50 subprojects include
work agreements exccuted by the Interdisciplinary
Communications Program (ICP) of the Smithsonian
Institution with indigenous researchers to study
social and economic determmants of fertility. The
American Academy for the Advancement of Science
(AAAS) has initiated studies of cultural factors in
population  dynamics, employing host  country
scientists. Tufts University, through the International
Advisory Commiittee on Population and Law (IACPL),
has compiled and analyzed national laws related
to population and fertility control. GL-TEMPO, the
Center for Advanced Study of the General Electric
Compary, has also sponsored a series of country
studies that measure the consequences of rapid
population growth and assist development planners
in weighing the policy alternatives.

Workshops and seminars have reached decision-
makers in five countries in the policy start-up stage
and four courtries having inadequate policies. The
ICP has hewd nine conferences on the population
pioblem and determinants of fertility. The AAAS
lield a seminar in Bucharest just prior to the World
Population Conference (August 1974), to discuss
studies on cultural consequences of population
growth, The FACPL sponsored a seminar on law and
population in Nairobi, while the National Academy
of Sciences held five international seminars on popula-
tion dynamics.

Officials of AID’s Population Office took part
in the 1974 World Population Conference, which
focused global attention on population policies and
their development. Wide-ranging debates at the Con-
ference dramatically displayed the way nyriad politi-
cal considerations influence population policies.
Representatives of most developing countries insisted
that population maters be integrated among other
concerns, such as a more cquitable distribution of
income within and ameng countries. And countries
were more willing to support family planning services

Of the five most populous countries in the world, four showed significant decreases in birth rates over a 10-year
period. These four countries, with a combined population of 1,778 million in 1975, account
Jor 45 percent of she world’s total population. (Estimates of China's current birth rate vary considerably.)



from the standpoint of improving health of their
populations than of reducing fertility for demo-
graphic reasons.

These and other attitudes evident at the Con-
ference demonstrated once again that population
nolicy is subject to endless change in nearly every
country. In part, this condition derives from the
continued evolution of the unique set of demographic,
economic, andsocial factors that shape each courtry’s
current development prospects. Furthermore, popula-
tion policies are often closely identified with forceful
public figures whose own rise or fall in power greatly
affects the state of policy commitments. Finally,
public decisions typically rest on inadequate demo-
graphic data and rough-and-ready analysis. As im-
proved data and improved siudies come to light,
future policies will be more finely tuned or yield
to more relevant expressions of public commitment.

Insofar as the basic stock of population dynamics
knowledge is inadequate to meet AID’s program re-
quirements, AID has developed a strategy to fill
the critical knowledge gaps. Research is needed in
four basic areas: (1)study of those consequences
of rapid population growth that, in the view of a
significant body of developing country policy-makers.
are favorable to Jevelopment, c.g., low-density
countries that relute population growth to the effec-
tive occupation o1 national territory; (2) research on
those socioeconomic determinants of ‘ertility whose
ciose association with fertility decline is known but
where research findings are not specific enough to
guide policy decisions, e.g., the kind of female educa-
tion or type of student that is most likely to bring
about reduced fertility; (3) cross-cultural studies
designed to distill from country research more
general findings and new or revised hypotleses to be
rested in specific country research, e.g., a common
education threshold beyoend which further female
education has little effect ou fertility; and, (4) re-
search to clarify the processes of policy formulation
and development.

In carrying on its policy development work, AID
has compiled a ranking of 92 developing countries.
Variables used in measuring the urgency of relative
assistance claims are: (1) projections of country
population growth over the decade of the 1970%,
(2)an index comparing country birth and death
rates to average developed country vital rates; and
(3) GNP per capita,

The top 20 countries—those having the most
sericus population problems—fall into the first threc

stages of policy development. One group, Ethiopia,
Sudan, Mali, Afghanistan, Yemen Arab Republic,
and Burma, represents the “policy start-up™ stage.
These countries have not yet developed a significant
national policy to restrain fertility. Implicit popula-
tion policy may be pronatalist. A national consensus
to support the development of population poiicy is
weak or absent; popular views may favor rapid
poplation growth, rather than restraints on growth,
as a path to national greatness.

Another group of countries are in an “inter-
mediate policy™ stage, Zaire, Tanzania, and Nepal,
These have generally adopted some form of pepula-
tion growth control policy, but the public commit-
ment has shallow roots in terms of demographic
understanding and an inadequate pace and breadih
of implementation. No high-level governmertal body
exists with the power to coordinate national policy.
Many influential public officials pay lip service to it.

The remaining group of countries of the top
20, Indonesia, Thailand, and the Phiiippines, have
“maturing policics.” Policics have been adopted and
a basic institutional framework has been established
to promote the implementation of policy. However,
policy decision is not translated into adequate
support; policy tends to rely solely on family plan-
ning efforts to achieve lower fertility goals, There is
need to orient development initiatives outside of the
arca of family planning toward support for lower
fertility. Moreover, the national coordinating body
occasionally needs expert consultation services and
it lacks adequate staff training opportunities to en-
sure its continuing effectiveness.

None of the 20 countries are in the *‘self-sus-
taining policy” stage, where there are reasonably
adequate national policies and institutional bases
to carry them on,

Of the 72 other countries in the AID ranking,
approximately a third do not receive AID support—
for instance, Angola, Arg-ntine, Cuba, Iraq, Libya,
New Guinea, Saudi Arabia, and Uganda,

‘flie next largest group of countries are in the
“policy start-up” category--Upper Volta, Niger,
Haiti, Malagasy Republic, Bolivia, Cameroon, and
Senegal. All of these are in Latin Aerica or Africa.

A smaller group of the 72 are considered to have
“intermediate policies™ at the present time—Ecuador,
Guatemala, Liberia, and Zambia; again, all of these
countries are in the developing world outside Asia.

A similar number of nations are classified as
having achieved a “maturing policy” -Egypt, Ghana,

A lowering of the world’s fettility rate fror present levels to the replacement rate of two children per famlly by
1990 would mean a difference of 7 billlon people In the world’s total by the year 2020,
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Gross National Product (GNP) and Population
Jor Developed and Developing Nations

Developed nations

GNP (total)
$2,714 billion

Population
676 million

2l

Developing nations

Population
1,960 million

GNP (total} GNP
$520 billion {per capita)
; $275

SOURCE: AID/SRD

1972 gross national product for non-ccmmunist countries.
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Total food production of the developinrg countr:es as a whole has risen in most recent years. But population increase
has tended to keep pace. As a resuit, per capita food production as a whoie has increased but lirtle.

Malaysia, Venezuela, and Costa Rica.

Finally, a few countries amorg the 72 have
vigorous, “self-sustaining policies,” such as South
Korea, Taiwan, Chile, Hong Kong, and Singapore.

Looking toward the future, AID’s highest policy
development priority will be given to those lines of
activity likely to result in relatively clear prescrip-
tions by public decision-makers -in general, research
on the social determinants of fertility and applica-
tion of fundings to policy issues. This activity will
focus on the situation of nations whose natural popu-
lation increase poses the most serious problems
for the world as a whole, including India, Indonesia,
the Philippines, Pakistan, Bangladesh, Thailand,
Zaire, Nepal, Kenya, Moroceo, Lgypt, Mexico,
tran, and Colombia. It is possible, however, that
small-scale  determinants  research  will - continue
to be supported in countries considered to have
relatively weak population policies at present but
which are demographically impertant - Nigeria, Lthi-
opia, and Afghanistan. Since only a few selected
countries will be candidates for large-scale research
on determinants of fertility in the near future, AID

will closely coordinate its activities with those of

other international agencies dnd organizations 1o
minimize overlap of activities.

3. Research

Since the mid-1960's, AID has supported popula-
tion resecarch with the purpose of developing and
implenmenting improved means of controlling fertility.
This research falls into two major categories: (1) bio-
medical researcl: to develop improved fertility control
technology and (2) operational, or “action,” research
to improve implementation of family planning pro-
grams.

Both types of research z.c essential to improve
effectiveness of family planning programs. Bio-
medical research is supported on the premise that the
ready availability of means for fertility control is
a prime determinant of fertility behavior and of the
time and fiscal requirements for a fertility control
prograni to achieve its objectives. The objective of
operational research is to improve the effectiveness
of family planning delivery systems.

In fiscal 1975 the Office of Population obligated
$5.6 million (5 percent of its funds) for biomedical
and operational research activities. In fiscal 1974
it obligated $5 million (5.3 percent).

Biomedical Research

Between 1967 and 1975 AID has provided about
$46 million for biomedical research to develop
improved means of fertility control. The high priority
given this work has been based on the assumption
that, if effective fertility control technology can be
developed and delivered to countries with rapid
populatior. growth, the people of those countries
tend to make use of that technology. AlID’s research
program has been directed toward applied rather than
basic research, and has pursued relatively few leads in
depth rather than attempting to explore alt possible
approacies to the development of new technology.
Relevance to the n=eds of developing countries has
been a consideration of paramount importancg in the
selection of topics for research.

Funds for biomedical research have been applied
in three areas:

1. Research on a once-a-month self-administered
method.

2. Rescarch to improve
means of fertility control.

3. Comparative clinical field trials of means
of fertility contro! under use conditions in develop-
ing countries,

currently available

This biomedical rescarch has been carried out
through contracts with various universities, including,
in the United States, Colorado, Harvard, Johns
Hopkins, Minnesota, North Carolina, Northwestern,
Pittsburgh, Washington (St. Louis), Wisconsin, and
Yale, and, abroad, Makerere University (Uganda),
Royal Veterinary College (Sweden), and the Univer-
sity of Singapore. Cooperating institutes and founda-
tions have included the Battelle Memorial Institute,
the International Fertility Research Program, the
National Institute of Child Health and Ituman De-
velopment, The Pathtinder Fund, the Population
Council, the Salk Institute, the Southwest Founda-
tion for Research and Education, and the Worcester
Foundation,

When national resources are inadequate and must he shared by many, the proportien per person is often extremely
small, A relatively small total gross national product in most developing countries is restricting individual savings
and country revenues, and retarding capital accumulations needed for seif-generating development in these countries,
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Once-a-month self-administered fertility control
method. Rescarch is being conducted to develop a
self-administered means for controlling fertility after
exposure to or recognition of pregnancy.

A “‘hindsight™ means of fertility control would be
a major technical advance in this field, Since fiscal
1965, AID has obligated about $15 million for re-
search on a self-administered once-a-month means of
fertility control.

The effort has been focused on four areas:

1. Research on regulation of ovarian corpus
luteum (ovarian) function.

2. Studies on anti-progestins,

3. Research on gonadotropin-releasing factors,

4, Prostaglandin research,

AID has obligated $4.8 million for over 40
studies seeking new ways to controi corpus luteum
function and block progestational activity, This
research is based on the premise that by altering
the function of the corpus luteum--the part of the
ovary that produces a hormone (progesteronc) es-
sential to reproduction--fertility can be regulated.

AID has obligated $4.4 mill’'on for research to
develop inhibitors of gonadatropin-releasing fac-
tors as contraceptive agents. Releasing factors are
chemical “‘messengers” that link the hypothalamus
part of the brain with the pituitary gland. The pitui-
tary, among other functions, produces gonadatropic
hormones required for conception; it is theorized,
therefore, that if the releasing factors can be inhibited
from stimulating the pituitary, the hormonal **chain”
would be broken und conception prevented. Some
anti-releasing factor substances have been identified,
Although their value for fertility control has not yet

been fully established, the compounds can be taken
orally and seem to have no bad side effects.

Since fiscal 1968, AID has obligated about $7
million to support prostaglandin research, seeking
“a nontoxic and completely effective substance or
method which, when self-administered on a single
occasion, would ensure the nonpregnant state at
completion of a monthly cycle.” Followiug ecarly
promising results, progress on developing a prac-
tical self-administered means of fertility control
was stymied for several years because termination
of pregnancy was not always satisfactory and side
effects remained troublesome.

But work to solve these problems with new pros-
taglandin analogs and delivery systems has continued.
Recent findings have given rise to considerable
optimism among researchers and others that many
of the old difficulties are on the way to being solved.
A report at the May 1975 International Conference
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on Prostaglandins at Florence, Italy, indicated that
an excellent post-conceptive, self-administered means
of fertility control based on prostaglandins is close to
being a reality. The farthest along at present is the
vaginally administered analog '5 (S)-15 Me PGF,
methyl ester, which appears to offer virtually certain
and complete induction of mensus with acceptable
side effects in the first 4 weeks following missed
menses.

Improving currently available control methods.
Although important progress will come from re-
search in new means of fertility control, many im-
portant gains have come from the less costly re-
search aimed at improving cxisting technologies,
for example oral contraceptives, condoms, sterili-
zation, and pregnancy terminatiosi, Improvements
in existing technologies are now exerting a power-
ful “multiplier effect” on the effectiveness of family
planning programs wherever these technologies are
being made available.

AID’s research efforts to improve existing means
of fertility control relate to such characteristics as
improved convenience for the individual; simplicity
of use; attractiveness and appeal of the product or
method; safety and freedom from side effects;
effectiveness (relatively few failures); a low cost—
simple and cheap to manufacture and distribute;
cultureal acceptibility; minimal reliance on highly
skilled medical practitioners; and, overall adaptability
in family planning programs.

Although often disparaged for their imperfec-
tions, oral contraceptives constitute a tremendous
advance toward womankind’s ancient goal of a com-
pletely effective and coitally independent means
of preventing unwanted pregnancies. Use of oral
contraceptives is increasing rapidly in developing
countries. Because major improvement in steroidal
contraception is unlikely, AID has confined iis
research to studies on safety and side effects in
developing countries, devoting $2.1 million to that
area since fiscal 1970,

Progress toward perfection of intrauterine devices
has been slow. Although innumerable IUD’s of plastic,
metal, and fiber have been “invented” and tested,
few, if any, have demonstrated decided advantages
over the Lippes Loop. Earlier enthusiams for copper-
bearing 1UD’s and a variety of plastic shapes have
been terapered by increasing experience and aware-
ness of practical limitations to their use. Although
the loop continues to have an important place in
family planning programs, limitations on its use in-
clude lack of complete contraceptive protection in
some cases, lack of retention by some, and unavail-
ability of adequate follow-up clinical services



Family Planning Programs and Fertility Rates

Impacts of vigorous and less-vigorous programs
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The fertility of women dec!ined during the 1960s in countries with vigorous family
planning programs.
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Fertility rates remained high during the 1960s in developing countries not having
vigorous family planning programs. Private family planning associations did not exist
in most of these countries before the 1960s and government policy often actively dis-
couraged contraceptive availabiiity. However, Mexico in 1973 initiated an official pro-
gram of family planning and Brazil in 1974 announced a policy embracing recognition
of the right of couples to determine the number and spacing of their children and the
obligation of the government to make the necessary means available.

SOURCE: AID/PHA/POP 75-5
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especially in many remote rural areas,

Introduction of attractively packaged, colored,
and lubricated condoms has led to greatly increased
demand for these as a means of fertility control.
Wherever available, these are useful for family
planning.

Important advances are being achieved in the
technology of female sterilization. Previously con-
sidered a difficult and dangerous procedure requiring
expensive hospitalization, female sterilization is now
being done as a low-cost out-patient procedure by
any of several methods.

One of these recent AlD-supported developments
includes single aperture laparoscopic sterilization with
tubal (Hulka-Clemens) clips and (Yoon) Failope
rings; it avoids the two main hazards of laparoscopic
female sterilization - general anesthesia and electro-
cautery.

Clinical trials with improved tubal clips and rings
and their applicators are now in progress in several
countries--the United States, Britain, India, Thailand,
Korea, and Singapore. As results of additional field
trial expericnce become available, AID will apply
knowledge gained to perfect specifications for laparo-
scopes; and then will purchase the instruments in
considerable number for delivery to developing
countries,

AID is also sponsoring experimental work on new
techniques of female sterilization using cornual
trauma, cryosurgery, tissue glues, plugs, transcervical
methods—all would eliminate the need for an opera-
tion,

AlD-sponsored studies are sceking a reversible
means of male sterilization and simplified means of
male sterilization for field use.

Termination of Pregnancy remains a controversial
means of fertility control. Nevertheless, the pro-
portion of the world’s population living in countries
where abortion is now legal has increased from one-
third in 1971 to two-thirds in 1976. Ia 1973 the
U.S. Congress adopted an amendment to the Foreign
Assistance Act which prohibits assistance by AID for
abortion services as a means of family planning. How-
ever, some abortion-related research and training are
supported by AID for the purposes indicated below,

AlD-supported research relating to termination of
pregnancy has focused on development of methods
and equipment which allow safe termination of
pregnancy and effective treatment of illegal and
spontanecous abortions and miscarriages suitable for
use in developing countries,

AID also sponsors research in pregnancy testing.
Early detection of pregnancy allows early initiation
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of prenatal care or, for those who choose it, early
termination of pregnancy on a wholly voluntary
basis and in accordance with prevailing local custom
and medical practice. A new S-minute test which can
detect pregnancy as early as the time of the missed
menses has been developed at Johns Hopkins Uni-
veristy and is entering ficld studies,

Field studies. To improve currently used means
of fertility control and to evaluate fertility control
metheds which may have ditfering efficacy and risks
associated with them when used in the less developed
countries, a major component of the AID research
program is collaborative and comparative clinical
trials of new methods. The focr- of this effort is the
epidemiologic evaluation of the success and the per-
formance characteristics of each of these methods
under use conditions in field programs. This type of
evaluation studies is performed through a network
of collaborating investigators. These field studies have
also made it possible to carry out double blind trials
of new methods in the same clinical setting,

Beginning in fiscal 1967, AID supported the de-
velopment of the International 1UD Progrant of The
Pathfinder IFund. This $1.5 million field study of ITUD
characteristics has provided high-quality comparative
data fromt 40 countries. Uniform records and cen-
tralized data processing have allowed the determina-
tion of which performance patterns are related to
1UD user and clinic characteristics. For example, the
highly important category of removals because of
bleeding or pain has been shown to be greatly related
to individual clinics providing contraceptive service.

‘To extend the availability of a clinical network
for field trials, an International Fertility Research
Program (IFRP) was initiated in fiscal 1971. Since
that time a total of $9 million lias been provided to
the IFRP to support conduct of collaborative field
trials of new 1UD’, sterilization techniques, preg-
nancy termination techniques, prostaglandins, and
pharmacologic contraceptives in  many countries.

Biomedical research by others, Although AID’s
fertility rescarch program is focused on the applied
end of the spectrum, a great deafl of basic research
concerning human reproductive processes is being
carried on by others. The major institutional sources
of funds for both applied and basic research in repro-
ductive biology and contraceptive development are
governments, private  foundations, international
organizations, pharmzceutical firms, and universities.
Research is being carried out in government labora-
tories, universities, private research laboratories, and
at pharmaceutical firms, It wags estimated in 1970
that at that time there were 145 major institutions
carrying out research in the biomedical field.



Operational Research

In the fiscal period 1965-74 AID provided $20
million for over 70 technical assistance and opera-
tional rescarch projects in 20 countries of Africa,
Asia, and Latin America to improve delivery of
family planning services.

In many developing countries, especially those
in Asia, the family planning infrastructure is well
established and the full spectrum of fertility regula-
tion methods is available. There are, however,
numerous economic, administrative, geographic, and
cognitive barriers which restrict this availability,
In many programs, people still must pay for contra-
ceptives, wait in long lines, fill out lengthy forms,
receive services only during certain hours, and travel
long distances. In addition, many persons are not
awarc of the services that are available, or have
inaccurate information about specific fertility regula-
tion methods. The general objective of “action” re-
searclt projects is to develop delivery systems that
eliminate or minimize such barriers, therby making
fertility regulation methods truly available, These
systems must be cost-effective and have the potential

for replication by the host countries.

Taiwan. The project’s objective is to measure
use and effects of contraceptives when made available
to women in their homes. Twelve study townships
and twelve control townships are used in the project.
Each study arca is matched with a control. A base-
line survey of client characteristics has recently been
concluded and a followup survey will be conducted
at the end of the project in mid-1976.

Egypt. AIDL is providing the American University
in Cairo with funds to demonstrate two contraceptive
delivery systems in both urban and rural settings. The
first system entailed a household canvass during
which pills or condoms were offered free to residents.
Under the second system, pills and condoms were dis-
tributed through group meetings of reighborhood
women, This year-long demonstration has been ad-
judged highly successful and will be continued.

Korea. A new project provides for the “satura-
tion™ of a study area with pills and condoms through
village-wide houschold canvasses. After an initial
canvass/meeting, resupplics can be obtained from a
village depot. The study area has a population of

r New Acceptors of Contraceptive Methods in Family
Planning Programs of 46 Developing Countries,
1965—1974.
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Use of pills and condoms coninues to expand, while use of IUD's has just about held its own. The sharp decline
in sterilization in 1973 and 174 reflects India’s decision to de-emphasize its mass camps for vasectomies, while
sterilizations were increasing elsewhere. The upswing in sierilization in 1974 is apparently continuing.



approximately 450,000 people. There will be a
control areca which will not receive the saturation,
and an intensive cost analysis of the saturation area,
Backup services offering other fertility regulation
methods will be provided. In addition to this cost
analysis, there will be three contraceptive prevalence
surveys in cach area--before, mid-point and after,

Bangladesh. This is a study of the acceptability
of various contraceptive methods in rural Bangla-
desh. It involves assessing household delivery of
contraceptives in rwal areas by comparing acceptor
data, periodic estimations of prevalence of contra-
ceptive use, and age-specitic fertility rates.

Research by others, The international effort
supporting research to improve family planning
delivery systems is much less extensive than that
supporting biomedical rescarch, Much support nas
come from the budgets of national programs. Other
major sources ol funding are the Ford and Rocke-
teller Foundations and the Population Council,
although recent cutbacks in foundation funding
have diminished the role of the foundations. The
International  Planned  Parenthood  Federation has
recently launched some projects relating to com-
munity-based distribution and demonstration pro-
jects.

4. Strengthening Family Planning Services

From the beginnings of assistance to family plan-
ning programs of developing countries, the U.S.
Agency for International Development has empha-
sized types of aid aimed at the development and
strengthening of field services of country programs.
Through its Office of Population and country Mis-
sions, AlD acts in this sphere to (1) provide and en-
courage adequate availability of contraceptives and
program services, (2) promote the development of
improved delivery systems for family planning
supplies and services, and (3) provide technical
consultation on program problems. Such services—
available at the request of the host country-are
essential to the growth and expansion of family
planning programs in these countries.

In fiscal 1975 the Office of Population obligated
$53 million (4% percent of its funds) to the strength-
ening of family planning services and the provision
of contraceptives. In fiscal 1974, it obligated $50.9
million (45 percent).

Over the 10-year period AID has provided $99.3
million for purchase of contraceptives and other
fertility control materials alone. The Agency is now,
as it has been since 1966-67, the leading source of
contraceptive supplies and other assistance for the
family planning programs of developing countries,
To date some 7 million 1UD’s have been purchased.
Further, more than $9.5 million has been used for
purchase of medical equipment and other commodi-
ties used in extending family planning services. For
fiscal 1974, contraceptive purchases totaled $21.9
million and other equipment $6.0 million. In fiscal
1975 such purchases totaled $26 million and $1.5
million, respectively.

AID outlays for family planning services other
than contraceptives for the 1966-75 period amounted
to $229.2 million. In fiscal 1974 they amounted to
$29.1 million and in fiscal 1975 to $27 million,
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In Washington this type of assistance centers in
the Family Planning Services Division. The Division
arranges delivery of contraceptives and other medi-
cal supplies and equipment as requested by the AID
Missions, provides technical consultation, and
monitors grants to private agencies.

Program strategy is focused on delivery of contra-
ceptive services to those in greatest need of family
planning services, through both unipurpose activities
and integrated systems for delivery of maternal child
health, family planning and nutrition services. Des-
criptions of specific projects are found in the Region
and Country sections.

Postpartum Approach

A first step in this direction during the 10-year
period was the postpartum approach—a technique
pioneered by the Population Council in 1966 with
AID assistance and since widely adopted as a basic
part of family planning programs in countries through-
out the world,

The postpartum program is based on the fact that
in the period immediately following delivery (or abor-
tion) many women are highly motivated for fertility
control and are more than usually responsive to
family planning information, education, and services.
Furthermore, women clients in obstetrical wards
represent the nost fertile segment of society. They
are readily reached by family planning educators, the
aura of confidence in the hospital staff is favorable,
and the setting for subsequent delivery of contra-
ceptive services seems appropriate and logiczl to the
potential clients.

The hypothesis that a program conducted in
keeping with such a setting would be effective was
first verified in demonstration projects conducted
in large urban hospitals, On the basis of the success
of these projects, the approach was then extended
to smaller units in a wide array of countries,
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The world rate of naturol population increase declined detween 1965 and 1974, Declines in the developed countries,
the Caribbean area, and Asia were offset in considerable degree by increases in Latin America, Africa, and the Near East.
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Birth rates appear to be associated with per capiia gross
natlonal product. In 1974, Europe, Northern America, and
Oceania had an averoge birth rate of 16 per 1,000 people and
a per copita GNP of $3,456, whereas all other reglons, inainly
developing countries, had a birth rate of 32 and a camposite
per capita GNP below 3450,

standing supplies have been recalled, Cumulatively,
AID has provided 7 million 1UD’ at a cost of $2.8
million during the past decade.

Condoms

Condom provision in fiscal 1975 showed a
marked increase from previous years’ purchases--346
million units as compared to 9.3 million in fiscal
1966. Renewed interest in this type of contraceptive
i as resulted from the introduction of multicolored
lubricated condoms which are now available in red,
green, black, blue, and pink. Cumulatively through
the program, 950 million condoms have been pro-
vided at a total cost of $25 million.

Other Contraceptives

There is only a limited demand for other contra-
ceptives of the conventional variety, Acrosol foam
continues to be provided by AID to developing
countries requesting it for their programs, Similarly,
diaphragms, vaginal creams, and gels are also provided
on request, Cumulatively, funds used to provide the
latter commodities amounted to slightly more than
£810,000.

In addition to supplying the above listed contra-
ceptive devices, AID has acted to standardize the
coniponents supplied in medical kits so as to simplify
procurement procecures and assure availability of
the nccessary equipment in the numerous special-
purpose clinics ‘n developing countries. Major activi-
ties have included development of specitications
for a simplified mini-laparotomy kit.

To assure the availability of all the various com-
modities in adequate quantities to carry out the ob-
jectives of the family planning programs, AID has
established a policy to maintair a l-year supply in
country and a |-year supply on order.

Sterilization

Acco:npanying muarked improvements in equip-
ment and techniques for surgical sterilization, espe-
cially laparoscopic and minilaparotomy sterilization
for women, greatly increasing numbers have chosen
voluntary sterilization for centrol of fertility in re-
cent years.

Sterilization is popular in many countries in-
cluding the United States. Sterilization, especially
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tubal ligation, has long been widely used i Puerto
Rico. India is also a leader in use of sterilizations,
the number rising to a peak of moure than 3 million
in 1972, mainly vasectomies. With a decline in
vasectomies since 1972, the growing availability
and acceptance of advanced techniques of female
sterilization lifted the 1975 total in India to more
than 3 million sterilizations. It is estimated that
some 17 million couples in India are currently de-
pendent on this method of fertility control.

Increasing demand for female sterilization has also
been manifest in other countries whenever quality
services lave been made available-in Bangladesh,
Colombia, Costa Rica, Egypt, El S:lvador, Jamacia,
Korea, Nepal, Pakistan, Philippines, Thailand, Tunisia,
among otliers.

Assisting country programs in use of advanced
techniques of female sterilization, especially lapara-
scopic sterilization, the Agency for Internaticnal
Development has supplied 455 laparascopes for pro-
grams in 53 countries since 1972, plus more than
10,000 mirilaparotomy kits.

Monitoring of Grants

In pioviding assistance to strengthen field work
by private organizations abroad, the Office of Popula-
‘ion monitors four major grants.

The International Planii~d Parenthood Federation
(IPPF) uses its amount from AID to help establish
and support affiliate associations in 84 developing
countries. These associations provide family planning
information and services through over 3,000 clinics.
IPPF also trains clinic personnel in basic contra-
ceptive techniques and family planning education and
it develops and distributes informationfeducation
materials to increase knowledge about family plan-
ning among prospective acceptors.

Family Planning International Assistance (FPIA),
the international division of Planned Parenthood
Federation of America, uses its grant to help pro-
vide financiai, technical, and commodity assistance
to family planning pregrams of churcherelated and
other private service organizations in developing
countries. Since the inception of its program, FPIA
has provided grants to more than 80 projects in 22
countries, with the emphasis on low-cost/high benefit
programs that are innovative and lave the potential
for replication elsewhere. In addition to direct
project grants, FPIA has provided commodity assis-
tance—contraceptives, medical equipment and
supplies, educational materials—to a total of 75
countries to date.

The Pathfinder Fund uses its grant in dealing with
a variety of groups which demonstrate a willingness
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The high proportion of young people in the populations of developing countries, plus people over age 64, puts
a burden on working-age people and reduces living standards of all age groups. Also, countries with a high
dependency ratio have difficulty in accumulating the savings required for investment and stimulation of economic growth,

and capacity to undertake innovative and pioneering
family planning programs, particularly in areas where
none have existed. Pathfinder has supported projscts
in a total of 56 developing countries.

The Association for Voluntary Sterilization
(AVS), in turn, uses its grants in working with all the
aforementioned groups, but limits its cfforts to
voluntary stesilization. It supports some 35 voluntary
sterilization information and service projects in 25
developing countries. AVS also  trains medical
personnel in advanced techniques of sterilization and
sponsors ir.ernational and regional conferences on
voluntary sterilization for leading n-edical and health
professionals. In addition, AVS helped establish
several national voluntary sterilization associations
in developing countries and a World Federation of
Associations for Voluntary Sterilization,

Data Collection for Manageinent Furpose

In order to provide maximum support to national
family planning programs, monitor the development
of program progress, and gather information vital
for the proper management of its large contracep-
tive conmmodity assistance, the Office of Population
has instituted a quarterly and annual reporting
system which measures the in-country flow of con-
traceptives and the development of family planning
services.

The data requested from the field are limited to
relatively few variables considered most important
in providing support to programs and thought to be
standard for almost all programs. Feedback reports
are provided to all countries submitting data so that
the data can be used for management purposes in the
field as well as in the Office of Population.

By collecting these data quarterly, the Office
of Population can adjust its contraceptive procure-
ment and shipping procedures to reflect actual
program realities and support programs by providing
technical assistance when logistical and managerial
problems are noted in the submitted information.

Technical Services
The Family Planning Services Division provides

technical back-up to the Office ¢f Populition and
to USAID Missions and responds to requests for
help from overseas family planning organizations,

These functions are performed by two full-time
physician/tamily planning specialists who provide
technical services in several ways:

(1) Developing specifications for contraceptives
commodities and medical instruments and providing
medical guidelines to the field on use of these.

(2) Keeping field staft informed of medical
developments related to family planning,

(3) Responding to written and cable requests
for technical help from USAID Missions.

(4) Attending national and international family
planning meetings to present AID’s point of view.

(5) Visiting overseas family planning programs
to assess progress and provide technical advice.

(6) Providing short-term highly specialized family
planning consultant help to voluntary programs
through the use of contracts with the American
Public Health Association, the Family Planning
Evaluation Branch of the Center for Disease Control
in Atlanta, and Management Sciences for [{ealth, a
Boston-based firm,

(7) Expediting the acceptance of contraceptive
and medical family planning techniques overseas by
persuading physician colleagues in developing coun-
tries of their importance and benefits,

5. Communication

Just a decade ago, most of the world’s people,
particularly those in the developing nations, had
never heard of family planning. Most did not realize
that their countries had population problems or that
many of their own family problems were directly re-
lated to the fact that they could not adequately
care for the number of children who were being born,

Now, in country after country, people have be-
come aware that rapid population growth is occurring
and that family planning exists, What made the dif-
ference? New research from demographers, econo-
mists, and social scientists described the magnitude
and seriousness of explosive population growth and

Untll the age structure of a population can be shifted away frem one with many young people (as in Mexico) to
one with many older people (as in Sweden) rapid population growth will continue. This “momentum" arises from
the fact that there wlll be more young people forming famliles and having babies at a faster rate than older people
are dying, Even If fertility rates were to drop to the replacement level of slightly over 2 bables per mother, it would
take an estimuted 60 years before populailons of the developing countries would stabllize,



its negative effects on developinent, the environment,
and individual health and well-being. New inventions
and improved applications in contraceptive tzch-
nology made family planning methods more effective
and safer. However, the mere existence of new infor-
mation and materials was not enough. To bring these
findings out of scholarly literature, to grasp public
attention and generate action, dozens of organiza-
tions mounted a broad range of information, educa-
tion, and communication (IEC) programs through a
variety of channels.

IEC activities over the past 10 years have greatly
expanded public knowledge, and interest concerning
the problems of high rates of population increase
have stimulated needed program action and provided
information on family planning methods and program
services. Radio, television, posters, pamphlets, news-
peper articles, and films have spread the word; health
and family planning curriculums have been developed
and introduced in thousands of schools; local, na-
tional, and regional meetings have brought people
together for discussions and to initiate action,

The overall purpose of the U.S. Agency for Inter-
national Development (AID) in this ficld is to assist
developing nations create or improve their systems
for the delivery of ‘information and education in
support of population and fumily planning programs.
With so many differing conditions and settings in-
volved, the importance ol specific 1EC programs
for a developing country cannot be overemphasized.
Varying messages must be delivered in differant ways
depending on the resources available, the stage of
policy acceptance and interest in a country, the social
and cultural climate, the target audiences to be
reached, the channels and media to be used, and a
number of other factors.

In fiscal 1975 the Office of Population obligated
313 million (12 percent of its funds) for information
and education activities. In fiscal 1974, it obligated
$14 million (12 percent).

Funding Channels

Approximately 11 percent of AID population re-
sources over the past decade has gone into 1EC activi-
ties, including those conducted by various organiza-
tions such as the United Nations Fund for Population
Activities (UNFPA) and the International Planned
Parenthood Federation (IPPF). AID funds for 1EC
projects reach developing nations though four major
channels:

1. Bilateral or country-to-country financing in 27
nations is directed toward providing resources needed
for 1EC activities within a given country.

2. Financing through UNFPA-sponsored projects
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in more than 40 countries goes primarily for govern-
mental population/family planning activities, such as
health delivery systems and population education in
the schools.

3. AID ussistance to IEC programs of private
voluntery organizations such as IPPF and The Path-
finder Fund supports private family planning associa-
tions, church-related health and community programs,
private welfare agencies, and service projects in more
than 80 countries,

4. Interregional projects funded through AID
contracts and grants are carsied out by institutions
or private firms to support and supplement prograras
being conducted through the other channels.

Action Audiences

Despite the increase of knowledge and acceptance
of family planning in many areas and despite the wide
varicty of projects already mounted, the 1EC task is
just beginning. The availability of services and sup-
plies in an area often depends upon the level of local
interest and demand stimulated by information and
education. At the same time. the use of services/
supplics depends on public knowledge of them and
their availability.

In recent years, AID has sought to aim its IEC
assistance toward five basic “action audiences™ and
encourage other contributors to do the sume. These
audiences are definable target groups who help de-
termine the success or failure of a national family
planning program,

The potential reproducers action audience is the
primary target. These are the women of childbearing
age and their partners who must be encouraged in ap-
propriate ways to adopt and practice effective means
of family planning,

1EC activities attempt to persuade the controllers
of policy audience to adopt and support population
policies applicable to their areas of intluence. Policy
controllers are the individuals or groups who make
family planning programs possible and give them a
respected stamp of approval,

On-coming reproducers are children below the age
of marriage and childbearing, 1EC projects both in
and out .of sck ol aim to provide this key target
group with full knowledge of the national and
personal reasons for family planning,

Messuges to the general public help develop
knowledge of population problems in society, family,
and individual-which fosters the concept of family
planning and the introduction and widespread use of
program services, The public is urged to adopt lower
family size norms and determine to slow the rate of
population growth in their countries,
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The developing countries, with a higit proportion of young people in their population and high annual rates of
natural increase, will provide the bulk of the world’s population gain in the next 60 years and possibly beyond.

Deliverers of information and services are those
who staft’ clinics, serve as family planning field
workers, have access to media channels, and are in
other ways responsible for bringing reproducers to-
gether with services. 1EC activities teach them effec-
tive methods for doing their work, provide continuing
information on developments in family planning, and
encourage them to treat clients in ways that promote
sustained family planning practice.

Because resources are limited, AID is concen-
trating mainly on campaigns to reach the first three
audiences--the reproducers, the controllers of policy,
and the on-coming reproducers.

Program Strategies

Through its years of population/family planning
experience, AID hus adopted six major strategics as
those most likely 1o result in the development of
successful IEC support for population programs:

1. Through country-specific [EC programs taking
into account the differing needs of the people to be
reached, to encourage population/family planning
groups within a country to design and implement 1EC
activities in the country which will greatly incrcase
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public knowledge of the need for fertility control and
of the availability of commodities and services.

2. To organize ALD’s staff, skills, and resources,
plus those of contractors and grantees, around a series
of campaigns aimed toward action audience projects
which are relevant to country plans and abilities.

3. To cooperate and coordinate with inter-
national organizations and major voluntary groups on
activities to improve the quality of assistance pro-
vided and avoid duplication of effort.

4, To work with and through professional and
broad-based special interest groups, such as home
economics association and, labor unions, to reach
their members and the people they iniluence, en-
listing their educative support for family planning.

5. To encourage local production of 1EC ma-
terials required by country programs and cooperite
with other groups to improve the quality and useful-
ness of materials going to developing nations.

6. To utilize the mass media for wide dissemina-
tion of basic messages of population/family planning
programs,

Grant/Contract 1IEC Support
By awarding grants and contracts to a number of
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organizations to carry out specific IEC activities, AID
multiplies the skills and resources it has available in
the 1EC field, greatly expands the numbers of people
reached, and is able to meet developing country needs
more quickly and effectively than would otherwise

be possible. Staft specialists within the Office of

Population’s 1EC Division monitor grants covering
far-reaching 1EC programs. They also  coordinate
closely with other AID officers on AlD-funded
projects, such as those of Family Planning Interna-
tional Assistance, which have a major IEC component
as part of their vperations. Grants monitored directly
by the 1EC Division include:

Fast-West Conununications Institute (EWCT). An
AID grant to EWCH in 1970 ussisted that organiza-
tion to improve its capabilities to serve as an inter-
national resource for improving information-educa-
tion support of population/family planning programs,
EWCI is involved in [EC training service and rescarch
in the population field and other spheres of economic
and social development activities.

More than 325 participants from 42 countries
have taken part in the 19 conferences and workshops
sponsored by the Institute through June 1975, EWCI
staff members have collaborated on research and case
studies with personnel of action programs and re-
scarch institutions in 14 developing nations. Major
surveys have been conducted of the abilities, magni-
tude, and needs of 1EC programs in 25 selected coun-
tries. Numerous graduate students and short-term
trainees have learned 1EC methods and contributed
to projects at the Institute.

One recent innovation is the development of
a modular training system incorporating instructional
materials for 15 different segments of 1EC studies.
With general guidance and tuitoring from the EWCI
staff, a student selects modules according to his
interests, professional needs, and time available.

EWCI's Resource Materials Collection Center
serves as a clearinghouse of IEC materials which are
made available to professionals on an exchange basis.
The Institute has received more than 7,000 requests
for materials, 1,325 in FY 1975 alone. EWCI pub-
lishes the bimonthly IEC newsletter which reaches
approximately 4,000 people in more than 100 coun-
trics. EWCI staff members and consultants have
provided technical assistance to a number of on-
going country IEC programs through short-tern
visits.

University of Chicagp, The Community and
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Family Study Center (CFSC) of the University of
Chicago has carried out a number of population
research, training, publication and  consultation
activities for more than a decade. Funding for its fall
program has been provided from both private and
public sources,

Long-term, graduate-level 1EC training, initiated
in 1971 under an AID grant, emphasizes a combina-
tion of classroom training and practical laboratory
experience to prepare graduates for posts as top-
level administrators or technicians in 1EC popula-
tion programs in their own countries. Since it began,
the degree program has granted 37 Master’s degrees,
7 Ph.D.s and 4 certificates to students from 23 coun-
tries. The program has a capacity of 25 students
annually and has & fellowships to award to profes-
sionals who will become key communication experts
in their own countries.

Some 957 participants from 79 countrics have
attended CFSC's summer workshops on  “Muss
Communication and Motivation for Family Planning”
since they began in 1962, The workshops, funded
mainly by the Ford Foundation, were partially
funded by AID in recent years,

Beginning in 1974 a parallel program in popula-
tion education (which includes the training of family
planning workers) for both long-term and short-term
training was launched in collaboration with the De-
partment of Education of the University,

The CFSC has established a Communications
Laboratory with a materials production branch and a
rescarch branch, and a small population research
library. The Center has produced a varicty of mono-
graphs which serve an international teaching function
and are of practical use to programs in developing
nations, Staff members have undertaken a number of
short-term consultation activitics.

American Home Economics Association (AHEA ),
Helping young women and girls understand family
needs and processes has long been a role of home eco-
nomists in schools and through extension services.
They arc recognized as authorities in this field and
their programs are growing in many developing na-
tions, They reach both urban and rural women, Thus,
home cconomists occupy a strategic position for
teaching population concepts and motivating women
to practice family planning. To add this new dimen-
sion to the home economist’s activitics, the AHEA
has been conducting an international IEC program
under an AID grant to involve home economists in
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Orals (pills) are the inost widely used of all contraceptives in family planning programs of developing countries,
but use of condoms is increasing. A1D offers other safe and effective supplies and equipment, because
a broad choice »f methods increases program flexibility and effectiveness.

active support of family planning programs under-
way in their own countries, Since July 1972, AHEA
has conducted 33 seminars and workshops in 14
countries. Some 3,000 home economists have partici-
pated, Eleven summer institutes held at U.S. universi-
ties have provided specialized family planning training
to 135 home economists from developing nations.

International Confederation of Midwives, Assisted
by a S-year grant from US.-AID, the International
Confederation of Midwives has been conducting a
project since 1972 emphasizing the family planning
responsibilities of midwives throughout the world,
especially in regions and areas where midwives are the
usual source of assistance at child-birth,

Three regional programs for this purpose were
conducted in fiscal year 1975--in Bogota, Colombia,
for South American midwives and obstetricians; in
Manila, the Philippines, for delegates from East Asia;
and in Kuala Lampur, Malaysia, for those from West

Asia. Others were conducted in fiscal 1974 for the
Caribbean arca, in Bridgetown, Barbados; and for
western Francophone Africa, in Dakar, Senegal. In
the preceding year, they were held in San Jose, Costa
Rica, for Central American delegates; in Nairobi,
Kenya, for East African representatives; in Yaounde,
Camerocn, for midwives and obstetricians from the
Francophone countries of Central Africa; and in late
1972, the first of the programs was held in Acera,
Ghana, for delegates from English-speaking countries
of West Africa, with midwives and physicians at-
tending from tive countries.

Airlie Foundation, Under projects funded by
U.S.-AID, the Airlie Foundatiou has received support
for its conmtinuing information-education services to
pepulation programs in developing countries, parti-
cularly in Latin America,

The AID funded projects include support for the
Inter-American Dialogue Center at Airlie House and

ALID’s large-scale purchasing of oral contraceptives in bulk, with standerdized ingredients and packaging, has
reduced procurement costs. Costs of large purchases In 1973, 1974, and 1975 ranged from .1378 cent to 1498
cent per monthly cycle, as compared with costs of earlier smaller contracts ranging from .1675 cent to .3470 cent per cycle.
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funding for production of training tilms and teaching
materials relating to population problems and family
planning. Since establishment of the Inter-American
Dialogue Center in 1962, the Center has been host to
approximately 50 dialogues on population matters
in which more than 1,800 Latin American leaders
tock part. In 1975, Airlic completed a series of 63
population films in support of country family plan-
ning programs in 13 Latin American countries.

Asia Foundation, Working with a wide variety
of Asian local and cultural groups, the Asia Founda-
tion has assisted some 235 population projects, in-
cluding law and policy projects, in 14 countries under
an AID grant awarded in 1972, The Foundation has
emphasized help to smallscale locally initiated
projects, bringing many new people, new approaches,
and new organizations into the family planning
field for the first time.

The Foundation supports training and study
tours to increase the competence of persons engaged
in population/family planning work; the design, pro-
duction, and distribution of IEC materials; purchase
of IEC commodities, such as slide projectors; pur-
chase and Jistribution of books on population
for universities, organizations, and key individuals;
family planning education programs in cooperation
with unions, midwives and other groups.

World Assembly of Youth (WAY). A broad range
of international, regional, national, and local youth
organizations has been made aware of the need for
action in the population field through the World
Assembly of Youth., AID supported its program
through grants from 1969 through fiscal year 1975,

The organization has sponsored a series of semi-
nars, conferences, and workshops in many countries
of Latin America, Asia, and Africa. It has initiated
population essay contests, mass media programs,
public meetings, speaking contests, house-to-house
visits, and other events. WAY has cooperated with
UNFPA, IIPF, and other groups and joined with
several youth associations to organize an Interna-
tional Youth Population Conference in Bucharest in
1974. A *Population File” produced and distributed
by WAY as a comprehensive kit for population
information-education campaigns includes graphs,
charts, articles, and suggestions for activities.

World Education, Inc. (WEF). Under AID grants
first provided in 1969, WEI has performed a series
of country analyses of functional literacy programs
in 32 countries. In 16 nations, the organization
created enthusiasm for incorporating family planning
concepts and information into the curriculums of
thes¢ nonformal education programs conducted by
many different organizations. More than 300,000
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acceptors have been recruited through this project,

WEI provides technicar assistance to develop
or redesign curriculums tailored to specific programs
and countries, trains teachers, provides assistance in
developing publications and teaching materials, and
evaluates the effectiveness of materials used, The
organization’s major operations are in  Colombia,
Ecuador, Ethiopia, Ghana, Indonesia, and Thailand.

Country Programs

Assistance for the population IEC activities of
specitic countries is often extended by AID in col-
laboration with the UNFPA or other international
organizations. Programs in Asia--most notably India,
Indonesia, Korea, Pakistan and the Philippines—have
been the major recipients over the past decade. In-
creased attention to and interest in information,
education, and communication in the population/
family planning field is now being seen in many
areas of Latin America and Africa, with significant
programs underway in Colombia, Costa Rica, Ghana,
Kenya, and many others, Projects are too numerons
to detail, but a selection of different types of country
IEC activities supported by AID countries includes:

Philippines. With a strong nctional leadership
dedicated to reducing population growth rates,
the Philippines has created a dynamic program,
AID provides assistance for the activities of the
National Media Center, which produces a broad
range of population information materials, including
radio and television programs, films, pamphiets, and
posters. Rapid strides are being made in incorporating
population curriculums in the entire school system.

Colombia, Consultation and financial aid were
provided to help Javeriana University introduce
population-related materials into the health curricu-
lum and develop a graduate level program of popula-
tion studies. Information on family life and respon-
sible parenthood is disseminated through radio and
newspapers.

Ghana, Funds were provided to operate IEC
activities within the Danfa Rural Health/Family
Planning Project, a comprehensive demonstration,
teacling, and research program,

Indonesia, A cadre of health education specialists
is being developed to act as a comniunity catalyst
in linking family planning services with conununity
and individual needs. 1EC materials developiment has
been given support and now plays a role in many
aspects of the population program.

Korea, The IEC program directed by the Planned
Parenthood Federation of Korea (PPFK) for the
Korean Government has developed a trained staff
and professional 1EC direction to serve as a model for
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for Population Programs, 1972—1975*

(AID-Funded in the United States and Other Countries)

SOURCE: AID/PHA/POP

Trainees
1,400 eeitatsatoc Arica [0
V/ Latin Amenca ///
1,200 — //
7 / Asia
1,000 — %,
T
800 — L 1 {
1 R
600 S %
1 t
B
1 t
400 — IR / //1 Y
R 7
b bt * t
: P 1 [ ' f ' . RERERE
200 I R T Piviht A
i (R | LR bttt 4
} M ot ' P T Q t L
0 t 1 e vy
1972 1973 1974 1975

*Fiscal years ending June 30

75-15

AlID-funded training for population programs covers a broad personnel spectrum. Training is carried on for
physicians, nurses, midwives, economists, social workers, demographers, statisticians, communicators,

administrators, and other personnel calcgories.

Asia. The senior staff has been trained at the Univer-
sities of Chicago and North Carolina, the East West
Communication Institute, and other AID-supported
centers of population communication. Several years
ago the Korean Government asked AID to assist in

the design of the population IEC program and in
its training efforts. The innovative promotional and
informational techniques developed by the PPFK,
and successfully applied, now serve as prototypes for
other Asian countries and beyond.

6. Manpower and Institutional Development

Population and family planning activities in de-
veloping countries requirc the services of many
skilled, dedicated people. To meet these needs,
the US. Agency for International Development
(AID) since 1965 has made it possible for over 4,000
trainees to study in the United States in programs
lasting at least 1 week.

In fiscal 1975 the Office of Population obligated
$11.7 million (11 percent of its funds) for training
and institutional development activities. In fiscal
1974, it obligated $15.6 million (14 percent).

Many different capabilities are needed for effective
programs. Clinical personnel, including physicians,
nurses, and midwives, accounted for about 67 percent
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of all U.S. AID-sponsored trainees, and social workers,
outreach personnel, and training officers brought
this total to over 75 percent. Also required are
support personnel: Sociologists, cconomists, com-
munication specialists, demographers, accountants,
and a nonprofessional and clerical support staff. In
addition, bio-medical researchers and instructors in
universities and medical and nursing schools play
an essential role in a nation’s family planning program.
Of those trained in the United States since 1966,
22 percent were support personnel.

To a maximum extent, the training and utiliza-
tion of population manpower should take place with-
in the countries where programs operate. The transfer



Changes in Birth Rates Since 1960

in 63 Countries

Birth rates Percent decrease Percent increase
1960 1972 -50 -40 -30 -20 -10 0 +10 +20 +30 +40
Hong Kong 36.0 19.4 T . T T T 1
Canada 26.7 15.7 '
Singapore 38.7 23.3
Barbados 33.6 20.4
Taiwan (China) 39.5 24.2
West Germany 17.8 11.4
Malta 26.1 16.8
Mauritius 38.5 25.0
United States 23.7 15.6
Trinidad and Tobago 379 25.1
Costa Rica 47.4 31.6
Martinique 37.4 25.1
East Germany 17.2 1.7
Fintand 18.5 12.7
Fiji 39.9 27.8
lceland 28.0 19.7 (1971}
U.S.S.R. 24.9 18.0
Brunei 48.9 35.4
Luxembourg 16.0 11.8
Guadeloupe 38.4 29.4
Poland 22.6 17.4
Netherlands 20.8 16.1
Yugoslavia 23.5 18.2
Austria 179 13.8
Puerto Rico 323 25.6 (1971)
Egypt 43.0 34.6 (1971}
Albania 43.4 35.3 (1969)
Belgium 16.9 138
Sri Lanka 36.6 29.9 (1971)
Switzerland 17.6 14.4
El Salvador 49,5 40.7
New Zealand 26.5 21.8
Jamaica 42.0 34.6
West Malaysia 40.9 33.6
Chile 35.7 29.6 {1970)
Portugal 24.2 20.3
Greece 18.9 15.9 {1971)
United Kingdom 17.5 14.9
Guatemala 48.9 41.7 (1971)
Buigaria 17.8 16.3
Guyana 42,2 36.3 (1968)
Panama 41.0 35.6
Tunisia 46.8 41.0 (1969)
Channel Islands 16.5 14.6 (1971)
Spain 21.8 19.4
ltaly . 18.3 16.3
Surinam 45.6 40.9 (1966)
Australia 224 20.5
Denmark 16.6 15.2
France 17.9 16.9
Uruguay 23.9 22.6 (1971)
Algeria 48.2 46.0 (1968)
Norway 17.3 16.6
Argentina 22.7 21.9 (1968)
Mexico 48'6 4gg 1/Countries end territories shown--
Israel ? 9 ?4'7 all of 230,000 population or more--
Hungary 1?{‘7/ 13.8 have nearly complete birth registra-
%v;z?:r?ia 18,1 19.6 (1971)  tion for 1960 and 1972 except
Jordan 46.3 47.8 {1966) where noted.
Czechoslovakia 15.9 16.5 (1971)
Ireland 214 22.4
Japan 17.2 19.3 (1971)

SOURCE: AID/PHA/POP
(See World Fertility Trends 1974 by Ravenhoit, R.T. and J. Chao)
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Birth rates in most countries are lower than a decade ago. For the world as a whole birth rates declined from 34
per 1,000 people in 1965 to 30 in 1974, Natural increase, the excess of births over deaths, also is beginning 1o

drop despite the continuing decrease in the mortallty raie.

The world rate of natural increase declined from 1.9 percent in 1965 to 1.8 percent in | 974,

of U.S. capabilities within the developing countries
often takes place through (1) the training facilities
of the agency operating family planning programs
(such as the Ministry of Hlealth or the International
Planned Parenthood Federation affiliate in the
country), and (2) through the traming facilities of
universities, medical and nursing scheols, institutes of
public health, and other institutions. Nevertheless,
highly qualified individuals from developing countries
still have a great interest in coming to the United
States for training at an institution that has world-
wide reputation in the field and the capacity to
develop effective short-term  training programs for
individuals who already have expertise in a particular
subject matter area.

The manpower training inventory reveals that
fewer than 33 percent of all AID-funded participants
were trained fora period of 15 weeks or more whereas
approximately one-third of the participants received
training of 2 to 5 weeks. The data are revealing, for
rather than primarily seeking a degree, two-thirds of
the participants received intensive “involvement™
type seminars, clinical and nonclinical on-the-job
training and organized occupational study. The
training experiences provided these participants were
“academic” programis—22  percent, seminar-work-
shops--40 percent, on-the-job training or orgunized
occupational study—-31 percent, and “‘observation”
training programs-- 14 percent.

Within these short-term training programs, the
problems brought by trainees from their own coun-
tries are given priority analysis and attention. Partici-
pants receive essential instruments, books, and docu-
ments to use when they return, Trainees are expected
to apply their new knowledge to training programs in
their own countrics -the “multiplier effect” and are
expected to provide “feedback™ to the U.S. training
centers: the experience, knowledge and data they en-
counter in their own country, & reverse flow that
improves the overall quality of training.

Nurse-Midwives

Training for nurse-midwives in the United States
is based at the Downstate Medical Center of the Uni-
versity of New York in Brooklyn, where teams of
nurse-midwives, leaders, and trainers from less de-
veloped countries take 8 to 10 weeks of intensive
advanced training in all aspects of family planning
relevant to services nurse-midwives provide. These

37

teams then return to their home countries to
strengthen or establish nurse-midwife family planning
clinical training programs, and in the process are ad-
vised and assisted by the facuity of Downstate. Thus
far Downstate has been instrumental in upgrading
the quality of training for nurse-midwives in 10
developing countries. In addition, many individuals
have been trained simply as practitioners and in some
cases as trainers providing additional training outside
their country.

Public Health and Community Nurses

EEnrollees in this program are being trained at the
Itarbor General Hospital in Los Angeles, at Meharry
Medical College in Nashville and its contracted sub-
training centers, and at the University of California
at Santa Cruz.

Collectively, the need for increased involvement
of obstetricians, gynecologists, nurse-midwives. and
public health and community nurses is great. A 1970
survey of 37 program countries having a combined
population of 1.2 billion found 300,000 physicians,
185,000 nurses, and 129,000 midwives providing
medical services for this population. Significantly,
only 3.0 percent of the doctors, 1.6 percent of the
nurses, and 17.9 percent of the nurse-midwives in
these countries were giving half or more of their
time to family planning.

Managers and Executives

A twice-a-year training program for managers and
executives is conducted by the Center for Population
Activities at Washington, D.C. Top and middle
management personnel are given training in all aspects
of family planning program development and opera-
tion from the point of view of the managers at
various levels from clini¢ to national. Transfer of this
training to overseas locations is under consideration,

Social Workers

Training for social workers is conducted through
the International Association of Schools of Social
Work which has set up pilot programs in 30 schools
within 15 developing countries. The schools provide
pre-service professional training for social workers so
that whether they enter full time work in family
planning organizations or work in social wellare or
social service capacities in other kinds ol institutions,
they can teach or handle counseling, referral, and



other service necessary in the family planning field.

Under a refated program operated by the Uni-
versity of Michigan’s School of Social Work sclected
young professors from less developed country schools
of social work are given masters degrees in pepulation
and family planning,

Economists “nd Behavioral Scientists

Government representatives and  scholars are
being given advanced education at Harvard Univer-
sity in population economics, dynamics, and policy.
The project over a S-year period will have encom-
passed graduate level instruction for 56 students,
41 of whom are degree recipients or candidates.
The program not only is helping highly qualified
people from developing countries acquire a systematic
overview of the character and consequences of rapid
population growth, but also is giving them the status
and capability needed to become influential voices
in population matters in their own countries,

Trainers

A program aimed at improving the quality and
effectiveness of trainers in developing countries is
carried on at the University of Connecticut, in Hart-
ford.

This program provides trainers |2 weeks of inten-
sive work in how to design, manage, and teach all
aspects of family planning through training programs
operating in their home countries. These officers
are responsible for the training of the very large
number of para-professional personnel that make up
the great bulk of family planning workers having
direct contact witiv client families. Plans are now
underway to increase the capacity of this program
to provide training at overseas locations—-a develop-
ment that could markedly expand high-priority
countries’ capacity to meet training requirements.

Family Planning Orientation Training

A program of family planning orientation is
targeted at influential people from developing coun-
tries who come to Washington as diplomats, develop-
ment specialists, public administrators, and business-
men, The program also is aimed at Americans who go
to developing couttries in connection with assistance
programs.

The program, through a wide variety of orienta-
tion visits, demonstrations, seminars, an- printed
materials, shows participants that the Un .ed States
through public and private action is effectively pro-
viding its citizens with the knowledge and means to
practice family planning. The program is conducted
by the Planned Parenthood Association of Metropoli-
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tan Washington, an4 during its first 22% years over
1,300 people have received from % day to 3 days of
orientation, or have attended conducted seminars and
conferences. Many participants have expressed sur-
prisc that the United States is practicing at home
what it advocates for developing countries: family
planning conducted on a voluntary basis.

Training Communicators, Home Economists
These activities are discussed in the section on
information, education, and communication.,

Training of Demographers and Statisticans
Training in this area is discussed in the section on
demographic data collection and analysis.

Supportive Institutions

Since an overall AID objective is helping de-
veloping countries reach the point where they are
able to conduct their affairs without outside uassis-
tance, one requirement in the arca of population/
family planning programs is “institution building.”
There must be effective institutions within the United
States to help such development in the less developed
countries.  Similarly there must be institutional
support within the developing countries themselves.
Institutional development has absorbed 6 percent
of total resources allocated to population programs.

AID’s institutional development program consists
of six projects. Three ave conducted under the *“uni-
versity service agreements” with Johns Hopkins
University, the University of Michigan, and the
University of North Carolina. Through another
project the University of North Carolina also provides
technical assistance to developiment of a population
center at the University of Ghana, Two other projects
are carried out by the University of Hawaii and the
Population Council. Three other projects are carried
out by the University of Hawaii, the University of
North Carolina, and the Population Council.

The prime objective has been to help U.S. uni-
versities gear up for research, training, and advisory
services  needed for population/family planning
programs in the 1970%. A second objective has been
to expand the rnumber of knowledgeable U.S. and
developing country students capable of staffing or
assisting  family planning/population programs in
developing countries,

In 1971 AID negotiated follow-up agreements
with grantee universities which involved activities in
research, demonstration programs, pilot studies,
and experiments—activities which were prototypical,
innovative, and practical. But as these subprojects
were implemented, it became obvious that, in the



muain, the developing countries had inadequate sup-
portive functions and by and large were incapable of
sustaining and promoting the self-sufficiency required
for more extended programs,

On the basis of this evidence, AID revised its
grant to the University of North Carolina to test the
applicability and viability of long-range subproject:
that would permit the United States and collaborating
developing countries to participate in more sustained
institutional building activities. University services
agreements are  being focused and structured to
enable universities to respond to basic training and
specialized problem needs, while every effort is being
made to channel funds into subprojects closely
integrated with the needs of population/family plan-
ning programs in developing countries,

U.S. Participant Training

Each year between 470 and 500 participants have
come to the United States under existing bilateral
agreements and contracts to study in a variety of

institutions and centers. As part of this worldwide
training effort, AID provides professional guidance,
funds, placement, and support to these individuals
and is actively engaged in recruitment in those coun-
tries where AID missions exist. Many participants
are recruited annually by U.S. universities under
contract with AID. The majority, 56 percent, have
been women. The developing countries and regions
from which these participants come are generally
those in which a pressing population problent has
been recognized and in which a vigorous national
family planning program is under way,

An AID inventory reveals that 50 percent of all
participants trained in the United States since 1966
came from 10 developing countries, and 9 additional
countries bring the total to over two-thirds, Region-
ally, 43 percent of the participants came from Asia,
40 percent from Latin America, ard 15 percent from
Africa. A rank order of these countries is (1) the
Philippines, (2) Colombia, (3) Pakistan (and Bangla-
desh), (4) India, (5) Thailand, (6) Indonesia, (7) Para-

Peaple per physician is a measure that varies greatly in the developing countries. For example, the number

per doctor ranges from 530 in Argentina (below the average for the developed countries), to 27,240 in Indonesia,
51,200 in Nepal, and 75,200 in Ethiopia. The problem is intensified in some developing countries by the emigration
of physicians seeking to improve their prospects in Northern America, Europe, or other developed areas—an out-

moventent often referred to as a **brain drain,"’
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Allocations of Population Prog..am Assistance

Funding by AID, Total 1965-75

Private
voluntary
organizations

Bilateral

7% programs in
($199.3 mil.} developing
countries
34%

{$247.4 mil.)

Universities
13%
($92.8 mil.)

AID UNFPA
Operational 13%.
expenses ($97 mil.)
4%

($34 mil.)

PASAs2/
3%
($20.3 mil.)

($41.4 mil.)

1/Includes Pan American Health Organization, Salk Institute, Latin
American Demographic Center, Latin American Center for Studies

of Population and Family, Management Services for Health Incorporated,
and General Electric Company.

2/Participating agency service agreements with other U.S. agencies.

SOURCE: AID/PHA/POP 75-45
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guay, (8) Bolivia, (9) Ghana and (10) Nigeria, while a
sizable number of participants were also recruited
from: (11)Nepal, (12)South Korea, (13)Peru,
(14) Chile, (15) Ecuador, (16) Mexico, (17) Turkey,
(18) Costa Rica and (19) Panama, More recently
a greater emphasis has been placed on recruitment
and training of African nationals.

In-Country Training

Notwithstanding the importance of U.S.-based
training over the past decade, most of the training
in population/family planning has been provided
within developing countries themselves.

Over the past decade many tens of thousands
of people have participated in various in-country
training programs. The largest number trained have
been outreach workers, communicators, motivators,
and home visitors, Many of these individuals have
a background in health education, but increasingly
they are specially recruited conununity workers
residing in the area in which they work, In addition,
short-term courses for clinical personnel have also
been developed in several countries. Much of this
training is specifically for service personnel, but
increasingly the population and family planning con-
tent is being brought into medical, nursing, public
health, and health auxiliary schools so that new
graduate professionals are better prepared to render
population/family planning services than was formerly
the case. Leading in this development of extensive
in-country training have been the Philippines, Pakis-
tan, Indonesia, Colombia, Thailand, Ghana, Costa
Rica, South Korea, Kenya, and Egypt.

Physicians
Physicians play a key role in family planning
programs. They provide clinical and surgical methods
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of fertility regulation, supervise paramedical and
auxiliary personnel, and are active in administering
nonclinical and contraceptive services, Of 4,673 AID-
sponsored trainees who have studied in the United
States 28 percent were physicians.

In 1975, training for obstetricians, gynecologists,
and other surgically qualified physicians was carried on
under the leadership”of Johns Hopkins University's
Program for International Education in Gynecology
and Obstetrics (PIEGO). Johns Hopkins PIEGO
operates through associated institutions in the United
States including Johns Hopkins, the University of
Pittsburgh School of Graduate Public Health, and the
Washington University (St. Louis) School of Medicine.
Abroad, the School of Medicine at the Beirut
(Lebanon) American University and several institutes
in South Korea coniribute to the program.

PIEGO training consists of intensive 4- to 6-week
courses in advanced fertility techiniques for ovste-
tricians and gynecologists. It includes an cxtensive
review of reproductive physiology and medicine and
provides the necessary equipment and supplies to
permit trainees to return to their countries and
establish operating clinics and training centers*in the
procedures and methods that they have been taught.
In addition, it has a follow-up program that sends
qualified Americans or third<ountry nationals to the
medical institution of each partici»ant to give further
training within the local environment and to assist in
developing and maintaining proper standards for the
advanced medical procedures that they have learned.
Since 1972, 315 physicians from 51 developing
countries have received surgical laparoscopy training
at one of the PIEGO centers, and 375 AID-purchased
laparoscopes are currently distributed in 52 less
developed countries among trained gynecological
surgeons, many with PIEGO training,



Other Assisting Organizations

The Agency for International Development
recognizes that manysided efforts are required for
effective overall assistance to developing countries
which are attempting to deal with problems of rapid
population growth. Thus, in addition to providing
direct assistance for population programs in such
countries, the Agency encourages and provides help
for the assistance activities of the Unitea Nations,
U.N. specialized agencies, international orgatizations,
and a number of private organizations and institu-
tions.

Family planning organizations have long been
active in assisting development of population pro-
grams, as have a number of private foundations. Since
the beginning of its assistance in this field, U.S. AID
has allocated nearly $200 million to private organiza-
tions in support of their work with the developing
countries. Such funds in fiscal year 1975 amounted
to $31.3 million. In fiscal year 1974 they totaled
$28.3 million.

The U.N. Fund for Population Activities has be-
come the leading multilateral force in the world
population movement. Its activities are described in
the item which follows. The work in this field by
other institutions and organizations assisted by AID
is outlined in the succeeding sections.

United Nations

In fiscal 1975, the United States continued to
give strong support to the United Nations Fund for
Population Activities (UNFPA). The United States
was the major source of financing for population
activities undertaken in the U.N, system, In fiscal
year 1975, it contributed $20 million to such activi-
ties. In fiscal 1974, it contributed 318 million.

UNFPA, in turn, had become by 1975 the largest
multilateral source of assistance for population
analysis and action in developing countries. In recent
years it has supported over 1,200 population projects
in 92 countries—primarily in Asia, Africa, and Latin
America—plus providing help for regional, inter-
regional and global programs. UNFPA assistance is
made possible by voluntary contributions of U.N.
member countries, From 1967 through 1974, 74
member countries of the United Nations have con-
tributed $175.4 million for this purpose. Of this total,
the United States donated $77.4 million.

For an oiganization so important in the world
population ficld, UNFPA’s history is relatively short.

In its first 2 years as the Trust Fund for Popula-
tion Activities, the Fund, with $5 million provided
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through member country contributions, assisted the
United Naiions in strengthening its statistical and
demographic work. About the same time, several
organizations in the UN. system were authorized
by their governing bodies to carry on population
aciivities.

In 1969 the U.N. Trust Fund became the U.N.
Fund for Population Activities (UNFPA). Its mandate
involved it in the population activities of all U.N.
organizations as well as those of appropriate non.
government bodies. UNFPA’s role was stiengthened
further in 1971 and 1972, and in 1973 it was placed
under the authority of the General Assembly-speci-
fically under the Governing Council of the U.N.
Development Program (UNDP). Thus, UNFPA be-
came, hy stages, a separate entity in the U.N. system.

In 1972 UNFPA formulated its first work plan
based on an analysis of the outstanding population
problems and needs of the developing countries, It
outlined 4 years of population projects based on per-
ceived needs of countries and was developed with
the cooperation of recipient countries and U.N.
organuzations, Since then, the plan has been revised
annually and it covers six categories: basic population
data, population dynamics, population policy, family
planning, communication and education, and pro-
gram development.

UNFPA assistance is provided only upon request
of Governments, and it is neutral as regards the types
of assistance it provides and may fund activities to
limit population growth as well as to stimulate
growth,

In Latin America, where until the end of 1973
the majority of aid requests to UNFPA were for
demographic research and training, requests for
projects in maternal and child health and family
planning have increased sevenfold. The new emphasis
is particularly notable in Central America, the Carib-
bean area, and Mexico but also affects a growing
number of South American countries.

In South West Asia, assistance requests have
tripled since the beginning of 1973. Although em-
phasis is still strong on the development of hasic
population data required for cconomic and social
development, interest in family health and family
planning projects is increasing,

In the northern part of Africa, the bulk of assist-
ance has been for support of family planning pro-
grams, such as those in Egypt and Tunisia. In Africa
south of the Sahara, UNFPA funds have provided
support chiefly for the African Census Program;
but interest is growing in assistance to family plan-



ning services as part of national basic health services.

In Asiz and the Pacific, funds provided for
population activities in 1974 were double the 1973
amount, and most of the resulting projects were at an
advanced stage of implementation in 1975, Over 95
percent of the requests for UNFPA support have been
for family health and family planning programs.
Many Asiun countries have concluded agreements
with UNFPA.

New country agreements were concluded by
UNFPA in 1974 with Bangladesh, K-nya, India, the
Republic of Korea, and Turkey, and a revised and
extended agreement was made with Pakistan. Other
country agreements were in an advanced state of
preparation, Prior to 1974, country agreements had
been concluded with Chile, Cuba, the Dominican
Republic, Egypt, Indonesia, Iran, Malaysia, Mauritius,
Pakistan, the Philippines, Sri Lanka, and Thailand.

The UNFPA also funds a number of interregional
and global programs, such as the World Fertility
Survey (see below),

UNFPA’s contiibutions of 368,375,553 to popu-
iation programs in 1974 went, in the following
shares, to these geographic arcas: Asia and the Pacific,
33 percent; Africa, 20 percent; Latin America and the
Caribbean, 18 percent; interregional, 17 percent;
global, 12 percent; and Europe, less than one-half of
| percent.

International Planned
Parenthood Federation

The International Planned Parenthood Federation
(IPPF), with its network of family planning associa-
tions in individual countries, has long played a major
and uniquely important part in the world spread of
family planning and awareness of population
problems. In the last decade its role in family
planning education and in the provision of technical
services and supplics has expanded dramatically—
between 1965 and 1975 the number of member
associations rose from 40 to 84. Also, groups in 17
additional countries were working toward member-
ship in 1975.

From its inception, IPPF has, in effect, been a
women’s rights organization staunchly upholding a
woman’s basic right to determine the number and
spacing of her children. It has also campaigned for the
right of parents to family planning information and
services to be recognized universally as a basic right.

Organization
Much of IPPF’s strength comes from the fact that
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member associations are indigenous national organiza-
tions. Each is self-governing, working in its own
cultural an‘l political environment to meet the needs
of its own people while carrying out basic aims of
promoting family planning and  disseminating
knowledge of the consequences of rapid population
growth.

Through the individual country associations,
thousands of clinics are being operated and millions
of people in all regions of the world are receiving
family planning information, services, and supplics.
Many hundreds of volunteers and staff workers are
poing into schools, factories, community centers, and
isolated rural areas to reach additional thousands.

In well over 100 countries some form of family
planning  program, either government- or  non-
governinent-spensored, has been established or is
underway. More than 60 countries have national
population commissions, wnd morc than 40 have
announced official policies on population growth. In
almost all of these countries, the pioneering aetivities
of their own family planning associations, 1ssisted by
IPPF, were the forerunners to development of tlie
government programs. Many governments now in-
clude family planning or child spacing as part of their
public health or maternal/child health programs. Such
projects receive strong IPPF support and are par-
ticularly important in countries where large families
have traditionally been desirable.

Through its central office in London and six
regional offices, the IPPF is a supportive and uniting
body for all these activitics. It helps individuals and
groups organize family planning associations and gain
public understanding and political support; and it
provides them with financial assistance, technical
advice, supplics, and education and information
services to enable them to become more competent in
planning, programming, budgeting, and reporting. As
part of its services to member associations, 1PPF
arranges for field visits, seminars, and workshops and
trains more than 25,000 workers a year.

Cooperation With Others

Close cooperation is maintained with other volun-
tary agencies such as the International Council of
Women, Associated Country Women of the World,
International YWCA, Girl Guides, World Assembly of
Youth, and International Cooperative Alliance as well
as with trade unions, professional associations, and
many health and welfare groups.

IPPF has given special consideration during the
last 3 years to integration of family planning into
othe- efforts to raise living standards and particularly
into rural development. This is done primarily by



working closely with other groups. In the Philippines,
the family planning association cooperates with
government departments in an annual educational
motivation campaign; more than half a million people
attended over 7,000 meetings in Indonesia under a
community- education project; and the family
planning association in Korea serves 400,000 mem-
bers of 20,000 Mothers Clubs. An IPPF Centre for
African Family Studies, based on an international
agricultural extension college in Kenya, is launching a
program for the training of agricultural extension
workers throughout Africa in community develop-
ment and family planning communication. The
Allahabad project in India and the Shadab project in
Pakistan arc two cxtensive demonstrations of family
planning becoming an integrai part of community
development in largely rural areas.

IPPF has developed an expanding work relation-
ship with the United Nations and its specialized
groups. The Economic and Social Council (ECOSOC)
has granted IPPF Category I status, up from the
consultative status granted in 1964 and Category Il
status in 1969. IPPF is on the technical panel of the
United Nations Fund for Population Activities
(UNFPA), has acted as its agent in handling grants for
some countries, and has cooperated with it in raising
funds from governments. Consu'tative status is main-
tained with the World Health Organization (WHO),
the United Nations Children’s Fund (UNICEF); the
United Nations Education, Scientific, and Cultural
Organization (UNESCO); the Food and Agriculture
Organjzation (FAOQ); and the International Labour
Organisation (ILO). Programs are carried on in
collaboration with several of these agencics.

The International Audio-Visual Resource Service,
funded by the United Naiions Fund for Population
Activities (UNI'PA) and jointly run by UNESCO and
IPPF, was set up late in 1974 to help government
agencies and organizations and family planning
associations to make the best possible use in their
programs of the growing wealth of audiovisual
materials around the world.

World Population Year

High priority was given by IPPF (o cooperation
with the United Nations on World Population Year.
Member associations sponsored or participated in a
great range of special activities with information and
support from the central and regional offices. Many
volunteers from the member associations were in-
cluded in the national government delegations to the
1974 World Population Conference in Bucharest,
which itself reflected growing international
acceptance of IPPF ains and programs and a marked
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change in attitudes toward family planning in the last
decade.

IPPF ran a daily newspaper, Planet, throughout
the Bucharest meetings. The paper served to point to
the issues and clarify the simultanecus debates in the
various comnussions of the governmental conference
and in the sessions of the NGO Tribune.

In its 9-point position aper piesented at the
Conference, IPPF strongly backed a target date of
1985 to bring family planning education and services
to 2.5 billion men and women in their fertile years.
While this was not included in the World Plan of
Action as a goal for governments, there was no doubt
that delegates believed it should remain the objective
of the private sector and that each government should
be encouraged to fix a target that would be realistic
in terms of its own needs and resources.

This is a continuation of the forward movement
demonstrated at the United Nations Human Rights
Conference in Teheran in 1968 when 84 nations
passed, without dissent, a resolution strongly
supported by IPPF stating that couples have a basic
human right to decide on the number and spacing of
their children. And it is a decided change since the
1965 World Population Conference in Belgrade when
IPPF was one of two nongovernmental sponsors and
considered it a significant accomplishment that
family planning was included in the agenda and one
session dealt with contraceptive methods,

Contributions

IPPF’s eminent position in the family planning
field is evidenced also in the sources and amounts of
the contributions it receives. For IPPE’s first decade,
beginning in 1952, funds were woefully short, coming
mainly from private donors in the United States and
the United Kingdom. In 1965 support was beginning
to come in also from governments, and IPPF was ablc
to budget $895,000 (compured with $30,000 in
1961). As interest and support increased, expenditure
levels reached $14.3 million in 1970; $33.7 million in
1973; and the estimated cost of programs for 1975
was $46.7 million, with about $30 million of this in
grants to the Federation from governments and the
remainder being contributions by private sources to
those associations which are also funded by the
Federation.

Funds are used to support and maintain existing
organizations and services in needy countries, to assist
the development of promising new organizations, and
to stimulate innovations. The central office engaged
in 89 separate projects in 1974, each in response 1o
an identified nced. Financial support was provided to
65 member associations and to 20 others in countries
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International assistance to population programs of developing countries continues to increase, A small decline
in U.S. assistance in 1974 was more than offset by expanded aid from other governments and from private sources.
This assistance supplements the much larger total inputs of local currencies by the developing countries as a whole.

without member associations. The central office also
distributed $5 million worth of contraceptives
through its affiliates.

The number of donor countries, as well as
amounts given, has grown steadily. Sweden in 1965
was the first country to make an official grant. It was
followed shortly by the United States, Japan, Great
Britain, Denn:ark, and Norway. In 1974, 23 countries
made direct financial contributions, including 10
developing nations, IPPF hopes to have 50 contri-
buting countries by 1976, with 20 from the ranks of
the developing nations.

U.S. Government grants to IPPF, channeled
through the Agency for International Development,
began with $121,000 in 1966, increased to $4 million
in 1968, and had reached $12.4 million in 1974,

Assisted countries are making noteworthy contri-
butions of funds, goods, and services. For instance,
especially substantial financial support has been
provided to their own associations by the Govern-
ments of India, Pakistan, Korea, the Philippines, and
Ghana. Many provide space and facilities for clinics.
The Family Planning Association of Venczuela, for
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example, which was just getting underway in 1966,
was by the end of 1974 uperating 136 clinics, 132 of
them in Government premises. In Kenya, where a
clinical program was started in 1968, IPPF and the
Government have a cooperative project which sends
seven mobile teams into rural arcas and which will be
taken over entirely by the Government in 1976.

Substantial support comes from private organiza-
tions and foundations. Oxfam was one of the carliest
donors (1965), and the Victor Fund gave great
impetus to such contributions the same ycar with a
pledge of $3 million to be spread over 3 years. IPPF
estimates $2.2 million will be received from such
sources in 1975,

Member associations are encouraged to conduct
their own fund-raising activities and where possible
to contribute to central funds, The Family Planning
International Campaign in England was launched in
1963, the forerunner of many successful campaigns in
other countrics, such as Canada. The 189 affiliates in
the United States hoped to raise $120 million in
1975, part o which would support the international
movetment,



Through the years IPPF has expanded its services
to cover far more than assistance to its member
associations. It makes grants to universities and
individuals for family planning research in the fields
of biology and sociology and supports studies in
contraceptive methods and problems of fertility.

Many training courses to prepare medical and para-

medical personnel for family planning activities are
conducted or underwritten.

Conferences

International and  regional  confererices  are
another important activity. IPPF has sponsored nine
international conferences; and numerous regional
meetings serve to diffuse knowledge and experience.
In 1971, the Middle East and North African regional
office brought together 80 Muslim specialists and
scholars from 24 countries to consider the religious
implications of family planning. Their iwo-volume
study, published in Arabic and English, represents
one of the major sociological documents produced in
the Islamic world in recent times. The scholars, from
countries as far apart as Morocco and Indonesia,
concluded that Islamic teaching permits family
planning and the use of contraceptives—a major
breakthrough toward realizing IPPF’s goals in that
part of the world.

The International Conference in Brighton,
England, in October 1973, commemorated IPPE’s
21st anniversary and was called to consider its role in
the next decade. As a preliminary to this meeting,
IPPF conducted a survty of unmet needs in family
planning in 209 countries, Results showed that while
31 percent of couples use some method of contra-
ception, only about a quarter of the world’s popula-
tion has adequate access to family planning informa-
tion and supplies.

Following the Anniversary Conference, the IPPF
Governing Body formulated guidelines and objectives
for 197476, It will seek to:

* Increase the awareness of peoples and governments
about the human rights implications of population
growth on family health and welfare and its national
and global impact.

® Improve and expand family planning services with
emphasis on cffective distribution of contraceptives.
¢ Promote family life and planning courses in schools
and for out-of-school youths and adults.

® Undertake or stimulate action-oriented research in
biomedical and social sciences.

¢ Increase systematic evaluation of Federation activi-
ties,

* Promote activitics to broader. IPPF’s membership
base, especially among young people.
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» Make special efforts to expand rural area programs.
» Upgrade volunteer and staff training and skills.
* Increase efforts to obtain support from all sources.
* Develop information, education, communication,
and motivation techniques to achieve these goals.

Ruial Areas, Youth

Programs are already underway to implement
many of these objectives. IPPF js intensifying its
cfforts to reach the millions of people in rural arcas
who have no access to family planning education. In
Latin America, 50 to 70 percent of the population is
classified as rural; 80 to 90 percent in Africa: and
70 to 80 percent in Asia. India is pioneering a
broad education program in rural areas. The Domini-
can Republic, Sri Lanka, llonduras, Pakistan, and
Lesotho are among other countries developing similay
programs. In the Dominican Republic and other
countries, radio is being successfully used to reach
ru:l communities and to stimulate a demand for
provision of government services,

IPPF’s newly instituted program of community-
based distribution of contraceptives is expected to be
especially effective in rural arcas. Distribution will he
through a variety of conunercial and noncommercial
channels with shopkeepers, teachers, housewives, and
community leaders being recruited to act as suppliers
and to supplement the work of auxiliary health
personnel. Successful pilot projects in Colombia, Sri
Lanka, Thailand, and Brazil are serving as models for
a dozen other countries. UNFPA, the Population
Council, and several other agencies have joined IPPF
in designing and faunching this major new effort to
make family planning a practical possibility for rural
millions,

Associated with this approach had been the
recruitment and training of paramedical personnel.
Midwives, nurses, health auxiliaries, and traditional
birth attendants are being brought into pilot projects.

Associations are being urged to involve more
youth in education and motivation activities and in
leadership roles. Sex education prograins for both
in-school and out-of-school youth are being
strengthened in an effort to reach young people
before their 1eproductive years. Many associations in
Latin America and the Middle East, for instance, are
working with their governments to introduce sex
education in school curriculums.

A special contingency fund of $100,000 has been
approved by IPPF for youth activity expansion in
1975, building on a youth workshop held in Singa-
pore in May 1973 at which nine associations elabora-
ted projects for their countries. A youth leaders’



consultation workshop on population education and
family planning programs later brought together 56
young leaders from 28 Philippine family planning
organizations; and at the eud of 1974 another youth
workshop was held in Nepal to stimulate activities
and iavolvement in Pakistan, Ceylon, Bangladesh,
India, Iran, and Nepal.

Association volunteers and regional and central
staff met early in 1975 with oatside experts to study
a 1973 survey of training needs and activities within
IPPFF and to map out the first steps towards designing
a strategy for a major effort in training generally and
in management development in particular. This effort
is being allotted top priority for the Federation us a
whole. Member associations also regularly turn to
IPPF for motivational and educational materials, and
these are subject to continuing review, renewal, and
addition. A ficldworkers’ kit containing slides, film
strips, and printed matter was tested in 1974 and was
scheduted to be used widely in 1975.

Dissemination of information to bring about an
awareness of population problems and create an
understanding of the necessity for family planning is
a fundmental service of IPPF. The library and
information center in London (with 6,000 volumes)
is a major world resource on all aspects of family
planning and of population education. Audiovisual as
well as printed materials are made available to
rescarchers, students, and program planners and
managers. A regular flow of technical handbooks “nd
other aids is maintained for workers in specific family
planning and population fields.

Publications

Crucial to the success of IPPF member associa-
tions in their own countrics is the ability of IPPF as a
whole to influence opinion leaders and, through
them, governments, the United Nations agencies, and
other international and national organizations. The
central office has always maintained an active publi-
cations program and adapted its output to the needs
of the time. Rapid success has been achieved by the
quarterly magazine People, launched for the opening
of the World Population Year. The periodical aims to
provide decision makers and other persons of in-
fluence with a regular flow of lively information on
developments and ideas in the family planning and
population fields. Like most other IPPF publications,
People is produced in English, Spanish, and French.
Other influential quarterly publications are the Medi-
cal Bulletin and Research in Reproduction. 1PPF
News, produced in Arabic and Portuguese as well as
the three basic languages, provides a monthly news
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flow for velunteers and staft throughout the Federa-
tion and many thousands of other workers in the
family planning movement.

Some Background

While this report deals primarily with highlights
of the last 10 years, IPPF’s work in the field of family
planning actually goes back 23 years. FFounded in
1952 in Bombay, it was the outgrowth of small,
national, planned parenthood groups that had
struggled in a hostile climate for many ycars. By
1922, Mrs. Margaret Sanger—an outspoken champion
of women’s liberation—was working with a planned
parenthood group in the United States and was in
close contact with similar groups in other countries.
IPPF came into being largely through the efforts of
some of these early believers in women’s rights.

Today IPPF is the largest voluntary family
planning organization in the world, Full membership
is limited to one nongovernmental family planning
association in each country; associate and affiliate
memberships are also accepted. Member associations
nanie representatives to the six regional councils--
Africa, Europe, Indian Ocean, Middle East and North
Africa, Last and South East Asia and Oceania, and
Western Hemisphere. These councils choose delegates
to sit on IPPF’s supreme policy group, the Governing
Body. These representatives from different cultures
and associations in different stages of development
work together to promote IPPF’s goal, stated in its
constitution, “to advance the education of the
countries of the world in family planning and
responsible  parenthood in the interests of family
welfare, community wellbeing and  international
goodwill.”

Western Hemisphere Region. Headquartered in
New York City, IPPF’s Western Hemisphere Region
(IPPF/WHR) has been developing and supporting
family planning in Latin America, the Caribbean, and
northern America for over 20 years. The past 10
years have seen the movement sweep through the
region, bringing affiliated family planning associations
to all except two countries—Cuba and Haiti—and
attracting nearly 2.9 million acceptors of family
planning by the end of 1974, These years also
brought immense increase in the region’s program
resources—fiom a budget in calendar year 1965 of
$196,000 to the 1974 level of $8.59 million in funds
and $4.3 million in commodities for distribution.

The country associations in the Western Hemi-
sphere  organize their programs around family
planning clinics generally founded and operated in
Latin America by doctors and in the Caribbean by



volunteers from all walks of life. The number of
clinics reached a peak in 1972 of about 750. These
serviced 3.5 million visits by clients in that year, of
which almost 500,000 were first visits. The number
of association clinics has decreased to about 500 in
1975 largely because more governments are now
providing family planning services.

In the past 5 years, IPPF’s affiliates have begun
operations in rural Latin America and in the
Caribbean. The first rural effort was by the
Colombian association PROFAMILIA; it set a pattern
that has come to be known as community-based
distribution. In the past 3% years, PROFAMILIA’s
program has set up 370 distribution points serving
12,000 acceptors in a low-cost system enjoying
exceptionally high continuation rates. This success
has ted to a transfer of the community-based
distribution techniques to urban slums, beginning
with Bogotd in 1973. Costa Rica, the Dominican
Republic, and Brazil are among the other countries
with programs bringing family planning to rural areas
via mobile units, radio programs, and special training
courses,

This broad trend toward bringing services directly
to potential acceptors came to be supplemented by
other innovations and new attitudes as the 1970’
advanced. These include a much wider use of para-
medical personnel, renewed emphasis on postpartum/
postabortion programs, and establishment of the first
voluntary sterilization program in Latin America.

From the outset, the associations were challenged
to find ways of telling the public that famiiy planning
services are available and beneficial. And by 1970,
information and education units had been established
throughout the Western Hemisphere region and all
but a very few associations were making use of mass
media. In 1975 the Center for the Training of Latin
American Communicators in Family Planning had
graduated four classes of about 40 students, each
from courses lasting 10 weeks,

Population Council

The Population Council is a private, nonprofit
organization with a twofold role in population
activities, It undertakes and supports research,
training, and technical assistance in the social, health,
and biomedicul sciences and also acts as a center for
the collection and dissemination of information on
significant developments and ideas related to popu.a-
tion questipns.

Established in latc 1952 by John D. Rockefeller
3d, the Population Council is one of the oldest
private organizations in its ficld. Initially confining its
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activities to small demggraphic and biomedical re-
search grants, the Council in the carly sixties began
technical assistance to family planning projects in
developing countrics. During the past decade, how-
ever, its program activities have centered increasingly
on research in demography, physiology of reproduc-
tion, and public health/family planning and on
making population-related training available to insti-
tutions in developing countries. Research activities
are carried out both in-house and through grants and
fellowships. The institution-building activities are
carried out through cooperative relationships with
private organizations and government agencies in 27
develoning countries in Africa, Asia, and Latin
America.

In 1975 the Population Council operated with a
budget of $13 million and a staff of 125, of whom 28
were stationed in 16 countries. This represented a
near tripling of its budget and a doubling of its staff
over the past decade. The organization’s 1975 budget
was drawn from Rockefeller sources, the Ford
Foundation, other foundations and individuals, and
U.S. AID.

Through its Demographic Division, the Council in
1975 provided major training assistance to universi-
ties and university-institutes in 14 countries and
minor assistance to other groups in Africa, Asia, and
Latin America. In all such efforts, it sought to help
recipient organizations in developing institutional
capacities for local demographic training and research
reicvant to national situations. The application of
social science, and particularly economic analysis, in
the study of population policy was the aim of
assistance to development planning bodies and related
research institutes in four countries. Support for
professional interchange was provided through inter-
national professional associations—notably the Popu-
lation Association of Africa.

Research and publications of the Demographic
Division in 1975 involved six major fields, all
supported by grants or conducted by the Council’s
own professional staff. The fields included dermno-
graphic measurement, detailed assessment of the
demographic situation in selected countries, models
of fertility determination, models of economic-
demographic processes, population projection tech-
riques and results, and migration. Workshops and
specialists’ meetings in a variety of scientific and
policy-related subject arcas were also conducted or
supported by the Council.

Through its Technical Assistance Division, the
Council provides major support to family planning
programs in Colombia, the Dominican Renublic, and
Venezuela in Latin America; Morocco and Tunisia in



Africa; Iran in the Near East and South Asia; and
Indonesia, Korea, Taiwan, the Philippines, and
Thailand in East Asia. As the basic needs of family
planning programs have been met by governmental
and international agency funding, emphasis has been
increasingly turned to experimental, innovative, and
evaluative activities. Information and education pilot
activities were conducted in Iran and Korea and are
serving as the basis for expanded programs in these
countries. In Turkey, Indonesia, and the Philippines,
work has been completed on the development of
family planning delivery assistunce through the urban
lospital-based international postpartumn  program.
Similar efforts are now being extended in the rural
areas through family planning demonstrations coordi-
nated with maternal/child health care.

Postpartum programs previously supported by
the Council’s technical assistance activities have been
transferred to other funding approaches, including
those of WIIO, UNFPA, and local governments.
Research and evaluation continued as a major thrust
with significant activities in Colombia, Venezuela, the
Dominican Republic, Tunisia, Iran, Thailand, South
Korea, and Indonesia. In addition, the International
Committee on Applied Research in Population con-
tinued to identify and quickly test out promising
ideas for improved fertility-reduction measures.

An unchanged primary objective of the Bio-
medical Division of the Council is the development of
improved, new methods of fertility control. Earlier
activities toward this end were given new impetus in
1970 when U.S. AID awarded a $3-million, 5-year
contract for the development of a once-a-month pill,
Under this program, the Division conducted and
coordinated efforts to develop agents with useful
contragestational activity. Nearly 300 compounds
were evaluated for contragestational potential in a
varicty of animal and biochemica! tests. Several
compounds identificd as having possible utility are
undergoing continuing investigations.

The Biomedical Division’s contraceptive develop-
ment efforts scored a success in the early sixties with
its work on the plastic intrauterine device (IUD). The
Division furnished the lion’s share of the research
funds, programmatic help, and manufacturing aid
that brought the 1UD to its present stzge as a major
contraceptive in national family planning programs,
In 1971, the Division’s rescarch efforts were cn-
larged with the founding of the International Com-
mittee for Contraceptive Research (ICCR), which was
estabiished to carry work on new methods of fertility
control through to the final stages of testing and
development. The Committee has focused on 12
potential new fertility control methods and has

49

evaluated nearly 100 different dosage regimes and six
IUD’s in the pursuit of these methods. Approxi-
mately 50,000 men and women have participated in
these trials. The “Copper T,” an IUD, is the first of
the ICCR’s potential new methods to complete testing
and development. It is now being distributed in over
20 countries.

The Biomedical Division has sought to stimulate
rescarch and training in reproductive biology and
allied fields in both developing and developed
countries through its Visiting Scientist, Fellowship
Training, and Grant Programs. Small numbers of
international scientists and scholars are invited to
spend their sabbatical leaves working in the Division’s
laboratories. The Division’s Fellowship Program en-
ables biomedical scientists from both developing and
developed countries to carry out advanced training in
their specialties at institutions of their choice. In
addition, the Division provides post-doctoral training
for selected scientists in its own laboratories.

Pathfinder Fund

The Pathfinder Fund was formed in 1957 to
continve the life work of the late Clarence Gamble,
Begiuning in 1929, Dr. Gamble had worked to make
family planning services available to those wlho could
not obtain them. During the 1930’s and 1940’s, he
concentrated his work in the United States, where he
was responsible for the opening of the first public
family planning clinics in 40 cities and 14 States. He
made a grant to the Department of Health in North
Carolina that made possible the world’s first govern-
ment-operated birth control program. He also gave
significant help in the development of a family
planuing association and a family planning program in
Puerto Rico. After World War 11, he began offering
assistance abroad to initiate or expand family
planning in many countries of Eu.cpe, Asia, Africa,
and Latin America.

At the time of his death in 1966, the Pathfinder
Fund was a relatively small organization employing a
few field workers who visited cities and countries
overseas, stintulated interest in family planning, and
helped start national family planning associations
through small grants. Some 20 national associations
were given such assistance.

Beginning in 1967, grant assistance from the U.S.
Agency for International Development and increasing
philanthropic interest in family planning have made
possible the expansion of Pathfinder programs. Over
the 1965-75 decade, the total of Pathfinder grants
and the variety of supported activities have grown



greatly. In 1965, Pathfinder grants were less than
$100,000; in 1975, grants totaled $3.5 million. In
1965, Pathfinder’s primary rolc was to stimulate
interest in family planning among the leaders of the
countries its ficld representatives visited. Grants were
made to start activities—-but necessarily these grants
were small. In 1975, not only were the number an
size of grants much larger, but the =inge of activities
had multiplied. In 1975 approximately 150 grants
were made in more than 40 countries.

Pathfinder continues to make some grants as
sinall as $500 to help countries or cities or organiza-
tions start family planning activities. In these cases, a
little money made wvailable very quickly cin often
have substantial impact or even be the key to the
starting of a larger project.

As family planning services have become available
in more and more cities and countries, it is often no
longer a question of whether family planning services
would be offered—but of where and how they would
be offered. Will they be sufficiently inexpensive—so
that a large population may be served? Will they be
presented in a manner sufficiently sympathetic so
that couples not highly motivated might use them?
Additionally, there is an cvident need to inform
people about family planning services so they know
of their availubility, know what they are all about,
and want to use them, The Pathfinder Fund has
responded to these needs in many ways.,

Pathfinder also  has sponsored paramedical
training programs and encouraged countries’ health
systems to allow paramedical personnel to deliver
family planning services. Where overseas training for
health personnel has seemed beneficial, the Path-
finder Fund has funded travel and training.

It also has conducted an extensive rescarch
program on intrauterine devices and lielped to intro-
duce new contraceptive methods in several countrics.

Increasingly, the Pathfinder Fund has provided
support to leadership groups, professional groups, and
social service and social welfare organizations to
enable them to consider the need for family planning
in their own countries, to discuss the effects of rapid
population growth on economic development and the
welfare of their citizens, and to consider possible
actions. The Fund’s view is that solutions to
questions of family size, unwanted pregnancies, and
rapid population growth must be determined for each
country by the people of the country in terms of
their own needs, culture, and resources.

More recently, the Pathfinder Fund—taking a
broader look at the social changes that inevitably
occur as countries develop—has begun to make grants
to individuals and to groups to consider the effacts of
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the changes, how populations respond to those
changes, and what the leadership and citizenry might
do to improve life and welfare under the new
conditions that are evolving. Economic development,
improved health, and the increased chances of child
survival have wrought substantial changes for a large
part of the world’s population. Increasing attention in
the future may go toward programs that seck to

understand, accommodate, or stimulate beneficial
change.
Pathfinder’s field staff, none of whom are

Americans, has been carefully built up over a decade.
Five of its members are physicians with public health
degrees and experience, In 1964, the field office for
Africa and the Middle East was established in Geneva,
Switzerland. A national office for the Philippines was
opened in Manila the same year, Then a national office
was opened in Djakarta, Indonesia; the Pathfinder
Fund, India, was organized with offices in New Delhi;
and regional offices for Latin America were opened in
Santiago, Chile, and Bogota, Colombia. In 1974 a
regional office was opened in Nairobi, Kenya, to
cover sub-Saharan Africa and to enable the Geneva
office to concentrate on North Africa and the Middle
East.

Family Planning

International Assistance

Family Planning International Assistance (FPIA)
was organized in 1971 as the international division of
the Planned Parenthood Federation of America
(PPFA). Its purpose is to provide assistance to
governmental and nongovernmental agencies and in-
stitutions  (including church-related ones) in de-



Peaple learn about population and family
planning programs in many ways, among
them: through posters (above

left, in Pakistan); puppet shows

fabove, also in Pakistan), and

radio dramas (right, in 1he

Philippines).

veloping countries to enable them to conduct and
expand family planning programs. It receives funds
from the U.S. Agency for International Development,
Church World Service, and other donors as well as
from PPFA.

Since its establishment, FPIA has made grants for
more than 90 projects in 23 developing countries for
a total of $5.3 million. [n its first year of operation
(1971-72), FPIA funded 27 projects at a cost of
$657,000. Obligations in the 1974-75 program year
were $2.1 million, 21 percent over the previous year.
During the 4 years since 1971, 34 percent of the
expenditures have been for projects in Latin America;
30 percent, East Asia; 13 percent, Africa; 5 percent,
West Asia; and 18 percent, interregional,
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FPIA puts high p->rity on projects that can lead
to the development cf other projects in the same
country or serve as models for projects elsewhere, For
example, an FPIA-funded voluntary sterilization pro-
ject in the Philippines—the first in that country—
encouraged several other agencies to establish similar

programs.

Continuing another innovation, FPIA in 1974-75
responded to opportunities to assist agencies of the
Catholic Church in responsible parentlood p.ograms.
To date, $1.6 million has been obligated for such
programs, In Peru, FPIA is working with two Catholic
lay groups to operate 48 clinics in urban slum areas
and coastal cities. The program is supported by the
Church and local priests. Similar projects are planned



or underway in other countries including Costa Rica,
Colombia, Mauritius, and the Philippines.

Another FPIA objective is developing effective
low-cost, high-benefit family planning programs to
make contraceptives readily available. With this end
in view, FPIA will fund 26 service projects for a total
of $1.1 million in the current program year, or more
than triple its first year’s expenditures. An example
of this type of project is the Iglesia Ni Cristo Mobile
Family Dlanning Clinic in the Philippines, which
began as a small FPIA-funded demonstration project.
It has become a nationwide operation serving more
than 100,000 clients. Currently, it is enrolling about
one-fourth of all family planning scceptors in the
country. Another example is FPIA’s support of the
Korean National Council of Churches, which is using
a cadre of church women to distribute oral
contraceptives door to door and is conducting an
educational campaign to recruit 1UD acceptors.

Besides making direct project grants, FPIA
provides contraceptives, medical equipment and
supplies, and educational materials. In calendar year
1974, commodities valued at about $800,000 were
shipped to more than 23 institutions in 53 countries.

FPIA has identified more than 1,000
church-related hospitals, clinics, dispensaries, and
other private groups engaged in family planning
services. During its first 3 years, FPIA has become the
fargest single source of cuuraceptives and other
family planning supplies to this network, which aided
an estimated 500,000 users in calendar 1974,

Support for training programs is an integral part
of FPIA’s activities. An African program, for

example, is a collaborative effort with the Family
Guidance Assogiation to establish a training program
in Ethiopia for nurses and public health officers. This
is an important breakthrough in providing family
planning services in rural areas. Since 1971, FPIA has
provided training for 7,000 family planning
personnel.

During its first 4 years, FPIA has funded 41
information, education, and communication projects
for a total of $1.9 million. Fifteen projects received a
total of $558,000 of support in 1974-75 with the
largest share (26 percent) designated for Africa. An
example of the work being done in this ficld is the
development of daily radio programs, pamphlets, and
a film for usc in the Philippines and in East Asia.
Also, a series of family planning communications
workshops were held in East Asia and Latin America,
and another is planned to bring together Christian
and Muslim [eaders in the Middle Last.

Since 1971, FPIA has helped to produce 1.5
million copies of 175 different family planning
painphlets, to broadeast 3,500 family planning radio
programs, to provide family planning counseling for
more than 400,000 people with anothe: 700,000
attending family planning lectures, and to distribute
291,000 posters and 260,000 books. A quarterly
newsletter was started in 1975 to disseminate infor-
mation about project activities and to encourage
replication of successful projects.

Finally, FPIA established regional offices in
Africa (Ghana), East Asia (Philippines), and Latin
America (Costa Rica) during the 1974-75 year and is
planning to open another in West Asia.

Airlie Foundation

The Airlie Foundation, a private nonprofit institu-
tion located near Warrenton, Va.. in association with
the Department of Medicul and Public Affairs of the
George Washington University Medical Center, has
been actively involved in fostering communication
on population subjects.

U.S. Agencey for International Development (A1D)
grants have supported projects along three lines: The
operation of an Inter-American Dialogue Center, the
support of a Population Information Program, and
film productions on population-related subjects.

By the end of fiscal year 1975, the Inter-Ameri-
can Dialogue Center had sponsored 49 meetings
Loth in .the United States and Latin America for
leaders from government, academia, mass media,
military. doctors, bankers, women lawyers, soap
opera producers, as well as representatives of the

52

physical and social sciences.

The Population Information Program which pub-
lishes population reports aims to make rapid dif-
fusion of population research findings in fields of
fertility control technology, family planning pro-
grams, and law and public policy. Some 85,000
copies of cach of the 40 reports published by the
end of 1975 were distributed overseas in four
languages--English, French, Spanish and Portuguese,
Abstracts and citations are available through a com-
puterized storage and retrieval system,

Nearly 100 16-mm color motion picture films
have been produced by Airlie Foundation in the
population field under AID sponsorship. Most of
them were developed in collaboration with lamily
planning programs of 13 Latin American countries,
They are available on free loan for Spanish- and
English-speaking audiences in Latin America.



Asia Foundation

Following several years of exploratory assistance
for population activities, the Asia Foundation in
mid-1972 entered into a program of expanded action.
(A nonprofit philanthropic institution, the Founda-
tion has been helping Asians and Asian institutions
for over 20 years in promoting economic and social
progress.) Assistunce is mainly for country and
institutional improvements in public inormation,
education, and communication on population and
family planning matters; but help is also provided in
analyses of laws and manpower aspects relating to
population policies and programs.

Funding for its activities has been provided by the
US. Agency for International Development since
1972,

The Foundation encourages and supports pro-
grams that fit into national and regionai strategies for
reaching populatior/family  planning  goals. It
supports innovative projects and provides resources
for exchange and cooperation among Asian popula-
tion institutions. The Foundtion also assists efforts

of individual countries in informational education,
training in population-related social science research,
improving program manzgement, and in spreading
public awareness, acceptance, and adoption of fer-
tility-control measures.

The Foundation has resident representatives, or
officers-in-charge, in 12 countries.

Those where it now provides direct assistance are
Afghanistan, Bangladesh, Hong Kong, Indonesia,
Korea, Malaysia, Pakistan, the Republic of the
Philippines, the Republic of China (Taiwan), Singa-
pore, and Thailand.

Also, it is exploring ways in which the Japanese
population/family planning experience can be helpful
to other Asian countries.

Among activities supported by the Foundation
are: the Intergovernmental Coordinating Committee
in Southeast Asia for Population and Family Panning
that assists regional cooperation and exchange, the
provision of advisors in population to institutions,
and the Asian Broadcasting Training Institute that has
workshops for upgrading the planning ¢f radio and
television broadcasts,

Association for V()lumary
Sterilization

The  Association for Voluntary  Sterilization
(AVS) is a private nonprofit organization in the
United States working for voluntary sterilization as a
method of family planning and fertility regulation. Its
efforts have resulted in substontial gains in the
aceeptance, availability, and use of voluntary steriliza-
tion. In 1974, almost 1'% million Americans elected
to be sterilized,

Numerous groups in other countries have turned
to AVS for guidance in advancing their voluntary
sterilization programs. In response. AVS, with the
assistance of AID and funds from private sources,
created the International Project (IPAVS) in June
1972 1o stimulate and support voluniary sterilization
programs around the world, IPAVS provides no direct
services; rather, it supports projects through grants to
medical and health groups to meet local needs.

Through June 1975, IPAVS had awarded 125
grants totaling $1.9 million to recipients in 24
courtries. s 1972-74 record reflects both increased
numbers of grants and an expanding geographic
coverage. In 1972, two grar (< were made; in 1973, 22
grants to 1 countries; and ‘n 1974, 70 grants to 21
countries. Geographic areas receiving assistance have
included South America, Central America and the
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Caribbean, East Asia, and South Asia and the
Mideast. Projects have been funded for medical
equipment, information and education programs,
training paramedical and auxiliary health workers,
and  medical-scientific  conferences. The lurgest
number has been for service and training projects and
for medical equipment. Purchase of equipment has
amounted to about 40 percent of all funds awarded.

Approximately 22,000 sterilization procedr.res
were performed by IPAVS subgrantees in 1973 and
1974--20,000 female and 2,000 male. Abovt 49
percent of the fernale acceptors were under 35 years
of age compared with 39 percent of male acceptors.
During 1974, the largest number of female steriliza-
tions (12,000) was in East Asia and the largest
number of vasectomies (1,000) in South America.

A variety of surgical techniques has been used in
female  sterilizations—laparoscopy, culdoscopy,
colpotomy, paparotomy, mini-laparotomy, and post-
partum tubal ligation. Laparoscopy accounted for
about 40 percent of the female sterilizations,

A significant accomplishment in 1974 was the
promotion of mini-laparotomy—a simplified, in-
expensive outpatient procedure suitable for programs
in both rural and urban settings. The procedure has
been widely used in Thailand, where it was perfected,
and where rural physicians throughout the country
are now being trained for its wider use. In 1974, 578
procedures were performed at an IPAVS-funded



program at Ramathibodi Hospital in Bangkok, and
hundreds more were performed by Ramathibodi-
trained physicians at rural health centers. This pro-
cedure is now being used in the Philippines and
Colombia and the [PAVS has provided related
training to physicians from Bangladesh, Costa Rica,
Indonesia, and Korea.

Increased use of this technigque in 1975-76 is
indicated by the large numbers of requests from
governments and physicians throughout the world for
training and equipment.

A mgjor IPAVS activity has been physician
training. From 1972 through March 1975, 412
physicians were trained in female procedures and 71
in vascctomy. These physicians were from 18
countries, representing all major regions of the
developing world except Africa.

Training grants are cither major awards to key
government or university teaching institutions or
small awards for training individual physicans in
surgical techniques or in the organizing and planning
of voluntary sterilization programs. Since the impact
of national training grants is potentially larger, IPAVS
has emphasized such projects as a nationwide
Philippine program to train 80 physicians. To date,
paraprofessizaal training has been limited to a few
programs with Colombia’s PROFAMILIA and
Guatemala’s APROFAM. PAVS ulso has provided
physicians with orientation trips to other countries to
observe various types of service programs.

In 1974, IPAVS funded information and educa-
tion projects in 14, countries with 62 percent of
adsistance going to South and East Asia,

The vast majority of these programs, 75 percent,
were for patient education and did not extend
beyond the confines of a hospital or family planning
clinic. Many were coordinated with government
family planning and voluntary sterilization services.
Others were connected with training and service
projects in university, government, or private hospi-
tals. One grant was for a national public education
jrogram, and a few were for health personnel
.ducation.

Since its Second International Conference in
Geneva in 1973, IPAVS has escalated its conference
activities. IPAVS sponsored or assisted six con-
ferences in 1974, and directors participated in nine
other international meetings. Activity the first half of
1975 included a regional conference in Dacca
sponsored by the IPAVS-funded Bangladesh AVS, a
regional Asian conference in Taipei, Taiwan, the
Korean AVS national conference, and the Egyptian
Fertility Control Society regional conference.

The .Second International Conference recom-
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mended that IPAVS help groups in various countries
develop national voluntary sterilization associations
with the ultimate goal of establishing a world
federation. To date, IPAVS has funded associations in
Bangladesh, Iran, Taiwan, Turkey, ligypt, Indonesia,
and Korea, Associations in 15 other countries are in
various stages of organization.

The first Developmental Conference on National
Associations was held in June 1974, A statement
setting forth an Interim Commission was drafted and
was signed by health and medical leaders from 16
countries. IPAVS will represent all member assccia-
tions and affiliates at the international level. 1t will
serve as a forum for the exchange of information,
knowledge, and rescarch findings, and it will work
toward establishment of nongovernmental organiza-
tion status with the World Health Organization,

1P VS is pianning a Third International Con-
ference to be held in Tunis in 1976. Emphasis will be
on program planning and implementation and
management of voluntary sterilization services.

International
Confederation of Midwives

The International Confederation of Midwives
(ICM) initiated a program in 1972 to encourage and
help midwives around the world to supply family
planning information and services for their clients and
local groups as part of their basic work for maternal
and child health. Since then, the ICM has been
conducting a series of regional programs for mid-
wifery leaders from nearly all developing countries,
Funding is provided through a grant from the U.S.
Agency for International Development.

American Home Economics
Association

The American lome Economics Association
(AHEA), through its International Family Planning
Project, has been working since 1971 to help establish
population education and family planning as an
integral part of home economics programs in de-
veloping countries. This project is supported by a
grant from the U.S. Agency for International Develop-
ment.

The first planning conference, held at the Uni-
versity of North Carolina in November 1971, brought
50 participants from 13 developing countries and the
United States together to discuss the family planning
aspects of home management. Since then, some 3,000



home cconomists have participated in in-country
workshops and institutes including family planning
subject matter. These specialists, in turn, have carried
family planning information to many thousands of
houscholds in their countries.

Country surveys and consultations—the first steps
in providing information and stimulating both govern-
ment  officials and home economists to become
leaders in family planning/population activities—have
been made in 19 countries since January 1972,

Following the surveys, in-country workshops and
seminars are conducted by local home economists
in consultation with AHEA staft, emphasizing family
planning and population education as 4 component of
home cconomics programs in schools and colleges
and in extension and community development pro-
grams. In-country funds, persannel, and other re-
sources are used as much as possible.

Thirty-five workshops were held in 30 countries
in 1972 through 1974 and are planned for additional
countries in 1975-76. These workshops are for the
purposes oi orientation, curriculum development, and
resource development. In Jamaica, for example, most
of the 46 workshop participants were teachers. The
program included lectures and discussions of the
effects of overpopulation and of ways of integrating
family planning and home economics education.
Three followup workshops were held for 90 teachers
in rural schools. As a result of this activity, tamily
planning education became a part of the school
curriculuni in September 1974 and will reach about
34,000 students each year.

In-depth training on a regional or international
basis has been provided. Two month-long workshops
were held in Taiwan in 1973 with 10 countries
represented.  The  Philippines  Home Economics
Association, with AHEA assistance, conducted a
3-week family planning/population education work-
shop in 1975 for participants from Afghanistan,
Nepal, Sri Lanka, Indonesia, Thailand, and the
Philippines.

In addition, 6-week summer institutes have been
held in the United States for home economics
students from developing countries—students already
in the United States for study purposes. Three
institutes in 1972 enrolled 42 students representing
21 countries; in 1973, five institutcs enzolled 66 from
26 developing countries. Seventeen countries were
represented at one general and two specialized
summer institutes in 1974, In 1973 AHEA received a
grant from the Asia Foundation to fund Asian
graduate students at the summer institutes.

AHEA organized a meeting of an ad hoc advisory
committee of home economists from developing and
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developed countries in Helsinki in 1972 and a second
meeting in  Ankara in 1974. Following recom-
mendations of the second neeting, 35 home econo-
mists from 20 countries have been designated as
representatives for family planning/population educa-
tion activities in their own countries, including work
with AHEA’s international family planning project.

The summer institutes tie in with another func-
tion of the project—that of providing educational

materials. Two packets of prototype teaching
materials have been developed.
Other publications of the project include:

Women's Roles and Iducation, Resource Papers for
Curriculum Development, and a Resource Catalog for
Family Planning and Population Fducation in Home
Economics.

AHMHEA works closely with other organizations.
AHEA and IPPF have prepared a 15-minute slide and
taped-sound production for home economists and
family planning field workers titled Partners for
Change. An AHEA staff member works regularly with
the International Federation of llome Economists
(IFHE) a¢ its headquarters in Paris. 1IFHE, FAO, and
AHEA have collaborated in preparing an international
plan of action to incorporate population education
and family planning in home economics. Liaison is
maintained also with UNESCO, WHO, World Educa-
tion, Asia Foundation, and other organizations con-
cerned with family planning.

A home cconomist from a developing country
attended the World Population Conference in Bucha-
rest under AHEA sponsorship, and an AHEA repre-
sentative attended the World Conference in Rome.
Home economists in devcloping countries are being
encouraged to take part in national and international
observances of International Women’s Year, and
AHEA funded two IFHE representatives to the
International Women’s Year Conference.

American Public Health

Association

The American Public Health Association (APHA),
representing some 25,000 members, is broadly con-
cerned with improving public health through com-
munity efforts. For over 100 years it has served as a
leader in developing technical standards for delivery
of public health services, improving the quantity and
quality of health manpower, and working with other
groups on matters of public policy that affect the
public health and welfare. It has made—and is
continuing to make—important contributions to
population research and family planning in the



United States and abroad.

In 1959, APHA adopted a milestone policy
statement calling on all health organizations to
support population research and encourage develop-
ment of family planning services for all population
groups consistent with their beliefs and desires.
Committees were established by the Association to
carry out this policy, and numerous related studies
and investigations were made of maternal and child
health, in epidemiology, in statistics, in public health
nursing, and related fields. These early activities led
to several national conferences and other meetings at
which data were examined, programs reviewed, and
plans made for projects relating to population.

The Association followed its 1959 population
policy statement by issuing 12 additional statements,
resolutions, and program standards between 1964 and
1974. These concerned family planning programs,
standards for abortion services, sex education, and
related subjects.

APHA has directed and staffed a number of
family planning and population projects since 1965.
One of the most important was a 5S-year project
funded by the Ford Foundation in 1961,

One significant result of this S-year project was
the establishment of a process for disseminating
information and educational materials on population
to public health workers. Another was the publica-
tion of several standard-setting documents, including
a family planning guide for State and local agencies
and a set of standards for abortion services. Between
1966 and 1971, APHA was a major publisher of
technical family planning literature.

Other activities stemmed from the project funded
by the Ford Foundation. In 1967 the Association
assumed responsibility from the Population Council
for the continuance of a tamily planning project with
U.S. medical schools. In this project, cach of the
participating schools developed a plan to better the
health of a low-income area through family planning.
All plans provided free family planning counseling
and services to clients who met established criteria.

In September 1974, under a grant from the
Department  of Health, Education, and Welfare
(HEW), the Association began a detailed study to
obtain information on social and psychological
factors in adolescent sexual behavior. Health workers
have long been concerned about the inadequacy of
quantified knowledge on this subject. Working with
colleagues, advisors, and teenagers, APHA staff has
developed a questionnaire-interview technique to
record adolescent attitudes and experiences,
personality and cognitive style, life events, motiva-
tion, and self-esteem along with social and demo-

56

graphic information. A sample of 2,700 representa-
tive 16- and 17-year old males and females is being
surveyed in Washington, D.C.; Atlanta, Ga; and
Bellingham, Wash., Adolescents participating in the
survey in Washington, D.C., and Bellingham have
agreed to a sccond interview within a year if it is
needed. Results and analysis of the study are ex-
pected to be available in 1976.

Also in 1974, APHA’s continuing interest and
leadership in piomoting better understanding of the
public health implications of population imbalance
led to its publication of a comprehensive guide to
family planning information sources for health
workers.

As part of its educational work in the popuiation
field, APHA collaborates with several universities in
the United States, including the Universities of
California, Washington, and Hawaii and Loma Linda
University. It also works with overseas centers to help
development and training of manpower. Such
examples arc the University of West Indies, Mahadol
University, ana the University of Indonesia. APHA
also has assisted schools and colleges in nine de-
veloping countries in improving curricula for teaching
family planning techniques and population program
methodology.

Since 1970, APHIA has cooperated with AlD in a
program to provide professional consultation and
technical assistance in population/family planning
and health-related ficlds, Using its own staff and a
registry of some 1,000 qualified consultants, the
Association has assisted developing countries in
planning, implementing, and evaluating programs; in
training professional and technical staffs; in preparing
and disseminating technical data and educational
information; and in integrating family planning into
maternal/child health and other services.

Governments of five Latin American countries
have asked APHA to study their family planning
programs and help establish goals and priorities. The
Association also helped plan and conduct four
regional seminars on population and family planning
sponsored by the International Alliance of Women.

Advice and consultation have been provided to
professional groups throughout the world on the
management and utilization of fertility control
measures and contraceptive techniques. In the past 5
years, some 200 physicians, nurses, demographers,
management specialists, educators, and other pro-
fessionals have served as short-term consultants in
more thian 45 developing countries.

One example of this type of assistance is a project
initiated in 1971 with the Government of Indonesia.
It was designed to increase the number of health



education specialists and to involve a major per-
centage of fertile couples in the national family
planning program. A cadre has received in-country
training at the undergraduate level, 42 health educa-
tion specialists have received graduate training in the
United States, and a postgraduate program has been
established at the University of Indonesia. Health
education services hiave been strengthened at all levels
to assure a continuation of support for maternal/child
health and family planning programs.

From 1970 through 1974, the Association made a
study of the role of voluntary health organizations in
developing countries to find ways of increasing
citizen and group participation in improving health,
family planning, and nutrition services. As a result of
demonstration projects in Costa Rica and the Phil-
ippines, future plans are directed to expanding and
strengthening organized voluntary efforts in support
of national health goals.

Since May 1972 the Association has directed a
program to assist developing countries plan, establish,

and evaluate integrated delivery systems for health,
family planning, and nutrition. A procedure has been
set up to gather, store, and retrieve information about
health delivery systeins worldwide; to identify
interesting innovations; and to evaluate them and
study reasons for their success or failure.

A demcnu-tration project in Thailand—and others
currently being planned -will include host-country
planning with APHA assistance. involvement of
national and cominunity groups, and a focus on
integrated services for women 15 10 55 years of age
and for children under 5 years. ft is anticipated that
the demonstrated services can later be carried out and
replicated by the host countries without assistance.

APHA collaborates with other organizations—
such as the Christian Medical Commission, the Popu-
lation Council, the Ford Foundation, and The Path-
finder Fund—in international projects. It has worked
closely with the World Health Organization and is a
sponsor and participant in the National Council on
International Health.

Planned Parenthood
Federation of America

The Planned Parenthood Federation of Armerica
(PPFA), the pioneer family planning organization
of the United States, is the largest national associa-
tion within the International Planned Parenthood
Fedecration (IPPF)

Beginning with the founding of the Nation’s first
birth control clinic by Margaret Sanger in Brooklyn,
New York, in 1916, the U.S. Planned Parenthood
movement spread. By 1974 it was serving 930,000
acceptors. Meantime, there has been a virtual tripling
of the service load since 19606, including services in
sex education, abortion referrals, vasectomy, and
other activities.

PPFA provides the largest private network of
reproductive health services for low-income women in
the United States. No one is turned away from its
clinics because of inability to pay. More than three in
four of its acceptors during 1974 were of low or
marginal income; 11 percent were public assistance.

In addition to contraceptive services, it provided
6 million diagnostic tests and examinations in
1974—pap smears, pelvic and breast examinations,
blood pressure measurements, blood tests, and VD
tests. It conducted more than 1% million individual
counscling sessions on birth control, infertility,
problem pregnancy, and other medical needs. And it
made roughly 100,000 referrals to other sources of
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health care—reflecting its concern for all nedical
conditions uncovered during the client’s visit,

PPFA also provides the Nation’s largest network
of help and advice for those with a problem
pregnancy, handling more than 200,000 such cases in
1974. Those who wished to carry a pregnancy to
term were recommended to a source of prenatal care
and, on request, were referred to adoption services,
Those who wished an abortion were guided to a
high-quality medical service. During the year, 19 of
the 187 affiliates provided abortion service and
follow-up contraceptive guidance in their own facili-
ties—cight more than a year carlier.

The organization also serves as a major source of
service and referral for persons seeking voluntary
sterilization. More than 50 of the affiliate organiza-
tions offered vasectomy serviee in 1974, In all, more
than 13,000 women and more than 11,000 men
received voluntary sterilization service, counseling, or
referral through PPFA clinics in 1974,

The national headquarters of PPFA serves three
major roles: as guide to its national nctwork of
comnunity services; as major advocate and analyst in
the U.S. family planning ficld; and as a continuing
source of family planning assistance to other nations,
both through its own programs and through its im-
portant financial support to the IPPF,

PPFA develops its own international programs

through its international division, Family Planning
International Assistance (FPIA).



Population Services

International

Population Services Intemational (PSI),
established in 1970 as a nonprofit family planning
organizatjon, directs its programs primarily to mar-
keting the concept and means of fertility regulation.
It stresses methods of contraception that do not
require scarce medical services and facilities. Its mode
of programming utilizes mass media, consumer goods
distribution networks, and local business expertise,
Population Services International estimates that its
activities in 1974 were responsible for averting more
than 22,000 births.

PSI follows a “social marketing” approach--the
application of marketing principles to programs de-
signed to cnhance human welfure. This approach
focuses on the use of commercial facilities and
techniques, such as niarket analysis, sales promotion,
and consumer education to bring birth control
information and low-priced services to large numbers
of people-particularly in areas where family planning
clinics are lacking or inadequate. In this work, it
cooperates  with local researchers, marketers, ad-
vertising and consumer products distribution firms,
and  with community leaders and educators. Its
long-range objective is to alleviate problems of popu-
lation growth, unwanted pregnancies, and sub-
standard Kes'™' Its medium-range objective is de-
velopmen. of projects that can be adapted for
large-scale, demographically significant programs in
developing countries and also reduce unwanted
pregnancies in developed areas.

Its largest program in 1975 was a nationwide,
AlID-funded project in Bangladesh. There, PSI is
working with local firms to educate consumers about
birth control and to distribute 36 million condoms
and 7 million monthly cycles of oral contraceptives
through thousands of shops over the next 3 years.

Another contraceptive marketing prograin started
in late 1973 in Sri Lanka with a grant from the
International Planned Parenthood Federation (IPPF),
the support of the Sri Lanka Government, and the aid
of a local family planning association. LExtensive
advertising was used to promote sales through 4,600
local retail outlets and by mail. First-year sales of
condoms totaled over 4 million—exceeding the
original goal of 2.5 million. As a result, a sister
project has been set up to market oral contraceptives.

Other projects are underway or in the planning
stages in Latin America, India, Nepal, and Africa.

A grant from the Population Council is enabling
PSI to werk with private contraceptive manufacturing
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firms operating in Latin America, Southeast Asia, and
Africa to increase the use of their products in
developing countries. Working relationships also have
been established with advertising firms in Kenya,
India, Colombia, Indonesia, the Philippines, Ghana,
and Sri Lanka.

One of PSI’s carliest projects, started in Kenya in
1972, was a campaign using newspapers, radio, direct
mail, and cinema advertising to sell contriaceptives at
a subsidized price. Followup surveys showed that in
the project 120,000 condoms were sold to an
estimated murket of 50,000 people. In addition,
14,000 condomns were sold by mail to purchasers in
Uganda and Tanzania. A grant from Oxfam has
enabled PSI to purchase a mobile unit and hire a
ficldman to continue this project in remote areas.

In addition, some PSI projects relate to medical
procedures, For example, widely distributed leaflets
have recruited candidates  for and
laparoscopies in the Philippines. Also a Scaife grant is
being used for a clinical project in Australia to
demonstrate the use of menstrual regulation,

Foundations that have contributed to PSI activi-
ties, in addition to those donors previously men-
tioned, include the Hugh Moore Fund, Ford Founda-
tion, Sunnen Foundation, Playboy Foundation, and
the Henry B. Plant Memorial Fund, Inc.

vasectomics

World Education

World Education works in partnership with about
45 organizations in developing countries and in colla-
boration with a number of international agencies to
provide innovative educational approaches, financial
assistance, and skilled consultants to 30 literacy pro-
jectsin 17 countries. It develops integrated functional
literacy programs for adults that include education on
population matters, family planning, nutrition, and
food production. Its long-term program of functioral
literacy training has been assisted since 1969 by
grants from the U.S. Agency for International De-
velopment,

World Education’s program includes: identifica-
tion of learner needs through individual and group
interviews and baseline surveys; design of training
programs and curriculums; development of learner-
oriented methods and materials focusing on problems
of everyday concern to the learners; training of staff
and teachers; and development of evaluation strategies
and techniques for assessment of program activities
and learner gains,

Its communication program disseminates infor-
maticn and results of project activities through publi-
cations and audiovisual media,



Region and Country Situations

Asia

Asia contains over half of the world’s people,
with their number increasing rapidly. The estimated
rate of increase among South and South East Asia’s
1.1 billion people is about 2.3 percent annually and
1.7 percent among East Asia’s 1 billion. Just since
1965 Asia’s increase has totaled 379.3 million.

If these rates were to continue, in another 35
years Asia’s population would be greater than the
present world’s total,

The population is expanding not only because of
high birth rates but also because better conditions
have lowered mortality, More babies are surviving and
growing to adulthood, and adults are living longer
than before.

Although national development programs have
made notable progress in most Asian countries since
1950, rapidly rising numbers have prevented the
intended improvement in average levels of living and

have retarded economic and social development.,

Asian leaders have become increasingly concerned,
Within the past decade (longer in some cases) most
Asian countries have initiated programs to slow popu-
lation growth and improve maternal and child health,
Nineteen today have national family planning pro-
grams, Most are administered by governments, and all
receive at least some government support, Several
countries, notably Singapore, are also working to bring
development policies and programs in the “beyond
family planning™ sphere to bear on fertility (housing
allocations, restrictions on maternity leave after birth
of a specified number of children, etc).

The carly work in Asia was done by voluntary
agencies. The later pattern in many countries is for
the government to provide the actual services with
the private agencies concentrating on public infor-
mation and personnel training,

Variations in Asia’s vital rates are wide, Some heavily populated countries—the People’s Republic of China, South
Korea, Taiwan, Japan, Hong Kong, Singapore-have made progress in reducing birth rates, death rates, and the
rate of natural increase. But other countries, as the chart shows, still have far to go in dampening thelr rates of natural increase,

[ Estimated Vital Rates in Selected 7
Countries in Asia, 1974
pir 17000 poputarion NN pamurson % 1000
population
{(Whole bar)
Bangladesh 27 AR 20 Soonwy a7
Pakistan 29 | NNNNNNEERNNNNNY 44
Afghanistan 22 NN RN 43
Philippines 30 RO 11N\ 41
Burma 24 J NNNNNNNNITANNNNRNN 40
Indonesia 21 NN 38
Thailand 25 | NN 36
India 20 NN 35
South Korea 20 | NN 29
China (P.R.) 17 | DNNNNYTONNNY 27
China (Taiwan) 19 IN 5\ 24
Singapore 15 | NN 20
Hong Kong 14 [ NEAN 19
Japan 12 K6 18
SOURCE: Population Reference Bureau 75-38
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These heavily populated countries account for almost a fifth of the world's people.
Although there were galns in annual growth of total gross national product over 1970-74,
the pressure of rapid population increase brought either very small gains or declines in per caplta GNP.

In some East and South East Asian countries—
the People’s Republic of China, Hong Kong, Malaysia,
Singapore, the Republic of China (Taiwan), and
South Korea—birth rates have dropped significantly.
In India the birth rate in 1974 was estimated at 35
per 1,000 people compared with 43 in 1965. In
Bangladesh and Pakistan the programs have suffered
from political dislocations associated with severance
of the two countries.

Important, however, is the fact that in most of
Asia inaction about population problems has been
replaced by action and that a major and growing
movement is inderway to curb the wave of additional
human beings that will be appearing in the years
ahead. Also significani is the fuct that out of the
Asian experiences are em>rging many innovations and
conclusions that are useful not only to Asian
countries but to all others around the world that are
trying to slow excessive populaticn growth.

A large number of external organizations and
countries are assisting the development of family
planning in Asia. The United States has been a major

donor over a 10-year perind. More recently, the
United Nations Fund for Population. Activities
(UNFPA) has becorie highly active on both an
individual country and a multilateral basis. Multi-
lateral allocations in 1973 to Asian and Pacific
projects now being carried out totaled $3 illion.

East and South East Asia

Several countries of East Asia have made notable
progress in receni years in initiating and expanding
family planning programs designed to reduce popula-
tion growth,

For example, Singapore has lowered its birth rates
from a 1965 level of 31 births per 1,000 population
to a current level of about 20 or less per 1,000.

The People’s Republic of China, though it does
not issue population data, is carrying out a vigorous
and far-reaching program thought by some Western
observers to have dropped its rate of population
increase to near that of Western Europe.

The Republic of China (Taiwan) has a strong
family planning programn that has dropped birth rates

Economie Growth Rates!
in Selected East Asian Countries
Total GNP Per capita GNP
{percent growth) (percent growth)
Korea, South W 10.3 8.6
China (Taiwan) 'f//////////////A 8.9 6.8
Indonesia /////M 7.1 4,7
Philippines ///////// 6.1 2.7
Japan m 6.0 4.7
Thailand W 5.2 > 2.4
1/Average annual growth of
Gross National Product (GNP),
SOURCE: AID/SRD 1970-1974 75-32
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Economic Growth Rates!
in Selected South Asian Countries

Total GNP
(percent growth)

Per capita GNP
(percent growth)

Pakistan ////////////////// 3.4 @ 0.4
Sri Lanka /////////////A 2.9 0.7
Bangladesh' /////////// 2.5 H -0.1
India ///// 1.1 -1.3

SOURCE: AID/SRD

1/Average annual growth of
Gross National Product (GNP},
1970-1974
75-31

from 45 per 1,000 population in 1956 to 23 per
1,000 in 1974,

Hong Kong has achicved even more spectacular
results. Its 1960 birth rate of 36 per 1,000 populaticn
per year has been reduced to 19 per 1,000,

Japan, a pioneer in population progr. m efforts,
has made similar progress—cutting its birth rate from
34 per 1,000 population after the end of World War
11 to a 1974 level of 19 per 1,000.

In general, family planning in East and South East
Asia has encountered remarkably little opposition.
Most people recognize that smaller families are
desirable both for family and national well-being.
Even the best of family planning efforts, however,
faces difficult challenges. One is that of reaching
people with supplies, information, and motivation to
begin practicing birth control. This is particularly
difficult in countries that have large rural popula-
tions. Another challenge that several countries face is
the exceptionally large number of young people now

reaching marriageable age. Unless most decide to have
exceptionally small families, they will add to the
population burden. For this reason, some of the
countries in this arca are placing maximum attention
on reaching young people in their family planning
programs.

Two small South East Asian countries do not
believe that their populations are too big or growing
too rapidly, and they do not have national family
planning programs. These are Burma and Cambodia.
In Burma, family planning services are available only
through limited private sources. In Cambodia, even
such private sources may no longer be available.

External assistance has played an important part
in the establishment of family planning programs in
most East and South East Asian countries—with the
exception of the People’s Republic of China. The
United States, through the U.S. Agency for Interna-
tional Development (AID) has been a major donor,
Several European countries and Japan also have

These six countries have made excelient progress in reducing fertifity of their populations, For example, between
1965 and 1974, birth rates declined in South Korea from 35 to 29 per 1,000 people; in China (Taiwan)
from 33 to 23; and in Indonesia from 46 to 38. As a resuit, a substantial part of the growth in total GNP

in 1970-74 was retained in terms of per capita GNP.
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contributed. Numerous private organizations have
given start-up help and continuing assistance. And the
United Nations Fund for Population Activities
(UNFPA) is playing an increasing role.

South Asia

Despite strong interest in and a growing commit-
ment to family planning, the countries of South Asia
have not yet achieved the breakthrou hs evident in
many parts of East and South East Asia. Birth rates
continue to be above 40 per 1,000 except in India
(35 per 1,000) and Sri Lanka (28 per 1,000).
Population growth in all South Asian countries
continues at 2 percent or more per year.

The *“‘green revolution,” with its increases in food
production, has helped India and other countries that
face extreme population pressure-but the bad
weather of 1972 and again in 1974 showed the
narrowness of the margin between barely enough
food and dire shortage.

Basic to South Asia’s probleins of reduiing
population growth rates is the fact that many parts
already were overcrowded when-—a few years ago—
large-scale family planning erforts began. In these, as
in 1nost countries of the subregion, widespread
poverty, illiteracy, and numerous other conditions
make it difficult to provide family planning services,

supplies, and information to many millions of
people—especially in rural areas.

Despite difficulties, however, most governinents
of South Asia today have population policies and are
directly involved in carrying out national family
planning programs. Most have sought assistance from
external sources, in both the start-up and continua-
tion of fumily planning programs. The United States,
through AID and private foundations, has been in the
forefront in providing this assistance. More recently,
the United Nations Fund for Population Activities
(UNFPA) has been giving increasing aid to the
programs.

South Asian countries- -recognizing that conven-
tional approaches to family planning, such as the use
of clinics and physicians, have not brought hoped-for
results—are trying new approaches. In such innova-
tions, the U.S. AID program has given considerable
guidance and help.

Bangladesh and Pakistan, for example, have con-
cluded that large numbers of trained family planning
“contact teams” may be a key to gaining participa-
tion, The Pakistani teams, each compesed of a man
and a woman, seek to motivate couples to practice
family planning. Both governments provide their
teams with contraceptive supplies (largely from
foreign donors) to be given away or sold at minimal

Food and Population in Asia,* 1965—1974

SOURCE: Economic Research Service,
U.S. Department of Agriculture
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prices. Both Governments organize the teams to work
closely with general health programs directed to
mothers of young children. Both governments are
secking to make contraceptives easily and cheaply
available by licensing thousands of small shops in
cities and villages to sell supplies at low, subsidized
prices. Both plan to follow up with evaluation studies
to see whether the approack of expanded fanily
planning services plus inexpensive and easily available
contraceptive supplies are giving them new progress
toward their family planning objectives.

Afghanistan

Afghanistan’s population was estimated, based on
a 1974 demographic survey, at 19.1 million. The
birth rate was estimated at 43 per 1,000 population
and the mortality rate at 21 per 1,000. These would
result in an annual increase of population of 2.2
pereent.

Afghanistan’s economy is based primarily on
small-scale agriculture and considerable arable land is
not yet under cultivation. Its limited stage of develop-
ment is reflected in he low average per capita Gross
National Product (GMP) estimated at $80 per year.

The Government, aided by considerable foreign
economic assistance, has been carrying out u series of
S-year cconomic development programs since 1956.
The current program (1973-79) aims at achieving an
annual economic growth of 5 percent. Major handi-
caps are the low literacy rate {estimated at 8 percent),
insufficient technical training, and inadequate finan-
cial resources. Nevertheless, highway and air facilities
are being expanded, natural gas production has been
developed, and agriculture has been upgraded to some
degree,

Although Afghanistan does not have an official
policy on population growth, the Government is
aware of the economic hazards of overrapid popula-
tion expansion. The Ministry of Public Health has
long recognized the importance of family planning
and has promoted its integration into the basic health
services. A decade ago almost no contraceptive
services were available; now the Afghan Family
Guidance Association (AFGA) delivers services
through a national system of clinics serving both rural

and urban arcas. While growth in participation is
slow, it appears that a fairly solid base for further
action is being laid. The number of visitors to AFGA
clinies increased from 7,670 in 196Y to an estimated
53,700 in 1974. Oral contraceptives and 1UD’s are
the main types of contraception currently being
utilized,

AFGA is a semtiprivate agency that came into
being in 1968 through the effurts of a few physicians
and women concerned about social and  health
problems. It is an affiliate of the International
Planned Parenthood Federation (IPPF) und draws
support from that organization as well as from the
U.S. Agency for International Development.

AFGA has reached an agreement with the Afghan
Government (o expand the number of AFGA clinics
from 19 to 35 over a 3-year period and thereby make
family planning available in all 26 provincial centers.
(AFGA already maimains 9 clinics in Kabul and 10 in
the provinces.) The expansion will include increasing
the nurber of male and temale “Family Guide”
teams who represent the clinics as family planning
teachers and as suppliers of contraceptives. Targets of
the expansion include gaining 17,000 new contra-
ceptive aceeptors in 1975, 28,000 in 1976, and
31,000 in 1977,

Accompanying the expansion of services at health
centers and clinics is an active training program for
personnel.  During the 1973-77 period, some 36
instructors of auxiliary nurse-midwives and about 500
students are scheduled to be trained. In addition to
the home guidance and contraceptive services pro-
vided by the “Family Guides,” family planning
lectures and discussions are scheduled for the regular
employees ef hotels and a variety of other institu-
tions on a programmed basis.

Mecanwhile, the Government’s current S-year plan
has a target of making maternal and child health,
health education, and family guidance services avail-
able at the urban and rural clinics and the outpatient
clinics of Government hospitals. Also targeted is the
financing of 180 basic health centers planned to
include such services.

The Government has also sponsored visits by local
religious leaders with their counterparts in Cairo,
Teheran, and Ankara to discuss formulation of an
international Muslim policy in support of family
planning. Afghanistan is a Muslim country.

Dense populations of India, Indonesia, Bangladesh, Pakistan, and other Aslan countries keep a constant pressure
on food supplies. Crop shortfalls in the mid-1960's, 1972, and 1974 sharply reduced per capita food production,
making large-scale grain imports necessary. Even during years when food production rose faster than population,
the increase fell far short of closing the nutrition gap for the majority of the people.



Acceptance of the program by religious leaders and
leading Afghan citizens has helped to bring progress
in family planning.

Exteinal Assistance

Afghanistan’s population program has received
major support from external sources throughout its
development period. At ths end of fiscal 1975,
assistance from leading sources totaled $6.7 million.
A principal contributor has been the U.S. Agency for
International Development (AID), whose help has
totaled nearly $54 million through fiscal 1975,

Funds from the United Nations Fund for Popula-
tion Activities (UNFPA)have totaled $230,000. Other
United Nations contributors include the Children’s
Fund (UNICEF)--which has supplied equipment,
vehicles, and drugs to the health clinics—and the
World Health  Organization (WHO)--which has
assisted in maternal and child health development and
public health and nursing education. The Asia
Foundation has helped fund a provincial pilot educa-
tion project.

AID has given considerable support to helping
build up a demographic knowledge and a knowledge
of family planning information, attitudes, and
practices. Better information on the nation’s
population status and growth will help Government
agencies to define their problems and plan for the
future and can lead to the setting of a national
population policy. For example, AID support has
included a contract with the State University of New
York (SUNY) to conduct a national sample survey,
develop a basic demographic description of the
population, and conduct a knowledge. attitude, and
practices (KAP) survey. This work has been carried
out within the Ministry of Planning by ua specially
trained Afghan staff. Also, SUNY has developed a
client record system and made studies to determine
why some Afghan pcople become acceptors of family
planning and others do not.

AID also has contracted with a second group,
Management Sciences for Health, to work within the
Health Ministry and help to improve the adininistra-
tive capacity of the Ministry to operate the basic
health clinics which will be public contact points for
family health services.

Development of training schools for auxiliary
snurse-midwives is another feature of AID’s support.
AID also provides contraceptives for use in programs.

As part of the overall U.S. assistance to Afghani-
stan, AID also is giving support to the country’s
improveihent of health and education, both of which
can be important foundaiion stones for an improved
family guidance prograni. Discussions are underway
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between AID and the Afghanistan Government on
how AID can support Afghanistan’s efforts to bring
health services to rural arcas.

Also, AID with non-Title X Funds has helped the
government in its reform of the primary school
system. This has involved writing r.ew primary text-
books about health, agriculture, and crafts; building
new schools which include teacher hostels so as to
attract teachers to the rural areas; improving attend-
ance; and awakening children to new ideas, including
health needs and family future,

The Pathfinder Fund has assisted the country’s
program,

Bangladesh

As Bangladesh, formerly East Pakistan, struggles
to become a viable new nation, it faces the handicap
of a rapidly expanding population that is already very
large for available resources. The Government esti-



mates the population, as of mid-1975, at 77 million
persons. Living in an area about the sizc of the State
of Wisconsin, this population is increasing at a rate of
3 percent a year. Unless abated, this rate would mean
a doubling of the country’s crowded population by
the year 2000. Bangladesh estimates its birth rate
at 47 per 1,000 population and death rate at 17 per

1,000, Life expectancy is about 47 years,

Over 90 percent of the population is rural. But
although the land is fertile and the farmers industri-
ous, food production is insufficient and large imports
are necessary, Most of the land is low-lying, subject to
heavy rains, and often prey to devastating floods.
Some areas, now heavily populated because of popu-
lation pressure, were considered uninhabitable prior
to this century.

With a GNP per capita of about $100 a year
Bangladesh is considered among the world’s poorest
countries, and much of its population experiences
poverty and misery.

Population Programs

The national leadership of Bangladesh is well
aware of the nation’s growing population problems.
Evidence of increasing concern on the part of the
national leadership is to be found in the provisions set
forth in the country’s First Five-Year Plan (1973-78),
which aims at reinstating large-scale facilities to bring
family planning to the masses. Although the popula-
tion program leaders of Bangladesh have reservations
about the philosophy and approaches of the carlier
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population program efforts of former East Pakistan,
it is true that these cfforts—which began as early as
1952 —are providing some helpful background which,
with modifications, can be applied today.

Bangladesh’s overall aim for the 1973-78 planning
period is to sharply cut the current rate of popula-
tion growth, now 3 percent. A longer range goal is to
reach replacement fertility level in 25 to 30 years. In
a traditional society such as that of Bangladesh, this is
obviously an ambitious target. The scope of the
problem is indicated by the estimate that about 15
million couples are of reproductive age with 65
percent of the women in the 15 to 30 age group and
contributing 87 percent of all births. Further, al-
though approximately 85 percent of the target
population is reporied “aware” of family planning,
only an estimated 15 percent has effective knowledge
and only 7 to 8 percent has ever practiced family
planning.

The 197278 campaign for achieving population
growth control is speathcaded by the Ministry of
Health, Population Control and Family Planning,
Integrated with national health services prior to June
1975, but now following an independent family
planning program, it aims at bringing information,
education, and family planning services into ecvery
home. Important =ducational and motivaticmal roles
are given to all developmental ministries in contact
with the public. Tle Five-Year Plan envisions legaliza-
tion of abortion, establishment of abortion clinics,
raising the age of marriage, and training a core of



professional family planning workers. The Plan antici-
pates a possible future need to consider stringent
legislative measures if the voluntary approach to
fertility control is not effective soon enough,

Immediate action aims of the program are:
delivery of information and conventional contrucep-
tives to homes in rural arcas by approximately 12,000
family welfare workers (trained in both health and
family planning) plus some 16,000 family planning
workers yet to be trained; clinical services in rural
areas and in urban clinics and hospitals; introduction
of oral contraceptives on a large scale; and use of
paramedical personnel to screen candidates, issue
orals, and insert IUD's. The Government has
approved commercial marketing of orals and condoms.

Reintorcing the Government family planning pro-
gram is the work of the private Bangladesh Family
Welfare Association (BFWA). Its primury activities
include family planning cducation, motivation, and
operation of model clinics in urban areus.

The Government of Bangladesh, within its limited
resources, has made yearly increases in its financial
support of family planning, Beginning in 1973, it
made available $640,000; and in 1975 this had grown
to $1.6 million.

Acceptance and practice of coniraception, which
were making hopeful growth during pre-independence
days, appear to be making a slow (though insuffi-
cient) comeback as indicated by the fact that only
16,000 new acceptors were listed in 1972 and 41,000
new users in 1974. As of 1974, Bangladesh had a
total of about 550,000 users of contraceptives. (This
included a substantial number of males who had
undergone sterilization.)

External Assistance

Bangladesh is highly dependent on external
assistance for financing family planning programs.
The United States—both through the Government
and private agencies—has been in the forefront in
helping to reinstate family planning after the up-
heavals of achieving independence. A number of
other countries and organizations also are assisting.

U.S. Government help has been channeled
through the U.S. Agency for International Develop-
ment (AID). During fiscal years 1973-75, such
assistance under Title X totaled $6.25 million. For
fiscal 1976, AID has proposed population program
grants to Bangladesh totaling $4.6 million to be spent
chiefly for contraceptive supplies and for training
field, hospital, and clinical population program per-
sonnel.

AID is the major contributor of contraceptive
supplies sto Bangladesh’s population growth control
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program. It provided 3 million monthly cycles of oral
pills and 30.7 million condoms in fiscal 1973; 7.4
million monthly cycles of orals and 6.9 million
condoms in fiscal 1974; £70,000 monthly cycles of
orals and 1.1 million condoms in fiscal 1975; and 5.2
million monthly cycles of orals and 27 million
condoms in fiscal 1976,

Other projects receiving AID support are an
innovative test program for m rketing nonclinical
contraceptives through established retail outlets, the
establishment of a model fertility control clinic, the
work of the private Bangladesh Family Planning
Association (BFPA), and an experimental program to
secure the support of village leaders in the promotion
of family planning. In addition, AID is providing
advisory services, equipment, and training.

The United Nations is also providing major
assistance.  Its  Fund for Population Activities
(UNFPA) has given considerable advisory assistance
as Bangladesh sets up its new population program,
and UNFPA has signed a country agreement with the
Government of Bangladesh which, over a 3-year
period is expected to total $10 million. The U.N.
assistance to be given under UNFPA includes several
different efforts. The World Ilealth Organization
(WHO) will provide guidance in strengthening the
family planning clinical program, with special
emphasis on  maternal/child  health aspects and
instruction in :nedical colleges. The United Nations
Children’s Emergency Fund (UNICEF) will help in
developing national maternal/child health services in
support of family planning, including training per-
sonnel and developing teaching aids. Also, the United
Nations will offer consultant services for population
census planning, including sampling design and tabu-
lation. The International Labour Organisation is
assisting population activities in the organized sectors
of industry,

Bilateral ussistance is being given by four
countries other than the United States. Great Britain
is offering advisory assistance on a demographic
survey; Denmark is donating contraceptives and
equipment for midwives; Norway is financing training
institutions for paramedical personnel; and Sweden is
supplying condoms and f{inancing family planning
seminars,

Many ncongovernmental organizations are assisting,
in varying degree, the Bangladesh population program.
Most active has been the International Planned
Parenthood Federation (IPPF), which helped finance
and establish the earlier family planning activities of
the area when Bangladesh was part of Pakistan. IPPF
now gives financial assistance to the BFPA for its
overall program. This includes support of mass



communication, in-service training for project officers
and field motivators, operation of model and mobile
clinivs and motivation centers at industrial units and
factories, and operation of family planning projects
with cooperatives and women's venters. IPPF contri-
butions have been $127,000 for 1972, $221,000 for
1973, and $182,000 for 1974,

The Asia Foundation has given small travel and
training grants preparatory to the expansion of family
planning information, education, and communication
activities.

The Association for Voluntary Sterilization has
given a grant to the Bangladesh Association for
Voluntary Sterilization Polyclinic to help establish
nationwide information, education, and communica-
tion activities and a pilot clinic for male and female
voluntary sterilizations.

Family Planning International Assistance, the
international division the Planned Parenthood
Federation of America, has given « grant for a
community development pilot  project  providing
family planning through village leadership and
another grant for a workshop on family planning
project design for voluntary agencies.

of

The Population Council is providing assistance,

The Ford Foundation nwintains a population
advisory staft and office in Bangladesh.

The International Association of Schools of
Social Work has a pilot project to develop qualified
population and family planning social workers carried
out with the country’s schools of social work.

The Pathfinder Fund has sponsored work to
reopen the postpartum program that was closed down
by hostilitics and to develop a major clinic for the
city of Dacca. The clinic would provide complete
fertility regulation services and serve as a training
facility for the delivery of services.

The World Assembly of Youth has sponsored, in
cooperation with the Bangladesh Youth Council,
various seminars on population, tamily planning, and
responsible parenthood to help make young people
aware of rapid population growth and the problems it
brings to family life, commusity development, and
national progress.

World Education has assisted the Bangladesh
Rural Advancement Committee in a pilot project on
adult functional education. The project includes not
only literacy training but also promotes changes in
attitude toward family planning.

The In _ational Bank for Reconstruction and
Development (World Bank Group) has initiated a
progiam of assistance in 1975 with the following
objectives: to construct health facllities; to provide

67

population education, training, and salary support for
village health workers; to supply vehicles and equip-
ment; to develop population programs in  five
different ministries; to supply technical advisor
assistance and fellowships.

China, Republic of (Taiwan)

Taiwan, or the Republic of China, had 16 million
inhabitants as of mid-1975, who live on an area of
about 14,000 square miles. The present total is 3.4
million above the 12.6 million reported in 1965--an
increase of more than vne-fourth. The 1974 birth rate
was estimated at 23 per 1,000 population--down
sharply from the 1965 rate of 33 per 1,000. Mortality
in 1974 had also decreased to S per 1,000 people per
year from 6 per 1,000 in 1965. The present rate of
population increase is estimated at 1.9 percent
annually.

At best, Taiwan faces a crowded future. Along
with insufficient land, Taiwan is short of water,
which is needed for all irrigated crops but particularly
for rice. Taiwan tries to be self-sufficient in rice, its
main staple of diet, and it has industrious and
efficient farmers to grow the crop. But growing I ton
of rice on Taiwan is said to require an average of
3,500 tons of irrigation water and the water linut
is nearing. If Taiwan must supplement its home-
grown rice by imports because of increased popula-
tion, the cost of this basic food (and thus labor costs)
will rise and the istand’s manufactured products will
become less competitive in world markets.

On the other hand, Taiwan’s national fanuly
planning effort, often viewed as onc of the world’s
most successful, did achieve a goal of reducing the
population growth rate from 2.7 percent as of 1965
to 1.9 percent by 1974. In this effort, Taiwan had
some advantages not possessed by most Asian
countries. About 89 percent of the population over
the age of 6 is literate and thus reachable with family
planning messages: 63 percent of the. population is
urban and thus reachable with family planning
services; and the per capita GNP of $840 (estimated
by the Taiwan Government), while noi high by
Western standards, indicates an improved standard of
living that is thought to be an inducement for smaller
families. But future reductions will be more difficult.
Whereas in some Asian rcountries, the two-child
family is becorming accepted as the “ideal,” in Taiwan
a large part of the population continues to think of
the ideal family as comprising an average of ncarly
four children.

Taiwan’s first population program began as a
voluniary family planning effort of fairly small scope



more than a decade ago. In 1968 the Government
assumed responsibility for a national program and
declared family planning as a national policy. A
Family Planning Institute was set up under the
Provincial Health Department and made responsible
for administering and evaluating the program. All
Government agencies were asked to assist. Two
voluntary groups—the Planned Parenthood Associa-
tion of China and the older but smaller Family
Planning Association--were included on an assisting
basis.

Family planning services are provided throughout
the island by public and private institutions. About
450 family planning ficld workers refer potential
acceptors to some 700 private doctors (contracted by
the Government), 380 health stations, and about 30
public hospitals. Mass communication is used exten-
sively to promote interest and participation in family
planning,.

Generally, the program has succeeded in bringing
contraceptive services to all wives aged 30 und over
who have achieved their desired family size. It is
estimated that more than half the island’s married
women between |5 and 45 years of age are using
contraceptives.

The 1UD is the main form of contraceptive used,
but other methods also are available. Some studies
indicate that emphasis on the use of the [UD has
automatically brought enlistment of larger numbers
of older women, rather than younger women, as
acceptors of contraception -and therefore birth rates
may not have gone down as much as they could have
had the program also emphasized other means,
including the pill.

In addition to its own domestic program, Taiwan
also serves 1s a training center for population workers
from other countries. The Chinese Center for Inter-
national Training in Family Planning, established in
1968, provides orientation and practical training to
those from other countries who are working in or
have an interest in family planning. A number of
Asians use the facility,

External Assistance

The Government of the Republic has given strong
financial support to the national family planning
program. [t also accepts external assistance.

U.S. bilateral assictance to Taiwan, through the
U.S. Agency for International Development (AID),
was terminated in 1965, but AID continues to lelp
fund several organizations that provide some
assistance to Taiwan’s program. These include the
Population Council (technical and evaluation program
activities, vit1 uata processing, and international
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training) and The Pathfinder Fund (oral contra-
ceptives). Varjous U.S. universjties, some with AID
support, also assist in the behavioral research being
undertaken increasingly by Taiwanese universities.

Other external contributors to the program
include Church World Service, the Family Planning
Federation of Japan (an affiliate of the International
Planned Parenthood Federation), Family Planning
International  Assistance. Lutheran World Relief,
Oxfam, and the United Nations Children’s Emergency
Fund (UNICEF).

Indonesia

Indonesia’s 131.9 million people make it the most
populous country in South East Asia and the fifth
most populous country in the world as of mid-1975,
The current rate of increase is 2.1 percent per year—
down from 2.5 percent in 1965, The birth rate is 38
per 1,000 population compared with 46 per 1,000 in
1965. Over the same period, the mortality rate has
declined from 21 per 1,000 in 1965 to 17 per 1,000.

Although Indonesia is fortunate in laving in-
creasing foreign exchange ecarnings, largely from its
oil exports, it is nevertheless beset with serious
cconomic and social problems. Indonesia’s annual
Gross National Product (GNP), even with increasing
oil income, is estimaied to be about $120 per capita;
45 percent of the populace is illiterate; 44 percent is
less than 15 years old, which means that some 58
million young people are the dependents of carners;
uncmployment is high; and health and nutrition
conditions are primitive, Agricultural production
is imadequate, and dependence on food imports is
substantial. In other words, Indonesia has a serious
problem of rapid po;lation growth.

Population Programs

Family planning efforts were initiated in In-
donesia in 1957 by the Indonesian Planned Parent-
hood  Association (IPPA), new an affiliate of the
Interaational Planned Parenthood Federation (IPPF).
Its work was restricted, however, by the policies that
then existed, and IPPA largely devoted itself to
information work and very limited family planning
services,

Changes in  Government brought changes in
attitude. In 1965 the family planning policy of the
Indonesian Government was reversed. The IPPA was
able to expand its activities, and before the end of the
decade had 85 branches with 225 clinics on the
islands of Java, Madura, and Bali alone,

In 1968, to strengthen and speed the growing na-
tional family planning efforts, the Government



created a National Family Planning Institute within
the Minist:y of People’s Welfare. Its purpose was to
coordinate family planning programs, make recom-
mendations affecting the national program, work
with other countries in the area of family planning,
and develop a national family planning system on
a voluntary basis.

In 1970 the Institute was superseded by the M-
tional Family Planning Coordinating Board (BKKBN),
which came under the direct responsibility of the
President. It was mad: iesponsible for coordinating
the work of the several ministries, institutions, and
agencies that were conducting family plasning
work. Since its creation, the BKKBN has moved with
increasing vigor in generating policies, drawing up
guidelines, and coordinating foreign aid.

The family planning program offers services
through the 2,400 Ministry of Iealth clinics. Other
Government ministries, including Information, Re-
ligion, and Social Affairs, give supporting help.
Efforts are being made to bring clinic services more
closely to the villages.

The Indonesian Government’s family planning
annual budgetary obligations have risen from $75,000
in fiscal 1969 to $12.5 million in 1975 for a touwal
during the period of $36 million,

The Government progran has as its present Larget
a total of 6 million acceptors and 2,450 family

In Indonesia, a
trained health
worker instructs
village midwives in
family planning, so
they can help women
in their villages.
These midwives play
an important role

in helping change
traditional

behavior. Some 22
percent of the girls
marry under the age
of 15; the median age
for marriage is 16.8
years.
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planning clinics by 1976. Its longer range goal is to re-
duce the country’s crude birth rate by 50 percent by
the year 2000. This would demand reducing the
present rate of about 38 births per year per 1,000
population to 19 births per 1,000 and would require
substantial increases in annual numbers of new
acceptors.

The national program has been giving special
attention to the crowded islands of Java and Bali.
An estimated 2.8 millicn women, representing 20
percent of all eligible couples in these two islands, are
now believed to be practicing contraception.

In fiscal 1974 the national program gave 1.5
million as the total nurmber of new acceptors that
year. Nearly 70 percent of acceptors have favored
use of oral contraceptives, with condoms and [UD’s
next in usc.

Indonesia’s family planning effort, as in many
other countires, faces the scrious obstacle of tradi-
tional behavior. Girls tend to marry young (22.5
percent marry under the age of 15, and the median
age for girls to marry is 16.8 years). Fuirly large
familics (four to vive children) are considered desir-
able by almost everyorne.

Under a “transmigration” program, people from
crowded Java have been resettled on more sparsely
populated outer islards. The program has been only
minimally successful, Population increase on Java




and considerable in-migration from the outer islands
has tended to offset out-migration,

External Assistance

From 1969 through 1975, foreign aid to In-
donesia’s  family planning programs has totaled
$48 million, Inputs have come from bilateral, multi-
lateral, and nongovernmental assistance.

Bilateral assistance. The U.S. Agency for Interna-
tional Development (AID) has assisted the Indo-
nesian Government's family planning program since
fiscal 1968, supplying a total of $23 million in direct
assistance through fiscal 1975, AID’s -assistance
was $4.2 million in fiscal 1975 alone. It has supplied
large amounts of contraceptives, has helped to de-
velop a logistics system and a service statistics pro-
gram, has helped to initiate pilot projects for com-
mercial sales of contraceptives, and has supported
nimerous training projects,

AID’s support is scheduled to continue with
the objectives that include: turnishing the bulk of the
contraceptives distributed in the Indonesian family
planning program; providing ‘echnical assistance to
strengthen  program maenagement; and promoting
experiments to develop new methods of delivering
family planning services suitable to local conditions.

The Japan International Cooperation Agency
has given support to the Indonesian program in the
form of vehicles, contraceptives, and help in pro-
ducing informational and educational materials.
Such  assistance through 1975 totaled at least
$291,000.

The Netherlands Governimment has helped the
Indonesian program in two specific areas. One con-
tribution of $333,000 supports sociological and
medical research, clinical work, and staff training
as they relate to family planning. A second con-
tribution of $359,000 (through the Netherlands
Organization for International Assistance) has helped
to build and equip a center in Djakarta for training
nonmedical family planning staff,

The Norwegian Agency for International De-
velopment has funded the production of films on
family planning.

Multilateral assistance. A multilateral family
planning assistance program of substantial size has
been signed with Indonesia as a joint undertaking of
the United Nations Fund for Population Activitics
(UNFPA) and the Iniernational Development Associa-
tion (IDA) of the World Bank Group. The 1972-
77 program provides for a $13.2 million loan from
IDA and a $13.2 million grant from UNFPA. Its
goal is to help Indonesia achieve a major expansion

70

in its family rvlanning program. The wide-ranging
loanfgrant  p.ogram calls for: constructing and
cquipping 277 maternal/child health family planning
centers, 16 family planning training centers, and 7
family planning administration centers; supplying
vehicles; supporting  training, motivation, evalua-
tion, research, and population education; and pro-
viding family planning technical assistance. UNFFPA,
the United Nations Children’s Fund (UNICEF), the
World Health Organization (WI10), and the United
Nations Liducational, Scientific, and Cultural Organi-
zation (UNESCO) are administering various aspects
of the program.

Nongovernmental assistance. The largest private
contributor to Indonesia’s family planning programs
has been the Iaternational Planned Parenthood
Federation (IPPF). This support is given through the
affiliated Indonesian Planned Parenthood Associa-
tion. IPPF helps to finance the Association’s overall
work including training, development of services to
the outer islands, and the operation of clinics. Obli-
gations through 1975 totaled $5.6 million.

The Asia Foundation has made grants to help
finance seminars, training of social workers, publi-
cations, and mass media utilization.

Church World Service has supported a traveling
exhibition whicn uses puppetry to convey the family
planning message. In addition, Family Planning
International Assistance has assisted the Council of
Churches in Indonesia in the latter’s efforts to edu-
cate and motivate the public in family planning
by utilizing puppet displays, posters, demonstra-
tions, and publications.

The Ford Foundation has made grants to the
Government program and to the University of In-
donesia in support of census data analysis, family
planning rescarch and training, and demographic
training. Such grants through 1975 totaled at least
$497,000. The Kockefeller Foundation has made
grants to universities tc enable teaching of popula-
tion and family planning,

Oxfam has made grants in support of IPPA’s
work, as well as that of specific famiiy planning
clinics, Grants total $92,775.

The Pathfinder Fund has sponsored numerous
projects throughout Indonesia with the objective
of introducing fertility regulation services into
health clinics where they had not been available
before. Also the Fund has supported motivational
projects, field testing of IUD's, and publication
of demographic data for leaders. Support through
1975 totaled $878,000.

The Population Council has made grants to
support Indonesia’s expanded postpartum family



planning program, the manufacture and use of IUD’s,
and the training of provincial personnel. Grants
through 1975 totaled at least $726,000.

The World Assembly of Youth has helped to
sponsor seminars and meetings intended to help
make young people more aware of population growth
and the need for family planning.

Iran

Iran has an active, expanding, well-financed
national population program that aims to slow the
nation’s rapid population growth from its 1974 rate
of 3 percent a year to 1.0 percent a year within the
next two decades. The 1974 birth rate is estimated at
45 per 1,000 and the death rate 16 per 1,000.

The need for family planning action is indicated
by the fact that Iran’s 3 percent growth rate, it not
reduced, would double today's 33 million population
before the end of the century. Even though Iran’s
economy is benefitting from substantial oil exports,
such population growth would be a severe handicap
to the nation’s program of industrialization and
general economic  adernization as well as to eftorts
to improve the health, welfare, and living conditions
of the people generally.

The Government of Iran began to show interest in
population matters and problems in the carly 1960
when the first Iranian census showed that a rapid
increase in population was taking place.

Ministry of Health officials were sent to study
population problems in Egypt and Pakistan. By 1967,
a special Population and Family Planning Division
had been set up in the Ministry of IHealth, Family
planning was made a part of lIran’s successive S-year
development plans, ana increasing funds have been
made availuble in its support. For example, the
1973-74 family planning budget of $12.8 million was
more than doubled to a preposed $28.8 million for
1975-76.

Since 1970 the number of Government clinics
(both mobile and stationary) that offer family
planning services is reported to have increased from
about 900 to more than 2,200. These clinics usually
integrate family planning services with general health
care. As of carly 1974 an estimated 700,000 Iranian
couples were practicing family planning. Orul contra-
ceptives (pills) are the preferred method. Contra-
ceptives are widely available, both through program
distributions and private commercial sales. Recent
changes in Iranicn laws will permit abortions and
sterilizations.

Iran has expanded its family planning information
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and education programs and services to reach into
rural areas where mere than half the people live.
Some 3,000 cooperative centers and 1,000 cultural
centers, and their staffs, offer family planning moti-
vation and supply contraceptives. Orientation and
training programs for family planning workers are
active. An estimated 1,200 radio and television
programs on family planning were aired in 1974,
Several films on the subject are being widely shown.
Other publicity materials have been developed to
keep the family planning message before the public.

A demographic survey of a number of villages is
being prepared to ascertain the effect of the program
on fertility.

A Model Family Planning Project to increase
contraceptive use was initiated in Isfahan Province in
1972 and in 2 years more than doubled the use of
contraceptives among fertile women. The project
is being expanded to include 26 districts and cities
with a total population of 3 million.

The lfranian  family planning movement  was
pioneered by the Voluntary Family Planning Associa-
tion founded in 1958, The Association supports
the Government program by carrying out information
and motivation activities as well as by operating a few
clinics, mostly at community welfare centers.

Educational activities of the Association aim at
reaching rural people, you.h groups, and factory
workers and at changing male attitudes toward family
planning.

External Assistance

The two chief sources of assistance to Iran’s
population program are the United Nations Fund for
Population Activities (UNFPA) and the World Bank,

In 1971, UNFPA and the Government of lran
signed an agreement providing financing of $1.6
million for a 17-month period preceding the S-year
plan for 1973-78, which called for additional UNFPA
assistance to the Governemnt in the amount of $3,0
million. Under the agreement, UNFPA provides assis-
tance for a variety of projects for which the United
N:tions, the International Labour Organisation, the
World Health Organization, the United Nations Devel-
opment Program, and the United Nations Children’s
Fund are acting as exccuting agencies. These projects
cover a wide range of activities—demographic surveys,
workers’ education, curriculum development, sex and
population educaiion, rural education, vehicles, and
rescarch.

The World Bank has provided a loan of $16.5
million to assist the national population program in
the 1973-76 period. The loan is principally for the
provision of facilities, including building and



equipping 78 countryside health centers, 9 regional
family planniug training centers, and 7 paramedical
training schools and for purchasing 150 vehicles.

The U.S. Agency for International Development
(AID) has provided support to the Iranian population
program, through a contract with the Carolina Popu-
lation Center, University of North Carolina. The
assistance was given to Pahlavi University in Shiraz to
set up a population center and reference unit. AID
provides funding to several private organizations
which are assisting the program. Also, through a
contract with the Westinghouse Population Center,
AID has supported a marketing analysis of the
commercial distribution of contraceptive supplies in
Iran.

The Association for Voluntary Sterilization is
helping to set up an Iranian voluntary sterilization
program, including provision of equipment and
training of personnel.

The International Planned Parenthood Federation
(IPPF) gives financial assistance to the affiliated

Family Planning Association of Iran for its overall
program, which includes inforination and educa-
tion, training, and operation of clinics in urban areas
and mobile clinics in rural areas. IPPF funding in
1974 was somewliat more than $400,000,

The Popuiation Council has been supporting
Iran’s population work since the mid-1960's. Recent
funding (1973 grants were $132,000) has helped the
postpartumn program, expanded family planning in-
formation and service activities in the Province of
Isfahan, and supported the study of the socioeco-
nomic implications of population growth.

The Rockefeller Foundation has made grants to
Pahlavi University for courses in teaching population
and family planning and to the University of Michi-
gan for the study of rural population and family
structure in Iran,

The Pathfinder Fund earlier helped to establish
the Family Planning Association.

The national program also has been assisted by
Swoden and the United Kingdom.

Korea (South)

The population of Soutl: Korea numbered 34,1
million at mid-1975 and was over one-fourth greater
than the 1965 level. The rate of increase was esti-
mated at 2 percent per year. The birth rate was 29
per 1,000 population in 1974, or significantly
below the 1965 rate of 35 per 1,000. Deaths had de-
clined from i1 per 1,000 people per year in 1965
to 9 per 1,000.

Economically, Korea has developed since 1950
from an agricultural country with a per capita income
slightly over $50 to a substantially industralized
country with per capita GNP of about $600 according
to Government estimates. Although not yet self-
sufficient in food, it has bettered its agricultural
production at twice the rate of population increase.
Korea has made such substantial progress that the
United States, which has provided large-scale eco-
nomic assistance for many years, expects to be able
to end its Korean aid program in fiscal 1976.

Bu« although the Republic of Korea has made
important advances during the past decade in slowing
population growth and speeding its eccnomic de-
velopment, it is also widely recognized that pro-
longation of the present rate of growth would present
overwhelming difficulties for Korea’s continuing
progress.

Therefore, Korea’s national target calls for further
reduction in its population growth rate to 1.5 percent
by 1976 and to 1 percent in the 1980’s. These goals
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will be difficult to meet. The recent decline in popu-
lation growth has leveled off and a number of
problems exist as Korea trics to lower its birth
rates further. Among them are the following:
® The post-Korean War “baby boom™ created an
unusually large young population now coming into
reproductive age.
¢ Koreans continue to view the “ideal” family size
as not two children but three or four.
¢ Continuation rates for women who try out the pill
or an [UD are not satisfactory.
® The Korean Government has failed to expand its
national family planning expenditures at a rate that
keeps up with expansions in the national budget.
Some steps, however, have been taken that should
help program effectiveness. A longtime emphasis on
IUD’s has shifted to include strong support for
sterilization, oral pills, and condoms. Legal restric-
tions on abortion and menstrual regulation have been
cased. The Government program has adopted the
slogan  “Daughter-son without distinction; stop at
two, and raise them well.” This reflects an effort to
overcome the traditional preference of Korean
parents for boys and the desire to have two sons.

Population Programs

Korea’s national census of 1960 and its revelation
that the population was growing faster than was
generally realized brought an awakenira to the need
for a population program. A voluntary organization,
the Planned Parenthood Federation of Korea (PPFK)



Korean women from 20 villages come to utiiize the services of the family planning
mobile unit. Korea's birthrate has fallen from 35 per 1,000 population in 1965 to 29 in 1 974.

was organized in 1961. The Government set up a
national family planning program in 1962,

The national program incorporated family
planning into the nation’s First Five-Year Economic
Development  Plan, allocated funds for family
planning, and repealed a long-standing lz-., prohibiting
the importation of contraceptives, (Very recently,
a ban on the advertising of oral contraceptives in the
mass media was lifted; this action should help the sale
of contraceptive pills.)

Today the Government and the PPFK cooperate
in administering an extensive program that covers
the entire country and reiaches down to the village
level. The Government’s leadership is extended
through the Family Planning Section of the Bureau
of Maternal and Child Health in the Ministry of
Health and Social Affairs. Two cities, Seoul and
Pusan, and euch of the nine Provinces has a Bureau of
Public Health and Social Affairs with a family
planning section.

The hez'th delivery system consists of 196
health centers, one for each country or city district,
and 1,342 health subcenters. Family planning services
are offered at some, but the main avenue is through
a certified cooperating physicians program. A number
of physicians are certified for IUD insertions and/or
vasectomy operations and tubal ligations. A new law
also allows trained nurses and midwives to insert
1UD’s,

Participation statistics for 1972 indicate that
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probably nearly half of Korea’s mid-1975 estimated
8.6 million fertile women are participating in family
planning. Of the participators, about two-thirds are
acceptors through the national program, and one-
third are acceptors through private services.

The PPFK ofters family planning services in 14
demonstration maternal/child health clinics and—
through a Population Council grant—in a number of
public and private hospitals. Mobile clinics add to the
availability of services.

The PPFK carries the major load of public com-
munication on family planning. Its activities in
information, education, and communication reach
the general public, Government employees, military
reserve forces, and even the residents of remote
islands.

External Assistance

Financing from the U.S. Agency for International
Development (AlD), along with help from other
external donors, has played a major part in Korea’s
family planning efforts since their beginning more
than a dozen years ago.

AID’s cumulative obligations to the Korean
program through fiscal 1974 totaled $5.9 million.
This was for advisory services, equipment, contra-
ceptives, training, institutions and research,

The United Nations Fund for Population Activi-
ties (UNFPA) more recently has become an active
supporter of the programn. In 1973, UNFPA signed



an agreement with the Korean Government to pro-
vide $6 million over a S-vzar period. The funds are
for improvement of family planning services. com-
munications, and population education. The various
projects are being carried out by the World Health
Organization (WHO), the United Nations Develop-
ment Program, the United Nations Lducational,
Scientific, and Cultural Organization (UNILSCO),
and the United Mations Children’s Fund (UNICLEF),

The International Planned Parenthood Federa-
tion has provided major .assistance for the Korean
program, including funds and commodities. Its
assistance since 1973 totals over $4.2 million.

Canada’s International Development Research
Center has made grants of more than $100,000 for
rescarch on the satisfactions and costs of having
children and the motivations for childbearing in such
countries as Korea.

The Swedish International Development Authority
made disbursements to the Korean program in 1973,
1974, and 1975 totaling nearly $4 million. Funds
supplied contraceptive pills, materials, and personnel
assistance.

The Asia Foundation made grants totaling nearty
$200,000 for 1973 and 1974 tor supporting a nuniber
of projects having to do with family planning in-
formation and education. One innovation was
assistance to the Korean Federation of Housewives
Clubs to stage a 9-montli “No Pregnancy Year”
campaign,

The Association for Voluntary Sterilization has
made grants of more than $50,000 to a hospital and
college of medicine for laparoscopic andeuldoscopic
sterilization  projects. CARE has implemented a
feeding program through the Korean Day Care
Centers, which also provide family planning informa-
tion for mothers. Family Planning International
Assistance  has made grants for training  staff
personnel designed to stimulate family planning
programs in a number of Korean Christian hospitals.

The Japanese Organization for International
Cooperatiou in Family Planning has made grants
totaling more than $300,000, including the provision
of a family planning guidance bus with audiovisual
aids. Oxfam has made grants of nearly $80,000.

The Population Council has made grants, which
in 1973 were more than $500,000, for a wide viriety
of family planning assistance projects. And the
Rockefeller Foundation has made grants for research,
including a grant to the Korean Institute for Research
in Behavioral Sciences, for studies concerning boy
preference among Korean families. Grants in 1973
were 348,000,

The Ford Foundation and the Pathfinder Fund
have given assistance to the program.
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Laos

The population of Laos at mid-1975 was tenta-
tively estimated at 3.3 million. Rased on a high birth
rate of 45 per 1,000 population and a high death rate
of 23 per 1,000, this indicates an minual growth rate
of vver 2 percent. All rates are thought to be about
the same as in 1965. The Laotian population in 1965
was 2.5 million.

These estimates do not take into account the
now-unknown effects of hostilities in Luos in recent
years nor the effects of the changes in government.
Certainly, however, along with its growth in popula-
tion, Laos has been beset with disruptions of food
production in arcas of armed conflict, the problem of
war refugees, and a continuing movement of people
from country to city, The generally low income of
the people is reflected in the country’s low GNP per
person of $100 per year.

Prior to the recent povernment reorganization,
the Royal Laotian Government had indicated an
awareness of the need to slow population growth and
thereby help ease the strain on the country’s re-
sources.

In 1972 the Government established a Committee
for the Promotion of Family Well-Being. It assigned
responsibility for implementing a nationwide volun-
tary family planning program to reduce the annual
growth rate to 1.8 percent by the year 2000 to the
Ministry of Public Ilealth, which offers services in
a number of centers and subcenters.

The Government program emphasized the re-
lationship between maternal and child health and
family planning—an approach based on the belief
that a reduction in high levels of infant mortality
would encourage increased practice of family
planning and a reduction in pregnancies.

The program operated Government-wide, coordi-
nated by the Commission for Family Well-Being
composed of high-ranking civil servants from eight
Government ministries,

While the future activities of the program are not
clear at this time, it had already begun to break away
from a hospital-based, physician-centered approach to
one delegating more responsibility to nurses und
midwives. The program had also begun the spread of
services beyond the traditional population centers
and was committed to integrating family plarning
into kasic health services throughout the country
within the next 10 to 15 years.

Some progress had been made. District maternal/
child health centers were being renovated and
equipped. A family planning manpower training pro-
gram was underway. The number of family planning
acceptors, though relatively small, was growing,



in 1974, about 20,000 users of contraceptives were
recorded; oral contraceptives were the most popular.

The Lao Family Welfare Association worked
closely with the Government program. An affiliate
of the International Planned Parenthood Federation
(IPPF), it was founded in 1968 by a group of the
country’s leading women. It operated family planning
¢clinics and provided training.

External Assistance

Before termination of U.S. population assistance
in 1975, the U.S. Agency for International Develop-
ment (AIL} had been the principal external supplier
of assistance to the Laotian family planning program.
From fiscal 1969 through fiscal 1975, AID assistance
totaled $5.2 million. Other principal contributors
during the same neriod included: the United Nations
Children's Fund ‘UNICEF), $439,000; the United
Nations Fund for Population Activitics (UNFPA),
$571,000; and the International Planned Parent-
hood Federation (IPPF), $182,000.

AID support was directed toward the improve-
ment of health care for mothers and infants and the
introduction of family planning techniques. The goal
was to help Laos make maternal and child health/
family planning services available to 70 percent of
the accessible population and to enlist 95,000 couples
in the practice of family planning by the end of fiscal
1979,

UNFPA was assisting two projects, One was the
development of maternal and child health/family
planning activitics that was being executed by the
World Health Organization (WHO). The second, the
planning and conduct of a population census, was
being executed by the United Nations, The maternal
and child health/family planning project, funded at
$123,000 in 1973, included services and training.
The census project, funded at $150,000 in 1973,
was helping the Government to plan and conduct
a census of the Vientiane Plain and the major cities,
The census was to provide data on the size and
characteristics of the population, including data on
refugees.

The Asia Foundation has made travel grants
enabling participation in a youth leadership training
conference in Koreca with emphasis on population
aspects.

The Thomas A. Dooley Foundation distributed
family planning information and supplies with a
medical program for refugee farnilies.

The IPPF has given funds to the Lao Family’

Welfare Association for its overall program, including
public information, training, and operation of clinics.
Expenditures for 1974 were cstimated at $194,000,
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Malaysia

Malaysia’s 12 million population at mid-1975
was believed to be increasing at a rate of about
2.9 percent a ycar. The birth ratc for 1974 was
estimated at 39 per 1,000 population and the death
rate at 10 per 1,000-both reduced from the 1965
birth rate of 42 per 1,000 and the death rate of 13
per 1,000, The lowering of these rates, however,
did not reduce the overall rate of population in-
crease.

The Government of Malaysia has been con-
cerned for some years that the country’s rapidly
expanding population will diminish the success of
its aggressive cconomic development program, and
since 1966 the Government has encouraged family
planning as an integral part of its national develop-
ment plan. Although Malaysia has been successful
in expanding production of export commodities
(rubber, tin, timber and palm oil) and in increasing
its investments in domestic industry, the need for
more and more public services to accommodate the
growing population is a drain upon capital formation
which the Government would like to ease.

Adding to the overall problem is the high de-
pendency ratio; about 44 percent of Malaysia’s
population is less than 15 years old. The Government
also has registered concern about the adverse effects
of rapid population growth and large families on the
health of mothers and children and on the general
welfare of familices.

Fopulation Programs

Private family planning activitics in Malaysia go
back to 1953 when an organization was set up in
one State. Others followed until by 1963 there were
associations in all 11 peninsular States coordinated
by a new Federation of Family Planning Associa-
tions (FFPA).

The Government of Malaysia made its beginning
in national family planning in 1964 when it set up
the Cabinet Sub-Committee on Family Planning to
formulate a national program. The following ycar a
National Family Planning Board was set up with the
establishment of family planning goals as part of its
mandate. The national program went into operation
in 1966 and since then has been working toward a
goal of rzducing the population growth rate from its
present 2.9 percent a yecar to 2 percent by 1985.

In its Second Five-Year Plan (1971-75), Malaysia
identificd the annual family planning acceptor rates
needed to achieve this goal, They were targeted at
levels increasing from 80,000 new acceptors per
year in 1971 to 160,000 in 1975. Achievement has



been substantial though not complete,

Responsibility for carrying out the Government
program lies with the National Family Planning
Board, which coordinates its activities with those
of several private groups. Among the latter is the
FFPA, which receives grants from the Government
and operates more than 300 clinics.

The Government program includes more than 100
private medical practitioners dispensing services
through some 700 clinics, substations, and mobile
units. As with the FFPA, these efforts are concen-
trated in West Malaysia—the home of 85 percent of
the country’s population. The other two States,
Sarawak and Sabah, on the island of Borneo, are con-
sidered by the Government to be underpopulated;
they are served by voluntary associations,

Pills are the chief form of contraceptive used in
the program although many other types are also
offered. Contraceptives are readily available,

In 1973 the Governinent inaugurated a S-year
action program, known as the Population Project,
that cails for strengthening the national and State
programs, integrating family planning into rural
liealth services, incorporating population education
into school curriculums, and setting up a university
population research program,

The Government of Malaysia has been a major
supporter of the Intergovernmental Coordinating
Committee (IGCC) of the South East Asia Regional
Cooperation in Family Planning and Population—
established in 1971 and headquartered in Kuala
Lumpur. The Committee provides population and
family planning services to Malaysia and eight other
countries, The services inctude field work, training,
research, education, and mass communication.

External Assistance

Important help is being provided to the Malaysian
family planning program by a joint effort of the
United Nations Fund for Population Activities
(UNFPA) and the World Bank. Under the terms of a
S-year agreement signed in 1973, UNFPA is providing
a grant of $4.3 million and the World Bank a loan of
£S5 million.

These funds, along with matching funds from the
Malaysian Government, are financing projects that
include training, provision of equipment and supplies,
communications developinent, health education,
family planning services development, and building
and equipping of family planning clinics. Additionally,
a population study program is being developed at the
University of Malaysia. Executing agencies are the
United Nations Children's Fund, the World Iealth
Organization, the United Nations Development
Program, the United Nations Educational, Scientific,
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and Cultural Organization, and the World Bank.

The  Swedish  International  Development
Authority has supplied quantities of contraceptives
to the national program. Disbursements through
1974.75 totaled an estimated $1% million.

The Ford Foundation’s assistance through 1975
totals $681,000.

The U.S. Agency for International Development
(AID) does not give direct assistance to the Malaysian
program but does support other assisting organiza-
tions, An AID contract of $234,000 with the Univer-
sity of Michigan is financing an evaluation of tle
family planning program and its use of traditional
village midwives. Approximately $60,000 has been
expended in training and equipping six Maiaysian
physicians under the Advanced Technology Fertility
Management Program, Also, AID has a 2-year,
3194,000 contract with the Rand Corporation to
assist the Government with a Malaysian fertility
survey.

The International Development Rescarch Center
of Canada has made grants totaling $112,000 to the
program 1o finance studies on abortion among
Malaysian women and its health effects.

The International Planned Parenthood Federation
(IPPF), which has been assisting private family
planning efforts in Malaysia since 1961, continues to
support the FFPA of West Malaysia as well as the
Sabah and Sarawak family planning associations of
East Malaysia. This support, estimated for 1974
at about half a million dollars, assists overall pro-
grams—including infozination and education, training,
work with industrial and union leaders, and operation
of clinics.

The Asia Foundation has made grants to Malay-
sian family planning associations and to the Govern-
ment program for the following objectives: to assess
the potential of Malaysian voluntary organizations
as program participants; to foster information, edu-
cation, and communication activities; and to obtain
cquipment. Fiscal year 1974 expenditures were

$£57,000.
The Association for Voluntary Sterilization made

a grant of $6,000 to the University of Malaysia for
training and for extending vasectomy services to
rural arcas.

The Population Council helped to finance a
Government-sponsored meeting on sterilization and
abortion,

The Interdisciplinary Communications Program
of the Smithsonian Institution advanced $14,600
to finance analytical research into the 1970 Malaysian
Post Enumeration Survey to measure correlations
between fertility and various economic and socijal
levels of subjects studied.



The World Assembly of Youth has helped to
sponsor conterences and seminars for making the
young people of Malaysia more conscious of rapid
population growth and its consequences.

World Education has assisted the Government in
the training of village leaders in family planning,

Nepal

Nepal, a small sub-Himalayan kingdom, had a
1975 population of 12.6 miillion, or 2.5 million more
than in 1965. Its current rate of increase is estimated
at 2.3 percent annually, The birth rate is 43 per 1,000
population, and the death rate is 20 per 1,000, Witli-
out a sharp drop in the rate of reproduction, Nepal
could have twice its present population in 30 ycars.

It has a potential for the development of mining,
hydroelectric power, and industry, but these are not
near realization. Per capita income is only about $90
a year. The literacy rate is estimated at I3 percent,
and life expectancy is 44 yea:s.

With little doubt, Nepal’s most urgent social
problem is keeping its population from expanding
faster than the development of its agriculture and in-
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dustry. At present, most of the labor force is engaged
in agriculture; but only about 30 percent of Nepal's
total area is cultivatable.

Population Programs

Nepal’s  first  organized population  program
activity began in 1965 with the founding of the
Family Planning Association of Nepal (FPAN), a
private organization affiliated with the International
Planned Parenthood Federation (IPPF). FPAN,
apart from the family planning services it offered, was
helpful in alerting the Government to the nation’s
growing population pressures and the need for a
national family planning cffort,

Although there were earlier public activities, the
national program can be said to have begun only in
1968 with the establishment of a Family Planning
and Maternal Child Health Board, The Government of
Nepal has continued to support the program and to
give population planning high priority in its national
development plans. The major portion of family
planning work is carried out as a semiautonomous
activity within the Ministry of llealth. FPAN con-
tinues to serve in a supporting role.

The national program aspires to reduce the crude
birth rate from 43 per 1,000 to 38 per 1,000 between
1975 and 1980 with further reductions to follow,
(At the same time, it seeks to reduce infant mortality
from an estimated 200 per 1,000 live births to 150
per 1,000.)

Through its expanding services, the program’s
ultimate goal is to offer contraceptives and maternal/
child health services to virtually all of Nepal’s esti-
mated 2.3 million fertile couples and to induce an
increasingly large portion of them to practice contra-
ception.

The Government of Nepal has given increasing
budgetary support to family planning through the
past decade; its 1975 input is somewhat more than $1
million, and even larger funds are planned for 1976,

But despite Government determination, Nepal's
family planning program operates under a number of
handicaps. Transportation is difficult because of the
rugged terrain; high illiteracy rates hamper getting the
message 1o potential family planning acceptors;
and the scarcity of doctors and other trained
personnel may make family planning technigues un-

A Nepali Muslim is proud of
having a planned family. Nepal
has approximately 250 family
planning and maternal and child
health centers operating in 73
of the country’s 75 districts.



available in certain areas. Nevertheless, organizational
progress is being made.

The program now has approximately 250 family
planning and maternal/child health centers operating
in 73 of the country’s 75 districts. Together, they are
capable of providing services to an estimated 15
percent of the people. A wide variety of contra-
ceptive choices are offered including pills, condoms,
1UD’s, foams, vasectomy, and laparoscopic steriliza-
tion.

In addition, FPAN operates six family planning
clinics, distributes contraceptives, and carries out
motivation and education activities through press,
radio, exhibits, and films. The distribution program
is clinic oriented, but several pilot projects are under-
way to expand outlets through commercial sales and
the use of home visitors.

An estimated 60,000 Nepalese are practicing
contraception. Male sterilization is a leading method
with the use of pills by women the next most prac-
ticed. Nepal has had good initial success in intro-
ducing the laparoscopic technique for tiae sterilization
of women who desire the operation.

To improve family planning coverage and quality
in Nepal, the Government has established the Na-
tional Planning Commission Task Force on Popula-
tion Policy with a broad mandate to examine present
activitic and problems ard to recommend policies
and programs for the next S-year development plan
period (1975-80). The Task Force’s findings and
recommendations are to be acted upon through a
National Population Policy Coordinating Council,
established in August 1975 as part of the Natjonal
Planning Commission,

External Assistance

The U.S. Agency for International Development
(AID) is the major donor to Nepal’s family planning
program, Its 8 years of financial support have pro-
vided funds totaling $4.5 million, or more than 80
percent of all external assistance the program has
received.

AID assistance began informally in 1966 and was
formalized with budgeted funds in fiscal 1968, AID
has supplied contraceptives and other commodities as
well as funds for the training and development of
low-cost family planning delivery systems. This
assistance is being continued. At the same time,
new efforts are being made to help the Govern-
ment formulate a population policy, improve its
demographic information, and assess the effectiveness
of its family planning program. Part of AID’s help to
Nepal is carried out through a contract with the Uni-
versity of California (Berkeley).
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The United Nations Fund for Population Activi-
ties (UNFDPA) is sponsoring several projects. One is
to analyze Nepal’s 1971 census data; another is to
undertake a demographic survey to estimate popula-
tion growth, fertility, mortality, and migration; a
third sets up a pilot registration leading to a civil
registration plan. In 1974, UNIFPA agreed to assist
with a fourth project—the integration of family
planning into health facilities at a cost of abou!
$608,000 for 2 years,

In two country-to-country agreements, the British
Ministry of Overseas Development helped to finance
a training course for auxiliary health workers, and
the Japanese Organization for International Coopera-
tion in Family Planning supplied contraceptives and
equipment,

Among voluntary organizations, Family Planning
International Assistance made a grant to the Nepal
Women's Organization for a pilot village-oriented
contraceptive distribution project. The Interna-
tional Planned Parenthood Federation (IPPF) has
given $363,000 since 1972 to the Family Planning
Association of Nepal (FPAN) in support of its overall
program--including education and motivation. The
Worid Assembly of Youth has helped the Nepal
Youth Organization to hold mectings making young
people more aware of population problems and
needs. The Pathfinder Fund has provided contra-
ceptives. The Population Council has provided funds
for fellowships for graduate study in demography.

Pakistan

The population of Pakistan in mid-1975 was
estimated at 70.3 million, an increase of 17.5 million
since 1965 within the present boundaries of the
country. The 1974 rate of population increase was
2.9 percent annually with the birth rate estimated at
44 per 1,000 population and the death rate at 15 per
1,000. Unless such a growth rate is abated, it would
double the country’s population before the year
2000. Rampant growth, in turn, would cancel out the
benefits of increased food production and would
make it extremely difficult to mecet the costs of
creating new jobs and providing social services for the
additional population.

In recent years, even though the country has
many of the resources needed to develop a viable
economy, Pakistan has had a difficult struggle. In
1971, East Pakistan broke away and became Bangla-
desh. There were basic governmental changes in 1972,
In 1973 a disastrous flood struck followed by a near
drought in 1974, All this has put additional strain on



an cconomy in which 46 percent of the population is
under 15 years of age and more apt to be consumers
than producers. At present, the GNP per capita is
about $130.

Population Programs

The Government of Pakistan first became con-
cerned about the country’s population growth some
20 years ago, and this concern—and the response to
it—have continued to increase. Pakistan’s current
program to slow population growth is strongly
supported and financed (including large inputs from
foreign donors). It has high priority in the Govern-
ment’s national development plans,

The program aims at reducing the birth rate from
44 to 35 per 1,000 by 1978. It has a goal of making
birth control information and supplies available to
three-fourths of all fertile couples across the nation.
(The size of the task is indicated by the estimate that
only about 6 percent of eligible couples currently are
practicing contraception.)

Pakistan’s first organized family planning move-
ment began in 1953 with the formation of z private
Family Planning Association of Pzxistan (FPAP), an
affiliate of the Internationa: Planned Parenthood
Federation (IPPF). Some clinics were opened, and a
modest family planning publicity and education
campaign was undertaken.

The Government recognized the impending threat
of overpopulation in formulating its First Five-Year
Plan (1956-60) and provided for preliminary family
planning work. Under the Second Five-Year Plan
(1961-65), family planning was made a national
policy, and a program for bringing family planning te
the people was set up under the Ministry of Health to
operate through existing health services. Increased
emphasis to operations was given in the Third
Five-Year Plan (1966-70), including expanded bud-
get, more personnel, and improved administration.
Much was done to improve all aspects of the
population program. By 1970, reports indicated that
19 percent of Pakistan’s urban wives of reproductive
age and 4 percent of rural wives had practiced
contraception at one time or another.

During the ecarly part of the Fourth Five-Year
Pign (1971-75), family planning lost impetus because
of hostitities with India,, the secession of East
Pakistan, and iuternal changes in Government. The
program rebounded, however, and beginning in 1973
has undergone rapid expansion and increased
budgetary outiay. Pakistan’s lsaders are giving it their
stroffg and continuing support.

Pakistan’s increasing allocation to its population
program is significant. Commitments have increased
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from about $2 million in fiscal 1973 to $4 willion in
fiscal 1974 1o $8 million as Pakistan’s share of the
$24 million program in fiscal 1976. (In addition to
Pakistan’s own funding, substantial assistance is
coming from outside sources.)

Any current appraisal of Pakistan’s population
planning program can best be based not so much on
past resufts—which have been slow in coming-as on
today’s new approaches and expanding activity.

An important feature of this expanding activity—
one that will be watched with interest by other
concerned countries—is a new “contraceptive inunda-
tion scheme.” The scheme grew out of the Governi-
ment’s increasing awareness that family planning
based on services provided by clinics and physicians
was not enough; local nonclinical ways for ma ried
couples to obtain materials for family planning also
were needed.

Basically a subsidized sales program, the “inunda-
tion scheme” aims at making oral contraceptives and
condoms easily and cheaply available in most of
Pakistan through retail shops and door-to-door distri-
butions. Because of the subsidies, the program is able
to offer the two contraceptives at prices within the
reach of most Pakistanis—2% cents for either a
monthly cycle of pills or a dozen condoms.

One key part of the “inundation scheme” is the
work of door-to-door man-and-woman distribution
teams, which are an important part of Pakistan’s
continuous motivation system—a concept devised as
an operational guide for the 1970-75 Population
Planning Program and reaching about 74 percent of
the country’s popuiition. Ideally, both team
members are hign school graduates and both are
recruited from the arca where they will serve.
Usually, they are assigned a population of about
10,000 with 1,200 to 1,500 fertile couples. The
teams, in turn, are backed up by three tiers of
supervisory, inspection, and training officers.

As the teams make home visits, they sell pills and
condoms at the low subsidized prices, refer couples to
the nearest clinic or hospital if they are interested in
the IUD or sterilization, educate couples in family
planning, and obtain demographic data through regis-
tration of all married couples in the arca. Regular
repeat visits to houscholds are made for followup.
The male member of the team also handles contacts
with and sales of contraceptives to participating local
shops.

Pakistan’s many smal! shops are the second
ingredient of the “inundation scheme.” Their enlist-
ment is based on the recognition that the nuiisber of
retail outlets in the country far exceeds th2 actual or
even potential number of family planning clinics.



| decided
to plan
my family!
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Top to botrom: Family planning
poster used at Islamabad,

Pakistan; buying contraceptives

at family planning siall; a midwife
explains use of contraceptives

in a Pakistani home. Family planning
became a national policy in 1961,

Some 35,000 shops—pharmacies, tea stails, general
provision stores, and others—have been enlisted to sell
pills and condoms. No prescription for pills is
required of customers. As a sales incentive, the
shopkeepers keep 40 percent of the price of the
contraceptives. It has been anticipated that by carly
1976 there will be at least one commercial sales
outlet for contraceptives in cach of Pakistan’s more
than 40,000 villages.

Pakistan’s population planning program for the
S-yecar period 1974-78 is expected to expand the
program’s outreach and effectiveness to new high
levels. The program is working through some 700
family welfare clinics, which employ female high
school graduates to insert IUD’s and provide other
contraceptives and simple medicine. Program em-
ployees also do educationar work and distribute
contraceptive supplies at approximately 400 Govern-
ment hospitals and at the 40 hospitals that operate
postpartum family planning programs. In addition,
some 2,000 cooperating physicians distribute orals
and condoms provided free by the Government.

All this effort is accompanied by radio, television,
and  newspaper advertising telling where contra-
ceptives may be obtained and urging their use. A
simple how-to-use pamphlet in Urdu and Sindhi is
distributed wherever pills are available.

The value of using multiple distribution methods
is reflected in these carly statistics from the Pakistan
program. In July 1974, 146,000 monthly cycles of
pills and 2.9 million condoms were sold. In October
1975, monthly sales had reached 458,000 monthly
cycles of orals and 16.7 million condoms.

The Government is actively considering additional
features to make the program more effective. One is
offering incentives to grassroots workers (distribu-
tion teams and population officers) in which com-
pensation would be directly related to any decrease in
fertility rates. Another is providing small-family
incentives through uld age insurance. Still another is a
proposal for bonus payments to female employees
who do not take maternity leave for 5 consecutive
years.

The Government also hopes to more than double
the present number of family welfare clinics over the
next 2 years and to provide some 250 additional jeeps
for clinics to use in outreach work.



The sterilization program is being given a boosi
with the introduction of the laparoscopic method and
the increased number of postpartum clinics, while
IUD us~ will be helped as the number of rural clinics
is expanded.

To accommodate expanded training of tamily
planning workers, additional training centers are
being constructed. To assure greater supplies of
contraceptives, the Government plans that eventually
Pakistan will naanufacture its own pills and condoms.

To obtain more plentiful population data, the
Government is funding two new demographic re-
scarch organizations—the Population Section within
the Pakistan Institute of Development Economics,
and the Demographic Policies and Action Rescarch
Center within the Population Planning Division of the
Uinistry of Health.

In addition, a “surveillance” system is being set
up under which detailed information on contracep-
tive delivery to outlets and acceptors will be coliected
routinely by field staft. This information will be
reported, tabulated, and fed into a computer system
in Islamabad. Analyzed data will permit a constant
evaluation of program operation and ultimately of its
impact on fertility.

To optimize other efforts, an extensive family
planning publicity campaign has been undertaken, in
which the program symbol is based on the “ideal”
four-person family (husband, wife, and two children).
A special attempt ic being made to reach miral
flliterate couples.

Within the private sector, family planning efforts
continue to be spearheaded by the Family Planning
Association of Pakistan (FPAP). It receives some
funds from the Government, but most support comes
from the International Planned Parenthood Federa-
tion (IPPF). FPAP has 14 district brancl.zs, mostly in
urbanized high-density areas. Its activities include
communication and education, training, research, and
contraceptive services.

The All Pakistan Women’s  Association also
maintains & few family planning centers and, in
cooperation with FPAP, has organized a midwifery
training course.

External Assistance

External assistance is highly important to
Pakistan’s population programs. In the *974-75 fiscul
year, such assistance provided more than 70 percent
of thz budget.

The U.S. Agency for International Development
(AID) is the foremost supporter. AID’s financing in
fiscal 1975 was $7.1 million and, cumulativzly since
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1967, totals over $24 million. U.S. grant assistance in
fiscal 1976 is expected to total about $9.1 million
(plus an additional $3.5-million equivalent of excess
Public Law 480-generated rupees as a contribution
toward local costs).

U.S. support is directed mainly toward contra-
ceptive commodity support. (In fiscal 1976, $8.5
million is scheduled for subsidizing the distribution of
contraceptives,) The United States also provides,
vpon request, advisors in commodity supply, infor-
mation feedback, vehicle maintenance and repair,
training and manpower development, and communi-
cation and publicity.

1n addition, AID is helping to develop, within the
Pakistan Institute of Development Economics, a
population section with the capability for demo-
graphic rescarch aimed at improving population pro-
gram planning and evaluation.

The United Nations Fund for Population Activi-
ties (UNFPA) is another active supporter of
Pakistan’s program. It has a commitment to contrib-
ute $3 million annually for 5 years. The work is
carried out through the World Health Organization
(WHO) and the United Nations Childret’s Fund
(UNICEF) and includes the supply of contraceptives
and equipment, transport, salaries of fieldworkers,
training, and development of maternal/child health
services.

Among private organizations, the Association for
Voluntary Sterilization has made grants totaling
$37,500 to the Lady Dufferin Ilospital to establish a
laparoscopic sterilization program and to the Lady
Willingdon Hospital to establish a pilot laparoscopic
program.

The Ford Foundation has supported Pakistan’s
population program for a number of years. Giants
through 1975 to support research and training in the
population field total $4.2 million. The International
Association of Schools of Social Work has a pilot
project to develop qualified manpower for popuiation
and family planning activities.

The International Planned Parenthood Federation
(IPPF) gives financial assistance to the Family
Planning Association of Pakistan for its overall work.
This includes seminars, conferences, and meetings;
information, education, and communication projects;
and training. Special projects include work with rural
and urban welfare centers, industry, and hospitals.
Expenditures were $179,000 in 19725 $370,200 in
1973 and an estimated at 3450,000 for 1974,

The Population Council gives grants for popula-
tion fellowships, demographic staff support, and
research on reproductive biology. Support in 1973
was $11,800.
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Several other countries besides the United States
assist Pakistan’s population programs. The Norwegian
Agency for International Development is helping o
cover the current expenses of the family welfare
clinic component of the population program.
Planning tigures for 1975-78 total $4.3 million. The
United Kingdom has offered condom supplies and
may provide a number of vehicles. Australia has
promised $510,000 in audiovisual training equip-
ment. Japan has offered to supply condoms, and
Sweden has offered to supply latex for condom
manufacture. Germany has expressed interest in
offering assistance in the domestic manufacture of
condoms. Denmark, Canada, and the Netherlands are
considering possible aid to the program.

The Pathfinder Fund has also assisted the program.

Philippines

The population of the Philippinzs has grown
from 27.4 million in 1960 to an estimated 42.8
million in mid-1975-an increase of 50 percent. The
birth rate, as of 1974, was 41 per 1,000 population
(down from 44 in 1965), and the death rate was 11
per 1,000 compared with 13 in 1965. The rate of
increase is around 3 percent per year. At this present
rate, the population of the Philippines would deuble
by the end of this century. This growth rate is one
of the highest for any country in Asia and one of the
highest in the world.

The Republic of the Philippines has reversed its
population policy in, recent years and has shifted
from encouraging population growth to supporting
comprehensive programs to lower fertility rates,

At one time Government leaders thought that a
growing population vrould be beneficial becuuse it
would provide people to populate and develop
uninhabited, outlying lands. But in the late 1960°s a
closer look was taken at how population growth was
affecting the economic and social aspirations of the
country. The findings led to new policies and
programs to slow down the rapid expansion in
numbers,

The degree of concern of the Philippine Govern-
ment over population growth is indicated by the
increasing funds devoted to family planning. Prior to
1971, population programs had no national budget.
During the years 1971-73, $1.3 million were allocated
annually., In 1974 the family planning budget was
increased to $4.2 million, and in 1975 it was raised to
$6.3 million. At the same time, these amounts were
augmented by substantial additional funds that the
Government welcomed from external sources.

Some’ examples of the results of headlong popula-
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tion expansion that influenced the change of attitude
of the Philippine Governiment are listed below.

One is in the field of education. The Philippine
people are education conscious and have one of the
highest literacy rates in the South East Asian and
Pacific arcas—about 83 percent of the population 10
years and above. About 39,000 public schools have
an enrollment of 7.6 million students, and about
3,000 private schools teach an additional 1 million
pupils. Approximately 500,000 students are
attending institutes of higher education.

But there is a double strain upon the educational
system bLecause of the rapidly expanding population.
First a large proportion of the population is young
and of school age (about 43 percent). Second, the
number of boys and girls who shou'd be attending
school continues to increase. Although the Govern-
ment devotes about 22 percent of the national budget
to education, it has been unable to supply enough
classrootns and teachers to meet its educational goals;
many youngsters are not educated beyond the fifth
grade.

Another example of population pressure has to
do with food supply. Despite past and current
improvements in agriculture, food production has not
been able to keep up with the expanding population,
Many children are malnourished. Despite abundant
natural resources and the potential for becoming
self-sufficient in such basic foods as rice and cormn,
indigenous production must be supplemented with
substantial food imports,



In the area of health, too, services are inadequate.
Drinking water often is unsafe and proper sanitation
lacking,

Population Programs

Official Philippine concern over the runaway
growth of population was preceded by private action,
Family planning efforts began in 1965 with the
founding of the Family Planning Association of the
Philippines, an affiliate of the International Planned
Parenthood Federation (IPPF). This was followed by
the formation of the Planned Parenthood Movement
of the Philippines and other private groups. In 1969
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In the Philippines,

a family planning workey,
top left, goes into the
country to talk to
mothers and at the

clinic, above, men and
women hear about the
benefits of limiting
family size. Left

a Philippine doctor
carries out a tubal
ligation. Since 1965,

359 million has gone Into
/ public ar:d private

) services.

these merged into a new Family Planning Organiza-
tion of the Philippines, Inc. A number of pioneering
family planning clinics and centers were initiated as
well as population and family planning training.
Another pioneering private organization, the Institute
for Maternal and Child Health, opened family
planning clinics in child care centers throughout the
Philippines between 1967 and 1970, Also, the City of
Manila and Laguna Province preceded the National
Government in adopting strong support for family
planning service centers within their jurisdictions.

The Government’s new position on family
planning began to take form when—ecarly in



1969—the President of the Philippines appointed a
Commission to study the population situation. Late
in the year, he approved its conclusions—which was
that a reduction in population growth was vital to the
nation.

In 1970, the President called for new legislation
making national family planning the Government's
official policy and expanding family planning services
nationwide—especially to poor families and those in
rural areas. Also, in 1970 the Commissior: on Popula-
tion (POPCOM) was established and was made the
overall coordinating body of the national program.
All agencies of Government were instructed to
support POPCOM’s national effort.

Since 1970, certain legal changes have been made
to reinforce the program. The Population Act of
1971 declares a national policy of making available to
all citizens all medically acceptable means of contra-
ception (except sterilization and abortion). The
Constitution was amended in 1973 to include state
responsibility to “achieve and maintain population
levels most conducive to the national welfare.” The
population law was amended to legalize sterilization
and to expand the scope of family planning services
that may be legally provided by paramedics. The
Labor Code now requires certain employers to
provide free family planning scrvices to their em-
ployees. New income tax laws favor small families (in
contrast to ecarlier laws which provided special
Governmental benefits to iarge families). An official
instruction to all mayors requires narriage license
applicants to present certificates showing that they
have received family planning counseling.

The official goal of the Philippine population
program is to reduce the national birth rate from the
estimated 43 per 1,000 in 1970 to 359 per 1,000 in
1977. This would slow the population growth rate
from its present higher level to 2.5 percent. To
succeed, 3.5 million married women (58 percent of
those of child-bearing age) would have to practice
contraception.

The Philippine lamily planning program has made
a good start in working toward its targets, Numerous
public and private agencies are cooperating in the
clinical, rescarch, cevaluative, informational, training,
planning, and management aspects of the program.
More than 2,300 fully staffed clinics are providing
family planning services. More than 2 million couples
are practicing some form of family planning, and
approximately 750,000 new acceptors were recorded
in 1974, On the other hand, despite increased
emphasis  being given to reaching them, family
planning services and motivation still need to be
extended to many people who live in the more
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remote and isolated arcas.

External Assistance

The Philippine family planning program receives
substantial financial assistance from external sources.
Since 1965, a total of 359 million has gone into
public and private efforts, of which $14.3 raillion was
provided by the Philippine Government and the
remainder by outside sources.

The U.S. Agency for International Development
(AID) helped to pioneer :the Philippine population
program, starting in fiscal year 1968 with funds for
private organizations that were providing services 10 a
small but increasing number of acceptors. AID’s role
has grown along with growth of the program. AlD’s
funds have helped to finance the opening of thousands
of new family planning clinics; to train thousands of
doctors, nurses, midwives, and motivators to operate
the clinics; and to develop information and cducation
programs. Also, AID funds have helped to buy and
ship large quantities of contraceptives und equipment.

Through fiscal 1975, AID inputs into the
Philipnine program have totaled $36 million-—-with
the prospect of an additional $7.3 million for fiscal
1976,

Another contributor, of growing importance, is
the United Nations Fund for Population Activities
(UNFPA). UNFPA signed a S-year, $5 million agree-
ment with the Philippines in 1972 to assist projects in
clectronic data processing of census results; in
strengthening management-information  systems in
POPCOM; in obtaining motoreyeles for use in rural
areas; in strengthening and expanding of population
education; in educating nurses in family planning; in
the improvement of family planning communication
and motivation; in the compilation of laws affecting
population programs; and in developing maternal/
child health services linked to family planning. The
executing agencies are UNFPA, the United Nations
Educational, Scientific, and Cultural Organization
(UNLESCO); the United Nations Development Pro-
gram; the United Nations Children’s Fund (UNICL),
and the United Nations central organization.

Among private crganizations, the American
Public Health Association is giving technical
assistance to the Philippine Public Health Association
(another private organization) to help improve its
national health, population, and nutrition programs.

The Asia Foundation has made a number of
grants to help improve the national pregram’s work in
information, education, and communication. Ex-
penditures were $20,000 in fiscal 1973 and $60,000
in fiscal 1974,

The Association for Voluntary Sterilization has



made grants tc.aling $212,000 to a number of
institutions, including the Philippine General Hospital
and the Jose Fabella M«<morial Hospital, in further-
ance of voluntary sterilization.

Family Planning Int-rnational Assistance (FPIA)
has made grants totaling $602,000 for family
planning projects, incluging special church-related
efforts to reach families living i1 outlying arcas.
Support has gone to mobile clinics, centers for family
planning outreach, radio programs, literature for
Catholic radio stations, und comic books and flip-
charts  explaining  family planning.  FPIA also
supported the first sterifizition clinic (at Mary
Johnson Hospital) in the Philippines.

The Ford Foundation made a number of early
grants in support of Philippine family planning
efforts—particularly supporting population research
and cducation and management of population pro-
grars.

The International Planned Pasenthood Federation
(IPPF), an carly supporter of Philippine family
planning efforts, gives its assistance to the Family
Planning  Organization of the Philippines for its
overall program, which includes publications, radio
and TV programs, community education, training,
and operation of clinics. IPPF expenditures through
1975 totaled $3.5 million,

Oxfam has made grants to the Family Life
Advisory Center of Mindanao and has supported
motivation projects of the Responsible Parenthood
Council.

The Pathfinder Fund has made a number of
grants over the years in support of the Philippine
program, including assistance to the first family
planning clinic to provide services in Manila. Recent
projects sponsored have included the introduction of
fertility rcgulation into leper colonies, work with the
mass media to enlist its help in better informing the
public of the causes and consequences of un-
controlled fertility, the introduction of community-
centered promotion of both male and female steriliza-
tion, and the pioneering of clinical services that were
later incorporated into the Government’s program.
Assistance  from 1989  through 1975 totaled
$863,000.

The Population Council has also supported the
program for a number of years. Gran'.. have inciuded
assistance in setting up the manufact.  of IUD’ in
the Philippines, in expanding postpartum programs at
hospitals, and in research and training in population
and family planning. Assistance from 1968 threugh
1975 totaled $418,000.

The Rockefeller Foundation has made grants to
institutions to support a study of midwives as family
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planning motivators, the construction of a population
progiam headquarters, and a study of rural popula-
tion structures in the Philippines.

The Wotld Assembly of Youth has co-sponsored
conferences and seminars to help make young people
aware o the consequences of rapid population
growin,

World Education ..as assisted several population-
oriented groups, including the Philippine Rural Re-
construction Movement, to introduce pipulation and

family planning  education concepts into adult
literacy classes,
The Japanese Organization for International

Cooperation in Family Planning has provided some
assistance to the Commission on Population through
the provision of : ;diovisual and other equipment,

Thailand

Thailand’s population, increasing by 2.5 percent a
year, totaled over 42 million in mid-1975 compared
with 31.3 million in 1963. The birth rate in 1964 was
estimated ai 36 per 1,000 people compared with 44
per 1,000 in 1965. The death rate of 11 pzr 1,000
was also down from the 1965 level of 14 per 1,00v.

Thailand is experiencing a diminishing availability
of unoccupied productive land to absorb its sweiling
population. This is causing rural underemployment
and migration to cities—particularly Bangkok although
urban unemployment is zlready a probleri,

Population pressures are also affecting education,
Rapid growth is making schooling a major concern as
almost 20 percent of the national budget goes for
education,

In March 1970, the Royal Thai Government
approved voluntzry family planning as a national
policy. The policy announcemert had been preceded
by a 3-year (1968-70) family Lealth project to train
physicians, nurses, midwives, znd paramedical
personnel in contraceptive technicues. Primary opera-
ticnal responsibility was given to the Minister of
Public Health, which mude family planning services
available through 4,500 clinics and 1 spitals of its
health services network. By latc 1975 ovzr 2 million
coaples had aceepted some term of planning service
through the Government program and birth rates had
definitely lowered,

Even at this lower rate, however, Thailand’s
population would double in 28 years, Such growth
would make improvements in per capita GNP (now
$230 per year) extremely difficult and would work
economic hardship, especially on the poorer segment
of the population. Through continuing its population
program, the Thai Government hopes to slow popula-



tion growth to a rate of 2.1 percent by the end of the
Fourth Five-Year Plan period of 1977-81. This means
contacting a large proportion of the nation’s over 9
million women of reproductive age (15 through 49),

Population Programs

Specific responsibility for Thailand’s family
planning effor iies with the Minister of Health,
whose Under ecretary acts as the director of the
National Faraily Planning Project. The Government’s
overall commitment to family planning is also indi-
cated by the participation of other Government
ministries and agencies, such as Education, Interior,
and the Department of Local Administration.

The Thai Government’s financing of family
planning has been rising steadily--from the equivalent
of $486,000 in 1969 to $2.7 million in 1975. Total
expenditures during the period were $11.2 million.

A noteworthy aspect of the program has been its
successful use of the national health infrastructure
without having to set up a separate organization and
facilities and train personnel for family planning work
only. Thiz approach has helped to speed up pregram
accomplishments. Family planning services are now
available through a network of 5,000 rura! clinics and
provincial hospitals.

The program makes available a!l modern means of
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A Thai mother shares food
with her four children.
With available land
diminishing, rural families
are migrating to the

cities in ever increasing
numbers. Urban unem-
ployment makes it very
difficuit to find work.
Family planning became
a national pokicy in 970,
and the Government
hopes to slow population
growth to 2.1 percent

by 1981.

fertility control except abortion. One innovauon per-
mits trained paramedical personnel, usually auxiliary
midwives, to dispense oral contraceptives. This is
considered important in reaching acceptors from rural
areas wnere physicians are scarce. As a result of this
liberalized feature, orals are by far the most
commonly used type of contraceptive, and 85 per-
cent of all acceptors are from rural areas.

In northern Thailand an experimental program is
being carried out by a private organization called
Community Based Family Planning Services (CBFPS).
[t is supported by the International Planned Parent-
hood Federation (IPPF). Initiated in mid-1974 and
covering some 25 districts, it enlists teachess and
community leaders, who in turn work with local
people to encourage them in family planning and to
supply them with oral contraceptives and condoms at
low, subsidized prices. The program is being evaluated
by the Government with expansion in mind if it
proves to be successful.

External Assistance

From 1967 through 1975, approximately $15
million was contributed to Thailand’s population
program fromt other cousitries and organizations. The
major source of external support was the U.S. Agency
for International Development (AID). AID began



helping in 1967 when it assisted the work of a
voluntary family planning association. With the entry
of the Thai Government into family planning, AID’s
contiibutions were expanded. From 1967 through
1975, AID support totaled 311 million.

AID’s assistance to the Thai program is mainly in
the supply of contraceptives and clinical equipment
(medical Kits for IUD insertions or for sterilizations).
AID also supports training, programmatic research,
and tests of complimentary (Government and com-
mercial) channels for contraceptive distribution.

The International Planned Parenthood Federation
(IPPF) is an important donor to nungovernmental
aspects of the overall effort. Its support goes partly to
the IPPF-affiliated Planned Parenthood Association
of Thailand—-mainly for information, education, and
communication projects—and partly to the CBFPS
(mentioned above). IPPF support during the 1973-75
period totaled approximately $2 million.

The United Nations Fund for Population Activi-
ties (UNFPA) is another major supporter. UNFPA
assistance to the program began in 1971 when it
signed a S-year agreement with Thailand providing
$3.4 million in funds during the first 3 vears. Projects
in progress include the training of medical and
paramedical  personnel in  family planning, the
accelerated  development of maternal/child health
services and their integration with family planning,
the improvement of family planning communication
through motivational and informational material, and
rescarch, United Nations agencies carrying out the
projects are the World Health Crganization (WHO),
the United Nations Children’s Fund (UNICEF), the
United Nations Economic and Social Council
(UNESCQ), the United Nations Development Pro-
gram, and UNFPA,

The International Development Research Center
of Canada has made university grants. One is for
testing alternative methods of training midwives so
that they can play a part in the national family
planning program. Another is for surveying the
satisfactions and costs of having children and the
motivation for c¢hild-bearing,.

The Danish International Development Agency
has donated $460,000 to construct a family planning
headquarters building.

The Ford Foundation has supplied assistance
totaling over $433,000.

The Ameri.an Pubiic Health Association helped
to set up a project to plan, develop, and continuously
evaluate a low-cost, integrated delivery system to
provide health services, family planning, and nutrition
aid to a selected rural area.

The Asia Foundation has made a number of

grants to aid information and educatio= for family
planning. Expenditures for fiscal years 1973 and
1974 were about $100,000,

The Association for Voluntary Sterilization has
made grants totaling $272,000 for training and for
equipment used in voluntary male and female sterili-
zation programs,

Other private organizations have contributed
special  efforts.  Family Planning  International
Assistance has made grants to churches to lelp them
set up and promote the use of family planning
services. The Population Council has made grants
totaling 3$634,000 in support of program statistics
reporting, the postpartum program, and population
research, studies, and seminars. The Rockefeller
Foundation has made university grants totaling
$156,000 for research in reproductive biology and
reproductive immunology. The World Assembly of
Youth has worked with national, regional, and local
groups to help make young people more aware of
population problems and the need to cope with them,
World Education has provided $117,000 to the
Thai Government Ministry of Education for a func-
tional education and a family life planning course
for adults.
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Thai family reads posters about family planning. Over 2
milllon couples have accepted some form of planning
through the Government program, and birth rates are down,



Turkey

Turkey’s population in mid-1975 was estimated
at 39.2 million and increasing at 2,7 percent per year,
The 1974 birth rate was 39 per 1,000 population and
the death rate 12 per 1,000.

Turkey has had a national family planning policy
and program since 1965. It operates through the
Ministry of Health and Social Service facilities, which
are located in cach of the country’s 67 provinces.
Nominally, family planning services have been made
available to al' people. In practice, however, both
Government support and program effectiveness have
been variable. An estimated 2.5 percent of married
women in Turkey in 1974 used the 1UD, which, since
the program’s beginning, has been virtually the only
contraceptive available through Government clinics.
The number of new acceptors recorded in each of
recent years has been somewhat more than 50,000.

Pro-patalist attitudes lhnger in this large and
sparsely populated country. New progiess may be
emerging, however, as indicated by some of these
recent developments:

o The Ministry of Health, in 1974, signed a compre-
hensive S-ycar agreement with the United Nations
Fund for Population Activities (UNFPA) under which
UNFPA will provide up to $10 million to help expand
family planning and maternal/child health services
throughout the national health network.

¢ The annual quota for importation of condoms for
commercial sale was doubled from $100,000 to
$200,000. (As recently as 1972, the quota had been
only $10,000.)

o The Ministry of Health has developed plans for a
national contraceptive distribution program that
would make adequate supplies of contracentives avail-
able throughout all health facilities.

e The Government budgeted nearly $2 million for
family planning in 1975--by far the largest annual
amount to date,

Turkey’s first family planning activity was that of

g private organization, Tirkiye Aile Plinlamasi
Denegi (TAPD), founded in 1963, It is a member of
the International Planned Parenthood Federation
(IPPF). TAPD played an important role in motivating
the Government to set up its family planning services,
and it centinues to support the program today
through information and  education  activitics,
training, and medical services carried out by its 5
mobile teams and 17 fixed clinics.

At present, the Ministry of Health is responsible
for making family planning services available to the
people. Some 578 clinic® in the 67 provinces offer
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family planning services, and educational teams
(working from a fleet of 528 mobile units) go to
villages to enlist acceptors and distribute contra-
ceptives. lealth personnel of the Ministry number
more than 10,000 including about 7,000 midwives.
And organizational changes are being made (o give a
stronger position to family plannisng in the Ministry’s
maternal/child health program,

Other organizations that support the national
program include -the Hacettepe University in Ankara
and its Institute of Population Studies, which has
been heavily assisted by the Ford Foundation, The
Institute’s social, demographic, and national fertility
surveys are made available to Government policy-
makers to assist in program determinations,

External Assistance

The largest provider of assistance to Turkey's
population program has been the U.S. Agency for
International Development (AID). Although AID is
not currently helping finance the program, approxi-
mately $2.5 million has been made available since
mid-1965- much of it to help establish the program.
This assistance helped to purchase vehicles for use in
the health program network, to perform marketing
analysis of the commercial distuibution of contra-
ceptives, to train nurse/midwives in family planning,
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Above left, a 5th-year
medical student conducts
a demographic study in
Turkey; the mother is 20
years old, has five
children, and is newly
arrived in the Istanbul
area where her husband
has not yet found a
regular job. Above,

men of a village gather

to hear Ministry of Health
educalor instruct them

in contraceptive techniques.
Below, poster at a Turkish
food store says too many
children require too
expensive a load of food.
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to study the impact of rapid population growth in
Turkey, and to help the Ministry of Health make
contraceptives available through health centers.

AID also has helped fund the Turkish Demo-
graphic Survey Center in the State Institute of
Statistics, which the University of North Carolina has
provided with technical assistance in demographic
data collection and analysis.

The United Nations Fund for Population Activi-
ties (UNFPA), with its $10 million of funding for
1974-78, will enable 20 high-level Turkish officials
to study family planning programs in South East
Asia, cstablish a hormone laboratory at Ankara
Maternity Hospital, provide current information
on population trends in Turkey, compile and review
existing laws affecting family planning, and facilitate
the integration of family planning and maternal/child
health services.

The International Planned Parenthood Federation
(IPPF) gave financial support to the private Turkish
association (TAPD) during the 1973-75 period that
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totaled somewhat more than $300,000. Among other
helpful activities, the money financed a family
planning seminar in 1974 (the first of its kind in
Turkey). Earlier IPPF support enabled TAPD mobile
teams to contact more than 1.1 million persons about
family planning during the period 1966-73.

The Association for Voluntary Sterilization has
made a grant of $17,750 to Hacettepe University to
establish a female voluntary sterilization program.
Ford Foundation grants to Hacettepe University
have financed training and research in population and
demography.

World Education funds totaling $77,500 during
1971-73 helped the Ministry of Education to es-
tablish adult education programs including family
planning elements. The Population Council assisted
Turkey’s carly family planning efforts, and the
United Kingdom has provided consultants to the
Ministry of Health for specific population/family
planning projects. The Pathfinder Fund has also given
some assistance,



Viet-Nam (South)

The population of South Viet-Nam at mid-1975
was estimated at 21 million, compared with 16.3
million in 1965. With the birth rate at 42 per 1,000
population in 1974 and the mortality rate 16 per
1,000, the population is estimated to be increasing by
2.6 percent annually. It this growth rate were
maintained, the population total would double in 27
years. With average annual GNP per person already
low ($160), such continued growth would act to
depress living levels still further.

The Republic of Viet-Nam has the background,
facilities, and potential for carrying out a successful
family planning program if its new Government so
chooses. The Ministry of Health has more than 130
facilities, including provincial hospitals and some
district clinics, through which family planning
services can be or are being offered to the public. A
substantial number of public health workers have had
family planning training.

The future of the program, however, will depend
on the new Government's interest and financial
support. During the war years, the program was
financed largely by external aid (cspecially aid from
the United States, which ceased in April 1975).

The country has had some family planning
activity since 1967 when the voluntary Family
Happiness Protective Association, an affiliate of the
International Planned Pareathood Federation was
formed. It has promoted family planning educational
work, conducted training, and operated a referral
clinic.

A major handicap to this carlier work, and to
more recent efforts, has been the existence of a
long-standing law—imposed under French rule—that
restricts dissemination of contraceptive materials and
information,

Although the present Government does not have
an announced national population policy, there was a
certain degree of Government involvement under the
preceding regime. After years of delay caused by the
war, political and religious opposition to family
planning, the archaic laws, by 1973 some progress
was being made. In that yer, the Government signed
the World Leaders’ Decli cation on Population and
created a National Popuiation Council of Ministers.
Another significant development was the change in
name of the Ministry of Health’s national family
planning committee from the Committee for Re-
scarch in Family Planning to the Committce for
Family Health. This change reflected a new emphasis
on family planning; not only was 'the health of the
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woman of concern but also the health of the children
and the family as a unit.

The family planning program under the former
Government was being implemented through facilitics
of the Ministry of Health. The Ministry reported in
1974 that there had been 40,396 acceptors of
contraceptive service from the beginning of the
program in 1968,

External Assistance

The major supplier of assistance to the population
program before the 1974 change in Government was
the US. Agency for International Development
(AID). From fiscal 1970 through fiscal 1975, AID
assistance totaled $3.7 million. Support included
heiping the Ministry of Health to extend family
planning services to all districts, working with Viet-
namese officials to demonstrate the cconomic and
health benefits of fertility reduction, training of
personnel, the development of public information,
the improvement of population growth projects, and
supplying commodities including contraceptives.

The United Nations Fund for Population Activi-
tiecs (UNFPA), in conjunction with the World Health
Organization (WI10), assisted a Vietnamese maternal
and child health/family welfare project initiated in
1971 and financed with $129 000. The project stressed
the importance of family planning in securing a
higher standard of living for the family as a whole.

The United Nations Children’s Fund (UNICEF),
helped the development of national maternal/child
health services that directly or indirectly supported
family planning.

The Swedish International Development
Authority made grants to the program in 1971 and
1972 totaling $681,000.

The Asia Foundation made grants to help the
national program’s work in family planning informa-
tion, cducation, and communication. Support also
went toward the production and purchase of family
planning films.

The International Planned Parenthood Federation
assisted its affiliated planned parenthood association
in the latter’s overall program. This included work
with opinion leaders, publications, training of social
workers and motivators, clinical services, and distribu-
tion of contraceptives. Expenditures for 1974 were
estimated at $140,400.

The Mennonite Central Committee assisted a
Protestant church in operating two hospital clinics
providing family planning information and supplies.

The Population Council made grants totaling
$141,000 to the Ministry of Health for training
physicians and other professionals in family planning.



Latin America

Central and South America

The rate of population growth in Latin America
in 1965-75 was highest of the world’s regions.
Mainland population increased 33 percent—rising
from 219 million in 1965 to over 290 million in 1975,

Latin America’s annual rate of natural increase—
the excess of births over deaths per 1,000 people--
was 2.9 percent in 1974, up sligitly from 1965, De-
creases in many countries, notably Chile, Colombia,
Costa Rica, Nicaragua, Panama, and Venezuela, were
more than offset by gains in populous Argentina,
Mexico, and Peru.

Persons under age 15 accounted for 42 percent of
the Latin Aincrican population in 1975, as compared
with 36 percent for the world. This composition of
the population points to continued expansion over a
period of many years even if, as seems likely, there is
significant progress in reducing rates of natural in.
crease.

Latin America’s uet migration in the 1960-70
period has been placed by the United Nations at a
net outflow of 1.9 million. Although complete statis-
tics are not available, a continued outflow probably
took place in 1970-74. In those years, legal migration
from Latin America into the United States alone
totaled 447,000 persons, of whom 300,000 were
from Mexico. Other significant migration streams
flowed to Canada and Lurope. Hlegal migration added
still more to the out-movement,

Latin America’s rapid population growth, only
slightly dampened by migration, has hampered
economic and social development generally. For
individual Latin Americans it has adversely affected
employment opportunities, health services, educa-
tion, housing, the crime rate, and the overall quality
of life.

One eftect on individuals is revealed by statistics
on gross national product (GNP), Total GNP in the
region increased at an average annual rate of 7.2
percent between 1970 and 1974, This respectable
rate of gain, however, was held by population
increase to an average per capita GNP growth of 4.2
percent.

The high proportion of young people in Latin
America’s population mix helps to produce an un-
favorable dependency ratio. This means that people
of workirg age must support many others, not only
most of those under age 15, but also some over age
64. The result is a low standard of living for workers
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and dependents alike.

The problems are most acute in the cities, some
of which are expected to double in size within 10
years. The population of Mexico City is increasing
at the rate of 11 percent annually and Mexico now
has 35 other cities with more than 100,000 people.
Brazil, Argentina, and several other countries are
experiencing similar rapid urban growth, not only
from high rates of natural increase but also from a
heavy influx of people from rural arcas. In most of
the large citics, unemployment and underemploy-
ment rates are high. The increasing demand for
goods, services, and facilities cannot be met com-
pletely, especially with regard to housing, education,
and health.

Population pressures and the unavailability of
contraceptives for a large portion of the population
are largely responsible for the high incidence of
illegal abortions in all countries of Latin America,
Abortion has been especially prevalent in the coun-
tries at “he southern “cone” of South America—
Argentina, Chile, and Uruguay. Abortions, many of
them crudely performed, are a principal source of
maternal illnesses and deaths,

The impact of rapid population growth on eco-
nomic and social development, and its relation to
abortion, has increased Latin  America’s awareness
of the need for family planning, which is often re-
ferred to in the region as “‘responsible parenthood.”
There also has developed in recent years a strong
belief that individuals and couples have a basic human
right to information and the means of determining
freely and responsibly the spacing of their children,

Awareness  of population problems has en-
gendered  official  policy and  statutory changes
creating an increasingly favorable atmosphere for
contraceptive use. In the past 10 years, family plan-
ning programs have come into operation in most
countries. These developments in the formative years
of 1965-75 show promise of significantly reducing
Latin America’s rate of population increase in the
years ahead,

Some of the break-throughs have been substantial,
especially in Mexico.

Mexico, long noted for its opposition to contra-
ception, reversed its policy in the early 1970%. In
1975 family planning services were available in 431
Government clinics and 91 clinics of a private organi-
zation. A “Phase 11" program was planned for estab-
lishment of some 2,000 new rural health posts to



offer family planning to the 20 miwion Mexicans
living in smaller towns and on farms.

Brazil, which also has taken the stance of a strong
opponent of family planning, indicated in a formal
statement to the 1274 World Population Conference
in Bucharest that it may be in process of changing
its earlier position. The Brazilian representative
noted in his address to the assembly that the ability
to resort to birth control measures should not be a
privilege reserved for affluent families only. Instead,
he stated that it is the responsibility of government
to provide the family planning information and
means that may be required by families of limited
income. In 1975 the Brazilian Government had not
implemented this stated policy; rather, as in other
recent years it was remaining largely urinvolved in
the efforis to establish an cffective family planning
program in the country. It was letting private organi-
zations, state and local governments, and the regular
commercial market do the necessary work. And these
instrumentalities, it has developed, have been making
substantial progress. For example, the major private
organization, with the strong support of local officials,
was carrying on in 1975 a pioneering conununity-
based contraceptive distribution program in some
arcas; about 39 million cycles of oral contraceptives
were produced locally and | distributed in 1974
through commercial channels; demand for contra-
ceptives in 1975 showed continued rapid growth.

Ecuador has officially announced availability of
fami's planning services through its public health
facihues, Chile, like Mexico, has taken steps to
incorporate  paramedical  personnel into  family
planning programs. The President of Venezuela has
emphasized his personal commitment to  family
planning and the Government’s stated goal is to make
family planuing services available to every Venezuelan
by the end of 1978, Ll Salvador in 1974 proclaimed
an official population policy.

Although rates of natural increase have not
declined in most countrics, some very significant
decreases have taken place in birth rates. Chile’s
birth rate declined from 32 per 1,000 population in
1965 to 28 in 1974; Costa Rica’s from 41 to 28; El
Salvador’s from 44 to 40; Panama’s from 38 to 31:
and Venezuela’s from 42 to 36. The only countries
showing increases in birth rates, and those slight,
were Argentina and Mexico.

Another factor in the family plarning equation
is the gain in contraceptive availability. In all Latin
American countries, oral contraceptives are avail-
able—with or without prescription in pharmacies

are available in all Latin American countries, usually
without prescription. Other ‘“barrier” types of
contraceptives—-such as diaphragms, foams, and
jellies—are available in many countries. 1UD’s are
available in most countries through health centers,
family planning clinics, private physicians, or para-
medical personnel. Sterilization is gencrally legal.
Abortion though often practiced as a family plan-
ning method is illegai in all of the countries of Latin
America.

Proponents of family planning had setbacks in
a few countries over the 1965-75 period, but they
offset in only small degree the substantial gains
made elsewhere in Latin America.

Argentina’s population policy in the mid-1970's
remained, as it had been for a number of years,
pronatalist. In March 1974 the Government by
executive decree forbade the dissemination of birth
control information and closed existing family
planning facilities. Domestic manufacture of contra-
ceptives was permitted but their importation in
finishied form was forbidden. Provision of oral contra-
ceptives was limited to medical prescription.

Argentina carried its opposition to family plan-
ning to the 1974 World Population Conference in
Bucharest. There Argentina introduced scores of
amendments to the Draft World Plan of Action that
were designed to change the document from one ex-
pressing concern about population growth to one em-
phasizing recognition of the value of life and of
human, familial, and natural rights. Also at Bucha-
rest, Argentina argued that international migration
should be considered as an alternative to family
planning as a solution to the problem of unequal
population growth.

Bolivia carries on sonie family planning activitics
but the “climate™ for the program in that country
has tended to be unfavorable.

In Uruguay, the Government has given low priori-
ty to development of population programs. In 1973 it
put a [0-pereent tax on all contraceptive sales to help
finance a fertility center. In 1974 it substantially in-
creased the birth allowance for the third-born child,
a pronatalist action.

In many countries, programs for the delivery of
family planning services underwent some changes in
1965-75. In the middle and late 1960%, family plan-
ning was carried on largely through private physicians,
health centers, and family planning clinics. By the
carly 1970%s, however, increased use was being made
of paramedical personnel; in Chile, for example,
family planning programs have relied heavily on the
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Laiin America’s rate of natural population increase in 1974 was 2.9 percent, the highest of the world’s major regio.is. Rut
concern about population growth problems has led to the establishment of vigorous family planning programs in Mexice, Chile,
Costa Rica, El Salvador, and Panama. Except for Argentina, family planning activiries are being carried on in other Latin Ameri-
can countries, either with government support or through private and international agencies and organizations.

ceptives without medica! prescription. In some coun-
tries where such distribution is permitted, retail sales
have been made at low, controlled, subsidized prices;
in other countries the distribution has been through
local leaders or by satisfied users of pil's,

Information and education continued to be pro-
vided potentiul acceptors of tamily planning over the
1965-75 period. Information is essential because it
sets forth the importance of responsible parenthood
in improving the quality of life and thercby motivates
families to accept the service, apprises families of
services available to them, and enhances social ac-
ceptability of the program. All methods of communi-
cation have been used: radio, television, press, publi-
cations, audio-visual materials, films, meetings and
seminars. Radio, in recent years, has had increasing
use, especially in Central America--radio having
the virtue of permitting communication with people
who are unable to read,

Training has been emphasized over the 1965-75
period. More and more paramedical personnel are
being trained os one means of compensating for the
shortage of physicians. A special project has been
carried on since the middle 1960s for developing
and evaluating innovative family planning programs,
especially in the field of information and education.

The need for data on which to base Latin Ameri-
can programs for health, family planning, housing,
education, and employment called for continued
activity in the field of population statistics. Much
of this work came into focus through the Latin
American  Demographic  Center (CELADE), an
institution located in Santiago, Chile, which provides
demographic training, information, and advisory
services for its member countries. Latin America also
benefitted from such global programs as the World
Fertility Survey, administered by the International
Statistical Institute at the Hague, and from U.S.-
funded development of computerized nopulation
data systems. CIENES, an OAS sponsored training
center in Santiago, and the Inter-American Statistical
Institute also have liad an important influence on the

development of censuses and demographic statistics,
including household surveys.

Statistics for 1965-75 show that host countries’
inputs to population programs totaled $21.2 million,
or 14 percent of total outlays, whereas assistance
from external sources amounted to $114.% million,
or 84 percent of total expenditures,

External Assistance

U.S. AID assistance in Latin America is provided
in large part through organizations that include the
United Nations Fund for Population Activities
(UNFPA), the Pan American Health Organization
(PAHO), the Pan American Federation of Associa-
tions of Medical Schools (PAFAMS), the Inter-
national Planned Parenthood Federation (IPPF), The
Pathfinder Fund, the Topulation Council, the
Association  for  Voluntary  Sterilization  (AVS),
Family Planning Internationzl Assistance (FPIA),
World Education (WED, and the World Assembly of
Youth (WAY). Other assistance has been provided by
the Ford Foundation, the Rockefeller Foundation,
the Tinker Foundation, and the Scaife Charitable
Trust, Kellogg, and other organizations.

AID also provides support on a bilateral basis.
In 1975 the agency was directly assisting 10 Latin
American countries (and 3 Caribbean countries) the
assistance including, but not limited to, supplying
contraceptives and other commodities and equipnient,
training personnel, providing assistance of full-time
advisors and short-term consultants, and funding local
operating costs,

AID’s outlays in the 1965-75 period are shown
in the table on the following page.

UNFPA provides assistance both on a country
and regional basis to population and family planning
programs in Latin America. Requests for UNFPA
assistance increased greatly in 1974 and 1975, es-
pecially for maternal and child health and family
planning programs.

Total food production In Latin America increased rapldly in i965-74, permitting the area as a whole to raise current per capita
food output somewhat about the 1961-65 level, In some countries, however, a significant part of some food items is produced
for export, reducing per capita availabillty. Food production per capita has been well above the base perlod in most Central
American countries, Venezuela, Brazil, and Argentina. But a number of countries ia 1974 had smaller per capita food pro-

duction, notably Bolivia, Chile, Ecuador, Guyana, Paraguay, Peru, and Uruguay.



AID Population Program Support, Latin America and the

Caribbean Islands. Fiscal Years

Item 1965-71 1972 1973 1974 1975 1965-75

1,000 dol. 1,000 dol. 1,000 dol. 1,000 dol. 1,000 dotl. 1,000 dol.
Country projects 22,589 7,223 6,230 4,792 4,238 45,072
Regional projects . . . . 26,266 13,811 7,383 2,655 1,430 41,655
Latin America Total 48,855 11,134 13,623 7,447 5,668 86,727

IReduction reflects consolidation of some regional projects into worldwide projects.

In Mexico, UNFPA is supporting, with outlays
approaching $4.5 million, that country’s expanding
family planning program. In Colombia, the agency has
financed assistance to maternal and child care pro-
granis, purchase of contraceptives, and a population
census.  UNFPA  has  provided funds of over
$1,000,000 for picgrams iv Chile, Costa Rica, and
Ecuador. Substantial assistance has been extended to
Azgentina. Bolivia, El Salvador, Guatemnla, Guyana,
Honduras, Nicaragua, Panama, Paraguay, Peru,
Uruguay, and Venezuela.

At the regional level UNFPA has supported,
through the Lconomic Commission for Latin
America, advisory services for census programs and
rescarch in basic population data and population
dynamics. Support for CELADE was continued,
Support also was provided to the Latin American
Programn for Social Sciences, which is working on
guidelines for population policies in individual
countries.

PAHO, the regional arm of the World Health
Organization and a specialized agency of the Organi-
zation of American States, provides technical
assistance related to population and family planning
with funds from AID :2d UNFPA. PAHO secks to
incornorate population/family plaraing in existing
health systems and organizations through education
of professional staffs, provision of necessary supplies
and commodities, and encouragement and support
of related social and medical research through its
advisory and ccasultative services. In  Argentina,

assistance has becn given to the expansion of ma-

ternal and child care protection activities in the
northeastern and northwestern parts of the country.
In Bolivia, Brazil, Ecuador, Guyana, Peru, Paraguay,
and Uruguay, national maternal and child health

units were strengthened.
PAFAMS carried on between 1969 and 1975
seminars ir medical schools on demography (in-
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cluding family planning), the teaching of family
planning in obstetrics and gynccology courses, and
developing audiovisual materials for teaching popula-
tion dynamics and family planning in medical schoo!s.

The IPPF has provided financial and technical
assistance to affiliates in most of the mainland Latin
American countries. Over the 1965-75 period they
have carried on three major types of action programs:
information and education work, training, anu niedi-
cal and clinical operations. In many countries the
IPPF has been the primary source of information on
family planning—information which has reached the
peopic through such means as press, radio, tele-
vision, publications, meetings, and seminars, Training
activities, often carriecd on in conjunction with
Ministriecs of Health, have been aimed at a broad
spectrum of personnel --physicians, nurses, midwives,
and administrative assistants. IPPF clinics have blazed
a trail that health officials of Latin America have
followed. In a number of countries, the clinical
activities pionecered by IPPF have been expanded
greatly by Ministries of Health and other officials.

The Pathfinder Fund, with regional offices in
Chile and Colombia, has furnished technical and
financial assistance, contraceptive supplies, and litera-
ture to pioncering family planning groups in almost
all Latin American countries. In 1975 Pathfinder
continued to place major emphasis on seminars on
population and family planning for decision makers;
sterilization, clinical services, and research; use of
mass communications to disseminate information on
family planning to the general populace; intreduction
of clinical services in both urban and rural areas; and
training pregrams.

The Population Council makes rescarch, tiaining,
and institutional development grants, supplics 1UD’s
and books, provides fellowships, and offers technical
advisory services to institutions and individuals
throughout Latin America. Such regional organi-



zations as PAFAMS, CELADE, and the Regional
Population Center have received Council assisiance
for multinational activities in addition to local institu-
tion support.

Activities receiving grant support in 1974 in-
cluded research at various Latin American medical
schools and institutions in contraceptives, reproduc-
tive physiology, and family planning. In 1974 the
Council supported demographic research in Brazil,
Chile (largely through CELADE), Colombia, Guate-
mala, and Mexico, and biomedical research studies in
Argentina, Chile, and Peru. Grants were made to
assist postpartum programs and other family planning
services in Colombia and Venezuela.

The Council supports translation and distribution
of population literature. Substantial grants for trans-
lation have been made to the Colombian Association
for the Study of Population. Most Council puvlica-
tions are translated for broad distribution in Latin
America, and basic books and research studies are
made available to librarics of government agencics,
universitics, and other institutions.

The Ford Foundation’s outlays for population
activities in Latin America and the Caribbean area

amounted to $14 million through 1974. Increasing
emphasis was placed in the 1970’s on research and
training programs, improvements of systems for
contrazeptive delivery, and information and educa-
tion, while outlays for reproductive science and
contraceptive development were de-emphasized to
snme extent.

The Rockefeller Foundation, which has
supported biomedical research in fertility control
since the early 1930’s. began to make major commit-
ments in tne late 1950% and carly 1960°s to the
solution of population problems in Latin America. In
1972 support was provided for establishment of a
Social Scieace Research Program on Population Prob-
leins  Relevant to Population Policies in Latin
America, a program to be conducted under super-
vision of the Commission for Population and De-
velopment of the Latin American Social Science
Council. The program emphusizes institution building
as well as population research by Latin American
social scientists. Twelve Latin American population
centers representing  Argentina, Brazil, Colownibia,
Chile, Uruguay, Mexico. and Venezuela are now part
of the program; additional centers in Peru and Central

Latin America’s total GNP steadily moved up between 1970 and 1974 at an average annual rate of 7.2 percent.
The per capita figure, however, was much lovser—4.2 percent—because of the gains the

region has been making in pupulation.

Economic Growth Rates'!
in Selecied Latin American Countries

Total GNP Per capita GNP
(percent growth) {percent growth)
Brazil % 1.1 8.0
Colombia /W 6.8 3.4
Peru .7/////’/// 6.2 3.0
Mexico W 6.0 @ 2.5
Argentina //////// 4.8 3.4
Venezuela %// 4.3 @ 1.0
Chite // 2.6 @ 0.7

SOURCE: AID/SRD

1/Average annual growth of
Gross National Product (GNP),

1970-1974 75-28




America e being considered for membership.
Foundation grants to El Colegio de Mexico
supporting its pioneer research and training program
in the Center for Economics and Demography have
made a contribution throughout Latin America.

The Association for Voluntary Sterilization
(AV'S) has, since 1972, stimulated, ercouraged, and
supported voluntary sterilization programs in Latin
America through grants for the training of physicians,
paraprofessionals, and auxiliary personnel and related
information and education vctivities.

Family Planning Internaiional Assistance (FPIA)
is the overscas arm of the Planned Yacenthood
Federation of Amevica. It supports Latin American
family planning programs in o variety of ways. It
supplies contraceptives, medical equipment. audio-
visual gear, and educational and motivational
materials, such as movies, slides, booklets, pamphlets,
radio spots. and posters. It supports three informa-
tion and cducation programs in Central and South
America-two in Costa Rica and one in Colombia. In
Peru it carries on a special training program for
medical students and doctors. It provides technical
assistance. In Ecuador more thau 10,000 wonen are
receiving family planning services in an FPIA
sponsored program—the only one run by women
physicians in Latin  America. FPIA’s cumulative
funding of 17 individual projects over ‘our program
years was $1.8 million.

The Tinker Foundation’s initial grant in the field
of population was made in 1965 when it awarded
$500 to the Population Reference Bureau to support
that agency’s Latin American publications. In a
10-year period from 1965 to 1975 a total of §1.2
million was awarded to various population projects.
mostly in Latin America, to educate or inform
national leaders about the serious economic and
social implications of excessive population growth.

World Education, Inc., helps to incorporate
fanudy planning concepts into functional literacy
programs and nonformal adult education. The scope
of the work falls into definite categories: identifying
learner needs, designing programs and curricula,
developing learner-oriented materials, training
teachers, and assessing program strengths and weak-
nesses. Projects were underway in 1975 in Colombia,
Costa Rica, Ecuador, Honduras, and, in the Caribbean
area, Jamaica.

The World Assembly of Youth (WAY), with
regional headquarters in Managua, Nicaragua, has
sponsored regicnal and national conferences in Latin
America to increase among young people an aware-
ness of the relationship between family planning and
economic’ and social progress. WAY also issues a
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monthly bulletin, as well as handbooks, slides, charts,
posters, graphs, and other materials for use in
seminars and local meetings.

Caribbean Islands

Population of the Caribbean islands rose from
22.1 million in 1965 to 2€.8 million in 1975-an
increase of 21 perceat. This percentage increase
was slightly abov: that of the world’s populs-
tion, but was far below the 32 pereent expansion
since 1965 in Latin America,

The increase in total population of the West
Indies, although large, nas been moderated by two
major factors: Declining  birth rates plus rather
heavy emigration. Birth rates dropped trom 36
per 1.0GO people i 1965 to 31 in 1974, The 1974
death rate was 9 per 1,000 people, down from 10
per 1,000 in 1965. The 1974 rate of natural in-
crease was 2.2 percent annually.

Caribbean statistics on migration are fragmentary
but U.S. immigration figures show that over 690,000
people from the West Indies were admitted to the
United States alone between 1966 and 1974, mostly
from Cuba (refugees), the Dominican Republic,
Jamaica, and Haiti. According to the United Nations,
the 1971 British census indicated that 152,000
persons born in the West Indies entered the United
Kingdom in 1961 or later years. Other migrants from
the Caribbean went to Canada and Latin America,
notably to Venezuela.

The significant decline in birth rates over the
1965-74 period reflects to a considerable degree
improved access to family planning services and
contraceptives through family planning clinics, pri-
vate physicians, and the commercial market.

Virtually all of the islands carry on activities
designed to reduce fertility. Many of these programs
are sponsored by private family planning associations
affiliated with the International Planned Parenthood
Federation (IPPF). Programs are similar in that they
cover three principal areas: provision of family
planning services and contraceptives, information and
education activities aimed at *“motivating” families to
accept contraception, and training of physicians,
nurses, nurse-midwives, as well as administrative
personnel.

Avanable staustics from family planning associa-
tions indicate that oral contraceptives are most
popular with acceptors, followed by condoms and
intrauterine devices.

Family planning programs in the Caribbean have
been adapted to a wide economic and social spec-
trum, for the islands vary greatly in living standards.
The per capita gross national product averages high
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The Caribbean area’s rate of natural increase in {974 was 2.2 percent, well below Latin America’s 2.9 percent. The "aribhean
is an area of sharp contrasts—exireme poverty in some couniries, relative ajflueice in others, But population pressures
are felt generally, and have engendered family planmng programs, some of which started in the 1950's,

and have stimulated heasy emigration from some islands.

on istands with heavy tourism or having an abundance
of exportable goods, such as sugar, coffee, bauxit.,
and other minerals, but it is low on others. As
compared with a regional average of $780 per capita
in 1973, per capita GNP of the U.S. Virgin Islands
was $5.910, Pucrto Rico $7 270, and the Bahamas
$2,320, whereas populous Cuba had a per capita
average GNP of $540 (up from $480 in 1965), St.
Vincent $300 and Haiti $130 (lowest in the Western
Hemisphere). Languages are about as varied as in-
come; they include Spanish, English, French, Dutch,
and Creole.

Excessive population growth has created prob-
lems in all countries. It seems likely, therefore, that
fumily planning programs will continue, either for
demographic reasons or beceuse the spacing of
children is perceived by governments to be a basic
human right of parents that should not be infringed.

External Assistance

As in Latin Anerica, th= US. Agency for
International Development (AID) has provided
assistance to the Caribbean area gen. rally through
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organizations that inciudc, among others, the United
Nations Fund for Population Activities (UNFPA)und
related United Nations agencies, the Latin American
Demographic Center (CELADE), Family Planning
internation 'l Assistance (FPIA), the IPPF, and the
Population Council. AID also pravides population
program support on a bilateral basis to Haiti and
Jamaica.

Fhe UNFPA has supported population and family
planning programs in nine Caribhgan countries,
including work carried on under agreenients with
Cuba and the Dominican Republic. Regional UNFPA
programs have strengthened activities in such areas as
population statistics and dynamics, notably through
assistance to CELADE, information and educution,
and training.

The IPPF has been a major factor in the ramily
planning activities of the Caribbean since establish-
ment of the Barbados and Jamaica association in the
1950°s. The Trinidad and Tobago association was
formed in 1961, and was followed by IPPF-affiliated
associations in Guadecloupe and Grenada (1964),
Curacao (1965), Montserrat and St. Kitts/Nevis



(1966), Puerto Rico and St. Lucia (1967), Antigua
and Aruba (1970), Dominica and St. Maarten (1973),
and Bonaire (1974).

In 1974 IPPF organized the Caribbean Family
Planning Affiliation (CFPA) as a unique means of
bringing new but very smaii associations into the
agency’s franework, while continuing to allow them
direct access to the regional office. Not included in
the CFPA are associations in Spanish-speaking Carib-
bean countries and the older associations in Barbados,
Jamaica, and Trinidad and Tobago.

FPIA cooperates on family planning activitics
with the Uritarian Universalist Service Committee in
Haiti and with the Church World Service in the
Dominican Republic. The Haitian program has be-
come a model for the Government’s national
program. In addition to technical assistance, FPIA has
furnished substantial quantities of contraceptives,
audio-visual equipment, and information materials.

The International Bank for Reconstruction and
Development (World Buank) has loaned a total of $5
million to Trinidad and Tobago and Jamaica, the bulk
of it for construction of a hospital, health centers,
and training facilities.

Other agencies providieg assistan.c in the Carib-
bean arca in the 1965-75 period included the Associa-
tion for Voluntary Stenlization, the British Ministry
of Overseas Development, the Ford Foundation, the
International Association of Schools of Social Work,

the International Development Research Center
(Canada), International Education Development,
the  Mennoniie  Central Committee, Oxfan,

Oxfam-Canada, The Paihfinder Fund, the Population
Council, the Smithsonian Institution, the Tinker
Foundation, and the World Assembly of Youth.

Argentina

The rate of population growth in Argentina is
among the lowest in Latin America—1.3 percent a
year as of 1974-or less than half the combined
average for all countries of Central and South
America. If this pace continues 53 years will be
nceded for Argentina’s population to double, or
reach a level of about 50 million. The mid-1975
population was estimated at 25 4 million,

The Argentine  Government views this slow
growth with apprehension rather than approval. It
argues that “to correct deficiencies and contribute
to the occupation and integration of the national
territory”™ a  population of 50 million must be
achieved within 25 years instead of 50, or by the
year 2000 instead of 2025,

The Government’s plan ot action for more rapid

population growth includes:

* Reducing mortality trends.

* Raising birth rates.

* Encouraging the flow of immigration.
¢ Reducing emigration,

The plan also is aimed at regulating internal migra-
tion to assure adequate populations in_the outlying
provinces,

Argentina’s desire for an expanding population, a
policy which is ordinarily designated pronatalist,
is not new. The "ision of a large and powerful Argen-
tina was attractive to the late General Peron, who
considered his country- with an area roughly the
same as India’s-to be underpopulated. In 1968,
too, the Government took a strong stand against
family planning and birth control when the President
came out in opposition to what wag interpreted as a
suggestion that World Bank sid be tied to a nation's
efforts to control population growth. Also, the
Government supported the attitude of the Catholic
hierarchy, which asserted obedience to the Pope’s
ruling on artificial birth control. (About 94 percent
of Argentiniuns profess the Reman Catholic faith.)
Pronatalism was further reinforced when a law intro-
duced a wage policy of increasing subsidies and
school allowances for each child.

Argentina has extended 1ts ideas
into the internaiional arena. The Population Council,
in its Report on Bucharest--a summary of happenings
at the August 1974 World Population Conference—
notes that “Argentina introduced scores of amend-
ments to the Draft Plan [World Population Plan of
Action] that were carefully designed to change the
weight of the document from one that essentially
expiessed concern lest the rate of population growth
become an obstacle to socio-cconomic development
into one that *. .. put main emphasis on the recogni-
tion of the value of life and of hunian, farmilial, and
national rights.” Argentina also argued at Bucharest, as
it had at an eorlier preparatory meeting, that interna.
tional migration should be considered as an instrumen?
of population policy that could provide countries
with an alternative solution to problems of unequal
population growth.

Earlier, in March 1974 the Argentine Govern-
ment, by executive decree, forbade the dissemiration
of birth control information and closed cxisting
family planning facilities. Domestic manufacture of
contraceptives is permitted, but they must be of-
ficially tested and registered for sale. The importa-
tion of contraceptives in finished form is forbidden.
Oral contraceptives may be provided only on stringent
medical prescription, 3 ,

The private Asociacion Argentina de Proteccion

pronatalist
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Familiar (AAPF), an affiliate of the International
Planned Parenthood Federation (IPPF), had provided
services on a limited scale since 1966. Following the
Government’s dacree in 1974, the organization closed
its 56 clinics in Buenos Aires and the northwest
provinces, The IPPF noted in its 1974 Report to
Donors that “the Family Planning Association is
currently engaged in promotional activities within
Government circles, inculeating the concepts of
responsible  parenthood, of family planning as a
haman right, and of the need to eradicate the high
incidence of induced abortion.”

The abortion situation has been given considerable
attention. A study early in the 1970’s at Rawsou
Hospital, Buenos Aires, showed that one-third of
the pregnancies of the 532 married women in the
sample ended in abortion, of which 72 percent were
said to be illegal. The inference from the study was
that in urban arcas at least one abortion occurred
tor each live birth.

External Assistance

External support, other than that from the IPPF,
for population programs has come from the United
Nations Fund for Population Activities, the Popula-
tion Council, the Ford Foundation, the Rockefeller
Foundation, and the Tinker Foundation. Funding
has been largely for rescarch in demography and
reproductive biology.

Barbados

The population of Barbados, reversing the general
pattern for Caribbean countries, decreased from
244,000 in 1965 to 239,000 in 1975. Two factors
account in large part for the declining population: a
low rate of natural growth- 1.2 percent in 1974—and
heavy emigration. The birth rate in 1974 was 21 per
1,000 people, the death rate 9 per 1,000,

The Barbados Family Planning Association has
continued since 1955 its supplementary role to the
Government as the only agency providing family
planning onr a national scale. lis activities have been
funded by Government grants and grants from the
IPPF 2nd UNFPA.

In 1975 the Association introduced comnmunity-
based distribution of orals and condoms and use of
coadom vending machines as well as an integrated
bealth, welfare. and community project for the
island’s northern arcas. The Association employed
one full-time and five part-time pliysicians in addition
1o six nurse-midwives and two clinic attendants. First
visits to the clinic in 1973 totaled 4,695, while
37,925 acceptors were served between 1955 and
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1973. The Association planned to increase its referral
service to the major hospital for male and female
sterilization and pregnancy terminations conducted
within existing law. The Association also consulted
with the Government with respect to incorporation
of family planning into health center service, and the
first polyclinic was planned for 1975.

A mass information and cducation program was
carried on through television, press, and display
media. A special effort was made to obtain greater
aceeptance of family planning by Barbadian men.

Bolivia

The population of Rolivia had increased from 4.4
million in 1965 to 5.6 million by mid-1975, a gain of
28 percent. The birth rate over that period remained
stable at 44 per 1,000 people, but the death rate de-
clined from 20 o 18 per 1,000 per year. The annual
cate of natural increase in 1974 was 2.6 pereent; if
continued, this would bring a doubling of the popula-
tion in 27 years.

Bolivia is one of the poorest countries in Latin
America. It has a per capita GNP of $200, a high level
of illiteracy, and poor health services. Life expectancy
at birth in 1975 was only 47 years in comparison
with the Latin American average of 62 years and was
the lowest for any country in the Western Hemi-
sphere. lronically, activities aimed at improving
health in Bolivia tend to intensily population growth
and its attendant problems.

Prior to 1973 there were several Bolivian attempts
to create a family planning organization and initiate
activities. In 1973, however, following some initia-
tives from both the public and private sectors, more
specifically, promotional activities by the National
Family Center (CENAFA) and some health officials,
high Government officials scemed to come to the
view that Bolivia’s high population growth rate, if left
unchecked, wouid drastically hamper its economic
and social development. Subsequently, several im-
portant steps were taken.

Notable was the establishment in 1973 of the
Asociacion Boliviana d¢ Proteccion a La Familia
(PROFAM), an affiliate of the International Planned
Parenthood Federation (IPPF). The Ministry of
Health (MOII) entered into an agreement with
PROFAM for assistance in providing family planning
services plus the management of some official MO
responsible parenthood clinics.

PROFAM opened a demonstration clinic in a
slum area of La Paz in July 1974, Open 6 hours a
day, it is staffed by two doctors, a nurse, an auxiliary
nurse, and a social worker. PROFAM also provided



family planning services for 6 hours daily in a Ministry
of Health hospital in La Paz, but there are plans to
extend services in facilities of its own and other
Bolivian governnient orgarizations in Santa Cruz,
Cochabamba, Potosi, and Oruro and to begin a
pilot rural project in the village of Sapaqui.

PROFAM’s training activities are carried out
in coordination with the Ministry of Health. Training
for physicians, nurses, and peramedical personnel is
conducted in PROFAM's nmodel clinic in La Paz.
Information and  communication  activities  of
PROFAM arce aimed at enlisting support of family
planning through meetings with union and business
leaders, civic organizations, and other groups plus
parallel publication of a bulletin and monographs
directed toward the influential people of Bolivia,
These activities are coordinated with and supported
by the activitics of the Asociacion Boliviana de
Educacion Sexual (ABES), which receives financial
support from U.S. AID. The National Family Center
(CENAFA) was established by Presidential Decree
in 1968 as an autonomous ageney under the Minijstry
of Health. Its purpose is to devclop and implement
seminars, demographic research, and  publications
designed to motivate Bolivian governrent officials
and the general population to accept family planning.
It has been intluential in the creation of PROIFAM
and  ABES and in greatly improving the local
ambiance relative (¢ the dissemination of family
planning and sex education information.

Despite these favorable steps a “climate” favor-
able to family planning has not developed firmly in
Bolivia. In March 1975'the Bolivian Catholic Church
initiated an anti-birth-control canmipaign through a
hard-hitting pastoral letter “condemning™ as “nodern
genocide” the international support that has been
given to family planning activities in Bolivia. The
Government responded vigorously that it supported
programs of “responsible parenthood™ but not birth
control—the latter term carrying a connotation
throughout Latin America of Government determina-
tion of fertility. The Church eased tensions to a
degree by approving in public responsible parenthood
programs—the stated objective of the Government,

External Assistance

Inputs to family planning programs by AID have
amounted to $2,003,000 in the fiscal year period
1969-75. UNFPA approved in 1976 a contribution of
$1,520,000 for Bolivia’s coordinated maternal and
child health program. In carlier years, UNFPA had
budgeted $463,000 for a population and housing
ceasus, maternal and child health services, and a
regional dévelopment seminar. Other agencies con-
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tributing to Bolivia’s overall family planning program
include The Pathfinder Fund, the Population Council,
the Mennonite  Central  Committee, the World
Assembly of Youth, and World Neighbors,

Brazil

Brazil’s population has risen from 81 million in
1965 to 107 million by mid-1975. The annual rate of
natural increase in 1974 was 2.8 pereent, or about
equal to the Latin American average. This would
bring a doubling of the population in 25 years. Births
in 1974 occurred at the rate of 37 per 1,000 people
and deaths at 9 per 1,000. A high proportion of Bra-
zilians—about 42 percent--are under the 15-year-old
age level,

Brazil's economy has been strong in recent years.,
The 1970-74 average annual rate of economic growth
was about 10 percent, while the per capita average
rate of growth for the same period was 8 percent—both
well above the Latin American average. But Brazil’s
economic growth dropped to 5 percent in 1975,
largely due to the burden of higher petroleum prices,
Income distribution, meanwhile, continues to be an
aggravating problem in rural and urban areas through-
out the country as a whole.

Up to mid-1975, Brazil’s veaction to its high
population growth has been ambivalent. On the
onc hand, Brazilian officials have argued that the
nation needs more people. The added population
would occupy the sparsely inhabited north and west
regions, create a strong internal market for trade
and industry, and provide the minimum population
required to become a major world power. On the
other hand, the Brazilian representative to the World
Population Conference in Bucharest in 1974 stated
at that time that “Being able to resort to birth con-
trol measures should not be a privilege reserved for
families that are well off, and therefore it is the
responsibility of the State to provide the information
and the means that may be required of families of
limited income.” The central Government has not
actively implemented this policy, Instead, it has
allowed States and municipalities to carry on family
planning services or enter into agrecments with pri-
vate organizations to conduct such services and has
permitted increasingly large sales of oral contra-
ceptives and condoms.

One private organization, BEMFAM-the Sociedade
Civil de Bem-Estar Familiar no Brasil, or the Brazilian
Civii Society for Family Welfare—has been active in
family welfare in Brazil since 1965, BEMFAM has,
in the past, provided full financial support for as
many as 102 clinics, but is reducing its outlays as



quickly as possible for financial and policy reasons.
It seeks to have communities or States pay the
yperating costs of clinics with BEMFAM providing
mainly technical assistance. BEMFAM is expected
by the end of 1975 to be supporting fully only 25
demonstration clinics in major cities and partially
supporting 67 other clinics that receive operating
expenses from communities. As the only organization
educating and informing the Brazilian public about
family welfare matters, BEMFAM devoted $400,000
in 1975 to information, education, and communica-
tion activities and plans to apply $720,000 to such
operations in 1976.

BEMFAM is also, with the strong support of local
officials, pioneering a community-based program in
rural areas of the State of Rio Grande do Norte
utilizing voluntary community leaders such as teach-
ers, nurses, and midwives who have daily contact with
many women. The distributors receive 3 days of
training, with emphasis on problems women may
encounter in taking oral contraceptives, and also
attend occasional refresher courses held by regional
administrators.

The program started in August 1973 and by
E..cmber 1974 had an estimated 22,000 continuing
acceptors--or about 6 pereent of Rio Grande do
Norte’s  approximately 370,000 fertile women.
BEMFAM considers this program important because
it shows that commnunity members can do much to
deliver a valuable service at little cost.

BEMFAM’s information and education program is
designed to reach leadership groups at the federal,
state and local levels. A core program to convince top
leaders that family planning is an essential service con-
tinues to center around seminars in which lcaders
from diverse fields participate and wide press coverage
results, Meetings with student and university groups
are scheduled as are seminars with professional groups.
In addition there is participation in numerous pro-
fessivnal congresses and meetings.

The mass media program is built around radio
spots, films and slides for use in seminars, training
courses and within clinics,

Abortion, though illegal, is widely practiced in
Brazil. Estimates of its frequency range up to several
million abortions annually.

Oral contraceptives are well accepted and their
use is growing rapidly. According to a recent, inter-
nationally sponsored study, about 39 million cycles
of oral contraceptives were produced and distributed
within Brazil in 1974, During 1973 and 1974, sales
incrcased 4 times as much as the increase in the
number of women of reproductive age. Varicus esti-
mates suggest that between 8 percent dnd 13 percent

of women aged 15 through 49 years arc now using
the pill. Use is relatively high in the urban areas and
among middle and higher income groups.

Local vutput of condoms has been running about
48 million pieces annually, with an estimated 3
million: to 5 million additional pieces per year entering
the ccuntry from abroad. Brazil's condom produc-
tion is expected to double by 1978. The product line
has been upgraded in recent vears with the addition
of colored and lubricated condoms. It is surmised
that these higher priced items are used largely for
contraceptive purposes while the less expensive, non-
lubricated condoms are vsed primarily for protection
against veneral disease. Distribution is not limited to
pharmacies; supermatkets openly display and sell
condoms in most major cities.

External Assistance

Major external assistance to  Brazil's family
planning program comes from nongovernmental
organizations, The International Planned Parenthood
Federation contributed $3.3 million to BEMFAM in
1975. The Ford Foundation, the Population Council,
and the Rockefeller Foundation have provided grants
primarily to Brazilian universities for demographic
and medical research projects. The United Nations
Fund for Population Activities and the International
Development Rescarch Center (Canada) are aiding
demographic research projects, Other organizations
providing assistance in recent years are the Associa-
tion for Voluntary Sterilization, Church World
Service, the Danish International Development
Agency, International Education Development, The
Pathfinder Fund, the Population Reference Bureau,
the Tinker Foundation, and World Neighbors.

Chile

The population of Chile rose from 8.7 million
in 1965 to 10.6 million by mid-1975--an increase
of 21 percent. The current rate of natural increase
of 1.9 percent is one of the lowest in Latin America.
Contributing factors may be an active family planning
program in recent years and a general improvement in
the quality of medical care. While birth rates fell from
32 per 1,000 population in 1965 to 28 per 1,000 in
1974, death rates also declined from 11 to 8 per
1,000 per year, and decreases in infant mortality were
especially marked.

Chile’s family planning activities, unlike programs
in many other countries, are aimed primarily at re-
ducing abortions. By the early 1960’s in Chile, these
had reached large totals. Abortion traditionally
has been a much more important phenomenon
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in the countries of the heavily urbanized southern
wedge of South America—Chile, Argentina, and
Uruguay—ihan elsewhere in the Western Hemisphere.

An 1ssue of the American Universities Fieldstaff
Reports, ffamily Planning in Chile, Part I: The Public
Program and Part H: The Catholic Position, notes
that “In 1937 the National Health Service of Chile
registered 8.4 abortions for each 100 births; by 1960
this had increased to 22.2 and the number of women
involved had risen from 12963 to 57,268. These
figures represent only those abortions that came
under hospital attention because of health compli-
cations. It is currently (1967) estimated chat Chile
has about 150,000 abortions a year, as compared
to 300,000 live births. Abortions cause two-fifths
of all maternal deaths, and in 1960 their treatment
accounted for 184,000 bed-days and cost over a
million dollars. They are responsible for 8.1 percent
of all hospital admissions ... 35 percent of the
surgery in obstetric services, and 26.7 percent of the
blood used in all emergencey services.

The article further stated, “Although both hos-
pitalizations and maternal deaths caused by abortion
have been reduced greatly...the ratio of abortions to
total pregnancies scems to have remained constant
and may even have risen, aceording to some specialists.
Most Chilean women fice a choice between effective
contraception and an unremitting series of pregnan-
cies, often ending in abortion...”

Chile’s family planning information and services
are provided witkin the Maternal and Child Health
Service of the National Healtl Service (NHS) and in
other semipublic and private institutions. The private
Asociacion Chilena de Proteccidn de In Familias
(APROFA), an affiliate of the International Planned
Parenthood Federation (IPPF), provides vital support
to the NHS, and other external organizations have
funded various segments of the overall population
program. Population/family planning activities ap-
parently were not adversely affected by events
following the change of government in 1973,

i 1973 APROFA signed an agreement with NHS
under which APROFA will provide support for activi-
ties in the northern region of the country not covered
by the United Nations Fund for Population Activitics
(UNFPA). Eighteen health areas in the north are
included. APROFA’s goul for 1975 was to cover
85,000 of the 432,000 women of fertile age in the
north, and they expected to provide 180,000 con-
sultations-- 145,000 by midwives and 36,000 by
physicians.

In the south, APROFA hoped to cover 62,000 of
the area’s fertile-agc women, Midwives were to pro-
vide most of the services,
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External Assistance

Outside support. for the Chilean family planning
program in the past decade came largely from the
IPPF (almost $2.8 million), UNFPA ($3.2 million in-
cluding unexpended funds), and the U.S. Agency for
International Development (AID) in the fiscal years
1967-72 (almost $2 million). Other organijzations
that provided help include the United Nations, the
United Nations Children’s Fund, the World Health
Organization, the Pan American Health Organization,
tne Swedish International Development Authority,
the Association for Voluntary Sterilization, The Path-
finder Fund, the Population Council, the Ford
Foundation, and the Rockefeller Foundation.

The financial assistance budgeted for by the
UNFPA will extend through the period 1973-76.
Family planning services are to be increased to cover
40 percent of the women in rural and urban areas
over the 4-ycar period. The program will be carried
out in 600 hospitals, health centers, and health posts
in 24 of Chile’s 55 health arcas. UNFPA financing,
exccuted through various United Nations specialized
agencies, also has made possible a variety of related
teaching, training, reserach, demographic, and other
population activities,

The lLatin - American  Demographic  Center
(CELADE) in Chile, which is supported by the
United Nations, has helped the Chilean Government
improve ihe collection and processing of statistics.

Colombia

Colombia's population as of mid-1975 was 22.3
million compared with the 1965 total of 16.1 million
~-an increese of 39 percent for the decade and some-
what more than the 32 percent decade gain for all
countries of Central and South America.

As of 1974, the rate of natural increase of popula-
tion was about 3.2 percent per year, resulting from an
annual birth rate of 41 per 1,000 population and a
death rate of 9 per 1,000. Colombia’s relatively high
population growth rate of 3.2 percent a year has
accentuated a number of social and economic
problems by increasing pressures or health services,
schools, housing, and food supplies. Unemployment
and underemployment are high. Movement of people
from rural to urban zreas has also been heavy, and
city dwellers now account for about 60 percent
of total population,

The Government of Colombia, increasingly aware
of the unfavorable implications of excessive popula-
tion growth, has stated that “It is indispensable
to...make available objective and sufficient informa-
tion on family and sex life so that couples make a



Part of a family of 16-soon to be
17-poses in rural Paraguay. Throuzgh-
out Latin America, there Is a growing
complex of national and interng-
tional assistance, designed to make
available to families like this many
types af programs for planning
family size and protecting maternal
and chila welfare. In Paraguiy,

a relatively weak economy high-
lights the parallel problems of high
population growth, Population
activities began there in 1966;

by 1975 the country’s expenditures
on family planning totaled about
34.5 miilion.

Right, a representative of Colombia’s PROFAMILIA,
a privage farnily planning agency, explains the use
of the ruonthly cycle of oral contraceptives. PRO-
FAMILIA operates urban clinics, nonclinical con-

traceptive services in urban and rural areas, and

a wide range of information and education services.
Below, a nurse in one of the 150 clinics operated by
the Salvadoran Ministry of Health shows a mother

a variety of contraceptive devices. El Salvador

has had family planning programs since 1963;

in 1974 its President announccd a broadly based
national population policy.
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free decision [and] make available the necessary
medical services which will both assure medical care
and puarantec respect for conscience...” The overall
program developed to deal with population problems
in Colombia has consisted largely of education and
the provision of family planning services by inde-
peadent groups operating within and through inte-
grated health agencies. Leaders of the groups involved
have sought *to deal with a Colombian problem in a
Colombian fashion.” Specifically, they have sought to
minimize political or religious conflict and have
avoided offending social and cultural traditions.

Population program work pot under way in a
meaningful manner in 1967 when the International
Planned Parenthood Federation (IPPF) began assisting
a local private family planning agency called the
Asociacion Pro-Bienestar de la Familia Colombiana
(PROFAMILiA). The aim of the new agency was
to assist Colombiuns with their problems of excessive
population growth and high abortion rates. That year,
the 1.8, Agency for International Development (AID)
arranged for a $320,000 prant to the Colombian
Medical  Schools  Association (ASCOFAME)  for
training doctors, nurses, and other population workers
in all methods of family planning and to perform re-
search and analyses of such factors as internal migra-
tion, housing, and family structure. The Pathfinder
Fund, the Population Council, and the Ford Founda-
tion provided various kinds of program assistance
through interested organizations.

From this beginning, the program has continued
to expand. Momentum picked up sharply after
October 1970, when Colombia’s President announced
the extending of “social and medical assistance to all
classes of the country in order that every family may
have the fiberty and responsibility to determine the
number of its children.,” The following month,
Colombia’s National Council of Social and Economic
Poticy adopted guidelines indicating support for
making family life and sex education, plus necessary
medical services, available to families.

The Ministry of Health has continued to increase
its emphasis on the family planning content of the
maternal/child care program within the constraints of
the sociocultural, religious-political milicu in which
it operates. With a minimuin of publicity, it has
expanded its maternal/child care and family planning
program to provide some service in essentially all
population arcas of the country, In 1975, family
planning services were available in 928 public health
clinics, The Ministry of Health has also assumed
responsibility for the postpartum program in 35
nonuniversity regional hospitals. This work will be
expanded by’ 1978 to 105 hospitals—or complete
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coverage for this type of facility.

In addition to continuing its in-service training
program for physicians, coordinators, and nurses, the
Ministry emphasizes training tor professors of schools
of practical (auxiliury) nursing. It has made changes
in curriculums that have meant increased attention to
maternal/child care and family planning,

The Ministry also has embarked on an ambitious
program to train 10,000 rural health promoters.
About 2,600 ure now in service, functioning as a link
with the health post and providing health education,
motivation to use health services, and information
on family planning,

PROFAMILIA has played a key role in Colombia’s
family planning program since 1967. In 1975 it
operated 42 clinics in 31 major cities, as well as six
cytology laboratories. The increase in new acceptors
in 1975 totaled about 85000, and control visits
for the vyear were 300,000. The clinics provide
specialized, high-quality family planning service to a
substantial part of the urban population, The pro-
gram encompasses a full spectrum of traditional
and advanced concepts of fertility control.

A well-trained professional medical staff is main-
tained, but increasing attention is being given to the
use of paramedical personnel and nonclinical pro-
grams of contraception. These nonclinical activities
are operating both in urban and rural arcas, In 1975
they included about 660 distribution points and pro-
vided service to more than 56,000 women. Although
the bulk of the distribution points are in rural areas,
over 200 eventually will be established in the urban
slums of 15 cities.

A commercial marketing unit is aimed at reducing
the price of contraceptives as well as expanding their
usage through traditional commercial channels, The
commercial unit also employs newer distribution
techniques, including coupon campaigns utilizing
the mail, newspapers, and radio and a special
campaign aimed exclusively at drugstores.

PROFAMILIA's information and education pro-
gram is aimed primarily at changing community
attitudes and attracting new acceptors to the organi-
zation’s clinics and distribution posts, In 1975
PROFAMILIA reinitiated—with locally contributed
time—a radio campaign in 26 citics; the development
of folders, posters, stickers, slides, and calendars for
publicizing contraceptive distribution and other
family planning services; regular courses and meetings;
and the use of motivators, mostly in collaboration
with the community-based distribution program.,

The Population Reference Burcau, through its
Bogota’ office, conducted a wide range of information
activities in Colombia and other Latin American



countries between 1967 and 1974,

ASCOFAME has restructured its teaching and
postpartum program, making it an integrat:d ma-
ternal/child care teaching and service activity that
provides all medical graduates with academic and
practical experience in family planning, New ac-
ceptors in 1774 totaled 21,120,

An outgrowth of previous work by ASCOFAME
was the formation of the Regional Population Center
with & charter permitting population activities by
nonmedical institutions. The major thrust of the
Center’s program is in training and research, but
it has shown an interest and ability to mowe into
areas not covered by other programs.

A potentially important service organization, the
Cruz Verde, has been formed by a group of in-
fluential citizens with the support of the Coffee
Growers Association. The Crvz Verde wants to pro-
mote distribution of contraceptives in the rural areas.

Another organization, the Association of Physi-
cians and Pharmacists (SOMEFA), provides incentives
for physicians and pharmacists to extend information
and services through private channels.

The national skills training program, SENA, pro-
poses to give 200 ot its own leaders short courses in
population matters.

The Foundation for Family Life Orientation
(FUNOF) has focused on training and community
seminars outside Bogotu'. Its acdvity is being taken
over in part by the Colombian Welfare Institute,
however, and FUNOF will be reduced to reaching
31,500 persons between 1976 and 1978,

The Association for the Study of Population
(ACEP) tas excelled in leadership training and family
life education. [Its program is targeted primarily
toward women’s leadership groups that have signifi-
cant multiplier potential. It also has provided training
for such diverse clements as pharmacists, military
leaders, agrarian reform institutions, employees,
union leaders, family welfare institute leaders, and
hospital “gray lady™ voiunteers. ACEP has also
translated, published, and distributed regionally--
to a list of some 8,000 individuals and institutions—
a large body of family planning material originally
published by the Population Council and George
Washington University.

All these activities by the Ministry of Health and
the private organizations are paying off in family
planning terms. In 1975 an estimated 18 percent of
Colombian women in the 15-to-49 age group were
taking part in the population program. About a
million women, including those obtaining contra-
ceptives from private sources, were participating
in family planning. Of new acceptors, about 50
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percent were choosing 1UDs as a contraceptive
method, 35 percent pills, 3 percent sterilization, and
12 perecent other methods~condoms, diaphragms,
foan, jelly, cream, and injectibles, Abortion is illegal
in Colombia.

External Assistance

Substantial funds have been applied to Colombia's
pepulation program since 1967. From all sources,
the total was $29.8 million, of which the Colombian
Government supplied just over $9 million, the 1PPF
almost $7.3 million, the U.S. Agency for Interna-
tional Development over $3.1 million, the Popula-
tion Council $3.1 million, and The Pathfinder Fund
$1.2 million and UNFPA $3.8 million.

Other donors which provided diverse forms of
assistance  included Family Planning  International
Assistance, the Association for Voluntary Steriliza-
ticn, the International Development Research Cor-
poration, the University of North Carolina, the Pan
American Health Organization, Development Associ-
ates Incorporated, CARE, the Ford Foundation, the
Rockefeller Foundation, Oxtam, Population Services
International, the World Assembly of Youth, World
Education, World Neighbors, Canada, and Sweden.

Costa Rica

Costa Rica’s population in mid-1975 totaled 2
million compared with the 1965 number of 1.5
million. The yearly rate of increase, however, has
been declining over the decade, Although the rate
for 1974 was still high at 2.3 percent per year, it
was down sharply from the 3.9 percent in 1965
and substantially below the Latin American average
of 2.9 percent. Moreover, with the help of a compre-
hensive family program, further reduction in the rate
of increase is expected.

Costa Rica’s population program traces to carly
perception by the nation’s leaders that too many
people vying for available resources was magnifying
existing social and economic problems. The private
Costa Rican Demographic Association (CRDA), an
affiliate of the International Planned Parenthood
Federation (IPPF), began in 1967 to provide family
planning services. In 1968 the Ministry of Health
initiated services, and it was joined in 1970 by the
Social Security Institute {CCSS).

Costa Rica has a national family planning policy
set forth by executive decree, The Government’s
highly successful program is coordinated at the
national level by the central population committee
{CONAPD) consisting of representatives of the



Ministry of Health, the Ministry of Education, the
CCSS, the private family planning association, the
university, and two family orientation centers.

In the first 6 months of 1975, the Ministry of
Health hzndled 59 percent of the total 105,610
family planning visits, the CCSS almost 37 percent,
CRDA 4 percent, and a small Catholic Church-
sponsored Center {or Family Integration (CIF), 0.1
percent,

In 1975 an estimated 25 percent of women in the
reproductive age group (15 through 49) were using
contraceptives obtained through organized programs
or from private sources. Of methods used, oral
contraceptives accounted for 78 percent, 1UD’s
11 percent, and other methods—largely condoms
and sterilizations—11 percent,

The Ministry of Iealth offers fainily planning
services in all of its health facilities, and the CCSS
offers family planning services in 12 facilities. Under
existing law, however, CCSS will eventually take over
all the Ministry of Health hospitals with the Ministry
determining policy and the CCSS providing services.
The CCSS also has established an excellent center
for truining graduate and auxiliary nurses as women
health care specialists. Over 70 students were gradu-
ated in 1975, This training center is the only one of
its kind in Latin America, and will do much to pro-
mote the use of paramedical personnel for providing
family planning services; the center is now being
used as a show place and example for many Latin
American countries interested in establishing similar
training centers,

CRDA was one of the early promoters of non-
clinical distributicn of contraceptives—a system
through which women who visit public liealth clinics
receive coupons cnabling them to buy oral contra-
ceptives from participating pharinacies at a price
substantially below the going retail price. CRDA’s
main role in national family planning work, however,
has been to create favorable public opinion for the
Government’s programi. This has been done through
conferences, seminars, sex education, releases to the
mass media and the distribution of other printed
material on population and sex education. In addition,
CRDA assists in the administration of a grant to
Costa Rica for family planning work provided by the

United Nations Fund for Population Activities
(UNFPA).
The CIF in 1975 offered 175 courses of 15

sessions each for over 29,000 couples and pre-matri-
monials. The Catholic Church of Costa Rica now
requires cach couple planning to marry to attend such
a course, where all family planning methods are dis-
cussed, If a couple does not like a method such as
rthythm, CIF may refer them to CCSS.
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External Assistance

In relation to Costa Rica’s size, outside financial
inputs to the program have been substantial-almost
$9.4 million between 1965 and 1975. Major donors
include the U.S. Agency for International Develop-
ment, just under 32,9 million; IPPF, over $1.9
million; UNFPA, over $1.5 million in assistance; the
Ford Foundation $829,000; and Swederi $881,000.
Other organizations and governments assisting have
been Family Planning International Assistance, the
Pan American IHealth Organization, the Association
for Voluntary Sterilization, the Population Council,
The Pathfinder Fund, World Educational Inter-
national, the Government of Canada, the Tinker
Foundation, the American Public Health Association,
and Church World Service. Inputs of the Costa Rican
Government totaled $1.6 million over the decade.

Doeminican Republic

Population of the Doniinican Republic rose from
3.5 million in 1965 to 4.7 million in 1975-—an ex-
pan:ion of 34 percent. The 1974 birth rate of 46 per
1,000 people and death rate of 11 per 1,000 resulted
in the natural increase rate of 3.5 percent annually,
Both the birth rate und the pace of natural increase
werc the highest in the Caribbean arca.

Overall economic growth has been vigorous. Gross
national product over the 1970-74 period expanded
at an average annual rate of 9.9 percent. Export
commodities, including sugar, coffee, and minerals,
have contributed to growth, as have Government and
private investment financing.

But rapid population expansion has meant re-
duced shares of economic growth benefits for in-
dividuals. Gross national product per capita for 1973
was $510. There is much unemployment and under-
employment, particulary in rural areas. Serious health
problems exist: The death rate is high among children
under 3 years of age; nutrition is subnormal for 60
percent of the people; the ratio of doctors and nurses
tn population is low.

Recognizing the unfavorable economic und social
consequences of excessively high population growth,
the Government in 1968 organized a National
Council on Population and Family Planning
(CONAPOFA), which has administered the nation’s
maternal/child health and family planning activities.
CONAPOFA hopes to reduce the birth rate to 30 per
1,000 population by 1977 and to expand family
planning services to provide coverage for 20 percent
of fertile-age women. The major restricting factor has
been the limited number of trained medical and
paramedical personnel available for the program.



Family planning activities picked up momentum
in mid-1974, By June 1975 uctive wusers of
contraceptives had risen to 70,000, or 6.5 percent
of fertile-age women as compared with only 30,000
in December 1973, In addition, the Government has
developed a national community-based program that
eventually will employ 4,000 health promoters who
will sell and distribute contraceptives. Two pilot
distribution projects were in operation in late 1975,
The Government has taken other steps to increase
contraceptive availability: Graduate nurses have been
authorized 10 insert IUD’s; and graduate and auxiliary
nurses have authority to prescribe oral contraceptives.
Oruls arc provided to acceptors without charge in
health clinics, but there is a 25-cent charge for a
month’s supply of any contraceptive sold by the
Government’s distributors.

CONAPOFA is rapidly expanding the number of
clinics that provide family planning services. In
mid-1974 there were 71 clinics but by February 1975
there were 110, and the Government planned to have
200 in operation by the end of 1975.

Of an estimated 50,000 users of contraceptives in
1974, a total of 26,500 were using orals, 15,300
1UD’s, and 8,200 condoms an other means.

The private Dominican Association for Family
Welfare (DAFW), an afiiliate of the Internatinnal

Planned  Parenthood  Federation; the National
Institute for Sex Education; and the Pedro lenriquez
Urena  University  have  worked  closcly  with

CONAPOFA in research and evaluation, information
and education, training of paramedical personnel, and
development of expertise in social work and adminis-
tration.

A lack of information and education is perceived
by many officials as the most urgent need, and work
in the these areas is being emphasized by DAFW. Its
Radio School of the Air, started in 1972, has proved
to be a major factor in increasing clinic attendance;
daily listeners number about 125,000. The program
was continued in 1975 on a national basis.

Two-week training courses primarily for medical
and paramedical personnel are held jointly by DAFW
and CONAPOFA four times a year. A demonstration
clinic, operated by DAFW in collaboration with the
government, serves as a training facility for doctors,
nurses, and auxiliaries,

External Assistance

From the inception of the program through fiscal
1975 combined inputs to the Dominican Republic’s
family planning program have totaled $3,482,000.
The largest contributors were the United Nations
Fund for Population Activities, 31,330,000; the

109

International  Planned  Parenthood  Federation,
$1,221,000; and the U.S. Agency for International
Development, 3869,000, which was provided in the
fiscal year period 1967 1o 19. . Other agencies
providing assistance included the Population Council,
Family Planning Internaticnal Assistance, The Path-
finder Fund, Church World Service, and the Associa-
tion for Voluntary Sterilization.

Ecuador

Ecuador had a mid-1975 population of 6.7
million compared with 4.9 million in 1965. The
yearly rate of natural increase in 1974 was 3.2
percent, or above the average fer Latin America.
Though not yet a crowded country by Asian
standards, Ecuador has the highest ratio of people per
unit of arable land in South America. The great
majority of Ecuadoreans ar~ farmers. In addition to
crops for local consumption, they raise bananas,
the leading agricultural export commodity, and
coffee, cocoa beans, and sugar for export.

Despite reduced levels of petroleum production
and exports during the first half of 1975, the Feua
dorian economy generally continued to boom through-
out the year with the per capita GNP rising signifi-
cantly. While 1976 is generally expected to bring
additional growth, that growth nevertheless will be
tempered by the fact that almost half of the popula-
tion is under 15 years of age and by the fact that a
high ratio of dependency continues to exist together
with high rates of unemployment and underemploy-
ment. Such problems tend to be intensified by the
nation’s continuing rate of rapid population growth.

Recent demographic projections indicate that,
even with a moderate and gradual decline in the birth
rate to replacement level, the population would reach
about 30 miliion before stabilizing in the next
century. This projected total, about 5 times larger
than the present population, would very seriously
overioad resource availabilities.

The level of official and public awareness of the
“population problem™ is fairly high among educated
citizens. Frequent articles appear about demographic
matters in the daily press and in weekly journals,
and there 1s some public discussion of the issues
involved. However, there is no general concern about
population imbalances, nor is there strong pressure
to push family planning programis. As a result, family
planning has been rather slow to develop.,

Aside from private medical practice, the first
limited urban family planning services were started in
1965 by the private Asuciacion Pro Familia
Ecuadoriana  (APROFE), affiliated with the Inter-



national Planned Parenthood Federation (1PPF).
Government-provided  services, encouraged and
largely financed by the U.S. Ager.cy for International
Development (AID), begin in a modest way in 1969,
were organized at the national level by 1972 and
were given official sanction in 1973, This sanction,
reaffirmed in 1974, does not give Fcuador a policy
based on a demographic rationale; it does give it a
policy based on health and human rights. However,
family planning service, are available in most public
clinics as well as in several privite facilities.

On zn overall basis, active family
planning services in public and private piezzams ex-
ceeded 70,000 in 1975, up from 53000 m 1974,
Over 300 public and private chinies were providing
family slanning services compured with 267 in 1974,
An estimated 4.7 percett of women in the 13
through 49 age group were covered by the program
in 1975, IUD’s have been the most popular contra-
ceptive method, followed closely by pills.

The Government’s new policy of p-omoting
family planning through the public media is expected
to stimulate activity by making poor families aware
of services and supplies that can reduce fertility.

users  of

External Assistance

Program inputs since 1967 have totaled almost
$8.4 million. Of that total, AID contributed $5.3
million, of which $481,000 was in fiscal 1974 and
$446,000 in fiscal 1975. Financing of the United
Nations Fund for Population Activities will be,
starting in 1976, $1,346,000. IPPF funding has been
$888,000. Other sources include The Pathfinder
Fund, the Population Council, Family Planning Inter-
national Assistance, the University of North Carolina,
Columbia University, the Ford Foundation, and the
United Kingdom.

El Salvador

The population of El Salvador rose from 2.9
million in 1965 to 4.1 million in 1975, a gain of
41 percent. The rate of annual natural increase in
1974 was 3.2 percent which, if continued, would
mean a doubling of the nation’s people in only 22
years,

Population pressures on limited resources have
created numerous social and economic problems,
For example, El Salvador’s literacy rate and per
capita GNP are well below the average for main-
land Latin America. The country has high seasonal
unemployment and a very uneven distribution of
income.
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Concern about the effects of excessive popula-
tion growth was shown as early as 1963, when the
Salvadoran Demographic Association (SDA), now an
affiliate of the International Planned Parenthood
Federation ('PP[F), was formed. In 1964 the first
family planning clinic was opened witl, the assistance
of The Pathfindes Fund. In 1965 the Government
requested support from the U.S. Ageacy for Inter-
national Development (AID). In 1966, AlD response
made possible the opening of 1. family planning
clinics, end, in 1967, 10 more, In 1968 the Ministry
of Heale.. initiated a S-year program of family
planning expansion including additiona! clinics, and
in 1969 the Institute of Social Security inaugurated
a progoam calling for still more clinies. In July 1974
the Prestdent of El Salvador announced and defind a
national population policy, which sets very broad
goals: population growth reduction, nutritional im-
provement, skills development, employment genera-
tion, balanced population distribution, and other
health and welfare benefits. Ofticial support for
family planning activities is based not only on demo-
graphic factors but also on factors of health and
human rights.

In 1974 current users of contraceptives in the
public sector numbered 101,000.

SDA has complemented the activities carried on
through the nationwide network of some 150 clinics
operated by the Ministry of Health and ihe Institute
of Social Security. SDA has succeeded in repopu-
larizing the intrauterine device (IUD). One of
SDA’s clinics has become a center for male and fe-
male sterilization, and SDA uses that facility to
train physicians in sterilization techniques. SDA also
carriecs on numerous informatior and education
activities. They include a motivational radio campaign,
direct promotion by social workers in urban slums
and rural villages, the training of agricultural ex-
tension and rural colonization personnel and of
young people for family planning and sex education
activities, and coordinating the work of women
volunteers, In 1975 almost 20,000 group discussions
and talks were given by the SDA to private and
Governmental audiences.

External Assistance

Foreign financial support to family planning
in El Salvador totaled $8.1 million between fiscal
1966 and 1975. AID assistance totaled $3.3 million,
of which $312,000 was in 1974 and $316,000 in
1975, Other major donors over the 10-year period
and their contributions included the IPPF with $1.1
million, the United Nations Fund for Population
Activities for $868,000, the Ford Foundation with



$540,000, and the Population Council with $134,000.
Also assisting were The Pathfinder Fund, World
Education, the Association for Voluntary Steriliza-
tion, Oxfam, the United Nations Children’s Fund,
the Pan American Health Organization, the
Smithsonian Iastitution, the World Assembly of
Youth, and Sweden.

Guatemala

The population of Guatemala, a basically rural
country, had increased from the 4.2 million of 1965
to 5.5 million by mid-1975. The natural rate of in-
crease in 1974 was 2.8 percent which, if continued,
would mean a doubling of the population by the
year 2000, The birth rate is a high 43 per 1,000
people a year, and only the relatively high annual
death rate—15 per 1,000--precludes an even more
rapid rate of natural increase.

The present rate of population growth has
accentuated several basic problems. For example,
there are not enough classrooms and teachers to
permit all school-age children to attend school
through the first six grades; and at the secondary
level, nationwide, 88 percent of young people in the
15 to 20 age group are not in school. Less than 11
percent of the rural population has ready access to
potable water, and sewage systems are available to
only 6 percent of the people—mostly city dwellers.
The per capita GNP in Guatemala for 1973 vras $450,
far below the average for the Latin American main-

land which was $770.
Concern about these and other p:oblems en-

gendered by rapid population increase led to the
organization in 1964 of the Guatemala Association
for Family Welfare (APROFAM), an affiliate of the
International Planned Parenthood Federation (IPPF).
In 1965, APROFAM opened its first family planning
clinic, During its first year of operation it provided
5,200 clinic consultations and services for 1,700
new acceptors.

Family planning began to make significant strides
in 1967 with the signing of an agreement between the
Ministry of Public Health and the U.S. igency for
International Development (AID), which provided
funding for APROFAM’s services in 20 Ministry of
Public Health centers and 10 mobile heaich units,
Progress slackened in 1970, but by 1974, the number
of clinics had grown to 129, through which the
Ministry and APROFAM provided family planning
services to almost 21,000 new acceptors and close
to 30,000 active users. Over the years the program
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had been strengthened through the training of medi-
cal and paramedical personrel, the initiation of a sex
education project in public and private schools, the
expansion of information and communication activi-
ties, and the installation of a computerized scatistical
systen.

But this progress must be meascred against the
magnitude of Guatemala’s growing population
problem. The nation has some 1.3 million women of
reproductive age. Acceptors under the APROFAM
program, plus some users obtaining contraceptives
through private sources, make up only 4.5 percent
of the nation’s fertile women. A special problem
in Guatemala is the ditficulty of reaching the rural
population with the family planning message. About
44 percent of the people are Indians, speaking a wide
diversity of dialects.

Furthermore, some opposition to family planning
had surfaced as carly as 1965, when a Pastoral Letter
came out against the use of contraceptives not
sanctioned by the Catholic Church. In 1968 the
major university took a position against contra-
ception, In October 1974 several ncwspapers, sup-
ported by some university students, started a campaign
against family planning that ran until March 1975, In
view of such opposition, and in the absence of a clear
population policy on the part of the Government, or-
ganized activities have proceeded  cautiously.
Acceptance of family planning has tended to stabilize
at relatively low levels,

In 1975, however, the Minister of Public Health
took a strong positive stand in favor of family
planning and in support of APROFAM. In March
1975, in a speech to the United Nations Second
Meeting on Population in Mexico, the Minister
clearly indicated his Government’s concern with
rapid population growth and added, in part, “The
Government...recognizes the fundamental freedom
of the individual and the couple to decide on the size
of the family and spacing of pregnancy, and therefore
makes available to all inhabitants (without discrimina-
ticn with respect to creed, education, location, em-
ployment) the information, education and services
indispensable for such determination to be made
with good judgment, consciousness, and freedom.”

The Government appears to be close to defining

a specific policy. It has formed a top-level group con-
sisting of members from the National Planning
Council, the Ministry of Public Health, APROFAM,
and other selected agencies to develop and present
the policy. In July 1975 an Il-man working
committee finished the first draft of a comprehensive
“Population Policy” and submitted it, irformally, to
the Minister of Public Health,
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External Assistance

From fiscal 1967 through fiscal 1975, a total of
$8 million was channeled into family planning
activities in Guatemala. Of that total, AID pro-
vided over $4.8 million, of which $673,000 was in
fiscal 1974 and $500,000 in fiscal 1975. Funding
from the IPPF sver the 1967-75 perivd totaled $1.8
million, the United Nations Fund for Populaticn
Activities gave $720,000, The Pathfinder Fund
provided $1€7,000, the Swedish International De-
velopment Authority allocated $85,000, the Popula-
tion Council contributed $82,000, and the Pan
American Health Organization gave $25000. The
inputs of the Government totaled $143,000.

Haiti

Haiti’s population rose from 3.8 million in 1965
to 4.6 million in 1975. The birth rate of 36 per 1,000
people is above the Caribbean average of 31, while
the death rate of 16 per 1,000 is substantially higher
than the regional average of Y. The rate of natural in-
crease in 1974 was 2 percent per year, Life expectancy
at birth-50 years-is the second lowest in the Western
Hemisphere.

With a per capita gross national product estimated
in 1974 at the very low level of $130, [aiti is the
only Western Hemisphere statr on  the United
Nation’s list of 25 least developed countries.

About 70 percent of Haiti’s pecple are farmers
who live in densely populated areas poorly served by
roads and other facilities. Farms are small; only 25
percent of the units have more than 10 acres. The
World Bank estimates the per capita annual income of
rural Hutians at about $80, and of the poorest 2.6
million of the rural population at no more than
$40-350.

Nutritional levels are generally poor. A 1974
study indicates that the people consume an average of
only 1,850 calories per day, one of the lowest caloric
intakes in the world. Discase, tracing in no small part
to poor nutrition, is widespread. There are not
enough medical and paramedical personnel, especially
in rural areas, to meet the ordinary needs of the
people; a 1974 report shows that there are 12,200
people per physician, and that the infant mortality
toll is 150 per 1,000 live births—almost 10 times the
U.S. rate. Nor is the medical situation improving.
Most of the 100 or so physicians who graduat~ from
Haiti’s medical school each year emigrate in the hope
of improving their incomes and living conditions. The
exodus of nurses also has been heavy.

The educational level is low, Adult literacy is about
10 percent; and no more than 30 percent of school-
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age children, mostly froni urban areas, attend classes.
Only a few students finish college.

Haitian officisls know that rapid population
growth intensifies economic and social problems. In
1968 the President of Hlaiti requested technical
assistance for family planning from the Pan American
Health Organization (PAIIO), but it was not until
1970 that a new law created a Division of Family
Ilygiene to coordinaic public and private maternal
and child health services, including family planning. A
national family plunning program within the maternal
and child health system becume official policy —as a
basic human right and for promoting health rather
than for demographic reasons.

The private Center for Family Hygiene has played
a significant role in Haiti’s family planning program.
Ustablished in 1969 as a nonprofit agency, the
Haitian Government in 1972 recognized the Center as
a “public utility.” and that same year the Center
inaugurated a family planning program in a rural zone
between the capital city, Port-au-Prince, and the
Dominican border, The program, sponsoted by
Family Planning International Assistance (FPIA) and
the Unitarian  Universalist  Service Committee, in-
cluded three family planning/maternal child health
clinics and a broad complement of information and
cducation activitics.

In 1974, with financial assistanc: from the United
Nations Fund for Population Activitics (UNFPA),
PAHO, the U.S. Agency for International Develop-
mient (AID), and The Pathfinder Fund, the Division
of Family [lygiene took charge of the national
program. In May 1975, two of the Center's clinics
were merged into the Government program. The third
clinic operated by the Center was retained as a pilot
demonstration facility.

Sixteen Government clinics were being operated
in the urban arcas and central towns in 1975 and it
was planned that, by December 1975, 22 clinics
would be providing services. It also was planned that
another 18 clinics would be added by Dec: mber 1977
to bring the total to 40,

Also, in 1975, 9 private clinics were authorized to
provide family planning services, and requests for
additional programs were  awaiting review and
authorization. All private family planning activitics in
aiti must be sanctioned by the Division of Family
Hygicne and are required to couform to the norms
established by the Health Department. This policy is
aimed at assuring coordination of programs and
maximizing the use of valuable services.

FPIA continues to support an information, educa-
tion, and communications program with the Center,
which includes developing an educational curriculum



Market day near Jacmel in southern Haiti. Cautious steps are being taken to lower
Haiti’s birth and death rates, both of which are above the Caribbean average,

for primary school students, development of slide
series for family planning training, vbooklets for
adults, elementary and secondary school text books,
and a training program for teachers.

In 1975 the Center planned a *‘social marketing
program’, in cooperation with Population Services
International. The objective is to reach an annual

retail sales level by the end of the second year of

450,000 boxes of 3 condoms each, and 90,000
monthly cycles of oral contraceptives. The condoms
are to be sold in units of 3 at 10 cents U.S. The same
price is to be charged for monthly cycles of orals.
The Center will market the contraceptives on a
national scale through 2,500 or more small shops.

The subsidy program is deemed necessary because
commercial sales volumes at “‘regular” prices are very
low. Few people in Haiti can afford to pay full
commercial prices for pills or condoms.

External Assistance

Total inputs to the program from fiscal 1971
through 1975 were 33,130,000, of which the Haitian
Government contributed $214,000,

UNFPA has made available $2,020,000 for
two major projects—one a population, housing, and
agricultural census and demographic survey, the other
a maternal and child health family planning program
in two capital city hospitals as a first step to national
coverage.
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The U.S. Agency for International Development
contributed $144,000, which was obligated in fiscal
1975 for a survey of the structure and organization of
the Division of Family Hygiene; for a Haitian
Community Help Organization project in northwest
Haiti; technical assistance to the Government through
the Johns Hopkins School of Hygiene and Public
Health; and a study of fertility-nutrition relation-
ships through Columbia University’s International
Institute for the Study of Human Reproduction.

Already noted are projects carried forward by
FPIA, UUSC, und Population Services International.
Other agencies providing assistance include The Path-
finder Fund, the Ford Foundation, the Rockefeller
Foundation, the Mennonite Central Committee,
Oxfam, and the Population Council.

Honduras

Honduras had a population of 2,7 million as of
mid-1975 compared with 1.8 million in 1965, The
annual rate of natural increase was 3.5 percent in
1974 and the sccond highest in Latin America.
Components of this situation are a birth rate (as of
1974) of 49 per 1,000 pecople per year—the highest in
Latin America—and an annual death rate of 14 per
1,000.

Honduras has not felt the pressure of population
on land resources to the same acute degree as some of



its neighbors. But there isa growing awareness that the
land/population ratio is not as much a problem as is
the limited ubility. of the nation to develop
cconomically and sncially. Honduras had one of the
lowest per capita GNP figures in Latin America-$290
in 1973. The nation’s rapid population growth is also
beginning to tax health and educationa! services.

Population program work in Honduras began on a
small scale in 1964 when the private Honduras
Family Planning Association, an affiliate of the
International Planned Parenthood Federation (1PPF),
opened a clinic in Tegucigalpa. In 1966 the Govern-
ment opened a clinic and also offered family planning
services through a rural mobile lealth program,
known as PUMAR. Between 1966 and 1973 a total of
33 additional Government clinics were opened, with
expanded services. During this period the private
association opened a second clinic to provide post-
partum service and an enlarged training program.

In 1973 the Government officially announced a
“voluntary demographic policy™ including three main
principles: provision of adequate education about
responsible parenthood; utilization of natural and
technical resources that lead (o a well-nourished,
creative population; and application of the principle
of voluntary participation in family planning pro-
grams. Family planning is supported not only for
health reasons but ulso because it is deemed to be a
human right,

In 1974 the Government, as part of its natioual
development plan, announced a policy of providing
family planning information and services to all who
desired them. The Government implemented this
policy with increased financial support for its 34
maternal/child health clinics, which were being used
by 40,000 regular acceptors in 1975. At the same
time, the private association started an outreach
program using present family planning acceptors to
motivate others.

In 1975 training in family planning techniques
was begun for all of the Ministry of Health staff. In
the earlier years, the medical profession required that
all family planning be provided by doctors; but
because of the small number of doctors available in
the country, it is becoming apparent that services
should and will be offered through other means. The
private association has extended its outreach program
and courses to student groups.

A major program target for the future is the
complete integration of family planning into all
services of the Ministry of Health—a move that will
eventually make family planning easily accessible to
90 percent of the total fertile population, both urban
and rural.
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Of the acceptors now using the services of the 36
clinics in Honduras, about three-fourths have chosen
oral contraceptives as a method, and one-fourth
intrauterine devices (1UD’s).

External Assistance

Between fiscal 1966 and 1975, the U.S. Agency
for International Development (AID) provided over
$4.6 million in budget support to the Honduras
population/family  planning program, of which
3788,000 was in fiscal 1974 and $619,000 in fiscal
1975. AID is supporting the Honduras National
Development Plan, which stresses agrarian reform,
efficient” use of agricultural resources, and expansion
of basic health and other social services in the rural
areas.

The IPPF has contributed $958,000 to the
population/tmmnily planning prograin, and the United
Nations Fund for Population Activities $653,000
Other sources of assistance include the Population
Council, The Pathfinder Fund, World Education, and
the United Kingdom. Honduras contributed $1.5
million through fiscal 1975.

Jamaica

Jamaica is a small densely populated country with
limited natural resources. Jamaica’s population rose
from 1.8 million in 1965 to almost 2.1 million in
1975—uan average annual increase of 1.7 percent—
somewliat below the Caribbean average of 2.0 percent.

With the birth rate at 31 per 1,000 population
in 1974 and death rate at 7 per 1,000, the annual
rate of natural increase was 2.4 percent. However, the
total population growth has been dampened by
relatively heavy emigration, primarily to the United
States and Canada. Nevertheless, the Government has
indicated that it still considers the nation’s overall
pepulation increase to be excessive and strengthened
family planning programs a necessity.

he Government’s position is unequivocal.
Population growth, even on a moderate scale, has
accentuated existing difficulties. Schools are over-
crowded and there is a chionic shortage of qualified
teachers. Unemployment and underemployment are
high. Housing is in short supply in urban areas. The
crime rate has risen sharply. Although emigration in
1975 dropped off sharply from what it was in the late
1960°s, it was still substantial ror a small country and
censisted largely of th: kind of people Jamaica could
ill afford to lose—phy sicians and other professionals,
nurses, paramedicai personnel, and highly skilled
workers, This *Crain drain™ has hampered Govern-
ment efforts to rind solutions to its serious economic



and social problems.

The need for applying a brz“2 to population
growth was perceived a number of years ago. Family
planning began in 1939 with small clinics operated by
the Jamaica Birth Control League. In 1957 the
Jamaica Family Planning Association (JFPA) was
founded as an affiliate of the International Planned
Parenthood Federation (1PPF).

Governiment efforts began in 1963 with the first
S-ycar independence plan. In 1966, with 25 family
planning clinics in operation, the Government created
a Natiopal Family Planning Program as a unit within
the Ministry of Health. In 1968, with 61 clinics
offering services, the Government established a
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Above, official
at a Jamaican
health center
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Planning
Assoclatlon stops
at the village

of Philadelphia
to explain
family planning.

National Family Planning Board as a policy formation
body appointed by the Minister of Health and
responsible to him. The Board, working closely with
JFPA, has continued to expand clinical services,
By 1974 there were 170 health clinics, 26 hospitals,
and 10 health centers offering family planning aid.
In 1974, a total of 50,700 individuals were using
contraceptive methods, representing a participation
through the organized Government programn alone of
14 percent of Jamaican women in the 15-49 rapro-
ductive age group. Of total acceptors, about 26,000
were using oral contraceptives, 5,000 condoms, 4,000
1UD’s, 7,000 sterilization, and 15,000 other methods,
including foam, jellies, creams, and injectibles.



Signs spread the family planning message
in Jamaica-part of the country's intensive
effort to slow its rate of natural increase.

The Gevernment is bolstering its contraceptive
service program with comprehensive campaigns to
extol the advantages of small families and to persuade
couples to take the steps necessary to hold down
family size. To help atiain this broad objective, the
Government provides sex education in schools and
directs family planning publicity toward adult popu-
lations of working and childbearing age. In 1975 a
commercial contraceptive program was taunched (with
assistance from the U.S. Agency for International
Development) which  muakes oral  contraceptives
and condoms available through pharmacies and other
retail outlets without preseription at a very nominal
cost. About 35,000 cycles of orals were used in the
first 6 weeks and reorders by pharmacies have been
large.

A total of $14,174,000 has been spent in Jamuaica
since 1965 for population program assistance. The
Government of Jamaica, underwriting its solid dedica-
tion to the program, has contributed a very sub-
stantial part of those funds -$8,796,000, increasing
its contribution in every yeur since 1968,

External Assistance

AID assistance  has amounted to $3,588,000.
Other organizations assisting include the United
Nations Fund tor Population Activities, the IPPF, the
Ford Foundation, the Smithsonian Institution, the
World Bank, the Association for Voluntary Steriliza-
tion, the American Association for the Advancement
of Science, The Pathfinder Fund, the Development
Association, the International Association of Schools
of Social Work, the World Assembly of Youth, the
British Ministry of Overseas Development, and the
International Development Rescarch Centre (Canada).

Mexico

Mexico has one of the fastest-growing populations
in the world; the annual rate of natural increase was
3.8 percent in 1974, The mid-1975 population was
60.1 million compared with 42,9 million in 1965.
Mexico’s numbers have doubled more than twice
since the first modern census in 1895 enumerated
12.6 million people. Mexico's “responsible parent-
hood™ program, initiated in 1973, is aimed at de-
veloping an eventual solution for the many excep-
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tionally grave problems which, in one way or another,
can be traced to this very high rate of overall popula-
tion growth,

Mexico’s population, overwhelmingly Roman
Catholic, is marked by wide disparities in culture,
degree of urbanization, and standard of living. At one
end of the spectrum are the cultural descendants of
Mexico’s original inhabitants--those who live in
“indigenous” communities {mostly in the central and
southern parts of the country) and speak an
indigenous language—and who are almost universally



poor. At the other end of the economic scale are
those city dwellers who have accumulated capital
and become business entrepreneurs of various types
or who have become skilled in one or more of a
variety of professions,

Mexico’s population has also been particularly
mobile in recent years. For example, the movement
of people from rural areas to cities has been rapid
since 1960, The largest streams have moved toward
Mexico City, whose population has been increasing
by approximately 11 percent annually during this
decade. As of 1974, Mexico City had 9 million
inhabitants and was one of the largest urban con-
glomerations in the world. Other cities of rapid
growth have been Guadalajara, Monterrey, and the
cities along the U.S. border- Tijuana, Mexicali,
Nogales, Juirez, Nuevo Laiedo, Reynosa, and
Matanworos. Smaller migratory movements have in-
creased the size of State capitals and smaller indus-
trial and commercial centers such as Chihuahua,
Cuernavaca, Pueblo, Leon, and Acapulco. There also
has been a substantial degree of migration to new
agricultural areas along the coast of the Gulf of
Mexico, to the southern and southeastern tropical
areas, and to a number of irrigated areas which are
devoted in large part to large-scale agricultural prac-
tices, particularly those that are located in the Pacific
Coast States of Sonora and Sinaloa. The adoption
of further farm mechanization in such areas can be
expected to increase the need for skilled labor which,
to some degree, will be drawn from other areas and
add to the migratory flow.

Large numbers of Mexicans have moved to the
United States; in 1974 they were the major group of
LIS immigrants. In addition to the Mexicans who
entered the United States as permanent residents,
many Mexicans who reside along the border commute
to work daily in the United States. This soutk-to-
north emigration, including the movement of daily
workers, has tended to case some of Mexico’s popu-
lation pressures—but many problems remain,

Problems also persist despite the nation’s really
substantial economic development. Growth of the
Mexican economy in recent years has averaged out at
about 6 percent. During this period Mexico has
changed from a clearly developing country to a
nation of middle-range growth. Gains have occurred
particularly in construction, petrochemicals, manu-
facturing, and the output of electrical energy. The
discovery of additional petroleum resources is ex-
pected to give the economy a furthier boost.

The per capita GNP in 1973 was $870-well
above the average for 22 Latin American countries.
But wealth is poorly distributed,
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Although the highest earnings groups have
accumulated and invested appreciable capital, and
although a substantial middle class has appcared,
population growth has accentuated the many prob-
lems of disadvantaged urban and rural inhabitants.
The 1970 census found that over a third of the
dwellings in use in Mexico had only one room.
Medical care is concentrated in cities, and about
100,000 locales had no doctors, Almost 24 percent of
the population was judged to be illiterate. Mcanwhile,
underemployment in the metropolitan area of Mexico
City is estimated to be over 30 percent.

Such problems led to the beginning of a new
population policy in 1959, when a small group of
concerned people founded the Association for the
Welfare of the Family, which was aimed at deter-
mining the receptivity of Mexicans to family planning
through rescarch and contraceptive services. The
Association had much opposition and was forced by
the Government to close its clinic for 3 months in
1961, It changed its name in 1963 to Association for
Maternal Health. In 1975 the Association operated a
large private clinic in Mexico City with 50,000 active
users. The patients are middle, lower middle, and
upper lower class, and their fees depend on ability to
pay. The clinic also provides orientation programs for
medical students and potential clients.

In 1965 the Foundation tor Population Studies
(FEPAC), an affiliate of the International Planned
arenthood Federation (IPPF), was established. Sub-
sequently it carried out investigations of population
characteristics and of attitudes toward contraception,
trained medical and paramedical personnel, and be-
came the leading private family planning institute,
FEPAC's primary activity is offering family planning
services through a national network of 91 clinics with
26 located at Government facilities.

Although Mexican women in the late 1960%
expressed 4 growing interest in limiting the number of
their  children, the momentum toward family
planning seemed sidetracked in 1969 when the
Presidential candidate of the dominant political
party, Luis Echeverria, came out fur increased rather
than decreased population. The position  of
Echeverria, who became President postponed a plan
by e Ministry of Health, the Social Security
Institute, other Governmental divisions, and FEPAC
to include family planning within an expanded
national program of maternal/infant health care.

By mid-1971, however, signs of a change in the
President’s position began to appear following key
advisers’ consistent and vigorous emphasis on popula-
tion problems. In April 1972, the Mexican Govern-
ment announced that family planning would be



integrated with existing health centers and services
started in January 1973. In September 1973, the
President announced that he would submit addition:
and revisions to population legislation, and said, by
way of justification:

Laige sectors of our population are worried about the
problem of the growth of the family. Mexican women by the
thousands go to health centers, to Government and private
clinics in scarch of orientation on the possibilities of
regulating their fertility. We reject the idea that a purely
demographic criterion to reduce births can replace the
complex task of development. But we would be committing a
grave error if we did not realize the seriousness of the
increase of the population and the needs this increase
generates,

In November 1973, a new General Population
Law was passed, which included the following pro-
vision (Article 3, Part 11):

To carry out programs of family planning through the
educational and public health services of the public sector
and to take care that these programs and those of private
organisms be carricd out with absolute respeet for the
fundamentat rights of man and that they preserve the dignity
of families, with the object of iegulating rativnally and
stabilizing the growth of the population, so as to achieve the
best utilization of the human and natural resources of the
country.

The new law provides for a National Population
Council to implement its provisions. The Council,
inaugurated in 1974, gives Mexico a new orientation
toward responsible parenthood—a national popula-
tion policy deemed consistent with Mexican culture
and political interest, The Council is a branch of
the Secretary of Government and is composed of the
titular heads of eight secretariats.

Emphasis has been placed by both the Govern-
ment and the Catholic Church on the rights of the
family and the role of responsibile parenthood in the
strengthening of the fainily institution. Simultaneous
to the Mexican Government policy reversal regarding
the desirability of family planning, the bishops of
Mexico made the statement that the decision on this
matter (responsible parenthood) corresponds to the
couple. The role of the authorities lies in urging
responsibility, informing, and facilitating access to
mediczl and supporting services. On occasion, since
this 1972 statement, the Church has offered light
criticism of Government policy through pronounce-
ments advocating the treatment of family planning
matters with discretion. That is, the Church has
disapproved of the extensive use of public media for
promoting artificial contraception. However, Govern-
ment population officials continue to recognize the
necessity of using all forms of communication to
promote - the concept of responsible parenthood
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among Mexico’s citizens. Morcover, the generally low
level of Church involvement in Mexican policies,
which has prevailed throughout Mexican post-
revolutionary history, shows no signs of change.

Mexican leadership has insisted that population
planning will not substitute for economic develop-
ment. And it views its program as one that did not
come from outside pressure but rather one that grew
out of Mexico’s own awareness of the effects of
population change on national problems. Mexico,
which makes its own population decisions, is sensitive
to the necessity for implementing a program fitted to
Mexican situations,

In 1975 Mexico had one of the most compre-
hensive population policies in the Western Hemi-
sphere. The increase in the provision of family
planning services through the Ministry of Health, the
Social Security Institute, and other Government and
private groups is commensurate with the compre-
hensiveness of the official policy.

The program remains strongly viable. Demo-
graphic increase was the principal topic at the
Mexican Government’s 4th National Health Meeting
in September 1975. At the meeting, Secretary-
General Luisa Maria Leal, of the Mexican Population
Council, called for greater dedication to family
planning among Mexico’s medical profession ang
termed the nation’s population growth “‘irrational
behavior of human reproduction” and added that,
although the individual’s rights are to be respected,
Mexico’s progress also must be considered.

FEPAC by 1973 had expanded its clinics to 91
and had received a 4-year, $2 million grant from the
United Nations Fund for Population Activities
(UNFPA), with the IPPF as the executing agent. This,
the first UNFPA grant to a private agency, was for
the expansion of clinical services. However, the
Governinent now appears to be bypassing FEPAC,
though allowing it to maintain existing programs. The
IPPF noted in its 1974 report to donors that it had
no plans to increase the number of its clinics, 91, of
which 26 are located at Government facilities.

The new national program of the Ministry of
Health offered family planning at 298 clinics in
1974—a *‘Phase 1" program covering most of the
population residing in communities of over 10,000, A
“Phase 1" program is planned for the establishment
of some 2,000 new rural health posts to offer family
planning to the 20 million Mexicans living in smaller
towns and on farms. “Phase II" also is to include
11,000 *‘health houses™ to be visited on a rotational
basis by medical interns completing their required
year of social service.

The Mexican Social Security Institute offers



La Victoria is a morning day-care center operated by
the Colombian Institute for Family Wellbeing. In
afterncons and evenings, as a community center for
other family members, it offers assistance on family
planning along with a variety of other services in-
cluding nutrition supplements for children and
pregnant mothers,

Below left, typical migrant housing in San Jose,
Rural migrants, who have Costa Rica’s largest fami-
lies, are a primary target for the nation’s highly
successful population program: for on a family as
well as a national basis, it is clear to the pro-

gram’s leaders that when too many people vie for
available resources, many will be left out,

Below right, graduates of a Guatemaian *‘granny mid-
wife’’ training program 1alk with the Minister of
Health and the U.S. official assisting the program.
In several Latin American countries, family planning
programs depend heavily on midwives to reach the
rural popuiation with the family planning message
and with the necessary services.
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family plansing services in 133 of its herlth clinics
and plans to expand its facilities, paralleling those of
the Ministry of Health, to the point of providing 40
percent of the total family planning services in the
country by 1977.

The small, private Association for Maternal
Health in the capital city also provides services,
conducts training and undertakes some rescarch. The
Mexican Social Security Institute for Government
Employees and the medical services of the military
provide services for their personnel.

In 1974 a total of 250,000 new acceptors was
reported. The clinics offer three contraceptive
methods: orals, 1UD’s, and injections. The general
target was to make family planning available to
306,000 women in 1975, gradually increasing to
717,000 by 1979; 20 percent of all institutionalized
obstetric cases would have access to a postpartum
program.

External Assistance

Considerable external assistance has been forth-
coming to supplement inputs of the Mexican Govern-
ment over the 1969-1975 period. The contribution of
the UNFPA alone in this period has amounted to
$4,470,000.

Nicaragua

Nicaragua’s population increased from 1.6 million
in 1965 to 2.2 million by mid-1975. The rate of
natural increase in 1974 was 3.4 percent annually,
well above the 2.9 average for the Latin American
mainland. At the 1974 rate, Nicaragua’s population
would double in 20 years. The annual births per
1,000 population were 48 (second only to the rate in
Honduras), and deaths were 14 per 1,000 people.

Although the Government has generally indicated
that Nicaragua’s anticipated population size, the
levels and trends of its population growth, and the
country’s fertility rates are acceptable, it has neverthe-
less sponsored family planning programs.

Family planning, as a Government program, was
initiated in 1967 when tlie Ministry of Public Health
established the Office of Family Welfare. By 1970 the
family planning program of the Ministry of Health
was expanded to include 60 health centers through-
out the country and became the National Family
Planning Program. By January 1975, this activity
encompassed 77 clinics providing family planning
services, including 62 Ministry of Health clinics, 7
Social Security clinics, 2 Moravian Missionary Group
clinics, and 6 clinics operated by the Nicaraguan
Demographic Association, an affiliate of the Inter-
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national Planned Parenthood Federation (IPPF),
Official support for family planning is based on a
health and human rights rationale rather than on
demographic factors. Active user: of contraceptives
rose from 1,600 in 1968 to 25400 in 1974. The
Ministry of Healtly’s target is to reduce the birth rate
of 48 per 1,000 people in 1974 to 40 per 1,000 by
1977. Family planning will be integrated with health
services wharever possible, with the Government
assuming an increasing share of annual program costs,

External Assistance

Combined inputs to Nicaragua’s family planning
program totaled $8,681,000 from fiscal 1967 through
fiscal 1975. The contribution of the U.S. Agency tor
International Development totaled $3,228 000 over
the 1967-75 period, including $494,000 in fiscal
1974 and $400,000 in fiscal 1975. Assistance of The
Pathfinder Fund totaled $2,379,000, and of the IPPF
$2,298,000. Other organizations providing assistance
included the United Nations Fund for Population
Activities, the Pan American Health Organization,
World Assembly of Youth, the Moravian Mission
Group, the Ford Foundation, the Population Council,
and the Rockefeller Foundation.

Panama

Panama’s population rose from 1.3 million in
1965 to 1.7 million in mid-1975. The rate of natural
increase—2.6 percent annually in 1974—-would mean
a doubling of the population in 27 years.

Rapid population increase is placing great burdens
on cducation, health, security, and other public
services. There is much unemployment and under-
employment.

Awareness  of the many populated-related
problems engendered led to the organization in 1966
of a voluntary Asociacion Panamena para ¢l Plane-
miento de la Familia (APLAFA), the voluntary
Panamanian Association for Family Planning, which
is an affiliate of the International Planned Parenthood
Federation (IPPF). In the years that followed, the
Panamanian Government took an increasing interest
in family planning activities, leading to initiation in
1973 of an integrated health services program which
by 1975, spread to five of the nine Provinces.

In 1975, 39 percent of the nation’s tertile female
population was reported using some form of contra-
ception. The goul of the Panama program is to deliver
family planning services to 50 percent of fertile
women by the end of 1978, Eighty-cight of 106
hospitals, integrated medical centers, and health



centers were providing services in 1974 and plans
were under way to extend coverage to an added 105
sub-centers in 1975-76.

The medical profession has required all family
planning services to be provided by doctors or
medical personnel under supervision of doctors.
Services provided include pills, IUD’s, condoms, and
tubal ligations.

External Assistance

Assistance from the U.S. Agency for International
Development (AID), begun in fiscal 1967, totaled
$3,840,000 through fiscal 1975, of which $638.000
was in 1974 and $360,000 in 1975. AID has provided
assistance for clinical supplies and other services as
well as the rural mobile health program, which is
making it possible for the Government to reach areas
that would otherwise not have planning services.

Over the 1969-75 period the IPPF has provided a
total of $390,000 in help to APLAFA. In 1975
APLAFA undertook a comprehensive information
and education program with press, television, and
radio coverage; a community action program for
teachers, schools, private groups, and parent associa-
tions; and private sector coverage for industrial
areas and university groups. Public information and
discussions have helped to establish family planning
as a socially and politically acceptable program.
Earlier in 1973, the IPPF affiliate signed an agree-
ment with the Ministry of Public Health under which
the APLAFA will provide support and information
and education to the family planning component
of the maternal/child health program, provide sup-
port for training medical and paramedical personnel
within the Ministry, and reinforce the family planning
services in the Government health centers,

The United Nations Fund for Population Activi-
ties in fiscal years 1971-75 contributed assistance
funds amounting to $285,000. This financing was for
support of the Office of National Population Studies,
for a national sex education program, and for train-
ing of demographic personnel.

The Population Council and The Pathfinder Fund
have also given assistance.

Paraguay

The population of Paraguay increased from 2.0
million in 1965 to 2.5 million in mid-1975. The rate
of natural increase in 1975 was about 3.1 percent
annually, slightly above the Latin American average
of 2.9 percent. Life expectancy at birth is 62 years,
equal to the average for other countries of Central
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and South America but well below the 71 years
estimated for Northern America and Europe.

Paraguay is among the least developed countries
of Latin America. Its per capita GNP of $400 is far
below the average of $773 for Latin America. The
nation’s relatively weak cconomy highlights the
paralle]l problems of high population growth. The
Government cannot afford the infrastructure necded
to stimulate development, nor ean it provide ade-
quate education, medical care, and other social
services for the people.

Population activities began in 1966 when the
Paraguayan Center for Population Studies (CEPEP)
was establich»d by a group of physicians, demo-
graphers, cconomists, and sociologists. In 1968
CLPEP established a planned parenthood clinic in the
University  Hospital at the National University of
Asuncidn, and the following year the Center became
an affiliate of the International Planned Parenthood
Federation (IPPF). That same year the Institute for
the Study of Human Reproduction (IERH) was
created through an agreement between the Faculty of
Medical Sciences of the National University of Asun-
cién, the Ministry of llealth (MOI1), and tlee U.S.
Agency for International Development (A1D) to assist
the Faculty of Medical Sciences to include family
planning/population subjects in the medical students’
curriculum, and to carry out demographic and
social research activities.

In 1970 an AID project was begun with the MOI1
for the establishment of the first six public family
planning clinics in Paraguay; the following year six
additional clinics were established,

In May 1972 the Department of Family Protec-
tion (DEPROFA) was created through an AID/MOII
project agreement. It was to be responsible for the
implementation of all the governmental family
planning programs and for supervision of those
carricd out by private and decentralized institutions
such as CEPEP and the Social Security Institute,

In 1973 DEPROFA took several steps to im-
prove services. Cancer detection was included as a
standard test in all fumily planning clinics and regular
follow-up procedures were initiated. Patients in the
program reached a total of 4,969, and 7,300 Papani-
colao tests were performed. Three refresher courses
for paramedical personnel were given by DEPROFA
with a total of 60 participants. About 7,000 copics of
family planning/population publications were  dis-
tributed throughopt the country. Information, educa-
tion, and communications activities of DEPROFA
reached a total of 57,000 people.

In 1974 DEPROFA inaugurated seven new family
planning clinics, bringing the agency’s clinic total



to 19. By the end of 1974 some 18,000 were using
the facilities,

In the meantime, operations of CEPEP were
expanding. In 1974 this IPPF affiliate was operating
25 family planning clinics throughout the country,
including two new model clinics in Asuncién. It
also operates two clinics within military compounds,
and has instituted a training program for officers
and men within the armed forces. Training seminars
for postgraduate medical students have been con-
ducted at the National University.

CEPEP has done much in the area of information
and education. In 1974 it organized four special
meetings for over 120 community leaders to discuss
population and family planning s it affects their
communities. CEPEP  planned 1975 seminars for
40 to 50 social security leaders; for about 50 edu-
cators; and another for S50 trade unjon leaders.
Work was going forward to organize youth semi-
nars for adolescents and university students. Hundreds
of talks have been given in the clinics, strengihened
with film presentations,

Users of contraceptives in Paraguay increased
from 12,100 in 1972 to 43,000 in 1974, The 1974
total represented 14.6 percent of women between the
ages of 15 and 49. Oial contraceptives were most
popular with users, followed by 1UD’s aud condoms.

External Assistance

Combined inputs to family planning work be-
tween 1967 and 1975 aggregated %4,478,000, of
which the Paraguayan Government contributed
$248,000.

Assistance from the U.S. Agency for International
Development (AID) has amounted to $2,508,000, in-
cluding funds for contraceptives obligated by AID’s
Washington office, AID assistance in 1974 ainounted
to $190,000 and in 1975 to $370,000.

IPPF outlays since 1967 totaled $1,596,000.
Other agencies providing assistance have included the
United Nations Fund for Population Activities, The
Pathfinder Fund, the Population Council, the
Mennonite Central Committee, and World Neighbors.

Peru

Peru’s population rose from 11.5 million in 1965
to 15.5 million in mid-1975. The rate of natural in-
crease was 2.9 percent annually in 1975-equal to the
Latin American regional average, and a rate that
would mean a doubling of the population in 24 years,

With an estimated 170,000 new entrants moving
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into the labor force annually, population is acting as
a drag on employment and labor productivity. High
population growth has put strong pressures also on
food, housing, schools, medical services, and other
basic needs.

Substantial numbers of Peruvians have been con-
cerned in recent years about the nation’s spiraling
population. Official anxiety first became evident in
1964 when, by Presidential Decree, the Center for
Studies of Population and Development (CEPD) was
established. CEPD’s functions at first were to pro-
mote studies of population growth and economic and
social development and publish them, to organize
seminars and conferences on population, and to
promote family planning and research. CEPD early in
1968 initiated a clinic-based family planning program
supported by the Ministry of Health, Government
policies changed with a new military government in
1968, and CEPD dropped the family planning phases.
The Ministry of Health then struck out CEPD’s
family planning activities in Government-owned or
-supported hospitals, prohibiting them beyond March
31, 1969.

In 1967 the church-sponsored Christian Family
Movement (CFM) began a family life education
program, including services to women to enable them
to space their children, 2 years postpartum, Later, the
church-sponsored Lay Apostle Responsible Parent-
hood Federation was formed, which offered an ex-
tensive program on marriage and responsible parent-
hood. These two organizations have continued to
maintain several clinics in the poorer sections of Lima
and Callac.

The Peruvian Association for Family Planning
(APPF), a private organization founded in 1967, was
reorganized in 1969 and became an affiliate of the
International Planned Parenthood Federation (IPPF).
From 1969 through 1973 APPF’s clinics, two of
them in rural areas, provided a total of 113,000
consultations for planned parenthood. In addition
the organization placed much emphasis on informa
tion activities, such as distributing literature, con-
ducting seminars, arranging exhibits, publishing a
newsletter, and producing teaching materials, as well
as carrying on education, training, and research opera-
tions. But in February 1974, the Government ordered
the closing of APPF’s clinics offering maternal/child
health and planned pareathood services, although it
allowed the organization to continue its education
programs. In April 1975 the Government ordered
APPF to cease all activities.

In early 1972 a new organization with maternal/
child health responsibilities was instituted by the
Ministry of Health. The organization, the Instituto



Nacional de Neonatologia y Proteccion Materno In-
fantil (INPROMI), began operation in Lima but was
later extended nationally. In June 1974 INPROMI
began a study of medium- and high risk mothers and
in-country and foreign training of public health pro-
fessionals. By decree, the Government in August
1974 made available to all women maternal and child
care services free of charge.

An agreement between !NPROMLIL and the U.S.
Agency for International Developmeny (AID), ap-
proved in June 1975 will provide during the 1976-77
period research to identify medium- ond high-risk
mothers all over the country, to develop means of
reducing the risks, and to provide the Ministry of
Health a program of maternal and child healtl:, in-
cluding education on family welfare, sex, nutrition,
and other factors,

The program is expected to reach close to
284,000 nothers (about 3 percent of fertile-age
Peruvian women) of whom 95,000 and especially
the “gran multiparas” (*‘the highly fertile women’)
are expected to be the main recipients of the pro-
gram, Responsible parenthood education will be in-
cluded among other medical services to prevent and
control risk as approved by the Government. The
above program includes, also, training on maternal
and child lealth and family welfare for Peruvian
health personnel and especiaily for nurses aids,
auxiliary and ncnprofessional personnel.

One important fictor must be noted, however:
Peru’s responsible parenthood program is being un-
dertaken not for demographic reasons but largely in
the interests of maternal and child welfare, Peru’s
position on population growth, as indicated by replies
to a questionnaire at the Bucharest World Population
Confeience and other public pronouncements,
assumes that general economic and social develop-
ment will eventually dispose of the nation’s popula-
tion problem,

It should also be noted that the ofticial posi-

tion, even on this point, is not completely rigid.
The Government has enunciated the “right of the
family to choose the number of children it desires”—
a position in line with that ¢.  the'Catholic Church as
set forth in the Episcopal Statement issued in 1974,
The Government does not interfere in the teaching
of medical courses whose content includes contra-
ceptive technology for medically indicated reasons,
The Government does not prohibit the commercial
sale of contraceptives, althnugh, legally, prescriptions
are required. Responsible parenthood programs are
carried on in military hospitals and hospitals owned

and managed by cooperaiives.
As this chronology indicates, a graph of Peru’s

policies since 1964 would be shaped roughly like a
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capital “U”. Early interest in population activities
was brought to a virtual halt in 1968, Very low-key
operations were nct opposed from 1969 through
1973. Increased interest in population matters in
1974 and 1975 has been followed by initiation of a
responsible parenthood program limited to mothers
who would endanger their health by having additional
children,

External Assistance

Should Peru deciae to relax its current posi-
tion against family planning programs or, at least,
not oppose them, substantial assistance undoubtedly
would be forthcoming. Assistance relating to popula-
tion matters, ¢.g., demographic and other research,
limited education, and family education programs,
including services for medically indicated reasons,
from fiscal 1965 through 1975, totaling $5,024,000
has come from a number of sources.

Major donors include AID, 31,889,000, (with
obligations of $92,000 in fiscal 1975); the United
Nations Fund for Population Activities, $68,000, plus
$2.8 million proposed over a 4-year period; Family
Planning International Assistance, $918,000; and the
International  Planned  Parenthood  Federation,
$636,000. Other donors include The Pathfinder
Fund, Ford Foundatjon, and Rockefeller Founda-
tion.

Surinam

Surinam’s population increased from 336,000
in 1965 to 416,000 in mid-1975.

Stichting Lobi, the family planning organization
affiliated with the International Planned Parenthood
Federation, operates one clinic in Paramaribo. Visits
to this clinic numbered 11,138 in 1973, Plans were
under way in 1974 to introduce community-based
distribution of contraceptives. A sex education pro-
gram for secondary schools and an advertising cam-
paign directed primarily at rural areas were being
planned in 1974,

Trinidad and Tobago

Population of these islands increased from 1
million in 1365 to 1.1 million in 1975. The rate
of natural increase—2 percent in 1974—was a little
below the Caribbean average. The birth rate in 1974
was 26 per 1,000 people, and the death rate 7 per
1,000,

The gross national product (GNP) per capita in
1973 was $1,200, one of the six highest in the region.



About 40 percent of the population is under age 15,
a high proportion of dependents.

The Family Planning Association of Trinidad and
Tobago operates seven clinics. Medical goals for 1974
and 1975 were to locate and service the large number
of dropouts, to provide fertility testing for couples,
and to establish a sterilization service. In 1973 visits
of acceptors to clinics totaled over 117.000.

External Assistance

Major external assistance  has been  provided
through a $3 million World Bank loan. These funds
are being used largely for construction of a family
planning institute, a 100-bed maternity hospital, 7
health centers, @ rural community health center, and
extension of fucilities of one nursing school.

The Internationat Planned Parenthood Federation
(IPPF) provided very substantial support to the
private Family Planning Association of Trinidad and
Tobago, with a budget of $349 300 in 1975, The
Assoaciition operates seven clinics, and hoped, with
funding by Oxfam, to provide a sterilization service
tor 600 acceptors 197475, Informaticn
education eriphasis in 1975 was on the production of
leatlets, booklets, pamphlets, and posters,

Other assistance was provided in 1965-75 by the
Pan  American Health  Organization (PAHQ), the
United Nations Children’s Fund (UNICEF), the Asso-
cation for Voluntary Sterilization, the Population
Courcil, and the Danish (nternational Development
Agencey.

in and

Uruguay

Uruguay’s population increased from 2.5 million
in 1965 to 2.8 million in mid-1975, The birth rate
of 21 per 1,000 annually in 1974 was the lowest of
any country in Central and South America. At the
1974 rate of natural increase—-1.1 percent anrually--
it would take 63 years tor Uruguay’s population
to double.

Uruguay's economic growth has been one of the
slowest in the world. Over the 1970-74 period, gain in
gross national product averaged, in total, minus 0.7
percent and, per capita, minus 1.8 percent. The
average growth of GNP for all of Latin America
over this period was 7.2 percent total and 4.2 pereent
per capita, Population pressure obviously does not ex-
plain Uruguay’s situation, nor does lack of resources.
Rather, it seems to trace to high consumption and
inadequate investment. Also, Uruguay was hit hard in
1974 by increased world oil prices, which tripled oil
import costs at the same time traditional export
markets for beef were being reduced. In 1974.75,
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however, the Government of Usuguay embarked on a
comprehensive economic reform program intended to
reverse the impact of two decades of economic
deterioration. In 1975 it succeeded in raising the GNP
by approximately 3.7 percent,

Uruguay has had substantial emigration in recent
years, which has relieved population  pressures,
especially in urban areas. Abortion is a majot nroblem;
there are an cstimated three abor ons to each birth,

I'he family planning prograne in Uruguay began
in 1962 when the Ministry of tlealth (MOII) created
the Association for Family Planning and Research on
Human Reproduction (AUPFIRIL). This association,
now an affiliate of the International Plunned Parent-
hond  Federation  (IPPI), ofters family planning
services and sex education plus treatment of genital
discases and sterility. It operates 21 clinies in Govern-
ment health centers throughout the country. (The
Government  operates one clinie in Montevideo.)

In 1971 the Government entered into an agree-
ment with AID under which the latter provided funds
to equip and support maternal/child care clinies in
suburban Montevideo. This 3-year project was under-
tuken to (1) reduce the high abertion rate by en-
couraging use ot modern birth control methods,
(2) decrease child mortality i Montevideo, (3) reduce
child discase in Montevideo by 20 percent uuring the
first year of operation, and (4)imrrove the quality
of medical services available in low income sectors.

Prior to the 1974 World Population Conference
in Bucharest, the Government issued the following
statement on population matters:

I. Each nation has the unrestricted right to
determine its own demographic policy.

2. The decision on the number of children will
depend on the parents’ free choice, and cannot be
subject to official criteria,

3. Responsible parenthood will be promoted and
stimulated so that in exercising the freedom of choice,
parents will attend to their own good, that of their
children, their families, and their society.

4. The international community’s priority will be
te raise the standard of living of the peoples so as to
create conditions which will permit parents to reach
the necessary level of responsibility.

5. Population programs should be at the service
of the human being, and should guarantee family
dignity and stability,

6. Contraceptive methods which imply an attempt
on human life, debasement of human dignity, or de-
pravation of marriage will be excluded.

In 1975 the Government named an interminister-
ial commission, This commission was established for
the purpose of studying the country's population



problems and of preparing a population policy for
Uruguay in furtherance of the action plan approved
in Bucharest,

The private Family Planning Studies and Research
Center (CIEF), affiliated with the Catholic Church,
provides sex cducation services, conducts population
seminars, and carries out rescarch projects,

External Assistance

Financial inputs to the program total $1,422,000
over the fiscal 1969-75 period. The largest donor has
been the IPPF, with $539,000. The IFoid Foundation
has  contributed  5460,000. AID contribut2d
$191,000, virtually all of it in fiscal 1971, The United
Nations Fund for Population Activities has applied
$292,000 to the program. Others providing assistance
include the Population Council and The Pathfinder
Fund.

Venezuela

Venezuela’s  population  increased  from 8.6
million in 1965 to 12,0 million in mid-1975. This
gain of 40 percent contrasts with an average gain of 32
percent for maintand Latin America. The increase in
total population over the 1965-75 period reflects
in part the intlux of several hundred thousand illegal
immigrant - workers, mostly from Colombia and
the Caribbems Islands, Venezuela's rate of natural
increase in 1974 was 2.9 percent annually, equal to
the Latin American average.,

Venezuela's strong economy, based on petroleum,
mining, agriculture, and manulacturing, gives its
people onc of the highest per capita gross national
products in Latin America $1,360 in 1973, This
burgeoning ecenomy has absorbed much of the popu-
lation increase. Nevertheless, the nation’s leaders
have recognized that population growth is excessive
and should be slowed down, There is particular con-
cern about the high rates of illegitimacy and abortion,
especially in the stums of the large cities.

Venezuela faced up to its population problems
in 1968 when a nutionwide program of family plan-
ning was initiated by the Venczuels Family Planning
Association {AVPE . an altiliate of the International
Planncd  Parenthood Federation (IPPF), with the
assistance of the Nevienf Government and several ex-
ternal donors, By 1973 AVPE had 137 family planning
centers in operation, most of them in Government
hiealth facilities: by 1974 the number had risen to
142, In 1974 the Venesuelan Government created
an Office of Family Planning within the Ministry of
Health and Social Assistance, which assumed in 1975
administrative and funding responsibilitics for the

delivery of a nationwide family planning service,
including the clinics of the AVPF.

Although the Venczuclan Government las no
stated population policy, it has a de facto policy of
furnishing family planning assistance to all who re-
quest it. This pro-family-planning attitude of th>
Government dates from the March 1974 inauguration
of President Carlos Andres Perez.

President Perez, in a series of speeches in 1975,
emphasized his personal commitment to family
planning. The Government’s goal is to make family
planning services available to every Venezuelan by
the end of 1978, Early in 1975 the Health Ministry
announced that 90 new ciinics will be opened during
the following year and that pilot programs will be
launched in rural areas in two States.

A collective Pastoral Letter issued by the Catholic
bishops of Venezuela in 1969 recognized that the
state should oppose extra-familial fertility, The Letter
spoke out against abortion, female sterilization, and
compulsory birth control, but recognized that, in a
modern  society containing many unon-Catholics,
family planning information should be made avail-
able to persons requesting it,

Although the Government and the Church endorse
responsible  parenthood, it should be noted that
some policies would seem to encourage increased
fertility. For example, all working women are allowed
12 weeks of paid maternity leave, tax deductions
are allowed according to the number of dependents,
and in certain industries bonuses are given for each
child born to the worker,

One of Venezuela’s big population problems is
the high incidence of abortion. Abortion is illegal in
Venezuela, except when it is deemed necessary to save
the life of the mother. Data from hospitals that admit
and treat a large proportion of women suffering from
the complications of illegal abortion, however, show
that many abortions are performed euch yaur. In
1960 and 1970 complications from abortion were the
No. | cause of maternal mortality in Venezuela,

At the Concepcion Palacios Maternity Hospital
(MCP) in Caracas, ncarly 50,000 babies are delivered
each year, and approximately 12,000 hospital ad-
missions occur due to spontancous and illegally in-
duced abortion—a ratio of one abortion to about
every four births. The Armando Castillo Plaza Mater-
nity Hospital in Maracaibo reports similar figures.

To help deal with the problem of illegal abortion,
as well as with the need to provide family planning
services, MCP instituted a postpartum program in
1963. To make it casier for recently delivered women
to receive contraceptive services, a referral system has
been instituted. When a woman on the postpartum



wards requests consultation on family planning and
then decides she would like a family planning clinic
appointment, she is given a choice of the MCP clinic
or a clinic close to her residence,

The family planning scrvices offered at MCP
include educational meetings with the women during
the pre- and postnatal periods and provision of 1UD’s
or oral contraceptives on request to those who qualify
medically, From 1963 to 1973 the hospital had
served 48,022 new acceptors. Almost 91 percent of
the women have accepted the IUD, as compared with
8 percent requesting the pill and I percent requesting
other methods, including sterilization,

In clinics, medical personnel provide counseling
and instructions on contraceptive use. Methods of
contraception offered include the pill and the IUD,
the two most often accepted. But the preference
changes. In 1969, 63 percent of those accepting any
method chose the IUD and 32 percent chose the
pill. By 1973 the pill had become the most popular
method with 52 percent of acceptors, while 1UD
acceptance dropped to 44 percent. Clients who visit
the family planning clinics receive a physical checkup,
which includes a breast examination, a pelvic
examination, and a Papanicolaou smear test. Any
problems that are detected are referred to specialized
clinics. The regular clinics also offer their services to
infertile couples.
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Family planning and maternal training programs
are carried out for the medical personnel who staff
the clinics and the out-reach workers. Educational
and motivational efforts to reach potential family
planning acceptors are carried out by full-time
health educator~, both in rural and urban areas of
the country. Educational meetings are also held for
such community groups as factory workers and trade
unions and others who use national health service
clinics about the family planning services available
to them,

Private family planning institutions now view
their role in Venezuela as one of technical support for
the Government family planning effort and mainten-
ance of an independent voice dedicated to promotion
of family planning. The AVPF continues to furnish
advice and technical assistance to the Health Ministry
on a contract basis and will be responsible for training
and monitoring personnel for the new clinics.

External Assistance

In recent years four major international sources
have given financial and material support to Vene-
zuela’s family planning program. These include, in
addition to the IPPF, the Population Council, The
Pathfinder Fund, and the United Nations Fund for
Population Activities. The Ford Foundation has
supported training programs.



Africa

The population of Africa in 1975 (including
Egypt) was estimated at about 402 million, or about
10 percent of the world’s total. By 1974 it was in-
creasing at an estimated 2.6 percent per year, up
slightly from 2.5 in 1965; this growth if continued
would double Africa’s population in just 27 years.

Birth rates are extraordinanly high in nearly all
African countries. For the region as a whole, the birth
rate in 1974 was about 47 per 1,000 population,
accompanied by a high death rate of 21 per 1,000.
Unless the birth rate declines sharply, the expected
reductions in mortality owing to improved health
measures over the years ahead will accelerate the
present pace of growih,

Fully half of the region’s increase from 1965 to
1975 has occurred in the 20 countries with the lowest
incomes per person—per capita Gross National Pro-
duct (GNP)-ranging from 360 to 3120 per year—and
over two-thirds the total rise was in countries and
areas with per capita GNP below 3300 per year. In
these, the problems of poverty, hunger, ill health, and
inadequate public services are especially acute. In
most of them, the public revenue base is necessarily
thin and the accumulation of savings, public and
private, is too small to allow enough indigenous
investment for improvement of their economies.

At the same time, population is shifting to the
cities from rural areas where living conditions are
poor—often primitive. Although over 70 percent of
its labor force is still in agriculture, the African

Continent is seeing urban population increase by over
5 percent a year and by 10 percent in some areas. In
some countries, people have been crowding into cities
faster than urban jobs, housing, and social services
can be provided.

Official concern with popul=aon increase has thus
far been slow to develop in most countries in Africa.
Many of them, having emerged from colonial status
only a few years ago, are largely preoccupied with
other problems. Some leaders feel that population
increases are needed in their countries; and many
hold the view that only rapid economic and social
development, with expanded foreign assistance, can
create the conditions needed for reduction in
fertility. A group of African countries were among
those presenting this view at the World Population
Conference in 1974,

Even so, the burgeoning populations of recent
years have drawn widening att:ntion to family
planning, especially for the improvement of maternal
and child health and for family welfare. As a result,
by 1975 nine of the region’s 54 governments had
initiated policies and programs for family planning—
seven since [966. Also, family planning activities
sponsored by indigenous private organizaiions and
church-related groups have come into being or have
been expanded in about 25 other countries.

Family planning services differ widely among
African nations. Governments assist programs in
Egypt, Morocco, and Tunisia in northern Africa,

Population in Africa may double in 27 years if present growth rates continue,
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Food and Population in Africa) 1965—1974.
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Africa’s population has tended to expand faster than ts food production, resulting in a downward trend in rer
capita food output. In 1972 and 1973, drought brought food shortages and famine to a number of countries,
particularly those in the Sahel as well as in Ethiopla. Thousands starved despite large relief shipments of food from
the United States and other developed countries. Rains were near normal in 1974 and 1975,

Kenya and Mauritius in eastern Africa, Ghana and
Liberia in western Africa, Zaire in central Africa,
and Botswana in southern Africa. Several other
countries without official population policies have,
nevertheless, incorporated family planning into their
maternal and child health programs. Each country’s
policies and programs are explained under the
country headings later in the chupter.

External Assistonice

The growing interest in family planning has been
accompanied by increased international support for
both individual countries and regional programs. The
assistance cach country receives, il any, is listed under
the country heading.

The U.S. Agency for International Development
(AID) has had a most important role in such
assistance. AID has channeled support chicfly to
maternal and child/health family planning projects of
national governments but has also indirectly assisted
governments and private groups through such organi-
zations as the International Planned Parenthood
Federation, The Pathfinder Fund, the Population
Council, and the Planned Parenthood Federation of
America. Further, it has funded demographic and
research  projects, usually through American uni-
versities, and assistance to African regional prograins.

In Africa, AID also has a Special Population
Activities fund, which was set up in 1971 mainly o
assist countrics not receiving  bilateral  assistance
through U.S. AID programs. In fiscal 1975, some
$173,000 was granted under this program to Chad,
The Gambia, Lesotho, Malawi, Mali, Mauritania,
Niger, Rwanda, Senegal, and Swaziland.

AID  funding for population/family planning
activities through regular  bilateral  assistance to
Alrican countries totaled $3,162,000 in fiscal 1975,
This went to Botswana, Ethiopia, Ghana, Kenya,
Liberia, Nigeria, Tanzania, and Zaire. The funds
provided for the operation of clinics, contraceptives
and other supplies, information-education programs,
training and research, and maternal and child health
extension work,

Regional activities funded by AID have included:
e Participant training and research at Mcharry Medi-
cal College in Nashville, Tenn., for African medical,
paramedical, and other personnel. Through fiscal
1975, the College conducted four 19-week maternal
and child health/family planning sessions for 77
participants. In addition, short courses were offered
to 20 Africans, and consultants were provided for
maternal and child health/family planning programs.
o A maternal and child health extension program
involving pilot programs developed jointly with the
Governments of the Gambia, Benin (Dahomey), and
Lesotho. This assistance has gone for participant
training in both the United States and the African
country in question, contraceptives, clinic supplics,
vehicles, and other costs.
* Assistance to selected African universities in in-
troducing population instruction and research into
their curriculums. So fuar, assistance has centered on
the University of Ghana, which is to develop a
population center. The University of North Carolina
has been a contracting partner in this program.
e A project with the Association of Medical Schools
in Africa to help Atrican health-training facilities to
develop and implement family planning imd health
curriculums. The project, to extend through 1978, is
to assist 20 medical and 35 nursing/midwifery schools
and other allied institutions. Workshops for nurse/
midwives already have been held in Ghana, Kenya,
and Nigeria, A working conference in Kenya was held
for six ecast African medical schools. As of June
1974, 91 instructional units had been developed and
were being tested or approved, and 113 faculty
people from 71 institutes in 16 countries were
involved in the program,
* Administration of a Special Population Activitics
fund for projects, primarily in countries not receiving
bilateral ussistance, with support usually ranging from
$5,000 to $25,000 per project.

Plans for fiscal 1976 include training courses for
10 African participants, aid in developing training
programs in Africa, consultnt services, and short-
term classroom training plus clinical training for up

Africa’s rate of natural increase was 2.6 percent in 1574, substantially above the world level of 1.8 percent, Africa's
birth rate of 47 per 1,000 people was the highest of any major reglon—but so was its death rate of 21 per 1,000,



to 30 African nurses and/or nurse midwives,

The United Nations Fund for Population Activi-
ties (UNFPA) assists programs in individual countries
and also gives support to a number of regional
projects. It especially furthers the work carried on by
the U.N. Regional Economic Commission for Africa
(ECA) and by other specialized U.N. organizations.

The ECA-a key force today in African popula-
tion/family planning ¢fforts—has among its member-
ship practically all the independent nations of Africa.
One leading ECA undertaking is the African Census
Program, financed mainly by UNFPA, which also has
supported demographic censuses and surveys in over
20 African countries. Recent projects havé included
studies on migration in selected countries.

Other regional African organizations involved
population-related analysis and associated activities
include the Population Association of Africa, and the
Union Douanicre ¢t Economique de I'Afrique
Centrale,

In addition, Family Planning International
Assistance has provided funds for church-related
programs in African countries; the World Assembly of
Youth has sponsored African regional seminars on

“Youth and Family Planning” in Nigeria, Kenya,
Mauritius, and other African countries; and World
Education has assisted in incorporating family
planning concepts into functional literacy and adult
education programs.

The International Confederation of Midwives has
sponsored a number of regional workshops, such as
one in Accra for Anglophone west African countries
in 1972 and the 16th International Congress of
Midwives, October 28-November 3, 1972, in Washing-
ton, D.C. Over 40 nurse-midwives from a number of
African countries attended the latter conference.

Regional medical seminars have also been held by
the African-American Labor Center through an AID
grant. One wsas in Bathurst, The Gambia, in Septem-
ber 1972 with labor leaders, family planning officials,
and representatives of Government ministries and
international organizations attending. Countries
represented included Nigeria, Ghana, Sierra Leone,
Liberia, and The Gambia. Another seminar was con-
ducted in Paris, France, in January 1973, discussed
health projects, including family planning services,
in Francophone countries,

A number of voluntary agencies, foundations, and

Most African countries show gains in total gross national product. But growth of per capita GNP is being slowed
by high rates of natural population increase, whicii averaged 2.6 percent for the continent as a whole
In 1974, as compared with 0.6 percent for Northern America and Europe,
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foreign countries have also given extensive assistance.
These include: the International Planned Parenthood
Federation, the Ford Foundation, Oxfam and
Oxfam-Canada, The Pathfinder Fund, the Population
Council, and the Governments of Canada, Denmark,
the Netherlands, Norway, Sweden, and the United
Kingdom.

Algeria

The population of Algeria in mid-1975 was esti-
mated at 16.8 million, up 4.4 million from a decade
ago (1965). Based on a birth rate of 49 per 1,000
population and a death rate of 15 per 1,000, the rate
of natural increase is 3.4 percent.

With large oil income available to finance its
further development, Algeria’s leaders see little need
to slow population growth. This is reflected in official
statements that high birth rates are the result of
underdevelopment, not the cause. Yet despite the
sensitivity surrounding population issues in Algetia,
Government health programs encourage wider spacing
of births and make contraceptives available to people
secking them. And the Government allows voluntary
and multilateral assistance to private family planning,

Family planning projects, called pilot programs,
are operated at university hospitals in the cities of
Algiers, Constantine, and Oran. The clinics offer
contraceptive service (mainly orals and 1UD’s) and
training for medical and paramedical workers.

External Assistance

The United Nations Fund for Population Activi-
ties (UNFPA) is helping to finance a national census
and related activities. UNFPA also is helping to fund
construction of maternal child health/family planning
centers, and is paying for the services of two con-
sultants to the Government,

The World Health Organization (WHO), with
UNFPA financing, has provided consultants to con-
duct training in child spacing.

The International Planned Parenthood Federation
(IPPF) has provided training for doctors and para-
medical personnel and lhas supplied contraceptives
and literature to clisiics. To date, iiowever, there has
been no formation of a Family Planning Association
of the type organized in many other countries
throughout the world.

A number of other voluntary organizations have
been active in Algeria. Church World Service has
provided limited assistance for planned parenthood
activities. The Pathfinder Fund has supplied contra-
ceptives and literature. The Population Council, with
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Ford Foundation financing, has provided a resident
advisor to the Ministry of Finance. The advisor has
assisted in such studies as the relationship between
population growth and economic planning and be-
tween poptuiation growth and vital rates. The Council
also has  provided demographic consultants and
fellcwships funded by the Ford Foundation to
qualified Algerians.

The Swedish International Development
Association has provided contraceptives and equip-
ment for the three pilot family planning clinics.

People’s Republic of Benin

The People’s Republic of Benin, formerly
Dahomey, whose mid-1975 population was esti-
mated at 3.1 million, has a rate of natural increase of
2.7 percent per year. If this rate continues, Benin's
population would double in 26 years. As of 1974,
births per 1,200 of population stood at 50 and deaths
at 23 per 1,000, Contributing to this death rate is
Benin’s high rate of infant mortality—185 per 1,000
live births, Migh infant mortality, in turn, lowers
overall life expectancy to 41 years. These statistics
also indicate that Benin could experience accelerating
population growth in the future if it follows the
typical developing-country pattern of reducing death
rates more rapidly than birth rates. This likelihood is
increased by the country’s high dependency ratio;
45 percent of the population is under 15 years of age.

Although the Government apparently feels that
the country’s population is growing at an acceptable
rate, population and family planning activities have
increased in intensity during the last decade. In
1965, such efforts included a single private clinic and
some individual doctors offering family planning
advice. Today, the Government is including the
concept of child spacing in its maternal and child
health program, and a private family planning associa-
tion is active. It was established in 1971 and is a
member of the International Planned Parenthood
Federation (IPPF).

in the demographic field, the Government under-
took a nationwide population census in 1975; a
saimple survey will follow in 1976.

External Assistance

Since 1972, the U.S, Agency for International
Development (AID) has assisted a project to expand
Government n.aternal/child health services, including
child spacing and training of personnel. This help is
provided through a contract with the University of
California (Santa Cruz) and includes funds for person-



nel, participant training, commoditics, and other
services.

The United Nations Fund for Population Activi-
tics (UNFPA) provided funds for population censuses
being conducted in 1973-75.

The IPPF supports the local family planning
group with most assistance going for administration,
information-education, and training--and The Path-
finder Fund has provided equipment for the presenta-
tion of films on family planning and sex education.

The World Assembly of Youth has sponsored
conferences and seminars on population, develop-
ment, family planning, and responsible parenthood
for various youth groups. It also has sponsored team
visits to rural areas to provide information on
population problems and family planning, help
establish youth family planning clubs, and conduct
panel discussions.

The Smithsonian Institution, through its Inter-
disciplinary Communications Program, is assisting the
study of the influence of Vodun practices on the
fertility of people in southern Benin.,

Botswana

Botswana’s population totaled 677,000 in mid-
1975, or about 111,000 more than 10 years carlier.
Its current birth rate is 46 per 1,000 of population
and the mortality rate is 23 per 1,000, resulting in a
natural increase of 2.3 percent a year.

A nation with no family planning activities 10
years ago, Botswana today gives priority to family
planning in its development plans and extends these
services through some 64 health clinics. The change in
position came in 1970 when the Government
included family planning in its National Development
Plan for 1970-75. A later scheme, for 1973-78, calls
for & rapid expansion of the rural health service,
including family planning. noting that “at Botswana’s
stage of development, cconomic growth is in no way
assisted by the rapidly rising population.” Goals of
the 1973-78 plan include offering family planning
services at I} hospitals, 8 health centers, 90 clinics,
and 178 health posts by 1978,

Earlier, Botswana-like many other African
nations-had  not related the world population
problem to its own situation because its overall
population density is relatively light. However, much
of Botswana’s 220,000 square miles is arid and
inhospitable to human habitation, and most of the
people are concentrated in a narrow belt in the
castern part of the country. Morcover, the rapidly
growing population has a large proportion of de-
pendents (46 percent of Botswana's population is
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under 15 years of age) and mounting urban popula-
tion pressures as people move to cities from the
countryside in an effort to join the cash economy.

To meet its 1973-78 goals, Botswana is currently
training personnel to deliver family planning services
to small towns and rural arcas. Efforts so far have
included an annual conference for family welfare
educators as well as training and refresher courses.
These educators weré to number 130 by the end of
1974, 183 by 1975, and are to reach 240 by 1976.
Education campaigns are also an important part of
the program, which is designed to improve the quality
of life while lowering the population growth rate.

Total inputs into the program in 1975 are
estimated at $583,000, including $102,800 from the
International Planned Parenthood Federation (1PPF).
Botswana’s Government is an affiliate member of
IPPEF and is represented on the regional Council.

External Assistance

Much of the assistance for family planning in
Botswana comes from the U.S. Agency for Inter-
national Development (AID), which began its help
in 1971 soon after the Government launched its
family planning progran. First, a training program for
Botswana family planning personnel was set up in
1972 at Meharry Medical College in Nashville, Tenn,
AID followed up with advisory assistance in 1973 and
1974, At present, the major areas ol AlD ussistance
are nnpower and institutional devclopment, in-
cluding training in maternal and child health, family
planning education for medical and paramedical
personnel, and establishing a health education unit,

The International Planned Parenthood Federation
(IPPF) provides direct assistance to the Government
of Botswana with technical services, training, infor-
mation and education, and contraceptives,

The United Nations Fund for Population
Activities (UNFPA), working through the World
Health Organization (WHO) and the United Nations
Children’s Fund (UNICEF), is helping to strengthen
the programs of clinics offering health and family
planning services. It also provides technical personnel,

Norway has paid the construction and operating
costs of 40 health clinics aud 120 health posts.

Burundi

The total population of Burundi was estimated at
over 3.7 million as of mid-1975, an increase of over
onc-fifth from 10 years carlier. Although the death
rate is high (25 per 1,000) owing to inadequate diets,
low incomes, lack of social services, and over-



crowding, the birth rate (48 per 1,000) is twice as
gr-at and causes a population increase of 2.3 percent
per year—a rate that would double the present total
in 30 years. Reflecting the poor health conditions and
inadequate services, the average life cxpectancy at
birth is 39 years. Annual per capita GNP is $70, and
the literacy rate is 10 pereent.

The decade has seen little change in Burundi’s
family planning activitics. The country in 1965 had
no organized family planning activities, and today
only limited services are offered by missionary groups
and some maternal and child heatth centers. There is
no official population policy.

External Assistance

The United Nations lIFund for Population Activi-
ties (UNFPA) financed the services of a population
advisor to help with the 1972 census, but no direct
external assistance has been provided. At Government
request, the International Planned Parenthood Federa-
tion has supported u doctor in Bujumbura doing
family planning work as a part of his duiies since 1970,
The Pathfinder Fund has given limited aid.

Cameroon

The country’s mid-1975 population was approxi-
mately 6.4 million—a count that could double by
2013 at the present rate of growth of 1.8 percent.
Birth and decth rates are estimated at 40 per 1,000
and 22 per 1,000, respectively. As of 1974, 40
percent of tie country’s population was under 15
years of age, and the average life expectancy at birth
was 41 years. GNP per person is estimated at $230 per
year.

At the start of the decade, Cameroon had no
organized family planning activities, no population
policy, and maintained a basically pronatalist position
based on ua belief that the country was under-
populated. These conditions still exist at the end of
the decade although some private physicians prescribe
contraceptives, including orals and 1UD's,

The Government is, however, attempting to im-
prove its demographic statistics and  statistical
services, and its Burcau of Statistics is undertaking
several demographic studies,

External Assistance

The U.S. Ageney for International Development
(AID) is assisting the University Center for Health
Sciences with a multi-donor effort to train doctors,
nurses, and varamedical staff in preventive and com-
munity medicine relevant to rural health needs in
Cameroon and neighboring countries. AID funding in-
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cludes assistance in construction of University facili-
ties for out-patient care, as well as pediatrics and
maternity hospitalization; provision of four US,
faculty members to the University for 4 years each;
advanced training of Cameroon health personnel
in the US. and eclsewhere; and scholarships for
other Central Africans, AID also has assisted with an
urban fertility study and training for a Cameroonian
at the U.S. Bureau of the Census,

The United Nations Fund for Population Activi-
ties financed a population census, census cominuni-
cation, improved maternal-child care services, and
a council of women seminar.

In 1961, the UN. Economic Commission for
Africa established in Yaounde the International Sta-
tistics Center, which includes training in demographic
analysis.

The Canadian and French Governments are
assisting Cameroon in the development of a regional
training center for health services.

Church World Service has a limited family plan-
ning program in Cameroon. The Ford Foundation,
Population Council, and The Pathfinder Fund have
also supplied assistance.

Egypt

Population pressure in the Arab Republic of
Ligypt shows up not so much in the total number of
people (37.2 million) as in the fact that 99 percent
of them are compressed into the 3.5 percent of the
country’s area that comprises the Nile Valley and
its delta, In this crowded arca, population density is
more than 2,500 people per square mile. By the most
recent estimates, the population is increasing by 2.3
percent per year, the birth rate is 38 per 1,000
people, and the death rate is 15 per 1,000.

In an effort to slow its rapid population ex-
pansion, Egypt launched a nationwide population
family planning program 10 years ago. All elements
of Government were to be involved including health
services, education, social welfare, information and
local bodies. The program had the support of the late
President Nasser, who had said in 1962 that “‘the
problem of population increase is the most serious
ubstacle to the efforts of the Ligyptian people in their
drive to increase levels of production .. " And it has
continued to receive the support of President Sadat,
who in 1971 spoke of the family planning program as
a “national cause in the full meaning of the phrase™
because rapid population growth “if it continues will
not only condemn all our hopes lor evolution and
progress, but threaten the simple maintenance of our
present level.”



The family planning effort is credited with a small
reduction in population growth rates in recent years.
The current growth rate of 2.3 percent compares with
2.8 percent in 1970, Nevertheless, the present rate of
increase would double the country’s population in 30
years.

Some—not all--Egyptian leaders view the country’s
population growth with alarm. Many who are con-
cerned with economic development see poputation
growth as their leading obstacle. A major Egyptian
newspaper, al-Ahram, which usually speaks with
Government acceptance, said in 1975 that current
population growth statistics “‘are disturbing, not to
say ominous.” It spoke of the nation’s -doubtful
futyre if the present rapid increase continues. And, it
declared ““the time has come to call things by their
right name; we need birth control, not family
planning.”

Other leaders, however, believe the population
will double in the next few decades no matter how
strong the family planning efforts. They speak of the
need for developing industry and technology as
quickly as possible to meet the requirements of an
increasing population. Some add, as one Government
official put it, that “industrialization is said to be the
best contraceptive.”

The problem presented by this passive attitude
that nothing much can be done about population
growth is that, if widely shared, it could lead to less
determined effort by those responsible for working
toward Egypt’s official family planning goal. The
goal is to reduce the current annual rate of 38 births
per 1,000 population per year to 24 births per 1,000
by the year 1984,

Population Programs

The Egyptian Government’s involvement in
family planning began in 1965 with the creation of
the then Supreme Council for Family Planning
(changed to the Supreme Council for Population and
Family Planning in January 1974), The Supreme
Council, with members at the ministerial level, is
concerned mainly with the policy formulation and
symbolic support of the program. The Population and
Family Planning Board acts as the Secretariat of the
Board. Program activities are carried out through the
Health Ministry’s existing network of clinics and
hospitals as well as centers established by the Social
Affairs Ministry.

Family planning services are nominally available
to all areas of the country through the national health
network. In addition to health clinics in the cities,
somewhat more than 2,000 rural health clinics serve
Egypt’s theusands of rural villages. Although many
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villages are some distance from the nearest clinic,
apparently three-fourths of the people are within
walking distance of a hospital clinic, or family plan-
ning center.

The country’s development plan for the 1970
calls for the establishiment of 4,058 new rural health
units by 1980 and an extensive program to train the
necessary staff. Including already existing clinics, this
indicates an ambitious total of some 6,000 rural
health centers with each unit reaching about 4,000
people.

In 1973 the number of uacceptors of family
planning was estimated at 843,000, or almost triple
the participation of 5 yeuars earlier. Oral pills and
1UD’s are the main forms of contraception in use,

A reasonable level of Government support for the
national program seems to have been provided. As of
1970, total Government contributions to population
[family planning came to nearly $10 million. This
included some $4.2 million for the family planning
program itself, funds contributed by the various
ministries to population/family planning projects, and
Government fundings of private family planning
activities.

These sizable inputs notwithstanding, the pro-
gram has been plagued by a number of drawbacks,
including inadequate training, little informatjon-
cducation support in the program’s carly years, and
only part time service by the staft attached to rural
clinics in spite of an incentive pay system.

In addition to the national program, Egypt has a
private  Family Planning Association, which was
founded in 1958 and became a member of the
International Planned Parenthood Federation (IPPF)
in 1963. The Association provides family planning
services in about 500 clinics. The Association is an
independent body, but it works within the fraine-
work of national policy laid down by the Supreme
Council for Family Planning. The Association uses
tle Alexandria Family Planning Training Institute for
its central training programs. As well as training
courses for physicians, nurses, paramedicals and social
workers, seminars are held for youth and family
guidance leaders, parents, youth leaders in universi-
ties, teachers, directors of social welfare agencies and
of cultural centers, agricultural societies and for trade
union leaders.

External Assistance

The United Nations Fund for Population Activi-
ties (UNFPA) provides the main outside support for
population and family planning in Egypt. Under a
4-year assistance program ended in 1975, UNFPA
grants have totaléd approximately $7.1 million. Pro-



jects have included: fellowships and observation
tours; direct assistance to the national programy;
funding through the U.N. Educational, Scientific, and
Cultural Organization (UNESCO) of an information,
education and communication program; and research
assistance. Negotiations have been underway for a
new long-term program to begin in 1976,

The World  Bank/International  Development
Association has provided a $5-million loan for build-
ing, equipping, and furnishing health and training
centers and clinics in the period of 1973-77,

IPPF has provided financial assistance to the
Egyptian Family Planning Association for its overall
program, including information-education, training,
operation of clinies, and other activities.

Church World Service has given financial support
for a rural mobile team of family planning trainers in
Middle Egypt under sponsorship of the Coptic
Evangelical Organization for Social Service.

Some funding by the U.S. Agency lor Interna-
tional Development {AID) has been provided through
intermediaries in support of family planning pilot
programs. A substantial amount of AID assistance
was channeled thsough the International Planned
Parenthood  Federation  (IPPF) to Egypt’s Family
Planning  Association and to several individual re-
scarch projects, one of the most important of which
was in cooperation with the American University,
Cairo. Pathfinder Fund has given some assistance.

The Ford Foundation has made grants to the
Government of Egypt for family planning and repro-
ductive biology research and training at Cairo and
Alexandria Universities and Ain Shams University
and to the American University, Cairo, for popula-
tion rescarch.

The Population Council has made a $236,000
grant to the Cairo University for research on the
effect of hormonal contraceptives on the pituitary-
ovarian axis in patients with bilharzial discase.

The Danish Secretariat for Technical Coopera-
tion has assisted the program in materials for contra-
ceptive pill production and in facilities for family
planning training,

Ethiopia

The mid-1975 population of Ethiopia totaled
over 27.9 million, an increase of almost 7 million, or
33 percent, since 1965, This growth, arising wholly
from the excess of births over deaths, has continued
at the rate of 2.3 percent annually for the last 10
years despite high mortality from famine, disease, and
population dislocations due to political troubles, The
birth rate has continued at 49 per 1,000 population,
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accompanied by mortality of about 26 per 1,000.
Although curbing population growth is still not a

national priority, Ethiopia has seen some progress

during the last decade in family planning activitics.

As of 1974, some 120 clinics offered family
planning services as part of Ethiopia’s maternal and
child health program- 24 in Addis Ababa and 96 in
the provinces. The number of acceptors during 1973
doubled to 4,200 with two-thirds of them using orals
and most of the rest 1UIYs. The number reportedly
rose another one-third in the first hati of 1974,

The private Family Guidance Association of
Ethiopia (FGAE), affiliated with the International
Planned Parenthood Federation (IPPF), was founded
in 1966 and has seen its activities expand rapidly
after 1969 despite the recent political upheaval. The
FGAE facilitates family planning services in muni-
cipal clinics in Addis Ababa and Asmara and works
closely with the Government program. It has Health
Officer/Coordinators operating in two provinces as
lisisons  with  Government and other institutions
offering family planning services. A main responsi-
bility of the FGAE is information-education work,
including seminars and meetings, publication of
family planning literature, exhibitions, and assistance
with  family-life  education programs. In-service
training has been given medical and paramedical
personnel in Government and church-related clinics.

The country had planned to undertake its first
general census in 1974, with funding from the United
Nations Fund for Population Activities (UNFPA).
The census, however, was postponed owing to politi-
cal changes and other conditions. Heretofore, sample
surveys carried out by Ethiopia’s Central Statistics
Office have been the main vehicle for obtaining
population data.

At this point, the new Government’s future
policies regarding population growth are not defined,
although there appears to be increased interest in
population matters, including family planning. The
Government is especially interested in action to
overcome some of the many problems facing
Ethiopia. Among these aie a literacy rate of barely 5
percent, health services that reach only about I5
percent of the people, widespread malnmniition
reaching the point of starvation in areas hit by the
devastating drought of the past few years- and an
annual per capita GNP of less than $100.

External Assistance

The IPPF, with a [0O-year input estimated at
$783,000, supports the Family Guidance Associa-
tion. UNFPA has approved outlays of $3,500,000
for Ethiopian projects, including a census and sample



survey. Family Planning International Assistance has
been active in family planning efforts during the last
2 years with a cumulative contribution of $60,000,
and the Swedish International Development Associa-
tion has provided a total of $46,000 in support of
child health/family planning clinics in Addis Ababa.
Other organizations lending assistance over the past
decade include the Population Council, The Path-
finder Fund, World Education, Inc., and the U.S.
Bureau of the Census.

US. Agency for International Development
assistance—totaling $81,000 in the last decade but
concentrated in 1971 and 1972—has financed contra-
ceptives and other clinic supplies, a statistical and
demographic advisor in fiscal 1972, and advisory help
in developing proposals for integrated maternal
health/family planning projects.

Gambia

This small but densely populated country had a
1975 population of 516,000. As of 1974, the
population was expanding at the rate of 1.9 percent a
year as a result of a birth rate of 43 per 1,000 and a
death rate of 24 per 1,000. 1t is estimated that 41
percent of the nation’s population in 1975 was under
15 years of age. Despite the still-high death rate—
including an infant mortality rate of 165 per
1,000—the country can expect to see accelerated
population growth in the next few ycars.

Gambia has no official population policy but
has shown a growing interest during the past decade
in family planning activities. Ten years ago, for
instance, no family planning programs existed. In
1969, the Family Planning Association was founded,
and today it works closely with the Government’s
Ministry of Health. In fact, the Government allows
the Association to use its health clinics, provides
personnel and publicity for the Association’s work,
and permits the duty-free import of contraceptives
and supplies.

Representatives  from  Gambia attended the
World Asseinbly of Youth’s African Regional Seminar
on Youth and Family Planning in Lagos, Nigeria,
during March 1972,

External Assistance

The U.S. Agency for International Development
(AID) in 1972 launched a project (under contract
with the University of California, Santa Cruz) to he
Gambia expand its maternal and child health/child
spacing services and develop publicity-education
campaigns aimed at motivation in family planning,
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AID provides personnel commodities, participant
training, and relate.* assistance to the project.

Assistance  for the 1973 census in Gambia
came from the Uniied Nations Fund for Population
Activities (UNFPA) and the British Ministry of
Overseas Development. The latter provided tfunds for
the purchase of cight vehicles for use in census
activities. And the Population Council made a grant
to the Central Statistics Division, Bathurst, to evalu-
ate Gambia's 1973 population c:nsus,

Among private organizations, the international
Planned Parenthood lbederation (IPPF) gives
assistance to the Family Planning Association for
clinic operating expenses, education and publicity,
training, and other activities. Pathfinder has also
provided assistance to the Family Planning Associa-
tion and has contributed some medical supplies and
literature,

Ghana

By mid-1975, Ghana’s population had risen to a
little over 9.8 million compared to about 7.5 million
a decade earlier. Annual population growth, mainly
from natural increase, is estimated at 2.7 percent
based on an estimated birth rate of around 49 per
1,000 population and a death rate of about 22 per
1,000. Official reports indicate that the formerly
important in-flow of people from nearby countries
has ccased to be a serious factor in population
increase; the issuance of the 1969 Alien Compliance
Order compels the departure of non-Ghanaians who
lack residence permits.

The potential for continuing rapid population
increase is inherent in the age structure of Ghana's
residents. Approximately 47 percent are under 15
years of age, and the proportion will probably
increase with declines in infant mortality. The average
life expectancy at birth has been rising with improve-
ments in health measures and is expected to rise
further. It is believed to be expanding at the rate of
0.6 percent per year, which is above the world
average. Average life expectancy at birth is now about
44 years in Ghana.

The difficulties of improving the living conditions
of the people—in employment, housing, health, nutri-
tion, education, and social services—are evident in
light of presently and potentially expanding numbers.
And the difficulties are intensified by the high
proportion of dependents.

Meanwhile, if the present growth rate continues,
the country’s population could double in 26 years,
and serious problems could arise of foud production,
employment, energy use, education, and urban-rural
disparities.



The Government of Ghana is aware of the
situation, and, in the last decade, has moved from
little involvement in family planning efforts to
sponsorship of a program that is one of the most
comprehensive in Africa. The pioneering work of the
Planned Parenthood Association of Ghana (PPAG)
contributed importantly to this development. It was
formed in 1966 and became a member of the
International Planned Parenthood Federation (IPPF)
in 1968. It has branches in Acera, Kuinasi, Takoradi,
Koforidua, and Tanale.

In 1969 the Government became the first in
West Africa to formulate a national population
policy, and a year later it launched the present Ghana
National Family Planning Program (GNFPP) with the
aim of slowing populstion growth to 1.7 percent
annually by the year 2000. The program seeks to
alter the traditional reproductive habits of Ghanajans
by emphasizing the benefits of responsible parent-
hood and by providing contraceptives to enable
couples to regulate the size of their families,

GNEPP began its first full year in 1971 with
family plannitg programs in seven regions and a
massive information campaign. By the end of that
year, 80 clinics were in operation. Family planning
information and services are now offered through
some 187 clinics serving urban and rural people.
These clinics are operated by the Ministry of 1lealth,
the Planned Parenthood Association of Ghana
(PPAG), and the Christian Council of Chana (CCG)
under the coordination of the Secretariat of the
GNFPP in the Ministry of Finance and Economic
Planning. The Secretariat also administers and
coordinates public information programs, training of
family planning workers, commercial distribution of
contraceptives, and postpartum family planning in
three Ghanaian hospitals.

Under the program, the number of new acceptors
at Government clinics has risen from 8,300 in 1969
to an estimated 34,100 in 1974 and a cumulative
total of about 138,000 as of April 1975. It is
estimated that programs by private voluntary groups
account for over 50 percent of all acceptors recruited;

it is also probable that 100,000 acceptors have not
been reported because recordkeeping has been in-
complete,

Oral contraceptives are the most popular ones
offered through the clinics, and an estimated 19,200
women chose this means in 1974. Condoris and foam
also have found wide acceptance commercially as a
result of a program in which such contraceptives are
provided by AID and sold at subsidized prices at
retail outlets of the Ghana Nationa! Trading Corpora-
tion,
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Much effort also has been spent in carrying the
family planning message to the populace by means of
special  seminars, lectures, and annual “Family
Planning Weeks.” The latter activity—initiated in
1971 to function at national, regional, and local
levels—includes exhibits on services available, lectures
o population problems and family planning
methods, and plays. The ccuntry has also served as a
host to international meetings on popuylation and
family planning, such as the 1973 meeting of the
International Labor Organization (ILO) at Accra.
This was the first seminar of its kind in Africa, and 10
countries participated.

External Assistance

Ghana’s strong concern with population growth
problems has brought extensive outside interest and
assistance.

The first assistance from the United States was
AlID’s in 1968-69, when that agency worked with the
Ghana Ministry of Health and the Ghana Medical
School to prepare proposais for a research project on
methods of providing family planning/health services
and supported a sample survey of family planning
knowledge, attitudes, and practices.

Through fiscal 1975, AID has provided some $5.6
million in assistance for GNFPP, or almost half of the
$11.4 million total input. AID funding of GNFPP
went for contraceptives, participant training, and
other activities.

AID has also contributed funds for the Danfa
Project, a rural health and family planning demonstra-
tion, teaching, and research program, Developed in
1965 by the Department of Preventive Medicine of
the Ghana Medical School, this 8-year program was
initiated in 1970 under a contractual agreement with
the School of Public Health, University of California
(Los Angeles) and with U.S. AID. Its aims are to
impreve the health and welfare of the rural popula-
tion while providing training for Ghanaian medical
students, physicians, and other health personnel.
Cumulative AID obligations for the project stood at
over $3.7 million as of fiscal 1975,

In addition, a number of regional AID activities
benefit Ghana. One of these is the Population
Dynamics Program designed to develop an inter-
disciplinary approach to population activities.

The IPPF, with a cumulative budget for 1965-75
of $1.9 million, has given major assistance to the
Planned Parenthood Association of Ghana (PPAG)
and to the Christian Council of Ghana (CCG) toward
operation of their 23 clinics.

Family Planning International Assistance has
budgeted a total of $161,000 in the last 2 years for



Government clinical services in the Volta region and
for other activities. One grant of $23,000 went

toward establishing three new clinics in the Volta -

region for use as bases for mobile teams working in
the surrounding area.

The Population Council has provided a total of
$589,000 over the last 10 years, with a grant of
$240,000 aiding the establishment of a demographic
research and teaching unit at the University of Cape
Coast. Other grants have been for postpartum family
planning programs.

The World Assembly of Youth has helped sponsor
conferences and seminars on population, develop-
ment, and responsible parenthood for students,
young workers, rural leadership, and youth groups to
make this large segment of the population aware of
the relationship between rapid population growth and
economic and social progress. The Assembly has alse
sent teams into rural areas and sponsored youth
family planning clubs, essay contests, and films.

Other voluntary associations providing assistance
over the past decade include the Association for
Voluntary Sterilization, the Ford Foundation, The

Pathfinder Fund, the Rockefeller Foundation, and
World Education.

Bilateral assistance in the last decade has included
$204,000 from the United Kingdom for equipment
for 100 family planning clinics, for the communica-
tion programs of the GNFPP, and for operating
mobile cinema vans. Canada contributed $130,000
for a film on family planning and other communica-
tion-public information activities. Limited assistance
also has come from the Swedish International De-
velopment Authority.

The United Nations Fund for Population Activi-
ties (UNFPA) has provided a total of $454,000 for a
number of population-related studies plus a project
with the University of Ghana aimed at integrating
nztional educational efforts to improve all aspects of
family life. A major project funded by UNFPA and
carried out by the (nternational Labour Organisation
(ILO) provides assistance to Ghana’s Executive De-
partment of Manpower for formulating plans and
policies for development, education, and cffective
utilization of human resources in all sectors of the
national economy.

Ivory Coast

The country’s mid-1975 population was reported
by the Government of the Ivory Coust at 6.7 million.
Its population growth rate is about 2.5 percent,
with births per 1,000 population at 46 and deaths at
21-a rate that would lead to a doubling of population
in 28 years. Although the birth rate has declined since
1963-68, when it was 55 per 1,000 population, the
death rate has fallen even more sharply from its
earlier level of 33 per 1,000, As a result, the rate of
population increase is greater than in 1963-68.
The proportion of the population under 15 years of
age is estimated at 43 percent,

The Ivory Coast has no organized family planning
activities and throughout the decade has held the
view that population is growing at an acceptable rate.
Indeed, some see population growth as a means of
bringing economic progress to the Ivory Coast. The
existence of unusued natural resources plus recurring
labor shortages foster this attitude.

Some doctors have shown interest in encouraging
child spacing, and limited quantities of contraceptives
are available through some pharmacies, hospitals, and
clinics.

External Assistance
In June 1973, the U.S. Agency for International
Development 'granted $33,000, through the Ivoriain
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Ministry of Finance, to the National Institute of Public
Health for a study of factors affecting the lvoriain
child.

The United Nations Fund for Population Activi-
ties (UNFPA) is assisting with the population census
scheduled for 1975.

The Pathfinder Fund and the Ford Foundation
have provided travel grants to Ivoriains participating
in international health/family planning conferences.
The World Assembly of Youth has sponsored semi-
nars for young people on population, development
and family planning, and responsible parentliood. It
also has sponsored teams to rural areas to provide
information about population problems and family
planning,

Kenya

With an area of 220,000 square miles, Kenya had
a mid-1975 population estimated at 12 million in-
creasing over 3 percent per year (official Government
data). If the current fertility (49 births per 1,000
population) and mortality (16 deaths per 1,000) were
to continue, population would double in 21 years,
Almost half (46 percent) of the present population is
under 15 years of age. Nine-tenths of the people are
rural and are concentrated on the 17 percent of the
Nation’s land that is suitable for cultivation. How-
ever, , rural migration to cities has been increasing,



creating and intensifying social and economic prob-
lems.

Kenya began hmited official action in the popula-
tion field almost a decade ago to follow up and
supplement the work of private family planning
groups. in 1967, it announced a national population
policy and started the first government-sponsored
family pianning program in sub-Saharan Africa.

The voluntary Family Planning Association of
Kenya (FPAK), established in 1961, provides infor-
mation and education support for the Government
program and operates eight clinics to supplement the
services of the Ministry of Health, The FPAK staff
also provides family planning information to rural
areas, trains its own and some Government personnel,
and conducts information and publicity campaigns.

In addition, the city councils of Nairobi and
Mombasa provide family planning services, with the
Nairobi effort accounting for 15 to 20 percent of the
country’s total acceptors each year. Private family
planning associations have operated in these two
cities since 1955.

In 1974, Kenya launched a new and more compre-
hensive family planning program with the stated
goal of reducing population growth to 3 percent
by 1979 and to 2.8 percent by 1999. The 1979
target is based on plans to recruit 640,000 family
planning acceptors, prevent 150,000 births, lower the
birth rate by 5.5 per 1,000, and reduce the death rate
by 2.5. Toward this end, the Government hopes to
have some 400 service points providing family plan-
ning help on a full-time basis and 190 providing it
part-time, Funding is estimated at $39.7 million with
the Government providing $14.3 million and outside
donors $25.4 million,

The new program will build on the family plan-
ning program introduced in 1966 but endeavor to
solve some of the difficulties it encountered, such as
lack of high- and mid-level manpower, need for better
coordination of family planning efforts, and a tradi-
tional bias toward large families.

Results bet'veen fiscal 1968 and 1975 included a
cumulative toial of 235,400 new acceptors; but the
first decline in new acceptors since the program’s
inception occurred during 1974 when they dropped
to 37,899 from 46,499 in 1973, This was the lowest
number of acceptors since 1970. Nearly 80 percent of
the new acceptors in 1974 chose oral contraceptives.

External Assistance

The International Planned Parenthood Federation
(IPPF) has provided $2,36 million in assistance since
1969, This funding has gone toward activities of the
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Family Planning Association of Kenya (FPAK), in-
cluding the operation of eight mobile units serving 90
clinics throughout the country. IPPF also operates
the Family Welfare Training Center in Nairobi and
maintains a regional oftice in the same city.

The Population Council conducted the study on
which Kenya's family planning program is based and
has provided a total of $225,000 in assistance since
1969, Family Planning International Assistance has
provided $454,000 since 1973. Financial support also
has come from the Ford Foundation, The Pathfinder
Fund and the Association for Voluntary Sterilization,

The International Bank for Reconstruction and
Development (World Bank Group) provided
$360,000 for family planning activities in 1974 and
1975 and has pledged loans totaling $12 million in
support of the Kenyan program for 1975-79.

The United Nations Fund for Population Activi-
ties (UNFPA) made $3.5 million available in 1974
for general support of Kenyan family planning efforts
through 1979. Previous UNFPA funding included
$794,000 through fiscal 1975. In addition, the
Chiidiren’s Fund (UNICEF) is providing assistance
through its maternal and child health programs.

Assistance from the U.S. Agency for International
Development between fiscal 1969 and 1975 totaled
$1.93 million; about $329,000 is budgeted for fiscal
1976. Funding has gone toward training of family
planning personnel, technical and commodity assist-
ance for the Government program, and technical
assistance in demographic studies.

Specific activities have included: tests of three
different delivery systems in the Special Rural De-
velopment Project in Vihiga; advisory assistance in
preparing information, education, and training
materials for the Ministry of Health; production of a
prototype family planning calendar; establishment of
a major demographic project through a contract with
the University of North Carolina; and a regional
project to test the potential for commercial
marketing of contraceptives, The latter project in-
cluded sales of condoms through established markets
in the Meru District, which has a population of some
500,000.

Among individual countries providing bilateral
assistance, the Swedish International Development
Authority has provided $2.4 million in the last 19
years for advisory assistance, contraceptives, and
support for the education and information activities
of the Government program. The Netherlands has
supplied $819,000 in the last decade—mainly for a
1968-72 project in Nairobi to provide training for
medical officers and a paramedical staff. Since then,
the Netherlands has paid the salary of an obstetri-.



ciangynecologist assisting the national family
planning program. Denmark has pledged $426,230
to the school for district nurses in Eldoret, The Nor-
wegian Agency for International Development pro-
vided $240,000 in 1974 and 1975—mainly for clinic
equipment, In addition, it has committed $3.1
million for 1974-77 for the establishment and opera-
tion of six rural health training centers and has
programmed $1.9 million for the building of three
demonstration health centers and to cover curient
expense of family planning clinics. West Germany
provided $498,000 in assistance from 1969 through
1972,

Lesotho

Lesotho—a small republic bounded on all sides by
South Africa—had a population of just over 1 million
in mid-1975. With the birth rate at about 39 per
1,000 population and a death rate of 20 per 1,000,
Lesotho’s citizens increase in number 1.9 percent
each yecar. Some 38 percent of the population is
under 15 years of age.

Lesotho has no official population policy, and the
traditional Government position has been that the
country has no population problem despite high
unemployment and low per capita GNP ($100 per
year). But the Government has shown increased
interest in the past decade in population/family
planning efforts.

The private Lesotho Family Plinning Association
(LFPA) was organized in 1966-67 and offers family
planning services through its clinic in Maseru. It is an
affiliate of the International Planned Parenthood
Federation (IPPF). Some private physicians provide
contraceptives, and IUD’s are inserted at Scott
Memorial Hospital.

External Assistance
The U.S. Agency for International Development

(AID) is providing assistance to Lesotho through a
regional maternal and child health/family planning
project initiated in 1972 under a contract with the
University of California, Santa Cruz. The program is
designed to introduce the concept of child spacing
into the health service and to seek ways of motivating
families in child spacing. AID support—to extend
through 1976--pays for advisory personnel, com-
modities, participant training, and local program
costs. Funds also have gone toward the construction
of lecture rooms at the maternal/child health center
at Tsakholo in the Mafeteng District,

The United Nations Fund for Population Activi-
ties (UNFPA) has provided assistance for a demo-
graphic survey and family planning projects. The
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World Health Organization has assigned a family
planning doctor to the Ministry of Health and Social
Welfare.

The International Planned Parenthood Federation
(IPPF) supplies financial support to the Lesotho
Family Planning Association (LFPA) for field-
workers, education and publicity, training, and the
operation of two clinics. The Pathfinder #Fund
supplied office equipment for the LFPA, and World
Neighbors has also helped the Association.

Liberia

This country of 1.6 million people is experiencing
accelerated population growth. While population in-
creased an average of 1.4 percent a year for the
decade 1956-65, the growth rate is currently esti-
mated at 2.9 percent annually. This change reflects
both a rise in the birth rate (50 per 1,000 population
in 1975 compared to 43 per 1,000 in 1965) and a
drop in mortzality (21 deaths per 1,000 people in
1975 compared to 24 per 1,000 in 1965). Further,
the trend will probably continue as nutrition and
health services improve. Even with the present rate,
Liberia’s population will double by century’s end,

Liberia’s people are chiefly rural (72 percent),
and about 42 percent are under age 15. As population
increases, many young people will leave rural areas,
and the proportion of the population that is young
will also increase. Both trends could create social and
economic problems. lowever, the Government
recognizes the seriousness of the situation and
publicly supports family planning.

A decade ago, Liberians were just beginning to
have access to such services through the Family
Planning Association of Liberia (FPAL), newly affili-
ated with the International Planned Parenthood
Federation (IPPF). Today, these services have been
expunded, and the Government is following through
on President Tolbert’s May 1973 endorsement of
family planning. In it, he said that integrated
development plans, including maternal and child
health and family planning, were necessary to achieve
improved standards of living and that “We owe it to
ourselves and to posterity to take advantage of
modern technology wherever it is avaitable.”

Current Government plans are to provide these
services through the AID-sponsored Lofa County
Rural Health Project and eventually to incorporate
them into all maternal/child health and general health
programs. FPAL, which was founded in 1956, works
with the Government family planning program and
extends services to previously unreached areas. It also
assists industries interested in offering family



planning services to their employees. Among these
have been the Lamco Iron Mine and the Bong Mines.

In 1974, seven clinics were offering family
planning services. Plans are currently underway to
integrate family planning into pubiic health clinics
throughout the country, and a new FPAL clinic was
to open in Bong County during 1975. New acceptors
in 1973 totaled 2,614, with 6,075 revisits. Orals were
the main type of contraceptive used.

The information-education work of FPAL has
included production of audiovisual materials, spon-
sorship of seminars and conferences, participation in
radio and television programs along with officials of
the Ministry of Health and Welfare, and production
of the FPAL’s own radio program. Also, a Family
Planning Health Program in 1973 reportedly reached
20 percent of the 10-to-14 age group in urban areas
and 15 percent of the 15-to44 group in rural areas.
FPAL also conducts in-service training.

External Assistance

The United States, through the U.S. Agency for
International Development committed a total of $1.4
million between fiscal 1968 and 1975 for family
planning in Liberia and has budgeted another $99,000
for fiscal 1976, Past assistance has included training
of Ministry health workers in maternal/child health
and assistance in developing demographic data via
household surveys. Current assistance is going toward

I

the Lofa County Rural Health Project—an experi-
mental program including family planning services,
which, if successful, may be extended to other
countries,

The International Planned Parenthood Federation
(IPPF) has provided $629,000 since 1969 toward the
operations of the private Family Planning Association
of Liberia (FPAL). Limited assistance also has come
from Family Planning International Assistance, The
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Nurse describes various contraceptives
to mothers at a Kenyan health clinic.

Cooking demonstration in a village of Lesotho, Some 38 percent of the population Is under 15 years of age, and malnutritlon here
is widespread. Many African governments believe soclal development will create conditions needed for a reduction in fertility,
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Pathfinder Fund, and the World Assembly of Youth.

The United Nations Fund for Population Activi-
ties (UNFPA) has budgeted a total of $770,000 since
1971 for population assistance in Liberia. Part has
helped support several demographic projects; the
remainder has provided a family health advisor
(through the World Health Organization) for the
Ministry of Health and Welfare.

Malawi

The country’s population in mid:1975 was
slightly above 5 million with a rate of natural increase
estimated at 2.4 percent per year. The birth rate is 48
per 1,000 population, and the death rate is 24 per
1,000. Some 45 percent of the population is under 15
years of age. Per capita GNP is about $110 annually.

Little has changed during the past decade in
Malawi’s view of population growth. The Government
is basically pro-natalist, prohibiting wide dissemina-
tion of family planning services or publicity. None-
theless, some family planning assistance is offered by
private doctors and hospitals.

External Assistance

The U.S. Agency for International Development
has provided support for the Government’s maternal
and child health extension projects, with cumulative
funding through fiscal 1974 of $113,500.

The United Nations Fund for Population Activi-
ties (UNFPA) is funding assistance for a national
census and improved labor statistics,

The Internationtl Planned Parenthood Federation
(IPPF) has supported a baby clinic at a mission
hospital near the national capital, Zomba. Services of
the clinic include advice on child spacing. World
Neighbors has also provided limited assistance for
family planning.

Mali

Mali’s mid-1975 population was estimated at 5.6
million increasing about 2.4 percent a year. Of the
total, 44 percent is under age 15. Per capita income
(GNP) is estimated at $70 per year—among the lowest
in Africa.

The birth rate is 50 per 1,000 and the death rate
is 26 per 1,000. Both these rates are among the
highest in the world with the latter caused not only
by health and nutrition problems but also by the
davastating Sahelian drought. Mali was one of the
countries most severely affected, and thousands of its
people were forced to migrate, enduring great hard-
ship, to other countries while others remained to
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suffer the effects of malnutrition and—in some
instances—starvation,

In the last decade, Mali has shown some move-
ment away from its traditionally pro-natalist position.
In 1972, the Government removed some of the
restrictions of a long-standing French law that pro-
hibited abortion and the sale and distribution of
contraceptives—the first such move by a Francophone
country in Africa. The Government is now permitting
family planning services at several pilot clinics,

External Assistance

The Canadian International Development Agency
(CIDA) gives primary support to the pilot clinics
offering family planning services. One is full-time and
five are part-time, and the program apparently has
been quite successful. Although the Government is
not officially involved, it has control of the program
through a board of directors, whose president is the
Malian Minister of Production.

CIDA also supports a 2-ycar pilot family planning
project in Bamako, the national capital. Funds have
provided for operations of the clinics, training, and a
national statistical survey.

The Pathfinder Fund has provided contraceptives.

The U.S. Agency for International Development
gives no family planning assistance to Mali, but the
United Nations Fund for Population Activitics
(UNFPA) has given assistance for a demographic
census and for a family health program.

Mauritania

Mauritania’s mid-1975 population, over two-
thirds nomadic, is estimated at 1.3 million, Some 42
percent is under age 15, The Mauritanian Government
reports a rate of natural increase of 1.4 percent per
year and a birth rate of 39 per 1,000 population. The
death rate is a high 25 per 1,000, to which the pro-
longed Sahelian drought has contributed. Income
(GNP) per person is about $200 annually.

Little change has taken place during the past
decade in the Mauritanian Government’s view that
the country has-an acceptable rate of population
growth, Still, a maternal and child health clinic at
Nouakchott gives family planning advice—and contra-
ceptives on request for medical reasons. Family
planning information is offered by private physicians,
and oral contraceptives are sold in drug stores,

External Assistance

The United Nations Fund for Population Activi-
ties (UNFPA) supported a population census in 1975
and a followup sample survey of the nomad popula-
tion,



Mauritius

The tiny (720 square miles) island country of
Mauritius, with a population of 885,000 in
mid-1975, has had an official population policy and
a Government family planning program since 1966.
The birth rate of 28 per 1,000 people and the death
rate of 7 per 1,000 are unusually low for an African
country. Life expectancy at birth in Mauritius is 66
years—the highest in the region, Mauritius also has
achieved considerable success in slowing the rate of
population increase, which is now about 2.1 percent
per year, However, this rate is still unacceptable to
the Government, which hopes to cut it to 1.2 percent
annually between 1980 and 1988,

While the current growth rate would double the
nation’s present population in 33 years, it is down
sharply from the 1950's. In that period, the rate of
increase rose to over 3 percent as post war eradication
of malaria brought a precipitous drop in mortality.
3y the 1960’s attention was being focused on the
economic and social consequences of such rapid
growth and paved the way for the Government’s
entry into population/family planning.

As of 1975, the Governinent was operating clinics
throughout the country. A total of 269,000 clinic
visits were recorded in 197280 percent to receive
oral contraceptives.

The country also has the private Mauritius Family
Plaaning Association (MFPA), formed in 1957, that is
a member of the International Planned Parenthood
Federation (IPPF). Although its activities were largely
taken over by the Government program in late 1972,
the MFPA still runs two 1odel clinics and is
responsible for most of the nationat program’s infor-
mation-education work. Recently, MFPA has begun
assisting  industrial family planning projects. One
industry, for instance, has lent its clinics facilities 4
days a week to the MFPA for the extension of family
planning services to the company’s 1,000 women of
child-bearing age. In addition, the MFPA has
launched a pilot project to distribute contraceptives
through small shops.

Liformation-education work has included sega
shows (dance and song acts) in rural areas containing
family planning messages and extensive use of radio
and television for publicity.

Also at work in the country is Action Familiale
(AF), a Catholic organization that gives advice
primarily on the rhythm method,

External Assistance
The International Planned Parenthood Federation
(IPPF) supports the work of the MFPA and contri-
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buted $145,900 to its 1975 budget for information-
education work, operation of two pilot clinics,
training, and other activities.

The United Nations Fund for Population Activi-
ties provided $1,204,000 for a population and housing
census and for health and family planning projects.

The U.S. Agency for International Development
has helped provide training in the United States for
several Mauritians and the purchase of equipment,

Other aid has come from the Population Council,
which has provided IUD’s and inserters. The World
Assembly of Youth (WAY) conducts seminars for
voung people on populations problems and family
planning and other relevant issues, and representatives
from Mauritius attended WAY’s 1972 International
Youth Seminar on Environment in Vienna, where
family planning was one of two major topics dis-
cussed.

The United Kingdom has provided medical
personnel for the Mauritian Government family
planning program. The Population Investigation
Committee of the London School of Economics
las evaluated the Government program. The Swedish
International Development Authority has supplied
orals and condoms to the MFPA.

The World Bank has provided consultant help in
planning the national program. The Pathfinder Fund
has assisted the program,

Morocco

Morocco’s population of 17.4 million, as of
mid-1975, was increasing by 3.0 percent per year. This
high rate is down only slightly from the annual
average of 3.1 percent for 1965. The combination of
a high birth rate of 46 per 1,000 people and a death
rate that has declined to 16 per 1,000 chiefly
accounts for this pace. Other factors also involved,
however, include the high proportion of young
people in the population (44 percent are below age
15) and the rising number of women of reproductive
age. Their number is estimated at 3.99 million, as of
mid-1974, compared with 3.53 million in 1970,
Further, tradition encourages large families in this
conservative Moslem country. This feeling is
especially strong in the rural areas, which contain 63
percent of the country’s people.

This rapid population growth has brought a
strong commitment in Morocco to population and
family planning activities. A growing number of
Government, religious, and industry leaders have
recognized the negative consequences of rampant
population growth. This commitment began about a
decade ago and has developed to the point where
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family planning is a vital part of the Government’s
health network.

However, in the intervening 10 ycars, many
people have left the countryside for the cities and
created new difficulties in the form of urban
crowding, high unemployment, strained social
services, and health and sanitary problems. In addi-
tion, with population outrunning food production,
the country must pay out increasing amounts of
forcign exchange for food and agricultural imports.

The family planning program itself has had a
nuinber of problems, the foremost of which is a lack
of medical personnel trained in family planning.
Although family planning is now included in the
curriculums of the Medical School and all para-
medical schools, attempts to provide training for
practicing personnel have been sporadic.

Nevertheless, the national family planning pro-

144

gram has developed trom a small pilot project in 1966
into one that is beginning to be integrated into the
health service. The program became nationwide in
1968 after the Government’s inclusion of family
planning in its 1968-72 development plan. The goal
wis to reduce the birth rate from 50 per 1,000 to 45
per 1,000 by obtaining 500,000 new acceptors of the
IUD and 100,000 acceptors of other contraceptives,
Results have fallen semewhat short of these goals
although the annual rumber of new acceptors has
risen from 21,304 in 1969 to 41,700 in 1974. As of
October 1974, current users were estimated at
83,900; orals were used by an estimated 55,600 of
these and IUD’s by 28,300,

Under the current population policy set forth in
the 1973-77 development plan, the program aims to
educate, motivate, and inform the people about
family planning. Today, family planning services are



offered by 180 or more health centers as well as by
new Family Planning Reference Centers in urban
areas. By 1977, the end of the current 5-year plan, a
majority of the 25 provinces is to have one of these
Centers, staffed with obstetrics/gynecology
personnel. The Government plans to augment these
services with 570 dispensaries staffed with paramedics
and to offer family planning services once a week. It
also plans to increase the number of health centers to
230 by 1977,

Specific goals for 1977 include reducing the crude
birth rate to 45 per 1,000 and the annual population
growth rate to 2.9 percent. An estimated 400,000
new acceptors will be required to meet these targets,

In addition to the growing Government program,
interest by voluntary, religious, and industry groups is
mounting,.

In 1970, the private Moroccan National Family
Planning Association (MNFPA) was formed. It is a
member of the International Planned Parenthood
Federation (IPPF) and carries out information, com-
munication, and education programs in addition to
providing services through four clinics. In May 1973,
for instance, the MNFPA sponsored a booth and
distributed informagion at the International Casa-
blanca Fair. This led to a surge in requests for family
planning information at MNFPA-sponsored clinics in
Cusablanca, Tangier, and Rabat-Sale.

Religious leaders also have come to accept family
planning activitics despite the conservative stance of
the dominant Moslem religion. For example, Rabat,
in 1971, was the scene of an IPPF-sponsored con-
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ference on Islam and family planning. The con-
ference—attended by some 80 Islamic scholars scien-
tists, and politicians from 24 Islamic countries—issued
a communique endorsing the Moslem family’s right to
space its children through legitimate and reversible
contraceptive methods.

In the industrial sector, the Phosphate Office
conducted a survey a few years ago of 3,000 women
workers or dependents in the mining town of
Khouribga. Ninety-nine percent of the interviewees
expressed some knowledge of family planning, and 58
percent favored it; some 19 percent even wanted to
be sterilized. The Office has since opened a family
planning clinic in Khouribga--one of the first in-
dustry-backed family planning clinics in Africa.

Demographic research in Morocco has been
carried out at a center established in May 1971 with
technical assistance from the University of North
Carolina under an AID contract.

External Assistance

The U.S. Agency for International Development
(AID) has provided a total of $2.35 miillion in assis-
tance to Morocco’s national family planning program
betw