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The International Conference on Better Health for
Women and Children through Family Planning held in
Nairobi in 1987 was sponsored by the International
Planned Parenthood Federation (IPPF); the Population
Council; UNICEF; the United Nations Development
Programme (UNDP); the United Nations Population
Fund (UNFPA); the World Bank and the World Health
Organization (WHO).

One of the Conference recommendations was that the
agencies involved in the field sheuld continue to
compile and disseminate the results of the latest studies
on the effects of family planning on maternal and child
health and survival. This booklet is being issued in the
spirit of that recommendation.

Child Survival, The Role of Family Planning has been
prepared by Drs. Salcolm Potts and Shyam Thapa and
produced by Family Health International (FH!) with
partial funding from UNFPA. FHI is also grateful to
IPPF for its support.



Child survival and family planning
are not a prerequisite to each cther,
rather each can have an impact on
the other: contraceptive use can
improve child survival, child survival
can increase the demand for family
planning.



Over 85% of the World's Births Occur Every Year in
Developing Countries

Developed World
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history. At the same time, the final
decade of the twentieth century China
may witness the death of 170 to 2
180 million infants and children, if
mortality levels remain the same as
in the 1980s. That means about
50,000 infants and children will die

Asia

every day. : 18 mil.
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Lo . f During the period 1990-1994, 685 million births are expected to occur worldwide. The vast
In general, about half of all child- | majority will take place in developing countries.

hood deaths under the age of five
occur during the first year of life.
About half to two-thirds of all
deaths to infants take place within
four weeks of birth.

Over 95% of the World’s Infant Deaths Occur Every Year in
Developing Countries
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these tragic deaths. For some years (7.6%)
now, GOBI programs (growth-
monitoring, oral rehydration
therapy, breast-feeding, and
immunization) have been pursued
as a comprehensive strategy for
improving infant and child mortal-
ity worldwide. These interventions
continue to play a critical role in
primary health care for children.
An equally important component in
reducing infant and child mortality
is family planning.
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i life. Most of these deaths will occur in developing countries.



Et:mily planning targets couples;
child survival interventions target
infants and children. Both are
primary health interventions and can
contribute to lowering the number of
infant and child deaths.

This raonograph provides a broad
view of how family planning
complements child survival initia-
tives and is a necessary component
in the effort to reduce infant and
child mortality.

In the developing world, the rate of
infant mortality has fallen from
approximately 150 deaths per 1,000
live births in the 1950s to approxi-
mately 80 per 1,000 today. Techno-
logical change, socioeconomic
development and fertility regulation
have all contributed to this decline.

Over time. however, because the
total nurmber of births keeps
increasing, the total number of
babies dying in their first year of
life has continued to rise. The
chall:nge of the 1990s is to con-
tinue and to accelerate the decline
in the rate of infant mortality. We
must also begin to close the gap in
infant and child deaths between rich
and poor countries.

Family planning can help couples
choose when to start a family. It
can provide couples an effective
means 1o space birihs as they
choose, and to enable them to stop

having more children once they
have the number of children they
want.

Contraceptive use can contribute to
saving the lives of infants and
children both directly and indi-
rectly because it:

# Allows very young women,
whose infants are prone to higher
mortality, to delay childbearing
until a later age.

Allows older and especially
high parity women, whose infants

. are at considerably higher risk of

dying, to stop having babies.

- B Contributes to longer intervals

between births, which have been
found to improve infant and cliild
sirvival.

: Reduices maternal mortality.

B Changes the environment in
which couples set their family size

. goals.

Equally important. family planning
provides a cost-effective route to
reducing infant and child mortality.

Contraceptive use can
contribute to saving lives of
infants and children both

- directly and indirectly.




W)men in societies experienc-

ing high infant and child mortality
often marry at an early uge. Mar-
riage marks the beginning of
childbearing, which typically
continues, in the absence of any
volitional control, through meno-
pause.

Pregnancies to teen-age mothers
and to those in the final stages of
their childbearing vears are known
to be high-risk. Data from over 40
developing countries show that
infants born to teen-age mothers
have 30% higher rates of mortality,
and those born to women over 40
years old have 47% higher mortal-
ity, compared to those born to
women aged 20-29,

While in some countries, such as
Korea, the proportion of births to
teen-age mothers is small (less than
10%), in many countries the
proportion of births to teen-age
mothers conslitutes a significant
number. For example, in
Bangladesh, over 85% of all first
births are to teen-agers. Because
high rates of birth to teen-agers are
$o common, infant and child
mortality among this group arc
correspondingly high.

Women who give birth to many
children, or high parity women,
also experience excessive infant
and child mortality. A woman who
has had more than six births runs a
40% higher risk of losing her later-
born babies during infancy than

4

women who have only 2-3 births,
Family planning can also help
reduce maternal mortality. Studies
have shown that when a mother
dies, in most cases her infants
already born also have a very high
risk of dying.

In short, infant and child mortality
can be reduced substantially
through family planning, particu-
larly by reducing high-risk births at
cither extreme of a woman’s
childbearing age and by lowering
the total number of births

per woman.

Child Mortality is Higher Among Births to Teen-age Mothers
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' uring the 1970s and 1980s,
rescarchers undertook the largest-
cver surveys aimed at understand -
ing the determinants of fertility and
infant and child mortality in several
dozen developing countries,
Comprehensive analyses of these
data have shown unequivocally that
birth-spacing is a critical factor to
improved child survival,

Longer intervals between births
improve both the infant’s survival
chances and the mother’s health.
We now know that:

b

H A baby born less than two years
after the birth of its older sibling '
has a more than 2-1/2 times greater
risk of dying in infancy than a baby
born more than two years later.

i

B There is a greater chance that a
baby born very soon after a previ-
ous delivery will be premature, and
prematurity is associated with a
higher risk of infant and childhood
death.

The older child is at risk as well:

B If 2 mother becomes pregnant
again too soon, the older child’s
risk of dying increases by 639,
Close pregnancies may lead to a
child competing with a newborn for
the mother’s attention, food and

other resources. The existing child
is likely to receive less maternal
care and be weaned earlier.

Longer intervals between
births improve both the
infant's survival chances
and the mother's health,

In short, a child’s survival is
affected by the age gap between its
older and younger siblings: longer
gaps are better. The implication is
clear: birth-spacing saves
children’s lives. Several million
infant deaths could be prevented in
the 1990s if all births were spaced a
minimum of two years apart.

Birth Spacing Saves Infant Lives
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1
in many societies, a major factor
influencing the interval between
two births is whether the mother
breast-feeds her baby. Breast-
feeding is of key importance in
child survival because:

Colostrum and breast milk
contain antibodies which protect
the child against infections.

Artificial milk formula, particu-
larly when prepared under
unhygicnic conditions, can expose
the child to a heavy load of patho-
gens leading to diarrhea and other
infections.

breast-feeding is nature’s contra-
- ceptive.

M Breast milk contains a matura-
tion factor which facilitates the
development of the infant’s gut and
its ability to resist infection.

B Suckling is associated with a !
natural inhibition of ovulation:

In Asia and Africa, breast-feeding

. averts an average of four potential !

births per woman. In addition, due

Lo its protective effect against

diarrhea and infections, it is
estimated that current breast-
feeding practices, if maintained,
would save an estimated 70 million
infant lives in the 1990s. Further-

~ more, 10 million additional lives
- could be saved if modest improve-

ments in breast-feeding practices
were 1o occur, i

If, however, rapid declines in
breast-feeding should occur, very
dramatic increases in contraception
will be required to prevent fertility
from rising and save the lives of
children.

Since the contraceptive protection
offered by breast-feeding is limited,
other means of contraception must
be introduced at an appropriate
time. If a breast-feeding woman
initiates a contraceptive method
when menses resumes, when she
begins to supplement her child’s
feeding, or by six months postpar-
tum (whichever comes first), she
will be protected from an
unplanned pregnancy and not
forced to wean her child because of
a new pregnancy. Contraceptive
use, thus, helps obtain the maxi-
mum nutritional and immunolugi-
cal benefit from breast-feeding,

Breast-feeding Reduces Diarrhea Morbidity
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Data from Cebu, an urban region in the Philippines, shows that
infants of two months of age who are given breastmilk only experi-
ence the lowest incidence of diarrhea (in previous 7 days),

Breastmilk

and and

non-nutritive
liquids

Asia
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Breastmilk only

China
0.2 mil.
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Breast-feeding Saves Infant Lives

L. America
0.4 mil.
(5.8%)

Africa
2.1 mil.
(29.8%)

y Near East
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(15%)

Breast-feeding protects babies from illness and deaths due

to diarrhea and respiratory infections, which are leading

countries.

causes of infant deaths in developing countries. It is
estimated that as a result of breast-feeding, over 7 million
babies are saved from dying annually in developing



ne of tne reasons often given
for high fertility in developing
countries is that couples fear that
several of their children will die at
very young ages. Itis suggested
that ceuples have large families to
insure that they have enough
children who survive to provide for
the parents’ old-age security. Only
after infant and child mortality is
reduced, it is argued, will parents
recognize that they need not have
such large families to insure the
survival of a few.

Evidence from historical Europe

and some conteraporary developing .

countries calls into question the
assuniption that infant mortality
must decline for couples to be
interested in using contraception.
Indeed. countries that have iigh
rates of infant mortality also have
high fertility rates. However, it is
impossible to say which is the
cause and which is the effect since
both affect each other. These
findings hold for both developed
and developing countries.

Studies in Bangladesh and Pakistan |

suggest that, among couples who
do not practice contraception,
successive births are not affected at
all by the death of the children
already born. A woman who loses
her infant through death returns to
fertility more quickly. This biologi-
cal factor leads her to be pregnant
again soon.

In societies such as Costa Rica and
Korea that have undergone rapid
fertility decline, some women who
lose a child through death have
been found to go on to have
another child. The magnitude of
this effect varies considerably from
country to country, depending on
the level of fertility. In no popula-
tion, however, are as many as 50%
ol child deaths replaced by addi-
tional births. The policy implica-
tion of these results is that efforts
aimed at lowering infant and child
mortality alone will do little to
lower aggregate deaths. In short,
simultancous cfforts must be made
to reduce fertility.

Pelicies aimed at reducing child
mortality and lowering fertility
couid produce synergistic effects: a
reduction in infant and child
mortality could motivate the
parents 1o desire a smaller number
of children, and lowering the
number of births per woman could
further accelerate the decline in
infant and child mortality.



Countries that have high
rates of infant mortality

also have high fertility rates.
However, it is impossible

to say which is the cause and
which is the effect since

both affect each other.

Infant and Child Mortality Rate (per 1000 births)

Higher Fertility Countries also Have Higher Infant and Child Mortality
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Ehc transition from high to low

fertility has been studied closely in
historical Europe in relation to
changes in infant mortality.

When vital statistics for England
and Wales were examined in detail,
the decline in the birth rate which
occurred in the second half of the
19th century was found to have
preceded the fall in infant mortal-
ity. In other European countries,
infant mortality sometimes de-
clined before the birth rate and
sometimes vice versa. In Germany
in the mid-19th century, infant
mortality did not fall before the

adoption of family planning and
hence the decline in fertility.

In France also, the decline in
fertility began before industrial
development and changes in
mortality. Similar patterns were
found in Russia, where group size
and ethnicity were more important
factors in carly fertility reduction.
In Belgium and ltaly, fertility
declines began in regions that
encompassed distinet dialect groups
and where sociocconomic changes
had not yet advanced.

Lower birth rates in these countries
in Europe took place in regions
which followed similar linguistic,
cthnic and cultural boundaries,
despite varying levels of develop-
ment. Similarly, fertility decline in
the middle two quarters of the 20th
century in the United States pre-
ceded any significant declines in
infant mortality.

Thus, reductions in infant and child
mortality or improvements in other

- socioeconomic spheres have not

necessarily been preconditions for
fertility decline: rather, communi-
ation of attitudes and contracep-
tive technology were more
important ingredients for fertility
reduction. Awarencss of cffective
fertility regulation techniques and
their availability helped couples to
translate into reality their desire for
smaller families.

Reductions in infant and
child mortality have not
always been preconditions
Jor fertility decline in
historical Furope.

Decline in Fertility Does Not Always
Precede Decline in
Infant Mortality

Time series data from England and Wales
show that fertility began to decline rapidly
even before infant mortality declined.
(General fertility rate refers to live births
per thousand women aged 15-44.)
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m#/11c of the remarkable changes
that has taken place over the last
10-15 years in many developing
countries is that the number of
children desired is substantially
lower than the biological maxi-
mum—and is continuing to decline
dramatically. More important,
women'’s desire for lower fertility
has been documented in diverse
socioeconomic settings with
different levels of infant and child
mortality.

In many developing countries, the
desired family size averaged 4.5
children in the 1970s (ranging from
3.7 10 8.3 children), while it

declined to an average of 3.5

(ranging from 2.8 to 7.1 children)

in the 1980s. In Senegal. the ‘
number of women who did not |
want any more children increased
from 8% in the late 19705 to 17%
in the 1980s. During the same time
in Peru, this number increased from
61% to 73%.

Scveral factors affect family size
preferences and changes in these
preferences over time, In some
situations, rapid changes in socio-
cconomic conditions have helped
bring about the desire for smaller
family size, without a prior or
concomitant decline in infant
mortality.

Continued
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However, it has becn less well
recognized that contraceptive use
itsell plays a role in bringing about
changes in family size preferences.
The availability and awareness of
cffective techniques of fertility
regulation have been an important
ingredient in fertility decline in
both historical Europe and contem-
porary developing countrices.
Studies in Asia ana Latin America
have shown that well-designed
family planning programs affect the
acceptability and use of contracep-
tion by promoting awareness that
couples can control their fertility.

Family planning can affect both
child survival and the desired
family size, just as these two
factors can influence the use of
contraception. Fertility reduction in
turn increases the demand for
family planning services.

Child survival and family planning
are not, therefore, a prerequisite to

7 esired family size and child +cach other: rather each can have an
survival are both major factors impact on the other. Contraceptive
influencing « couple’s motivation use can improve child survival:
for having a smaller number of child survival can increase the
children. The larger the gap be- demand for family planning.
tween the desired number of Resources and efforts concentrated
children and the number of children in only one or the other of these are
surviving, the less motivation for likely to fafl short of long-term

couples to space or stop

improvements in child survival.

childbearing. and vice versa.

Total Fertility Rate (per woman)

The Higher the Contraceptive Use, the Lower the Fertility
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Analysis of the latest available deta [rom 86 countries shows that an increase of
about 14 perrent in contraceptivi: prevalence leads to a decrease of one child per

woman.



In the final analysis, the most
effective means a couple has for
having fewer children is through
contraceptive use. Other alterna-
tives to achieving a smaller number
of children, such as induced
abortion, complete sexual absti-
nence or non-marriage, are neither
desirable nor practical. The avail-
ability of contraception plays a
critical role in changing the repro-
ductive behavior of couples.

This fall in fertility, through the
mechanisms outlined above, can
contribute to child survival,

Family Planning is the Main Route to Tertility Reduction

Desired
family size

A
Y

Child survival

Family plamning } = 5= { oG

A smaller family size improves the prospects for child survival; similarly, improved child survival motivates couples to want to have fewer
children. Research shows these two forces interact with each other. Both these factors, in turn, lead to greater use of family planning. But family
planning increases child survival and helps create an environment for a smaller family size. Family planning is the only effective means to
fertilily control. Higher fertility control creates greater demand for family planning services. The effects are therefore not uni-directional.



Eumily planning, like other

primary health care services can
save the lives of children. But
family planning also contains a
paradox. Preventive or therapeutic
measures aimed directly at children
are universally acceptable and
publicly applauded, while family
planning services targeted at adults
touch on a private area that remains
sensitive and controversial in many
societies. As a result, family
planning has sometimes not
received the attention it merits as
an essential component of child
survival programs.

Experience has shown that when
well-designed programs are imple-
mented, family planning can
succeed even in traditional, poor
socioeconomic settings. Family
planning programs are relatively
casy to set up and can be imple-
mented effectively, whether uit not
they are combined with existing
maternal and child health services.

Yet, if family planning services are
not adequate, other efforts aimed at
improving child survival may
become ineffective, due to the
sheer increase in the numbers of
children resulting both from high
birth rates and increasing child
survival. Furthermore, family
planning is the key ingredient for
reducing high-risk pregnancies, for
increasing the spacing between
births and for reducing the fertility
level itself.

Family planning programs are a
cost-cffective means of reducing
infant and child mortality and
should be an important element of
primary health care services. Even
if the cost of the delivery of family
planning services were to be equal
to that of other primary health care
servicees, it would still be important
to invest resources in family
planning as a key health measure
for women and children.

Family planning enables women to
control their own fertility, helps to
limit family size. and, indirectly,
improves access to educational
opportunities for their children and
increases family wealth,

As a result of the high birth rates of

the past several decades, the

number of women of reproductive
age worldwide will continue to
increase rapidly during the 1990s.
The vast majority of nations
endorse a couple’s human right to
choose the number and spacing of
their children.

All over the world, more and more
couples are trying to have smaller
families. Improvements in child
survival and declines in family size
will together place a greater
demand on family planning scr-
vices, provided threugh both
integrated and vertical delivery
systems. Contraceptive use is the
only direct means to translate into
action a couple’s motivation—
influenced by improved child
survival and other factors— for a
smaller family size.

Investing in Family Planning is Cost-effective

20 4

Billions of US dollars (per year)
11.7
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With increased investment in family planning in developing countries from $3.9
billion in 1990 to $5.9 billion in the year 2000, more resources will be released for
heatth care and women'’s basic education.



Million women

Currently 300 million women use
mecdern methods of contraception
in developing countries. In order to
prevent the world’s population
from growing incessantly, two
critical factors need 1o be ad-
dressed. First, we neced to maintiia
the level of existing family plan-
ning services and second, to expand
services to additional couples. The
number of women of childbearing
age is increasing (from approxi-
mately 700 million in 1990 to over
900 million by the year 2000,
excluding China), despite recent
declines in the total fertility rate.
Hence, the potential number of
women needing family planning
services will be significantly targer
than it is today.

© There already exists sufficient

Given adequate resources, it is
possible to reduce infant and child
mortality considerably and, at the
same time, stabilize population
growth in the 21st century.

1

|

knowledge to make family plan-
ning work efficiently and effec-
tively. Government leaders and
international agencies together
have the responsibility to make
family planning methods available
and accessible to every couple that
wants to use them. It would be
tragic, indeed, if the 1990s were to
become the decade of lost opportu-
nities for the present and future
generations,

The Number of Women of Reproductive Age is Increasing

1000

800 .

] 199
2000

600 4

400

200 S

T T

Africa L. America

Due to higher birth rates in the past, the number of women of reproductive age will
continue to increase for the remainder of this century. This is true despite the fact
that fertility worldwide is declining,

Asia* Total*

* Excluding China

“Family planning touches
and is touched by so many
other facets of human
progress that it simplv cannot
be ignored. There are today
300 million couples in the
developing world who do not
want any more children but
who are not using any effec-
tive means of limiting family
size. A strong demand for
planning births therefore
already exists. If that demand
were to be met then a num-
ber of major gains could be
made."

James P, Grant
FHhe Stare of the World' s Children, 1990
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