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Session 1
INAUGURAL SESSION

1. OPENING ADDRESS

R. Valdivieso
Minister of Health, Chile

INTRODUCTION

One of the most characteristic features of the history of the last decades has been the
accelerated and progressive increase of world population. Although this manifestation is to
be found in all countries, the highest indices of demographic increase correspond to the
under-developed areas, in particular to Latin America.

In fact, the rate of growth of the Latin American population has in the last 30 years
increased to the point of being the highest among the continents. Fundamentally, this
increase parallels the rapid drop in mortality figures with high and sustained birth rates and,
proportionally, a barely significant international immigration. Its main effect has been a
considerable lowering of the average age of the population and, as a result, an increase in the
proportion of economic dependents.

Together with the accelerated demographic increase, a rural-urban migration has taken
place to an extent which outstrips the possibilities of the trends and opportunities of employ-
ment that the rhythm of industrialization of the continent can bring. This has been an
important contributing factor in the creation of fringe problems and under-employment,

Morecover, given the characteristics of the distribution of income, such as the conditions of
social organization and structure, there does not appear to have been a substantial improve-
ment of the living standards and social conditions of the majority of the population. Neither,
one must add, is there sufficiently rapid progress in the essential structural reforms for an
acceleration of the economic and social development of the area.

The latter factor only aggravates the characteristics and extent of the population problems,
for it is precisely the fringe groups, in relation to the benefits of development, who are most
directly affected by these problems. Such scectors are merely passive beneficiaries of the
general health effects in the reduction of mortality, the high rates of reproduction, meanwhile,
being maintained. It is difficuit for the members of these groups to assimilate precepts of
rationality in their reprodnctive conduct if the whole social context tends to keep them on the
fringe of the overall process of advance. Nevertheless, whatever its tempo, the process of
development, associated with the growing influence of the social means of communication,
necessarily makes a bigger and bigger population more and more clearly aware of the
possibilities of social improvement and of a wider participation in the national life. This
multiplies the pressure of demands which the present tempo of development cannot satisfy.

Today, it is clear that the multiple and complex characteristics of the population problem
call for special attention, for a harmonizing of all the activities which have so far been
brought to bear on this aspect of development. In other words, in order to accelerate the
process of modernization and planning of development, with a view to obtaining a substantial
and rapid improvement of living standards, it is essential for adequate consideration to be
given, not only to the political, but to the different demographic aspects.

FcoNomic REPERCUSSIONS
It is held that the accelerated growth of population is the greatest obstacle to the economic
development of the backward nations. Well then, in order to brake this growth, a policy
directed towards a reduction of the birthrate appears to be indicated; for insofar as this
remains as it is, the problem will find no solution, so this remedy must be analysed.
A reduction of the birth-rate would imply a favourable modification of the ratio ““non-
earning population/labour force’ and consequently an increase of the per capita income and

1
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a rise in the living standard of the people. The countries of rapid demographic increase are
obliged to subtract a relatively greater proportion of the Gross National Product (GNP) for
investment purposes, to cope with the new population contingents, faced with their need for
capital,

Furthermore, the population problem must be seen from the point of view of a situation
of imbalance between the number of persons and the available resources for providing them
with an adequate standard of life. If the planning, however, is carried out anly on the
economic level, which is incorrect, it appears that the problem is not s'mply one of imbalarcc
between growth of population and grc vth of production. A reduction of the birth-rate
cffectively changes the structure of the population in its age-group componeants, at the outset
casing the burden of non-productive youth on the wage-carning elements, though in a later
phase the labour force will be depleted and subsequently this might be a hindrance to
development. Finally, a relative increase in the non-earning population of advanced age must
be expected.

Even those who accept without reserve that the excessive growth of the population is the
greatest obstacle to securing improved living standards, have had to concede that the
seemingly specific remedy of restriction of the birth-rate would have little importance as an
instrument of development.

THE HEALTH StCTOR

Hygienic deficiencies and general economic underdevelopment are projected in the health
indices which show a high rate of maternal mortality (2-7 per thousand) and of infant
mortality (99-8 per thousand), which in Chile have remained practically stationary in the
last decade, evidencing the significant role of abortion, In our country we have one abortion
for every two births, and 20/ of maternity beds are occupied by patients with complications
from abortions. In 1964, from the hospitals of the National Health Service there were
56,391 discharges coming under this head, representing 89/ of the total discharges. Their
seriousness miy be appreciated when it is realized that they cause two-fifths of all the maternal
mortality, occupy 184,000 bed/days and cost the Treasury the equivalent of one million
dollars.

The epidemiological study of abortion reveals a fact which should not be forgotien: its
inter-relationship with economic under-development.

Abortion is the inhuman method of birth contro! adopted as a solution in certain conditions
and at certain low cultural levels, in the face of a social and economic reality.,

The grave incidence of abcrtion this year, which affects the structure of the family and of
the community and an awareness of the problem on a world scale, explain the priority of
attention on the part of the health sector and of national and international organizations,

BirTH CONTROL ACTIVITIES IN THE HEALTH SECTOR
Confronted with the gravity of the situation that has been indicated, the health authorities in
Chile could not remain indifferer:t.

As, since 1962, means from various sources have been employed in tli¢ field of birth control,
without institutional instruction, and as, on the other hand, there has been a growing demand
for information on contiaceptive procedures on the part of people benefiting from the
Health Service, it was decided to channel these activities withir clearly defined principles.

The Minister of Public Health, advised by the Committee or: Population and Family set
up for this purpose, ordered that birth-control activities G2 directed primarily at the preven-
tion of abortion and to this end that they be incorporated in the regular programmes of
maternal and child care for the purpose of rzducing the risks of undesired maternity. These
activities are subject to the following norms:

(a; respect of the freedom and dignity of the human person, inasmuch as it will be the
couple themselves who, freely and responsibly, take the final decision on limitation or spacing
of children;

(5) furnishing both partners with adequate information on all existing and legitimate
methods, including the use of drugs for modifying fertility, and
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(¢) as the prime object of the programme is to combat abortion, it is addressed to those
groups of the population which are exposed to the risk, priority theretote being accorded to
women attending for abortions, to women who already have several children and to those
who, having serious socio-economic problems, constitute a group potentially inclined to
abortion.

Thus, the Ministry of Health has established birth-control action as one of the features of
its mother and child health programine, oriented sclely to the purpose of preventing and
combating criminal abortion. Its final purpose therefore is the protection of mothers,
children and the family health.

It is for this reason that the programmes of family planning, which since 1962 have been
carried out without the due control of the authorities, and on the responsibility of private
organizations, have been made subject to the new norms.

I think it opportune to mention here, in connection with the WHO, that the latter, at the
XIX Assembly, May, 1966, discussed the health aspects of the world demographic situation.
The discussion arose in connection with a draft resolution presented by the delegations from
India, Pakistan, the USA and the countries of northern Europe, in which the Director
General of the WHO was authorized to give technical approval to programmes of birth
control and family planning, outside the National Health Services and excluded from their
programmes. Although the draft resolution did not explicitly express this position, it implied
it, inasmuch as in one of its final provisions it asked the Director General “'to investigate the
means by which birth-control programmes in the future could be incorporated in the National
Health Services™.

Our representative in the Assembly opposed the project and defined the position of Chile by
submitting to the consideration of the Committee a new project, which in principle authorized
the Dircctor General to give technical advice to countries which asked for it for programmes
of family planning integrated in the Health Services, without prejudice to the prophylactic
and curative activities of the latter. This project was approved by a large majority with the
support of practically all the Latin American and African countries.

The consequence of this resolution of the World Health Assembly was that the Executive
Council of UNICEF postponed any statement on such an important project because of its
magnitude. and because of the major financial implications of implementing population
control programmes.

PoruraTiON PoLicy

Having outlined the evidence in support of birth-control activities, defined them and the
sphere of their application in the health domain, I will now explain our position on population
policy in relation to social and economic planning and .he development of the country.

By population policy we understand, transcribing the terms used in the seminar on
*“Population Policy in relation to the Development of Latin America®™, which was conducted
last February under the auspices of the Organization of American States (OAS), “the
coherent totality of decisions which are part of a rational plan of behaviour adopted by the
public at large in accordance with the needs and desires of family units ard the collectivity, for
the purpose of dircctly influencing the probable magnitude of the population, its composition
in age-groups, size of the family and the regional or rural-urban distribution of the inhabi-
tants, with a view to fucilitating the attainment of the aims of the national development”, We
emphasize that this policy must consider and evaluate the influence exerted on these variables
by changes in social processes, particularly in education, housing, health and employment.

What has been said excludes from our consideration any kind of unformulated means or
wartial actions which can only distract our attention from the broad framework of develop-
ment and of the general problems inherent in the latter. On the other hand, this assumes the
working out of a population policy which includes all aspects of the problem and which fits
into the wider framework of the general policy of development. These are tasks which must
be defined and carried out by cach country according to its own conditions, its histcrical
processes, its possibilities and its cultural framework.
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At the present time, and in the particular case of Chile, the establishment of a policy of
population is a complex procedure and one which calls for prudence. For one thing, it is clear
that means and initiatives have been set in motion to achieve an acceleration in the tempo of
our development.

The GNP has, of course, increased fantastically in recent years and there is no sufficient
cvidence to justify the assumption that this is only a spo-adic phenomenon. On the contrary,
all cfforts are being directed towards maintaining this rhythm of growth, In the second place,
the annual increase of the population indicates a tendency to decline and is not at a level
which would justify any great urgency in respect of demographic growth, especially as the
cconomic growth shows a tendency to increase.

In view of this it scems more reasonable to proceed prudently and to analyse the overall
effects of the interdependence of the two processes of socio-economic development and of
demographic development. In this connection, it should be mentioned again that the
demographic solution is not the only one for resolving the problem of under-development,
without thereby denying its importance, or that there is diversity of opinion on the relations
and the degree and form in which a policy of demographic braking exerts its influence on the
economic process.

To this must be added the local or national implications of the differences between the
various countrics in their economic, social, geographic, cthical and other characteristics,
which restrict or prevent the adoption of patterns or models of population policies of other
countrics,

But further, the accelerated tempo of the process of economic and technological change and
development which world population is experiencing at present, is creating new conditions
and factors already cperative in this century. Possible solutions, therefore, particularly the
demographic solutions, must be sought in a new context, adjusted to present and future
realities. These facts take on especial importance in the problem of population growth, which
must be seen in a new perspective that takes into account the factors of time, place and
tempo of development.

Even in the exclusively economic field, the problem is not a simple imbalance between
population growth and resources; for those who think otherwise, for those who formulate
its solution in terms of the dilemma *cither ecconomic development or demographic growth”,
as means for the achievement of a higher standard of life, we must again take into considera-
tion some facts to which we have alrecady referred and which we would now like to establish
more specifically as applied to the case of Chile.

As a pragmatic proposal, we asked the Office of National Planning how the economic
growth of the country would affect the future demographic growth and what the effect
would be of a decision in the sense of containing this growth.

In the reply, two alternatives are analysed. The first considers a fall in the overall rate of
reproduction from 2-41 in 1960 to 1-88 in 1985, and subsequent maintenance at this level up
to the year 2000.  This alternative would very roughly correspond to the evolution of the
variables as experienced in our country today. Remember that for this year the rate shows a
tendency to fall. In this case, by 1985 Chile would have an overall rate of reproduction
cquivalent to the highest found in the developed countries today. The other hypothesis,
which is assumed to result from a policy of rigorous braking of the birth-rate, would lower the
above-mentionced rate of 2:41 in 1960 to 1205 in 1985. That is to say, a reduction by half in
25 years. This level is that of many European countries at present and its attainment “*would
be™ possible. This would result in Chile's population reaching in 1985, 1+ millions (58%, of
population aged 15 to 64) in the first case and 12+ 5 millions (63 %, of populuiion aged 15 to 64)
in the second case. Then, taking into account the number of consumers per wage-carner, the
cost of the demographic investment and the possibilities in terms of natural resources, and
assuming an cqual cffort of investment, it is found that it would take 23 years to double the
per capita income in the case of the first alternative and 20 years in that of the secord.

It would thus clearly be a question of a very slight advantage. Three years of difference to
reach the same cconomic level in Chile with and without a policy of family planning.

But if planning of a purely economic order appears doubtful, at least for our own condi-
tions, we are assailed by the same or greater doubts about the effect of a policy tending to a
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reduction of our population on economic growth if we consider what effectiveness in
influencing our birth-rates there may be in a programme of family planning based on the
sole acceptable moral sanction, the free-will of the couple concerned.

As I mentioned at the outset, an epidemiological study of abortion in Chile revealed its
close interconnection with a low cultural level and low standards of life. I wilt now add that
it is the underdeveloped countries which have the highest birth-rates, while in the countries
which have attained to high living standards it is a matter of commonplace observation that
the birth-rates and the incidence of abortion are higher in the lower classes than in the rest of
the population.

The fact is that, basically, it is in poverty that are to be found the conditions, whether
shortage of housing, alcoholism, ignorance, which lead to irresponsible procreation. And this
is one of the real causes of the so-called demographic explosion.

In these social strata, programmes of family planning reveal enormous weakness. It
transpires that it is the poorest who most need them and who, at the same time, are least
willing to accept these programmes. It is this that has made some say despairingly that the
cfforts to reduce the birth-rates among the great populations of the globe, characterized by
illiteracy and poverty, have so far had little success.

In a repert by Lauchlin Currie, it is stated that “a reliable survey in a developed country
showed that between 1890 and 1940 there was a high inverse relation between educated
economic levels (up to the fourth year of secondary education) and birth-rates. It seems that
this correlation is not affected by other factors, such as religion”.

We thus find ourselves in a vicious circle, which must be broken: poverty-ignorance—
demographic explosion-poverty. And with regard to the current solutions, 1 have plainly
expressed our doubts. Doubts as to the advantage, at least in our casc in Chile, of a policy of
reduction of the growth of our population in connection with the raising of the per capita
income; doubts as to the cfficacy of the instrument of family planning to secure a reduction
of the birth-rate.

These are question-marks that we ardently hope will be considered in the debates of this
conference.

* * *

In 1966, Chile attained an increass in the GNP of 7%, and the per capita income was raised
by 4+ 6. These indices give us a high place in economic growth in the continent. The basis is
thus given for development. If now this higher income is distributed equally and an ac-
celerated impulse given to social development, then the conditions for success in a policy of
family planning are present.

Actually, speaking about the vicious circle in which we find ourselves, about the doubts to
which the procedures proposed give rise, we would like to add that, in the doctrine which the
government take as their point of departure, we consider that this vicious circle can only be
successfully broken by making a massive investment in the educational sector for the benefit
of the poorest part of the population, and correspondingly, as great an cffort as possible to
raise their standard of life. That is what Chile is doing at the moment. In education alone,
public expenditure increased 55Y%, between 1964 and 1966. In the five years 1960-1964, the
promised increase of matriculation attained to 60,000 pupils yearly. In 1965 the increase was of
220,000 and in 1966 it rcached 310,000.

RESPONSIBLE PROCREATION AND THE DUTY OF THE STATE

One often hears the necessity proclaimed of inculcating a sense of responsible procreation to
render programmes of family planning effective. But it is not so frequently observed that,
among the elements which -ictate his conduct man has no special pigeon-hole for sexual
responsibility. This, in fact, is nothing other than the concretion, within the ambit of conjugal
intimacy, of a general sense of responsibility in the most authentic form of its meaning. That
is, assuming consciousness of his finality as a human person, as the integrating factor of the
family nucleus, as a member of the social group in its historical and geographical reality.
Nevertheless, responsibility is not limited to the plane of the couple concerned. It extends to
the wider whole of social groups and institutions and, in a very particular way, to the state.
The responsibility of the latter finds its specific expression in the creation of conditions which
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will qualify and enable the couple to exercise responsibly their procreative functicn. This
task of the state goes beyond the limits of mere information on methods of control, cntering
into the wider task of procuring the common wea! of the whole of society.

In order to procreate responsibly, the couple require: on the physical plane an adequate
development of the body; on the psychic plane, maturity and psychological balance; on the
cultural plane, the spiritual enrichment that is the fruit of a minimum education; on the
ethical plane, an assimilation of guiding principles to inform their conduct.

These benefits and values are furnished by socicty as part of its mission to promote the
common weal. The personal fulfilment of the members of a community is not a task that does
not concern the authorities or the state as entities bearing most responsibility for the well-
being of this human group.

Thus a responsible authority must, for example, maintain a policy of public health which
aims at achieving a full physical development of its members, eradicating maladies and vices
specifically incident to fecundity and birth.

On the psychological and cultural plane, authorities must methodically guide the younger
generation towards a responsible fecundity, giving, among other things, an acequate sexual
instruction.

On the ethical plane, the 1esponsible authority must respect and provide a system of
minimum normative values, through, for example, a protection of matrimony and the family,

However, the creation of these conditions is not enough. It is necessary to go a step further
and to promote a responsible conduct. In this advance, society is likewise involved through the
state, furnishing the eiements that will make this conduct possible. Here the full magnitude of
the economic investment devolving on the community before this purpose of the couple can
become reality, emerges clearly. -

To indicate some of these enabling conditions is a difficult task, subject to the characteristics
of the different human groups. We can, however, by way ofillustration, indicate some of them
which we consider urgent: suitably remunerated work, covering the vital needs of the worker
and his family; appropriate housing, enabling conjugal intimacy and the full development of
the family nucleus; basic education, giving the couple an awareness of the needs, obligations
and possibilities of the society in which they live,

The Eighth World Conference of the IPPF is at the present time an event of the highest
importance. Because of its world-wide scope, because of the presence of so many highly
qualified participants, assembled for the discussion of a subicct of incontestable urgency, the
Chilean Government will watch its progress with the greatest interest and will be open to
consider suggestions emanating from it, expressing at the same time its satisfaction at the fact
of this city having been chosen as the place of the conference.

I ask all the participants and members of the Federation who are present, and very
particularly its emeritus President Dr, Elise Ottesen-Jensen, Mr. Cass Canfield, President of
the Governing Body, the organizers and other exccutive members of the Federation and of
the Chilean Association for Protection of the Family, to accept the welcome which, in the name
of the President of the Republic, Sr. Eduardo Frei and his Government, I have the honour
to extend to you at the opening of your Congress.



2. OPENING ADDRESS

M. Fernandez
Mayor of Santiago

As representative of the Municipality of Santiago and Mayor of the City, I should like to
welcome most cordially all the delegates to this Eighth Conference of the IPPF.

I feel it is right to begin, rather than with the theme of this event, by thanking you in the
name of Santiago for having chosen our city as the meeting-place for this Eighth Conference,
which confirms our pride that Chile is seen among the nations of the world as one loving
peace, liberty and democracy.

It has been our great pleasure to offer the delegates the Municipal Theatre and we have
taken good care that it should be in the best of condition. Perhaps such a detail is not
important, but it reflects a higher motive. Before this select gathering—statesmen, scientists,
technicians, doctors and learned men from distant countries—we wan* to show with this
gesture our yearnings after progress and culture, since it is in this auditorjum that the people
of Santiago express their artistic concern, and it is this background against which our youth
daily gain inspiration from the latest movements in philosophy, science and the arts.

We look forward impatiently to the results of this conference. Before the magnificent
setting of a world in development, and under the formidable impact of technology and the
conquest of space, it is essential to affirm that the family is humanity’s primary cell.

How strange it is that this event should follow within a few days of Pope Paul’s Encyclical
“Populorum Progressio’ which is a solemn call for joint action for the development of the
whole man and for the united development of humanity.

Man, who is achieving mastery of nature, must not forget those who live in poverty. Each
act, each programme and plan of assistance must begin with its true author, the man himself,
in the family, which is the synthesis, both intimate and collective, of all humanity.

From this it follows that the couple act upon the world around them and influence it with
the secret of their intimacy.

It is calculated that the world’s population will double before 35 years and as is already
happening there will be even more acute problems of sanitation, housing, education and
employment, and the progress and cevelopment plans of governments will be jeopardized.

All this can be foreseen, and the great enterprise of planning which takes account of it all,
must begin with the planning of the family. This realization must be shared by all govern-
ments, and to guide them in this delicate matter, the most distinguished experts have gathered
here from every country.

Gentlemen, Santiago welcomes you warmly. We Chileans are not great talkers; we prefer
the facts to speak for themselves. We shall try to make your stay in our capital pleasant and
comfortable for each of you so that when you return to your homes, you will remember this
distant people in South America for the esteem and friendship which is felt particularly
towards each delegate, and will keep as a vision of our tenacious and progressive spirit, our
countryside, beautiful but difficult,



3. RESPONSE

Elise Ottesen-Jensen
President Emeritus, IPPF

President, Excellencies, Ladies and Gentlemen—I am very sorry to tell you that our President,
Lady Rama Rau, js unable to be with us today, a sorrow I am sure she feels as deeply as we do.
And so I welcome you all to this conference. I am especially honoured, and have much
pleasure, in thanking President Frei for being with us and speaking, and in that way giving our
important conference a real start. And then in the name of the IPPF | have to welcome every-
one here. It is our hope that you will gain much from the proceedings; that you will have the
knowledge and inspiration to work for the ideals that are ours so that no child should be born
unwelcomed, and that this will create family happiness, and thus national joy and well-being.
Surely happiness within each country points the way to peace in a suffering world. We also
hope that when you leave here you will transmit this knowledge and inspiration to your
own countries, helping the people there to learn about family planning, and giving them help.
It is our hope that you will never forget to carry the light to the darkest corners of the world,
where help is most needed. Welcome. .



4. CALL TO ORDER AND WELCOME

Luisa Pfau

Chilean Association for Protection of the Family

After a lifetime dedicated to working for the well-being of the mothers and children of my
country, the IPPF has given me the privilege of adding a new service which will have enormous
significance for public health, and for cultural, political, social and economic development.
For a long time many doctors have been saddened at the unfortunate effects of excessive
fertility, seen in high mortality rates of both mothers and children, malnutrition among
large sections of the poorer classes, and most dramatic and immediate, by the terrible plague
of induced abortions.

It was this concern that influenced a group of us to form the CCPP, the Chilean Committee
for the Protection of the Family. Our intention was to offer advice and help to the family, the
living cell of the community, whose fortunes and stability are damaged by too-rapid growth in
size. So great was the need and desire of Chilean couples to avoid unwanted pregnancy that
our original work, unexpectedly successful as it was, had to be redoubled.

The Committee became an Association, we obtained legal recognition and gave ourselves a
stable structure. To the original nucleus we added social workers, midwives, nurses, and others
imbued with love of their neighbour and desire for human solidarity.

None of our work would have been possible had it not been for the good will and under-
standing of the Minister of Health, the National Health Service, the universitics, and many
public and private organizations working on behalf of the community. Even less would have
been possible had we not received from the outset the technical and financial help of various
international agencies, especially the IPPF.

Although the various projects have been prepared and operated by our fellow Chileans, we
have all benefited from the timely, considerate and experienced advice of foreign experts.
We have received money, equipment and drugs in such generous amounts that it is not too
much to say that in material terms we have had everything we needed to carry out our task.
What has held us back has been the relative shortage of trained personnel and doctors, and
other factors in this country.

For the group that has worked stubbornly in our Association, which so kindly and
inexplicably has made me President and kept me thus, and whose numbers increase every day,
this is a proud and happy, even a glorious day. For the Federation, which only now is meeting
in this part of the world, has stated that it chose Chile because, in all of Latin America, we
have the best birth control programme and becausc this is one of the few countries in which
the Minister of Health and the National Health Service have framed clearly defined popula-
tion policics that are models of prudence and wisdom. The Federation has honoured us by
bringing to our small republic, hundreds of distinguished persons in the fields of science and
medicine, sociology and demography, economics and agriculture, and many other spheres
of modern knowledge. It has also given us the opportunity to show that we are a people with
civic maturity, desire for progress, and with a spirit of warmth and hospitality. Lastly they
have trusted in our capacity for cfficient cooperation in the preparation and staging of an
event of such size and importance.

Because this is the first occasion on which the Federation—an international body in its
objectives and operation—meets in Latin America, the organizers have agreed to give special
attention on the agenda to the most serious problems of the region. It would seem fitting
then, in welcoming the participants, to mention especially those coming from our sister

9



10 INAUGURAL SESSION

nations. Alrnost all of them are carrying out birth control-programmes which are the more
important because of the great vistas of progress the region can offer, I should like to add that
we base our decpest hopes on these lands 7nd most of all on their youth. For their sake,
above all, we should like to make a reality of the theme of this conference—Planned
parenthood, a duty and a human right.



5. KEYNOTE ADDRESS
PLANNED PARENTHOOD—A DUTY AND A HUMAN RIGHT

Lord Caradon

Minister of State and Permanent United Kingdom Representative to the
United Nations

I come today first to express gratitude and admiration to a President and to a government and
to a city and to a people. T know that in that purpose I speak for you all. We have gathered
from the four corners of the world, from every continent and from every race, and some of us
come from representing different nationalities in the central organization of the tnternational
community. We come from many diverse countries with many various problems and pressing
preoccupations. But whatever our differences we are all of us bound together by one common
concern and one common cause and one common conviction, We are brought together by a
sensc of danger—indeed a sense of potential disaster—on a scale never before imagined. We
are united in our concern for the indivdual—for man and woman and specially for the child.
Our cause is no less than to make the revolution of rising expectations not a betrayal but a
reality and a fulfilment.

We come together with a common concern and a common cause and also with a common
conviction—the conviction that what we want is action—urgent administrative action. It was
John Kenneth Galbraith who said that population control is still in the hands of the philo-
sophers and the prophets. He urged us that it should now go to those who act, and that is the
determination, I am sure, of those who have assembled for this conference.

We embark on our task first and foremost with a sense of deep gratitude for the leadership
of the President, whom we all greatly respect as a philosopher-states:uan who has won world-
wide reputation as a practical reformer. To him and to the people of Chile we wish to express
our respectful tribute, and we pray that our deliberations and our decisions will justify their
kindness and their boldness in inviting us to come to this beautiful capital city of this
courageous country.

Before I go further I beg you to be tolerant with me as I admit the limitation of my qualifica-
tions to address you this morning. We have here assembled many of the leading experts of the
world on one of the main problems of the world. I myself always live in awe of experts, and
we have here indeed an awe-inspiring gathering of experts on every aspect of this vast problem.
Scldom if ever betore have so many experts on the whole problem of world population met
in one place. But, Mr. President and distinguished delegates, I am not an expert. Far from it.
I am by training an administrator, and I am by inclination a politician. I flatter myself that
it was by design, and in recognition of the need for administrative and political action, that I,
a humble administrator and politician, was invited to speak to so many experts. And let me
say that I have onec other qualification to speak amongst what I might call an escalation of
experts.

I speak to you, Ladies and Gentlemen, not as an expert but rather as a convert. It is as a
convert that I come respectfully before you. I come as a convert to the conviction that of all
the problems of the human race there is no more important and no more urgent problem than
the problem of population. T come to speak to you with the enthusiasm, indeed with the faith,
of a convert—a convert to the conviction that it we endeavour to deal with the great world
problems of poverty and hunger and ignorance and diseasc—and hatred and fear and violence
too—without at the same time dealing with the problem of population we shall utterly fail.
We shall fail because we shall have failed to put first—first of all—the aim, the overriding aim,
to wive io every child born into the world some reasonable expectation of survival and some
hope of living in human dignity. To put it at its lowest, if we bring children into this
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world without such an expectation and such a hope it will be a waste, a criminal waste, an
utterly unforgivable waste, of the most precious thing in the world, the potentiality of the
human personality.

Bear with me, I beg you, if I tell you the circumstances of my conversion. Nearly a third of
my long working life was spent in the beautiful and fertile and prolific island of Jamaica.
I was fortunate to go there first at a time when there was a new restlessness, an awakening
to the need to shake off the fatalistic acceptance of poverty and privilege. There was a new
desire to escape from the lethargy of political and economic stagnation. In the subsequent
decade there was unprecedented progress. Politically the people took hold of their own
destiny. By the end of the decade Jamaica had advanced to self-government in preparation for
independence. Political progress was matched “economic advance. Massive investment was
attracted from overseas. There was a cultura: _..aiss"ce too, A West Indian University was

founded, and flourished. Jamaica embarker -- shiti .+ development programme—
new industrics, new schools, new hospitals, r.. . “wmes and new agricultural
experiments. Even the worst hurricane ever known in . «d 20t hold the people back.
They united as never before to build and plant again. ™ uwdster was turned to a blessing.
Within little more than a year of the devastation of . - ‘maica was growing and
exporting more than ever before. It was a period of p: -vitv and growing material
prosperity and sociai advance unequalled in the history . and. All of us who were
engaged on the exciting task of new development were of cows.c * that we had a popula-

tion problem, In an island no-one can casily forget it—speciali,  an island like Jamaica
which has such a high rate of illegitimacy. The population of Jamaica a century ago was
half a million. It is approaching two million now, and at the end of this century at the
present rate it may be nearly four million. Yes, we were aware of the population danger.
But many of us who were engaged on the hectic, happy, absorbing work of new develop-
ment were impatient of the few who reminded us of the futility of our cfforts if the monster
of over-population continued to gain on us. We pushed their protests aside. We took refuge
in working harder to further our development plans and our political aims.

Why were we so blind? It wasn’t only a matter of stupidity. It was also cowardice. We knew
that population contro! was an awkward subject. It was controversial. Worst of all, from a
politician’s point of view, it was unpopular. Partly our inactivity was due to ignorance. Most
of us were at a loss to know what to do about it. Partly it was weakness. We took the line of
least resistance. We shut our ears and our eyes to the danger. To invest, elect, build and plant,
those were our obsessions. We went faster, faster, thinking we were going ahead,—but we
were in fact running away. A former Chief Minister of Jamaica tried to laugh it off. He said
"I have been a socialist all my life but I think birth control is best left to private enterprise.”
Though that wvas said haif in jest, I am sorry to say that many of us for a while took it
seriously. But we could not escape. The monster was not only gaining on us. It caught up.
No sooner had we built a new school than it was too small. It was nct mainly a matter of how
many children could be crowded in, but how many had to be shut out. No sooner had we
built a new hospital than there were two, three, four people waiting for every bed. Every
agricultural project we started increased the clamour for more land scttlement. New industries
paying higher wages showed up the gulf between the favoured few and the discontented rest.
Then the dreadful drift to the slums of Western Kingston gained momentum. Before long
a quarter of the population of the island was crowded into the capital city with thousands of
men, women and children living ir. conditions unfit for animals. The gaiety and beauty of the
Jamaican countryside were abandoned for urban squalor. The rising tide of population
flowed into the stagnant swamp of urban disillusion. So slowly, much too slowly, it dawned
on us in Jamaica that production alone was not cnough. Indeed production alone was a
delusion. The twin problems of production and reproduction, so we realized, must be tackled
together. It finally dawned on us that if dealing with the problem of population was left too
late then all our economic and political achievements would be swept away like sand castles
before the advancing tide.

I make no excuse for telling you of our awakening, our conversion, in Jamaica, which has
led to increasingly effective action in recent years. We were not slower in our tealization of the
danger than most of the rest of the world. It is only in the past few years that the terrilying
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statistics of world population have begun to make impact on world public opinion—and then
only to a sophisticated super-structure of society. But what we now hear in terms of statistics
has long been known in terms of human degradation and human suffering and human
frustration and human bit*rrness. The price of the blindness and the sloth and the prejudice
of the affluent and the educiiied has been paid by those least able to understand and least able
to protest, by the poor and by the illiterate—and specially by bewildered women and un-
wanted children. I remember Ambassador Plimpton saying a year or two ago that:

*Two generations ago the unwanted child was a tragedy for the health of the mother. A
generation ago it was realized that the unwanted child was a tragedy for the economic health
of the family. We now realize that the unwanted child may well be a tragedy for the economic
health of an entire people. Perhaps we shall soon realize that the unwanted child may be a
threat to the economic health of the whole world.”

The dangers of the world are surely greater than ever before. 1 shall not attempt any full
catalogue of world dangers. We are all too familiar with them.

There is first the danger of poverty with a thousand million people living near or below the
starvation level. And the level of world food production last year stopped and even dropped.
And the gap between the aflluent nations and the impoverished nations grows rapidly greater.
And the assistance from the rich nations to the poor nations falters far short of the desperate
need. Meanwhile attacks on the death rate were outstandingly successful. In Ceylon the anti-
malarial campaign reduced the death rate by 409 in a single ycar. As the expectation of life
grows so fast—it has risen from 27 years to 48 years in India in two decades—the expectation
of starvation is even more spectacular,

There is the danger of youth—the danger that our failure to act in time will lead to furious
frustration. When 1 went down through Africa a year or two ago they toid me in one country
after another that more than half the population was under 18 years of age. And now more
of the younger African generation are going to school. As they grow up they are not going to
be content to scrape a miscrable livelihood from eroded land by antiquated methods as their
fathers did before them.

Then there is the danger of race—the danger that racial tension and racial injustice will
lead to racial conflict. There is the danger that the confrontation between African nationalism
north of the river Zambesi and white supremacy and white suppression south of the river will
cause an explosion and a conflict which would at once inflame all Africa and involve the whole
world. T

We have to add to the other dangers the danger of population, with more than a thousand
million new mouths to be fed by 1980. As Lord Ritchie Calder said the other day in the House
of Lords, if 20 divisions of men from Mars landed in this planet every 24 hours—arrived
without their rations—we should feel bound to do something drastic and urgent about it.

The most important thing about the revolutions of poverty and youth and race and
population is that they are not four problems but all onc. The greatest danger of all—of this
I have long been convinced—is that there is a growing division in the world—a division, a
growing gulf, between the affluent, comfortable, complacent people of the older nations on
one side and the hungry over-crowded, discontented people of the new nations on the other.

The realization of that overriding danger leads me to put this main proposition to you.
We cannot deal effectively with the danger of starvation or the danger of a revolt of youth or
the danger of a conflict of race or the danger of over-population separately. One will not wait
on the other. The necessity is to tackle them together. It is a vast task but it is unavoidable—
and indivisable. I have said that the population problem is the number one problem of the
world. But I do not think that I need to emphasize to this audience that it would be wrong to
concentrate on one of the four dangers alone. To control, to limit, population is essential.
But to do that alone would be negative. Development, education, opportunity, freedom and
fairness of trade, racial understanding and cooperation, maternity and child welfare and
control of population must march together. They all have the same purpose—a fuller richer
life. The challenge we face is not for negative action but for the most positive object of all—
the positive object of human freedom and human dignity.

Let me go on to put another proposition to you. 1 suggest to you that the dangers of which
I speak arc now far too great to be dealt with by the action of private individuals and
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voluntary organizations alone. They are oo great to be dealt with by national action alone.
They can be effectively dealt with only by a combination of individual action and national
action and international action together, 1 pay my sincere tribute to all those individual
pioneers who have led the way in the voluntary crusade in which we now join, They are well
represented here today. And specially I pay my tribute to the great Federation under which
we meet today which has given us all such a fine lead. The nced for individual and voluntary
leadership is not less but greater than ever, for in this cause as much or more than any other
in the world it is not a matter of imposing anything on the people: it is a matter of setting
people free—free from the prison of ignorance and poverty, and free to choose. The cause of
popular emancipation derives, and should derive, primaily from voluntary action.

I well recognize moreover that cach nation, each people, must reach its own conclusion
and must set its own aims. Nothing can be imposed from outside. Without national choice,
national will and national action very little can be accomplished.

Let me turn for a minute to say that in my own country we have sought to deal with our
population problem mainly by supporting the Family Planning Association of Great Britain,
which has more than 600 clinics throughout the country. But we have also declared that
when a request is reccived from a developing country for technical assistance in promoting
family planning we shall be ready and anxious to help. We have already made a start by
responding to requests for British experts from India, Jamaica, Mauritius and Singapore, and
we welcome many doctors and nurses who have come from overseas for training in family
planning. The British Government at present make a small grant to the IPPF, Now in order
to enable the Federation to carry out additional work in developing countries my government
propose to increase this grant to £50,000 a year for five years. We arc also thinking of going
further by setting up a Population Bureau to offer postgraduate training for senior staff from
developing countries, to act as a host institution for rescarch workers and to coordinate the
work at present being carried out independently in many different centres in Great Britain.

But while we recognize that individuals must make up their own minds, and voluntary
organizations must continue to preach and stimulate and organize, and while nations, rich
and poor, must determine their own positive policics, there is also an overriding need for
international action. It is of international action that I wish to say a further word to you
today as you start your conference. We must start with the blunt statement that in its first
20 ycars the UN with all its battery of specialized agencies had done practically nothing in
terms of practical action to deal with this world problem. That is not to deery the research
and preparatory work done in those years. That preparatory work had been valuable. There
had been the first World Population Conference organized by the United Nations in Rome in
1954. The Population Commission and a Branch of the UN Sccretariat had done useful work
mainly in research. Demographic training and research centres were established in Bombay
and Cairo and here in Santiago. In 1962 the General Assembly had adopted a resolution
asking the Secretary-General to conduct an inquiry on the relationship between economic
development and population change and recommending that studies and research should be
intensified. Discussion and research and inquiry, but precious little action.

It was not till 1965 that the UN and its agencies began to act. 1965 was indeed a year of
intense activity. It was the year when the UN put population for the first time high on its
agenda. Early in the year the Secretary-General at the request of the Government of India
appointed a team of experts to give advice on immediate steps to accelerate the impact of
family planning programmes in India. In May the World Health Assembly unanimously
adopted a resolution calling for the development of programmes of advisory services on the
health aspects of world population. In July the Economic and Social Council endorsed a long-
range programme of work drawn up by the Population Commission. In September the second
World Population Conference was held in Belgrade.

Let me also give a practical example of the break-through in 1965 to international action,
an example nearcr to you here in Santiago. In 1957 the Latin American Demographic
Centre had been established in Santiago as a joint veature between the United Nations and
the Government of Chile. It was engaged mainly on demographic research. But in 1965 in
cooperation with the Economic Commission for Latin America a scheme was worked out to
expand the centre under a United Natjons Development Programme project—a project to
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cost two and a half million dollars. In addition to Chile, the Argentine, Costa Rica, Ecuador,
El Salvador, Guatemala, Honduras, Nicaragua, Panama, Peru and Venezuela now participate.
Other Latin American states are expected to join soon. And the emphasis is shifting from
research to action. There could scarcely be a better example of the new awakening in the
year 1965 to the need for action, action not only on the national level but also in international
cooperation,

The new initiatives of 1965 were vigorously pursued last year. The former Population
Branch of the UN was reorganized as the Population Division carly in 1966. The World
Health Assembly, the General Conference of UNESCO and the Board of Directors of
UNICEF all authorized new advances, and in October last year the various agencies con-
cerned met together to achieve better inter-agency cooperation and coordination. And last
December the General Assembly unanimously adopted a resolution on population growth
and economn.ic development. It endorsed the World Health Assembly’s decision to provide
advisory services. It authorized the Secretary-General to pursue the work programme already
prepared. It called for a development and strengthening of the population activities of the
Regional Economic Commissions and the specialized agencies. In fact it gave the signal for
the UN itself and all its agencies to move from discussion and preparation to action.
Moreover, 21 UN technical assistance projects to deal with population problems, both
national and regional, are already planned in Africa, Asia, the Americas and the Middle East.

In December last year something else happened. It was an event of far-reaching consequence
and of greater importance than all the timorous and tentative carlier steps. On Human
Rights Day, on 10th December 1966, a Declaration was made by twelve Heads of State. 1
believe that this Declaration, coming as it did at a time when the international community
was just awakening to its responsibilities, will be regarded in future years as a decisive
document in history. I beg you not to miss the significance of the fact that the Secretary-
General of the UN announced and endorsed the Declaration on Human Rights Day. It is
under the banner of the defence of human rights that we shall gather our crusade. Who signed
the December Declaration? Twelve Heads of State. They were not the most powerful nor the
most affluent of the states of the world. But they represent some of the peoples who care most,
those who future prosperity and future salvation are dependent on early action, They were
of very different race and history and political belief—from Sweden to Singapore, from
Colombia to Finland, and from India to Yugoslavia—Scandinavians and Arabs and Africans
and Asians and Latin Americans, all coming together to statc a new purpose, to express a
new will. These 12 states, so diverse and so widely representative, through their Kings and
Presidents and Prime Ministers came forward to condemn the delays and hesitations of the
past, and make a clear call for action, a call in language of unmistakable emphasis. No words
of mine could add to the Decembcr Declaration itseif, Many of you already know its terms.
To all of you I say that this Declaration should be widely distributed and known in every
country in the world. The Declaration was signed by the President of Colombia, the President
of Finland, the Prime Minister of India, the President of the Republic of Korea, the Prime
Minister of Malaysia, the Kings of Morocco and Nepal, the Prime Minister of Singapore,
the Prime Minister of Sweden, the President of Tunisia, the President of the UAR and the
President of Yugoslavia. This, the December Declaration, announces and inaugurates a new
international effort and initiative.

I have said that we are united in the common conviction that what we want is action—
urgent administrative action. How can that need be best pursued? How can momentum be
maintained and increased? How should we answer the appeal of the December Declaration?

Next year, 1968, is Human Rights Year. Should it not be the year in which the new initia-
tives of which I have spoken are carried forward with increasing impetus? Should it not be
the year in which the rights of the family are specially remembered? Should it not be the year
in which the right of the parents to rear and educate their children in decent conditions is a
primary concern? Should it not be the year in which the human rights of the child to have
some hope of growing up in human dignity arc put first? These are surely human rights
which should be given pride of place. As the Secretary-General of the UN said when he
announced the December Declaration on Human Rights Day, *Freedom from hunger, the
right 1o medical services and the right to education are already considered to be basic human
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rights.” He said that he was concerned not only with the number of human beings on carth
but with “the quality of human life”. When next year the International Conference on Human
Rights meets in Teheran I trust that these human rights will not be overlooked.

Moreover, I have this practical suggestion to make. Every year in the summer representa-
tives of the whole family of the UN gather in Geneva. The Sccretary-General goes: the
President and members of the Economic and Social Council, the leaders of all the UN
specialized agencics. They go to undertake a review of the who'e range of cconomic and social
policy in the international feld. That should be the occasion, | suggest to you, in Human
Rights Year, for a review of past and future action in the problem of world population.
I suggest that from this conference here in Santiago a recommendation should go this week
to the United Nations that in the summer of Human Rights Year, in Geneva in 1968, when
the Economic and Social Council of the UN meets, there should be a concentration on action
in the world problem of population. All the international agencies concerned should take
part--including WHO and UNICEF and FAO and UNESCO and 1LO. The main purpose
would riot be to make specches. The purpose would be to review what has been done, to
accelerate the pace of action and to chart a new course for the future. I can imagine no
better ways o’ making Human Rights Year a blessing to mankind.

Now let me conclude by reading to you the convictions stated in the December Declaration
of the 12 States. This is what the 12 Heads of State said in their Declaration.

“"We believe that the population problem must be recognized as a principal element
in long-range national planning if governments are to achieve their cconomic goals and
fulfil the aspirations of their people.

"We believe that the grcat majority of parents desire to have the knowledge and the
means to plan their families; that the opportunity to decide the number and spacing of
children is a basic human right.

“We believe that lasting and meaningful peace will depend to a considerable measure
upon how the challenge of population growth is met.

“We believe the objective of family planning is the enrichment of human life, not its
restriction; that family planning, by assuring greater opportunity to each person, frees
man to attain his individual dignity and reach his full potential,

“Recognizing that family planning is in the vital interest of both the nation and the
family, we, the undersigned, carnestly hope that leaders around the world will share
our views and join with us in this great challenge for the well being and happiness of
people everywhere.”

Mr. President, it is with the guidance of those words and with the inspiration of the
leadership they represent that we embark on this conference.



6. ADDRESS

His Excellency Seiior Eduardo Frei
President of Chile

I have been asked to inaugurate, in the name of the Government of Chile, this important
conference. The viewpoints of the government and the problems Chile faces have been
described by the ifinister of Health. It is for me, first of all, to welcome most cordially all of
the delegates and to express to them the pride that our country feels at having been chosen
as the seat of such an important conference; and to express our desire to receive them and be
their hosts, that they may carry away a pleasant memory of this country.

More than this, and this is not just courtesy, but reflects the way we Chileans feel, I would
like to tell you that the government will follow your proceedings with profound interest. We
realize that people of great distinction and knowledge in these matters have come here.
Our minds are open io look at the problem. We put no prejudice in the way, and our only
desire is to act in the greatest seriousness. Although it is true that politics is generally a matter
of judgement, I cannot forget that Aristotle ranked it as the first of the sciences, because in
the long run, it is men who work out the answers but governments which often have to take
the decision and the responsibility of applying them, with the consent of their peoples. For
this reason, Lord Caradon’s woirds were of great interest to me. He has said that not only must
human rights be taken into account and respected, but that this is a problem which must be
resolved by cach family and by each nation, because of the particular conditions and problems
each encounters. We are aware that at this time the population explosion is a problem that
cannot be evaded and that it is necessary not only to study it but to work out solutions to it
and face it with courage; that this is a problem affecting not just each family and each country,
but humanity as a whole. It is this that brings men and women from all over the world to seek
out the path which we must find and follow. For the Government of Chile, it is a problem of
the greatest interest and for this I am grateful to all of you,

Thank you.
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7. THE INFLUENCE OF POPULATION CHANGES

Carmen A. Miro*

UN Latin American Demographic Centre. (CELADE)

1. THE PopuLATION “PROBLEM”

Latin America is a relatively underpopulated continent; in fact, large parts of its territory
which are habitable have at present few inhabitants or none. The average density for the
region in 1966 was barely 12 persons per square kilometre, or approximately half the world
average; a fifth that of Asia and a seventh that of Europe. Only two Latin American countries
(E! Salvador and Haiti), as small in population as they are in area, have densities comparable
to those of Central Europe, and more than 10 times greater than the average for Latin
America. On the other hand, eight countries making up 609 of the population of Latin
America, have densities equal to or below the region’s average. When one considers that this
is an average of data for densely populated areas, such as the large cities, taken together with
highly dispersed towns and villages, cne must conclude that Latin America has, in fact, large
areas potentially habitable,

This leads us to ask why, if the land-population relation is not a cause for concern, is the
population of Latin America so often mentioned in association with the word ‘“‘problem”?
Essentially because two phenomena are occurring simultaneously which, without showing a
clear cause and effect relation, suggest the existence of a reciprocal effect—high demographic
growth rate accompanied by social and ececnomic underdevelopment.

While the first is accelerating, the second is becoming more acute. While there may not be
sufficient evidence to say that the first gives rise to the second or vice-versa, what is important
is that their behaviour scems to be associated. This was recognized by the Economic Com-
mission for Latin America (ECLA) in a study of the economic underdevelopment of the

2gion since the Second World War, when in showing how the rate of development fell
towards the end of the 1950’s it stated that *“‘at the same time as economic growth slowed,
there was an increase in population growth such that the per capita product for Latin America
as a whole rose in recent years at an annual rate of only 1-4%;, the growth of real income

LLINY

being still less™.

Further on in the same report, new reference was made to the connexion between demo-
graphic behaviour and cconomic growth as follows: “Increase in population growth and the
labour force are other factors characterizing pest-war economic growth. This demographic
phenomenon raises two basic problems: (a) the economy’s capacity to absorb the work force
at adequate production levels, and (b) the per capita income level and its eventual distribution

among the different social sectors”.
Naturally, the “problem” is one of population for those who think that it is accelerated

demographic growth which hinders the achievement of sustained economic growth, and one
of development for those who think that because economic growth is insufficient it cannot
properly take care of the growing number of inhabitants. For the former the solution is
demographic, for the latter, economic. Perhaps in this dilemma there is no single answer,
but it seems likely that in cither situation it would be necessary to work with both variables.
This paper summarizes the Lechaviour shown in Latin America in recent years by the
demographic variable, together with some of the associated economic tendencies. Short-term

* The views expressed herc arc those of the author, and do not necessarily reflect those of the
United Nations.
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perspectives of demographic evolution will also be considered. Finally, certain recent events
will be described which suggest that some Latin American governments arc complementing
economic solutions to the problem of development with demographic solutions. Concentra-
tion here on the latter does not imply that the economic picture matters less, but merely that
the author prefers to consider the demographic aspect,

2. THE DEMOGRAPHIC SITUATION IN LATIN AMERICA
THE ELEMENTS AFFECTING CHANGE

The demographic evolution of Latin America in recent years has been described by various
authors,? and is well enough known that it need not be discussed here in detail. Its main
features are as follows:

(i) Fertility

High, almost stabilized. For the whole region the gross birth rate for about the year 1955 was
more than 40 per thousand per year, in some cases reaching 50 per thousand. The areas of
greatest fertility are in Continental Central America and Tropical South America, where it is
possible that small increases in fertility have resulted from a fall in the death rate.* Only two
countries (Argentina and Uruguay) show birth rates below 24 per thousand, similar to those
in the world’s more developed regions. In another two countries (Cuba and Chile) the rate is
about 35 pe: thousand, There are, of course, large differences in fertility rates in rural areas,
which are often twice as high as urban. An undeniable correlation between fertility and the
degree of education of women has also been shown. In some Latin American citics the
fertility of uneducated women s three times that of those with university education. Similar
differenccs, although of different magnitude, are found between women in rural areas with
different levels of education.®

(ii) Mortaliry

Moderately low. The fall in mortality must have begun at the end of the 1930’s when the
gross annual mortality ratc was estimated at 25 per thousand for most of the countries in the
region. The drop seems to have gained impetus after 1945 when the rate fell in almost all
countrics to around 15 per thousand. In certain countries (Bolivia and Haiti), relatively high
mortality rates continue, similar to those in the advanced countries at the turn of the century
Even in cases such as Argentina, where life expectancy at birth is about 66 years, the index
is still significantly below that found in the developed regions of the world. The latest
estimates for the USA, for example, sct this figure at more than 70 years.

The average figures given by national mortality rates hide important differences between
different areas in the same country. Unfortunately, studies undertaken so far are insufficient
to make this phenomenon clear. Isolated cases however, serve to illustrate the great disparities
which can be inferred to exist between health levels in different arcas of a country when their
life expectancics at birth (¢") are compared:

Tabte 1
(e2) about 1960*
Argentina
Total 66
Pampas Region 67
Cordova 60
Chile
Total 57
Magallanes 63
Nuble, Concepcion, Bio-Bio, Malleco 53

* Estimates by CELADE,

Infant mortality, which like that of other age groups in the population had been falling
in Latin America, secems to have slowed its rate of decline in recent years. This phenomenon
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is taking place at a time when the infant mortality rate for the region fluctuates at values
between four and seven times greater than those of Sweden, and is one of the highest in the
world. This levelling-offin the infant mortality rate, in fact, continually increases the difference
between the developed countries and Latin America and seems to be mainly the result of
socio-economic factors since, states Behm® *‘iliness and death of the child in its first year of
life is closely linked with the living-conditions of the family into which it is born™.

(iii) Immigration

Neglecting migration between Latin American countries, which sometimes can influence
the growth of their populations, the region as a whole does not receive significant immigration
from other parts of the world. Generally speaking, given the high domestic increase,
immigration from abroad has in the past been insignificant.

Internal migration, on the other hand, has strongly affected the population distribution,
having contributed greatly to the high and growing concentration of the Latin American
population in cities, a recent phenomenon in most of these countries.

In 1960 more than 31 million people, about 159 of the total population, lived in 20 cities
of more than half a million inhabitants, whereas in 1940, there were only cight cities of this
size, containing 12 inillion pecople.

OTHER CHARACTERISTICS

It is the variation of the elements described which determines the other characteristics of
the present demographic situation of Latin America. Those most obviously associated with
economic and social development will now be considered.

(i) The rate of growth

A high and increasing rate of total population growth—estimated at about 2-89 per year
for 1960. The increase in growth is obvious when this rate is compared with that of former
decades.

Tuble 11
Decade Annual rate %,
1920-30 1-8
1930-40 1-9
1940-50 2:2
1950-60 2-7

At the national level, the growth-rate depends on fertility and mortality, i% varies between
1:7% for Argentina and Uruguay, to about 4%, for Costa Rica and Venezuela.

Internal migration, which consists mainly in the movement of people from country areas to
the cities, aiso produces differential rates of urban and rural growth. In most countries of the
region, the latter rate was at least 29/ annually between the two most recent censuses. On
the other hand, except for Argentina (and probably Uruguay) where urbanization has
already reached quite a high level, the urban population grew in almost every country at more
than 5% a year, in one case (Venezuela) at more than 8%,

(ii) The Age Struceture

Falling mortality combined with stable fertility gives rise to a population in which the
resulting predominance of children and adolescents increases further the tendency towards
rejuvenation—excepting Argentina, Uruguay, Cuba and Chile, 53 % of the population was
under 20, according to the most recent census.

Since domestic migration is selective in regard to age, the migrants being mainly young
adults, the proportion of those below 20 years of age is still generally greater in the rural areas
of Latin America. The following examples illustrate this:
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Table 111
Urban Rural
Costa Rica, 1963 525 59-9
Panamd, 1960 48-8 56-7
Chile, 1960 47-6 53-5

3. INFLUINCE OF DEMOGRAPHIC CHANGES

Nobody questions the fact that Latin America is in a stage of economic and social under-
development. ECLA has characterized’ some of the conditions as: (a) low average per capita
income, estimated in 1961 at 420 dollars, or two-fifths of the West European countries, a
sixth of the United States and Canada, and a half of the East European countries. This is
less than the world average which is about 600 doliars; (b) an extremely unequal distribution
of income with the sectors where this is more acute remaining important in the region;
(¢} agricultural production unequal to effective demand; () production of non-agricultural
goods also unable to absorb available manpower; (¢) stagnant productivity in trade, finance,
government and other services; () a precarious food situation in which mortality due to
malnutrition is high; (g) housing shortage with a predominance of improvised dwellings
lacking hygienic services and excessively crowded; (/) a low educational level with a con-
tinuing high percentage of illiteracy. In some countries more than 509 of persons above 15
years of age have no education, and (i) inadequate medical and hospital facilities.

Associated as they are, underdevelopment and the high demographic growth rate must
influence one another mutually. The most obvious influences are:—

@) The investinent rate

The first such influence arises from the rate of investment needed to meet the requirements
of a growing population. To quote ECLA : “the economic and social consequences common
to most Latin American countries are evident. If we assume that the product-capital ratio is
0-40, Latin America as a whole would require a net annual investment of 7-5% of the gross
product to grow at a rate of 3% a year, which would only succeed in maintaining unchanged
the per capita income level. To reach a per capita growth of 3%, which is considered a
minimum goal aithough higher than that set in the Charter of Punta del Este (2:5%), net
investment would need to rise at 15%, which would require extraordinary effort compared to
the present bare 109.#

To this must be added that the growing proportion of persons below 20 years of age,
which makes real productive investment resources continually less for the maintenance of the
investment rate suggested.

(i) Absorption of potential manpower in productive labonr

The inability of non-agricultural production to absorb the continued increase in the labour
force has been described under conditions of underdevelopment. The main reason is an urban
population increasing often at more than 5% annually, This has given rise to a characteristic
Latin American phenomenon: the movement of large sections of the economically active
population into services and other activities of very low productivity. The same ECLA study
describes the picture as follows: *‘rates of economic growth of 4% or 5% in countries whose
population is increasing at 2%, are clearly insufficient to absorb the labour force™.?

(iii) Unorganized urbanization

The massive movement of people from rural areas and small towns to large cities, combined
with insufficient economic and social development, has brought with it an urbanization
characterized by every kind of lack: employment, housing, education, health, transportation
and other public services, recreation and even social integration.

4. PROSPECTS

The possibility of Latin America achicving sustained economic development depends on the
combination of a number of factors, among which it is worth mentioning the taking of
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effective measures to eliminate unequal distribution in the ownership of capital and natural
resources, and no less important, of measures leading to a reduction in population growth.

The demographic forecasts made by the United Nations for Latin America are well known.
The population of the region, which in the year 1966 was estimated at 244 millions, is expected
to reach in 14 years (by 1980) more than 363 millions, that is to say an increase of 509 in this
short time. Should the mortality and fertility trends described in section 2 above, continue
to the end of the century, the population would exceed 740 million. This projection however,
is not considered very likely, and a more probable figure would be about 612 millions.
Naturally growth would be different in each country, the largest increase being in Continental
Central America and Tropical South America.

Even in the case of an effective and continuous fall in fertility, the proportion of young
people will still continue for some years to be a high proportion of the total population.

In 1966, the number of persons annually entering economic activity was estimated as
3+3 million,'* which figure will have risen by 1980 to more than 5 million annually, the
economically active population by then having risen to almost double that of 1960. Indications
are that urbanization will continue at the present high rate. The United Nation§ has
estimated'! that by 1980 Latin America will have about 100 million people living in cities of
half a million or more.

5. ACTION TO MEET THE POPULATION ‘‘PROBLEM”

In the face of the prospects that have been described, a concern for the influence of demo-
graphic changes on the possibilities of development has brought many responsible groups in
Latin America to face the population “problem” more rationally. Available demographic
data are peing studied with the intention of including the population factor as a variable in
economic and social planning. The number of personnel qualified in demographic analysis is
being increased and the study of demography has been introduced into the universities. Two
regional centres are encouraging these activities, the Latin American Demographic Centre
(Centro Latinoamericano de Demografia—CELADE), its branch in Central America, and one
national branch (The Colegio de México). Three countries, Chile, Costa Rica and Honduras,
have incorporated family planning assistance in their health services. The Colombian Ministry
of Health in cooperation with the Colombian Association of Medical Faculties has begun a
broad programme for training doctors, nurses and other health workers in family planning
methods. Various countries including Mexico, having incorporated family planning assistance
into their social security services. In practically all Latin American countries, activities are
under way to encourage the use of family planning methods, whether through private groups
or state institutions. In many of the countries experimental programmes are going forward
with the help of state universities. Generally speaking there is a more favourable climate in
the different spheres for consideration of the population “*problem™—proof of which is that
for the first time, an international conference of the International Planned Parenthood
Federation is being held in a Latin American country, with official sponsorship and with the
full participation of Latin American professionals. There is no doubt that all these activities
find effective support in large section of public opinion in Latin America, especially among
women. The Latin American Demographic Centre interviewed, with the help of various
national institutions, a sample of some 16,000 women in seven cities of the region.'* The
attitude of these women towards family planning was generally favourable. Among married
women a high proportion (from 38 %, in Mexico City to 78 % in Buenos Aircs) stated that they
had at some time used contraceptives, and this was found to correlate with the level of
cducation.

It is noteworthy that up to the present, the measures adopted have been based on the need
to protect the family, avoid abortion, and in general secure a fuller life for children and
parents. This means that the problem is focused at the micro-social level, that of the family.
Up till now there have been in Latin America no programmes which seek essentially demo-
graphic objectives in association with economic and social development plans. There is no
country in the region which has adopted a demographic policy as this was defined by a recent
seminar A coherent set of decisions following a rational strategy adopted by the public
sector in accordance with the needs and wishes of families and of society, with the purpose of
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directly influencing the probable size of the population, its composition by age, the size of the
family, and the regional or rural-urban distribution, in order to achicve development
objectives. Such a policy will have to consider and evaluate the influences of social processes—
especially education, housing, health and employment, on these objectives™.1?

If, as has been repeatedly pointed out in this paper, there is a clear association between the

demographic situation in Latin America and its underdeveloped condition, it would seem
unwise to further postpone the integration into the general context of economic and social
planning, of a demographic policy such as has been described.

[}
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8. THE IMPACT OF POPULATION GROWTH ON AGRICULTURE
AND INDUSTRY

G. A. Bridger
Ministry of Overseas Development, United Kingdom

GENERAL

The tradi‘ional pattern of economic development has always depended upon a move of
resources :Tom agriculture into industry and then into services. This reflects itself in the
movement of labour from the rural sector into manufacturing industry and at an ever
increasing rate into the service sector.

Thus, service industries assume a role of ever increasing importance as the production
process becomes more complex and income increase creates new demnands.

As a result, the pattern of effective demand and the productivity of labour adjusts itself
with agricuitural labour becoming more productive, both to fill the gaps left by emigrating
manpower and (o meet the increased demand brought about by higher productivity and
incomes in urban centres.

This process has been taking place in Latin America, but the rate of expansion of the
popuiation has been such as to lead one to suspect that distortions may well have been
occurring and that the burden placed on the various sectors as a result of this may well be
a deterrent rather than a help to economic growth. Between 1925 and 1960 for instance,
36 million' additional people were absorbed into employment in Latin America—in the
generally dynamic USA economy the actively employed population increased by a similar
number over a period of 60 years (1900-1560).

It is the object of this paper therefore to examine the flow of manpower into agriculture
and industry and to iry and compare what has happened in Latin America with other regions,
as well as to hazard some opinions as to the present and future effects of the increase in
population un employment in these sectors.

STATISTICAL DEFICIENCIES

It would not be out of place to uttcr a word of warning about the statistical material used in
this paper. Although it is all gleaned from reputavle sources, the prob/em of ensuring that
data collection is efficient and consistent, and that the basic assumpt.ons are correct is a
difficult one, and as a result it should be treated with the greatest c..ution. Even such basic
information as the population of Latin America is partly calculated on assumptions, while
much of the other data used is often based on estimates rather than on fact. As a result, a
blind acceptance o! statistical eviderce is liable to do more harm than good.

Nevertheless, while reeoonizing the inadequacy of statistical evidence, it is the best that one
has to work with, and if used to support a theory rather than to prove one, it is an important
tool of analysis.

CHANGES IN EMPLOYMENT

For the period for which adequate data are available, that from 1945 to 1962, the working
population of Latin America increased by some 225 million (sec Table I), increasing the
total in employment to some 70 million.

25
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Table 1.* Latin America—Absorption of the net increase in the active population—by main
economic sectors (in millions)

Total change Percentage change
(yearly rate of increase)

1962 as % | 1962 1950 1955 1960
Sector 1945 1950 1955 1960 1962 of 1945 1945 1945 1950 1955
Total* 472 51-3 581 660 69:7| 1477 23 17 25 2:6
A. Agricultural Sector  26-4 274 29-3 31-5 32:4] 122:7 1.2 08 14 1-5
B. Non-agricultural
Sectors 208 239 288 34-5 37-3| 1793 35 2.8 38 37
1. Goods and Basic
Services 10-3 12:0 142 166 17-2| 167-0 30 31 34 32
Mining 06 06 06 07 07| 1167 09 00 00 31
Manufacturing 66 74 83 94 961 1455 22 23 23 25
Construction 1-4 -9 26 30 32| 2886 50 63 65 29
Basic Servicest 1-8 2:5 2:7 34 37| 2056 43 68 16 47
2. Services 105 11-9 146 17-8 20-0( 190-5 39 25 4.2 41
Trade& Finance 36 40 50 60 65| 1806 35 21 46 37
Government 1-4 -7 2.0 24 26| 1857 37 40 33 37
Miscellaneous
Services 44 50 63 79 87| 197-7 41 26 50 46
Unspecified
Activities 1-2 1:2 13 15 2:3] 191-7 39 0.0 16 29

* Excluding Cuba,
T Includes energy, water supply, sewerage, transport and other simiiar services.

This immense increase is broken down between the three main employment sectors
approximately as follows:

Million %

(1) Agriculture 6 27
(2) Goods and Basic Services 7 32
(3) Services 9 41

Manufacturing industry, which is incorporated in “Goods and Basic Services”, absorbed
3 million people during this period.

As a result of these changes, agriculture no longer remained the predominant employment
sector, but declined from providing work for some 579 of the population to some 469,
while industry’s share remained at 14%,—services increasing their share.

AGRICULTURAL DEVELOPMENT

While no longer being the most important employer of labour the agricultural sector suc-
ceeded in expanding its labour force by some 23% during this period, but the average
cumulative rate of increase per annum was only 1-2%—a rate of increase well below the
current increase in the population of nearly 3%, and one below the annual increase of
employed population of 2: 397,

However, the absorptive capacity of manpower varied considerably from country to
country, and in the carly fifties the percentage of the labour force absorbed by Chilean and
Uruguayan agriculture was 6%, by Venczuelun agriculture 119, by Colombia 17%, Brazil
35%, Peru 37% and Central America 53%.* To a large extent this phenomenon must be
explained by the opportunities provided by urban expansion in the first mentioned countries
rather than by the attractions of the agricultural sector in the latter.

This absolute increase is completely contrary to the trend to be found in most rapidly
developing countries, and although it is possible that part of it may be explained by an
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increase in the number of children in agriculture registered as economically active, this
cannot account for the major part of the increase.

Of the European countries only Greece increased its rural population in the 1950’s—all the
others reduced it by between 1% and 4% per annum, 2*

It is of interest to note, however, that in Latin America the reverse appears to have occurred
and that the rate of increase of manpower absorption in agriculture actually seems to have
increased.

Average Annual Rate of Change (sce Table I)

Percentages
1962 1950 1955 1960
1945 1945 1950 1955
1:2 0-8 1-4 15

The precarious nature of the statistics available makes one hesitate to draw the conclusion
that agriculture is actually increasing its rate of manpower absorption; the definition of
**economically active labour™ varies from one country to another—and sometimes includes
anyone not at school who is over 10 years of age.

However, it should at least be possible to conclude that unlike other regions of the world
with healthy rates of economic expansion, rural employment in agriculture in Latin America
is growing—and possibly, and this must be treated with caution, might be growing at an ever
increasing rate,

The failure of the urban sector to be able to offer alternative employment is no doubt the
major cause, for few who are aware of rural conditions in Latin America would doubt that
an urban life, however humble, would not be preferable to rural living.

What arc the prospects of agriculture employing more labour withoui reducing inr-=;
levels?

It is argued sometimes that a considerable increase in agricultural production is possible
as its performance so far has been extremely poor, and thus the rural sectors could support a
larger population. In fact, the growth of agriculture in Latin America has been no worse than
the world average; it has been expanding at around 3% per annum,t and has been doing
slightly better than it has in Europe (see Table II).

Table 11. Total agricultural production®
(1952-53 to 1956-57 -~ 100)

Pre-War  1948-49 10 1963-65  Percentage Change 1948

1952-53 pre-War 1o 1o 1952-53
(average) 1963-65
Latin America 73 88 129 60 45
Woestern Europe 82 86 127 56 45
North America 68 93 117 70 26
Eastern Europe and USSR 81 86 139 77 62
All Regions} 76 88 128 70 44

1 Includes Oceania, Far East, Near East, Africa.

Wh' this does not mean to say that a better performance cannot be expected, it certainly
makes faster expansion of agriculture that much more difficult,

However, the 39 performance of agriculture is too general & figure to be meaningful and a
closer look at country performances shows that Mexico and Brazil have been expanding

* The German F.R. decreased its rural population by more than this figure—4-4%; (1950-52), Other
examples of interest are Portugal—0-9%, (1950-60), Spain—0-9%; (1950-60), Italy—1 5% (1950-60).
1 Difterent sources give differing rates of growth but M. Yudelman, who studies this matter carcfully
in Agricultural Development in Latin America—Current Status and Prospects for the 1.D.B., suggests
this figure as a reasonable one,
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their agricultural production at well above average rates (6:89; and 49 respectively)* and
in fact, if one excludes Argentina, Uruguay and Cuba, the growth rate for the remaining
countries was, between 1954 and 1965, a quite commendable 4- | Yot

Since the three mentioned exceptions have a slow population growth, the prospects of
expanding agriculture to absorb extra labour arc precisely in those countries where agricultural
expansion has been rapid.t

The situation is made more depressing by the fact that the overall growth ratc of 3% is
weighted very heavily (about 50%) by the slow growing livestock sectors—the sector least
able, since it is mainly concerned with cattle production, to absorb manpower,

Although livestock production for the area only increased at 1-6% per annum, cereal
production increased at 4-3% per annum. While of the other major cercal producers, only
Australia and New Zcaland surpassed the Latin American average, in livestock production
every other major producer achieved growth rates at least double that of the region.};

The above factors obviously impose considerable constraints on the ability of agriculture to
absorb more labour by expanding output. What are the prospects, however, of nxaking more
intensive use of land by breaking up the many large estates which characterize the pattern of
farm ownership in the region?

Subject to the obvious qualification that many of the large estates are on poor quality soils,
there is obviously scope for doing this and no doubt in absolute terms more employment
could be found for labour. Nevertheless, it is a once and for all solution, for subdivision of
holdings cannot be expccted to continue without damaging, as it has done in Europe, the
prospects of developing a dynamic agricultural system, and cventually the rural sector will
have to reduce its population if living standards in it are to rise. Furthermore, it can be
scriously doubted whether subdivision into small family holdings is an economically justifiable
measure, for it sets up ownership structures which are often inimical to the use of modern
techniques of production.

It would appear therefore that the rural sector has made a substantial contribution to
employment by absorbing more manpower, Furthermore, while agriculture may well have
to increase its labour force in future, and land reform may well provide opportunitics for this,
a big expansion in employment could have a retarding effect on rural economic growth by
introducing uncconomic units of production and would certainly make increases in per
capita income difficult if not impossible.

INDUSTRIAL DEVELOPMENT

The role that industry has played in the development of Latin America has become in-
creasingly important, and was given a major impetus as a result of the restriction of imports
brought about by the Second World War. As a result, industry’s contribution to the Gross
National Product (GNP) has increased from 152/ in the pre-war period to just over 20%
between 1965 and 1960,

Industrial expansion has depended primarily upon import substitution, and so great has
been the success of some of the larger countrics in the area that, despite a very much larger
GNP, consumer goods imports have fallen, and imports constitute as little as 5% in some
instances, of total GNP,

The actual rate of industrial expansion has varied considerably since the Second World
War and has fluctuated between 7-5% and 9%, per annum. Although indices are not in
themselves a sufficient indicator of performance, as they depend very much on the base period
and the level of development, the general performance of industry in Latin America has been
impressive,

The role. however, which industry plays as an employer of labour, is not as important as
agriculture and, as was mentioned above, manufacturing industry accounts for some 14/
of labour in employment. Despite the fact that the industrial labour force rose from 66
million in 1945 to 9-6 million in 1960, its average cumulative rates of increase has been just

* Periods referred to are 1952-55 to 1962-65. Australia achieved 37 per annum, UK 319, New
Zealand 3., France 2-5%,, USA 1-6", growth.”

t Brazil and Mcxico account for some 50°,, of the population of the region.

1 F.A.O. Production Yearbook 1965—refers 10 1948-49, 1963-64.
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under 229 per annum— a growth rate which has barely kept pace with the increase in the
economically active population.

As Table I1I shows, these rates of growth varied considerably from one country to another.
Although the above data are not comparable on an inter-country basis, as industries covered
are not always the same in each case, they do bring out well enough the fact that industrial
employment is not expanding nearly as rapidly as industrial production, This reflection is not
surprising as industrial output per capita has risen rapidly with an increase in investment per
worker. When taken, however, with a stable contribution to employment, of 14%, the
situation becomes more serious; it might well have been assumed that the possibilities of
expansion of industry were such that employment opportunities would have been greater, The
situation is, however, somewhat more serious than this, for the drive towards capital-intensive
industry is, in certain instances, actually reducing the amount of labour in employment.

Tahle 111.% Growth of manufacturing production and employment in sclected countries
(Yearly growth-rate)

Production  Employnent

Argentina  (1950-1960) 44 -2:0
Brazil (1949-1959) 9:8 2:6
Chile (1950-1960) 5-4 1:7
Peru (1950-1960) 6:6 4-4
Colombia  (1950-1960) 7:6 2:5
Venezuela  (1950-1960) 13-0 2-1
Mexico (1950-19561) 65 04

Baer and Herve® show that in Argentina despite industrial expansicn, the absolute level
of employment has fallen and that a similar tendency is also found in certain of the industries
in some of the other countries. The industries which seem to be particularly affected are the
textile and clothing industries, and in some cases those engaged in non-metallic mineral
production. These are important,* both at present and in the future as sources of employment
in developing countries.

Baer and Herve state: “Concern about the employment effects of industrialization in
underdeveloped countries has been expressed—ever since the carly post-war years”, and *“it
was thought that new industries should, as much as possible, absorb « 1¢ surplus labour which
was streaming into urban centres—strategy was to develop labour-intensive industries, but
as can be seen, investment in manufacturing has not followed this pattern—it has even, in
certain cases, reduced its labour force.”

This tendency has also been noted by other rescarch workers. Arthur Lewis points out that
in Puerto Rico,” despite enormous industrial investment, employment was no greater in 1960
than it was in 1950, while in Jamaica, despite net investment of 18 %, per annum, overt un-
employment was as great in 1950 as it was 10 years later. A recent study in Kenya® indicates
that industrial employment declined between 1954 and 1964 by 19 per annum despite the
fact that private real output increased by 4% per annum.?

The reason for this is suggested by H. W. Singer! who states: “In many respects the
technology of a hundred years ago would be desirable for them [the developing countries]
and would make their economic development easier. But that technology no longer exists.
It has been scrapped, and rightly scrapped in the industrialized countries—and the technology
of the industrialized countries is the only technology™.

While it is probably true that the average investment per worker in industry in Latin
America is still low in comparison with that in developed countries, the situation tends to be
very similar when new investment is being considered. Investors are obviously reluctant to
introduce machinery which is no longer in use in the developed countrics, as the spares for it
are more difficult to obtain and the engincers and technicians required to operate it more
difficult to find, while it is easicr to copy engineering blueprints prepared for other regions.

¥ The textile and clothing industries account for some 17%, of gross industrial output,
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Furthermore, trade union pressures are such that any labour cost advantage which might be
obtained through the use of labour-intensive capital equipment may be eroded away by the
unions’ pressure for higher wages.

Although it is true that there are certain industries which have been set up using equipment
which is technically obsolete these tend to be the exception rather than the rule.

This trend towards capital-intensive industry is well illustrated by the textile industry, as
the following figures show:

Investment per worker in the textile industry in Latin America 1!

Us s
1950 1960 1965
6,660 12,687 20,659*

It is obvious that an increasing amount of capital is going to be required per worker in the
future, not only in the factory but also outside so as to ensure that his education and training
enable him to cope with modern machinery.

While no estimate is available of what these future direct and indirect capital requircments
are likely to be, they are obviously going to be very high indeed.

It may well be argued that, while the ratio of labour to capital is bound to fall, it should be
possible in absolute terms to expand industrial output to such an extent that to.al Jabour
employment could rise much faster than it has done in the past.

The indications are, however, that in the three countries which account for over 609 of the
population,} the level of industrial activity will be very difficult to increase substantially,
except through the opening of new markets, either in Latin America or outside of it.

However, the industries most likely to benefit from this step arc the heavier capitai-
intensive industries whose costs of production are already well above those of industries
competing in world markets, and therefore the possibilities which they will provide for
absorbing manpower will be very limited. Certainly in the next generation their contribution
in this respect is hardly likely to make a significant contribution to employment,

The prospects, therefore, of industry absorbing significant increases in manpower are poor
especially as in some cases the numbers in employment are actually falling.

THE SERVICE SECTOR

It has been the service sector which has borne the brunt of the manpower increase, absorbing
as it has some 409 of the total, and expanding at a rate of nearly 49, per annum, a rate
showing signs of increase rather than the opposite. (See Table 1.)

The cxpansion of this sector has been such that it now accounts for some 309, of all those
in employment, and while this is a good deal less than the figure of 589 for the USA! and
52%, for Canada,} the breakdown on a country basis shows some disquieting similarities
between North and South America.

Percentage in services and ill-defined activities §'2

Argentina (1960) 48-3
Chile (1960) 44-2
Colombia (1962) 36-4
Costa Rica  (1963) 3341
Mexico “1960) 26-9
Peru (1961) 310
Venezuela  (1961) 472

Since per capita income in the USA was $3020 in 1964 and $1940 in Canada while the
highest per capita figure for any Latin American country was that of Venczuela of $728]

* These figures refer only to direct investment and exclude infrastructure.
+ Argentina, Brazil, Mexico.

1 Refers to 1960 for USA and 1965 for Canada.

§ Abstracted from Labour Developments Abroad, March 1965, Data for Brazil is not available from
the same source but other sources (America en c¢ifras—1963—Union Pan Americana) suggest that
the figure is about 27%.

it Refers to GNP at factor cost. In Argentina it was $614, Uruguay $478, Chile $483.

»
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and the others were a good deal less, the importance which the service sector has in some
Latin American countries appears to be out of all proportion to their income.

The rate of expansion of these sectors has also been greater than it has been in the USA,
and while in Latin America the sector expanded at some 4+ 1%, per annum between 1955 and
1960 and 4+ 6 % between 1950 and 1962, in the USA it expanded at 3-6 9 per annum, while in
Canada it was 4-5%,.

In comparison with other economies similar to those in Latin America an ECLA report
states:

“This distribution (of services absorbing 56 % to 64%, cof additional workers)* contrasts
unfavourably with that for Europe, both in the industrial countries and in the developing
countries. For example, if Latin America is compared with the countries of southern Europe
(Greece, Italy, Portugal, Spain and Yugosiuavia), in most cases the seclors covering the
production of goods and basic services will be found to absorb a higher proportion of the
additional labour force in those countries than they do in Latin America™.t

Naturally the pace at which services have absorbed manpower has varied considerably
from one country to ancther within the region, and those with higher incomes have been
able to absorb more labour than those with lower incomes.

In Argentina, Chile and Uruguay, the countries with the slowest rates of economic expan-
sion, the service scctor absorbed no less than 719 of all new workers, while in Venezeula
where the economy has been expanding rapidly the proportion was 57%;, in Colombia 499,
in Brazil 38% and Peru 37%,. In Central America and Mexico, where economic development
has been well nigh spectacular, only 309 and 299 respectively of the increased labour force
went into services.t

While it is possible to argue that if agricultural expansion, which was slow in the three
southern countries, had been more rapid, expansion or employment in the services would not
have been as great, it is difficult to believe that their agricultural sectors, largely dependent
on cereal and livestock production, could have absorbed much more labour, even if their
growth had been quicker.

While the reverse argument, that those countries with the most rapid rate of economic
growth (Mexico, Venezuela and Central America) were able to do so because their service
sectors expanded more slowly and were thus no burden, is almost as difficult to prove, it is not
too difficult to believe that very often a large service sector has been built up at the expanse of
agriculture and industry.

The rapid increase in the service sector would not be subject for concern if it were obvious
that its contribution to growth were satisfactory, but every indication is that it has been the
reve se.

Data of increases in per capita production by sector given in Table IV shows that while
gross agricultural productivity per head has been increasing at some 2%, per annum, and in

Tuble 1V.2 Latin America—Growth of productivity per capita cconomically active population

(Annual average rates in percentages)

1936-40 10 1945-49 10 193640 10

Sector 1945-49 1955-60 1955-60
Total 2 2-1 2-1
A. Agricultural production 0 2.0 15
B. Non-agricultural production and Services 1:5 11 1-3
1. Basic industry and Services 26 2-8 2:7
2. Commerce, finance, government and other services  0-7 -0-3 0-1

* In this definition there is included *basic services™. The period is 19501962,

+ Italy is excluded as its rate of absorption of labour was similar to that of Latin America but this
was “due to the development of the tourist trade over the last ten years and because of its high rate
of economic growth™.

¥ Refers to 1950-1960.
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industry and “basic services” at between 2:6Y; and 2:8%, the service sector increase has
varied from 037 to 0:-7%—but productivity has been declining, for it is the negative
figure which is the more recent one.

These figures must, once again, be treated with caution, but since they refer to added value,
any assumptions about their contribution to growth of their sector has to be adjusted down-
wards for the additional investment required to employ additional labour.

While no data are available which permit the quantification of the capital required to
employ extra manpower, it will be obvious that agricultural labour is that which requires the
least additional capital, while both industry and the service scctors require the most. Not only
docs this mean immediate productive investment but the whole complex of infrastructure
investment which goes to make up urban living.

Under these circumstances it would not be unreasonable to assume that productivity of
labour (net of the remuneration of capital) in the service sector has been declining, since even
its gross productivity has been falling at an average rate of about 0-3% a year. What this
implies is that the service sector is being expanded at an uneconomic rate. This will not be
news to many.

SuMMARY AND CONCLUSIONS

The ficld of cconomic analysis is a statistical minefield on which the corpses of many econo-
mists are to be found, and it is thercfore wise to tread warily before reaching conclusions.

It can be stated with some certainty, however, that the labour force in Latin America is
growing extraordinarily quickly and that the major part of the increase has been absorbed by
agriculture and the service industries.

The extent to which this has harmed the process of economic development is impossible to
measure preciscly, but if the experience of other countries is a guide it would certainly seem
that service scctor employment has been growing at a rate which is excessive. As far as
agriculture is concerned, the rate of growth of the productivity of labour appears to have
been maintained, but it is obvious that this cannot go on for ever.

As far as the future is concerned, there is no doubt that agriculture can absorb more labour
but this may well not mean optimal growth. Industry is likely to absorb only a limited amount
of labour so that the obvious, and only outlet for it is likely to continue to be the service
industrics. The evidence suggests that the contribution to development of a further big
increase in this sector is negative.

Unless therefore a strenuous effort is made to slow down the rate of population growth it
is likely that the service sector will have to absorb the major part of the increase and the
subsidy which this imiplies will also have to increase.

Population control, however, while being of fundamental importance in economic develop-
ment should not be used as an excuse for not carrying out the many important cconomic and
social changes which are required in order to promote economic expansion.
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9. THE EMPLOYMENT SITUATION IN LATIN AMERICA
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Economic development has for some vears now been the salient political goal of all Latin
American governments, almost without exception. Many countries passed through a brief
period of rapid industrial growth during the Second World War, when their traditional
imports were unobtainable and they were forced into a process of import substitution, but
since then development has been hampered by a who'e range of factors, some stemming from
the fact that Latin American countries unlike the European or North American countries
who industrialized before them, cannot rely on a constant supply of cheap primary products,
but are themselves on the periphery of the world market.

There are in Latin America two further factors which are new to the process of industriali-
zation as it has been understood historically. Firstly tae willingness to accept trade-union
organization, social services and labour legislation, in strong contrast to the refusal of the
industrial bourgeoisie of say, England, to accept any claims made by the working-classes until
long after the first phases of industrialization. This apparently liberal labour policy in Latin
America represents to a large extent a not always successful attempt to avert the worst
industrial and social conflicts. From the worker’s point of view it represents a recognition by
society that it owes him a minimum wage, minimum social benefits, and a certain amount of
control over his product, This is the price that employers have paid for seeking industrial
peace and often (as in Sdo Paulo!) they have taken the initiative in setting up trade unions.
Social legislation is also a symptom of a socicty less prepared to tolerate the evils of un-
employment than were those which industrialized during the 19th century, simply because
there is little eagerness in Latin America to see the European experience repeated.

The second new factor intervening in the industrialization process in Latin America is the
rate of growth of the population. The effects of population growth are numerous and many
lic outside the scope of this paper, which will be concerned principally with the absorption of
manpower inte the various sectors of the economy, the various branches of activity and the
various statuses of occupation. From this angle it is clear that the rate of population growth,
and of rural-urban migration are straining the employment capacity of Latin American
countries. The result is that although official unemployment figures in Latin American
countries do not appear intolerably high, all commentators agree that there exists extensive
though largely unmeasured under-employment in the agricultural and service sectors? and
that manual workers have a higher rate of unemployment than non-manual workers in highly
urbanized areas. Thus between December 1963 and September 1964, in Greater Santiago, the
employed population consisted of 31%, salaried staff and 46-3 9, manual workers, but the
unemployed corsisted of 17-05Y% salaried staff and 73-1% manual workers.?

The problem for Latin American societics is how to develop cconomically and at the same
time make use of their own demographic growth, not only because demographic growth
annuls the effects of a large proportion of economic growth, through increased consumption,
but also because of the effects of unemployment and under-employment. Unemployment
increases the already very heavy burden of unproductive members of society. Over 40, of
the populations of Peru, Brazil and Mexico are under 15 years old, mostly dependents and
therefore unproductive. Under-employment reduces efficiency while encouraging clientele
systemis in bureaucracies and petty capitalism on the streets and in the counlryside, both of
which have irflationary effects, and slow down economic growth.

Although the proportion of the labour force employed in agricultural activities is falling in
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most Latin American countries, the absolute number of those employed in agriculture is
hardly falling anywhere, except in Argentina, and is rising in most cases. The higher fertility
characteristic of rural areas,* coupled with a high rate of migration by young adults and
adolescent girls in particular,® leads to a higher dependency ratio in rura! than in urban areas.
On the other hand the access of agricultural workers to employment and to the produce of the
land in rural areas seems to be becoming less secure in many areas where land reforms have
not bzen carried out. Owners and administrators of large estates have no longer any interest
in letting their workers have subsistence plots on a secure basis when there is an abundant
labour supply; it is more economical to hire workers when the need arises than to cede
cultivable land to tenant labourers. This tendency is to be found in Chile, Ecuador and
Brazil. In arcas which grow primary products for fiuctuating international markets, a fall in
world prices will cause a sharp decline in incomes and employment levels will fall drastically,
The Colombian coffee producers recently decided to stop exporting altogether for the moment
and a similar coffee crisis was the origin of a wave of immigration towards Sio Paulo in the
late 1940's. A further cause of unstable employment in rural areas, and of under-cmployment,
is the sub-division of smallhoidings until they neither can employ a man fully nor produce
cnough for one family to live on. The owners of these holdings must find wage-labour clse-
where in order to carn cnough for subsistence, or clse engage in petty capitalist commercial
activities and live off small and unpredictable profit margins.

Demographic growth has created an abundant labour-supply and stimulated sub-division of
holdings. Even in Chile, where the rural population is hardly increasing at all, it would have
to decline for there to be stable employment and efficient use of manpower. Agrarian reform
and colonization schemes should extend the area cultivated and therefore employment
opportunities in Brazil, Peru, Colombia and other countries with large unexploited areas, but
this 1s a once-for-all operation and the demographic pressures will soon re-emerge. The
Mexican example in the 1930°s has shown that an agrarian reform can stimulate social
mobility and urban migration releasing peasants from the land rather than encouraging them
to stay on it; but these results might be less beneficial in countries with a higher demographic
growth, than that of Mexico in the 1930'.

In the light of the decline in consumption levels and living standards in many rural regions
in recent years, and the spread of communications and urban culture, it is not surprising that
rural-urban migration has attained a very high rate in many countries.

The rate of rural-urban migration has been such that in Mexico. for example, between 1940
and 1950, rural population grew at a rate of 1-6% per annum, whereas the annual rate in
urban arcas (defined as agglomerations of more than 1,000 inhabitants) was 5:-9%. Mexico
City had 2+ 5% of the country's population in 1900, and 8- 7 %% by 1950.° This concentration of
urban growth is to be found in most countrics.

Tuble 1. Proportion and number of male economically-active population engaged in agriculture

v Number in thousands
Argentina 1947 05 Q) 1,534-3  (3)
1960 229 (2) 1,344:5 (1)
Venczuela 1950 47-7  (2) 668-6 (3)
1961 380 (2) 744-5 (1)
Brazil* 1950 650 (3) 9,609-0  (3)
1960 56-6 (1) 11,046:6 (1)
Chile 1952 375 (2) 668-7  (4)
1960 M1 (2) 683-7 (4)

Sources: (1) ECLA: Statistical Bulletin for Latin America, 1.1,

(2) Cardoso, F. H., and Reyna, J. L. Industrializacion Estructura v Estratificacion Social
en Amdrica Lating, Latin. American Institute for Economic and Social Planning,
Santiago, 1966,

(3) 1LO. Yearbook of Iuternational Labonr Statistics 1955,

(4) ICAD, report on Chile,

* Includes extractive industries (proportion unknown in 1950, 2-5%; of cconomically-active
populition in 1960).
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Table I shows trat only in a country like Argentina where the rate of population growth is
comparable to that of advanced industrial countries, is the decline in the proportion of the
male labour force accompanied by a decline in the actual number of men employed in
agriculture. The pressure on the Iand continues in most countries despite migration.

In primitive economies the service to industry ratio of activity is high, since transport and
distribution require relatively large numbers of people and the making of furniture and
utensils does not employ so many craftsme.. In underdeveloped cconomies characterized by
" a deeply divided class structure, personal services are important in that they have a ritual
function, that of enhancing the symbols of prestige of the ruling class and, later, of legiti-
mizing, symbolically, the pretensions of the upwardly mobile sections of socicty. As the
Latin American countries have moved towards industrialization they have preserved both
these features in the structure of their employment. Thus in Brazil in 1950, 2619 of the
economically-active population was employed in Commerece, Transport, Communication and
Services. Personal and Domestic Services had constituted 42- | % of these branches in 1940, and
increased numerically by 4-7°;, between 1940 and 1950, although the proportion declined
to 35%.7 Nevertheless the proportion is very high for a country in the process of indus-
trialization.

Table II may not be remarkably accurate (due rather to the statistics on which it is based
than to the authors of the Table) but it does have the virtue of homogeneity, and it shows quite
clearly that the predominance of non-manufacturing employment existed prior to the period
of intense urbanization, and that increases in the labour force outside agriculture are now
absorbed mainly into the non-manufacturing sector. If this distribution is broken down
according to sex, slightly more precise conclusions can be reached. The data in Table I, as
long as the distinctions of primary, and secondary and tertiary sectors are accepted, show
that as far as the transfer of manpower from primary to other sectors is concerned (as opposed
to the absorption of the increase in the labour force) there is a pronounced trend towards the

Table 11. Percentage of economically-active population cmployed outside agriculture

Manufacturing Non-manufacturing
1925 1950 1960 1925 1950 1960
Argentina 20 23 21 48 53 57
Chile 21 19 17 42 51 58
Colombia 17 14 15 18 29 36
Brazil 12 13 13 20 26 35
Mexico I 12 17 19 30 30
Peru 18 16 15 21 25 3
Venezuela 10 10 12 27 48 56

Source: Cardoso, F. H., and Reyna, J. L. Industrializacién Estructura y Estratificacioun Social en
América Latina. Latin American Institute for Economic and Social Planning. Santiago, 1966.

Table 111.* Percentage distribution of cconomically-active population by sex

Men Primary Secondary Tertiary
Argentina 1947 32-3 28-5 39-2
1960 26-2 37-8 36-0
Chile 1952 45-4 25-6 29-0
1960 42:0 27-7 30-3
Women
Argentina 1947 7:3 337 59-0
1960 7-6 219 64-5
Chile 1952 85 25-4 66-1
1960 5.0 20-5 74-5

Source : Pan-American Union document OEA(OAS)/Ser. H/XI11.

* It should be noted that the figures for the primary sector are not equal to the sum of those
active in agriculture and in extractive industrics as given in the Pan-American Union’s * America
en Cifras,” which gives census data for Argentina in 1947 and Chile in 1952,
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tertiary sector only among women which might be expected irrespective of the factor of
migration.

These figures probably underestimate the number of women working in agriculture, but on
the other hand they do show how data for the economically active population as a whole are
distorted by the very different distribution of the sexes not only according to branch of
activity but also according to age, in some countries. The following are activity rates ac-
cording to sex and age in some countrics:

Table 1V.* Percentage of total population economically-active according 1o sex and age in
sclected countries.,

10-14 15-19 20-29 Jo—44 45-64 65 and +

Chile (1960) M — 63-6 95-1 97-7 87-3 52-0
F. — 23:6 30-2 22-8 17-9 71
Peru (1961) M. 7-0 55-4 94-7 99-1 96-9 68-2
F. 7:2 27-3 25-1 203 20-1 9-4

14-29 JO—49 50 and +-
Argentina (1960) M. 84-7 966 63-1
F. 34-4 231 11-1

Source: ECLA Statistical Bulletin for Latin America, 1.1,

* The lower age-limit defined by the census for economicaliy-active population varies from country
to country—Argentina 14, Brazil 10, Colombia 12, Chile 12, Mexico 12, Peru 10 (see also Table I).

These countries present a pattern of female employment which consists mainly of employ-
ment in domestic or similar service activity before marriage. In Chile 330,000 out of 51 1,000
women cconomically active outside agriculture, and in Peru 268,000 out of 467,000 were in
the services or “inadequately specified™ branches of activity in 1960 and 1961 respectively. In
Argentina the proportion is 967,500 out of 1,597,000 (1960) and in Mexico 786,000 out of
1.360,000.

There is little doubt that a high proportion of domestic servants are recently arrived young
migrants. Sadic" gives data for Chile showing that women migrants outnumber men by far
in the 10-19 age-groups, whereas the reverse is true at later ages.

The employment of men is subject to more complex determinants. The general pattern of
industrial development in Latin America has been uneven, both in the geographical distribu-
tion of economic growth and in the distribution of capital among firms. Profits made from
agriculture in the Peruvian Sierra are invested in the coastal provinces. The North-East of
Brazil produced about 30?; of Gross National Product (GNP) before 1939, and hardly [ 1 A
in 1960." Patterns of inter-regional disequilibrium are not dissimilar to ihe familiar patterns
of international trade. From the point of view of employment the disparitics among firms are
more important. Frank Bonilla estimates that small firms on the continent as a whole con-
tinue to predominate, both in the number of people employed in them and in the value of their
production, despite the relative decline of craft industrics. Productivity ratios are exceedingly
large. The ratio between factory and craft productivity on the continent as a whole was
estimated at 8:1 in the period 1950-1960. Further disparitics are found between urban crafts
(clectric and car repairs and so on) and rural cottage industry, and even within factory
industries.'*-*" These should not necessarily be regarded as inimical to economic development
(it should be remembered that the Souther~ USA was a depressed region for a long time
within an industrializing country). On the other hand, wage-levels and employment oppor-
tunities arc bound to be affected, by the juxtaposition of modern capital-intensive technology
and a more traditional, sometimes almost primitive technological level in the majority of
firms. In the first place wages are far higher in the more modern sector. Thus carnings in the
rubber, chemical, petrol and non-metal mineral industrics in Brazil, Chile, Colombia,
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Mexico, Peru and Venezuela are all more than 10% higher than the national average, and
mostly from 309, to 504 higher (except non-minerals in Brazil, and in Colombia, which are
below the average) whereas earnings in shoe and clothes manufacturing are 90 % of the averaz
in Brazil and less than 80% in the other countries.!!

But a more important feature of these disparitics is that capital-intensive industries need
little manpower, yet they form the expanding sector of the economy. A classic case is
Venezucla, where the high rate of growth of GNP duc to the country’s oil resources has not
been paralleled by a corresponding rise in the number employed in extractive industries
(44,500 in 1950; 46,700 in 1961) and there has been a fall in the proportion of the labour force
employed in this branch from 3% in 1950 to 1-99% in 1961.12 Of course, oil is a notoriously
capital-intensive industry, but the phenomenon seems to recur throughout the manufacturing
sectors. The following are the most recent employment indices available.

Table V. Employment indices in manufacturing in some countries
(1958 = 100 except for Chile and Venezuela)

1960 1962 1964
Argentina 88 81
Chile (1960 = 100) 100 102 108
Ecuador 102 107 112
Mexico 111 114 9
Peru 118 139
Venczuela 109 109
Venezuela (1961 == 100) 104 117

Source: UN Statistical Yearbook 1965.

Peru shows clearly the characteristics of a country in the carly stages of industrialization
and one might wonder for how long the demand for manpower will be sustained. It should be
remembered that around 1960 Argentina had 25% of her labour force employed in manu-
facturing as opposed to 18%; in Chile, 13-7% in Mexico, 13:2% in Peru, 12:39, in
Venczuela and 8:9% in Brazil.'* Despite the growth shown in Chile a closer look modifies
the picture somewhat. A sample survey carried out in September 1964, in Greater Santiago
showed an overall unemployment rate of 4-2%. For manual workers it was 6+3% and when
these were broken down they showed the following rates:

skilled and factory workers 6-7%
other manual and casual labour 11:5%
services 2:2%

66-77, of the unemployed were industrial workers, and 24-9Y% white-collar workers despite
the fact that white-collar workers constituted 31-2%; of the employed population of Greater
Santiago and manual workers 47 % at the time.!*

Thus it would appear that not only is it more difficult for urban workers to find industrial
work but that industrial employment is also less stable in an inflationary economy; another
way of saying this is that under-employment is more easily tolerated in the services and trade
scctors of employment, as well as among white-collar workers.

The most striking feature of the distribution of the urban labour force by branches of
activity is its relative stability, That is to say that an initial pattern having been set quite carly
on, migration from agriculture has not radically altered that pattern.

The data in Table VI should not be taken as more than a guide, but they do nevertheless
show w/here employment is most likely to absorb demographic growth. The rate of increase
in manufacturing in Venezuela is remarkably high but the gap between the number employed
in manufacturing and the number employed in services and “inadequately specified”
activitics increased in the intercensal period and the percentage distribution hardly changed
at all. Venezuela is at a stage of economic development where one might have expected the
proportion employed in manufacturing to increase at a fairly rapid rate, but the level of
technology and the low labour-intensity of many new industries in Latin America, especially
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Table VI. Absolute and proportional changes in participation of manufacturing and service and
“inadequately specified” activities in distribution of employment.

No. in
thousands % of EAP %, increase p.a.

Manufacturing .
Argentina 1947 1,426-5 22 2:7.
1960 1,915-8 25-2
Venezuela 1950 172-5 12 8:9
1961 295-0 12-3
Chile 1952 405-1 19-1 -03
1960 406-0 17-2

Services and * Inadequartely Specified” activities

Argentina 1947 1,575-5 24-2 3-4
1960 2,287-4 30-1

Venezuela 1950 486-3 28-2 5
1961 7066 294

Chile 1952 5659 267 3-8
1960 694-7 29-5

Source: ILO Yearbooks of International Labour Statistics 1955 and 1965, and Universidad de Chile,
Instituto de Economia: La Economia de Chile en el periodo 1950-63

Notes: Chilean figures under “Services" include Public Services (Electricity, Gas, Water and Sanitary
Services) but not Transport and Communication, whercas other countries include neither,
Intercensal periods are 13 years for Argentina, 9 years for Venezuela, 8 years for Chile.

those financed by foreign capital, is such that the growth of the labour force cannot possibly
be absorbed to any large extent by the manufacturing sector. Such absorption might have
led to the formation of a homogencous urban working class capable f making collective
claims on society; as it is, the working class is characterized by its fragmentary nature, with
divergence or conflict of interests between scarce highly paid skilled workers and the vast
majority who receive only the legal minimum wage; between those who gain, or think they
gain irom inflation, and those whose carnings are constantly eroded by inflation, but who do
not have access to political influence or bargaining procedures, and between those employed
as wage carners and those who operate semi-independently as intermediaries, street-vendors
and petty speculators. The latter are living off precarious and narrow profit margins, outside
the labour market but within an economic sub-system which is bound to proliferate in a
fragmentary cconomy where communications are inadequate, bottlenecks numerous, supply
irregular, and in Chile, Argentina and Brazil especially, inflation is rampant.

Despite the over-abundant supply of labour, that which exists is generally agreed to be
inadequately skilled for the high-level technology which is being implanted on the continent.
In the 1958-1960 period technical course pupils comprised the following proportions of
secondary school pupils: Brazil 2-2%; Colombia 5%; Mexico 6%, Peru 18-5%,. It should be
remembered, however, that most training is done on the job (95 of it in Colombia), which is
not in ijtself a bad thing, but on the other hand a high level technology does require well-
educated as well as highly-skilled labour, and it is to be suspected that those with secondary
education do not always opt for factory work.!* Two surveys in Lima highlight this problem.
One carried out in 1962 on a large sample (1,096) of industrial workers, found that only
6-7% had onc or less years of school, compared with a national illiteracy rate of 53%. On the
other hand only 28-9% of the men, and 19-9% of the women had any secondary education.
The other survey, carried out among secondary school students, found that 50% of those
studying “industrial arts’ preferred to become small businessmen and only 25%, preferred the
prospect of factory work.'” Yet it is in factories that trained manpower is most necessary and
most productive in a developing country with scarce capital. The desire to be an independent
operator and the prestige traditionally ascribed to white-collar Jjobs among those aspiring to
social mobility and the lower middle classes, operate to the detriment of an optimum use of
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manpower. Rottenberg® in Mexico, and Fischlowitz!® in Brazil have both insisted on the
need for improving the quality of the labour force, but it is possible to exaggerate the need
since advanced technology can waste the skills of workers trained for an industrial system
centred on crafts, and craft industry is of ever-declining importance in the employment of
Latin American workers. Fischlowitzalso remarks on the inadequacy of employment channels,
the lack of employment exchanges, and the need for those seeking jobs to rely on newspaper
advertisements or personal contacts.

1t is not at all certain that the migrant worker in urban areas can be classed apart from the
labour force as a whole from the employment point of view. Hutchinson (in six Brazilian
cities) and Herrick (in Santiago)'*:** both found that migrants to cities had little difficulty in
finding employment within a relatively short space of time. Herrick carried out a study in
January 1964 and found that 81-9% of migrunts were economically active (i.c. members of
the labour force and therefore in need of employment) immediately on arrival; 62-6%; of
them found a job within four weeks. Hutchinson found that of those secking a job immediately
on arrival 85-1% of the males and 7419 of the females had found one within a month.

Comparing unemployment rates, Herrick observed that 49 of migrants (i.c. who had come
to the city during the previous 10 years) were unemployed as against 6-4 %7 of natives of the
city, although both are no doubt underestimations. However the same survey also found
that migrants were as likely as natives to become semi-skilled and unskilled workers, but less
likely to be craftsmen and operatives, and far more likely to be employed in nersonal services
(this probably refers to young women in domestic services who always figure prominently in a
migrant labour force) or be “owners™. of some business enterprise, however small or
precarious. The desire to be independent is a different phenomenon among migrants from the
similar desire found among the middle and lower middle classes. It can be partly explained in
terms of the peasant’s desire to own land but only one-seventh of migrants to Santiago come
from rural areas®* (i.c. agglomerations of under 1,000 inhabitants). On the other hand it is
clear that this desire on the part of the Nordestino migrant to Sio Paulo is a reaction against
the regimented life of the factory by reference to the small-holding tradition of Brazil’s
North-East.®* When such a desire is found among coal-miners and other workers with a
tradition of industrial work it must then be seen as an expression of frustrations expericnced
within an industrial framework, and the desire is rarcly translated into practice,** whereas in
the short term the Nordestino may well return home when conditions improve there,*1*

This resistance to the regimentation of industrial life can be detrimental to the efficient use
of manpower since there is a strong temptation, in Sio Paulo at least, to take advantuge of
labour legislation by getting the sack and trying to sct up independently with the compensa-
tion money. This may be a peculiar feature of the migrant Nordestino, as may be his con-
tinued attachment to the land.

That all migrants do not live in shanty towns and that shanty towns are not exclusively
inhabited by migrants is shown by the abnormally high .evel of employment in industrial work
among the inhabitants of Rio's Favelas: 46°; of the cconomically active as opposed to 26/,
in the state of Guanabara as a whole, according to the 1960 census.** There is no conclusive
cvidence cither that the educational level of migrants is low—although it may be among
shanty town dwellers.*' On the whole, and certainly as far as the employment problem is
concerned, shanty towns seem to be a false category on which to base generalizations, except
insofar as their ccological position has an effect on their internal economic system. A shanty
town is not provided with walter, sanitary services, roads, communications and similar public
services, nor is it reached by the normal marketing system. As a result a special set of arrange-
ments is needed, requiring sub-contractors of public services. und innumerable salesmen and
street vendors, to provide channels for goods from the shops whose owners are unwilling to
sct up in a shanty town. Such occupations are attractive insofar as quick and sometimes large

* Sce also Harris, Marvin: Town and Country i+ Brazil which describes a similar phenomenon on
the provincial level in the state of Minas Gerais.

Janine Brisseau mentions Andean migrants to Caracas who retain similar ties with their homes
in **Les *Barrios® de Petare, faubourgs populiires d'une banlicue de Caracas™, Cahiers d’Outre-Mer,
16 /21), January-March 1963.
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profits can be made.** This system of petty capitalism swells the number of people who are
neither unemployed nor productive—inevitable in a fragmented cconomy.

Demographic growth and urbanization are placing a burden on the resources of Latin
American countries, not only because of rising consumption and dependency, but also
because the absorption of a large proportion of increases in the labour force into bureaucracy,
very small businesses, and petty capitalist occupations is bound to impede decision making,
increase inefliciency and corruption, and burden government with unnccessary en ployees
through political patronage systems. Thus in Chile public personnel rose by 60°; (" 1,947 to
116,191) between 1940 and 1955% whereas the total economically active populatio:, only rose
by 22:6%; between 1940 and 1952." This would go against ECLA's estimate that government
services have absorbed a “steady™ %, of the increase in labour force. ECLA® calculates that
between 1950 and 1960, 71 %o of the increase in the labour force in Chile, Argentina and
Uruguay went into the services branch excluding basic services; equivalent proportions were
569, in Venczuela, 49, in Costa-Rica, 389, in Brazil, 37%/ in Peru, 30 % in Central America
and 2997 in Mexico; in the last two asriculture is still absorbing a large proportion.

The Deputy Editor of The Economist estimated in 1965, that in Brazil, together with
rampant inflation, there was 30 %, unemployment. If this is s0, it appears that the *“willingness
to erupley™ which was mentioned at the beginning of this paper can no longer suffice to cope
with the ever-increasing urban labour force, Nevertheless, there are numerous possibilities
for rendering the present industrial labour force more productive, and increasingly so, as long
as the profits resulting from increased productivity are reinvested in order to create further
employment opportunitics. A society can hardly cope with its demographic growth if capital
flight continues to deprive it of resources for investment.

itis debatable whether certain structural features of Latin American economies which seem
to impede economic growth, such as their fragmented nature, are not best maintained until
such time as there is almost full employment. In this sense under-employment, which is
very much a relative concept, is probably a more efficient nmeans of providing earnings than
unemployment benefits.

As education spreads so will the will to upward mobility and levels of fertility will descend,
A study in Brazil shows as one might expect, that fertility decreasces as social status rises?!
except for the highest status group of all. But at the same time an cffort must be made to
render higher status occupations more productive. This would involve, for example, en-
couraging sons of members of liberal professions to work on technical education, agricultural
extension schemes, land reform projects; and to depopulate the offices. However, it must be
said that the class structure of Lat*1 America js very rigid and tends to perpetuate present
patterns ol employment.** It is difficult to find what Hoselitz calls a middle class prepared
to get its hands dirty* for, besides the entreprencurial elites, there exists a large bureaucratic
and professional middle class.

As long as such a class persists and has prestige, and succeeds in creating cnough new jobs
to provide a minimum of social mobility,” it is difficult to sce how the vast reservoir of
manpower in Latin America can be channelled iowards industrial employment rather than
employment in services, for at the moment, as we have seen, the former js growing very
slowly. The problem of employment is not really a demographic one, insofar as it is absurd to
claim that the labour force is too large in countrics which are in urgent need of a rapid
growth of their national product.

Birth control is not going to be the solution to the employment problem, except perhaps in
rural areas, and even there the adoption of new techniques of cultivation and the opening
up of employment opportunitics through agrarian reform would be more beneficial.
Demographic pressures as seen from the point of view of consumption may present irrefutable
arguments for birth control policies. But it cannot be denied that in the ficld of employment
the problem 15 one of channelling human resources into productive sectors, The phenomenon
of withdrewal which has been noted among workers new to industrial life is by its very
nature ephemeral. More important is the ensuing will to social mobility; if it is seen that
mobility 1s impossible for industrial workers hecause they are highly unlikely to earn more
than the legal minimum wage, then labour will be channelled away from industry, A study
published in 1966 shows that in Sio Paulo, where manpower is more cfficiently distributed
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than in other cities in Brazil, 24, of wage-carners receive the legal minimum wage or only a
little more, as opposed to 509 in Guanabara (which comprises mainly Rio de Janeiro) but
there is also less disparity among wage-carners, since 1197 of them received more than twice
the legal minimum in Sdo Paulo, compared with 20 % in Guanabara. Clearly industsial employ-
ment offers more oppor :unities of mobility in Sio Paulo, and this remains true independently
of the demographic situation, for one cause of the stagnancy of demand for industrial
workers in Latin Amer-ca is the lack of skilled workers. In Argentina a survey carried out in
1956 in firms emplo: g 750,000 workers showed that there was a need to train 270,000
manual workers, 25,000 technicians and 8,000 engineers in the next 10 years. In Peru,
between 1956 and 1962, industi needed 744 engineers, and although 783 were or had been
trained, only 140 of these actually went into industry. Between 1963 and 1965 there were
27,500 skitled workers for a demand for 47,000 which would have been 31°; of the labour
force. Similarly Colombian employers forecast a need for a 70", increase in their labour
force (skilled and unskilled), between 1963 and 1970. Employment opportunities would
rise sharply if workers were trained on a large scale.'1.¢

What is needed is a shift of the weight of status from administrative and professional jobs
of a somewhat traditional kind to manual and skilled industrial jobs, which will entail a
stratification of the working-class, as opposed to its division into two strata of highly-paid
skilled workers and low-paid unskilled workers, so that industrial employment becomes the
mecans of social mobility.

This in itself will help to bring down the urban birth-rate. Birth control will no doubt
reduce misery in the short term, but it will not contribute other than indirectly to the in-
dustrialization of Latin America.
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RAPPORTEUR’S SUMMARY

In the discussion which followed the papers, the following points arose:

It was emphasized that the present demographic situation in Latin America was completely
unprecedented. Fertility levels were higher than they were in the now developed countries
before industrialization, mainly because the death rate had already been significantly lowered.
Furthermore internal migration and population growth was causing a difierent kind of
urbanization, caused by different motives.

Higher rates of social and economic development would not be achieved solely by lowering
population growth. Other factors were: major imbalances in employment conditions, low
levels of agricultural and industrial productivity, unfavourable conditions for underdeveloped
countries in world markets, diversion of investment potential to deal with immediate social
needs, a system of land tenure and land-working not suitable for improving agricultural
methods, high industrial production costs (due largely to lack of suitable technological
training, with a consequent need to change educational systems), and increased burdens on
the productive sector of the economy caused by massive growth in the numbers of those
employed in the service sector. Coupled with these, and other factors, there was a lack of
suitable administrative machinery to channel availabic resources to bring about the necessary
changes.

It was emphasized by Carmen A. Mird that action was required over the demographic as
well as the social and economic variables to achieve sustained development rates.

The session agreed completely with the need to integrate into the development programmes
population policies which will allow the needs and desires of families and communities to be
fulfilled, and thus to influence the probable population size and its structure to make easier
a greater social and economic development.

For this purpose several strategies were proposed: it may be convenient because of the high
fertility levels in the rural areas in Latin America and because there is a favourable attitude
towards family planning in the cities, to implemeat intensive programmes in rural areas
which would reduce fertility; this, in turn, would mean a possible future lowering of the rural-
city migration rates. It was also pointed out that, although in the cities couples openly express
the desire to limit the number of their children, the available means are out of reach of the
mass of the people and that no considerable lowering of urban fecundity has been noticed;
therefore the need existed to intensify family planning programmes in the cities.

Nevertheless there was a need for special studies which would show, approximately, the
cffects of the lowering of rural and urban fertility and the short and long range effects of the
lowering of the total fertility. There was also a need to evaluate the changes in fertility levels
that family planning could bring about.

Other participants suggested that it would possibly be inconvenient to introduce family
planning programmes which could be regarded as foreign to Latin American countries;
the answer was that decisions in this respect would have to be made by the countries them-
selves, as has already happened in some, and by the couples in particular.

From the papers and discussions there appeared to be a need for studies that could make
possible a better and deeper understanding of the relationship between population structure
dynamics and the processes of social and economic development.
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10. THE IMPACT OF POPULATION GROWTH ON HOUSING

J. Gorynski
Department of the Economics of Building and Town Planning, Warsaw

1. A feature of the world housing situation is the deep differentiation between continents,
regions, countries and cven within countries themselves. This differentiation clearly reflects
the level of economic development. Changes occurring in the housing situation are a result
of both the speed of economic growth and the rate of population increase.

As a whole, the world housing situation is bad, since the majority of people live in housing
conditions far below minimal contemporary requirements. The rate of new dwelling
construction does not keep pace with the rate of population growth and in some countries less
dwellings are built annually than become unfit for use during the same period.

In many backward regions the housing situation—although at present alarming—is
steadily deteriorating,.

And so for instance, Dr. Romero's background paper states regarding Latin America that
*“the chronically poverty-stricken urban sector would go from one-third to half in two
decades™. Obviously there are countries in the world’s well-developed regions where housing
is improving. But no country exists which, according to its own opinion, has no important
housing problems. This results from the fact that besides objective housing needs, there arise
the subjective one, the standards varying according to the individual attitudes of different
countries,

2. In this paper we shall not consider the problem of subjective housing needs as these are
the concern of wealthy countries having attained a high level of economic development,
Our main interest will be the objective, quantitative needs, although the way of handling this
problem will be different from the usual approach to housing policy.

It is obvious that population growth generates housing needs and shortages but the size of
these necds should not be considered as a simple, direct tunction of quantitative population
changes. For they depend not only upon the rate of increase but upon the qualitative changes
in the demographic structure.

Scientifically-based housing policies have elaborated a set of methodological tools aiming
at establishing optimal hiousing programmes. It is not our intention to undertake in this paper
yet another attempt at estimating housing needs as the result of the world’s population
growth. Such studies have been carried out by numerous institutions and competent
organizations. Particularly studies prepared by the respective UN Committees contain data
and information on a worldwide scale.

3. The purpose of our study is the opposite to the methods followed in the above-mentioned
reports. We shall try to answer the question of whether ar appropriated social housing policy
could become a factor encouraging stabilization of poptlation increase by generating a
propensity towards family planning. In other words, it seems that the interdependence
between quantitative needs and qualitative requirements could help in reaching this very goal,

4. For further considerations it will be uscful to adopt some basic assumptions and
definitions, i.c.

a) Every human being has the elementary right to decent housing.

b) The definition of decent housing is given by a minimum standard adopted in the
respective region or country according to climatic conditions, local traditions and customs
and social behaviour of the population.

¢) Housing is a comprehensive concept including not only the family shelter as such, but
also the indispensable social and communal facilitics related to normal housekeeping,
clementary social and educational facilities, etc.
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5. The standard consists of two basic elements: space and equipment; its aim is to regulate
their size and mutual proportion. For practical reasons space allocation to the individual
can be expressed by its reciprocity, i.c. density. Density can be related to the scales of dwelling,
housc, residential arca, town, region, country.

Equipment means the sum of technical and other components, elements and fixtures
determining the utility and amenity of housing. Equipment is represented by installations and
services in dwellings and houses, as well as in residential areas, urban districts and towns.
The latter elements of equipment are frequently called parts of social and technical urban
infrastructure.

Space and equipment are complementary and to certain extent substitutional (c.z. the
kitchen in a dining car and the sleeping compartment in a vehicle where abundant cquipment
compensates for minimal space).

6. Regularities ruling the interconnections between space and equipment can be studied by
taking equipment as the independent variable and density as its function (sce Fig, 1).
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Given a determined arca equipped with a defined set of services and facilities (c.g. water
supply, communication system, etc.), of limited capacity, the increase of density follows a
trend resembling the logistic curve observed in ecological phenomena in biology.

Having approached the level of saturation, density can jump to the successive phase of
increase only after the introduction of new services or the enlargement of the capacity of
existing ones. E.g. lack of piped water and sewerage system limits residential densities per
hectare (depending on soil quality, etc.) to say, 20-50 residents. Installation of such systems
shifts the limit to 300-500 recsidents per hectare. Further increase is possible after providing
for vertical and horizontal transportation. Using again biological terms we can observe the
existence of critical numbers as related to specific services.

7. Depending on their critical size human settlements change their character as it is
manifested in the traditional terms: village, borough, urban district, town, metropolis,
agglomeration, ctc. To each type of settlement corresponds a specific set of equipment
clements and services and a more or less flexible critical size. However, unlike the realm of
animals and plants the described system is sclf-correcting only to a certain extent, since the
human mind can master the principle of self-correction ruling other biological groups in their
natural environment. But the violation of technically and socially defined critical sizes means
the loss of material and socio-psychological equilibrium. The results of such loss of equi-
librium are the blight of overcrowded areas, the increased death rate, unsocial behaviour and
delinquency; these are well known, and there is no need to comment on them. Wa
confine ourselves to the statement that the lack of natural brakes has to be mastered by
planned intervention based upon scientific survey, by means of economic, social and even
administrative measures.

8. It is further assumed that rapid urbanization is the irreversible trend of our times.

The afflux of population masses to towns is generated by two main factors. The first one is
the historical process of land-escape caused by the increased productivity of agriculture and
its corollary : lack of employment and overpopulation in the countryside. Searching for. non-
agricultural jobs is the basic driving force behind migration to towns.

But not less important is another factor which has come to the fore recently: the sociological
attractiveness of the town as a symbol of what is called the urban way of life.

The distinction between economic and socio-psychological reasons of migration to the
town is pertinent for our subject matter. Purely econoinically-oriented migrants going to the
town for the purpose of finding work in industry or in other urban jobs used to maintain
connections with their village background. In many countries it may be observed, that the
so-called peasant-workers frequently leave their families in the village, and become com-
muters or temporary town dwellers only. Sometimes their income is a source of financial
aid destined to improve the productivity of the family farm, by means of additional invest-
ments. Poland, where peasant-workers, in the total of about 8 millions employed in non-
agricultural jobs, number almost 1} million, proves the importance of the first factor.

On the other hand migrants moving to the iown drawn primarily by urban attractiveness,
although compelled by hopless rural poverty—and this seems to be the main factor in
developing countries—as a rule take with them the whole family and cut their ties with the
countryside. Having neither permanent urban employment nor housing they become dwellers
of bidonvilles, villas miserias and shanty towns. Their living conditions continue to be bad or
even worse than they experienced previously in the countryside. But nearness to the glamorous
town keeps the expectation alive that one day they will join the more fortunate part of its
inhabitants.

9. As already mentioned the basic menace produced by this superficial urbanization
lacking economic foundations is the upsetting of the balance between the housing density
and the corresponding adequate equipment. This makes inefficient efforts aiming at improve-
ment by means of emergency measures applied only to the dwellings themselves. As a result
settlements are created that are urban in name only. High densities combined with primitive
or non-existent equipment lead to progressive deterioration of living standards and social
conditions.

It is not our intention to blame the actions undertaken by men of good will, including
experts, social workers and politicians, in order to alleviate the life of slum dwellers through
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community-supported improvements and aided sclf-help measures. However, these actions
touch only the symptoms of superficial urbanization without treating the illness itself,
Morcover, temporary improvements can encourage more newcomers, parents and kinsmen,
to the town poverty belts,

As has been shown above, the population capacity of a town is limited by the existing
technical and social infrastructure as a whole, Enlarging the capacity of one clement only—
c.g. the dwelling stock—without proportional extension of other services deprives the town
of its raison d’étre, i.c. the urban way of life.

It is quite certain that as regards the outlay of investment, housing the same number of
residents is more expensive in towns than in the countryside. In the long run, however, urban
settlement assures social advantages and even economies in running expenses. Half-measures
gencrate the highest social costs unless excessively expensive steps of comprehensive renewal
are undertaken. Hence a rational settlement and housing policy has to have clear aims, cither
rural or urban. An important part of such conscious policy is education, explaining the
advantages of urban life not only in terms of its external and superficial attributes, but
also in the sense of fundamental changes in family life, the way of housckeeping, professional
promotion and social stability. As well as the difficultics of becoming a permanent member of
the urban society, efforts have to be made to raise living conditions in rural settlements in
order to discourage their population from premature departure to the town. These efforts
should cover two types of action. The first is improvement of housing conditions on the
spot. Due to the lower density in rural settlements than in urban shanty towns, primitive
measures, mainly based on aided self-help, can prove highly eflicient. It seems therefore that
contrary to widespread opinions, emergency measures for improving primitive housing
should be concentrated not in urban but in rural agglomerations of shanty houses.

Other cfforts in the countryside should be directed towards offering the rural population
more benefits of technical civilization hitherto considered as the monopoly of urban life,
This does not mean the forced vulgarization of “gadget civilization” but concerns introduc-
tion of services and installations facilitating housckeeping and the participation in cultural
life through mass media,

10. Turning back to urban housing policy, we have to comment on the way of establishing
an appropriate standard for the construction of new dwellings erected by public institutions
or with public aid. In Fig. 2 the distance A-B represents actual housing standards expressed
in terms of space (c.g. surface per person or family) or value.
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The level of the standard to be applied to new housing construction has to be chosen
between existing extreme values. 1t will be closer to the lower extreme in the case of the
predominance of low quality housing or closer to the upper one if the average housing
situation is better. During the first period 7-77 implementation of the chosen standard in
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newly crected housing, climination of the most obsolete houses and prevention of deteriora-
tion through repair and maintenance, allows the number of sub-standard houses to be reduced
by T1/. This enables the new dwellings standard to be raised during period I1, to a value close
to point D, marking the upper value of actual dispersion. Point T2 alrcady represents a
situation where, compared with the standard required for new construction, there are no
sub-standard houses. This allows the standard for the subsequent period of housiug to be
fixed above the limits of dispersion and the problem of subjective qualitative housing needs
can then be tackled.

This procedure of a realistic housing policy explains the reasons for the failure of spec-
tacular housing projects performed in a period of prevailing quantitative needs. As a rule such
projects do not contribute to the solution of massive housing problems or even to the needs
of a small group who wish to obtain luxurious dwellings without being prepared to use them
in the right way, The urban housing policy outlined aims at making accessible to every
family a dwelling corresponding to a standard of space and equipment considered in the given
period as satisfactory. This policy does not apply emergency half measures consisting of
superficial and transitory improvements to slums, nor does it create spectacular but restricted
luxury islands in the middle of poverty belts,

11. The socio-psychological effect of a realistic housing policy is a feeling of sceurity as
regards the possibilities of the actual improvement of the housing situation and participation
in the urban way of life after settling down in the town, The decision to migrate to the town
ceases 1o be an act of despair and hopelessness. Experience proves that such security is one
of the strongest incentives towards planned parenthood whercas lack of a reasonable expecta-
tion of improved living conditions fosters unplanned procreation.

12. Summing up the problems we can come to the following conclusions:

Population growth leads to an alarming deterioration of the housing situation, particu-
larly when combined with massive escape from the land, and the uncontrolled growth of
towns.

Urban housing conditions depend not only on the standard of the dwelling itself but
also on the equipment and management of the urban arca in line with the actual population
density.

Emergency and self-help measures confined to urban sub-standard dwellings themselves
lead to transitory improvements only and encourage further uncontrolied growth of the
number of inhabitants.

On the other hand emergency and aided self-help measures related to rural housing are
an effective means of discouraging the rural population from departure to towns before the
foundations of proper econamic and technical conditions are laid.

Education in the urban way of life with the purpose of stimulating the demand for
decent housing, as opposed to mere shelter, is pertinent as a means of increasing the
inclination towards planned parenthood.

In line with such education has to go a realistic urban housing policy based on modest
standards and on the deliberate elimination of sub-standard dwellings. The social character
of this policy must be free of wrongly applied charity, which is frequently manifested in
emergency measures, and from unrealistiz philanthropy leading to isolated spectacular
projects with no effect on the average housing situation.
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PoruLATION GROWTH

Since the beginning of this century the world’s population has more than doubled. Of the
total increase of some 1,700 millions, the last decade alone added over 600 millions and of
these four-fifths were in the developing countries. Its growth has been particularly rapid in
Latin America where the population has been quadrupled since the year 1900. So rapid is the
speed of population growth that it seriously curtails any progress towards better living
conditions. Whatever advances are made in the economy are resulting in all too little improve-
ment of living conditions because they are cancelled by the needs of the rapidly increasing
numbers. It is against this background that in his recent statement in connection with the
Human Rights Day, the Secretary-General of the UN singled out the enormous growth of
population in the developing countries as an important factor in the rate at which nations can
attain their economic goals. What holds for economic development in general, holds equally,
or even more so, for food supplies in particular.

The main cause of this growth in population is the decline in the rate of mortality which
still stands at a high figure compared to that in the developed countries, With no significant
downward trend in fertility in sight, population growth may therefore be expected to accele-
rate with further declines in mortality. Currently, the developing countries are adding some
60 million mouths to feed every year. According to the UN medium assumption, the popula-
tion in the developing countries is expected to be close to 34 billions by 1980 and to reach the
54 billion mark by the year 2000 (Table I). Should present trends continue, the population
would even exceed 6 billions in 2000. The expected population growth under the UN
medium assumption implies that even without any improvement in current consumption
levels, food supplies in the developing countries should have to be increased by 409 from
1960 to 1980 and by 1209 by the year 2000.

CURRENT LEVELS OF DIET

The problem of increasing food supplies is, however, not merely that of providing for the
growing population. It is necessary at the same time to remove the existing deficiencies in the
diets of the developing regions. The current level of diet is shown in Tables I1a and [15. To get
an idea of the utter inadequacy of the dist in the developing countries, one nced only compare
it with the diet in the developed countrics. As Table [la shows, the developing countries
consume about 2,200 calories per capita per day (mainly derived from cereals and starchy
foods) which is only two-thirds of the consumption in the developed countries. They do not
have more than 10g. of animal protein per day which is only one-fifth of the consumption in
the developed countries. The disparitics in other nutrients—fat, minerals and vitamins—are of
a similar order of magnitude. Even allowing for differences in climate, body weight and other
factors determining calarie and nutrient requirements, the level of nutrition in the developing
countries is found so grossly inadequate that at least one in every five persons goes hungry,
one in three suffers from protein malnutrition and three in five from malnutrition.

Future Foop NEeeDps
The fact that 1,000-1,500 million people in the developing countries are either hungry or
malnourished and that their numbers are likely to grow with the accelerating growth of
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population unless there are adequate increases in food supplies, gives us some idea of the
major task before the developing countries. Clearly, the situation demands an immediate
increase in food supplies to make good the calorie deficiency and an increase in protective
foods to reduce the incidence of malnutrition. With this in mind, FAO has formulated the
goals of nutrition shown in Tables 11la and I11b. In working out these targets, care was taken
to ensure that the dict will cost the least, and is realistic from the point of view of the cating
habits of the people and consistent with production possibilities. For the Far East and Africa,
where the food problem is most acute, the goal of reducing the incidence of malnutrition,
can only be reached in successive stages. Consequently, for these regions, short- and long-term
targets have been formulated. The short-term target aims at eliminating caloric deficiency
and meeting the most urgent needs of protective foods of the vulnerable groups of the
population, and of children in particular. The long-term target covers the needs of vulnerable
groups for nutrients more liberally. As Table IVa shows, per capita total food supplies
available today to the developing regions must be increased by one quarter and those of
animal foods by one half to attain the short-term target. Increases are largest in the Far East
and smallest in Latin America, but even for this latter region they amount to one-cighth of
their total food supplies and one quarter of those of animal foods. These are minimum
increases which people have a right to expect overnight, as it were, and whose realization
cannot be put off too long without serious detriment to the economic development and even
political stability and peace in the countries. Even setting the attainment of these increases by
as late a date as 1980, to be realistic, total food supplies of the developing countries would have
to be increased by 3-89 compound per annum ranging from 3-4 % for Africa to 4-0% for the
Far East, and those of animal foods by 5-1% ranging from 4:3% for Latin American to
5:4%; for the Far East. Despite the fact that the deficiency in dict is the smallest in Latin
America, the region requires rates of increase of about the same order as the other regions.
This is due to the relatively faster rate of population growth in this than in the other regions.
In absolute quantities, this means that the supply of non-animal and animal foods, which
stand at about 1,00v and 350 million metric tons respectively of economic grain equivalent
today, would have to be increased by 700 and 400 million metric tons respectively, over the
next 15 years (Table Va). The increases called for to meet the needs of the year 2000 are, of
course, very much larger. In fact, the long-term goal calls for increases of 230% in total food
supplies and 3809 in the supplies of animal foods.

Past TRENDS IN Foob ProDUCTION

How do future needs of growth in food supplies compare with past achievements? Tables
Vla and VIb summarize trends in total and per capita food production since the pre-War
period. Although not fully reflecting the trends in food supplies because of external trade and
changes in stocks, the tables serve to give an indication of the possibility of achieving the
needed growth from domestic production. It will be seen, that the rate of growth in food
production in the less developed countries since before the War was some 2% ,which is no
higher than the population growth rate and only half the required rate of growth for the next
15 years. The situation is more or less similar in all the developing regions. In particular, in
Latin America, the rate of growth in food production was 2-4%, , which is actually slightly
less than the population growth rate and will have to be stepped wn by 50% to achieve the
nutritional goals. For some time during the 1950°s it appeared that the developing countries
might succeed in turning the trend to the better. In fact, the rate of growth during 1950-58
was as high as 3:3%, which exceeded the populat’ »a growth rate by 1-4%. Since then,
however, growth in food production has been gradually falling 2id for the period 1958-64
works out at only 2:6%,. At the same time, population growth has accelerated, with the
result that over this period the per capita rate of growth in production has bee' negligible
and actually been negative in the Near East, Africa and Latin America. The situation was
particularly bad during the last year when, owing to the widespread drought, per capita food
production fell by 39, to 5% in all the developing regions. This fall in growth rate of
production was mainly due to the difficulties of maintaining the rates of increase in cultivated
areas, from which most of the increase during the early 1950’s had come, accompanied by
decreases in crop and livestock yields (Tables Vil and VIIb).
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In comparison, the rich countries, with no greater rate of growth in food production but
with increases in productivity and with only half the rate of growth in population compared
1o the developing countrics, improved their per capita availability of food and were able to
export increasing quantitics,

As a consequence. trends in the food supplies of the developing countries have been some-
what more favourable than trends in production but this has taken place at the expense of
the trading pattern between the two groups of countries. As Table VIHI shows, the Far East
and Near East, which were exporters of food before the War, are now importing 6, and
7%, respectively of their supplies. Africa and Latin America are still exporting but on a much
reduced scale. This unfavourable development has tended to increase balance of payment
problems and to accentuate the diflicultics resulting from the almost continuous decline since
the Korean war boom in world prices of primary commodities. The situation is illustrated by
the example of cereals; the less developed countries (excluding Mainland China) which
exported 10 million tons of cereals before the War are now actually importing nearly 20
million tons, and this largely to maintain their current unsatisfactory level of diet. Judged
by these trends, the prospects of stepping up the rates of growth to 3-8 in total foods and
5-1°, in animal foods over the next 15 years seem bleak indeed.

PossiiLITIES OF INCREASING FooD PRODUCTION AND THE NEED FOR

AGRICULTURAL DEVELOPMENT
Tkere is little doubt that considered on a global basis, the world could grow enough food to
meet all its needs, at least up to the year 2000, and that the developed countries in particular
could achieve much higher rates in food production than they have done in the past, con-
sidering that some of them are taking restrictive measures to keep their surpluses within
manageable limits. If we were to take into account recent developments in the use of atomic
encrgy and those in the ficlds of unconventional foods, the possibilities seem immense. But
this cannot solve the immediate problem of food supplies for the growing populations of the
developing countries. Trade and aid can hardly be conceived as a means of overcoming their
growing shortages. Even apart from problems of transportation, it is hardly wise for the
developing countries to import food and use up their limited export carnings which they
badly need for buying capital equipment from the developed countries. Nor can the developing
countrics depend upon aid with the risl:s involved without serious detriment to the incentives
of domestic production. Non-conventional foods, such as protein from petroleum, green
leaves and algae, economic problems apart, require further research in processing to make
them palatable to children and acceptable on a large scale. Furthermore agriculiure in almost
all developing countries represents the most important sector of the economy and will remain
so for a long time to come. More than 70%; of the population lives today on agriculture.
Reductions in this percentage are limited by the development prospects of the other sectors,
so that the agricultural population will continue to grow in absolute numbers until 1980
and cven beyond. Agriculture, together with industries processing agricultural products and
services connected with agriculture, contribute more than half to the gross domestic product
and foreign exchange carnings. Export earnings from processed agricultural commodities are
growing faster than those of any other product and are one of the main hopes of narrowing
the foreign cxchange gap. The food problem of the developing countries and the related
problem of gencral cconomic development can, therefore, only be solved by developing
their own agriculture. In fact, as President Johnson stated in his recent address to Congress,
agriculture should have the highest priority in all efforts for ecconomic development of the
developing countries.

The necessary land resources exist in Africa and Latin America, though in practice it has
been found increasingly difficult to exploit them for lack of capital outlay. The situation
appears more critical in the Far East where the shortage of land is acute and the only hope is
an increase in productivity. In the Near East the situation is aggravated by lack of water
resources. What holds for crops also holds for livestock, which in many countries is actually
a heavy burden on the limited land resources. In the final analysis, therefore, future increases
in agricultural production will have to be brought about mainly by increases in productivity
of land and livestock. In saying so one should, of course, not overlook the possibilities of
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exploiting to a greater extent the sea and inland water bodies as a source of fish, which could
bring about a substantial increcasc in the animal protein supply, particularly in those areas of
the world where the need for this is most urgent.

The principal factors of improving land productivity are fertilizers, pesticides, efficient use
of water and, above all, improved varieties responsive to high doses of fertilizers. Animal
health services, improved animal husbandry including animal nutrition and genetic improve-
ment of stocks are the main methods of increasing livestock productivity. Abundant experi-
mental evidence is available which shows that yields could be increased several fold as the
result of efficient use of these factors. Some of these techniques have been adopted in the
developing countries but the scale of their application is so small that it has made little
impact on the technology of production. To mention only chemical fertilizers, which is the
key factor in the transition from the method of area expansion to that of yield increase, the
average consumption per hectare of cropland works out at 6 kg. as against 50 kg. per hectare
in the developed countries (Table I1X). In fact, in some of the developed countries with in-
tensive agriculture, the rate of application of fertilizers reaches several hundred kilograms per
hectare.

The situation regarding the use of pesticides and herbicides is even more backward. In fact,
they are hardly used in many of the developing countries. Their use alone should be able to
add appreciable quantities to the supplies available for consumption in the developing
countries. Likewise, agricultural research has not been sufficiently geared to practical
problems, as is shown by the failure of plant breeding programmes to evolve high yielding
vaiieties which can stand heavy doses of fertilizer under the environmental conditions
prevailing in many of these countries. Much remains to be desired in the efficient use of land
and water resources and animal husbandry techniques are even more backward. It is, however,
precisely in this technological backwardness that there is hope and scope for increasing
productivity,

ProspPECTS OF RAISING THE NEEDED Foops

While the possibilities of increasing food production in the developing countries definitely
exist, the increases required are large, the need for better nutrition immediate and the crucial
question is whether the needed foods can be produced quickly enough to attain a rate of
growth of 3-89 per annum with most of it coming from increases in productivity, against a
rate of less than 0-59; in productivity attained since before the War. The question can only
be answered against the background of the effort and investment required in the countries
themselves.

There should be little difficulty in evolving high-yielding hybrid varieties responsive to large
doses of fertilizers by proper strengthening of agricultural research in plant breeding and
the associated disciplines. The task of achieving increases in the consumption of fertilizers is
more difficult. Not only are fertilizers in short supply but rising prices and payment in fore‘en
exchange make it difficult for most countries to import them in adequate quantities. The ideal
course would be to develop indigenous production of fertilizers wherever feasible, but the
investments and technical knowhow needed for the purpose are beyond the possibilities of
many of the developing countries. Much the same is true of pesticides and the development
of water resources.

With the uncertainties of bilateral aid and its political implications, international agencies
have an important role to play here. I have, therefore, proposed a Food Production Resources
Programme to make available to the countrics fertilizers and other inputs. With this assistance
and technical and financial aid from the developed countrics, the developing countries should
be able to turn the tide by 1980 even though realization of the goal of nutrition may still be
nowhere in sight. For even if land productivity were increased, releasing in the process the
areas needed for growing grasses to feed the livestock, it will certainly take us beyond the
next decade to expect livestock to begin contributing to the animal food supply needed to
reduce malnutrition.

The raising of the needed foods is, however, not only 1 technical problem. The introduction
of technical measures will, of course, have to be linked up with appropriate institutional and
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economic measures in order to educate, induce and enable farmers to adopt improved
technology.

Foremost of all, the limited methods of subsistence farming which are nearly always
associated with low productivity of land and labour have to be overcome. Another serious
obstacle is the unfavourable land use pattern, fragmentation of holdings and traditional
tenure systems which render it difficult for the farmer to produce more food than needed for
his own consumption. These obstacles, together with lack of capital and credit, and ths
absence of suitable markets to sell agricultural products at remunerative prices must be
overcome, in order to create an economic and social environment which will enable the
available technical knowledge to be applied. To bring this about will call for drastic changes
in agricultural policies of many of the developing countries.

The stupendous size of the task confronting the developing countries calls for careful
planning to formulate policies ensuring the best use of the available resources. It is, therefore,
encouraging to see that more and more developing countries are drawing up national
development plans. To provide a world-wide perspective for these plans, FAO has recently
cmbarked on the preparation of an Indicative World Plan for Agricultural Development,

The preliminary studies undertaken so far have already shown that the gap between
production prospects and needs can be bridged only if 1echnical aid to the less developed
countries were continued und financic aid considerably increased.

THE PoPULATION ISSUE

In these circumstances, the high rate of population growth is clearly an impediment to
progress and, as I have repeatedly advocated, deliberate steps must be taken to reduce it.
Reduction in fertility will progressively help saving on consumption and on capital for
essential social services, such as health and education, and 1 -on-productive investment, such
as housing. Reduction in the fertility rate will also help bring about a more favourable
age/sex structure in that the dependency ratio will be reduced. This is not to disregard the
advantage which, particularly in sparsely settled areas such as Latin America, in the long
run might accrue from a larger population. 't is only to suggest that their economic progress
would be more satisfactory if they could arrive at these larger numbers at a more leisurely
pace. It is, therefore, satisfying to note that many less developed countries have already
recognized the need for stabilizing their population growth to bring it in balance with their
resourcer

In fac., population policies and programmes in family limitation now loom large in the
development plans of many countries, e.g. India, Pakistan, Ceylon, Taiwan, Korea, UAR,
etc. Also in Latin America, several countries have adopted a favourable attitude toward
population programmes. Fortunately for them there has been a breakthrough in the techno-
logy of contraception which hcs thrown 1tp a number of devices suitable for use under
conditions of the developing countries. Th. people also appear in general to be receptive to
the idea of limiting family size. Nevertheless, even with the immediate implementation of
programmes for reducing fertility, it would still take developing countries a considerable time
to bring down their population growth to a manageable rate. For example, even if the
developing countries succeeded in halving their birth rate by 1980, the population would
still grow by more than 259 by 1980. This implies an annual compound rate of increase in
population of 159 against 2:3%, under the UN medium assumption. With an annual rate
of increase of 179 in per capita food supplies under the short-term nutritional target, the
developing countries would therefore need to increase their food supplies by 3-2%; annually
over the next 15 years, compared with the present rate of 2+ 5 %.

It foilows that providing food for the growing millions of the developing countries with a
view to achieving the minimum nutritional goal will be a formidable task reckoned in terms
of resources, cost and effort. There seems no alternative but to fight the battle on both fronts,
agriculture as well as population. Even then the nutritional goal may be nowhere in sight by
1980. However, conditions could have been created by then which would promise a better
future in the years ahead by a combination of increased facilities for improving agricultural
production combined with a falling population growth,
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APPENDIX TABLES

The regions used in the Appsndix Tables are defined in the FAO Production Yearbook and Trade
Yearbook. The coverage of the subregions of Latin America is given below:

Mexico, Central America and Caribbean Costa Rica, Cuba, Dominican Republic, El Salvador,

countries: Guatemala, Haiti, Honduras, Jamaica, Nicaragua,
Mexico, Panama.

Northern and western countries of South Bolivia, Chile, Colombia, Surinam, Ecuador, Peru

America: Venezuela.

Brazil.

River Plate countries: Argentina, Paraguay, Uruguay.

Table I. Future population, index numbers of population and related rates of growth

(1965 = 100)
Annual percent
rates of increase
1965 1980 1980 2000 2000 (compound)
(in (in Index (in Index 1965- 1980~

millions) millions) numoers  millions) numbers 1980 2000

Far East (incl. China M.) 1,791 2,473 138 3,568 199 22 1-9
Near East 148 222 150 355 240 2:7 2:4
Africa 266 387 145 667 251 2-5 2-8
Latin America 244 373 153 625 255 29 26
Mexico 41 69 168 126 307 3-5 31
Caribbean countries 18 25 139 38 211 22 2-1
Central America 14 22 157 40 286 3-1 3-0
Mexico, Central America
and Caribbean total 73 116 159 204 279 32 29
Northern and Western
countries of South America 57 89 156 147 258 30 25
Rrazil 81 127 157 217 268 3.1 2-7
R.iver Plate countries 27 34 126 45 167 1-6 14
Developing regions 2,450 3,460 141 5,350 218 23 2:2
Europe (incl. USSR) 675 761 113 888 132 08 0-8
North America 214 223 123 356 166 1-4 1-5
Oceania 17 23 135 32 188 2:0 1-7
Developed regions 906 1,047 116 1,276 141 1-0 10
World 3,360 4,510 134 6,630 197 2-0 20
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Table Ila. Current levels of diet (per capita per day at retail level) by regions

Far East Deve- | Europe Deve-
(incl, Near Latin  loping | (incl. North loped
China M) East  Africa America Region | USSR) America Oceania Regions (World
Major food groups (g.)
Cereals 402 446 330 283 385 372 183 235 325 369
Starchy roots 164 46 473 206 195 378 134 131 316 228
ugar 29 41 29 98 37 77 112 133 86 50
Puises and nuts 47 47 37 51 46 14 18 12 15 38
Vegetables and fruit 144 426 215 298 182 337 507 384 378 235
Mecat 24 34 40 92 kX) 18 230 299 148 64
Eggs k] 6 4 10 4 25 52 35 32 9
Fish (cdible) 13 6 8 10 12 19 14 15 18 13
Milk 60 216 96 237 91 504 830 614 583 224
Fats and oils 10 20 19 25 13 44 57 44 47 22
Economic grain equivalent (g.) 950 1,660 1,270 1,610 1,090 ]2,50 4,360 3,540 3,090 1,700
Calories and nutrients
Calories 2,080 2,480 2,360 2,550 2.180 3,060 3,110 3,240 3,080 (2,420
Calorie requirements 2,300 2,400 2,340 2,400 2,320 | 2,590 2,590 2,610 2,590 | 2,390
Proteins (g.) 56 76 61 65 58 89 93 94 90 67
Animal 8 14 11 24 10 38 65 63 45 20
Vegetable 48 62 50 42 48 51 28 31 45 48
Fat (g.) 29 45 56 63 36 97 143 139 109 56
Calcium (mg.) 270 596 400 510 328 1,016 1,465 1,115 1,124 543
Vitamin A (1.U.) 2,150 5,130 3,530 2,750 2,540 | 5240 6,060 5920 5,450 3,320
% Calories from cereals,
starchy roots and sugar 80 Ti 74 64 77 62 40 46 57 72

Table I1b. Current levels of diet (per capita per day at retail level) by sub-regions of Latin America

Larin Caribbean
America Mexico countries

Northern

and Western

Central countries of
America S. America

River
Plate

Brazil couniries

Major food groups (g.)
Cereals
Starchy roots
Sugar
Pulses and nuts
Vegetables and fruit
Meat
Eggs
Fish (edible)
Milk
Fats and oils
Economic grain equiva-
lent (g.)

Calories and nutrients

Calories
Calorie requirements
Proteins (g.)

Animal

Vegetable
Fat (g.)
Calcium (mg.)
Vitamin A (1.U.)

% calories from cereals,
starchy roots and sugar

283 349 203
206 47 278
98 91 93

51 63 50
298 206 544
92 62 65

10 15 8

10 3 15
237 341 180
25 31 27
1,610 L,510 1,520
2,550 2,610 2,340
2,400 2,350 2,390
65 72 54

24 23 18
42 49 36

63 72 60
510 632 477
2,750 2,590 4,000
64 63 58

322 242
34 323
83 94
32 24

347 305
43 75
10 6

3 15

232 231

13 19

2,170 2,170
2,330 2,410
56 56
16 21

4] 35
42 48
473 493
3,000 2,810
69 69

299
198
110
81
261
75
9
10
151
22

251
263
94
11
351
268
18
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Table 1l1a. Food supply targets by regions (per capita per day at retail level)
(A = Available; T = Target)

57

Short-term target

Long-term-target

Far East Far East
(incl. Near Latin  Developing (incl. Developing
China M)  East Africa  America  regions China M)  Africa  regions
Major food groups (g.)
Cereals A 402 446 330 281 385
T 402 401 330 310 386 367 330 359
Starchy roots A 164 46 473 206 195
T 155 46 394 160 175 146 323 161
Sugar A 29 41 29 98 37
T 29 41 32 82 36 kx} 35 39
Pulses and nuts A 47 47 37 51 46
T 74 47 44 49 67 92 44 80
Vegetables and fruit A 144 426 215 298 184
T 228 426 215 298 245 308 215 302
Meat A 24 34 40 92 kX)
T 36 53 56 106 46 62 72 67
Eggs A 3 6 4 10 4
T 5 10 6 16 7 8 8 9
Fish A 13 6 8 10 12
T 23 8 10 17 20 39 12 32
Milk A 60 216 96 237 91
T 101 307 143 271 135 140 203 170
Fats and oils A 10 20 19 25 13
T 16 25 22 27 18 18 23 20
Economic grain equiva-
lent (g.) A 950 1,660 1,270 1,610 1,090
T 1,230 1,930 1,450 1,79¢C 1,340 1,640 1,620 1,660
Calories A 2,080 2,480 2,360 2,550 2,180
T 2,310 2,480 2,420 2,620 2,360 2,410 2,460 2,440
Total proteins (g.) A 56 76 61 65 58
T 68 17 65 72 69 78 69 76
Animal proteins (g.) A 8 14 11 24 10
T 12 20 15 28 15 20 20 21

Table I11b. Food supply targets by sub-regions of Latin America (per capita per day at retail level)
(A = Available; T = Target)

Mexico and Northern and
Central Western countries Latin
America of S. America Brazil America
Major food groups (g.)

Cereals A 308 242 299 283
T 330 330 299 310

Starchy roots A 101 323 198 206
T 101 200 151 160

Sugar A 90 94 110 98
T 63 74 100 82

Pulses and nuts A 54 24 81 51
T 54 38 66 49

Vegetables and fruit A 315 305 261 298
T 315 305 261 298

Meat A 59 75 75 92
T 74 86 93 106

Eggs A 12 6 9 10
T 21 12 14 16

Fish A 6 15 10 10
T 12 25 20 17

Milk A 281 231 151 237
T 281 245 241 271

Fats and oils A 27 19 22 25
T 27 22 25 27

Economic grain equivalent (g) A 1,450 1,480 1,470 1,610
T 1,620 1,680 1,690 1,790

Calories A 2,460 2,170 2,780 2,550
T 2,470 2,490 2,750 2,620

Total proteins (g.) A 64 56 66 65
T | 71 70 72

Animal proteins (g.) A 20 21 18 24
T 24 25 25 28
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Table IVa. Required increases in the supplies of animal and all foods, per capita and total, and
related rates of growth, by regions

Far East
(incl, Latin Developing
China M) Near East Africa America countries

per per per per per
capita Tofal capita Total capita Total capita Total capita Total

Short-term goal, 1965-1980
% increase in supplies of?:

all foods 29 79 17 75 14 66 12 71 24 75
animal foods 58 120 48 121 41 108 23 89 47 112
% annual rates of growth
(compound):
all foods 17 40 10 38 09 34 07 36 14 38
animal foods 31 54 26 54 23 50 14 43 26 51

Long-term goal, 1965-2000
% increase in supplies of;

all foods 72 244 17 181 28 220 12 185 53 226
animal foods 176 454 48 255 86 369 23 214 123 379
% annual rates of growth
(compound):
all foods 1.6 36 04 30 07 34 03 30 12 34
animal foods 2.9 5.0 1.1 37 1-8 45 0§ 33 23 4.6

Long-term goal
After attainment of short-
term goal, 1980-2000
% increase in supplies of:

all foods 33 92 — 60 12 93 — 67 24 86
animal foods 75 152 - 60 32 126 — 67 51 125
% annual rates of growth
(compound):
all foods 1.4 3.3 — 24 06 33 — 26 11 3.2
animal foods 2.8 47 — 2:4 144 4.2 — 26 21 4-1

Table 1Vb, Required increases in the supplies of animal and all foods, per capita and total, and
related rates of growth, by sub-regions of Latin America

Northern
and Western Latin America
Mexico and countries of (incl. River Plate
Central America South America Brazil countries)
Per Per Per Per
capita Total capita Total capita Total capita Total
1965-1980
7 increase in the supplics of;
all foods 12 71 14 73 15 74 12 71
animal foods 26 95 24 89 40 114 23 89
% annual rates of growth
(compound):
all foods 0-7 37 09 3.7 0-9 3-8 0-7 3-6
animal foods 1-6 46 1-5 4:3 2:2 52 1-4 4-3
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Table Va. Total food supplies available and needed by regions

Far East Deve-  Europe Deve-
(incl.  Near Latin loping {incl. North loped
Item Year China M.) East Africa  America regions USSR)  America Oceania regions  World
{million metric tons of ¢conomic grain equivalent)
Total food 1965 621 89 123 144 977 63 340 22 993 1,970
1980 1,109 156 204 244 1,713 712 418 30 1,160 2,873
2000 2,134 250 394 407 3,185 831 566 41 1,438 4,623
Animal food 1965 207 29 39 1 346 358 223 13 594 940
1980 456 64 81 134 735 404 274 18 696 1,431
2000 1.147 103 183 223 1,656 472 mn 25 868 2,524

Table Vb. Total food supplies available and needed by sub-regions of Latin America

Northern
and Western

Mexico and  countries of

Item Year Central America South America Brazil Latin America
(million metric tons of economic grain equivalent)
Tot... "nod 1965 129 132 132 144
1980 220 229 230 244
Anim. . food 1965 58 63 57 71
1980 113 119 122 134

Table Via. Index numbers of total food production and related annual per cent rates of growth
(compound) (pre-War = 100)

Index numbers Per cent annual rates of growth (compound)
Pre-War 1948-52 1957-59 Prc-War 1948-52
1948~ 1957- 1963- to to 0 to to
52 59 65 1948-52  1957-59 1963-65 1963-65 [963-65
Far East (excl.

China M.) 107 138 162 05 32 2:7 17 30
Near East 116 161 184 1-1 42 2:3 22 33
Africa 129 156 182 1-8 2-4 2:6 2:2 2-5
Latin America 126 165 192 1-7 34 26 2:4 31
Developing regions

(excl. China M.) 116 150 175 1-1 33 2:6 20 3-0
North America 139 160 182 24 1'8 2:2 2:2 19
Europe (incl. USSR) 105 143 165 0-4 39 2:4 1-8 2.3
Oceania 113 135 171 09 2:2 4-0 1-9 30
Deve'loped regions

(in:l. USSR) 117 149 171 1-1 31 2:3 19 27
World (excl. China M.

and incl. USSR) 116 149 172 1-1 32 2-4 2-0 2-8
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Table Vib. Index numbers and related annual per cent rates of growth (compound) of per capita
food production (pre-War = 100)

Index Numbers Per cent annual rates of growth (compound)
Pre-War 7948-52 1957-59 Pre-War 1948-52
1948-  1957- 1963- to to to to to
52 59 65 1948-52 1957-59 1963-65 1963-65 1963-65
Far East (excl.

China M.) 88 97 100 —-0-9 1.2 0-5 —_ 09
Near East 100 114 112 — 16 —0-3 0-4 08
Africa 97 98 99 —0-2 0-1 0-2 — 0-1
Latin America 93 99 97 —~0-5 0-8 ~0-3 ~0-1 0-3
Developing regions

(excl. China M.) 93 101 102 —0-5 12 02 0-1 06
North America 116 116 120 1-1 — 0-6 0-7 0-2
Europe (incl. USSR) 103 128 138 0-2 28 1-3 1-2 21
Oceania 94 93 104 —0-4 —0-1 19 0-1 07
Developed regions

(incl. USSR) 110 126 135 0-7 1:7 1-2 1.1 1-5
World (excl. China M.

and incl USSR) 100 111 114 — 1-3 0-4 0-5 0-9

Table Vila. Per cent changes in area, average yield per hectare and production of nine major crops*

Developing regions
(excl. China M.) Developed Regions World (excl. China M.)

Pro- Pro- Pro-
Area  Yield duction Area Yield duction Area VYield duction

Pre-War to 1948-52 12 -6 6 -1 9 9 5 3 8
(1-0) (-0-5(0-5) (-) (08 (0-8) 0-4) (0:2) (0-6)
1948-52101957-59 22 16 41 3 14 17 12 12 25
(2:5) (1'9) @4 (04 (1-6) (2:00 (1-4) (1-5 (2:9)
1957-59 to 1962-64 3 4 8 1 6 8 2 5 8
©6) (09 (1)  (0:3) (1:3) (1:6)  (0-4) (I-1) (1-5)
Pre-War to 1962-64 41 14 6l 4 2 37 20 2 4
13 ©5 (18 O (') (1-22) (07 (07 (-4
1948-52 10 1962-64 26 21 5| 4 21 2 4 18 35

18 15 33 0-3) (15 (1'8) 109 (1:3) (2:3)

* Wheat, Rye, Barley, Oats, Maize, Rice, Potatoes, Groundnuts, Soybeans,
Figures in brackets are annual per cent rates of growth (compound),
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Table VIlb. Per cent changes in cattle numbers, cattle products output and yield*

Developing regions
(excl. China M.)

(excl. USSR)

Developed regions

World (excl.
China M. and USSR)

Catile Cattle Cattle
Nos. Yield Output  Nos. Yield Owpuwt  Nos. Yield Output
Pre-War to 1948-52 4 7 6 -3 3 4 —1 4
(0:3) (0-2) (05 (0:4) (—0-2)(0-2) 03 — (0-3)
1948-52 to 1957-59 16 22 12 14 29 15 10 27
a9 ©7 (2:6) a-s a7 3-2 (-8 (1-2) (3-0
1957-59 to 1962-64 10 8 10 3 14 10 2 12
(1-:9) (—=0-3)(1:6) (2:0) (0:6) (2:6) (1-9) (04 23
Pre-War to 1962-64 32 42 32 14 50 32 11 47
(1-:0) (0-3) (1:3) (1-0) (0-5) (1-5) (1-1) (0-4) (1-5)
1948-52 to 1962-64 28 33 24 18 46 27 12 42
(1-9) (0-3) (2-2) a7 a3 30 (1-8) (09 27

* Meat and milk in terms of milk equivalent taking 1 unit of meat as equal to 10 units of milk.
Figures in brackets are annual per cent rates of growth (compound).

Table VIII. Net trade as percentage of food supplies, by regions

(+ = net imports; — = net exports)
Pre-War  1948-52 1963-65
Western Europe -+ 21 + 17 + 16
North America + 1 - 6 — 13
Occania — 89 — 83 —102
Far East (excl. China M.) - 2 + 3 + 6
Near East - 1 + 3 + 7
Latin America - 25 - 11 - 9
Africa — 14 - 10 — 10

Table 1X. Consumption of commercial fertilizers, total and per hectare of cropland

Consiunption
Total consumption per hectare of cropland
Pre- 1948~ 1957- 1962~ Pre- 1948 1957—- 1962~
War 52 59 64 War 52 59 64
(Thousand metric tons) (Kg. per hectare)
Far East (excl. China M. and

Japan) 332 352 852 1,746 1-2 1-3 32 65
Near East 100 170 290 516 1:2 20 3-4 61
Africa 110 240 393 563 0-4 1-0 16 2:3
Latin America 140 360 793 1,370 1-4 37 83 143

Mexico and Central America 35 106 297 503 1-1 3-3 9:2 155

N. and W. countries of

South America 65 113 176 396 36 63 9:8 22-0

Brazil 30 54 176 221 1-6 2-8 9:2 116

River Plate countries 2 17 18 39 0-1 0-7 0-8 1-7
Developing regions (excl,

China M. and Japan) 682 1,122 2328 4,195 1-0 16 33 60
North America 1,440 4,570 6,793 9,976 6:3 20-1 299 43.9
Europe (incl. USSR) 6,063 8,239 14,228 19,293 159  21-6 372 50-5
Oceania 360 520 796 1,133 10:3 149 22.7 32.4
Developed regions (incl. Japan) 8,550 14,067 23,285 32,189 13-1  21-6 358 49-5
World (excl. China M.) 9,232 15,189 25,613 36,384 68 11-3 19:0 27-0




12. POPULATION GROWTH AND ITS IMPACT ON EDUCATION

Lim Tay Boh
University of Singapore

How PoPULATION GROWTH AFFECTS EDUCATION

The main impact of population growth on education is its effect on the age-structure of the
population. In countries with rapid population growth, the age-group which shows rapid
rates of growth relates to those attending schools, colleges and universities. Those in the
school and college going age-group 6-19 show rapid growth, and the impact of rapid popula-
tion growth on the age-structure can be clearly seen in projections of future population
covering a period of 15-20 years.

The impact has its effect on enrolment in educational institutions, e.g. enrolment in primary
and secondary schools, and in colleges and universities. The increase in the population in
the current year affects the number of school children entering school six years later. It will
continue to affect the number of children enrolled in schools for a further period of 11 years
after that, The increase in the school enrolment means that more schools will have to be
built, while some classes will have to increase in size. The number of sessions in each school
may also have to be doubled. The impact will also increase the need for more teachers and this
will in turn increase the need for more training facilities to turn out more teachers for the
primary and secondary schools. The financial impact will be reflected in the annual govern-
ment budget for education.

TRENDS OF POPULATION GROWTH

WORLD POPULATION GROWTH
The first points to determine are the trends of world and regional population growth and
their impact on the age-structure. The trends of world population growth are well known.
The rate of growth of world population has been accelerating during the last three centuries,
Between 1650 and 1950, the rate of growth averaged 0-5% per year. Over this period the
rate of growth increased from about 0-3 % per year between 1650 to 1750 to 0:99% per year
between 1900 and 1950. The average rate of growth between 1930 and 1940 averaged 19 per
year. Since the end of World War 11 however, the growth rate has been further accelerated and
has now reached a level of about 1+ 7% per year. At this rate of growth, the world population
will double in only 42 years.

What is significant from the point of view of the impact of population growth on society is
the fact that the future rate of growth is likely to be even higher. According to a UN forecast
of the future rate of population growth, the present world population of about 3,300 million is
likely to increase between 1950 and 1975 at a rate of 2-1 7 per year. This expected rate of
growth is of course based on the assumption of a moderate rate of growth. On the same
assumption, the rate of growth between 1975 to 2000 is expected to increase to 2+6%. This
means that the world population will double in 33 years at the 1950 to 1975 rate of growth
and in 27 years at the 1975 to 2000 rate of growth.

REGIONAL RATE OF POPULATION GROWTH
When we look at the regional picture, the trends in the rate of population growth are even
more alarming. According to Dr. Hernan Roméro, the rate of population growth in the Latin
American region rose from 1-9% in the second decade of this century to 2:8 % between 1960
and 1962, The current rate of population growth is 3 7 at which rate the population is
expected to double in 23 years time, This is a significant rate of increase, especially as Latin
America’s total population of 240 million constitutes about 7 7 of the total world population.

62
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In the South East Asian region the total population is about 230 million which is only
slightly smaller than that of Latin America. This region consists of smaller countries, in-
cluding Burma, Thailand, Cambodia, Laos, Vietnam, the Philippines, Malaysia, Singapore
and Indonesia. Indonesia is an exception because it has a population of about 100 million
and is the largest unit in the region. The annual rate of its population growth is now over
2%. In Malaysia which has a population of about 9 million, the annual rate of population
growth is now about 2- 5%, whereas in Singapore, the annual rate of growth is now about
2:8%. At the current rate of growth, the population of Singapore is expected to double in
25 years.

IMPACT ON THE AGE-STRUCTURE OF POPULATION

The rapid rate of population growth affects significantly the age-structure of the population.
This tends to be concentrated on the younger age-groups. For the highly developed countries
in Europe, the proportion of those betow the age of 20, which includes most of the young
people in the school-going and college-going age-groups, is about 20%;. In Latin America
about 409/ to 459 are in these age-groups. In South East Asia more than half of the popula-
tion are below 20 years old.

In South East Asia the effects of rapid population growth on age-structure can be seen from
the following table which shows the changes in the age-group 5-19 expressed as percentages
of the total population between 1950-1980.

Table 1. Population in age-group 5-19 as percentage of total population in South East Asian
countries, 19501980

Countries 1950 1960 1965 1980
Burma 49-5 499 50-5 515
Indonesia 47-7 48-1 49-4 50-0
Malaya 51-8 54-9 56:2 583
Philippines 55-7 571 57-0 57-3
Singapore 47-7 527 556 58-2
Thailand 539 539 54-6 54-8
Vietnam 471 456 46-3 49-4

The above table shows clearly that by 1980 for nearly all of the countries in South East
Asia, more than half of the population will be in the age-group 5-19.

PopruLATION GROWTH IN THE REPUBLIC OF SINGAPORE

The impact of population growth on education in the small Republic of Singapore illustrates
the problems which confront developing countries with rapid population growth. The small
Republic of Singapore is on a small island with a concentration of population in a rapidly
growing city, The total land area of the Republic is only 224+5 sq. miles but the population
has reached nearly 2 million. Over the last four years population has been increasing at the
rate of about 2:59/.

There is evidence to show that the population has been growing progressively younger
since 1921, From 1921, the proportion of persons below the age of 20 years was 299%;; by
1957 it was 52-¢ 3. This proportion is also true for both sexes. The mean and median age
of the population calculated from data of the threc censuses 1937, 1947 and 1957 are shown as
follows:—

Table 11
Mean Median
1937 266 263
1947 25-2 227

1957 22-9 18-8
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The population of Singapore was approaching a settled one by 1957. With a more even sex
ratio and a high birth-rate the population was progressively getting younger. The pressure of
the population on existing resources will be increasingly felt unless there is a rapid decline in
fertility.

The forecast of the future growth of population has been calculated on existing rates of
fertility and a normal decline in the rate of mortality, and on the assumption of the absence
of any future effect of immigration. This represents a conservative projection. On this basis
the porulation compared with 1950 would treble by 1980. If 1960 population is taken as the
base the population would about double by 1980.

Table 11. Singapore: total population (in millions) estimated for 1950 and projected conservatively
to 1980, and relative increases in population 1950-1980

1980 population per 100
1950 1960 1980 of 1950 population

I-1 16 33 300

The above estimates are based on the assumption that the fertility of the population of
Singapore does not decline. There is evidence of a decline of fertility in the Singapore
population in the last few years. If we assume moderate fertility decline, the estimated
population of Singapore will be about 3- 1 million in 1980 and on the assumption of a rapid
fertility decline, the population will be about 2+9 million by 1980. It is clear, therefore, that
unless there is rapid decline ia fertility, the population of Singapore in 1980 will be about
double that of 1960.

IMPACT ON ENROLMENT IN EDUCATIONAL INSTITUTIONS

Both actual and projected changes in the age composition of the population of Singapore
between 1950 and 1980 show that the population is growing progressively younger, In
1950 the population in the age-group 5-19 was about 48 %+ By 1960 it had risen to about 53 %,
By 1980 it will be about 58 %. By then persons in the younser age-groups will be nearly four
times thosc of 1950 or two and a half times those of 1960.

This rapid growth in the size of the younger age-groups will in turn increase the number
of children and young pcople attending schools and colleges. It has been estimated that by
1970, the total number of school children in Singapore will be over 630,000 compared with
over 340,000 in 1960, i.c. the school population will almost double itself within this decade.

A projection of enrolment in the University of Singapore shows that the student population
by 1970, even on an assumption of a moderate rate of growth, will be four times that of 1960.

IMPACT OF POPULATION GROWTH ON EDUCATIONAL FAcILiTIES

The increase in the school and university student population has important implications from
the point of view of the provision of educational facilities. This is illustrated by the experience
of the USA during the fiftics and early sixties. The increase in the percentage of population of
school-going age, duc to population growth, resulted in the fifties in tremendous pressure on
clementary school facilities throughout the country. The clementary schools in the USA
“were inundated by a tidal wave of postwar babies who reached school entrance age carly in
the fifties, many of whom flowed through the cight years of elementary schooling within the
decade. During the sixties, pressure on clementary schools levelled off, reflecting the plateau
in the postwar birth rate. But the tidal wave continued its relentless surge through the high
schoo!s of the United States in the carly sixtics, and will later in the decade exercise its pressure
on the colleges.”

Enrolment increascs of the magnitude experienced in the USA in the fifties and sixties “ have
not been accompanied by adequate expansion in school plant, facilities and teachers. As a
result, there was a deterioration in the quality of education at the clementary school levels
during the fifties. The adverse effect on the quality of education has spread to the high schools
and colleges during the sixtics. During the seventics the colleges and professional schools will
still be reeling under the impact of rapidly increasing student enrolment. Part of the upturn
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in enrolment especially in high school and college arises from increases ia rates of enrolment
rathe- than the population explosion. Gains in enrolment rate are, of course, indicative of the
rising level of living. The expansion of educational facilities that would be necessary to
accommodate increased enrolment alone would, however, be but a fraction of the present
and prospective needs arising from both higher rates of enrolment and rapid population
growth,”!

In Singupore one of the main quantitative problems posed by the increase in the number of
children of school-going age is the provision of more places in the schools. This problem was
tackled by the present government with characteristic drive and vigour. Two stages in the
handling of this problem may be distinguished. In the first stage attention was paid to the
building of additional schools mainly for primary school children. Most of the existing
primary and secondary schools also introduced double sessions, one for the morning, and the
other for children in the afternoon. Some of the existing schools were extended to provide
more classrooms for the increasing number of pupils. The above measures provided a sufficient
number of places in the primary schools to accommodate the increasing number of school
children. With the problem of the primary school children under control, more attention was
paid in the second stage to the problem of expanding more rapidly the secondary schools. In
this respect the efforts were directed not only to the building of traditional secondary aca-
demic schools, but also to the building of more secondary vocational and technical schools,
Since 1960, the government has pushed forward vigorously its programme of school building
which has resulted in the completion of a total of more than 70 additional schools.

Its record in this respect over the five- year period 1961-1965 can be seen from the following

table.
Table 1V. Number of primary and secondary schools built in Singapore, 1961-65

Type of school 1961 1962 1963 1964 1965
Primary 6 11 9 N.A* N.A*
Secondary (Academic) 4 3 2 7
Secondary (Vocational) - 1 1 3
Secondary (Technical) - - 3 4 3

5 16 7 13

Total 10 |

* Not available.

The total number of primary schools in the Republic in 1964 was five less than that for
1963, and in 1965 was one less than that for 1964. This may have been due to the reorganiza-
tion of primary schools into larger units, It is probable that while additional primary schools
continued to be built, the main effort of the Ministry of Educatio; was concentrated on the

building of secondary schools.
The increase in the total enrolment in the primary schools which was made possible by the

expansion of primary schools is shown in the following table:—

Table V. Total enrolment in the primary schools, Singapore, 1960-65 (in thousanas)
Primary schools 1960 1961 1962 1963 1964 1965

Government and

Government aided 280-8 2987 315-5 3328 350-0 359-5
Privaie 9.7 9-2 9-2 87 82 7:3
Total 2905 3079 324:7 341-5 358-2 366-8

It can be seen from the above table that the total enrolment in the primary schools in 1965
increased by about 26 %, over that of 1960,

F
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The secondary scnool enrolment in 1965 was, on the other hand, almost double that of 1960.
This can be seen from the following table;—

Table VI, Total enrolment in the secondary schools, Singapore, 1960-55 (in thousands)

Secondary schools 1960 1961 1962 1963 1964 1965

Government and

Government aided 563 653 68-7 80-5 98-3 113-3

Private 30 26 6 4-0 4-3 4-0
Total 59-3 67-9 72-3 84-5

102-6 117-3

The increase in the number of school children poscd a problem of whether they should all
have an academic type of education at secondary level or whether their education should be
diversified by the provision of more vocational and technical schools. The policy of the
Singapor Government was to give greater emphasis to vocational and technical educatijon.
During the last five years, the Singapore Government has included in its programme of school
building the construction of 6 vocational and 10 technical secondary schools besides that of
building new secondary academic schools. The Singapore Vocational Institute was opened in
1963 for the training of craftsmen, while the Singapore Polytechnic provides courses in
building and engineering at technicians level,

The quantitative problem of expansion has, however, unfavourable consequential effects
in that the increase in the size of student enrolment was accompanied by a deterioration in
the quality of school education. Among the factors which have been responsible for this
deterioration is the increas. in the size of the classes (the maximum for each class is 44)
and the decline in the teacher-pupil ratio. The expansion in the student enrolment has imposed
a severe demand on the supply of teachers. As a result, the quality of teaching suffers on two
accounts—(a) owing o the need to recruit additional teachers in large numbers within a short
period of time, many of the teachers appointed are not of high calibre, and (b) the crash
programme of teacher-training which was necessitated by the need to train teachers in large
numbers on a part-time basis, diluted the standard of training of new teachers. In the primary
schools, the quantitative problem of the number of teachers required to man the classes in
the schools was solved by increasing the supply of teachers trained under the crash pro-
gramme, but there are serious weaknesses in the quality of education. In the secondary schools
there is still a severe shortage of graduate teachcrs. Moreover, such graduate teachers as are
trained under the crash programme of a year of part-time training cannot play as effective
a role in raising the quality of secondary education. There is statistical evidence of the increase
in the number of teachers at both primary and secondary level. But the defects and the
quality of education due to rapid expansion of the student population are still engaging the
attention of the school authorities and the Ministry of Education.

The only college for the training of teachers, the Singapore Teachers’ Training College,
continues to play its role in helping to solve the problem of the supply of teachers for the
primary and secondary schools. During tne last few years, the number of trainces enrolled
in the college has increased from 2,330 in 1960 to about 3,600 in 1965. The University of
Singapore School of Education gives a one-year full-time training course to graduate teachers
who wish to qualify for the University Diploma in Education. The supply of graduates from
this source serves to supplement the total supply of graduat.s for the secondary schools.

The major problem in the expansion of training facilities in the Singapore Teachers'
Training College is the difficulty in the recruitment of qualified instructors or lecturers. A
large number of these must necessarily consist of those who have done graduate work cither
in the University of Singapore or in overseas universities. The need to turn out in the first
place, degree graduates for the schools as well as to provide higher training for potential
lecturers to staff the Teachers’ Training College, impinges more and more on the limited
resources of the University. The University itself is facing difficulties in recruiting staff of
high calibre in the severely competitive international market, and its own modest programme
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of expansion is being hampered by severe limitations of finance and difficulties of staff
recruitment.

FINANCIAL IMPACT Or POPULATION GROWTH

The impact of population growth on the government budget for education is shown by the
rapid growth in government expenditure on educetion during the last few years. The 1967
government budget for education is $47-9* million, compared with $22- 7 million in 1961, an
increase of 110-79%,. It now constitutes 25-6%; or more than a quarte- of the total govern-
ment budget. In 1961 it was only 209 or one-fifth of the total government budget. The
education budget includes an allocation of $5-5 million for higher education, This is aberit
11-59% of the education budget or about 39 of the overall government budget.

As a result of the expanded school building programme, capital expenditure on school
buildings increased sharply from $0-2 million in 1960 to $2-3 million in 1962 and to over $3-3
million in 1963. Owing to the competitive claims of other important aspects of national
development, especially economic and industrial development, it will be increasingly difficult
to allocate sufficient money to finance the expansion necessary to cope with the effects of the
impact of an explosive population growth,

* § = U.S. Dollars.
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13. IMPACT OF POPULATION GROWTH ON MENTAIL HEALTH

G. M. Carstairs
Department of Psychiatry, University of Edinburgh, Royal Edinburgh Hospital

INTRODUCTION

When statisticians warn us about the inevitable consequences, in terms of population, if
recent trends are allowed to continue unchecked during the next few generations, our first
concern has naturally been over the basic uestion of survival: will the world’s resources
suffice to feed all those extra millions? No sovner have we heard the arguments on this theme,
than we find ourselves facing the next questio:': what will be the qualitv of the life led by the
inhabitants of an over-crowded planet?

in former centuries, the vast majority of mankind could not indulge in the luxury of
aspiring to a high standard of living. Simply to survive into late adulthaod, at the same level
of subsistence as one’s forefathers, was good fortune enough. From the time of the earliest
pre-historic civilizations to the present day, in almost every human society, it was only the
privileged elite who were in a position to cultivate their sensibilities, and to expand the
boundaries of human experience and understanding. As recently as the beginning of the
present century, the very chances of survival through early infancy were more than twice as
high for the children of the rich as for the children of the poor in the same city. Throughout
the world, survival has become more generally attainable, for rich and poor alike; and now,
for the first time in the history of mankind, education, self-awareness and the aspiration for a
meaningful and satisfying life-experience are being shared to an increasing extent by the
entire mass of the population.

Inevitably, once the killing disease: and the threat of starvation have been averted, people
become increasingly aware of, and discontented with, minor forms of discomfort or un-
happiness. One of the striking changes in morbidity, in both highly developed and in deve-
wping countries during recent decades has been the apparent increase in neurosis and
psychosomatic disorders. These functional illnesses—which some people would prefer to
regard as manifestations of ‘“‘problems of living” rather than of disease—have long been
recognized among the privileged classes. Already in 1689 Thomas Sydenham declared that
half of his non-febrile patients, that is a sixth of his total practice, were hysterical, and in
1733 George Cheyne stated that a third of his patients were neurotic.

But both Sydenham and Cheyne were fashionable physicians, whose clientele was drawn
from the wealthy minority of the English society of their day. Sydenham himself observed
that hysteria was commoner among womer of the leisured classes than among those who had
to toil. 1t is only in the present day that tne working classes have been in a position to enjoy
the luxury of being neurotic; but recent surveys, both in the East! and in the West? have
shown that already the rates for almost every form of mental illness are highest among the
socio-economically under-privileged sections of contemporary societies.

It must be emphasized that the very marked increase in the “visibility" of mental disorders
in most countries of the world is partly due to the better control of infections and other
serious physical illnesses. Neurosis is a by-product of a raised level of expectation of the
quality of life-experience; it can, therefore, act as a spur towards the further enhancement of
the standard of living--provided, of course, that steps can be taken to remedy the adverse
environmental factors to which the symptoms of neurosis have drawn our attention.

Here we are confronted by a vital question: what will be the consequences, for mental

health, of a massive increase in human populations?
68
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As yet, th~ Zzience of human behaviour is not sufficiently developed to be able to answer tliis
question with precision, or even with confidence. Nevertheless it is possible to learn from
studies of animals, both in their natural environment and under experimental conditions, and
to note certain apparently invariable consequence of severe overcrowding; with due caution,
one can infer similar repercussions of overcrowding in man. There are also a number of
direct observations, in human populations, on the inter-relationships between overcrowding
and certain indices of mental health, from which we can predict with greater confidence the

likely consequences of overcrowding on a still larger scale.

STUDIES OF ANIMAL BEHAVIOUR

At first sight, it might seem that much could be learned from observations on species such as
lemmings, or voles, which are subject to periodic fluctuations of population size. It proves,
however, that these fluctuations are determined by rather gross ~nvironn..ntal factors of
food supply or infection, which predominate in importance over social .nteractions. On the
other hand, the work of ethologists, has taught us a great deal about the interaction of innate,
tiological propensities and learning experiences in many animal species. At a relatively
crude level, this can be shown in the modification of the animals’ adrenal size and activity. The
adrenals play an essential role in an animal’s response to stress, whether by fighting or by
taking flight. There is a conspicuous difference between the size of the adrenals in wild rats
and in rats which have been bred for generations in captivity, the latter having much smaller
adrenal glands. When wild rats are caged, and allowed to breed, a diminution in adrenal size
becomes apparent in a few generations.

Adrenal activity is stimulated by social interaction especially by the challenge of attack and
the need for counter-attack in self-defence. It is an interesting finding that the quality of the
stress response takes on a different character for the animal which is victorious in the contest.
Such an animal can go from strength to strength, able to fight one battle after another ar.d in
the intervals of fighting its sexual potency is also at a high level. In contrast, an animal which
undergocs a series of defeats becomes debilitated, even although suffering no obvious physical
injury, and is sexually less active. The biologist, S. A. Barnett, has epitomized this reaction as
follows: “evidently the bodily response to humiliation resembles, in some ways, that to danger
to life or limb™.* Usually the loser in such contests is able to survive by escaping from the
scene of battle and thercafter refraining from challenging its victor; but there are situations
both in the wild and in the captive state where animals are unable to escape, and are repeatedly
confronted by the threat of a contest in which they are doomed to defeat. There are well-
#uthenticated observations, in rats, of the weaker animal’s sudden death under such circum-
stances, and even careful post-mortem examination has failed to show any organic pathology
to account for these deaths®. An analogy may be found in observations on the toxicity of
amphetamine drugs, whose action is similar to that of adrenaline, the secretion of the medulla
of the adrenal gland. A relatively small dose of amphetamine will prove fatal to a rat which is
confined in a cage with many other rats, whereas a rat which is kept in isolation can survive
doses of amphetamine up to four times greater. It is presumed that the effect of the drug is
greatly enhanced, in the former siwation, by the numerous stressful interactions with the
other rats, cach of which stimulates the output of more adrenaline until complete exhaustion
supervenes.

These, of course, represent extremes of over-stimulation. Many species of animals and birds
have evolved sclf-protective behaviour patterns to ensure that such extremes will not occur.
Typical of these behaviour patterns is the “*peck order™ or status hierarchy, by virtue of which
a group of animals who meet cach other regularly first fight each other, and then mutually
agree a rank order nf ascendancy after which the animal of inferior status invariably concedes
in the face of a challenge from those above him in rank. Wynne-Edwards® and Leyhausen®
have-shown that status hierarchies can be cither abselure, where every member of a group of
animals invariably remains in the same position in relation to each of his fellows, or refative,
in which under different circumstances of time or place the individual's respective degrees of
ascendancy over cach other may change. Absolute status hicrarchy is most likely to be found
where all the animals in a group share the same living-space, and it becomes most cleariy
defined when that space is a restricted one.
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Relative dominance is seen most clearly in animals which have individual territories. When
on their home ground, they are often able to vanquish an intruder and compel him to retreat
whereas if they are challenged by the same individual on his home territory they in turn will
admit defeat. It seems that not only birds, but most mammals (including man) exhibit this
kind of territorial behaviour. Not only football teams, but all of us, tend to perform best on
our home ground—mental as well as physica’—and to resist anyone who ventures to challenge
us there. Naturalists have recognized in te. ritorial behaviour, and in the varying degrees of
dominance associated with the centre and the periphery of the territory, a self-regulating
mechanism which ensures an optimal degree of dispersion of the species.

When animals such as domestic cats, which customarily enjoy quite & wide range of move-
ment, are crowded together in a limited space there tends to emerge one particularly tyrannical
**despot” who holds all the others in fear, and also one or more whom Leyhausen® terms
*“pariahs”, at the bottom of the status hierarchy. These unfortunate creatures, he observes, are
*driven to frenzy and all kinds of neurotic behaviour by continuous and pitiless attack by all
others™. Although these *pariahs”™ bear the severest brunt, the whole community of cats held
in such close confinement is scen to suffer. These cats *‘seldom relax, they never look at ease,
and there is continuous hissing, growling and even fighting. Play stops altogether, and
locomotion and exercise are reduced to a minimum®. ¢

This clearly represents a pathological social situation, in which overcrowding and confine-
ment conspire to accentuate disturbing confrontations between individuals. Another observer,
studying the behaviour of colonies of rats under different degrees of overpopulation observed
similar changes in their customary interrelationships. Where overcrowding was most marked,
the enforced social interactions were seen to interfere with the satisfaction of quite basic
biological needs such as feeding, nest-building and the care of their young. Normally, mother
rats whose nest is disturbed will carry their young one by one to a place of safety, but in
overcrowded pens this behaviour pattern was lost, and the rats’ maternal care became so
faulty that in one experiment 80%/ and in another 96 of all the young died before reaching
maturity, Among the males, some became ascendant over their fellows but others showed a
number of disturbances of behaviour, of which two patterns were particularly striking: some
males appeared to opt out of sexual and social interaction altogether, skulking alone on the
periphery of the group, while others became morbidly pansexual, mounting female rats,
whether receptive or not, whenever iney could do so without being attacked by one of the
ascendant males. These hyperactive rats contravened many of the norms of behaviour of
their group, even becoming cannibal towards the young of their own kind.’

It is, of course, a far cry from the behaviour of rats and cats to that of humans; but
observations on the behaviour of higher primates have a more immediate relevance. Recent
studies of apes and monkeys in their natural habitat have greatly modified earlier pre-
conceptions about the frequency of both fighting and sexual behaviour, based upon observa-
tions of apes in captivity. In the wild state, protective mechanisms operate to control the
frequency of both types of behaviour; but when groups of primates outgrow their territory,
the frequency of quarrelling and fighting increases.* The kehaviour of cagea apes, on which
Zuckerman® based his generalizations of primate behaviour has proved to be only a travesty
of their conduct in the wild, the product of their being confined in overcrowded conditions
without the possibility of escape. In human populations, however, boundaries can be set by
social institutions and by communicated attitudes and values, and these boundaries can under
certain circumstances create a sense of confinement no lass demoralizing than the bars of a
cage:

OBSERVATIONS OM HUMANS

It is perhaps significaut that Leyhausen and Lorenz, the two naturalists who have devoted
more attention than almost any others to the disruptive effects of overcrowding, themselves
Foth underwent the painful expes.c.ce of being closely confined in a prisoner-of-war camip for
several years. Their personal observations, which have been corroborated by other medical
and psychiatric witnesses'® '* were that when a group of men were penned up together in
close quarters for many months on end they tended to become hyper-irritable, and to find
cach other’s small mannerisms positively into'erable,
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These, too, like the observations on caged cats and rats, were instances of extreme condi-
tions; and yet one has to realize that there are many impoverished groups in the world whose
conditions of life today are scarcely better. In theory, of course, they can escape from their
surroundings; but in practice the “culture of poverty” can induce a sense of despair of ever
being able to escape.!? One is tempted to draw an analogy between the rat which is subjected
to a series of physical defects, or the “pariahs” in an overcrowded colony of cats, and the
members of problzm families in our city slums who display a seeming inability to make a
successful social adaptation. Many years ago, Faris and Dunham!* drew attention to the
ecological concentration of certain forms of mental illness in those parts of a large city where
social disorganization—or anomie, as Durkheim?* had earlier described it—was most marked.
Subsequent research has challenged Dunham’s specific contention that schizophrenia is
generated by the conditions of life in a socially disorganized community; but many otlier
studies have confirmed his demonstration that alcoholism, illegitimacy, divorce, delinquency
and numerous other forms of social pathology are most prevalent in such areas.

There remains, however, an interesting contrast, in the social correlates of suicide and
attempted suicide respectively—at least, as they are observed in cities of the Western world.
Suicide rates are highest in areas where many people live in a state of social isolation, bereft
of the support of family, or of any other primary group. On the other hand studies of at-
tempted suicide have shown that the most important social correlate is overcrowding.
Typically, the person who makes a non-fatal suicidal gesture has been harrassed beyond
endurance by recurrent friction within the domestic group, in cramped and overcrowded
premises. Here too, as in the instance of rats’ dose-resistance to amphetamine, one can see the
mutual reinforcement of multiple factors. A majority of those who attempt suicide are
relatively young men and women, who often have had a bad start in life with unstable or
absent parent-figures. These patients tend to experience great difficulty in iheir turn, in
forming inter-personal relationships: they are often at the same time demanding and in-
considerate towards others, and yet themselves emotionally immature and dependent. Their
deficiencies prompt them to seek out partners from whom they hope to derive support, but
all too often the partner whom they select is handicapped in much the sanie way; so far from
meeting each other’s dependency needs, these unfortunates only succeed in making each
other’s state even worse than before, Often, too, they turn to drink or drugs to allay their need
for dependence and this in turn further impoverishes their ability to form rewarding personal
relationships.'®.!” During recent years, countries have been obliged to take stock of increasing
rates of alcoholism, delinquency and attempted suicide, indicating that an increasing number
of citizens in our large cities feel alienated from the goals, and the rewards, to which their
fellow-citizens aspire—and alienated so profoundly that they despair of ever being able to get
back into the mainstream of humanity.

Alienation and despair are the product of extreme situations—such as, for example, were
realized in the grotesque, docmed socicties of the Nazi concentration camps. Many, if not
most, of the inmates of such camps Jound themselves surrendering their customary st dards
of behaviour and their values, becoming completely disoriented by the inhuman conditians
under which they were forced to live.!?

There have been crises, in the course of human history, when quite large sectors of mankind
experienced this sense of alienation from participation in the life of their fellow-countrymen.
Sometimes, after prolonged dep.ivation, their discontents have exploded in outbreaks of
revolution, as a result of which a new social order has been created; but at other times leader-
less masses of the dispossessed have shown themselves only too ready to become the dupes of
mentally unstable, yet charismatic de.nagogues, who promised inem a magical deliverance
from their miseries. The historian Norman Cohn'® has shown huw often in European history
periods of social and economic disruption have resulted in quice large populations feeling
trapped and victimized: and without exception these alienated sections of society have
resorted in the end to violence. The same phenomenon has occurred repeatedly in modern
times, when the pace of political change has outstripped a society's capacity to meet the newly
aroused expectations oi its 1iembers. When, because of increasing overpopulation, the
standards of living actually decline at the very times when pecople’s aspirations have been
raised, the stage is set for further outbreaks of collective irrationality and violence.?®
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It is imperative that we recognize the gravity of this threat, because mankind today possesses
weapons of such destructive power that the world cannot afford to risk outbreaks of mass
violence; and yet the lesson of history points to just such a disaster, unless population control
can be achieved before vast human communities degenerate into the semblance of concentra-
tion camp inmates, if not to that of Zuckerman’s pathologically belligerent apes.

—

REFERENCES

. LN, T. Y. (1953). Psychiatry, 16, 313.
. SROLE, L., LANGNER, T. S., MicHAEL, S. T., OPLER, M, K., & RENNIE, T. A, C. (1962). Menta

Health in the Metropolis. New York: McGraw Hill.

. BARNETT, S. A. (1964). Lancet, ii, 803.
. WYNNE-EDWARDS, V. C. (1962). Animal Dispersion in Relation 1o Social Behaviour, Edinburgh

and London: Oliver and Boyd.

. LEYHAUSEN, P. (19654). The communal organisation of solitary mammals. Sym. Ray. Soc. Lond.,

14, 249,

. LEYHAUSEN, P. (1965h). The sane community—a density problem? Discovery, September 1965.
. CALHOUN, 1. B. (1963). Population density and social pathology. (The Urban Condition.

L. J. Duhl, Ed. New York: Basic Books.)

. DE VoRE, L. (1965). Primate Behavionr, New York: Treubner King.

. ZUCKERMAN, P. G. (1932). The social life of monkeys and apes. London: Kegan Paul.

. BETTELHEIM, B. (1963). J. abnorm. soc. Psychol., 58, 417.

. COCHRANE, A. L. (1946). Brit. med. J., i, 282.

. GmBeNs, T. C. N. (1947). The psychology and psychopathology of the Prisoucr of War, M.D.

thesis, University of Londcn.

. LEWIs, OSCAR (1959). Five Families: Mexican Case Studies in the Culture of Poverty, New York:

Basic Books.

. Faris, R.E. L., & DuNnam, H. W. (1939). Mental Disorders in Urban Areas. Chicago University

Press.

. DURKHEIM, E. (1897). Le Suicide. Paris.

. KesseL, W, L. N., & McCurracH, J. W. (1966). Proc. roy. Soc. Med., 59, 89,

. Kesser, W. L. N. (1965). Brit. med. J., ii, 1265 and 1336.

- EmiNGeR, L. (1961). Concentration Camy Survivors in Norway and Israet, Allen and Unwin.
. ConN, N. (1957). The Pursuit of the Millenium. London: Secher and Warburg,

. WoRsLeY, P. (1957). The Trumpet Shall Sound. London' MacGibbon and Kee.



RAPPORTEUR’S SUMMARY
The four speakers had to condense their remarks within the time limits assigned, and to
concentrate on the most important aspects.

Insofar as their formal presentations are concerned, no additional statements are required
over and above the submitted papers contained in this volume.

The first topic chosen for discussion was mental health. There was an indication that under
some circums‘ances, the anxiety and stress caused by the rapid growth of population would be
rather conducive to an increase in production, providing it was not too serious. This “divine
discontent™ has stimulated progress in social reform. Another comment was concerned with
the relatively high risk of mental and physical illness particularly among those individuals
migrating into cities from rural areas. During the period of adjustment to a new environment,
there are often seen relationships of aggressor versus victim. After a complete transition from
a rural to an urban way of life, people tend to practice family planning, but early education in
family planning is necessary to cope with this problem. Furthermore, it was pointed out that
a higher prevalence of mental disease among the socio-economically under-privileged might be
better explained by their higher expectations for a better life rather than by the level of their
1.Q., which could be relatively high.

As for education it was reported that 259 of the total revenue was spent on education in
Singapore. Also, the speaker from Singapore emphasized the need for edu-ational develop-
ment to proceed hand in hand with over-all social and economic developmet. Without such
consideration, the increase in the number of highly educated men and women might only give
rise to frustration on the part of many individuals when they are faced with the reality of the
unavailability of satisfactory jobs. It was stated that an increase in education did not mean an
increase in quantity alone; opportunities for more advanced technical and vocational educa-
tion were required as well. Graduates with certain technical skills are obviously in a better
position to seek better jobs. Likewise, if we could give farmers a feeling of sccurity for their
products by providing a guaranteed market such as *“food bank”, they would become more
receptive to technological advancement.

In relation to the topic of food supplies, discussions were mostly concentrated on the role of
FAO. It was recognized that the contributions made by FAO in the past were outstanding.
However, it was admitted that there were still so many problems in many countries—in some,
political difficulties were involved in the problem of food production, and in some others, a
real difficulty was the education of food producers as compared with the fairly efficient
education of consumers. The solution calls for approaches from various angles; institutional
reform on a large scale as well as international trade and aid. The representative from FAQ, on
the other hand, called attention to the nature of the organization; because of its international
structure, it could not act directly in individual countries; the initiative must come from the
government concerned te ask for the FAQO’s possible active contributions. Also, in a discus-
sion with particular rcference to Latin America, the possibility of doubling or even trebling
the arable area was suggested. However, more important is an increase in productivity in
order to raise the yield per unit of land, which certainly calls for more research into tropical
farming,.

In the last place, there were brief discussions about housing. The speaker from Poland
presented his observations on the relationships between housing and population growth on
the basis of his experience in Poland. Three stages are recognizable; from the first ““pioneering
stage" they move to the second stage of “planning new homes™ in which a baby boom occurs
as a result of a *feeling of security.” Then there comes the third ‘‘stage of stabilization’* which
is characterized by lowered fertility as a result of the drive for material goods.

The discussions, though fragmented by each topic for the sake of procedure, indicated that
in actuality there were obvious close interrelationships between the four subjects of housing,
education, food and mental heaith as related to population problems.
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PATTERNS OF FAMILY LIFE

14. THE FAMILY AS A SOCIAL UNIT:
RESPONSIBILITIES OF HUSBAND AND WIFE

Aziza Hussein

Delegate of the UAR to the UN Commission on Human Rights

The family, according to sociologists, is the only institution so far devised by human society
for the preservation of its race and its culture, Viewed abstractly, it is the most stable, enduring
and universal of all social institutions, Church and State included. Having existed in pre-
history, the fam:ly institution is said to satisfy certain universal needs among men in all times.
For this reason, calculated efforts to destroy the family institution on so-called Utopian
grounds appear to have systematically failed.

There are different forms of family systems which correspond to variations in social
cultures. Every society devises its own family structure based on the formula which proves
successful in satisfying certain basic human needs under its particular circumstances. In their
various and ever changing forms all family systems aim to achieve one common goal,
considered essential for the very survival of society, which is procreation and the support and
socialization of children.

According to Murdock, after his study of 25 different societies, the nuclear family, which is
made up of husband, wife and children, was found to be universal, whether it be an indepen-
dent unit or attached to a larger family aggregate. Murdock lists four basic functions which
are performed by the nuclear family. These are sexual cohabitation, economic cooperation,
procreation, and the socialization of children. It is the combination of these four functions
which have given the nuclear family its universal utility.

I shall take these functions as outlined by Murdock as a basis for the preliminary discussion
of the subject of the responsibility of husband and wife in the family.

1. Sex cohabitation is a necessary condition for procreation and serves to cement the
affectional relationship between husband and wife. Because sex is a powerful instinct,
restrictions and taboos are imposed on sex activity by all societies. These serve to establish
the physiological nature of the offspring in the family, as well as to ensure the harmonious
relationships upon which human social life should rest. Sex controls and licences differ from
one culture to another. Some societies allow sex activity outside of marriage; others demand
chastity before ma-riage and fidelity during marriage. Under the most permissive culture,
iiowever, freedom of sex intercourse does not usually extend to include freedom of pro-
creation—there is no place for children born out of wedlock in almost all societies. And in
societies where standards of chastity and fidelity are required, on religious or other grounds,
the fear of illegitimate procreation places a heavier burden of respoisibility upon women,
married or unmarried. In many of these societies chastity becomes by and large to be solely
demanded of the girl, while boys may even be encouraged *‘to sow their wild oats”. In the
same way infidelity committed by a wife is considered a graver offe:ice than when committed
by a husband, not only socially but very often legally. Unequal treatment of men and women
with regards to adultery crimes in many national legislations is but another reflection of this
double standard of sex morality. The new sex revolution, which is beginning to spread in
Western saciety (and which is viewed with horror and indignation in the Oriental part of the
world), is among other things a reaction against this traditionally unbalanced outlook on sex.
According to the proponents of the new view, contraception is one of the important means
of achieving equal moral responsibility in sex matters between men and women, in and outside
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of the family. It serves to dissociate the procreative function from the sex activity, so that no
penalty need be attached to the women’s sex behaviour,

2. Economic cooperation is another function which holds husband and wife together and
which makes possible the rearing of children, Man and woman make an exceptionally
efficient cooperating unit by virtue of their primary sex differences. The utility of such a
division of labour between man and woman in the family, exercised over the centuries, is made
partly responsible for what is now called sex temperament and sex aptitudes—these are now
attributed more to “‘habituation to different occupations in adulthood and early sex-typing
in childhood” than to innate psychological differences. This assumption finds support in the
fact that modern women have entered almost every field of occupation which had been
traditionally considered a masculine preserve,

The modern phenomenon of the employment of women outside the home and the entire
philosophy of female equality, which was brought about by social, economic and political
developments all over the world, **has no precedent in world history, and its implications for
the family are far reaching”. The ancient division of labour, which has everywhere given
function and solidarity to the family, is giving place to a new concept of inter-personal
cooperation and almost interchangeable roles between husband and wife. This results in a
tendency to redefine marriage as a “mutually contingent pair of careers™,

3. The third indispensable function of the family is procro~*icu, which is the natural result
of sex cohabitation. Not only do offspring satisfy psychological, spiritual, and often economic
needs of individual parents, but human society has always had a stake in the maintenance of
its numbers, and therefore has insisted that parents fulfil this obligation. Sanctions have
often been applied against measures which threatened to curb procreation. High mortality in
the past due to various hazards, epidemics, wars, famines, unavailability of adequate medical
care, etc., was responsible for a subconscious fear of racial extinction. For this reason,
perhaps, a narrow conception of womanhood developed over the centuries which emphasized
the preservation of the species role of women at the expense of their human rights as persons
free to exercise their personal power and to shape their destiny. To relieve themselves of the
drudgery of unplanned pregnancies, women have almost everywhere resorted to one standard
course: induced abortion, probably the most widespread crime committed by women for long
centurics. With the population surge posing a new kind of threat to humanity, conception
control is being recognized as a **social necessity for the well-being of the entire socicty, and
not as a concession to the individual wishes of particular women”, As parenthood becomes
voluntary, not ouly are women deiivered from the biological servitude of unplanned pregnan-
cies, but children come to be wanted **more consciously as expressions of the creati/e ang
affection-giving potentialitics of their parents”,

4. The fourth universal function of the nuclear family, as listed by Murdock, is the
socialization of children. While the physical rearing of the small children is almost the
exclusive responsibility of the mother, their social rearing is more cqually distributed between
father and mother. This includes the subjugation of inborn impulses by cultural discipline as
well as the transmission of traditional knowledge and skill. While kinship groups or outside
agencies may share in the socialization process of the children, it is the immediate family
whizh has the primary respensibility for the personality developrent of the child, whose

psychological and social make-up is in a sensc an expression ' v “:mily’s values. No
agency can supplant the family in this respect.

In countries of high birth-rate and low standard of living, ther.;» . - of child-rearing is
physical survival. The higher the standard of living, the greater the = - unal, intellectual and

spiritual investment by parents in their children. In some highly developed industrial societies
self-conscious improvement for competent parenthood is sought with th: assistance of
professionals. Parents are getting to be aware of their responsibility for the kind of personality
they turn out as their product.

There is a broad historical movement away from the joint-family system, in which several
generations and degrees of relationships are combined, towards the independent nuclear form
of family, characteristic of mobile industrial societics. The traditional family performed
many functions—social, political, religious, educational, responsibility for the aged, etc.,
which had promoted family solidarity, but most of which have in modern societies been taken
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over by outside institutions. According to conservatives the joint family conferred on its
members an unquestioned sense of identity and security, while the member of the modern
mobile nuclear family tends to suffer from a sense of isolation and loneliness. Moreover, the
increase in the incidence of divorce in modern societies, the relinquishing of parental
authority, the new libsralism in sex ethics, and the increasing employment of women outside
the home are all taken by them as an indication of the impending disintegration of the family
system. The optimists, on the other hand, consider these developments as marking a tem-
porary state of reorganization in which the nuclear family will be increasingly integrated into
the larger human society whereby the rights, dutics and loyalties of its members transcend
kinship relationships, and reach into the world community of the brotherhood of man.

Although there are general trends of changing family patterns in the world, yet in different
cultures the changes take somewhat different forms. Here [ shall take the Egyptian society,
of which I am most familiar, as the specific example for a further discussion of the problem.

Egyptian society seems to be at the threshold of drastic social changes. The stability of its
traditional family system is being shaken through social, economic and political developments,
which started at the turn of the century, and which have increased in intensity in the past
decade, The traditional family system of Egyptian society has for a long time been dominated
by three main factors: Moslem family law, the family patterns of an agrarian society, and the
tradition of the seclusion of women called the Harem.

1. For the majority of Egyptians the Mosiem Sharia law defines some of the most important
facts of their legal rights and responsibilitics in the family. Under this law, which reinforces
the social values of the extended family system based on patriarchal authority, the husband
has privileges as well as responsibilitics not shared by his wife. A Moslem man has the right
to marry more than onc wife as well as the right to divorce his wife at will without recourse
to court. He is res'ricted, in the exercise of these privileges, only by the dictates of his religious
conscience. In fact he is enjoined by the Koran (the Moslem Holy Book) cither to treat his
wives with absolute justice—**and you will never succeed no matter how hard you try”—or
to marry only onc wife. (The licence to marry up to four wives was already a restriction over
pre-Islamic practice.) Moreover divorce is described in the Koran as *‘the most hated of
God’s permitted acts™, and the Prephet Mohammad is quoted as saying: **The most perfect
among the believers are those kindest to their womenfolks™. These privileges are now
strongly contested by progressive clements in the Egyptian society, both men and women.

The Moslem woman, on the other hand, once married (by her freely signed consent),
cannot obtain divorce except through court ruling on the basis of certuin specified grounds
among which are lack of adequate maintenance by her husband, physical violence, impotence,
etc. ... A divorced wife has the right of custody of her children up to a certain age, 7 and 9
for boys and girls respectively. But the father is their natural and legal guardian.

The Moslem man has further privileges in inheritance rights (he inherits double the share
of the woman). But this privilege is not strongly contested, as it is often justified by the fact
that the head of the family has maintenance obligations not only t~ his wife and children, but
to dependants of his extended family, especially his aged parents. Moreover, women are
considered dependants irrespective of age, and as such entitled to maintenance by their
closest male kin. While they have independent property rights, and an independent legal
personality, they are not required to contribute in any manner to the financial support of the
family.

Although arguments are still sounded defending thc sacredness ond unalterability of
Moslem Sharia Law, as well as its underlying wisdom in halancing family rights with
responsibilitics, and in providing a system of social security for the family, the revision of
these laws is under serious consideration by the official authoritics in Egypt—a few other
Moslem countries have already taken steps in this direction. The view is held by more and
more Moslems that Islam is a progressive religion which makes allowance for the modifica-
tion of its social legislation—to be differentiated from its purely theological dogma—in
accordance with changing conditions and in conformity with the current interest of the
community.

The view of Islum on some aspects related to sex is worth noting here. Sex according to the
Moslem religion is an important and legitimate function of married life, both for the husband
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and the wife, and not only a means for procreation. In fact the wife’s deprivation of sex life
entitles her to a judicial divorce. As to birth control, the Prophet Mohammad is said to have
permitted his disciples to practise it under certain conditions. This fact is used as an argument
in the Egyptian family planning campaign, to give a religious sanction to birth control. On
the question of sex offences or adultery, the Moslem Shari.a Law deals equally with men and
women. However, this is one case in which the Egyptian penal code deviated from the
Moslem Shari.a, and borrowed a foreign legal system which discriminates between men and
women in the penal treatment of adultery crimes.

2. Another dominant feature of the farnily system in Egypt is the tradition of an agrarian
society, The vast majority of Egyptians are agriculturally occupied or have their originina
rural background. Under this system the home and field are one economic unit in which
husband and wife play complementary parts. Marriage is an economic necessity; hence is
contracted at an early age, often below the legal minimum standard (16 and 18 for girls and
boys respectively). Children assume responsibilities very early in iife, accept their parent’s
authority unquestioningly, and are considered a source of security for their parents in their
old age. Although peasant women are known to resort to induced abortion, they generally
tend to regard uninterrupted child-bearing as a protection against the possibility of their
repudiation by their husbands. In fact an important part of the status of the rural woman is
derived from her child-bearing potential. The rural family is the centre of most functions,
social, economic, religious, educational, political, etc., and family interests supersede those of
the individual or of the community—the larger the family, the greater its social prestige,
political importance and strength especially in the face of family feuds, which are a special
feature of Upper Egyptian society.

3. The tradition of the seclusion of women, commonly attributed to the Moslem religion,
had its origin in pre-Islamic civilizations, such as Persia and Byzantium. It had been practised
to differentiate the free woman from the slave-girl who was exposed for public scrutiny in the
slave market. Having been adopted by Islamic socisty, this tradition plagued the life of
Egyptian women for centuries, and became morcover a sign of prestige and status. One day
45 years ago, an upper-class Egyptian woman, Mrs. Hoda Shaarawi, undertook to defy this
tradition publicly by dropping her veil into the Mediterranean, and thereafter starting a
movement for the emancipation of Egyptian women. To appreciate the significance of the
subsequent change that took place in the role and status of the modern Egyptian woman, it is
important to have a look into the practical implications of this long-standing tradition of
seclusion for the woman's role in the fuwily. This is especially true because the Harem era
left its stamp on many people’s minds in the form of a nostalgic image of the ideal woman
which has not been casy to erase and which is still responsible for many ambivalent attitudes
within the modern Egyptian family.

Until fairly recently the image of the ideal woman was that of a beautiful lady of leisure,
who should neither be seen nor heard, but whose beauty could always be ascertained through
her photograph, which could be obtained with the intermediary of a khatiba, or marriage
broker. Her moral quality and reputation was in direct proportion to the degree of strictness
of her seclusion. Her chastity was a matter of family honour, which had to be defended by
the male members of her family, even at the cost of her life. Romantic love had no place in
her life as a basis for marriage, as it was equated with sex immorality. Her marriage was a
matter to be arranged by the family. As a wife, her passivity and submissiver:ss to her
husband’s desires and whims was the criterion of her success. She was, moreover, expected
te have no interest in sex except by way of submission to what should be for her an unpleasant
wifely duty. Her education, beyond the primary grade, was considered a waste of time, or
even a dangerous risk to her femininity, while her employment was a plain disgrace, as it
indicated the incapacity of the head of the family to fulfil his basic function as the financial
provider of the family. In her relation to her children the Harem lady’s, paramount concern
was feeding, which usually meant over-feeding. Morcover she usually doted on her son at the
expense of her daughter, and thus prepared him for his role as autocrat in his own future
family. Surrounded by attendants and servants, and devoid of basic functions, the ideal woman
of the Harem cra often resorted to magic and the supernatural to give release to her frustra-
tion, and her main concern in so doing was usually to find the formula which would enable
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her to keep a hold over her itusband. On the other hand, the Egyptian women of this era were
said to have often compensated for their socially and legally weak position in the family by
developing a psychological finesse which gave them an important affectional role in the
family.

While there naturally were examples of deviations from the norms just described, and the
picture was not always so grim, the segregation of the sexes could be said to have had at least
one logical effect, which was to produce an inevitable chasm between the respective mentalities
of husband and wife.

Having touched on some of the dominant features of the traditional Egyptian family
system, I shall now take up some of the factors which recently led to a drastic change of values
in this system.

1. Urbanization, which usually helps to dissociate the nuclear family from the larger
family unit, has recently been intensified in Egypt for various reasons, foremost among which
are the recent efforts to industrialize the country as well as the increasing population pressure
on the land. Distance loosens the control of the larger family; reliance on a wage-earning
economy weakens the economic utility of the kinship tie—all of which results in greater
independence of individual members, including women. As a compensation, attachments and
loyalties begin to expand beyornd the kinship group. The independent life in cities, however,
exposes the family to new kinds of dangers and hazards practically non-existent in rural areas,
such as juvenile delinquency, husband desertion, pauperism and street-begging. Moseover,
problems arising from congestion, like poor housing, unemployment, etc., create an urgent
need for government-sponsored services in these cities besides the services administered by
women’s voluntary organizations. These services have recently included family planning.
As children’s support and education in the cities makes them economic liabilities to the
parents instead of economic assets, the value of planned parenthood, from an economic point
of view at least, is more easily grasped in urban than in rural areas.

The cosmopolitanism of the large Egyptian cities like Cairo, Alexandria, etc,, as well as the
availability of girls’ schools in all urban centres, have in the last two generations played a
major part in influencing Egyptian society to change gradually its traditional outlook towards
women’s role and status.

2. The socialist measures, which were intensified in recent years by the Egyptian govern-
ment, and which aimed at narrowing the gap between the social classes, are another factor
which helped to shake the traditional social values in a positive and drastic manner. Such
measures included land reform, nationalization of major industries, the limitation of income,
etc., all of which tended to weaken the power of the wealthy traditional large families which
used to set the pattern for social norms and values. Individual skill and achievement rather
than wealth and family prestige came to be the means of advancement in society. As a
consequence of this, marriage for women ceased to be the main means to their economic
security and the alternative to a career. Now the tendency is for women of all classes to seek
education for the purpose of gainful employment. They willingly contribute to the support of
their families to supplement their husband's income, in spite of the legal provisions which
exempt them from this obligation. In addition, the National Charter, promulgated in 1962,
gave strong emphasis to the principle of women’s equal rights and various measures were
taken to encourage women to participate in the social, economic and political life of the
country.

While the state lays stress on the importance of the family as the fundamental unit of
society, it is assuming more and more responsibilities which were formerly the domain of
the large family. It offers such services as free education, nursery schools, social security
schemes, socialization of the young through youth orzanizations, etc. Moreover, the state
also seeks to integrate family goals with national goals in such important areas as national
production, consumption, family planning, etc. The family planning educational programme
originally initiated by women’s voluntary organizations is now given the highest order of
priority by the government. The cooperation of the Egyptian housewife in this and other
areas is considered essential for the successful implementation of the government’s social and
economic development programmes. In one sense the family responsibilities of the formerly
secluded wife are consciously becoming national responsibilities.
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3. The emancipation of Egyptian women through their education and employment is the
keystone to the change in family patterns in Egyptian society. The image of the ideal woman
is gradually being reversed. Co-education is spreading everywhere with great success, even in
the rural areas. Chastity is still demanded of the girl (the double standard of morality is still
in force), and dating in the Western sense of the word is theoretically not permitted. However,
the Egyptian woman now enjoys much greater social freedom in her relation with the other
sex, in schools, clubs or at work. As a result of this, love and mutual understanding begin to
play their natural role as a basis for marriage—usually, however, with remote family guidance.
The educated working woman who used to be despised is now the most cligible for marriage.
She is valued for her economic contribution to the family, for her intellectual companionship
to her husband, as well as for her greater competence in the rearing of her children. Although
family law, which gives the Moslem husband so many privileges, is still in force, the working
woman’s economic independence gives her a de facto status in the family which redresses the
balance in favour of a more equalitarian relationship between her and her husband. She is
no longer afraid of her husband’s repudiation. As & matter of fact recent statistics showed
divorce rases to be more and more initiated by wives, most of whom were educated working
wc.aen, New reasons for divorce, such as incompatibility, are reflecting a new sense of
individualism which rejects the unquestioned 1cceptance of traditionally prescribed roles.
This same tendewwy is exhibited in the socialization of children on a more democratic basis.
Morcover, polygamy, though still permitted, is practically non-existent among the educated
groups. And family planning plays a natural part in the life of the educated mother. (The
average number of children in families where the mother is illiterate is 7. It is below 4 in the
case of the university graduates.)

There are many problems and conflicts attending the changes which affect the Egyptian
family system. There are the obvious conflicts between the old and the new generation, as
most families are in an intermediate state between the extended - ¢ nuclear family.
There are ambivalent attitudes on the part of some men towards won .ew role and status,
Further conflicts exist between the women's new status in the social, economic and political
spheres and her unchanged legal status in the family. There is the standing problem of how
to reconcile family responsibilities with work outside the home. There is also some concern
over the il effect on women’s morality which might result from the widespread use of
contraceptives.

But whatever the difliculties and tensions encountered by the modern Egyptian family, one
can safely say that family orientation is moving in the direction of greater identification with,
and adjustment to, the interest of the wider community.

The rapid rate of population growth in the world today, which is recognized as a serious
threat to the welfare of human socicty. has placed urgent responsibilities on the family
everywhere, This is one of the few serious world problems, the solution of which is to be
found solely within the private concerns of the family, specifically in the capacity of husbands
and wives to exercise responsible parenthood.

The responsibility of parents for the welfare of their children is bound now more than ever
with their responsibility, as world citizens, for the welfare of all human society.
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15. THE FAMILY AS A SOCIAL UNIT:
THE EFFECT OF FAMILY SIZE ON GROWTH AND
DEVELOPMENT OF THE CHILD

R. Rueda-Williamson
The National Institute of Nutrition, Colombia

Foop AND POPULATION

In recent years the sincere effort of underdeveloped and developing countries to speed their
economic and social growth has become clear. Through regional conferences a variety of
programmes have been begun with the common objective of reaching a better socio-economic
balance in the population centres and attaining higher living standards through increase in
goods and services, and the incorporatior into the national life, of large marginal sectors of
both the region and the population. H  _ver, success of these programmes is threatened by
a rapid population increase. Latin Anicrica grows at a rate of 3%, annually, which is without
precedent in the history of man, and in fact the highest growth rate in the world. At this
rate the population will double in 23 years.! The growing supplies of basic goods and services
in each country (education, housing, nutrition, health, employment opportunities) have to
be divided among an even faster growing number of individuals, giving per capita results
that are continually less.

One of the most acute difficulties in this growing imbalance is the lag in the rise of food
production, aggravating the already scrious problems of malnutriticn among the world’s
lowest socio-economic srata.

A rapid glance at the world food situation shows a great contrast between the highly
industrialized developed regions and the less developed regions which include 70%; of the
population. Ir. the latter, caloric and protein consumption per person-day hardly amounts
to two-thirds of that in the developed areas, and consumption of animal protein is five
times less.

If Latin America’s deficiency is estimated by the food required to give a dictary average
sufficient for the population {2,400 calories and 70 grams of protein per day, including
20 grams of animal origin) then it appears that the region has not reached such critical levels
as in Asia or Africa, at least ns regards national averages which do not take into account
socio-economic strata, To reach this dictary level would require an increase of 5% in food
production, whereas for Asia and Africa the figures would be 67%, and 289 respectively.

Nevertheless, the situation in Latin America is equally dramatic viewed dynamically,
projecting future fuod requirements against population growth. According to FAO?, the
index of total food requirements for the 548 million Latin Americans of the year ‘2000
will call for an increase of 2382/ over present production or more than tripling production
in less than 3S years, an objective difficult to achieve with present resources. Thus to keep
this unavoidable task within proportions compatible with the real possibilitics of production
growth without deterioration in the average dict of the region, the demographic growth rate
must be brought down at once, in order to diminish the number among whom available

food is to be divided.

MALNUTRITION AND PHYSICAL AND MENTAL RET/RDATION IN CHILDREN

According to United Nations' estimates, half the world’s population continues to suffer
from hunger and malnutrition to a greater or lesser degree. This is corroborated by studies
which show that in most underdeveloped or developing countries there is a high proportion
of protein-caloriec malnutrition among children, especially those less than five years old,

82



RUEDA-WILLIAMSON:. THE EFFECT OF FAMILY SIZE ON THE CHILD 83

who are affected by a number of adverse environmental factors—economic, social and
cultural,

In most countries, an enormous break on development efforts results from the high
prevalence of infant malnutrition—demonstrable physical and mental retardation caused by
advanced malnutriticn in pre-school children who survive it. Repeated studies in various of
the developing countries have shown that severe protein-caloric malnutrition in children
less than five years old, widespread in the low socio-economic strata, is accompanied by
clear retardation both in physical growth and mental development.®-!5 It is the child’s
nutrition which determines the degree to which its genetic potential is fulfilled.

Ti.e problem becomes more complicated when it is realized that the mental recardation
associated with protein malnutrition in children may not be the effcct of insufficient intake
of foods but the result of concomitant social deprivation in which the psycho-affective
stimuli essential to the child's proper intersensorial organization, are few.!

The relation between infant malnutrition and retarded physical and mental growth has
been insufficiently appreciated up to the present. However, the many studics on tais question
witness a growing recognition that malnutrition can, in this way, hold back decisively the
cconomic and social development of a people. Today’s children will be the future leaders
in the different fields of social science, technology and economy, resporsible for the planning
and carrying out of cach country’s development programmes. On the other hand, the
country's general productivity will depend on the proper technical training of farm and
factory workers and their improved output which will in turn depend largely ~n their
nutritional state,?

INFANT MALNUTRITION AND FAMILY SIZE

Bearing thic .n mind, those factors of the family's physical, biological, social and cultural
environment can be discussed, which are commonly associated with malnutrition and retarda-
tion of the child and are in some way related to the size of the family.

(@) In various parts of the world, familics in the lowest socio-economic classes commonly
have more children than those of the upper classes. Surveys on food consumption also show
a lower nutrient intake for the same families, not only quar:itatively, for each nutrient, but
especially for protein quality.’® Ca the. other hand, carbohvdrates, which cannot be used by
the body as raw material for the  ‘mation of tissues or the maintenance of its defences,
make up a high percentage of the diet. Naturally, the subdivision of this limited dict amonz
a larger number of children reduces per capita intake still further.

(h) It has also been fully demounstrated that the interaction of malnutrition and infection
leads to low health levels in individuals and in communities, and hus an unfavourable
synergic cffect on the individual, especially the child under five years of age. Thus infection
is more frequent and much more serious in undernourished organisms which lose their
organic defences as a result of tissue and enzyme changes—for instance the high mortality
from measles in children with malnutrition. On the other hand, undernourished organisms,
when attacked by infection, add adverse factors to the condition such as lack of appetite,
reaction against fond, loss of body nitrogen, to which must be added tevere and unnecessary
dietary restrictions arising from mistaken cultural patterns, which help to bring about cascs
of advanced malnutrition.!?. =° .

It is estimated that in three-quarters of the world’s population a very considerable pro-
portion of cxcess morbidity and mortality among children arise from the synergic relation
between malnutrition and infection. The high prevalence of infectious and parasitic diseascs
is well known in unhealthy housing conditions, aggravated by overcrowding in the lurge
families of the socio-economic class living often in shacks. Under such conditions the larger
family size gives more and closer opportunities for infzstation and infection.

(c) One of the most important aspects in the epidemiologic analysis of infant malnutrition
is the frequency of pregnancy of the mother. It is well-known that protein-calorie malnutrition
is characterized at the same time by a series <f factors adversely affecting the nutrition and
health of the child, starting with the carly weaning caused by a new pregnancy. The word
“kwashiorkor™ often used to denote protein-calorie deficiency, comes from the West African
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dialect Ga and literally means “first-sccond™, that is to say “‘the sickness of the first child
when the second is on the way” or “the sickness of the deposed child”, and occurs almost
exclusively between the time of weaning and five years. > For the child of two years
who is carly and suddenly weaned, the new pregnancy means not only the loss of a protein
of high biological quality which is necessary to proper growth and development and which
is substituted by foods rich in carbohydrates, but also less attention on the part of the mother
at an age when the child is in need of greater protection and care in regard to feeding and to
the physical and biological environment. This very short epidemiological description shows
us that the prevention of infant malnutritior, and physical and mental retardation in children
must take place through campaigns directed at the mothers in order to produce longer
lactation and greater spacing between pregnancies. Numerous and successive pregnancies
also weaken the mother, and maternal malnutrition results in low average weights for the
new-born.*! It follows that overall health protection in the child must begin with protection
and education of the mothe-,

(d) Also important in infant malnutrition are social and cultural factors arising from
mistaken beliefs and practices regarding food, health and illness, and the taboos and wrong
fecding habits that often reduce the intake of essential nutrients in children under five in
familics with suflicient available food.* ® It can be said that the pre-school child eats with
the mind of its mother who, unfortunately, often denies it foods rich in protein that are
caten by the elder children and adults in the family, through ignorance of the nutritional
content of foods and the child's true needs, thus causing it to reach advanced stages of
deficiency, especially in protein,

The educational level of the parents has a decisive influence on the nutrition of the child,
especially in those classes where the availability of food is minimal, and a mistake regarding
the child’s dict can cause grave nutritional imbalance. On the other hand, it has been found
that advanced infant malnutrition can be cured merely by education of the parents
regarding feeding.*

Recent studies have shown that the cducational level of the parents, especially the mother,
is important in the child's intellectual development, the 1Q of the child varying with the
mother’s educaticnal level, s

Morcover, the local availability of educational services in the Latin American countrics
is limited in relation to the needs of the growing population; it is logical to assume that
cducational opportunities for members of families in the low socio-economic strata diminish
as the numbers increase, thus leading to low educational levels in parents and children.

(¢) Lastly, small family incomes turther limit food purchases and payments for edueational
and health services, when the number of those too young to carn is large. This number has
been recently utilized to derive an Economic Protein Coefficient?® which makes it possible
to stratify socio-economic classes and measure indirectly the nuiritional state of the family
as based on the relation between total family income and the local cost of protein needed by
the whole family.,

These facts clearly show the inverse ratio existing between the size of the family and the
children’s physical and mental development.

Recent studies by Cravioto and colleagues in Latin American populations of low socio-
cconom’e backgreunds and identical racial composition show clearly that children with low
weight growth, raeasured by weight inerease in the first years of life, belong to families of
five to eight inembers, whereas children showing adequate weight gain come from families
of only three or four. The group of retarded children were also associnted with the above
patterns of feeding, frequency and duration of infectious discase, family income, housing
conditions and educational levels of the parents.*” These findings indicate that further
rescarch should be made to confirm the presence of parallel mental development.

The importance of these results should not be underestimated and should increase
motivation for the iinplementation of family planning programmes to diminish infant
protein-caloric malnutrition which by the physical and mental retardation of children, is
today one of the most scrious obstacles to speeded cconomic and social growth in Latin
America.

The aims of the 1PPF are certainly aims of social justice. Therefore we believe that one of
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the basic purposes of family planning programmes should be that all children of the world
should fulfill their genetic physical and mental growth development potential,
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16. THE FAMILY AS AN ECONOMIC UNIT AND AS A
BASIS FOR NATIONAL PLANNING

G. W. Roberts
Department of Denography, University of the West Indies

INTRODUCTION

There are several ways in which the human family may be studied. From the demographic
standpoint a biological approach has many advantages, since in these terms the prime
function of the family may be taken as the perpetuation of the species and the maintenance
of the society in which it exists. In this context the family constitutes the vehicle for repro-
duction. However, reproduction is much more than a biological process. Since in fact it
takes place against a background of customs and institutions, it is essential, for a proper
appreciation of its potentialities and prospects, to examine these social factors. And the
complexities of these factors mean that there are many foci of interests in assessing the
social and economic background to reproduction. It is with the economic focus of interest
that we are here concerned.

An economic frame of reference within which to view the family is of prime significance
for national planning. The implications of population growth rates are of importance at any
stage of social or economic planning. For basically the plans must be geared to the expected
population and must take full cognisance of the implications of its future structure and
characteristics. This is all the more necessary, because the reproductive performance of the
functioning family is now under close scrutiny, as societies come to realize that continuance
of current rates of population growth may, within a few generations, overwhelm mankind,
and ate even now threatening to negate the efforts being made in certain countries towards
economic and social development.

Many early writers stressed in one way or another the relationship between economic
factors and population movements. Economic considerations underlay much of Malthus’s
writings. In particular he emphasized that higher incomes enabled people to marry earlier,
which induced them to have larger families, unless greater abstinence followed also.
Ernst Engel and Frederic Le Play approached the study of the family largely through
analyses of budgets and standards of living. Engel investigated the variation between income
and proportional expenditure on various consumer goods, while Le Play considered~"
hypotheses aimed at specifying the type of family on the basis of breakdowns of its consump-
tion patterns. Empirical English investigators such as Booth and Rowntree made very close
and detailed studies based mainly on analyses of family budgets, and were especially
interested in the extent to which consumption levels and patterns depict poverty standards
of the society. This line of investigation has continued and developed into important branches
of micro-economics.

These are the topics under which the family may conveniently be discussed in the present
context: the concept of the family as a producing and consuming unit; relationship between
essentially economic characteristics of the family and its size; the extent to which the analysis
of the family may prove useful in national planning, especially where such planning has as
an integral part policies aimed at controlling population growth.

THE FAMILY AS A PRODUCING AND CONSUMING UNIT

In the words of A. S. Rice, “Within the economic framework the family is viewed as an
economic unit composed of individuals each with a set of mutual economic rights and
responsibilities as well as relationships.””* She argues that the family can be treated as a
unit which must be sustained from its own resources, and whose consumption patterns are
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functions of these resources. The level of goods and services which the family enjoys rests
largely on the resources it commands. Levels of resources and consumption patterns are
functions of the social and economic position of the family within the society as well as of
the society itself. In a largely undifferentiated society, such as a subsistence economy, the
manpower resources of the entire unit represent its productive capacity, as it is from its own
joint efforts that the goods and services it requires for its sustenance must in the main be
drawn. Moreover, under such conditions, there tends to be hardly any differential of family
type within the society. In more advanced societies, however, there are appreciable variations
in levels of resources and consumption enjoyed by families. These differentials are in fact
aspects of differential socio-economic status of the family in these socicties.

The fact that under a subsistence cconomy the family has to depend on the productive
cefforts of all its members to sustain itself indicates that there are manifest advantages in a
large family, more so since the high mortality in such societies involves considerable loss of
life before children attain an age at which they can contribute to the productive output of
the unit. This does not imply that institutions and practices tending to curtail fertility are
absent from such socicties, or that desires to limit the number of children are necessarily
incompatible with prevailing value systems. But even where these are operative they probably
achieve little, since in the absence of knowledge of adequate methods of fertility control such
decisions can hardly be implemented. In any event, as Wharton puts it, “the decision-making
calculus of the subsistence farmer is focused miore upon the role of children as potential
productive agents than as a consumption good™.*

Since in a developed society the emphasis is less on the family as a producing unit and
more on its consumption aspects, it is no longer necessary, or indeed feasible, for the family
to seek to produce all the goods and services it requires. At the same time welfare and other
considerations stress the levels of adequate consumption of the several goods and services
consumed by the unit. Division of labour and mechanization have long made it impossible
for the several members of the famils o continue production together. Smelser has shown
how these operated in the transformation of the textile industry in Britain from the small
household productive unit of the pre-industrial era to the modern factory-based system.®
Accompanying this change in the productive process has be 'n a change in the position of
children. Specialized institutions and agencies have taken over many of the socializing
functions hitherto performed within the family; this has been notably the case in education,
With this the period of dependency of the child on its parents has lengthened. All these
factors have therefore meant that the functioning family as a producing unit must be con-
sidered differently from the productive unit associated with a subsistence economy.

As will be seen presently, the resources of the family are intimately associated with its size.
But factors other than the size of family and its correlates play a part in determining the
resources of the family. Prevailing value systems, customs and habits constitute basic
determinants of consumption patterns of the society. Housing and associated social amenities
now account for a substantial portion of consumer's expenditure, while further contributions
are made up from the expenditure on a wide variety of services which modern standards of
living dictate. Patterns of dress and food habits are other significant determinants of

consumption,

RELATION BETWEEN EcCONOMIC CHARACTERISTICS OF THE FAMILY AND FERTILITY

In the industrialized socicty the size of family unit, that is the number of children it produces,
has a close relationship to the level of its economic resources or position. Rising costs of
rearing children have been wiaaly stressed as a causal element. Costs of upbringing, and of
education together with the cessation of child labour since the 19th century have meant that
children can now hardly be described as economic assets of the unit. It is true that the
concept of a “cost of installation” now frequently linked with the expenditure on the
upbringing of children through infancy, childhood and adolescence, can be extended to
consider children as investments. But returns to these investments are usually long in coming
and indeed may appear only after the children have left the family unit which nurtured them
to establish their own families.

There are subtle problems in the study of this relationship. To a degree these hinge on the
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variety of indices of socio-economic status that must be relied on. Such indices usually relate
to the head of the family and may take the form of occupation, income or educational
attainment, although composite measures of socio-economic status have at times been
employed. In the case of income, while that of the head is important, some modern approaches
favour the jcint income of the entire family. Occupation as a measure of economic status
likewise is generally related to the male head, but the extent to which the female partner is
occupied and the kind of work in which she is involved also demand special attention.

Studies of fertility in the USA during the period 1800-1840 by Jafie indicated marked
differentials in accordance with economic status.* By the 1930’s, however, evidence was
available that this long standing differential was undergoing modifications. In fact, in place
of the past negative correlation a positive correlation between fertility and economic status
now characterizes many societics. It must be noted, however, that the level of these correla-
tions is gencrally low. Studies in the USA, further, yield evidence that the influx of rural
poprlations into urban areas may be linked with the small positive correlations between
income and fertility encountered in many societies today. )

Occunation constitutes an important index of economic status in the analysis of fertility
differentials. In the advanced socicties, declining proportions of familics dependent on the
land—those families traditionally associated with large family patterns—have contributed
to the falls in fertility in these countries. But in many of them falls throughout all occupational
ranks have been expericenced. The long cstablished differentials noted among Europcan
populations, which took the form of relatively low rates among higher social strata and
high rates among the lower strata, have been undergoing changes in recent decades. Indeed
in many socicties—especially within urban populations—fertility now tends to be positively
correlated with occupational status. For instance during the period 1910-1940 there have
been marked declines in every accupational category in the USA, and the white-collar
workers especially showed marked falls; but the period 1940-1950 witnessed a rise in fertility
among ail occupational categories, the increases being most noticeable in the professional
groups. This has tended to narrow the previously observed differentials,” and a positive
association between fertility and occupation now emerges from many studics.

Fertility differentials by occupation in the developing socicties hav: also been recorded.
In an examination of Latin American cities, Miro found that, with the exception of Bogota
and Bucnos Aires, women whose husbands were engaged in lower-class occupations had
markedly higher fertility than those whose husbands were in higher classed occupations.®
But other studies do not always reveal a type of differential associated with low fertility
societics. Thus El Badry and Rizh found that in urban arcas fertility was lowest among the
professional classes, whereas in rural arcas fertility was highest among professional and
administrative classes and lowest among farmers.” In many cases it would seem that other
factors besides occupation are the true determinants of differentials noted. For instance in
many countries discases—often in the form of venereal infections—affect the lower classes
more than the higher, and this apparently tends to unduly depress the fertility of the former.

Another relevant subject is the extent to which female participation in the labour force
may constitute a determinant of fertility differentials. In both the USA and England there
is evidence that female participation in the labour force has tended to reduce the level of
fertility.?* In most socictics industrialization has involved a growing proportion of females
in economic activity and at the same time induced a decline in their participation in
agriculture. In Japan, where industrialization has been very rapid, the position of women
has been closely linked up with patterns of change in fertility, As Taecuber has shown, the
search for cash incomes among agricultural families led them to have their daughters enter
factories to perform cheap labour." Associated with this rising absorption of females in
industry has been a postponement of marriage, which has formed a notable adjustment to
industrialization and urbanization. Many of the changes taking place in the role of the female
in modern industrial societics in Europe have contributed to movements and differentials in
fertility. Among these are the growing participation of married women in ccononiic activity
in general, their declining participation in agriculture, their growing involvement in
manufacture and service industrics.

It is to be expected that studies dealing with costs of bringing up children and the close



ROBERTS: THE FAMILY AS AN ECONOMIC UNIT 89

association between such costs and reproduction should lead to atterapts at treating this
process as strictly one of producing (and consuming) a good, just as the family produces
and consumes a wide variety of goods. For with the extension of the use of contraception
the family has the power in general to control the number of children it has, as well as their
spacing. One analysis along these lines which may be considered is that of Becker.!® In his
words, children may be considered, from the standpoint of the cconomist, as a consumption
good, although in so far as they provide income for the unit they may be more properly
deemed a production good. On this basis, “the theory of the demand for consumer durables
is a useful framework in analysing the demand for children”,

Like other goods, children have their cost of production and here also movements in
cost may be related to changes in quality. Becker argues that the price of children to rich
parents is the same as the price of children to poor parents. The rich merely choose higher
quality children, that is spend more on their training and education. In his view, the rich
do not have fewer children than the poor because the cost of children is greater to the former
than to the latter. Morcover, the negative association, long noted between level of income
and family size, he maintains, is ascribable principally to differential knowledge of
contraception.

From Becker’s analysis it follows that, as family income inereases, parents will provide a
higher level of living for their children, while they will tend to increase the number of their
children as their income increases. Plausible as this analysis is, it undoubtedly imputes to
parents a degree of freedom of choice in respect of the number of their children, which is
unlikely to operate under actual conditions.

Whether or not a rise in income will bc accompanied by falls in fertility remains a question
of relevance to developing societies, since one of the major effects of economic development
is the introduction of a class of workers receiving higher incomes. As shifts from the
traditional to the modern enterprises take place two levels of income have to be faced:
the traditional low level continues and to this must be added a new high level cnjoyed by
workers absorbed by the newer enterprises.!® The possible effects of these new levels of inconie
on fertility levels of the country arc of interest. Arguments deriving from the theory of
demographic transition would suggest that rising overall levels of income may precipitate
falls in fertility. This may not however materialize, at least in the short run. Rising income
may bring with it better living standards and improvements in health, which may reduce
discase and illness, frequent causes of sterility and sub-fertility in non-industrialized socicties,
So that even where, as in the case of West Indian populations, there is evidence of declines
in completed family size, these may be masked, in terms of period rates, by pronounced
reductions in proportions of childless women.!*

RELEVANCE OF THE FAMILY IN NATIONAL PLANNING

In the context of national planning the family is relevant from two standpoints. From the
first of these it constitutes a unit which is most convenient for relating the several facets of
the population to the social und economic phases of planning. The number of families in
the country as well as their rates of formation (and of dissolution) are closely related to
cconomic and social change. It is by considering the quantity and-movements in families or
their equivalent concepts, households, that planning for housing requirements and the many
ancillary social amenities must be attempted. Morcover several studies have demonstrated
the relationship between movements in marriage rates and economic change in industrialized
socicties, especially in the USA.1¢

The relevance of the family to planning is further seen when its several stages are taken
into account. This is most conveniently done through Glick's concept of the family cycle.!®
Indeed the formation of families, just noted, is basically the initial stage of the cycle, One of
the most important stages in this cycle is the succession of births. Fach of these constitutes
an addition to its size and an increment to the population at large. Each creates demands
on the countries’ resources for educational facilities and other social services necessary for
children, The greater the average size of the family the heavier the demands on these resources.
In a wider sense the planners have to reckon with three immediate results of high fertility:
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(1) it implies a large population; (2) it determines a high rate of increase; (3) it determines
the age structure of the population.t?

The next stage in the cycle materializes as children leave the home to establish familics of
their own or merely to set up separate living arrangements. In either case this means a demand
for employment and it may also mean demands for housing. At the same time their with-
drawal from schoo! reduces the demand on school facilities. Following the withdrawal of
children from the family the latter decreases in size and the death of one of the parents
which is to be expected at this time may disrupt the unit. The latter can of course be dissolved
atan carly period and by other means than widowhood. An important late stage in the family
is the retirement of the parents from economic activity. And at this stage provision for their
upkeep has to be made. This may come '<om state resources or from private schemes.
In accordance with modern notions of welfare many socictics provide for social occasions of
stress at many stages in the family cycle, such as sickness, unemployment or invaliding.

Demands for social services and patterns of investment are determined, in scope and extent,
largely by patterns of fertility. Thus high fertility, because it results in large proportions of
the population in school age calls for investment in educational facilities and at the same
time means a heavy drain on the production resources of the country, especially where
output per head iz low. An added drawback is the unfavourable dependency ratio obtaining
under these circumstances. On the other hand low fertility patterns call for less investment
in educational facilities, while in general a more favourable dependency ratio can be counted
on. Demands on the social services in such societies take the form of old age benefits and
retirement payments, which as a rule can be relatively easily met, in the socictics now
experiencing low fertility.

From the second standpoint the family is relevant to national planning because of the
modern movement towards family planning and fertility control in general. It is essential to
realize that this relevance stems basically from the successes in curbing high mortality, and
the acceleration in the rates of natural increase that this has brought to a large portion of
the world’s populztion, These often exceed 3% per year. It is the widespread realization that
checks to such growth rates are essential that has led to the endorsement of plans for fertility
rontrol in so many countries. Few social scientists still subscribe to the view that the
sequence of events that the industrialized societies experienced—culminating in declining
fertility—will be witnessed in the non-industrialized socicties, unless definite policies aimed
at achieving this are initiated. Indeed high fertility, far from being reduced by economic and
social advances, may seriously impede the very social and economic advance from which
it is supposed to flow.
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17. THE PLACE OF FAMILY PLANNING IN COMMUNITY
INTEGRATION AND DEVZL_LOPMENT

O. Adeniyi-Jones
Family Planning Council of Nigeria

INTRODUCTION

The governments of all member states of the United Nations have indicated their assent to
the Universal Declaration of Human Rights, as an ideal standard of conduct to which they
and their peoples aspire. Let us consider a few of the articles of this Declaration. Article 16 (3)
states that ““The family is the natural and fundamental group of society and is entitled to
protection by society and the state”. In Article 25 (i) we note that “Everyone has ths right
to a standard of living adequate for the health and well-being of himself and his family,
including food, clothing, housing and medical care and necessary social scrvices, and the
right to security in the event of unemployment, sickness, disability, widowh.ood, old age, or
other lack of livelihood in circumstances beyond his control”. And in Article 29 (i)
“Everyore has duties to the community in which alone the free and full development of
his personality is possible”.

But it is only in those countries which are advanced that it has been possible to make
adequate provision for the development of a high standard of living and a high income on
the part of a large proportion of the community, in the form of a high level of education,
good housing, adequate nutrition, efficient medical and social services, and a high employ-
ment ratio.

These are prerequisites for the development of respect for the dignity and rights of the
ordinary man and woman in the community. They can be achieved only when a sufficiently
large proportion of the community are in a position to contribute to their achievement by
performing their individual furctions and duties in a responsible manner,

In his statement at the opening of the Eighth Session of the Economic Commission for
Africa two months ago, Mr. Tom Mboya, of Kenya, pointed to the disappointing progress
which had been made in the current Development Decade. “Over that period the average
person in the wealthy countries improved his income by approximately $220, to $1,800 per
annum while per capita income in the very poor nations advanced by perhaps $7, to $90
per annum.” The gap in per capita income levels between wealthy and poor nations thus
creased by $193, or, more than 10%.

Professor Romero of the University of Chile also referred to this great disparity in terms
of different sections of the community, at the Latin American Conference on Child and
Youth in National Development two years ago. He said “With an average persci:al income
of $370 a year, half the population of Latin America has an income of $120 and 5% of the
privileged groups $2,400 or 20 times as much. In Chile, 3% of the population has 25% of
the total income, while at the other end of the scale, 559 of the people have less than 16%
of the income. The wealthy class and the amount of total income it enjoys would be
respectively 597 and 36% in Mexico, 8% and over 50%; in El Salvador, 15% and 50% in
Venezuela and 1% and 17% in Ecuador”.

There has been growing interest in, and concern for, planning to bridge the existing gap
between wealthy and poor communities, and between wealthy and poor sections of the
same community by community integration and development, The major paradox which
faces the world in general and underdeveloped or less advanced countries in particular
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today, is that it is much easier for an advanced country to achieve further progress and
development. Perhaps the most alarming feature of this problem is the fact that it is being
aggravated still further by a rapid rate of population growth in the less advanced countries.

To PROMOTE AND PROTECT THE LIFE OF THE FAMILY

We are gathered together in this delightful country and setting as individual members of a
family of nations brought together by the unifying bond of a common interest in the subject
of family planning. Many of us have particular interests in specific aspects of this subject.
With some of us the interest is of a general or merely related nature. There are strong
protagonists or opponents of certain methods of contraception. In others conflicting or even
directly opposed interests may be represented. There are many who are mainly interested in
birth control, while a few others may be concerned primarily with increasing the chances of
conception in the sub-fertile. Many will have more than a passing interest in the inter-
relationship of these two aspects on each other, as well as on the health and well-being of
the community. Birth control by badly induced abortion may cause sterility. On the other
hand efficient use of the Pill or IUD, to ensure a long pregnancy-free period of rest and
recuperation, during which treatment of underlying infection or anaemia can be cffected,
will increase the chances of a subsequent pregnancy and safe childbirth.

This conference community has progressed very satisfactorily because of very careful
planning and programme preparation; because of the conscious efforts which we are all
making to live and work together; to incorporate or integrate our work; to adopt new
attitudes and learn new skills, to help us adapt our conference lives to the circumstances
which prevail. We keep up with and make the best use of the plenary meetings, panel
discussions, medical and scicntific sessions, private sessions, educational, cultural and
recreational visits which have been arranged.

If we were to take our stands on our respective special interests alone and ignore the inter-
relationships, or lose sight of the overall objectives, we should not be able to continue in
association for very long.

So it is with community development. Ever since human beings first lived together in any
form of social grouping they have been faced with the need to provide for the maintenance
and improvement of the health and happiness of the group. In order to promote and protect
the life of the family all members must make an effort to live and work together.

Lagos is an example of a very congested cosmopolitan capital city port of contrasts and
compromise between the old and the new, the primitive and sophisticated, the undeveloped
and the overdeveloped. It is grossly overcrowded in many parts and is likely to become more
so in the future. Even a casual Jook at the society will show that it contains examples of
most if not all of the various culture patterns which exist in different parts of Nigeria, Ghana,
Sierra Leone and other West African countries; and indeed Britain, France, Syria and
Lebanon, America, India and other parts of the world from which the inhabitants have come,

Admittedly these culture patterns are not reproduced in pure form. They are modified on
the basis of the temperament and personality of the individuals concerned, and the conditions
which prevail in Lagos.

There are 800,000 people on 27 square miles in all shapes and descriptions of houses, only
about 367 of which can be described as being in good condition, and provided with modern
facilities. More than 20% of the population live under rura conditions in fringe and lagoon
villages and scttlements. Like similar cities clsewhere Lagos attracts a constant stream of
people from other parts of Nigeria in search of opportunities for education, employment
and the good life. They swell the number in slums and fringe scttlements where they remain
almost as poor, unemployed and hungry, and more exposed to discase, accidents, mental,
social and political disturbances than they were in the rural areas from which they came.

There is no doubt that education is one of the foremost needs for the promotion and
protection of the life of families in Lagos. Only about 63% of the hildren of school age
actually attend schools. Only 20% attend secondary schools. Many who have gone through
school have received little or no education in the requirements of the social organization on
which their newly acquired know'edge depends,
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That is why there is often a considerable amount of frustration and apathy among those
who have acquired knowledge and material wealth which fits them for some category of
work in a developed society, but not for stimulating a burning desire for a better, healthier
and happier life for themselves and the rest of the community in which they live.

To BuiLp Harpy FAMILIES

To be happy a family must also keep healthy. This means that all the children and adults
must have enough food to cat, clothes to wear, education and employment, and a com-
fortable place to sleep. The children must feel that they are wanted and loved by their parents.
That is why it is necessary for parents to decide how many children they can love and care
for properly; and plan to have only that number, But many people do not consider whether
they can provide a good home and good care for all their children. This Jack of planning is
responsible for much cf the enxiety and weakness, and some of the ill-health from which
many mothers suffer and for some of the poor nourishment and development, illness and
high death rate among young children.

It takes time for a mother to regain her health after one baby, to ensure that the next will
be strong and healthy. Also, she needs time to provide proper care, feeding and love so that
each baby has a good start in life before she has to turn her attention to the next one. That is
why it has been the custom and tradition for some women to allow three years between babies.

In a polygamous family, each individual mother can achieve this child spacing by staying
away from her husband. It is more difficult to do this in a monogamous family. In such cases
this prolonged abstinence upsets husband-wife relationships. Some mothers try to space
their children by prolonged breast feeding, by the rhythm method or by withdrawal. Others
resort to abortions with consequent danger to the health and life of the mother, which may
prevent her from having any more babies. Now there are safe, simple, more effective and
reliable ways of making sure that mothers do not have too many babies too quickly.

There need be no anxiety that birth control is foreign to our custom and contrary to any
religious beliefs. World leaders of all religious groups have acknowledged the need for
regulation of childbirth. The actual method of contraception used will depend on individual
choice.

Birth control is fully justified in the interest of the individual mother, her husband and
their children—the family unit on which society is based. Much of what has been said and
written about the iniportance of planning for needs, problems and future of children and youth,
and indeed the whole community, will be meaningless and impossible to translate into respon-
sible action if we do not insist on making information and facilities for family planning readily
available to all sections of the community.

It is significant that those who belong to the privileged sections of underdeveloped
countries; or to highly developed countries can succeed in spacing and limiting their families
to manageable proportions, irrespective of their race, religion or political belief. This is an
expression of the fact that parents want thar children to attain a higher standard of living
than they themselves. To this end parents protect and prepare their children to attain an
ever increasing standard of living and development. In underdeveloped countries the
majority of people do not have this knowledge and ability. This same difference exists
between privileged sections or social classes.

A wider expression of this difference is that in the developed country or privileged social
class, the majority of people have succeeded in breaking the vicious circle of poverty, discase,
hunger and ignorance.

In the underdeveloped country or under-privileged social class, the majority of people are
still imprisoned by this vicious circle, which retards their development.

FAMILY PLANNING IN LAGOS

The stimulus for the development of organized community cffort in support of family
planning arose out of an appeal by social welfare workers in 1956 for voluntary help to
provide marriage guidance and counselling for young couples. When the Lagos Marriage
Guidance Council was formed it included persons froni the social welfare, education, legal,
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public information and public health fields; Christian and Moslem leaders; and traders.
Courses were organized on family welfare and sex education for engaged couples, newly
married couples, employees of commercial firms, school teachers and school leavers. Radio
talks, discussions, debates and press articles were also produced.

The occurrence of two tragic cases of septic abortion in 1957 directed the attention of the
Council to this problem, and an informal enquiry by social welfare workers revealed the
fact that it was common for married women with unwanted pregnancies to attempt to
induce abortion by various means. A family planning sub-committee was appointed to
examine the need for and the feasibility of running family planning clinics. This sub-
committee reported that therc was a great need for organized work in this field. While it
could not be described as a strongly felt need, there were many people who would avail
themselves of the service if it weie provided.

The sub-committee recommended:

1. That a family planning clinic be run one evening each week in the domiciliary mid-
wifery centre of the local health department.

2. That the clinic be called the Marital Health Clinic, to forestall any opposition to the
concept of birth control or family planning as a new and foreign discipline, and to give
expression to the intention to offer advice, information and service on both birth control
and infertility.

3. That as much publicity as possible be given to the clinic in the press, on the radio and
through press publications.

Three main factors contributed to the lack of expansion of family planning work between
1958 and 1963.

1. The work of the Marriage Guidance Council was more or less abandoned after a few
years owing to inadequate public support and lack of funds. It was, however, possible to
continue the weekly clinic.

2. Funds were not available to pay doctors and nurses, to buy equipment and supplies to
open clinics in other parts of the town, or to engage at least one full or part-time nurse to
follow up the cases and to develop the educational aspects of the work.

3. It was not possible at the time to persuade government to assume responsibility for
deveivping this work; nor was it possibie to gain the support of an established non-
governniental organization through which assistance could be obtained from abroad, to
permit the work to be done on a sufficiently large scale to demonstrate to the government
that it is needed by, and acceptable to, the public.

In 1964 both the Pathfinder Fund and the IPPF sent out field representatives who helped
in setting up a local voluntary organization. The National Council of Women’s Societies
agreed to sponsor the work and set up an Advisory Committee on Family Planning to carry
out educational work through the usual mass media.

Funds made available by the Pathfinder Fund, the IPPF and the Unitarian Universalists
Service Committee made it possible to engage full and part-time staff, procure equipment
and supplies, and produce material for publicity.

Now the Advisory Committee has become the Family Planning Ceuncil of Nigeria with
the following aims and objectives:

(@) To encourage the building up of healthy happy families.

(b) To protect the health of mothers and children, and reduce child mortality by spacing
babies.

() To help parents understand the value of having only those children for whom they
can provide adequate care, housing, good clothing and education.

(d) To advise and help those who want children.

(¢) To ecnable women to take a more active part in the affairs of the community and to
enjoy greater happiness in family and social relationships as a result of child spacing.

It is not possible to over-estimate the potential of the family planning movement for
community development in countries where up till now the status of women is quite low;
where parents take pride in the number rather than the quality of their children. In such
countrics it will be necessary to appeal directly to the men and organize special educational
groups in business and commercial houses and in social, religious and recreational organiza-
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tions in order to enlist their support and cooperation, pending the time when a sufficient
number of women would have broken through the sex discrimination barrier for them to be in
a position to take the initiative in achieving the objective described in the statement by 12
Heads of States at the United Nations, on the last anniversary of the United Nations
Declaration of Human Rights, *. .. the enrichment of human life, not its restriction; that
family planning, by assuring greater opportunity to each person, frees man to attain his
individual dignity and reach his full potential. . ..”



18. MATERNAL HEALTH AND INFANT MORTALITY

A. Kessler
Human Reproduction Unit, WHO

It is hardly surprising that there should be intimate relationships between maternal and
child health. But thz extent to which infant mortality and maternal health are mutually
interdependent 1s also striking. Maternal health of course has a very direct influence on the
outcome of any pregnancy; high levels of infant mortality cn the other hand, by initiating
certain patterns of childbearing, notably a rapid succession of pregnancies, in turn, may
have marked effects on maternal health. This interdependence leads in many parts of the
world to u vicious, self-perpetuating pattern of high general infant mortality and poor
maternal health.

The health of mothers and children has always been one of the most sensitive indices of
the general environment, way of life and stawe of health services of any society. In the
processes of pregnancy and infant development, the interplay of physiological and other
general environmental factors is particularly evident. Mothers and children are especially
vulnerable to hardships; on the other hand their health may respond rapidly to simple
environmental improvements.

In recent years, it is being shown increasingly that the interaction of the many factors
that affect maternal and child health begins at the time of conception. Such ante natal
influences, as well as those which act at the time of birth and during infancy, in the long run,
are important determinants of the health of the whole population, since they leave indelible
imprints on the vitality of each individual.

A review of current vital statistics of mothers and children presents simultaneously bright
and dark features (Table I).! Progress is being made towards better chances of survival and
health for mothers and children in most parts of the world. Levels of death rate for example,
although they hardly give more than first approximations to the state of maternal and child
health, have declined almost everywhere during the past few decades. Deaths resulting from
childbearing are estimated now as six per 1,000 in India compared with 10 only five years
ago and 25 in 1939. Within a period of five years, from 1659 to 1964, maternal mortality
declined by almost 20% in studies carried out in several Middle and South American
countries.* Infant mortality also is falling sharply; typical changes range from —14% to
—35% in the period 1960 to 1964,

Equally striking, however, is the persistence of vast differences in levels of infant mortality
rates in different parts of the world and in adjoining communitics within given nations.
For example the general infant mortality rate (death rate 0-12 months) in Sweder: is 124,
in Colombia is 83-3, while in Morocco it rises to 149 and levels of 350 to 400 per 1,000
continue to be reported in many countries. Inside each country, maternal and infant mortality
rates vary in different groups according to socio-cconomic status. Thus although the decline
in deach rates of mothers and children are¢ reasons for satisfuction, there remains a vast
amount of maternal and child morbidity and mortality, and many yet unresolved problems
of maternal and child health.

Considerable variation exists in the patte,its and causes of mertality auring the first year
of life and these in turn can be related in great part to distinctive aspects of maternal health.
It has been found useful to consider the problems of infant health during the first month of
life—the nconatal period—distinct from those presented during the rema‘nder or post-
nconatal perjod of the first year.
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First month: During the first month of life causes of death are about equally divided into
those associated with the processes of intra-uterine developnient of the infant and labour and
those assoc.ated with nutrition and infection which are the predominant causes of fatalities
during the remainder of the first year of life. These different causes require different methods
of prevention and treatment. For example, most of the deaths in the first two weeks of life
are associated with low birth weight, congenital malformations and birth injuries and are thus
very similar to stillbirths and are more dependent on the mother’s health and development
and on the standard of obstctric care. Period 1-12 months: Infections and nutritional disecases
represent the predominant causes of death during this period and are related to the quality
of the environment to which the child is exposed.

The interaction of many complex factors is 1esponsible for the outcome of pregnancy for
both mother and child. Some of those that have been studied include the general health and
physique of the mother, her age, her nutrition, both during her own development and during
pregnancy, childbearing habits such as age at first pregnancy, parity and spacing of preg-
nancies, activity and work, housing, educational level and the availability of medical resources
as well as the mother’s ability to use these. All of these factors are interrelated. Morcover,
they have a tendency to carry over from generation to generation since a mother’s health,
depending in turn on the quality of her own environment from birth to maturity, is directly
influenced by the competence of previous generations.*

A basic prerequisite for efficient childbearing is good general health. Nutrition is a vital
component in the development of good physique and women with good physique tend to
have fewer obstetrical complications and produce children of optimal weights. Under-
nutrition during critical periods of childhood may produce permanent damage such as pelvic
flattening which is associated with obstetric disproportion and difficult labour. In addition,
under-nutrition during the period of lactation results in the production of insufficient and
inadequate milk, Pregnancy produces a strain on the maternal organism even in health and
in the presence of pre-existing discase or intercurrent infection stresses may damage the
mother or foetus. A relatively high percentage of maternal deaths, stillbirths and prematurity
result for example from heart failure secondary to extreme anacmia in certain regions of
Africa and South-East Asia.

The age at first and last pregnancy, the interval between pregnancies and the total number
of pregnancics, are important aspects of childbearing. The most efficient age to have a first
child appears to be between 19 and 25 years of age when physical maturity has been attained
and physiological ageing not yet begun. Infant prematurity rates are lowest in second preg-
nancies and then risc slowly but stcadily with increasing parity. The lowest overall rates are
found in those women who have had fewer than four children by the age of 30. The risks
for both mother and child are high, for example from a difficult labour, from prematurity
and even from failure of lactation, at the extremes of the childbearing period. Too many
births appear to decrease the efficiency of the physiological processes of reproduc-
tion and are associated with increasing mortality of newborns, and of the mothers
themsclves.

In the general context of maternal health, the mother's ability to care for the infant, to
understand the principles of hygicne required for its care, and to avail herself of whatever
facilities for care arc offered by the community both before and during pregnancy and after
the birth of the child, must also be considered. These are dependent in part on the mother’s
intelligence, her education, on the socio-zultural milicu, and on the demands made on the
mother especially in terms of work and required care of other children.

It may be difficult of course to estimate the contribution of any one of these factors to the
outcome of pregnancy and to the health of newborns and infants, especially since factors of
one type tend to be grouped together and to be associated with social and economic situations
that further reinforce them. In comparable studies of pregnancies of women in Western
Europe, Western Africa and South-East Asia,® women who had been reared in good
environments and who had been well nourished from conception to sexual maturity, had
highly similar obstetric historics, largely free of complications, and produced healthy infants
of similar birth weight. On the other hand the *‘poorly nourished woman is often the one
who gets or seeks little care during her pregnancy, lives in poor circumstances, is badly
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housed, ignores signs of impending obstetrical difficulties, has many previous and closely
spaced pregnancies, has many fam ily problems, knows little of simple hygiene and sanitation
and is in general ignorant and po. rly motivated to care for herself ",% and she tends to have
a higher percentage of complications in pregnancy, low birth weight babies, etc.

The most striking factor about the diseases which exist where high levels of mortality and
morbidity among mothers and children are found—the less affluent countries and com-
munities—is that they are largely due to environmental factors which are potentially
remediable. The burden of deaths is due to communicable diseases such as gastroenteritis,
pneumonia and parasitic infections, and to nutritional disorders. The level of mortality due
to these causes is o large in these communities that it quite overshadows the considerable
mortality due to stillbirths and prematurity. Poor hygiene, poor sanitation and inadequate
care, compound the natural vulnerability of the infant to infection, and inadequate nutrition
including problems arising in the weaning period, further lowers resistance, With the control
of environmental conditions that predispose to the infections and malnutrition of infancy,
the bulk of mortality during the first year of life comes to be concentrated in the first four
weeks. Here again, the highest risk groups are to be found in mothers with poor health,
poor development and inadequate care.

Essentially, then, the reproductive wastage which high infant mortality produces, promotes
patterns of reproduction which further compound the hazards to health and survival of
mothers, newborns and infants. These patterns are characterized by high natality, and include
childbearing beginning at too early ages, in too rapid succession and in too great numbers.
Moreover, high fertility with its inherent demands on the mother both during pregnancy
and after birth, tends further to decrease infant care and thus potentiates environmental
risks, Thus a self-perpetuating cycle of high infant mortality and of childbearing patterns
that impair maternal health is set up that leads to defective foetal development and high new-
born and infant mortality. The toll on maternal and infant vitality, and the economic and
psychological drain of high mortality are intensified by the negative effects of poor socio-
economic conditions and lack of health facilities that characterize these situations.

Many of the important causes of maternal and infant ill health and death are eminently
preventable and in many areas of the world they have indeed largely been eliminated. To a
large extent, improvements in maternal and child health result from control of environmental
factors in association with social and economic development, but improvement in maternal
and child care services have.played cqually important roles. The application to all infants
and mothers of existing knowledge and the extension to them of good health facilities would
promote a drastic decline in death and discase.

The promotion of maternal and child health is surely one of the most valuable forms of
preventative medicine and the most natural pathway along which basic preventative and
curative services should be organized. In the developing countries especially this assumes
great importance since children and childbearing women make up such large proportions—
often three-quarters—of the total population. Infant and child mortality constitutes the
largest segment of total mortality in such cnvironments and the associated high level of
maternal morbidity of course contributes to this. In areas where malnutrition and infectious
diseases prevail, maternal and child health services must be broad enough in scope to deal
with the general health needs of mothers and children as well as with the special problems
relating to reproduction and growth. The health needs of mothers and children are often
responsive to relatively simple mecasures. Positive results from these measures produce
favourable settings in which health workers can introduce additional education, advice and
medical practices.

It must be remembered that high infant mortality is invariably associated with high life-
long morbidity manifested characteristically as low life expectancy. This constellation imposes
an enormous economic burden on any community as well as physical and mental strains.
The promotion of maternal and child health can contribute substantially to the reversal of
these patterns and to economic advancement. Reduction of infant mortality and increased
expectation of child survival are basic factors in the development of responsible parenthood.
It is in such a context of maternal and child health promotion that family planning and
fertility regulation can most safely and effectively be carried out.



Table I. Maternal, infant and child mortality rates

Maternal mortality Infant mortality Child moriality Percentage decrease since 1950
per 1000 0-11 months per 1000 14 years per Maternal Infant Child
live births live births 1000 population moriality mortality mortality

Country 1950 1960 1964 1950 1960 1964 1950 1960 1964 1960 1964 1960 1964 1960 1964
Africa
Mauritius 1-8 1-5 76-3  69-5 56-7 14-9 10-7 62 8-9 25-7 282 58-4
America
Chile 3-6 3-0 2-6 153-2 131-6 114-2 15-0 109 7-1 16-7 27-8 14-1 255 27-3 52-7
Colombia 4-0 2-6 2-5 123-9 99-8 83-3 22-0 19-7 156 350 375 19-5 328 10-5 29-1
Ecuador 2-4 109-7 100-0 94-0 27-4 8-8 14-3
El Salvador 2-4 1-7 1-1 81-2 75-3 65-0 24-9 29-2  54-2 6-0 20-0
Guatemala 2-3 2-7 106-8 919 91-6 14-0 14-2
Mexico 1-9 1-8 96-2 742 64-5 27-8 15-6 12-7 229 33-0 439 543
Panama 2-1 1-6 68-4 56-8 42-8 11-0 9-2 8-0 17-0  37-4 16-4 27-3
Paraguay 102:0 52-1 80-3 5-6 489  21-3
Peru 103-7 92-1 83-5 23-4 18-7 11-2  19-5 20-1
Venezuela 1-0 1-0 80-9 53-9 48-7 12-0 7-7 6-2 33-4 39-8 35-8 48-3
Eastern Mediterranean
Israel, Jewish population 1-0 0-6 0-2 45-6 27-2 239 3-9 1-5 1-0 40-0 80-0 404 47-6 615 744
Tunisia 54-7% 121-9
UAR?® 1-1 170-9 141-1 15-7
Europe
Greece 0-6 0-6 35-4 40-1 35-8 2-0 1-5 +13-3  +1-1
Poland 0-4 0-4 108-0 56-8 47-7 1-7 1-4 47-4 55-8
Turkey 75-1
Yugoslavia 1-5 1-4 118-4 87-8 77-5 11-0 6-5 4-7 25-8 34-5 40-9 57-3
South-East Asia
Ceylon 5-6 0-9 81-6 56-8 24-2 9-9 83-9 30-4 59-1
India 127-1 86-5 31-9
Thailand 4:2 3-2 62-4 490 37-7 13-6 17-3 21-5  39-6 +4-27-2
Western Pacific
China: Taiwan 1-1 0-8 35-3  30-5 239 7-9 4-9 13-6 323
Philippines 2-0 2-2 101-6 73-1 70-5 9-3 8-2 28-1  30-6

2 Europeans

b Localities with health bureaux
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RAPPORTEUR'S SUMMARY

Integration into communiry life

Amongst the subjects discussed was the desirability of integrating family planning program-
mes into community life at all levels. In order for family planning to achieve its proper
effects it should not be limited to specialized clinics but should be included in neighbourhood
community centres conczrned with all aspects of social welfare. The modern integral com-
munity programme centred on public health and nutrition services would be a suitable
nucleus. Effective family planning needs the active participa’ion of the parents, with a special
education programme aimed at them; also it is desirabls to include the teaching of sex
education to the young which should ideally start in their rarly years.

Birth control alone is not a solution to the world’s economic and social problems but
family planning with spacing is one of the factors thai must be considered with economic
and welfare measures. It was pointed out that integration of family planning in community
life is as necessary in developed countries as in developing countries.

It was suggested that an effective means of integration, if it were feasible, might be by
requiring advanced registration by couples of the children they planned to have, these
children could then be granted extra privileges, such as better schooling, while unplanned
children would not be eligiblc for these privileges. This would, however, only be cffective
where there was limited available school accommodation. The idea has already been further
developed in the “Titmus Survey” in Mauritius which had suggested such measures as
restriction of family allowance to three children, a marriage bonus for girls who married
after 21 ycars of age and pre natal allowances for mothers who had registered at fam:ly
planning clinics.

Role of midwives

It was asked whether there had been any experience of obstructicis to family planning
programmes by midwives, particularly in rural areas, due to the dependence of stich pcople
upon deliveries and abortions for their livelihood. In many countries midwives were
qualified personnel working with doctors and nurses to promote family planning and this
question did not arise but where there was opposition from the unqualified and more
ignorant, it had beer: found that an cffective solution was the employment of these people,
in some way or other, in the programme, thus winning them over to the cause. Mention was
made of the special large-scale training programmes for midwives undertaken in Japan,
whereby thousands of them had been turned into effective family planning consultants and
were paid for their work in this field.

It was pointed out that apart from midwives there were still many doctors who showed a
marked lack of enthusiasm and even hindrance to family planning work because of their
envisaged reduction of income. This was due to lack of understanding of the necessity of
such programmes and necded to be remedied.

Vicious circle

The effective ways of breaking the vicious circle of poor maternal health, high pregnancy
rate and high infant mortality were discussed. It was suggested that this might be accom-
plished by teaching women that they no longer needed to have many children in order to
ensure survival of the few. But it is unlikely that mothers could be *““talked into” reducing
the numbers of their children, they could only learn this by expericnce. One of the useful
functions of urban society, with its better medical facilitics, had been that it had proved to
mothers, who had come from rural areas, that their children could have a better survival
rate and from the cities this experience was transmitted back to the villages. This process
was naturally very slow and it would take many years to establish the concept of security
in raising children.
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The vicious circle can, however, be broken by raising the level of health in infants and
mothers, thus there is a priority in raising the standard of maternal and child health scrvices.

Development of the child

Kindergartens and nursery schools can play an important part in the development of the
child, especially where the mother comes from the under-privileged groups, as she is readily
influenced by the ideas of her children’s teachcr. Compensation for lack of stimuli in poor
home life can also be made, assisting children to realize their absolute potential.

Iustability of family life—size of family

It was noted that where family instability is high, in North America and Western Europe,
the number of children in the families is small; though there is a correlation which is parti-
cularly marked in the Caribbean, with its specialized form of instable union, there is no
scientific evidence to show that this is a cause and effect relationship.

Effect of contraception on illegitimacy rate

Questions were asked concerning the moral and penal codes in North Africa and it was
stated that strict moral codes enforced by the women themselves resulted in low illegitimacy
rates but that growing liberalism might affect these in the future. Contraceptive advice was
officially provided only for married people in that area.

Rights of women

The right of women to happiness was a subject that met support from all quarters,
particularly with regard to the plight of the Moslem women with the cxistence of polygamy
and its biased divorce laws. It was stated that the insecurity of the Moslem wife was one of
the reasons for her desire to have so many children. While the desirability of revision of the
Islamic laws falls outside the purpose of this discussion, the Session Chairman wished
it noted that the matter had been raised here.

Man's inhimanity to wonan

It was suggested that this attitude was fostered by thc women themsclves by their passive
acceptance of man’s superiority in many countries. Women should be made more aware of
their rights and duties. Perhaps the key to the situation was the low cultural level of women
in many regions where insufficient attention was paid to their education. By education of
the women the problem would be eliminated.

Endorsing the revival of the rights of women, the Session Chairman concluded by
remarking that it was well known there would be no problem, if it were the men who had
the babics!

N.B.—The “Family” we are discussing here is the family unit of man, wife and their
children, their duties and obligations and rights. This can be further interpolated to be the
“Family of Nations™ as all nations should consider their needs as relevant to those of

other nations.
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19. ATTITUDES TOWARDS PLANNED PARENTHOOD

J. Y. Peng

Department of Population Planning, School of Public Health,
University of Michigan

INTRODUCTION

According to Berelson, the term attitudes in general refers to judgments based on reason or
emotion, and often a combination of both. Atitudes are usually conscious in their content
and amenable to change and can influence people’s choice in controversial matters such as
political issues, religious ideas and practices such as family planning.t

In the past few years, sample surveys of knowledge, attitudes and practices with regard
to fertility matters have been conducted in many developing countries. The coverage of
attitudes studies as summarized by Berelson are: “approval or disapproval of family
planning in general, of contraception, of sterilization and of abortion: reasons for approval
or disapproval, readiness to practise family planning, willingness to learn methods of family
planning, approval or disapproval of government programs for family planning, attitudes
toward national population growth, source of influence on fertility attitudes and perception
of others” attitudes on similar questions.”*? )

In these recent studies, the results show a remarkable similarity in people’s desire to have
smaller size families, and the high proportion of married couples interested in learning
fertility control. The ideal number of children in a family is four, and the percentage of
married couples interested in learning fertility control is about 70% in Taiwan, Thailand,
Tunisia, Turkey and Korea, as shown in Table I. These facts indicate to us that in conducting
educational activities in a family planning programme, it is realistic and practical to emphasize
the influencing of married couples’ fertility attitudes into action, that is, encourage them to
accept and then continue the use of contraceptive methods.

Tahle 1. **1deal” number of children and interest in learning fertility control*

Completed *Ideal” Interested
Samily Samily in learning
Country size size (%)

Taiwan (1963) 55 39 66
Thailand (1964) 5-2 3-8 66
Tunisia (1964) 5-9 4-3 66
Turkey (1963) 5-8 35 68
Korea (1964) 5-4 4-2 73

* Data taken from Chapter 51 in Fawily Planning and Population Programs, by Bernard Berelson.

PosiTivE CHANGES IN ATTITUDE AND ACTION IN RELATION TO FAMILY PLANNING
EDUCATIONAL PROGRAMMES

Experience in action programmes in Taiwan, 1963, and in Thailand, 1964-65, proved that
educational activities were very helpful in influencing people’s attitudes toward fertility
control both directly and indirectly. Educational activities in both programmes wer¢ mainly
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through home visits by field workers and through ncighbourhood group mectings held by
public health nurse supervisors, In both programmes mass media education was avoided
for political reasons.

THE TAICHUNG PROGRAMME OF PREPREGNANCY HEALTH OF TAIWAN?

Eleven thousand four hundred and seventy-two homes (90%; of the target) were successfully
visited in five months by 18 field workers. Family planning education using flip books and
displays of actual contraceptives was conducted during the home visits. The average number
of homes visited cach day by one worker was 6-5 houses. On the neighbourhood level, a total
of 513 group meetings (53% of the target) were held in four months by nurse supervisors.
Education using filmstrips, flip books and actual contraceptives as audio-visual aids was
conducted during the meetings. For the four-month period, the average number of group
meetings held each week was four.

The total number of contraceptive acceptors during the eight-month programme was
3,807. Seventy-two per cent of these chose the IUD. The total number of acceptors was 119
of the total marricd women between ages of 20-39 in the programme area (population
300,000).

Sample surveys before and after the action programme were conducted in the arca.
Attitudes of wives and husbands in approval of fertility control in the “before” survey were
already as high as 89% and 70% respectively. The result of the “after” survey showed even
higher percentages; despite the fact that the proportion of those approving of fertility
control was close to the saturated situation in the “before™ survey, 92%; of wives and 80% of
husbands approved of fertility control, as shown in Table I1.

Table I1. Per cent distribution of attitudes of wives and husbands toward fertility control*
(Surveys before and after the Action Programme, Taichung, Taiwan)

Wife Husband

Attitudes 1962 1963 1962 1963
1. Approve strongly 34-5 70-0 336 395
2. Approve moderately 55-1 22-4 369 40-4
3. Cunnot determine 1-4 36 1-0 09
4, Disapprove moderately 3-1 2-0 36 3-5
5. Disapprove strongly 5.1 11 36 I-1
6. Do not know 0-7 0-8 212 14:4
7. N.A. 0-1 00 0-1 0-2

Total : 100-0  100-0 1000 100-0

* Data from the University of Michigan Population Studics Center.

THE PHOTHARAM FAMILY HEALTH RESEARCH PROJECT OF THAILAND!: #

A total of 3,024 homes were visited by six field workers during the 10 months of the
programme. The average number of homes visited cach week by each field worker was 11,
A total of 122 group meetings were held in the villages by public he:Ith nurse supervisors
and medical officers, on an average of three cach week. Twenty large-scale village meetings
were arranged upon the initiative of the District Officer. Approximately 6,500 pcople attended
these meetings over a two-month period.

During the 10-month programme, the total number of acceptors in the programme area
was 1,395, of which 819 chose IUDs. This was 23% of the total married women between
ages 20-44 for a population of 60,000.

Sample surveys before and after the action programme were also conducted at this project.
Women's positive attitudes toward fertility control before the action programme were 68%/
and increased to 75% after the programme, as shown in Table I11.
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Table I11. Per cent and cumulative per cent distributions of women’s attitude toward fertility control*
(Surveys before and after the Action Programme, Photharam Family Health Research Project,

Thailand)
1964 1965

Motivation cluss % Cumulative %, % Cumulative %,
Highly motivated 39-7 397 430 43-0
Moderately motivated 6:2 45-9 13-1 56-1
Qualifiedly motivated 9-8 55-7 12 573
Potentially motivated 12:7 684 17+6 74:9
Not motivated 242 92:6 7-0 819
Inconsistent 7-4 1000 18-1 100-0
Total 100-0 100-0

* Data from the report by Amos H. Hawley.

Attitude change was observed among the women who disapproved of family planning at
the survey before the action programme. The reasons given for change of attitude from
disapproval to approval were that they had learned that contraception is not harmful to
health, family planningis a good thing to do and a friend has used contraception satisfactorily.

The action programme also created a favourable change in attitudes toward extending a
family planning programme to all of Thailand, as shown in Table 1V.

Tuble 1V. Per cent distributions of women’s attitudes toward extending a family planning programme
to all of Thailand, by education*
(Surveys before and after the Action Programme, Photharam, Thailand)

1964 1965
Years of school Unde- Unde-
completed Yes No  cided Total Yes  No cided Total
Total 57 10 33 100 91 4 5 100
No years 48 10 42 100 90 4 6 100
14 years 58 10 32 100 92 4 4 100
5 years and over 62 11 27 100 93 2 5 100

* Data from the report by Amos H. Hawley.

Over 907 of all women in the “after” survey felt that a similar programme should be
extended to all of Thailand. The proportion before the programme was 57%.

The survey of attitudes of village leaders and school teachers (mostly men) conducted in
1966 in Photharam revealed that 799 of the respondents described the programme as
“good". The reasons for their favourable attitudes toward fertility control were improvement
of the family economic situation, better health through spacing of children and more
advantages for each child, such as better education, in a family with fewer children.® These
reasons mentioned by the respondents had been emphasized by the speaker at the village
meetings.

INFLUENCE BY INDIRECT SOURCE OF INFORMATION

Although the organized educational activities had a direct effect in influencing married
couples to accept family planning methods, the most outstanding source of influence was
the indirect effect of word-of-mouth communication.? During the period of one year in
the Taichung programme, €62 of all acceptors within the programnie area came from the
neighbourhoods where no home visits and group meetings were scheduled. Morcover,
acceptors from outside Taichung accounted for 26% of all acceptors.

During the 10-month programme in Photharam, 59% of the total acceptors came through
an indirect source of influence, and 62% of the total acceptances were from people living
outside Photharam. The most remarkable example was the 1UD clinic in Chulalongkorn
Hospital in Bangkok. About 10,000 women came for IUD insertions within 10 months after
the start of the clinic in January 1965. Here, no publicity was ever made except a short
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period of education in the maternity ward at the outset of the programize and half an hour
of education on the IUD in the waiting room bzfore the regular clinic hour.

NEGATIVE CHANGES IN ATTITUDES

A change in attitudes from approval to disapproval of fertility control was observed after
the action programmes. In the Photharam Programme of Thailand 2-5% of the former
approvers shifted to disapproval at the 1965 survey. The main reason for this negative
change was due to reports of pain, bleeding and other complications and discomforts
associated with the IUD. At the 1966 survey of the attitudes of village leaders, 17% of the
respondents described the programme as *‘bad”. Their reasons were again due to complaints
attributed to use of the IUD, such as pain, bleeding, general deterioration of health or
fear of cancer.

The negative effect due to diffusion of news of complications related to the IUD method
has been a problem in family planning programmes in many countries where IUDs are
mainly used. This problem should be watched very carefully. The critical time was usually
one month after the start of a new programme. In our experience in Taiwan and Thailand,
sources of news were followed and studied thoroughly. Prompt action was taken on each
occasion to make up for any development that discouraged women from visiting the clinics.

CONCLUDING REMARKS

Experience in two family planning action programmes in Taiwan and in Thailand in the
past few years with well-organized and well-conducted educational activities has showed
very successful results. The important factors which created favourable response in active
acceptance and increased approval of family planning could be the following:

I. A high proportion of women were already interested in learning fertility control and
the information, therefore, spread very quickly.

2. Well-organized and effective educational activities resulted in indirect diffusion as well
as the direct communication. Services themselves at the clinics by doctors, nurses and
midwives are very significant educational and influential factors to people. The attitudes of
doctors and other personnel at clinics and in educational activities are of vital importance.

3. The IUD, as a new method in the area, attracted many women. Almost all women
who came from outside the programme arcas in Taiwan and in Thailand came for 1UD
insertions. IUD acceptors even inside the arcas were 80%, tv 96%.

4. The active role of local health personnel was especially significant. Local nurses and
midwives helped spread the information during routine activities both before and during
the programmes. In fact, the first peak of acceptances in the graphs for both programmes is
due to the work of local health personnel.

It is our hope that well-planned and well-organized efforts, which include educational
activities, will help people to have fewer children and thereby bring the fertility rate down
faster than the long and slow process of unplanned social phenomena.
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20. HEALTH EDUCATION IN FAMILY PLANNING PROGRAMMES

Jean Pinder
Health Education Consultant in Ghuana

INTRODUCTION

Launching a successful family planning programme in a country necessitates as careful pre-
planning of the health education aspects of the programme as is required of the clinical and
logistical phases. During the pre-planning phase, the health educator has to work closely
with the programme director, social scientist and other members of the administrative team.
It is during this phase that studies should be developed and conducted to determine existing
knowledge, attitudes and practices toward family planning within the various types of
communities within the country. Findings from such studies form the basis on which the
cducational team plans its programme.

The major objectives of health education in a family planning programme are:

1. To create favourable public opinion prior to launching the programme.

2. To provide information regarding birth control methods and the location of clinics or
other facilities where family planning advice may be obtained.

3. To motivate people to practise family planning.

The relation of pre-planning studies to various aspects of the health education programme
will be discussed in the light of these objectives.

CREATING FAVOURABLE PuBLIC OPINION

In any population, there are invariably persons who, for onc reason or another, have
objections to family planning, These objections may be due to various kinds of beliefs
including religious, that security in old age requires having many children, that contraception
causes sterility, or that the use of contraceptive methods is unnatural. Those persons respon-
sible for planning the educational aspects must have a knowledge of these prevailing beliefs,
the attitudes of various groups of the population toward family planning, and a thorough
understanding of social customs and taboos in order to direct carly educational eflorts either
toward refuting false beliefs or toward neutralizing objections to the programme. Securing
this kind of information cun only be done through reliable surveys conducted under the
direction of or with close guidance by a social scientist.

Objections to family planning are not limited to the uneducated segments of a population.
They may also be found in those groups of the population whose support is necessary if the
programme is to be generally accepted and if any degree of success is to be achieved. Some
of these objectors may exist among government officials, clergymen, teachers, the medical
profession and other opinion leaders. Bogue and Heiskanen, in a paper on communication
for birth control, state, *“People will not accept and try something with which they are
unfamiliar until it has been ‘legitimated’ (endorsed or recommended) by some person or
agency whose judgment they respect and trust.”” These authors go on to state that, “research
has shown that persons differ widely in what they regard as a legitimating source. It may be
an eminent scientific authority or it may be a neighbour, local minister, or a neighbourhood
druggist.””! Because of this wide diversity and because of cultural differences, it is important
that in planning the programme, endorsement be sought from as broad a group of opinion
leaders as possible.

Experience from a number of countries that have already established family planning
programmes seems to indicate that bv starting within a segment of the population that is
already motivated to accept family planning, interest tends to be stimulated among other
groups of the population. Bernard Berelson, former Director of Communications Research
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for the Population Council, indicates that the basic stratcgy at the outset of a programme
should be directed toward providing the information, services and supplics to those persons
who are already interested in family planning. He further states that “peripheral attitudes

will later change to conforin to behaviour”.®

COMMUNICAT!UNS—DISSEMINATION OF BIRTH CONTROL INFORMATION

The most effective channels of communication in a given population need to be explored.
They may well vary from one country to another. For example, in an [UUD study done in
Lulliani, Pakistan, it was found that home visiting was an effective method in increasing
acceptance rates among cligible couples. However, just “seeding’ a population with devices
did not give risc to a large-scale reaction through word-of-mouth communication.? In
contrast to this experience, a report of a study made in Taichung, Taiwan, stated, “‘the
power of diffusion has been demonstrated for the population of a large city. A large propor-
tion of the acceptors were not contacted direc.ly by the programme but heard about it
indirectly through diffusion.

(a) A large part of the diffusion takes place through the informal communication network
of friends, relatives and neighbours.

(b) An important source of diffusion is the large number of public health personnel
scattered through the area who spread information about the programme quite apart from
their participation in it.”*

In a summary of the Geneva Conference on Family Planning held in August 1965,
Dr. Ronald Freedman reported, *“the power of indirect diffusion in spreading information
about family planning is being demonstrated ‘n one study after another in various countries”’.®

Accepting the thesis that considerable information is transmitted through private, informal
communication, the programme planner, in addition to creating communication channels,
must motivate the person who has the means to transmit the information to others. There
is little rescarch available in regard to this technique; however, a direct communication effort
is likely to stimulate discussion and offers the opportunity for the informed person to transmit
his information. For exanmple, newspaper articles, radio discussions, mailed information and
so forth, may serve to initiate discussions among the normal channels of informal com-
munication.

Primary target groups for information regarding birth control methods are: medical
practitioners, public health workers, social workers, midwives (both trained and untrained),
hospital staffs, agricultural personnel and other types of workers coming in contact with
those groups of the population which may be considered as potential acceptors of family
planning. Experiences reported from the Republic of Korea pointed out the importance of
carefully inistructing general practitioners in regard to the insertion of 1UDs and in dealing
with side ¢ ffects. It was found there that if such instruction had not been given, the solution
often user. by the gencral practitioner to problems which arose was removal of the device.$

In the past, there has been a general belief that mass media could not be used in promoting
family planning rrogrammes. This belief has been refuted in many countries where radio,
television, billboards, newspapers and cinemas have all been used successfully. Those
countries which are attracting large numbers of the cligible population to participate in
family planning are using a variety of methods to provide information to the public. Mass
media techniques have proved to be cuite effective for this purpose; however, the mass media
have not, as a rule, motivated many people to take action. In most studies reported, word-
of-mouth communication is most often given as the stimulus which prompts an acceptor to
attend the family planning centre.

There is one particular group of the population in any community which usually requires
special effort to reach and also special effort to motivate to participation in the programme.
This group, often called the “hard-to-reach” group, usually does not belong to the organized
community. They are seldom a part of the usual community organizations such as churches,
clubs, civic groups, etc. In Latin American countrics, many of these people would live in
shanty towns of the major cities, such as the callampas of Santiago.

Every effort should be made to find local leaders from within these communities and to
win their support. In so far as possible, information should be channelled through these
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local Icaders. People in such communities are often suspicious and are difficult to convince
that ““outsiders™ are interested in providing a service that will benefit them. They doubt the
underlying motives and the sincerity of people coming in from outside the community.
In this type of situation, it is often helpful if family planning can be incorporated into
another health service programme such as maternal and child health, and the health staff
which is already accepted in the community utilized for family planning scrvices. If possible,
cfforts should also be made to recruit field workers from within the community,

Another aspect of the total family planning programme which relates to all three of the
objectives mentioned carlier, and to which the health education staff as well as other
administrative staff members arc required to devote considerable effor: and attention, is
training. All personnel actively engaged in the programme must not only have accurate
technical information, but also must work at creating good public relations.

The training of field workers, supervisory staff and all others directly involved requires
carcful planning. Experience in various countries has shown that after an initial training
period, it is advisable to bring personnel in periodically for refresher training and evaluation.
These are the key people for disseminating information and for developing the necessary
public support. Their responsibilities include education, public relations and the provision
of general information regarding family planning.

The major responsibility for encouraging familics to participate in family planning rests
on the ficld workers. The success or failure of the programme will depend largely on the
effectiveness of this particular group. It is, therefore, essential that careful attention be given
to their sclection and training. The qualifications of field workers have to be individually
determined by countrics. The kind of personnel available and to whom local people will
respond must be taken into account. In some countries, it may be possible to use public
health nurses or auxiliary public health nurses. In other countries, it may be necessary o
recruit secondary school graduates, and in some instances educational levels may cven be
lower. In any event, training must be planned to suit the level of the ficld workers sclected,
and on the basis of the objectives and goals of the particular programme. If, for example,
family planning is incorporated into the maternal and child health programme, the training
of field workers must include & basic understanding of maternal and child health needs.
Whereas, if family planning is part of a rural or community development programme, certain
aspects of the training might vary considerably. Needless to say, training should include the
use of suitable teaching aids.

MOTIVATING PEOPLE TO PRACTISE FAMILY PLANNING

In countries where family planning programmes have been started, it has been found that
there cxists a sizeable proportion of the eligible population alrcady motivated to practise
family planning. That is, they already have the desired number of children, or they feel that
they cannot afford to have more children, or they wish to limit the size of their families.

Various studies made in regard to induced abortions indicate that in many Latin American
countrics, as in most other countries of the world, people try to limit their family size by one
mcthod or another. Francoise Hall reports on a study of Armijo and Monreal that in
Santiago, an estimated 16%; of all pregnancies end in an induced abortion. In Uruguay, the
estimate is that there are three times as many provoked abortions as births. In a study of a
group of women between 20 and 39 years of age in Lima, Peru, Hall revealed that the
proportion of pregnancies ending in admitted provoked abortions, according to the economic
status of the women, was as follows:

0/
)

Upper socio-econ smic group |
Middle socio-ecoiomic group 3
Lower socio-ecoromic group 1

O Ao

Based on responses to the interview que: tions, it was suspected that in cach group, the
actual percentage of provoked abortions war, considerably higher. The additional percentages
of pregnancies ending in abortions that were suspected to have been provoked were:?
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A
Upper socio-economic group 54
Middle socio-~~~nnmic group 29
Lower socio-econnomic group 2-3

Included in this study was the percentage of women exposed to pregnancy and using
some type of contraceptive method. These figures were as follows:®

76

0
Upper socio-economic group 683
Middle socio-economic group 55-1
Lower socio-economic group 38-3

It is quite likely that the higher usage in the upper and middle groups is due to greater
opportunity to secure information about contraception than is available to the lower socio-
economic group. However, from the various studies made, the evidence exists that there are
many families who would practise contraception if the information and contraceptive
supplies were available.

Studies made in Japan, India, Puerto Rico and the United Kingdom have indicated that
the major reason given for wishing to practise contraception is the economic condition of
the family. A further finding which has been reported from both Korea and Taiwan is that
initially, the bulk of acceptors come from couples who wish to stop births rather than to
space their children. There are indications, however, that a growing interest in child spacing
is developing among younger couples.

If prcliminary research in Latin American countries reveals similar attitudes, thc economic
factor and the family limitation factor might well be exploited in the approach to families to
motivate acceptance of contraception. However, any motivational approach used must be
based on findings in a given country. This emphasizes the importance of preliminary studies
in regard to knowledge and attitudes.

In discussing motivation, it is important to mention the secondary school population as
an important target group. The school offers opportunity for making young people aware
of the population problems facing their country and the world. This information is readily
incorporated into social studies courses, geography courses and civics courses. Obviously,
science classes, biology, physiology and home economics courses provide opportunity
for teaching the physiology of reproduction and sex education. Through utilizing oppor-
tunities for making young pecople aware of the population problem and by creating an
understanding of the reproductive process, teachers have an excellent chance of developing
a favourable attitude among the youth of the country toward the future acceptance of
family planning.

CONCLUSION

The development of a sound health education programme in relation to family planning
requires pre-planning studies, and the establishment of a well-integrated organization which
is involved in all aspects of the total programme. The creation of good public relations and
favourable public opinion is a responsibility of all staff members concerned. In order to
achieve the objectives or goals established of lowering population growth rates, training of
all participating staff, private physicians, teachers and other persons who might lend support
to the programme is of primary importance and shonld be planned and conducted to meet
the needs of the various groups concerned. Continuing evaluation of the kealth education
aspects should be a part of the overall evaluation and will serve as a basis for any modifica-
tions which may be required.

Each country has to determine the methods which will be most effective in its own
situation. However, the possibility of using various methods of communication should not
be overlooked, as the countries presently experiencing considerable success in gaining
acceptors of contraceptive methods are finding it is possible to use a large variety of com-
munications media.

Success of the family planning progranime depends to a great extent on the achievement
of the objectives of the health education activities discussed. It is, therefore, urgent that in
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initiating the programme, emphasis be placed on the development of an effective plan for
health education throughout.
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21. THE IMPORTANCE OF SEX EDUCATION:
SEX EDUCATION AT SCHOOL

T. Wickbom
Katrineholm Secon. . 1 School, Sweden

Sex education at school in a modern society nia- - 0 1 two functions:
1. It should impart knowledge of the facts or ua. " . life, e.g. the structure and
function of the sexual organs, puberty and menopaus 150 about venereal diseases,

v

impotence, frigidity and sexual abnormalities. It sha'*  or co«rsa also impart knowledge
about family planning.

2. Sex education should be the instrument that cou. o the next generation the
norms, ethics and morals governing sexual life that exis, 2 [t as essential in every
society.

Thus it may be said that sex education has two aspects: one ological, medical and
hygienic, and one social, ethical and psychological. Of course this division must not be
carricd too far, but one should be aware of its existence. As a criticism against sex education
in schools, it has sometimes been said that plants and animals manage their reproduction
without education. To accept this as a guide to humans one must completely disregard the
fact that man holds a unique position as a social being who can communicate information
by verbal means from one generation to another. This information contains essential
elements of human ethics and morals,

Every society discusses to what extent sex education in its widest form concerns the
individual family, and to what extent the public sector of society is concerned. For us in
Sweden, it is accepted that it is not a question of either/or, but both/and. As well as in
every other kind of education, home and school must work together. Our knowledge of
human psychical and physical functions increases so fast that the individual family cannot
hope to keep up to date with the progress of research. Professional teachers of biology,
hygiene, psychology and social science must each give young people the individual contri-
butions they can offer. Of course, society must often try to reach the parents with advances
in knowledge. In an industrialized society with a high standard of living, this happens partly
by means of mass media such as the daily press, magazines, radio, television and specialized
literature on the particular subject, and partly by voluntary spare-time education, such as
study groups. Besides this, information is given to parents by doctors, family planning
counselling bureaux and pamphlets from National Boards of Health or Education.

In some countries, as in France, schools have taken an interest in educating parents by
arranging evening classes for them. Parents are taught sex education among other things.
The reason for this is that schools are not allowed to give sex education but through the
parents can reach young people with the necessary information.

The best thing, of course, would be for young p.ople to receive suitable sex education in
their homes from their own parents. Experience, however, shows that a satisfactory cducation
of this sort puts the home to such a severe test that the task, as a rule, proves too difficult.
Often the parents’ knowledge is inadequate, their interest in this aspect of their children’s
education is insufficient, and thcir own reservations are frequently pronounced. When the
parents cannot give young people the necessary guidance, it is believed in Sweden that the
task belongs to the schools which, next to the homes, are the most suitable authority.

The rcason for the parents’ reservations is in most cases caused by the black-out that
sexual life in large parts of the world has been subjected to during the last 100 years. The
result of this black-out is that many parents still have difficulty in talking both with cach
other and with their children about sexual matters. An invesiigation on 300 women between
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the ages of 20 and 3€, published in Denmark in 1951 by Dr. Kirsten Auken, showed among
other things that only 10 of these women had received sex education from their parents.
Fifty per cent of them gave friends as the most common source of information. Knowing
how such information is iven it is no exaggeration to say that the present generation of
mothers, at least in the Scundinavian countries, has received its sex education from rather
obscure sources. It is not surprising that these mothers themselves have difficulties in
giving their own children sex education in an adequate, warm and natural way. As to the
information background of the fathers, I have not seen any relevant investigations, but it is
probable that they received their information during adolescence from their friends, as did
the girls.

The basic aim of sex education is to provide knowledge in a subject that is of the greatest
importance in the personal development of students. One objective is to counteract undesirable
sexual behaviour, such as sexual intercourse at too early an age. Another urgent task of such
instruction is to create the necessary conditions for a harmonious sexual life.

Consequently, information about family planning must be one of the most important
subjects and aims of sex education at school. Education in family planning must explain
and lay the basis of the cthical and social point of view that it is better in our type of society
for a child to be born and brought up in a complete home with a mother and a father. This
does not mean that there should be any discrimination against homes where a single mother
or a single father brings up children. We only believe that it is easicr for a child to grow up
to be a well-balanced individual if during childhood there is an emotional contact both with a
man and a woman at home,

Besides this, education in family planning must contain items about contraception. The
cthical reasons for contraception are as follows: In a modern society we consider that a
family should not have more children than the woman's health and the family’s economy
can manage. It is worth pointing out that one can buy a high standard of living at the price
of a lower number of children per family. On the other hand a mutually harmonious sexual
life for persons who love each other is a source of the deepest communion and happiness.

The way to combine these two aspects together in real life is of course to use contraceptive
methods. In Sweden these are nowadays commonly accepted, as well as information about
them being available at school. The result is that among other things we have a positive
tic-up—even if it is a weak one—between the incomes of the families and the number of
children. With a little exaggeration it can consequently be said that the children in Sweden
are generally not only welcome but really planned. Unfortunately, this does not usually
apply to the first child of every family.

Sex education in the Swedish schools starts in the first school year. The scope of this
initial school instruction is limited to how the sexes difier, where children come from, how
they develop before birth, how they are born and in what way they depend on their mothers,
fathers and homes.

By a suitable sex education adapted to these small children’s ability to understand, one can
lay an ethical basis which is as follows:

Children have the right to bs born in complete homes, with parents who are willing to
take care of them in the best way possible.

At the age of 12, instruction continues with biological aspects, such as the structure and
function of the sexual organs, puberty, menstruation, night pollution, masturbation, con-
ception, pregnancy, development of the foctus, determination of sex and twins and other
matters. The instruction is given to ordinary classes with girls and boys together.

During the ninth school year (the final year of compulsory school) the most complete sexual
education and instruction is given to the young people who are then about 16 years old.

Sex education is given chicfly in biology lessons, but according to recommendations from
the National Board of Education, it is touched upon also in lessons on religion, social
studies and other subjects in which questions of sex may arise naturally.

The following items are dealt with:
Structure and function of the sexual organs
Conception
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Development of the foetus and pregnancy

Childbirth

Sex and youth. Moral considerations

Children born out of wedlock

Spontaneous and induced abortions. The Swedish law on abortion

Venereal diseases

Contraceptives

Sterilization

The climacteric or menopause

Sexual abnormalities

Moral and social aspects of sex

Welfare measures designed to help creation of a family

Welfare measures during pregnancy, confinement and nursing

Welfare measures for the care und training of children and adolescents

The necessity of sex education at home

Impotence

Frigidity

The pupils who continue with higher education are given a revision course and then more
comprehensive information on the following items:

Moral and social aspects of sex

Sex hormones and their influence upon puberty, ovulation, menstruation, conception,

pregnancy, menopause, etc. Pregnancy tests -
Contraception
Venereal diseases

With these older pupils (13-19), contraception is dealt with from two aspects:

1. They are given information about the most important contraceptive methods which
are the most acceptable to people in Sweden today.

2. They are given a chance to see the problem from a global point of view, The problem
of the overpopulation of the earth and the possibilities of tackling this in different ways are
discussed, and this includes family planning.

Sweden today has a very small increase in population (the birth rate is about 15 per 1,000
and the death rate about 11 per 1,000, with a consequent increase of about 4 per 1,000 per
year). The reasons for family planning in Sweden are consequently in many respects different
from those in so-called underdeveloped countries. However, we must give our young people
a knowledge and understanding of global problem:s.

The moral and social aspects of sex are discussed intensely in Sweden today. A more
conservative group with a clear religious anchorage considers that this subject must be dealt
with so as to impose a certain moral opinion. This group considers that the aim of sex
education is to give young people a code of morals according to which sexual intercourse
must be limited to marriage. A more radical group on the other hand considers that education
should be objective. It should, according to them, give an account of the different ethical
and moral opinions that clash with each other in present-day Sweden, with the arguments
for and against the different opinions that are put forward in public debate, but leave it to
the young people themselves to make up their minds and make their own choice. They con-
sider this to be the only truly democratic attitude.

In my opinion an item of this kind (moral and social aspects on sexuality) must be dealt
with in rather different ways in different countries, depending on their culture, traditions
and religion. In one country the communication of traditions to the next generation by
indoctrination is right and natural. In another a non-indoctrinating education is more in
accordance with current ideals and aims of education. The main thing is, in my opinion,
that young people at school are confronted with these problems and not left without
information.



22. THE IMPORTANCE OF SEX EDUCATION:
ADULT EDUCATION AND RESPONSIBILITIES

Mary S. Calderone
Sex Information and Education Council of the US (SIEC Us)

Different motivations for family planning are expressed by different people: some wish to
balance numbers with food and other resources; some wish to hold down the numbers of
economically deprived people; some wish to strengthen family life. My own belief has
always been simply that “The right of a woman in the matter of her own body should once
and for all be recognized as a right in its own right.””* The recognition of this as a basic
human right must inevitably stem from the changing status of woman wherever she emerges
from chattel or appendage to the male, into personhood.

People also have different motivations for sex education of children and young people:
some want to lower venercal disease or illegitimacy rates; some want to promote happier
marriages; some want to promote “morality”—but again these ends should not be con-
sidered central. George Bernard Shaw once stated what might be accepted as a primary
goal: “The right to know all there is to know about oneself is a natural human right.”” The
connexion between the right to sovercignty over one’s own body and the right to know all
one wants to know about oneself as a sexual person, is clear.

How does one come to know oneself as a sexual person? Two concurrent and intricately
related processes go on in the life of each individual: the maturation of the personality
structure given at birth and the impact exerted on both personality structure and the matura-
tion process itself by the cultural environment. Rainwater observes that one of Freud’s
most important contributions was to show that sex at any stage of life is never simply sex,
a physical act, but is “a complex of feelings and behaviour built out of elements which
extend genetically back into dim childhood experience, and cross-sectionally into other
vital drives which the individual seeks to develop in importance and to protect from
encroachment™?® It is this concept that permits, indeed compels us, as Gagnon® and
Broderick?® show us, to recognize the sexuality of the child as present and valid from the
moment of birth: he is a sexual being with sexual feclings, needs and drives—even though
genital expression of this sexuality might be years away. Until we accept the sexuality of the
child, we cannot begin to design or engineer the process by which that sexuality may be
brought to full, responsible, expressive maturity.

Because the sex education of the child with which we are so concerned cannot be con-
sidered apart from the sexual attitudes and behaviour of his surrounding adults and culture,
to speak of sex education as happening in the home or in the school, or at 5 or 10 or 15 years
of age, is to create separations in place and time that in fact do not exist: sex education is
not a definable “‘event” but is an all-permeating continuum, and we have no choice as to
whether or not to do it, it is done. The choice we do have, is whether or not and how we shall
intervene, to make this process a conscious one directed toward certain goals to be defined.
As shown by Reiss, Rainwater, Christensen, Bernard and others,® as between the many
different sub-cultures in the USA, differences in attitudes and concepts about sexuality and
acceptable sexual behaviour are of a high order. Marked differences also exist within each
sub-culture as between its individual members, due to the varying ways in which each
inborn personality structure has reacted to the impact of its own particular cultural milieu.
We do not know how to predict the effects of a specific acculturational process on a given
personality substrata, We do know that these effccts are, for better or for worse and hit or
miss, with near-irrevocability built into the child’s personality.
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Yet the word *“built” is a misnomer, for it implies intentional and intelligent application
of skills in design and construction. Too often in the USA today, the child’s sexuality is
cruched into him. Precociously emphasized eroticism, premature or brutalizing sexual
experience, confusion of gender role and identity, hypocritical denial of straight sound
knowledge about human sexual experience—these are obvious sources of trauma. More
subtle but no less destructive in their causality are the still omnipresent and traditional
association of erotic sexual pleasure with sin and evil even in marriage, and the assignment
of full sexual expression only to the male. Of great importance is the almost universal inter-
ference with the process by which the child tests his awareness and experience of his bodily
sexual self through the range of childhood and adolescent masturbatory activities. Most
subtle and most devastating of all particularly to males, is the constant implication that
sexual prowess and conquest rank with the ability to make money as the prime measure of
success as a man.

Because masturbation is a well-nigh universal phenomenon of all age levels, questions
about it must be answered by science in the manner usual for scientists: What, if any, is its
role? Is it one way by which one comes to know onc's self? Is it essential to the development
of sexuality in the individual? Is it a way by which sexual tensions can be harmlessly released
at critical points in the life of the individual—in adolescence, in adult life before marriage,
after marriage during periods of illness or separation or with the termination of the marriage
by divorce or death, or in such involuntarily celibate situations as prison? Or, if masturbation
is not to be considered “‘normal” but pathological, then how is it to be classified? Any
masturbation is dangerous, as we classify narcotics? Some masturbation is dangerous, as we
clussify cigarettes? Too much masturbation is dangerous, as we classify alcohol? And how
much is too much in respect to it, and why? Or is it, perhaps, the use to which an individual
puts masturbation that is “dangerous™—for fantasying or as compensation or as a refuge
against too heavy pressures, or as a substitute for unsuccessful heterosexual relationships?
All of these are hard questions that must be answered: if masturbation is dangerous then
science must devise non-damaging means to control it; if we are to be scientifically neutral
about it then we should learn to consider it the business of the individual involved; if it is
useful then obviously science should indicate how its usefulness can be safeguarded.

There are no case histories to validate any theory that masturbation per se can damage
the individual, but there is much evidence that it is individuals who have been damaged in
some way during the maturation process who may use masturbation in ways symptomatic
of that damage: as an escape, as compensation, as a safety-valve, as a substitute for the
unattainable. Because to try to suppress it usually succeeds only in creating or compounding
problems, if the child is emotionally healthy and he or she masturbates in private should we
not rejoice in the health and respect this privacy with regard to the other? If the child is
emotionally unhealthy and he or she masturbates, should we not treat the first and still
ignore the masturbation, in awareness that he needs something of his own that he can enjoy
in the midst of his culture-induced misery?

For let us face it: no child comes into this world a prostitute, a narcotics addic:, an
alcoholic or a homosexual. No child is born neurotic or psychotic. All of these things
happen to him as the result of the days of his life he passes amongst us adults.

If the goal of sex education can be accepted to be, adults who will use their sexuality in
mature, creative and responsible ways, then the endless chain of adult-child-adult-child
et cefera must be infringed upon at every point possible with efforts to make the process of
personality and sex role-identity development a positive rather than a distortive one. Those
who are the most conscious, the most educated, the most able, must take the initial responsi-
bility at the very least for studying and analysing their own society’s various sub-cultural
milieus within which children receive their acculturation. Conscious intervention into the
educational process must be directed, and correlated with the economic and educational
inevitabilities of cach socicty; to this end, adults must accept the responsibility for re-
examining and reassessing their own attitudes and knowledge about sex and its role in life,
and reappraising their own value systems in the light of new scientific knowledge and the
requirements of their changing socicty.

Furthermore, religious leaders need to recognize that there are no special moralities that
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apply to sexual behaviour: the moralities by which human beings are to guide their lives
must be the same for any relationship—whether inter-racial, inter-religious, international,
intersocial, interpersonal—or sexual. Perhaps the greatest “revolution” now taking place is
that in the relationship between men and women. In any culture, the kind of sex education
received by the children will depend upon the quality of this relationship, which in turn is a
function of the changing roles of men and women, particularly of the latter wherever the
change is rapid or marked. The questions to be asked and answered are: what is the measure
of a man—what is the measure of a woman. In what terms does each society make these
measurements—in money, ability to cheat, sexual prowess, fecundity, physical prowess in
labour or war, as nameless units in the plots or successes of others—what is the measure of
a man or a woman? Whatever measures a given society holds up before the eyes of its
children as goals constitute their real sex education, and will determine the manner in which
they use their eroticism in adult life.

Young people all over the world can be no different from ours in the USA—among them,
as with us, there must surely be a layer of those who are spoiled, superficial, indolent and
glutted to excess by the things that money buys. They must be discounted in the scheme of
things, painful as it may be: except as they hold power over others, they can harm only
themselves.

But all our countries share also an ever-increasing, ever-thickening bottom layer of have-
nots—deprived, uneducated, desperate people. Them we cannot discount—and the layer in
the centre of the human sandwich consisting of the educated, driving, ambitious, seeking
ones—must not only carry the two parasitic outer layers, but must begin to reach them
ideologically as well, to open doors for them, to help then1 move out of their traps, to give
them visions and hope as deterrents to explosion. Technc ogical and industrial development,
and population control, vital as they are, are not enough; something more needs to be
served: the fierce drive of people for a better inner as well as outer life. The only way people
can be helped towards the hope that they must have is by aiding them to develop, each one,
a sense of his own individual identity and worth, a sense that is always ~losely tied in to the
individual’s self-concept as boy or girl, man or woman. That is why sex education—real sex
education, based on the truths of human sexuality, not merely information on the mechanics
of reproduction—is vital to every country as it looks to the future of its people in a world of
increasing stress. I1f you know who you are as man or woman, and feel successful in the role,
you can bear great amounts of stress or deprivation with equanimity.

In the USA, the voices of our young people are being heard denouncing the adult world
for its two-faced cowardice: we blatantly and corruptly use sex as a commercial expedient
while we refuse to answer our children’s honest questions about a life process that we all
have in common, that is fundamental to the state of our well-being, that is an integral part
of our inmost selves, that underlies our most important social structure and that gives us
our most powerfully experienced moments of being alive. “You may inquire and learn
about any aspect of man’s behaviour except this,” we say. **You must be moral negatively,
in a vacuum, by not doing, not knowing, not experiencing.”” Man will not progress towards
his fullest evolution in ignorance, emptiness, vacuum.

The revolution of rising expectations cannot succeed unless it is concurrently accompanied
by a revolution of rising responsibility. Responsible parenthood cannot be achieved on a
broad scale unless responsible sexuality precedes it. And, before both, must come the most
important revolution of all: the revolution of the rising sense of self, to which sexuality
is integral.

It would be simple if, at this moment, I could give you a complete course outline of a sex
education programme from 5 to 15 years. In actuality, although I understand that this
existed in Sweden for some years, our Swedish friends are now saying that this is not
enough—courses, lectures, books, no matter how carefully constructed, are only the bare
bones. So powerful is the challenge of our young people to put flesh on these bones that I
venture here to put into words, to try to define, what our adult world is faced with doing.

We must once and for all cease measuring sexuality itself in terms of morality. Human
beings may use their sexuality in immoral or amoral ways—but sexuality itself cannot be
judged: it simply exists and is there as a part of every human being at every age. Once this
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is understood, it is how a person uses his sexuality that then can become subject to judgment.
Obviously we have to be taught how to use any of our faculties, and the teaching-learning
process is always most productive when it is in terms of use rather than non-use. But, as
regards sex, we are still so trapped in the net that cquates genital expression of pleasurable
sex with sin, even in marriage, that it is not possible for us to face with equanimity any kind
of physical expression of sex in the young at all, at any age, and we have similar discomfort
in contemplating sexual expression in older people.

In an era that places a high value on the rational scientific approach to all life questions,
can we continue to deal with this core area of man’s life in mythological, non-rational terms?
[ think not. But does this mean that we simply set free the sexual urge to express itself without
let or hindrance? Again [ think not, for this would itself be non-rational. What then is our
approach to be?

To put it in simplest terms, I should like to see it based on the concept that truth about
man’s sexuality and his sexual behaviour is as sacred as any other truth. The difficulties and
differences arise relative to establishing just what is truth about sex, and by what methods
we can arrive at it. The pioneer researchers, Masters and Johnson, have brought us
immeasurably closer to scientific truth about the nature of human sexual response as a
physiological process, but they are the first to proclaim the need for equivalent research in
the psycho-social aspects of human sexuality. The one root question that at present most
needs study is: how, when and 1o what degree (if any), are genital expressions of sex (and
which of these), to he regarded and treared as integral 1o the psychosexual development of the
individual? Can his sexuality develop and fulfil itself in vacuo? Must he not do in order to he?
It galls us to contemplate this and throws our churches into turmoil—the very notion that
experience at the physical level may well be an essential part of the evolution of the individual.
It is almost impossible for most of us to contemplate this.

Shall we be totally permissive? No, for this alienates our young from us. What they want,
I think, is composure about sex and sexual bzhaviour—the same kind of rational composure
that permits and facilitates the study of any new area in our lives—oceanography, digital
computers, space physiology.

For in a very real sense, this part of us that we think of as old is new to us. Like the side
of the moon never before looked upon by man, it was there all the time, but we knew it not
because we could not encompass a vision of it. If we and our young people are to involve
ourselves together in this voyage of discovery-—call jt sex education if you will—we must
match them in honesty, passion for truth and willingness to look with new eyes, and to
count well lost the blind old fears and shibboleths as we shed them, as does the moulting
cicada his successively constricting shells, left behind one by one in his relentless drive
towards full maturity,
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23, THE ROLE OF UNIVERSITIES AND MEDICAL SCHOOLS

J. Arias

Central American Research Institute for Industry, Guatemala

The rapid growth in the population of Latin America, characterized by its lack of organization
and its higher incidence among those strata of the population of lowest cultural, social and
economic level, has during recent years confronted the countries of this continent with the
necessity for measures dealing with the demographic problem. Above all, in those countries
faced with an excessive rate of growth, the seriousness of the situation has brought with it a
responsibility, both for the individual and for society, which cannot be ignored. Of the
various institutions which can help resolve this problem, there can be no doubt that the
university is the most important.

This responsibility has been recognized by more than one university centre in Latin
America, and declarations and activities could be cited which show a realistic and thoughtful
approach to the solution of the population problem. Centres, institutes, commissions, etc.,
have been set up for study and research, as an initial contribution to the problem, and their
work has begun to multiply to a degree unthinkable only five years ago. It was our intention
to include in this paper more concrete information based on activity in the universities, in
order to illustrate their varying degrees of participation. Unfortunately the idea had to be
abandoned owing to shortage of time and the rapidity with which such participation is
changing. This paper, then, in the hope of stimulating discussion, is limited to describing
the main role the universities can play in solving the demographic problem in its regional
context.

We can be sure that the work of Latin American universities will become clear in this
conference through the reports we receive from the distinguished participants.

We all know the difficulties to be faced, in varying degrees, when initiating population
and family limitation programmes in Latin America. Obstacles arise at different points as a
natural result of the conflict between the way the problem is posed, on the one hand, and
the possible solutions, on the other. Frequently heard is the argument that the population
density of the region is still low, that natural resources are enormous and hence the over-
population problem is erroneous, even going to the extreme of declaring that what is needed
are sufficient hands to work these resources. One can be sure that those who reason so have
not made the slightest effort to quantify tlic problem and work out, if only roughly, the
enormous financial resources needed to train the population and put within their reach the
cconomic and physical means which could speed social and economic development, even to
the point of making up the ground lost.

On the other hand, the solutions proposed have often been neither the most satisfactory
nor the most effective for the idiosyncracies of our peoples, who not only differ from one
country to another, but even within the same country. The proposal of solutions which do
viclence to the convictions and moral principles of our people quite often lead to an attitude
of resistance, even among those who recognize the magnitude and severity of the problem.

Anyone who makes a preliminary study of the population problem or questions related
to it, without going further, is surprised at the complexity of the situation which, besides the
fundamental biological and social aspects, includes those of economic, cultural, psycho-
logical, religious, moral, legal and technological significance, to mention just a few. Such
complexity and interrelation of diverse factors makes an interdisciplinary approach the only
one capable of framing realistic and human solutions. This provides further reasons why the
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universities, as the leading cultural institutions in our countries, should take a realistic
position in this matter.

It seems likely that the conflict referred to, which at first sight seems centred on the
opposition between resources and necessities, actually presents serious problems in its
formulation, study and solution, for lack of adequate conceptual structures capable of
relating the results of increased national research. Such findings are often inconsistent
owing to the variety and complexity of the variables governing human behaviour, both
individual and collective.

Our populations, engaged in the conquest of under-development, find themselves
enmeshed in a series of programmes requiring structural changes of greater or lesser degree,
and which must be undertaken at short notice if they are to be of benefit. A stage of
modernization is taking place which does not affect equally all the activities of a nation,
resulting in lags which aggravate even further the uncertainty in which people today live.
Typical is the advance made in public health and medicine, which has appreciably reduced
mortality and morbidity, in contrast with the slow progress in other sectors which gave
birth to them. The same can be said of other sectors, such as the development of science and
technology in different activities without the corresponding development of educational
programmes. Qur people are at a cross-roads; on the one hand is the pressure of traditional
values and an unchanging way of life; on the other hand the pressure of new values and the
changed situations they have brought into being. As a result, social and cultural surveys often
receive unexpectedly contradictory and ambiguous answers—a true reflection of the inner
conflicts with which we live. This is why conceptual structures which accord with the present
situation and direction of humanity are nceded.

In this transitional period it is the university, as the highest cultural institution in our
countrics, which, despite difficulties, must take the lead in guiding the cultural transition
through which our countries have to pass in order to develop successfully.

The university in Latin America has been characterized by a more active participation in
national affairs than is traditional .y these institutions in other parts of the world. This is
not the moment to analyse the reasons, nor the benefits or otherwise of such participation,
but it is certain that the Latin American university, if the generic term may be applied, can
make good use of its position 1o influence the making of national policies. It should be clear
that this is a reference to national policy and not to the party policies which certainly have
on accasion done much harm to the university. The university as it stands is not well
cquipped to create a national policy, outside of the field of higher education, but it can
engage its moral and intellectual force, offering opinion und arousing interest in such a way
that policy is guided towards speeded social, cultural and economic development. Its central
position and its relations with organizations creating and carrying out national policy allow
it to cooperate cffectively from various angles. Examples could bz given in which the
university's support has had deep repercussions in national development.

Recent years have seen the universities redouble their efforts to break out from their
traditional moulds, frequently an “ivory tower" attitude, and involve themselves with all
sectors of society in full awarencss of real and effective needs. Unfortunately this attitude is
often interpreted and carricd out in a demagogic way, pushing the university into activities
which are really beyond its function, and not infrequently duplicating functions outside of
its sphere and for which it lacks adequate resources, so that the incvitable failure reflects
unfavourably on the institution and its future programmes.

The Fourth General Conference of Universities held in Tokyo in 1965, by the Inter-
national University Association, in discussing the topic “the contribution of higher education
to cultural and economic development” emphasized that education, besides being a con-
sumption cost, is a key long-term investment leading to the development of human resources,
- and gives the society a better return than it can hope from investment in materials and
industry, and that higher education and research are at the apex of such investment. The
recognition of this by governments has brought increases in higher cducation investment
which in turn has created in the universities a greater responsibility to the community to
which they belong and which they must serve, trying to return this aid with interest. In few
ficlds can the university do as much as in that which is the central concern of this VIIIth
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International Conference, which has not exaggerated in equating the problem of increased
population growth with what is perhaps the main factor shaping our present society and its
immediate future, and which may determine its form between now and the end of the century.

The university’s concern for the problems of the community leads to action in three
traditional fields: (@) Teaching, (b) Research and (¢) Extension courses.

As regards teaching, whatever position the university or its school of medicine may adopt
in the face of the population problem and its possible regulation, it is obliged not only to
give its graduates the opportunity of understanding and discussing the problem, but also
to prepare them to face and resolve the situations which may arise in their respective profes-
sions. This is not the place to discuss teaching details; however, some observations will be
of value whatever the approach taken. As regards the problem in its broad aspect, it is
important that at the level of general education, whatever this may be, courses should offer
some idea at least of the demographic problem at its various levels (world-wide, continentzl,
regional, community and family) and the complexity resulting from the many factors arising.
In this way, the future professional in every branch can be given a basic idea of what is
involved. Although it may be difficult at present to undertake specialized studies in demo-
graphy in all universities, it is possible to recommend that each profession include suitable
courses dealing with those aspects which have most bearing on it, in order to encourage
participation in study and research on the problem. Courses in biology can assist by giving
a better understanding of the physiology of reproduction and the development and evolution
of animal populations, especially the human one.

In its specific aspect, the problem has generally been faced from the viewpoint of medical
participation and, to a lesser extent, from social and economic considerations, and this has
resulted in a certain lack of balance of the forces within the university. There is no doubt
that from the practical viewpoint, such an attitude is defensible, but if the university is to
play its role in this essentially interdisciplinary problem, it must achieve a better balance,
or lose by default to the medical sector which, fully alive to the situation, has taken the
initiative both inside and outside the university.

However, while this gap in university education is being remedied, cfforts must continue
to train medical personnel and assistants to promote family planning with the object of
protecting the family and its health, and to give such workers, a clear understanding of
what they are doing and what it implies for the country.

In regard to research, the university must take the initiative by encouraging, guiding and
carrying out surveys and investigations on population development, and its causes and
cffects, such as the interrelation of demographic factors with cultural, economic and social.
Only with such a knowledge of the environment can the work be adapted to local circunm-
stances. On the other hand, applying indiscriminately the experience of other countrics is to
risk the failure of whatever family planning programmes it has been possible to set up.
This makes it necessary to carry out preliminary studies to find out in which sectors of the
population it would be wisest to begin. What must be known arc the fertility features of
these sectors, their value systems, the organization and structure of the family nucleus, and
the cultural, sociological, economic, psychological, moral, religious, ctc., factors needed as
the basis for a serious diagnosis of the situation. Such material is also an important reference
when later on a measure of the magnitude and significance of the changes brought about is
required to cvaluate programmes—this bzing the only way they can be accommodated to
the changing social nuclei in a period of demographic transition.

A fundamental part of any family planning programme must be research, not only in
those aspects already referred to but in everything related to the method used, such as the
degree of efficiency and results. Such research can be carried out in close contact with the
medical personnel and assistants, and the student body, so as to familiarize them with
the problems of the community which they will meet sooner or later. Only by systematic
interdisciplinary rescarch will it be possible to formulate the conceptual structures which
we have referred to and within which the facts brought to light by surveys can find their place.

The university, and especially the school of medicine, must also lead scientific research
into phenomena related to the physiology of reproduction, to achieve a better understanding
of the facts and to develop new techniques.
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The university extension, which like rescarch is not dominant in the Latin American
university, can be effectively used not only to offer advice and services, but also to allow
professors and students to maintain close and continuous contact with the actual problems
of the community and the family. The extension services should also be used to disscminate
all relevant material for the creation of a clear collective consciousness regarding the
magnitude of the demographic problem, its implications and possible corrective measures,

By means of this brief summary of some of the functions the university can successfully
fulfil in this field, it can be readily seen that this institution will play an important and
sometimes decisive role in the formulation, study and solution of the demographic problem
which clouds with uncertainty the immediate future. The university in Latin America, in
spite of the conflicts in which it sometimes finds itself, has the advantage of its great stability
and permanency, which makes its contribution more valuable and lasting than that of most
national institutions. The faith that we have in the role of the university suggests that in
every country it will be able to fulfil it. The university must contribute in the national
context and, in close cooperation with public and private organizations, offer abundantly
its valuable contribution and moral support to all programmes which lead to the betterment
of the community.

Lastly, to these traditional functions must be added, as profoundly significant, the con-
servation and continuous reinterpretation of our scientific and cultural heritage, so that it
becomes the conscience of the nation guarding man from becoming the victim of his own
progress. From this point of view, the university's contribution to this problem with which
we are all concerned, could be decisive.



RAPPORTEUR'S SUMMARY

The questions and comments which came up in the discussion period during this session
related chiefly to sex education and, to a lesser degree, to actual family planning programmes.

Arising out of Dr. Calderone’s paper, one questioner (Dr. Saxton, Uganda) wanted the
speaker to explain what she told university students when invited to speak on sex, and
especially what was her reaction when university students demanded that contraceptives be
provided by their student health service. In reply, Dr. Calderone said that she was of the
view that universities should not provide students with contraceptives because sex is a
private matter. But, she added, universities should provide counselling services on sex
education and contraception for the benefit of those seeking such help.

In reply to a question from Dr. H. Mendoza Hoyos, Bogota, Colombia, Dr. Calderone
replied that she was not a theologian but a Quaker, and that she approached the subject of
sex education as a physician.

Dr. Calderonc was also asked if there was any relationship between sexual maturity and
motherhood (Dr. Baldessari, Argentina). Dr. Calderone pointed cut that a girl caw oecome
a mother even at nine or ten years of age, but this was not sexual precocity buit reproductive
precocity and that sexuality and reproductive capacity were two different processes.

A question (Mrs. N. Suwondo, Indonesia) was directed to Dr. Wickbom as to whether
there was any relationship between the extensive spread of sex education in Sweden und the
large number of extra-marital relations in that country. Dr. Wickbom in his reply explained
that this impression about Sweden was incorrect. The real situation was that pre-marital
relations had the sanction of custom over a long period of about 500 years during most of
which time, socicty was generally rural. But as far as relations outside of marriage were
concerned, they were probably not more frequent or numerous in Sweden than in other
countries,

The discussion moved on to the subject of education for family planning and one com-
mentator (Dr. Marshall T. Meyer, Rabbi, Argentina) felt that the role of the churches and
religious leaders had been almost neglected in the discussions. e felt that large numbers of
people were still under the suggestive influence of religion and enquired about the official
position of organized religion in African and Asian nations. Dr. Calderone answered that
on the Board of her organization they had a Rabbi, a Protestant minister and two Catholic
priests. The Roman Catholic Church, she added, was deeply involved in questions regarding
sexual attitudes and in family planning. Mr. George Cadbury, dealing with the point regarding
religious attitudes in Asia and Africa, explained that there were no religious barriers to
family planning and in fact, religious leaders in many instances, were helping in the promo-
tion of family planning.

Referring to the paper presented by Dr. Jorge Arias, a commentator (Dr. Carlos A.
Rodriguez, El Salvador) said he could not agree with the statement that the growth of
universities was accelerated due to increasing population with a consequent deterioration in
cducational levels, He averred that in Latin America, it was neglect of universities that had
led to deterioration rather than population increase, and he made a plea for raising the levels
of universitics even if this involved almost a superhuman effort,

Dr. Arias in reply pointed out that if populations grow very rapidly, the available resources
become quite insufficient in actual practice. It is a universal problem, he said, that a rapid
acceleration in numbers leads to shortages in many directions—in teachers, in classrooms,
in equipment of all sorts and a deterioration in standards becomes apparent. Dr. Arias
added that, apart from tackling the basic problem of population growth, new educational
techniques also have to be devised to meet the situation, such as, for example, television
educational programmes.

Another aspect of the subject presented in Dr. Arias’s paper was brought out by a com-
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.1entator (Professor Karim, UAR) who referred in particular to the neceds of developing
countrics. He was of the view that family planning programmes can well be assisted by
universities through providing training of various types. For example, doctors were badly
needed for family planning work and training for these should be extended. Again, university
graduates and undergraduates could be got together in summer camps for special short
training, and then they could go out to different areas to collect demographic data of various
types which would be useful in furthering the family planning programme.

Turning to the paper given by Dr. J. Y. Peng, a questioner (Professor Reuben Hill, USA)
desired to discuss further the effectiveness of educational programmes in bringing about
changed attitudes towards the size of families and family planning. Dr. Peng had demon-
strated that favourable changes occurred in Thailand and Taichung, but the real issuc was:
how far did these carry into actual behaviour as against mere attitudes? The Thailand study,
for instance, showed a relatively less favourable response in attitudes, but in actual acceptance
of family planning methods 35% of women had become family planning practitioners as
against only 19% in Taichung where initial attitudes were more favourable. How could this
be cxplained?

Secondly, while Dr. Peng’s paper had covered the first months in Taichung, the programme
has continued for three years since then. What was the cumulative percentage committed to
contraceptive use after three years? Was it substantially higher than 19% of cligible women?
Also, were womien of low priority being attracted to contraception as yet?

Dr. Peng, in a dciailed reply, pointed out that the numb:er of available clinics, the duration
of the programme, the speed of coverage, and the cost of contraceptives, were some of the
factors whicl, accounted for the differences. In the Thailand study, there were six clinics as
against nine in Taichung. Also, the intensive programme spread within four months in
Thailand as against cight in Taichung. As regards cosi, the Thailand study provided every-
thing free, whereas in Taichung there was a charge for the [UD. Again, in Thailand the [UD
was a completely new device and the women were very interested in it, whereas in Taichung,
the Ota Ring was already well-known and popular.

Referring to the second question, Dr. Peng explained that there was a survey in Taichung
eight months later, to sce the after-cficcts of the intensive programme. The educational
programme had stopped, although the clinics continued. It was found that, after three years,
40%; of women were covered and that fertility rates had lowered significantly. Furthermore,
women belonging to the lower income groups were coming to the clinics and in fact, these

now form the -mportant targct group.
After the questions and comments reported above, each of the appointed discussants

spoke briefly

Dr. G. Iricke (Chile) refc. red to the need for birth contro! to help in successfully advancing
programmes of social and :conomic development. He pointed out further that, since birth
control was necessarily connected with sexuality, sex education was an essential part of
health programmes and should be carried out as an integrated activity by parents and schools.
It had been repeatedly said that this type of education was important for adolescents. This
was true, of course, but it was also necessary that education should begin from the time the
pre-schooler began asking questions. The child should have adequate preparation so that,
as an adolescent, he could get complete information, including that on family planning.
If today’s adults arc asked the question: have you imparted sex education to your children,
very few would be able to answer that they had done so. Parents generally did not know how
to handle this matter.

Dr. Fricke wet on to say that Teacher Training Schools should provide for teaching in
these subjects and university level teaching institutes should have a complete curriculum in
sex ceducation. Recent surveys carried out in Santiago, said Dr. Fricke, showed a quite
remarkable ignorance on the part of teachers, and they needed both the scientific knowledge
and the skill to tecach the subject in a simple and natural manner.

Dr. Sloan Wayland (USA) who followed, said he would take a slightly different position
from his collcagues. He said, even if we reach a plateau, there would still be a need for sex
education. He felt that it was important for schools to convey some of the basic facts regarding
population trends and growth, and thus pave the way to a better understanding of family
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planning. With such teaching and with the aid of suitable exhibits, etc., substantial progress
could be made towards effecting social changes and making family planning a more universal
practice.

Mrs. Elise Ottesen-Jensen (Sweden), who was the third discussant in this session, summed
up by saying that the truth was more wonderful than any story and that sex education should
start very early and at home, when the child began to ask: where do I come from?
Mrs. Ottesen-Jensen referred to her long experience in taking thousands of classes, and she
said she felt sorry that she had to do it, and that the parents could not handle the subject,
for, she emphasized, the parents had truly wonderful opportunities of contacts with their
children. She recalled an incident where, after one class that she had conducted, a 14-year-old
came up to her and told her: “I wish you were my mother.”

Teachers should, of course, help in this important work and especially where children of
14 to 15 years of age were concerned; they should speak to them as friends and helpers.
Mrs. Ottesen-Jensen went on to say that parents were afraid to do this and they themselves
needed educating. In the course of her work, she explained, ‘I have children in the day classes
and then I take parents in the evening.” She found that the parents were very thankful for
these opportunities,

One point that was stressed by Mrs. Ottesen-Jensen was that parents and teachers should
both say the same things. ’

Mrs. Ottesen-Jensen ended by referring to the comment about Swedish youth, They were
wonderful people, she declared. In all countries it was difficult for the youth of today and
yet their good points were not spoken of. A very complicated culture had been built up in
today’s world, for which we adults were responsible, and it was the youth who had to live
in this difficult world we had made. We must understand them and help them, concluded
Mrs. Ottesen-Jensen.
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THE WORLD WIDE PROBLEM OF ABORTION

24. ABORTION IN THE FAR EAST
G. Nozue

Department of Obstetrics and Gynaecology, Japanese Red Cross
Central Hospital, Tokyo

INTRODUCTION

In the Far East the population is increasing rapidly, and to maintain and promote family
welfare, it must be emphasized that a moderate fertility rate has to be achieved to enable
social and economic development to take place. From the viewpoint of individual family life,
and considering maternal, foctal and social requirements, there are many problems to be
solved with regard to family planning and therapeutic abortions, I would like to present dnta
concerning the trends of induced abortions in the Far East, especially in Japan, and leave the
conclusions to my readers.

EFFECTIVE CONTRACEPTIVES

In Korea, according to Kim,! the condom was once the most popular method in rural areas,
but of late the IUD has been gaining popularity and an effort is now being made to introduce
it on a national scale,

Gynaecologists practising in all parts of the country have been given IUD training, and
their clinics have been designated as places where couples desiring to try this new method ~¢
contraception can go, and where the woman can be fitted with an IUD on a payme .. nasis,

In Hong Kong, according to Dr. Daphne Chun,? the popularity of the IUD as a measure
of fertility control is confirmed by the substantial increase in attendances at IUD clinics.
Insertions at TUD clinics numbered 3,000 monthly from January to April 1965 on average,
or five times the number for December 1964, This shows the increase in popularity of the JTUD
in Hong Kong.

The situation in Japan is a little different from that in other Asian countries, Condoms are
used in around 58-9% of cases and TUDs in only 6393 This is probably due to the pro-
hibition of IUDs and orals by the Ministry of Welfare.

ACCIDENTAL PREGNANCY AND 1TS QUTCOME

Even though the IUD is effective and reliable, it is not infallible and accidental pregnancies
cannot be avoided. They occurred in 182 cases (around 29 out of 20,000 in Dr. Chun'’s
clinic. In Taiwan, the annual accidental pregnancy rate reported from the Taiwan Population
Studies Centre was between 2-5% and 8%/, It is of considerable interest to find out the out-
come of these accidental pregnancies. As can be anticipated, most of these pregnancies are
terminated by induced abortion. For instance, such abortions amounted to between 629 and
787 of the total in Taiwan® and 30% in Hong Kong,* where it is strictly prohibited by law.
In a survey conducted in Japan,® of a total of 15,885 cases of abortion covered by the survey,
119, to 14%; were performed because accidental pregnancies occurred,

LIBERALIZATION OF LAWS PROHIBITING INDUCED ABORTION

Despite illegality, an upward trend in the practice of induced abortion has been observed in
recent years compared with previous figures for Korea, according to Dr. Sung-Bong Hong.*®
The induced abortion ratios for cach age group from 1960 to 1964 arc almost double those
found in the preceding five-year period. More drastic changes occurred in Japan in 1948 when
the Japanese Diet passed its Eugenic Protection Law authorizing induced abortion under
certain indications to ensure the mother's welfare, providing the operation was done by
qualified doctors. At the same time, the law authorized the Japanese Medical Association to
designate doctors who were qualified to perform this operation,
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In fact, this designation is entrusted to a committee with members from each prefectural
medical association and is decided on a basis of the personality and professional skill of the
doctors concerned, as well as on the adequacy of the place where the operations will be
performed. The details of the law are as follows: it can be classified in three parts: (1) sterili-
zation (2) artificial termination of pregnancy and (3) family planning.

By this law, the artificial termination of pregnancy is defined as the removal of the foctus
and its appendages from the mother before the foetus has attained its extra-uterine viability.
In the section on artificial termination of pregnancy, three points are stressed, namely (1) only
a designated doctor can perform this operation, (2) the patient’s and spouse’s written consent
is required, and (3) the designated doctor is authorized to perform the operation only under
certain indications, and he has to report the number of operated cases to the prefectural
governor concerned through the Japanese Association for Maternal Welfare,

Indications allowing therapeutic abortion are: (1) when the patient or husband has psychi-
atric lesions or hereditary deformities (2) when pregnancy or delivery threatens to injure the
health of the mother because of her physical or financial conditions and (3) where a patient
has been made pregnant as a result of certified rape, or threats or violence were used which
she was unable to resist, or if she was unconscious. A designated doctor can perform thera-
peutic abortion only when he judges that his patient conforms to one of the indications stated

above.

NUMBER OF CASES REPORTED

The frequency of legal abortions in Japan is shown in Table I: its peak came in 1955, with a
fairly rapid decrease thereafter. On the other hand, the frequency of induced abortions in
Koreua is steadily increasing, and an estimate for the whole city of Seoul in 1963 would be
around 50,000-60,000,° which is about half the total number of live births reported in that
year.

Table 1. Number of abortions in Japan®

Number of therapeutic

Year Live births abortions reported
1949 2,696,638 246,104
1950 2,337,507 489,111
1951 2,137,689 638,350
1952 2,005,162 798,193
1953 1,868,040 1,068,066
1954 1,769,580 1,143,059
1955 1,730,692 1,170,143
1956 1,665,278 1,159,288
1957 1,566,713 1,122,316
1958 1,653,469 1,128,231
1959 1,626,088 1,098,853
1960 1,606,041 1,063,256
1961 1,589,372 1,035,329
1962 1,618,616 985,351
1963 1,659,521 955,092
1964 1,714,709 878,748

1965 1,818,429

843,248

REASONS FOR THE TERMINATION OF PREGNANCIES

In order to find out the reasons for induced abortion in Japan, the Japanese Association for
Maternal Welfare undertook a national survey in 1965, mailing questionnaires to all the
designated doctors.® The reasons given for induced abortions are shown in Table 11,
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Table II. Reasons for termination of pregnancy®
Result of 1965 survey

Cases %
1. Medical reasons 4,211 26+5
2. Socio-economic reasons (excluding category 3) 10,034 63-2
3. Pregnancy by unauthorized union 1,516 9.5
4. Fear for foctal abnormality 78 0-5
5. Pregnancy by rape 46 0-3
Total 15,885 100

An analysis of the socio-economic reasons heading shows the following: illness of husband,
124 cases (0-8%); housing problems, 360 cases (2:39%;); impairing of domestic business,
524 cases (3-39%); too many children already, 1,496 cases (9-4Y); having too many
young children to cope with another at present, 2,501 cases (15-7%); poverty, 2,799 cases
(17-6%); fear of difficult delivery, 346 cases (2-2%;); too early pregnancy 362 cases (2:3%);
opposition by mother or father-in-law, 89 cases (06 %{); the desire to raise the family standard
of living, 337 cases (2:1%); no desire for children, 441 cases (28 %); contraceptive failures,
655 cases (4-1%).

Table I11. Contraceptive use by patients who received induced abortion
(an analysis of the categories 1 and 2 in Table 1I)

Category 1 Category 2
Medical  socio-economical

reasons reasons
7 A
Contraceptives always uscd 14-4 11-0
Contraceptives sometimes used 466 45-2
No contraceptives used 30-3 35-3
Unknown 8-6 8-5

This table shows that there is much room left in Japan for spreading family planning practice
to avoid unnecessary pregnancies,

CriTicisM oF THE EUGENIC PROTECTION LAw

. People from religious and other pressure groups are cndeavouring to change this law because
 of the large number of abortions and because they feel the rights of the foetus are not given
* due consideration. However, most people are of the opinion that the prohibition of induced
abortion is not sensible because it would be driven into the back streets and performed under
insanitary conditions. At this point it is uscful to consider information about the attitude of
unmarried young females towards induced abortion in Japan. In response to a questionnaire
48 college students wrote their personal views about the matter, which are shown in Table IV,

Table 1V. Attitude of unmarried young females

Induced abortion should be regarded as a kind of family

planning 2
The present law is quite reasonable 9
The law should not necessarily be changed, but the number

of the abortions must be lowered 1
The law should be changed to prohibit induced abortions,

cxcept for medical indications 24
No views 12
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This shows that some people oppose liberal attitudes to abortion. It should be noted that
most unwanted pregnancies are terminated by induced abortion for purely socio-economic
reasons (see Table II).

MEDICAL AND PsYCHOLOGICAL SIDE EFFECTS

The medical side cffects of induced abortion are divided into two parts, the direct effects and
the after-cffects. The direct effects refer to those that occur immediately after and/or during
the operation, such as perforation of the uterus, cervical lacerations, etc.; the incidence of
these should be very low, if the operation is done carefully. In case they do occur, heavy
bleeding is unavoidable and the life of the patient can only be saved by immediate blood
transfusion or surgical intervention. Accordingly, the operation should be done in a well-
equipped institution with no hindrances from the law. Consequently, when one considcrs the
medical effects of induced abortion, one should consider it in two categories—the criminal
and the legal abortion. As for criminal abortions, it is highly likely that most of them are
more or less injurious to the patient, although it is quite difficult to get detailed information
on this, and I must therefore restrict this report to the medical effect of legal abortion. The
direct injuries experienced in Japan are tabulated in Table V.,

Table V. Direct injuries due to induced abortion

Maternal Direct
Year Source of information mortality injuries
1950 Japanesc Obstetrics and Gynaccological Socicty 0-21 1-:07
1951 Tohoku District for the above organization — 2:6
1954 Nagano Prefecture 0-087 0-12
1954 Japanese Association for Maternal Welfare 0-007 3-8

As seen in the table, the maternal mortality rate has decreased year by year.

As regards the psychological effects of induced abortion, the Manichi daily newspaper
conducted surveys in 1965 through questionnaires, and 35-2% of those who had had an
abortion answered that they felt sorry for the embryos, 28- 1% of them felt guilty, 4-3%
were afraid of possible sterility and 18% were quite indifferent.

As for the after-effects of induced abortion, namely, infertility, menstrual disorders, ectopic
pregnancy, spontancous abortion or abnormal delivery, the Medical Committee members of
the Japanese Family Planning Federation have performed statistical studics on them.?

According to Matsumoto, however, no appreciable connection was demonstrated between
induced abortion and menstrual disorders. Sawasaki failed to find any noticeable relationship
between induced abortion and subsequent cctopic pregnancy. On the other hand, Moriyama
and Hirokama were successful in detecting a significant connection between the artificial
termination of pregnancy and spontaneous abortions, including habitual abortions. They
compared the numbers of artificial terminations of pregnancy in the past history of 848
cases of spontancous abortions ~nd 622 cases of habitual abortion with that of 5,867 cases
of normal delivery as controls, and confirmed that the former had many more artificial
terminations. This means that induced abortion in the past is often responsible for subsequent
spontancous abortion, including habitual abortions.

Furusawa also examined the effect of artificial termination of pregnancy on subsequent
full term deliveries, and arrived at the same conclusion,

SUMMARY

I. In Korea and Taiwan the number of induced abortions are increasing steadily, despite
the fact that they are prohibitcd by law, whereas in Japan, where the law was liberalized
almost 20 years ago the number of abortions are now on the decrease. However, large
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numbers of pregnancies are still terminated by induced abortion and still greater efforts are
needed to promote family planning.

2, An analysis of the medical effects of induced abortion has bzsn made, both of direct

effects and after-effects.

o0~ [= 0"
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25. ABORTION IN EUROPE

F. Novak
Department of Obstetrics and Gynaecology, Ljubljana University

INTRODUCTION

Regardless of the social systems of her countries, Europe has a relatively small yearly incre-
ment of population: Europe’s population will double in 115 years compared with 27 years in
Latin America.! Western Europe was industrialized and urbanized slowly when contagious
and other diseases were still raging and when the mortality of women in childbirth, as well as
that of children, was considerable. For this reason, population pressure as a social problem
was unknown to Europe. Nevertheless, the motivation of individual women for family
planning has always been very strong. It has been caused by industrialization and the
employment of women, i.e. the change in their social position (see Table II, page 136).

EFFECTIVE CONTRACEPTION

Most people use primitive methods of contraception and abortion. Relatively few people use
modern methods of birth control; their number, however, has been increasing rapidly during
recent years. In the countries with a long tradition of birth control, the actual contraceptive
practices of the general population are the condom and coitus interruptus. In other countries
the most popular methods are coitus interruptus, condom and abortion.

Great changes have occurred in Europe in the last few years since oral contraception began
to spread very rapidly. In some economically developed countries an enormous increase in
the use of oral contraceptives has been observed since 1963. In 1965 a decrease in the birth
rate could already be observed, as well as a decrease in the number of women resorting i
abortior. Most probably both were caused by the use of this method of contraception, This
does not mean that people are practising contraception more frequently now, but. it does mean
that they are practising it more effectively. Oral contraception seems to be able to replace
abortion, but it cannot, of course, replace motivation. For women who are weakl/ motivated,
and naturally they are as numerous in Europe as elsewhere, we have at our disposal intra-
uterine devices, which have been quickly gaining ground in Europe in the last few years.
Although some gynaccologists have strong reservations about the IUD, they give them to
women tired of using other contraceptive methods, as well as to those who have had several
induced abortions.

In socialist countries, as a rule primitive and traditional methods of birth control are used.
In some of them, the principal method of family planning is legalized abortion. Although
gynaccologists arc fighting against this, extensive experience has enabled some of them to
come to the opinion that until an ideal contraceptive is developed, termination of pregnancy
in the first six weeks, if performed with suction in cases where traditional contraceptives fail,
is perhaps less harmful and less tiring for the woman than the continual taking of pills or
the wearing of an [UD for a period of years.

In Europe, contraception is used in order to keep the woman in good health and to free
her from fear in sexual relations, but not in order to reduce the birth rate. Should we want the
latter, then abortion is the most effective method for it; this has been shown by the experiences
in the socialist countries of Eastern Europe in the last 10 years. However, a reduced birth-
rate was not, of course, their intention.

LiBErRAL LAaws

In Europe, all countries have legal regulations concerning abortion, but regulations con-
cerning contraception only exist in the countries that forbid it or want to render it difficult.

134



NOVAK : ABORTION IN EUROPE 135

Considering the laws by themselves, we do not get an accurate picture. As a matter of fact, laws
are very severe in some countries, but they are often not enforced as severely. Most people live
regardless of the laws of religion and of regulations which were made to suit the demographic
desires of governments. Whenever a policy of power required a large number of births,
regulations became very severe. This is proved by Mussolini’s and Hitler’s legislation, as
well as by that of the Quisling regime of Vichy. In 1942 in France a law was issued that
declared abortion to be a crime committed not only on the embryo but also against society,
the State and the race, and in 1943 in Paris a washerwoman accused of 26 abortions was
executed,

In the last few decades many European countries, among them all the Scandinavian and
most socialist countries, have liberalized considerably their abortion laws. Several countries,
among them the United Kingdom, France and Holland, are preparing new regulations con-
cerning abortion and contraception respectively. In Europe it has become quite evident that
a public system that admits the right to health of its citizens, bears in mind their wants, and
tries to organize their lives well, cannot persist in the old attitudes.

In some socialist countries, in which women’s motivation was strong and the abortion laws
very liberal, there is a weaker interest in contraception and an exceedingly rapid decrease in
the birth-rate. We can sce that some countries have lately resorted to restrictions, sometimes
very drastic ones. In Rumania, for instance, where the birth rate of 24.2 per 1,000 in 1956
fell to 14.6 per 1,000 in 1965, the liberal abortion laws were repealed, the punishments for
illegal abortion made more severe and divorce rendered more difficult.

In most socialist countries, women are advised against abortion. All over the world the
abortionists disregard this, and many women are surprised to find how easily a clandestine
abortion can be obtained.

MEDICAL AND PsYCHOLOGICAL EFFECTS

The conclusions drawn from data concerning the health consequences of abortion which we
find in professional literature, are very different because we often try to compare things that
cannot be compared. Thus, we enumerate the data of the past together with that of the present,
criminal abortions are compared with legal ones, and we do not take into account that in
some countrics legal abortions are performed strictly for medical indications, whereas in
others 90%; are performed for social indications. Furthermore, we do not distinguish between
the methods used.

In recent years, not only has contraception made good progress but also good results have
been obtained in the abortion ficld; this is a consequence of great advances made by gynae-
colegists in the socialist countries. It is only necessary to mention the improvements in
operative techniques. Today, the following methods are predominantly used: (a) the classical
abortion with dilatation with Hegar dilators, ovum forceps and curette; (b) dilatation with
Hegar dilators and suction; (¢) dilatation with electric vibrating dilator and suction. The last
two methods, in the hands of an experienced gynaccologist, are by far the best known today.

The dangerous effects of abortion have been considerably reduced under certain conditions.
The death-rate after abortion, which depends on the medical standard of a country not only
in legal, but also in criminal abortions, is decreasing quickly in Europe. At the gynaecological
clinic of Basel,* mortality after abortion amounted to 20 per 1,000 (4490/81) in the years
1921-1946, but only to 1-3 per 1,000 (7092/9) in the years 1947-1961,

In France,” 759 of all abortions are performed by unskilled persons. At the Institute for
Legal Medicine in Paris, there were 116 autopsies of women having died after abortion in
1945, but only 31 in 1958.

The best results, however, in the planned reduction of the death-rate after abortion have
been obtained in the socialist countries. In Czechoslovakia the medical data concerning legal

Table 1. Cernoch's table®—deaths due to abortion

Year 1957 1958 1959 1960 1961 1962 1963
licit abortion 21 19 10 10 12 9 14
Legal abortion 8 4 4 2 1 2 0




Table 11
Country Abortion Contraception % of Per capita Population Crude Annual rate
active women'* income'd * estimates birth rate  of increase®®
1955-1964 in thousands
each census 1953 1964 .
Age % 3 3 mid-1937° mid-1963"* 19631% Year ¢
Albanija No data. No data. All ages 45-7 —_— —_ 1,030 1,762 39-1 1960 3.2
Austria Few abortions for medical indi- Religious and political opposition. 14 and more 44-5 471 1,033 6,755 7,172 18-8 1961 0-2
cation, which is permitted. Many  Pills on prescription. Black
abortions for pseudo-medical market contraceptives.
indication in private consulting
rooms. Yearly 200,000-300,000
A criminal abortions.
Belgium Severe laws. Abortion is tolerated FPA, though laws forbid contra- 14 and more 25-5 839 1,462 8,346 9,290 17-1 1961 0-5
to save woman’s life. 30, ceplion propaganda.
200,000 illicit abortions yearly.
Bulgaria Liberal abortion laws, Legal Contraception free, but weakly 16 and more 62-2 —_ — 6,196 8,678 16-4 1956 0-8
abortions are sometimes per- developed: coitus interruptus and
formed even at sixth months (girls condom. No up-to-date contra-
up o 14 yeurs). Births : legal ceptives. Their import permitted
abortions = 1 : 1. 1% illicit since the end of the year 1966.
abortions.
Czechoslovakia  Liberal abortion laws. In 1963 Contraception is propagated by —_ —_— —_ —_ 14,429 23,951 16-9 1961 10
71,000 permitted interruptions on public health service. All contra-
236,000 births, and 29,000 spon- ceptives manufactured.
taneous abortions and 10,000
illicit abortions yearly.
Denmark Liberal abortion laws. In 1958 Government participation in FPA 15 and more 36-5 964 1,684 3,749 4,684 17-6 1960 0-6
gZ %ermined abortions on 1,000 activities,
1rths.
Finland Abortion permitted for medical FPA with government support. 15 and more 48-5 —_ 923 3,626 4,543 18-1 1960 1-0
indication. 30,000 criminal
abortions —80,000 births yearly.
France Severe anti-abortion laws. Few Contraception propaganda for- 15 and more 36-2 861 1,579 41,200 47,853 18-2 1962 -1
permitted therapeutic abortions. bidden. FPA membership society.
About 400,000-1,200,000 criminal On Ist December 1965 a draft bill
abortions—800,000 births. was adopted, repealing the 1920
Jaw banning contraception.
Germany: East  Abortion permitted for medical Government support FPA. — —_ —_ —_ —_ 17,158 — 1964 0-5
indit}ation. 60,000 illicit abortions
yearly.
Germany: West  Abortions permitted for theru- FPA not very active. Opposition 15 and more 41-1 812 1,766 — 57,607 18-5 1961 1-2
peutic indication, but they are from the medical profession, still
not numerous. Criminal abor- very strong. Substantial manu-
tions : births = 1 : 1, facture of contraceptives,
Greece Abortion forbidden, but tolerated No national FP organization. 15 and more 35-5 —_ 450 6,973 8,480 17-5 1961 1-0
for medical indication. Criminal Some medical research and
abortions are very numerous. support. Contraceptive drugs pro-
hibited for contraception, but
allowed for therapy.
Hungary Exceedingly liberal abortion laws. Contraceptives given by public 16 and more 43-4 —_ —_ 9,100 10,088 13-1 1960 0-7
In 1961, 170,000 legal abortions on health service. Shortage of contra-
140,400 births, and 33,600 spon- ceptives, import restrictions.
taneous and illicit abortions, ll:lomr.:-m:xde 1UD from fishing
ine,
Iceland A social institute offers advice —_ — — — 117 185 25-9 —_ —
via maternity hospital,
Ireland Abortion forbidden, Very few Legal restrictions. No organized 15 and more 28-5 416 895 2,948 2,841 22-9 1961 0-6

abortions.
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Table H (cont).

Country Abortion Contraception % of Per capita Population Crude Annual rate
active women'* income!** estimates birthrate  of increase'®
19551964 in thousands
cach census 1953 1964
Age % $ $ mid-1937' mid-1963"" 19632 Year pA
Ttaly Severe luws. Few therapeutic Legal restrictions, but FPA has 14 and more 24-9 494 1,032 42,372 50,498 19-0 1961  0-6
abortions permitted. 650,000~ seven centres, All contraceptives
00,000 criminal abortions ycarly  available.
—900,000 births.
Luxembourg Family planning movement. 15 and more 27-2 1,032 1,737 299 326 15-7 1960 0-6
Education of adults.
Netherlands Rare abortions for niedical indi- Legal restrictions. FPA with 15 and more 22-6 780 1,431 8,598 11,967 20-9 1960 1-4
cations are tolerated. 200,000 individual members and
42 clinics. Law change expected.
Norway Liberal abortion Iaw. Family planning is available in 15 and more 23-8 1,078 1,882 2919 3,639 17-5 1960 0-9
some public health clinics, No
really national activity.
Poland Liberal abortion law. In 1964, FPA with government support. 15 and more 58-4 — — 34,359 30,691 19-0 1960 1-8
133,525 legal abortions. and
67,066 spontaneous and illicit
abortions—563,000 births.
Portugal Very few abortions for medical Legal restrictions. Contraceptives 15 and more 17-0 206 418 7416 9,037 23-5 1960 0-5
indication, available. Private FP advice
available. No organized activities.
Rumania Law of widely permitted abortion In 1966, a legal restriction of 14 and more 70-2 —_ — 15,512 18,813 15-7 1956 1-2
repealed in 1966, Abortion now abortion. Contraceptives supplied
permitted for medical indication, by public health service.
cugenic indication, if woman is
over 45 years, if she has borne
and provides for four children.
Spain Abortion forbidden even with i-egal restrictions. No organized 15 and more 17-7 —_ 545 25,043 31,077 21-5 1960 0-8
medical indication. .
Sweden Liberal abortion law. FPA with government support. 15 and more 32-7 1,190 2,095 6,276 7,604 14-8 1960 0-6
Govt. doctors give FP advice.
Govt. gives aid overseas.
Switzerland Abortion permitted for medical FP not openly organized. Local 15 and more 35-3 1,220 2,071 4,180 5,770 19-1 1960 1-4
indication. In some cantons very movement in Lausanne and
liberal. It is performed for exten-  Geneva. Private advice, com-
sive medical indications, in great mercial dist:ibution of contracep-
numbers for foreign women as well. tives. Numerous sterilizations of
women, particularly 2-36 hours
after birth.
United Kingdom Severe regulations of the year FPA since 1930. Clinics since 15 and more 35-3 832 1,698 47,289 53,812 18-4 1961 0O-5
1861. Observance not severe. 1921. Now over 500 clinics.
Abortion is tolerated for medical
indications. Law change in
preparation. 1095 of all pregnan-
cies end in criminal abortion.
U.S.S.R. 1920 abortion free. 1924-1936 Organized propaganda of contra-  All ages 41-5 —_ — 170,468 224,764 21-2 1959 0O-5
liberal abortion laws. 1936-1955 ception by public health service. (mid-1939)
abortion for so-called social Cral contraceptives and 1UD not
indications forbidden. Since 1955: spread. Contraceptives are supplied
liberal abortion law. free of charge. Many women
use abortion instead of contra-
ception,
Yugoslavia Since 1951 no punishment for Public health service propagates All ages 31-1 —_ 550 15,172 19,065 21-4 1961 1-1
aborting women; only abor-

tionists are punished. 1952:
libera} abortion law. 1960:
liberalization increased, but still
restrictions: commissions, per-
mission for social and personal
reasons only up to three months,
commissions call attention to
contraception.

and supplies contraceptives. All
contraceptives are used. Contra-
ceptives manufactured.
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and other abortions were most carefully collected, accurately studied and the necessary
measures quickly taken, Before the Second World War they had about 300,000 abortions
yearly, which corresponded approximately to the number of births.! Several hundreds of
women died from it. In the post-War years too, more than 100 women died yearly owing to
the consequences of criminal abortions.

In the years between 1958 and 1963, out of 491,000 legal abortions, only 13 women died;
these were because of incorrect medical indications, death during the intervention owing to
anaesthesia, complications during hysterotomy, stcrilization, etc. In Czechoslovakia, there
were no deaths among 140,000 cases of legal abortion in the years 1963 and 1964,

In the countrics with good health services we also notice fewer complications, In this field
too, Czechoslovakia seems to take the lead.®* The abortions are performed in hospitals only
and women must also remain in bed for some days. In Yugoslavia, Pavlic’ obtained good
results with women remaining in bed the number of days corresponding to that of weeks of
pregnancy. As soon as all the measures recommended by Czech gynaecologists are not
observed, more complications occur.

According to Gheorghiu,® there is an increase in ectopic pregnancies in Rumania. 1 have
been told of the same phenoinenon by Polish gynaecologists. In Yugosluvia, where a great
number of abortions are performed on out-patients, an increase in ectopic pregnancics has
been noticed as well.

Psychiatrists pay astonishingly little attention to the mental consequences of abortion,
though in some countries as many as 90% of therapeutic abortions are performed for
psychiatric indications.

Psychical states and the behaviour of women, and also of men, which occur when it secems
that the request for abortion will not be successful disappear like magic when the abortion is
performed.

After abortion, disturbances are more likely to occur if the husband has persuaded his
wife to undergo an abortion against her own wishes. Ideas of guilt and self-reproach may
occur if sterility results, or through the death of previous children, particularly if sterilization
also occurs.

In criminal abortions, made in full awareness of the risks, women fecl completely on their
own. As the woman who has undergone an abortion is actually a criminal in the eyes of the
law in some countries, such an abortion compels her and her family to concealment and
hypocrisy. In Switzerland,? it has been shown that the woman who is particularly prone to
get into difficulties is the maternally responsible and religiously inclined person. In Poland,
however, where religion is also an important factor, psychological complications are said to
be rare.

In the countries where legal abortion is possible, disturbances may occur if the husband
underestimates his wife's sacrifice in undergoing the abortion.

Bad psychological consequences of abortion are also due to the fact that on announcing
that conception has taken place one does not think at first of the woman’s bearing her child
but of her aborting it. Maybe this is one of the principal reasons why in countries with widely
permitted abortion the birth rate is decreasing so quickly.

CONCLUSION

In Europe, economic and social development and the consequent improvement in living
conditions have produced a stronger motivation to practise birth control than could be
achieved by any propaganda. Contraception is universal. In economically developed countrics
with laws preventing contraception, there are more abortions, regardless of legality. It is these
laws that decide how many women will die from abortion. Thus. the task that governments,
the IPPF and the health services are confronted with is clear. Legislation should not ignore
the opinion, prevalent in Europe, that t.*wanted pregnancies should not occur. The Taw
should make it possible for women to be healthier, and not for abortionists to get richer, To
the health service the law should give strong support, in order that it may develop the
necessary capacities for promoting contraception, which should become everywhere not only
free, but even compulsorily stimulated. Besides this support for contraception only a few
legal measures are necessary to make sure that the contraceptives are of good quality and
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that there is no health risk for people using them. Contraceptive devices should bc improved
and made accessible to all people.

Preventive medicine everywhere always makes slow progress, so it needs to be made
compulsory. Contraception is the preventive par excellence, as it fights the greatest epidemic
of all times that is always on the increase. This epidemic is mass abortion, which threatens an
enormous number of women. Not to ban contraception, or even to tolerate it, is not sufficient,
Much more is wanted. That is why it is absolutely impossible for me to understand the rather
inactive attittde shown until recently by the World Health Organization towards this
problem.
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26. ABORTION IN THE NEAR EAST

I. R. Nazer
Jordan Family Planning and Protection Association

NEAR EasT

Besides the Arab countries, it includes Afghanistan, Iran, Sudan and North Africa (North
of Sahara), The majority of the population are Moslems with a Christian minority.

ATTITUDES TOWARDS ABORTION

Attitude of the law

The laws in this area, <specially in the Arab countries, are derived basically from the
Ottoman and French laws. With a few exceptions that will be pointed out, the attitude
towards abortion is very similar. These laws are repressive, but are not strictly enforced. For
example, not a single prosecution for illegal abortion has been brought into court for the last
15 years in the Jerusalem District, although the several abortionists practising in the area are
well known.

It is thanks to our permissive laws that induced abortions can be performed for those who
are desperate in hospitals and surgeries, rather than in the back streets.

Jordan and Lebanon. Leniency is shown to a woman that abo:ts herself to protect her
reputation and family honour. This leniency is also granted to the p:rson who aborts one of
his descendants or relatives up to the third degree. Yet this law does not mention termination
of pregnancy on medical grounds, when continuation of pregnancy or labour would endanger
the health of the mother.

Thus reputation and family honour are considered mitigating circumstances and this is a
survival from feudal attitudes, but the health of the mother and foetus are not considered
a sufficient justification.

Egypt and Iran. Here abortion is not forbidden if performed on medical grounds to save
the life of the mother from danger by continuation of pregnancy or labour.

There is no differentiation between carly and latc abortion, cven after fertilization, nor
between legal or illegal pregnancy as compared with Jordanian Law.

Sudan, The Penal Law is very similar to that of Egypt.

Syria. This is very similar to Jordan, but there the mitigating circumstances mentioned do
not apply.

North Africa. In Morocco and Algeria abortion is not allowed at all for any reason, The
law there is still the French one.

In Tunisia a major breakthrough occurred in July 1965, whereby the right for termination
of pregnancy was allowed in government hospitals and authorized clinics in the following
circumstances:

(@) If the parents have five living children.
(b) If the health of the mother may be endangered by the continuation of pregnancy.
(¢) If a mother fitted with an ITUD gets pregnant.
This is not specified in the amended law, but is officially allowed.
140
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Religious attitude

It is known that abortion is forbidden by both Islam and Christianity; yet in a recent state-
ment made by the Grand Mufti of Jordan (1964), he said: *The jurists have stated that it is
permissible to take medicine for abortion, so long as the embryo is still unformed in the
human shape. The period of this unformed state is given as 120 days. The jurists think that
during this period, the embryo or the foetus is not yet a humaun being.”

Thus the Moslem religion, which is very flexible, is far more iiberal than the civil legislation,
Also it is more progressive than the report of the British Council of Churches on Human
Reproduction (1962), which suggested that **in the absence of more precise knowledge,
nidation may most conveniently be assumed to be the point «t which biological life becomes
human life.”

Individual, moral and social attitudes

Whereas women in the West would keep very quiet about illegal avortion, and keep it
highly secret, in contrast our women speak openly about it. Most of their friends and relatives
do know where and whzn they are having abortions.

A guilty conscience has never been an issue for those that have procured an induced
abortion, which is similar to Sir Dugald Baird’s findings in Aberdecen.

Attitude of the medical profession

In many hospitals and general practitioners surgeries, abortions are performed, usually
without anaesthesia. Pharmacists stock many brands of abortifacient drugs, which they sell to
anybody without prescription on request.

Onc of our leading gynaecologists undertakes abortions at one of the big medical centres
for any married mother who asks for it, as long as her husband accompanices her. I must
emphasize the fact that this colleague believes that any mother or couple should have the
right to decide the future of an unexpected pregnancy and to terminate it, if they cannot
afford to cope with it. This is the socio-economic consideration for the termination of
pregnancy that is accepted by many countries.

The Medical Code of the General Medical Council in Jordan which has been recently
revised does not mention abortion.

PusrLic HEALTH AND ILLEGAL ABORTION

Illegal abortion in our part of the world is mostly resorted to by the middle and upper class
as compared to the West, especially in the USA, wherz it is mainly resorted to by the lower
income groups. The latter in our part of the world accept unwanted pregnancy as they are
unable to face the financial implications of its termination. Thus even if it is not cheaper
financially in the long run, traditional, philosophical and social attitudes condition people to
accept unwanted pregnancies as being inevitable,

It is worth questioning whether illegal abortion is a social problem in our region from the
public health point of view, Many colleagues have been asked personally by me, both in
Jordan and neighbouring countries, to give me information and their views about illegal
abortion; but nothing has enabled me to come to definite conclusions. Statistics all over the
arca are misleading and cannot give a definite picture. Abortion cases are unspecified and
rarely scrutinized; but the general trend of opinion is that ab~rtion is still not a social problem,
at least from the general public health point of view.

In 1964, | attempted a crude estimate of abortion cascs at the Government Hospital in
Jerusalem; abortion cases contributed to 31-7% of the total admissions to the Gynaecology
and Obstetric Department. At least 909, of these cases were induced abortions or criminal
incomplete abortions.

Recently, I analysed the incidence of abortion between private patients in my clinic, and
mothers attending the family planning clinic in Jerusalem. 1,000 cases in cach category were
anulysed and the result was:
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Table T

Private F.P. clinic

patients
Cases with unspecified abortion 147 371
Cases that admitted illegal abortion 78 77
Total 225 455
Average incidence of abortion (unspecified) 22-5% 45-5%
Incidence of illegal abortion 3479, 18-5%

Thus illegal abortion made up 34:7% of all cases of abortion in private patients and
18:5% in family planning clinic patients.

The difference, 1 think is attributable to the fact that the first category are mostly middle
and high income group patients, and the second are mostly from the low income group, and
as I said before, illegal abortion is mo.ily resorted to by the middle and high income groups
in our country.

The Near East is a rapidly developing area, and as a result our moral codes and way of life
are changing to meet the rapid changes in socicty.

Our region is one where the threat of over-population is getting much attention and in some
countries official recognition (Egypt and Tunisia). On the other hand an educated middle class
is emerging as an important sector of our community. These two groups are the ones mostly
subject to the financial pressures of our changing society. They are the ones that are not ready to
lower their standard of living, which is often threatened by unwanted pregnancies. Here there
is a conflict between the law, which protects potential life and the mother or the family who
wish to get rid of an unwanted accidental pregnancy. When this category of people face this
situation, they are usually determined and desperate to terminate pregnancy by induced
abortion. The place for the termination depends upon their financial state, and varies from
well-known hospitals, general practitioners’ surgeries and local midwives, to back street
abortjonists. Most of the last group usually end up in emergency admissions with incomplete
or septic abortions, to the free government hospitals.

MEASURES TO PROTECT MOTHERS FROM UNWANTED PREGNANCY AND
CONSEQUENTLY ILLEGAL ABORTION

1. Widespread knowledge of human reproduction for present and future mothers and
fathers at schools, clubs, factories, army camps, government hospitals and maternal and child
health centres.

2. Public knowledge of the dangers of induced abortion.

3. An effective increase in family planning services is a much better remedy than repressive
laws for combating illegal abortion.

4, Pressure upon Government Public Health Services:

(@) To integrate family planning in its services as a preventive measure for the health of
both mother and child.

(b To accept the World Health Organization definition of health: which is a *“State of
complete physical, mental and social well-being” and not merely the absence of disease or

infirmity.

SUMMARY

Unfortunately, unwanted pregnancy is perhaps the only field of medicine where prevention
is rarely attempted. Some governmental efforts in this field are directed not to this as a
personal family issue; but to consideration of the population problem.

As alteration in the Jaws regarding abortion are not expected, so in this revolution in
personal and official attitudes towards contraception and family planning lies the only hope
for a solution of the abortion problem,



27. ABORTION IN LATIN AMERICA

R. Armijo
Pan American Health Organization, Mexico

INTRODUCTION

Abortion has been a matter of human concern since an early era.! The most remote indications
go back to around 4,500 B.c., when a Chinese emperor issued the first abortive prescription
known. In Greece in the fifth century B.c., Hypocrates condemned abortion in his famous
Oath. Greek philosophers and the ruling classes of Rome discussed the problem frankly.
Since those ancient times, clandestine abortion has existed and nowadays it has evidenced
an upward trend to the point of becoming a major health problem, particularly in Latin
America,?

THE SITUATION IN LATIN AMERICA

The studies undertaken in Chile in 1961° based on houschold probability samples, involving
intervicws with nearly 4,000 women aged 20-49 in three geographical areas, disclosed that
practically one out of every four women admitted from one to 35 induced abortions. It was
also found that a third of the Santiago abortions (pop. 2-7 million) resulted in hospital
admission, which provided one of the methods of approach to make an estimate of the real
number, nearly 50,000, occurring in the city.

Other relevant findings of the study are:

The highest incidence rates were found in the 20-34 year age group.

High rates were found for married women, those having up to three children alive, and for
the low income groups.

In 509 of cases the operator was a graduate midwife.

Economic reasons were claimed by almost half the women.

Less than 109, opposed family limitation on religious grounds.

A study of abortion as a hospital problem* disclosed that it accounted for 8-1 % of all
admissions throughout the country and that the shortage of obstetrical beds was seriously
aggravated by the large proportion of bed space being used by abortion cases, which accounted
for 27 -3%; of admissions in obstetrical services and 29 -4 7% of bed-days. Curettage accounted
for 359, of the wide variety of surgery carried out in Emergency Departments in Santiago,
where abortion alone accounted for 41-6% of admissions and 26-7% of the total blood
volume dispensed.

In a random sample of households in Rio de Janeiro (1963), of the 1,585 women aged
20-25 who had had at least one live birth, 109 admitted from one induc=d abortion up-
wards,®

In Buenos Aires, interviews involving 600 female patients aged 35-49 who attended non-
obstetrical or psychiatric clinics in 1964, disclosed that 25 % of all pregnancies had terminated
in induced abortions.® 1,721 patients aged 25-49 years were interviewed.? 532 married women
admitted having had 1,356 children and 658 abortions, of which 510 had been induced, that
is, 25'3%, of pregnancies had terminated in induced abortion.

The lowest reported incidence comes from Lima,® where 500 women aged 20-39 were
interviewed. Less than 5% of their pregnancies had been terminated by induced abortion.
However, the total abortion rate secemed high and was thought to include many unadmitted
provoked abortions. The author concludes that this is a means of fertility control, especially
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in the upper and middle class and that abortion is resorted to mainly by women over 30 who
had already three to four children.

Costa Rica reported 42,964 hospital discharges from abortion,® accounting for 129 of all
obstetrical discharges in 1964, It ranks in third place amongst all causes of admission, after
normal delivery and diarrhoea, accounting for 1497 of intra-hospital maternal deaths: for
409, of blood dispensed in hospitals. The Programme of Comparative Fertility Surveys
undertaken by CELADE in 1964 should be mentioned! as it shows a frequency of miscarriage
ranging from 9%, in Bogota to 169 in Bucnos Aires. In Costa Rica, interviews of 2,132
women aged 20-50 years disclosed an incidence of 119 abortions per each 1,000 pregnancies.

In Mexico, a random sample of 1,000 sexually active women was interviewed,!! of whoin
307 admitted having experienced at least one abortion (30°7%;), accounting for a total of
797 induced abortions. 46° 2%, of them claimed economic reasons; curettage and the intro-
duction of a sound were the most frequent methods used; in 349, of cases the operator was
a doctor and in 19°6%, an amateur midwife,

A study in Honduras,'* involved 602 abortion cases admitted (1962-63) to the Social
Sccurity Hospital. These women had experienced 667 abortions, accounting for 17:59 of
admissions in the obstetrical ward and for 479 of blood dispensed by the Blood Bank.

Reports from Colombia,'? finally, show that of the most recent pregnancics of the women
interviewed, 2077, terminated in an abortion or still birth. Abortion appears, next to delivery,
as the most frequent cause of hospital admission. Some striking features are pointed out, such
as the problem of masked infanticide. Children between six months and four years are often
allowed to die when attacked by any discase, particularly diarrhoca. Mention is made of
mothers who object to their children being treated or who were upset when curative measures
proved to be successful. The overall social and economic framework described in the paper
secems applicable to most of Latin America, as characterized by a faulty distribution of the
national income (in Colombia 209{ o/ families receive 609 of income); 642 % of the agri-
cultural land belongs to 3+ 69 of the population, while 4:2%; of the land is owned by 56%
of the people; the average family consists of 6°7 members of which 25% of the adults arc
illiterate and of the remainder only 109 finished primary school.

The data summarized above are sufficient to conclude that abortion is a major health
problem in Latin America, where deep social changes are taking place. Women are resorting
mostly to abortion in order to limit the size of their familics, because of the economic struggle,
ignorance of birth control methods, conjugal problems, prejudices and the pressure of the
Catholic church,

LIBERAL LAws

Liberal abortion laws which permit prompt operation without administrative delays have
made possible an overall reduction in maternal mortality in Eastern Europe. Latin America
appears to be far behind this situation, since voluntary abortion is regarded as a crime, with
severe penalties for both the woman and the operator, ranging from two months to 15 years
imprisonment. In some countries only the operator is punished. Reporting is compulsory in
Argentina, where all cases admitted are referred to a special criminal ward. As a result of
this, doctors are reluctant to report cases in order to avoid wasting time in criminal courts.
In the majority of countries, substantiation of a case requires witnesses, a futile situation
which makes the overall procedure incfTectual,

Therapeutic abortion is in general accepted with a number of restrictions, and no policies
have been determined. In some countries (Peru, Brazil), even the use of contraceptives is
unlawful,

However, the interviewing of nearly 4,000 women in Chile disclosed that three out of every
four were in favour of legalizing abortion and of family planning. Leading lawyers also
advocate modification of the rather archaic legislation. The weight of the Catholic church
secems to have been over-cstimated. In Candelaria, a rural community in Colombia charac-
terized by their strong religious feclings, only 4% of the women failed to usc contraceptives
because of fear of the church,

Therefore it may be concluded that the ground is ready for major legal changes, provided
a proper administrative machine will ensure a smooth operation.
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ErrFecTiVE CONTRACEPTION

A follow-up study of 2,300 women with IUDs started in 1959 in Santiago, Chile,!* found a
pregnancy rate of 37 per 100 women-years. In June 1966 nearly 50,000 women were
using crals, and there was a large number for whom private doctors prescribed.

It is worth mentioning that the number of admissions for abortions declined in Santiago
in 1965, as shown in Table I, in contrast with the situation described prior to that year.!s
If the wide use of contraceptives results in a reduction of undesired pregnancies and of
provoked abortions, a second survey of a random sample of women should provide the
answer, a study which is being undertaken at the present moment.

Table I. Trend of abortion according to hospital admissions, per health arcas,
urban Santiago, 1961-1965

Number of admissions per abortion

Area 1961 1962 1963 1964 1965
East 4,545 4,228 3,853 4,296 3,850
Central 2,698 3,387 3,623 4,215 3,522
South 4,978 4,883 5,737 6,228 5,822
North 3,372 3,929 4,059 4,090 4,301
West 4,781 3,828 4,749 5417 5,898
Total 20,374 20,255 22.021 24,291 23,393

The study on the epidemiology of induced abortion mentioned before,* made a substantial
impact on the National Health Service in Chile. A number of activities were launched prior
10 1965, when a nation-wide programme was started officially.'® In January 1964, the Chilean
Committee of Family Protection became legally constituted as a private agency, one of its
aims being the prevention of abortion. That year the Committee started to expand clinical
facilities in Santiago and throughout the country. One of the striking recent events is the
decline in birth-rates observed in Santiago (Table II), parallel to that mentioned above with
respect to admissions for abortion, a fact which strongly suggests that contraception may
account for these changes.

Table I1. Trend of birth-rate in urban Santiago, 1962-1965
(rates per 1,000 pop.)

1962 1963 1964 1965
Live Live Live Live
Health zone births Rate births Rate births Rate births Rate
Eastern 12,757 32-8 12,903 316 13,312 276 13,398 263
Central 14,838 329 14,095 311 13,375 266 13,007 255
North 15,232 37-7 14,854 35-7 14,499 30-8 14,109 286
South 21,280 41-6 22,104 40-9 22,560 342 22,325 311
Western 17,906 4]1-1 17,690 39-7 17,628 34-3 17,027 32-8

Urban Santiago 82,013 367 81,646 35-9 81,374 311 79,866 29+1

Thus, our next endeavour is to determine whether effective contraception is really a good
control measure to prevent abortion, ruling out whatever other varialles might come
into play.

MEDICAL AND PsycHoLoGICAL EFFECTS

The review of 87 deaths from abortjon in Santiago (1965) showed that 94% of cases corre-
spond to women under 40, In 80 cases the causc of death was infection, andin 32 C. perfringens
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was the specific agent. A survey of nine hospitals in Chile! disclosed a case fatality rate
of five per 1,000 for abortion, as compared with two per 1,000 for deliveries. Two per 1,000
of abortion cases were complicated by sepsis due to C. perfringens, with a case fatality rate
of 65%,.

Mention has been made to a number of disorders ascribed to abortion, such as: hacmor-
rhage, renal failure, drug dangers, cardiac arrest, embolism, sterility and a number of serious
psychological effects.

Data obtained from 1,322 cases of provoked abortion!” show that 31 64, of them required
admission to hospital. On the assumption that admission is indicative of complications,
associated factors were studied. The following factors were analysed: age, order of pregnancy,
previous abortions, month of gestation, person producing the abortion and the method used,
which might have some relation with the risk of complication, it being assumed that such
risk may be measured by the hospitalization of the patient.

In gencral, it was noted that the probability of complications in provoked abortion carrics
arate of 31-69,.

The age of the affected person did not seem to bear any relation to the risk of complication,
Rates of hospitalization are similar before and after the age of 30,

The order of pregnancy with regard to abortion had some influence in the sense that, as
parity progresses, the tendency to complications was also greater. Abortions corresponding
to the tenth and following pregnancics, in which the smaller risk of complication appeared
to be due to the accident of selection, form an exception,

The number of previous abortions was not an aggravating factor, since the greater risk
falls on the first abortions. However, the smaller risk in abortions which follow the third,
and especially the seventh to the tenth, may also be due to the selection of women who had
numerous abortions and who, precisely because they had had no complications, continued
the practice.

The month of gestation in which the abortion is provoked seemed to be one of the factors
with more direct influencz on complications. The later the interruption of pregnancy, the
greater was the risk of complications.

The operator is another important factor associated with complications, The woman
affected and the amateur produce the greater risk. The professional especially the doctor or
graduats midwife, showed the lowest rates of hospitalization.

If the operator is considered with relation to the month of gestation, the same result is
repeated for the first two months, In the third month it is the doctor who offers the least risk,
For the following months information is not sufficient for reliable conclusions.

With respect to the method used the rubber tube presents the greatest risk and curettage
the least. The rubber tube was the method most used by the amateur, followed by the mid-
wife, with very different risk rates (45:97 for the amateur and 30°9% for the qualified
midwife). It is also the means most employed in self-operation. The least used medicaments
are preferred by the amateur and the self-operator. Other kinds are used in the home almost
exclusively by the woman concerned.

While the doctor resorts almost exclusively to curettage to achieve abortion (risk 23-2%)
the graduate midwife also uses it in a high proportion of cases and with a minimum risk
ar-8en.
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28. ABORTION IN NORTH AMERICA

E. W. Overstreet

Department of Obstetrics and Gynaecology, University of California
School of Medicine, San Francisco

The problem of abortion in North America is like an iceberg. A small, visible portion of it—
therapeutic abortion—is well-recognized and freely discussed. Indeed certain aspects of
therapeutic abortion are being rather hotly debated in the USA at the present time. But the
much larger and much more deadly portion of the iceberg—illegal, criminal abortion—still
lies semi-concealed, scarcely touched by the advances of modern science or the progress of
modern society. Guttmacher® has called illegal abortion *. . . the only great pandemic discase
which remains unrecognized and untreated by modern medicine”.

In North America if we look first at the sociologic aspects of therapeutic abortion we shall
gain some insight and proper background for examining its shady brother. In taking this
look I shall speak principally of the USA. Although Mexico is geographically a part of the
continent, it belongs more properly to Latin America, by virtue of its cultural background,
its language, its majority religion, and its economic status. Canada’s abortion practices
parallel those of the USA.%? But in a relatively large and wealthy land, with a sparsely-
scattered population of only 20,000,000, the influence of population pressure is negligible in
comparison to that felt by the 200,000,000 inhabitants of its southern neighbour.

In the USA there is no national registration or reporting of therapeutic abortions. Estimates
of their total number are arrived at in a sampling fashion from various published hospital
figures. These indicate that about 5,000 to 9,000 therapeutic abortions are performed
annually, roughly one per 480 births, *.* But the practices of individual hospitals vary widely.
Except for the Catholic hospitals, where no therapeutic abortions are permitted, incidences
run from one per 4,000 births up to one per 35 births.

These legal abortions are performed under the 50 separate laws of the 50 states. The great
majority of them permit abortion only when “the same is necessary to preserve the life of
the mother”.! Courts have construed this to include remote as well as imminent risk of
maternal death, and even this interpretation has been stretched to the utmost. But at present
only six states specify preservation of maternal health as a justification for therapeutic
abortion.

Under these statites the burden of proof of medical necessity often rests upon the physician,
Earlier he sought protection by individual consultations with colleagues. But the past few
decades have brought increasing use of a voluntary system of hospital therapeutic abortion
committees for adjudication of proposed cases.®

Certain other trends are notable. Progressively fewer therapeutic abortions are performed
for specific medical diseases, By contrast, increasing numbers are performed for psychiatric
indications—with the appellation of *‘suicidal risk™ serving to satisfy the legal requirements,
This has brought about a disquieting type of *‘back-door” legal abortion; the suicidal-risk
tag is increasingly being attached to patients seeking abortion of an anomalous foetus, or a
pregnancy resulting from rape, or even for socio-economic reasons alone.

Curious physician attitudes are apparent. Therapeutic abortions are performed two to three
times more often among private, upper economic patients than among indigent, ward patients.
The unmarried woman meets more committee resistance to therapeutic abortion than the
married woman with the same medical indication—an evidence of the strong persistence in
the USA of our narrow Puritan ethic. But our ethical ambivalence is also evident, for it is
common practice for reputable but sympathetic physicians to refer patients to illegal,
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criminal abortionists—despite the fact that such referral is an equal violation of the abortion
laws,

In sum, the practice of therapeutic abortion in the USA is a hodge-podge of inconsistencies,
hypocrisics, archaic laws, religious conflict, and above all, rapidly changing cultural patterns.
But some hopeful trends are discernible. Throughout the country there is a growing clamour
for liberalization of our abortion laws, This movement has been highlighted by recent legal
controversy in California which was triggered by the Rubella epidemic of 1964-65.7 It had
become common practice among reputable California physicians to accomplish therapeutic
abortion for Rubella—on the assumption that the state’s abortion law, written in 1872, had
been rendered obsolete by newer medical knowledge. When the State Board of Medical
Examiners filed disciplinary charges against nine such physicians, the resulting public furore
illuminated current public attitudes about therapeutic abortion and abortion in general. And
Caiifornia’s 20,000,000 people arc fairly representative of the other nine-tenths of our
population.

A statewide sampling poll in July 1966* revealed that only 9% of people want actual repeal
of the abortion laws. Other polls in the USA confirm that at niost only 10% to 20%; of our
people favour permitting unrestricted abortion. Among 913 California specialist obstetrician-
gynaccologists only 34% desired removal of all legal strictures on abortion.? This somewhat
higher figure undoubtedly reflects the fundamental opposition of physicians to any statutory
regulation of strictly medical matters. At any rate, ac we look at the overall abortion problem
in the USA it is most important to bear in mind the majority view, which opposes—at least
in public expressions—wide-open, “‘clective’ abortion.

But tae specifics of statutory restrictions are another matter. Ample evidence shows that
the great majority of citizens and physicians today approve much broader indications than
solely the preservation of maternal life. They would also include preservation of maternal
health, material risk of significant foetal abnormality, and pregnancy resulting from forcible
rape or incest. Estimates of how such liberalization might affect the incidence of therapeutic
abortion in the USA are largely speculative, but a reasonable guess would be a rise from the
present 8,000-odd annually to perhaps 25,000 or 30,000.

An unhappy complicating factor in the USA is the attitude of the Roman Catholic
hicrarchy. Representing only 20% to 25% of the population, it vigorously opposes the type
of abortion law liberalization described above, in the face of majority desire for it, Indeed,
opinion polls even indicate that among the rank and file of Catholic adherents about 45 % are
actually in favour of such liberalization.®:* And Richard Cardinal Cushing, Roman Catholic
Archbishop of Boston, has said, **Catholics do not need support of law to be faithful to their
own religious convictions and they do not seck to impose by law their moral views on other
members of socicty.” Despite such pronouncements, the opposition of the unhecding Catholic
hierarchy is the prime obstacle today to modernization and iiberalization of the abortion
laws of the USA.

These, in bricf, are the ways in which Americans think and talk about abortion. What do
they actually do? What about illegal, criminal abortion in the USA? Estimates made in
various ways place the number of illegal abortions at somewhere between 300,000 and
2,000,000 annually; a safe figure to talk about is about 1,000,000 per year. One out of every
four to five pregnancies is interrupted by resort to illegal abortion. This results in about 3,000
to 4,000 deaths annually, mostly from among those abortions done by non-physicians or
self-induced. More important, as other causes of maternal death come increasingly under
control, more and more states are finding that illegal abortion has become the greatest single
cause of maternal death, In the USA at present it accounts for about 459% of all maternal
deaths.!

What sort of factors bring about these horrendous statistics? They do not derive primarily
from adolescents or other unmarried women, for at least 605, of illegal abortions are per-
formed on married women, and about half of the subjects are in the age group 25 to 35.
It is quite clear that the principal motivation for illegal abortions in the USA is socio-
economic in nature. Over 60%, of women who seek them already have a family of two or
more children, and they simply find that they cannot face the psychologic, social, or economic
impact of another child.
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Two aspects of this situation are immediately apparent. Firstly, in view of current public
attitudes no presently feasible manipulation of our abortion laws can possibly reduce
significantly the number of illegal abortions. Even if statute liberalization raised legal thera-
peutic abortions to as high as 40,000 yzarly this would scarcely scratch the surface of our
1,000,000 annual illegal abortions. Secondly, it is equally evident that a large scgment of our
population makes unsatisfactory use of contraceptive knowledge or is unfamiliar with it.
Sociologic studies have shown that certain socio-economic groups fail to plan ahead in any
way in health matters: they take action only when impelied to by a health crisis—such as a
pregnancy. So we find that the use of contraception has been ignored by many of our women
who later seek illegal abortion for an unwanted pregnancy.

In addition, a revolution is currently taking place in the sexual mores of adolescents in the
USA. The incidence of premarital coitus is rapidly rising among this group. This has resulted
in a rapidly rising illegitimacy rate. Twenty-five years ago the official rate for illegitimate
births was 7-1 per 1,000 single women of child-bearing age (15 to 44). At present it is 23-4
per 1,000

The increasing number of illegal abortions among our young unmarried women un-
doubtedly points to an cven higher illegitimate pregnancy rate, Our adult citizenry, still
inhibited by vestiges of our Puritan heritage, has failed so far to recognize, much less remedy,
this mounting problem. For example, we are still so hamstrung by the Puritan ethic in
California that our oflicial state textbook for the teaching of hunun biology in our public
schools omits any mention of the human reproductive tract, and illustrations of the human
body arc innocent of genitalia. The conflict over moral codes between youth and parents in
the USA not infrequently leads adolescents actually to seck illegitimate pregnancy in order
to force parental permission for marriage or ‘o punish hostile parents.

These are some of the obstacles to the effective application of contraceptive knowledge to
the problem of illegal abortion in the USA. Yet to many of us this is the only possible solution.
In the USA access to birth control information and supplies is not by any means universal
as yet. Fortunately, the federal government has very recently been persuaded to recognize
that such access is the health right of every woman, and that its provision is a governmental
public health duty. So federally financed family planning programmes are rapidly developing,
Not too many ycars ago the prescribing of contraception was largely for medical or quasi-
medical reasons; today our public accepts the propricty of its purcly elective use by any
women who wishes to limit her family. But this acceptance does not yet extend to the un-
marricd adolescent, and at present there is increasing public controversy about this aspect
in the USA. Perhaps the example recently set by Denmark—in providing, by parliamentary
order, contraceptives to girls from age 15 up, withonr parental consent—will speed up our
own thinking along these lines.

Koya showed in Japan that properly available fanaly planning programmes could
materially decrease illegal abortions.' But access to such services on every street corner of the
USA would still not solve the problem. For one thing, continued research must provide us
with better birth control methods which can offset the inherent undependability and inter-
mittent disinterest of many of our women. More than that. extensive public education is
needed: first, adequate instruction in our grammar schools and high schools—not only about
human reproduction, but also about human sexual function, and specifically about contra-
ceptive methods: second, a general education programme which thoroughly informs the
public about all aspects of birth control, including that of abortion. The objective must
obviously be the prevention of unwanted pregnancies before they become illegal abortions,

But to my mind, simply informing the public, solely along these lines, does not go far
enough, Unbridled population expansion, the world's number one desperate problem, plays
a major role in the abortion problem. We must not be content with simply informing people.
Itis our human duty to bend every effort to persuading all people, everywhere on carth, of the
personal stake which each person has in the imperative necessity to limit human pregnancies.

REFERENCES

1. GUTTMACHER, A. F. (1963). N.Y. §1. J. Med., 63. 3, 2334,
2, Sevak, M. M. (1967). Amer. J. Obstet. Gynec., 97, 316,



OVERSTREET: ABORTION IN NORTH AMERICA 151

. HarRrisoN, C. P. (1966. Canad. med. Ass. J., 95, 360.

. CALDERONE, M. S, (ed.), (1958). Abortion in the United States. Harper and Row—Hoeber, Inc.,
New York.

. LADER, L. (1966). Abortion. Bobbs-Merrill Co., Inc., New York.

. SAveL, L. E. (1964). Clin. Obstet. Gyuec., 1, 14.

OVERSTREET, E. W. (1966). Calif. Med., 105, 337.

. The California Poll. Field Research Corp., San Francisco, 1966.

. The Gallup Poll, Princeton, N.J., 1966,

. Time Magazine, 27th January 1967, p. 76.

. Kova, Y. (1963). Pioneering in Family Plaming. Japan Medical Publishers, Inc., Tokyo.

P

—O\ooo_\lo\u-



RAPPORTEUR’S SUMMARY

The discussion emphasized that it is necessary in discussing the abortion problem to decide
to differentiate between illegal, i.c. criminal abortions and their consequences or about the
legalized abortion system. One must also clarify whether the general fight against abortion is
directed against all abortions or only against illegal abortions.

It was stressed that the IPPF and the panel of this Session was not concerned with the
merits of any abortion system whether legal or illegal, but it was necessary to discuss the
world-wide problem of abortion, because abortion is perhaps the most widely used method
of birth control in the world today, and presumably will continue to be so until more effective
contraceptive methods are brought into use.

From the discussion as from the speaker’s information, there appear to be three main
types of abortion legislation in the world:

1. That forbidding induced abortion—in the Near East, Southern Europe, some Western
European countries and South America

2. That permitting abortion on medical grounds—in the Scandinavian countries, some
Far Eastern countries and Turkey

3. That permitting abortion on social grounds under the so-called liberal or free laws—
in Japan and the Eastern European countries.

The participants of the discussion demonstrated—with several examples—that the number
ot induced abortions, i.e. the abortions actually performed, generally bore little relation to the
type of legislation in force. In countries with some hundred thousands or millions of illegal
abortions, the number of criminal and convicted cases are only 10 or 20 per annum, It was
also demonstrated that strictly juridical practice could not reduce the number of abortions.
The experience of some countries shows that the most severe anti-abortion legislation only
makes induced abortions more difficult and more expensive; and at the same time they are
performed mostly by para-medical or lay personnel under poor health conditions involving
a greater danger to thc mother’s life and health.

In addition further information was given on abortion practice in some countries, on which
the speaker’s papers did not contain much information. Details were given concerning the
abortion situation in Brazil as a general guide to Latin America. It is estimated that in 1964
1,450,000 cases of abortion were performed, caused by the lack of adequate contraceptive
methods and education on family planning. Based upon sample surveys, it seems that
Brazilian women would like to have better contraceptives and new legislation. The South
Korean experience showed that a developed family planning programme which is based on
the IUD, can decrease the number of illegal abortions. The speakers described the effect of
the liberalization of the abortion law on two countries. In Sweden the number of legalized
abortions last year was the highest up to the present, i.e. 7,500 cases. In the same year it was
estimated that there werc about 10,000illegal abortions. In Yugoslavia the number of legalized
induced abortions is decreasing year by year, and in the speaker’s opinion the reason for
this is the development of the family planning movement and the availability of better and
more effective contraceptive techniques,

Two members of WHO stafl expounded the Wurld Health Organization’s activity in
the field of the abertion problem. One side of this problem is mainly investigational: as an
example, the organization is sponsoring a retrospective study in T:razil; and the other is
relevant as part of the general WHO maternal and child-welfare work.

It was also stressed that well prepared and statistically established demographic studies on
the world abortion situation were necessary. The first initiative came from Europe, where,
within the framework of the IPPF Europe and Near East Region, a Research Commission
worked out a plan on comparable studies on fertility, family planning and the birth control
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situation, and which also is considering how to obtain better knowledge of the abortion
situation. In Latin America, CELADE is planning to undertake an analytical study, based
on past investigations on the abortion situation.

Very interesting situation reports were received on the Greek and Indian abortion problem,
in the light of the general family planning programmes.

A question on the cffect of the religious, especially Catholic, attitude to abortion practice
was answered by experiences in Chile. In this country, based on sample surveys, no sub-
stantial difference in the attitude towards family planning and/or abortion was shown be-
tween religious and non-religious women.

It was pointed out that the number of illegal abortions was not decreasing with the
spreading of the usc of oral contraceptives as had been observed in some developed countries,
c.g. in the USA and Australia. The recasons for this are not yet clear but the panel’s
opinion was the perhaps different socio-economic or cultural population groups are using the
cffective contraceptive methods: these were the same groups who protected themselves
before almost as effectively. Those who resort to illegal abortions are those who in the past,
as in the present, do not use contraception. Therefore it is possible that in the short run the
abortion rate will not go down when other effective contraceptive methods come into use
but it will decrease in time when the whole population has accepted these methods.

The necessity for the study of abortion in its genetical-biological aspects was pointed out,
especially in the field of spontancous abortions. The purpose of these investigations will be
to find out the cause of spontancous abortion and to work out methods for its reduction,
It would also be necessary to determine more clearly the difference between induced and
spontancous abortions.

In summing up, it was stressed that abortion is today, a very widely used method of
controlling family size, but it cannot be recommended as a method of family planning because
of its harmful cffects on the life and health of the 'women who undergo it and their future
children. Large numbers of abortions can only be stopped by the widespread use of effective
contraceptive methods and by the increase of education in family planning.
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SURVEY AND STATUS OF IPPF FAMILY PLANNING PROGRAMMES

29. AFRICA REPORT

S. Mwathi
Family Planning Association of Kenya

O. Adeniyi-Jones
Family Planning Council of Nigeria

As, for IPPF organizational reasons, Africa north of the Sahara is included in the Europe
and Near East Region, this report will deal with the countries south of the Sahara with which
the IPPF is presently concerned. Although the stage has not yet been reached when it is
feasible to set up a fully constituted African Region, or regions, a regional office has been
established in Nairobi for East Africa, and it is hoped soon to establish a similar office in
West Africa, and to encourage the maximum exchange of information and practical experi-
ence between each of these offices. As family planning associations become increasingly
established throughout Africa it will be possible to decide what the best form of regional
structure will be.

Demographically, Africa south of the Sahara is characterized by generally very high
fertility and high mortality, with a particularly high infant mortality rate. There is, however,
a general tendency for the death rate to decline steadily and the prospect is that the growth
rate will in the near future continue to be not less than between 2-5% and 3% per annum,

In spite of this there is in many African countries little general concern with the rate of
population growth; and the fact that infant mortality rates are still very high in many
countries disinclines parents, particularly in rural areas, to accept the desirability of having
smaller families.

However, in the large towns such factors as lack of housing, the increasing cost of living,
and diminishing support available from extended family groups, and a fall in infantile
mortality all conspire, as has been the case elsewhere, to encourage parents to seek help to
plan the size and spacing of their families, There is therefore in most countries an existing
individual need for family planning facilities in the towns for health and family economic
reasons, and in some parts of some countries, for instance, in my country Kenya, this need is
also felt in the rural areas. Although those concerned with planning the economic develop-
ment of African countrics may clearly appreciate the economic disadvantages of t yo rapid
population growth rates, and this understanding has been publicly emphasized by the
Government of Kenya, therc is not generally in Africa a sufficient public acceptance of the
economic advantages of slowing down growth rates such as to enable governments to adopt
national programmes for economic reasons.

In a number of countrics, however, a considerable body of opinion recognizes that family
planning should be an element in any national maternal and child health service. Unfor-
tunately in most countries such services are not fully developed outside the towns.

In these circumstances the IPPF's aim must be to try and promote the establishment of
indigenous family planning associations wherever there is a recognized demand, both to assist
individuals who feel the need for help, and so as to establish a climate of opinion which will
enable governments to accept a proper responsibility for family planning.

In countries where for one reason or another it is not yet possible to form national associa-
tions, help can be given often to individual doctors, to hospitals and universities who may be
anxious to provide services, In all countries there is a great need to train personnel and to
ensure that family planning is included in the curriculum of doctors and para-medical
personnel,
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In Africa, as in this continent of South America, many towns are growing at an un-
precedented rate, with consequential intolerable pressure on existing social services, housing
and employment opportunities. Many of the problems discussed here yesterday are African
problems too.

In 1964, at a Regional 1PPF Conference in London, Mr. Ndisi, the Chairman of the Kenya
Family Planning Association, stressed the tragedy of neglected children in the growing towns,
In both Nairobi and Lagos, whose populations have more than trebled in the last decade, all
the disastrous consequences of the breakdown of traditional ways of life associated with a
too rapid invasion of people from the country to the towns are apparent today. In such
circumstances parents need all the help that society can give them, and the health services
need to be re-orientated and strengthened to meet the new classes of problems that arise,

Turning more specifically to East and Central Africa the position broadly is that the IPPFF
has Family Planning Associations in Kenya, Uganda, Tanzania and Rhodesia and gives
assistance to individuals or institutions in Malawi, Zambia, Botswana and the Congo.
Contact has also been established with interested persons in Ethiopia. As already mentioned,
a regional office has been set up in Nairobi with Dr. McAllan in charge, and it is the inten-
tion to provide training and other centralized services in Nairobi for the whole area. The
Government of Kenya has proclaimed the need for family planning in Kenya and is anxious
that our Family Planning Associ: ion should play a leading role in training personnel and in
providing services. The response from some of the rural areas has been most encouraging but
wce are most anxious to ensure that while expanding as rapidly as possible we maintain the
quality of the services offered.

In Uganda and Tanzania the foundations are being built for expansion and the aim is to
inerease the number of trained personnel and to enlarge indigenous participation.

The Rhodesian association has been in existence for ten years and has very considerably
expanded the scope of its acitivitics in the last few years,

Though by no means an African territory, the Indian Ocean island of Mauritius must be
mentioned here. Mauritius presents a most striking example of over-population in relation
to the availability of natural resources, and of the effect of too rapid growth rates on the
possibility of economic development. In the past year, the government has launched a national
programme to reduce the growth rate utilizing the IPPF Family Planning Association and a
Roman Catholic Association to execute the programme which will be co-ordinated by the
Ministry of Health. To assist this ambitious programme, a number of outside agencies have
comhined to augment the funds made available by the Mauritius Government. Thus, the
IPY - is providing much of the recurrent cost of the FPA’s programme, the Swedish Govern-
ment is providing the contraceptives other than IUDs, which the Population Council is
supplying, the UK Ministry of Overseas Development is meeting the cost of several members
of the staff of the Mauritius Ministry of Health, and the NufTield Foundation is assisting
with the arrangement for ar independent evaluation of the programme. It is hoped that this
form of multilateral help may have wider application elsewhere in future.

In Central Africa contact has been made with interested individuals in Malawi, Zambia,
Botswana and the Congo, and it is hoped that these will eventually lead to the formation of
associations. In South Africa a family planning association has been in operation for 35 years
and has recently considerably expanded its work.

I will now ask my friend, Dr. Adeniyi-Jones, the President of the Nigerian Family Planning
Council, to be good enough .0 give some information about the West African scene.

In West Africa family planning activity has been largely confined to the English-speaking
territories mainly because of the legal restrictions formerly inherited by the francophile
countries from France. If, as seems probable, the law in France is modified to legalize contra-
ception, it may be hoped that the interest now being shown in some former French West
African territories will be enhanced.

Though no government in West Africa has yet made any statement in favour of family
planning as forthright as Kenya or Mauritius, there is a general recognition that family
planning facilities ought to be available, on a voluntary busis, for those who wish them,
Family planning associations have been established in Nigeria, Sierra Leone, Liberia and
Ghana, Most West Africans reject any idea of present over-population and few would yet
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agree that it is even desirable to slow down the rate of growth. On the other hand many
families, particularly townsfolk, wish to plan the size and spacing of their families in the
interest of maternal and child health and domestic economics. In many rural areas infantile
mortality is still very high and this will have to be brought down before the idea of a small
family norm will be widely accepted.

In Nigeria and Ghana the attitude of the universities and hospitals is generally co-
operative and every effort will be made to co-ordinate the work of the associations with the
training hospitals.

Recent political instability in several countries has to some extent hinder... the expansion
of the work of the young associations, but when the situation has been stabilized it is hoped
to organize their activities on a national basis. In the meantir-e, the IPPF is ready to give
help to individual institutions and doctors and there has been a welcome tendency in some
areas for hospitals to group together to rationalize their supply requirericats.

In Nigeria, the emphasis has been on the development of family planning services within
the general health services of the urban areas. Thus in Lago: the multi-purpose health clinics
have incorporated family planning facilities as an integral part of their vider maternal and
child health services. In Eastern and Western Nigeria the need for eduzation in family
planning is accepted and it is hoped to introduce this into the matcrial and child health
programmes.

In Ghana, available demographic data may suggest the need for slowir: 7 dow: the growth
rate and it is hoped that it may be possible to present the economic imrii “ation: to the new
government,

The revitalized association in Liberia has rightly stressed the extreme. iign intanc mortality
rate and the contribution proper spacing can make to the health of the family.

The Association in Sierra Leone is laying special stress on education and has been able to
strengthen its staff with IPPF grants.

It is proposed to send a team consisting of a doctor, a trained midwife and an administrator
to West Africa this year to advise the associations in all aspects of their organization and
practice. Later on, other personnel may be sent to Nairobi for training by Dr. McAllan’s
team,

The immediate objectives in West Africa in the near future should be the establishment of
the present associations on a sound administrative basis. When this has t-2n achieved and
personnel trained it should be possible with the help of the universities, mission hospitals
and the local authorities to establish such a wide need for the services as to convince the
governments of the case for incorporating those facilities into their health structure.
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Joan Rettie
Europe and Near East Region IPPF

GENERAL TRENDS

The rapid change of attitude towards and increase in knowledge about family planning in
the world can be markedly observed in the Europe and Near East Region of the IPPF.

EUROPE

The medical profession at university level is showing interest in every country in Europe.

Ministries of Health are openly admitting interest, acknowledging the abortion prcblem
and seeking ways of co-operation with family planning associations.

There is a general tendency, particularly in Eastern Europe, towards creation of repre-
sentative committees for family planning in which Muinistries, professions and social welfare
organizations participate at regional and national level to co-ordinate activities to promote
contraception and sex education. Such committees, although functioning with government
approval, are non-governmental in character and therefore have greater flexibility of action
than fully governmental commissions.

Most important of all is the action being taken to repeal anti-contraception laws and to
liberalize abortion laws. A new draft law will be put before the Dutch Parliament in 1967
which would replace the present anti-contraception laws. There is strong hope that this will
be accepted. In Belgium, France and Italy official commissions are studying plans to take the
same action. In both Belgium and Holland family planning clinics have been established in
university hospitals. In France it is probable that the law of 1920 will be repealed in 1967,
particularly since the Gaullists promised social welfare reforms during their new term of
office. The Mouvement Frangais pour le Planning Familial now has 190 information centres.
The government can no longer ignore the need for contraceptive advice,

In Britain the possibility of including social and economic reasons with medical reasons
for giving contraceptive advice within the National Heal*h Service are included in a new Bill
before Parliament which already has governmental support. Until now the government has
relied on the Family Planning Association to provide the necessary services through its 600
family planning centres. Some 575 of these are in maternal and child health centres and
hospital premises loaned by local health authorities bu: it -~w seems that the government
will give more support and co-operation. Another Bill to liberalize the abortion law is half-
way through Parliament. This proposed itw has aroused much emotional reaction and
resistance, particularly from some sections of the medical profession. Public opinion, how-
ever, seems in the majority to be in favour of reform of the law.

In Denmark, since st October 1966, doctors und midwives are required by law to offer
contraceptive advice to women after childbirth or abortion. A representative of the Danish
Midwives Association proposed to the International Confederation of Midwives a resolution
that instruction on family planning should be included in the education of midwives. This
resolution was adopted by the International Confederation in September 1966, In Denmark
and Sweden official commissions are studying the existing law on abortion. Public opinion
is pressing for a relaxation of the present fairly strict laws. In Sweden, particularly, the fact
that women have to apply to a commission causes delays and therefore many women resort
to illegal abortion rather than face the distressing wait of several weeks, In both countries,
however, illegal abortion rates are thought to be falling and in Denmark the legal abortion
rate is much the same as it was 10 years ago but there are now 60,000 more women in the
fertile age group—an indication of the more widespread use of contraceptives.
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In the German Federal Republic where medical opinion was mainly hostile there has been
a remarkable change. Advice centres are opening in a number of cities and leading gynae-
cologists are giving support. In Switzerland the Canton de Vaud has led the way in accepting
tamily planning officially in the cantonal health service, There are even signs of interest in
family planning in Spain and Portugal. In Greece it is hoped that a study recently completed
will prove that the present low birth rate is due to illegal abortion and this may lead to a more
favourable attitude towards contraception. In Turkey, after some initial set-backs, the
Family Planning Association, in co-operation with the government, is embarking on more
positive activities,

In Eastern Europe action is being taken to promote contraception quietly but systematic-
ally. Poland was the first country to establish country-wide contraceptive services and the
reward is now being shown by a reduction in abortion rates. Yugoslavia and Czechoslovakia
are making good progress and in Yugoslavia also abortion rates have stabilized and are even
beginning to drop. Hungary and Bulgaria have more recently begun to be interested in
establishing contraceptive facilities, In Rumania the #™ortion law has been made more
restrictive and, as there is little evidence to show that contraceptives are available, it is to be
feared that the result will be a rise in the number of illegal abortions. In the USSR oral
contraceptives and intra-uterine devices are now being used but abortion rates, although
these are not published, are still thought to be high.

NEAR EAST

In the Near East also the medical profession at university level is showing interest. Here
too Ministries of Health are concerned from the health point of view and governments are
showing interest, but they are suspicious of motives of outside agencices. In Egypt there is now
government approval of the work ol voluntary agencies. The various voluntary agencies have
united to form a national fe leration. It is possible that the future pattern in the Near East
may be the establishment of non-governmental represeatative and co-ordinating committees
to encourage the inclusior. of family planning facilities in existing health services, as in
Eastern Europe.

In Jordan, where the voluntary association has always emphasized that the health and
welfare of the family is its concern, the Association goes from strengih to strength. Family
planning clinics have been established in cight «ities. The help of the Jordanian Women's
Council has been invaluable, The Council loaned premises for the opening of the first centre
and has supported the foundation of branches of the Jordan Family Planning and Protection
Association throughout the country.

In Morocco family planning advice is being given in some maternity hospitals and health
centres.

IPPF ACTIVITIES WITHIN THE REGION DURING 1966

Regional Council and Regional Executive Committee

The Regional Council is composed of representatives of the national member organizations
of the IPPF in the Region. These representatives are elected by the national member organ-
izations. Each full member organization has three representatives, cach associate member
two, and affiliates have one observer. The Regional Council held its biennial mecting in
Copenhagen in 1966, The Regional Executive Committee is elected by the Council from
members of the Council. The Council also elects the IPPF Vice-Presidents from the Region
and regional representatives on the IPPF Management and Planning Committee, Governing
Body and Medical Committee. The President, Vice-President, Treasurer and Sccretary of the
Region presented reports to the Regional Council and representatives of each member
organization presented national reports. The Regional Exccutive Committee meets four times
in the year. The Regional Office has moved into the former premises of the IPPF Central
Office at 64 Sloane Street, London S.W. 1, and this will make an increase of staff possible in
order to deal more adequately with the demands made on the Regional Office.

Regional Medical Comiteee

The Regional Medical Committee held its biennial meeting in Copenhagen in July 1966,
Each full member organization has two members on the Medical Committee, one of whom
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is also a Regional Council member, and each associate member has one member on the
Regional Medical Committee who is also a member of the Regional Council. During 1966
the Exccutive Group of the Regional Medical Committee formulated a statement of aims
stressing the importance of the health aspects of family planning and the need for family
planning to be incorporated in the teaching of medical schools. The Executive Group also
planned the programme of the Fifth Regional Conference. A cytological study on the effects
of the IUD on the endometrium was instituted. Those member organizations in the Region
that had not yet formed national medical committees were encouraged to do so and to report
on their activities.

Research Committee on family planning trends

This Committee, established to encourage comparative studies on family planning trends
within the Region, met twice in 1966 to plan the co-ordination of such studies, Representatives
of Hungary (Central Statistical Burcau), Britain (London School of Economics), Grezce
(Athens University), Belgium (Brussels University), Sweden (Swedish State Commission on
Abortion) and Denmark (Copenhagen University and Danish State Commission on Sexual
Enlightenment) attended the meetings.

The Hungarian study, directed by Dr. E. Szabady, has been completed and the preliminary
report from the Central Statistical Bureau was presented as a paper to the Copenhagen
Conference.

The Greek study, under the direction of Professor Valaoras of Athens University, is also
finished.

The British study was started in October 1966 and is under the direction of Professor Glass
of London University.

Corference

The main efforts of the Regional Office have been concentrated on the Fifth Regional
Conference held in Copenhagen in July 1966. This has been fully reported in the IPP News
and in a circular prepared by the Information Department of the IPPF.

The Conference was attended by some 450 participants from 50 countries, The Region was
happy to welcome participants from Africa.

The theme of the Conference was Preventive Medicine and Family Planning. Professors of
Obstetrics and Gynaecology from many countries participated.

Training

Emphasis has been given to training and the need to establish national training facilities for
medical and para-medical personnel.

A training programme for doctors was arranged in Copenhagen after the Conference in
co-operation with the Danish association and Copenhagen hospitals,

Short term training programmes were arranged by the Regional Office in London as set
out on page 161,

Publicity and education

IPPF publications in English, French, German, Italian, Spanish and Arabic have been
distributed to organizations and individuals, The Region sponsored the publication of the
TPP News in Arabic. The Report of the 1964 Regional Conference is out of print, 1,000 copies
were sold. The Report of the 1966 Conference has been published in English and will shortly
be available also in French.

SuMMARY

Publicity given to the abortion problem and requests for training in contraceptive techniques
by developing countries have led to awakening of the consciences of Ministries of Health and
doctors in Europe. Experience in the Furope and Near East Region of the 1PPF has shown
that the establishment of contraceptive services cannot be a quick process, nor can a large-
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IPPF Europe and Near Euast Regional Training Department, 1966
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scale government programme succeed—it comes too close to government interference in the
rights of the individual. On the other hand governments can no longer expect to get away
with restrictive legislation; pressure of public opinion for freedom of the individual in family
planning is now too strong. Probably the most successful procedure to adopt for the establish-
ment of family planning services is: firstly the creation of a coordinating committee so that
all those who are concerned in education, welfare and medical care are involved; secondly the
establishment of training facilities for doctors and para-medical personnel nreferably in
hospiials and similar institutions; thirdly the manufacture or purchase of good quality contra-
ceptives; fourthly clinical testing of contraceptives in selected hospitals and centres, even if
the contraceptives have already been tested in other countries; finally the inclusion of family
planning services in existing health services, or in the case of some countries, the provision of
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additional services if the necessary health services do not exist. This procedure is the least
likely to arouse antagonism or create problems. If the Near Eastern countries will adopt this
procedure they may avoid the problems that now have to be surmounted in Europe. The
Europe and Near East Region of the IPPF hopes by aiding national organizations, offering
training facilities and the possibility of exchange of ideas and experiencc on mcdical and
administrative problems, to help the establishment of family planning services in the Region.



31. INDIAN OCEAN REGION REPORT
Sylvia Fernando
Indian Ocean Region, IPPF

CEYLON

Planning presupposes interest in the future—the poor are usually so disillusioned about the
present that the future does not interest them.

The bulk of the populations of Asia are poor as are the minorities in the slums of the
Western world. The birth-rates in Asia are high as are birth-rates among the poor in the great
industrial cities of developed nations.

The problem therefore is to induce poor families to plan for the future and in an area where
planning touches the most intimate relationships in life. This aspect is often forgotten in the
effort to spread family planning. The establishment of family planning clinics are usually
regarded as the essential forerunner for the spread of family planning. It has only recently
been realized that however efficicnt the service provided at a clinic, this effort would in great
measure be wasted if a sufficient number were not motivated to attend it.

The most effective methods of motivating underdeveloped populations are being tested in
various parts of the world. In Ceylon a Population Council project is about to be launched
to study this problem.

In 1965 the Swedish Government on the basis of two pilot research projects suggested to
the government that the Health Department could carry out an effective programme of
family planning by using public health staff and offered assistance for this to be done. Ceylon
is fortunate in possessing a network of health units which cover the entire island, each with a
doctor, nurses, midwives and hcalth inspectors allocated on a population basis.

Since 1953 the Family Planning Association has established clinics all over the island
through the goodwill of successive Directors of Health Services and their staffs. The Prime
Minister who came into power in 1965 had, as Minister of Agriculture in the 1940’s, realized
the need for family planning in Ceylon. He, together with his cabinet, agreed to accept the
Swedish offer and the Minister of Health was empowered to launch a family planning pro-
gramme in co-operation with Sweden and the FPA of Ceylon.

During 1966 the new programme of work took shape. The Minister appointed a committee
to advise him. The Chairman is the Director of Health Services, other members are represen-
tatives from Swedcn, the FPA, the Planning Secretariat, the Department of Health and such
others as were found necessary to activate the programme.

The Department of Health is decentralized and works in 15 units under a Superintendent
of Health Services (S.H.S.). Curative services and a number of health units on an area basis
are grouped under one S.H.S. A Health Educator is appointed to each S.H.S. area. Up to
October 1966 five of the S.H.S. units were taken up for development. This meant that 75%, of
the health personnel were trained and clinics established in all the important health institu-
tions of the areas, numbering 84 in all. Attendance at these clinics is, however, disappointing
because educational aspects have not received sufficient attention.

Education work has become more and more the province of the Family Planning Associa-
tion, especially as we have long experience in securing the goodwill of the community leaders
and obtaining the co-operation of the large number of government officials in any locality
who normally work strictly within departmental limits, but whose support is necessary because
they have the confidence of those whom a family planning programme seeks to serve.

The Ford Foundation has had discussions with the government regarding assistance for
educational work.

The government has allocated a piece of land in a central location to the FPA of Ceylon
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for building its headquarters. This building will have a hall for regular film shows and talks
on family planning in addition to a clinic which will function daily.

The 1PPF has allocated $15,000 as seed money for the building fund,

The whole programme in Ceylon has been made possible because of the ground work pre-
pared with IPPF support by the FPA of Ceylon. A method should be devised whereby
governments requiring assistance in the field of family planning can draw directly from the
wealth of experience and knowledge available within the IPPF.

INDIA
ORGANIZATION
Established in 1949, first as a Family Planning Committee and later, in 1950, as the Family
Planning Association of India, the Association provided the first organized attempt to intro-
duce family planning services in India.
The work of the Association is carried on through its headquarters at Bombay and branches
in different parts of the country, of which there are 35 at present.

RELATIONSHIP WITH GOVERNMENT

When the government undertook the responsibility for promoting family planning as a
part of the health services of the country under the first Five Year Plan, this was greatly
welcomed by all those concerned with family planning work for it meant that this programme
could be promoted in the country on the required scale, intensity and permanence. Further-
more, voluntary effort, instead of being discontinued, became more effective due to the
financial grants and other help that the government decided to make available in pursuance
of its positive policy of encouraging voluntary effort.

Thus, the cooperation between the governmental and the voluntary sector has been a
feature of India’s family planning programme. This takes place not only in the matter of pro-
viding grants but in providing technical advice and in the representation of voluntary workers
on government committees, For instance, the President, Smt. Avabai B. Wadia, is a member
of the Central Family Planning Council of the Government of India, and of the State Family
Planning Board in Maharashtra State, Smt. Dhanvanthi Rama Rau continues to be a member
of these bodies. In other states too, the presidents or other members of the FPAI branches
are members of their respective State Family Planning Boards. Many of the leading workers
of the FPAI are among those who have been appointed to serve in the government scheme
of Honorary Family Planning Education Leaders at the institutional, regional and district
levels who, in their individual capacity, help to promote the programme,

Where the Association receives government grants for running clinics and for other pur-
poses, the work and the accountability patterns laid down by the government are followed.
However, in keeping with its basically voluntary character, the Association initiates and
conducts its own pilot projects also, with its own funds, for it believes that this is one of the
most important functions of a non-governmental organization.

GRANTS

The total amount of government grants received by the Association as a whole comes to
more than Rs. 10 lakhs (Rs. 1,000,000) each year. Donations from other sources, particularly
the IPPF, have also been received. More than 250 persons are employed on a paid basis by the
Association while the active voluntary workers, regular or occasional, are, of course, much
greater in number, depending upon the type of activity. The membership of the Association
is recruited through the branches.

BROADBASED PROGRAMME OF WORK

The Association carries on its activitics on a four-fold basis, namely, conducting educa-
tional campaigns for communication and motivation for family planning, establishing clinical
services (which may be static, mobile, or non-technical such as supply depots), training and
orientation of personnel, and sociological, clinical and other research,
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EDUCATIONAL ACTIVITIES

This work has been carried on by the FPAI on a sustained basis ever since the establishment
of the Association, at different levels, and through all available media, by its voluntary workers
assisted by its trained social workers. The Association has concentrated on the creation
ol public opinion in favour of the philosophy and practice of family planning; on conveying
correct information, in simple language, on what exactly is meant by family planning and
how it can benefit the family; and on arousing and sustaini.ig a motivation among individual
couples to adopt the regular practice of family planning. The communication media have been
appropriately adapted to these aims, They range from organizing big conferences or mass
meetings to small group talks in neighbourhood areas, and to person-to-person consultations
for those who are likely to adopt family planning practices.

The Association has made its own audio-visual aids as well as fully utilizing all those
offered by the Government. It has made two motivational films, thanks to funds made avail-
able by the IPPF. A three-reel film **In Your Hands” was made in 1959. Several hundred
copies of it have been distributed through the government and other agencies, and it has been
dubbed in several Indian languages. Several FPAs in foreign countries have also bought
copies. A new 20-minute motivational film (in colour) was completed in January 1967 and
is titled **Years of Promise”. Filmstrips, cinema slides, posters, pamphlets, leaflets and
exhibition materials have also been made by the Association. The holding of family planning
exhibitions (independently, or as a part of larger exhibitions or fairs) and the opening of con-
sultation booths at such gatherings has been regularly undertaken. Fifteen of the branches
have been supplied with audio-visual aids by the government, consisting of projectors, gener-
ators and other accessories. But only about five mobile vans are being run by the Association,
this being a very expensive item which is in short supply in India. However, some of the more
active branches have arrangements with their respective state governments for the occasional
use of government vehicles for family planning work.

The educational and publicity work of the Association cannot be easily set out statistically
since it is varied and continuous, but two or three examples will be illustrative of the type of
work undertaken,

For example, a well-equipped mobile clinic and education unit donated to the FPAI head-
quarters by the 1PPF has been carrying out sustained educational and clinical work since
1962 in the extended suburbs of Greater Bombay, where family planning advice and services
were atherwise not available, This unit is run on a grant from the Government of India, with
a skeleton staff of one social worker, one driver-cum-projectionist and one cleaner. The unit
now operates in 31 arcas with a population amounting to over 500,000. During the year 1966,
the unit held 80 mixed public meetings, 152 women's meetings and 88 men's meetings, with
133 film shows which covered about 100,000 people. When services were added to the
educational work, a part-time doctor was also attached, as needed. The unit currently has an
active case load of nearly 1,900 clients and is now concentrating more on service.

In 1964, the New Delhi branch of the FPAT initiated a new type of educational programme by
setting up information centres at various governmental and commercial establishments, The
experiment proved successful in increasing the case load of the branch clinic and also of other
clinics around the 20 information centres run by the branch in different parts of New Delhi.

Recently, this branch has installed a well-designed literature stand at the **Super Bazaar™
(a department store newly opened in the capital by the government to hold down prices).
Thousands of namphlets and cartoon booklets on family planning are being taken away every
day from the information counter by those who come shopping. The (Old) Delhi branch also
has a publicity van which carries out regular educational programmes.

The West Bengal branch of the FPAI also has an extensive pubiicity programme. It has, in
1966, arranged 111 film shows with lectures, with audiences numbering about 47,585 people.
It also conducted a family planning publicity centre in the women's section of the big indus-
trial exhibition held in Calcutta during February and March 1966, when thousands of persons
were given information on family planning,

PUBLICATIONS
The Association publishes two periodicals from its headquarters—the Jowrnal of Family
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Welfare, a quarterly, which it has issued since 1956, and a raonthly bulletin Planned Parent-
hood which has come out since 1952. These are distributed all over India and abroad and
individual copies are sent to as many as 57 countrie.. Reports of conferences and seminars
are also published whenever appropriate,

Several branches are also now publishing periodical bulletins—Bhavnagar branch pub-
lishes Kutumb Niyojan in Gujerati, New Delhi branch Pariwar Kalyan in Hindi, Jabalpur
branch Pariwar Niyojan Sandesh in Hindj and Hyderabad branch Kutumba Mitra in Telegu
and a Newsletter in English.

CLINICAL WORK _

The headquarters and most of the branches are conducting clinics, either on a full-time or
part-time basis, as well as running non-clinical and extension services. All these offer all the
approved contraceptive methods, the lutest being the 1UD. In addition, vasectomy centres
are being conducted in several places. Bhavnagar branch in particular, has done well in this
direction, having performed 593 operations in 1965-66, the cumulative total since 1963
being 1,411,

In 1965-66, the New Delhi branch did 705 vasectomies., Where tubectomy is concerned,
however, since hospitalization is required, it is usual for the FPAI workers to make referrals
to government hospitals and help the women to get the tubectomy done in the hospital.

Whilst it is not possible to give complete figures of active cases in all the Association’s
clinics owing to incomplete returns from some of the branches, from the reports available it
is estimated that about 60,000 new cases were dealt with during the year, with clinic atten-
dances running into at least three times that figure.

This does not take account of the Punjab figures. In the Punjab, the Red Cross Society is a
very strong and active body closely linked with the government, and the FPAI branch and
the Red Cross Society have a unified set-up. Therefore, it is not easy to separate the FPAI
work from the total programme. Effective family planning work by the Red Cross and FPAI
branch working together, is being carried on in the Punjab through 22 urban and 61 rural
clinics. The state government, along with the Red Cross and FPAI, held organized vasectomy
and 1UD campaigns and during 1965-66, 32,000 sterilization operations and 135,000 loop
fittings were carried out, besides motivating 12,000 couples for adopting other contraceptive
methods. Punjab State won the 1965-66 award for the highest number of [UD insertions per
head of population.

Some of the FPALI clinics have, over the years, carried out trials of different contraceptive
methods before they came into general use. For example, the headquarters' clinics did so in
regard to spermicidal gel, foam tablets, and the 1UD: as far as 1UD is concerned, some
other clinics also participated. Clinical work on orals also may be undertaken in the future.

INFERTILITY CLINICS

The headquarters at Bombay has, since 1952, conducted an infertility and sterility clinic
(known as the Family Welfare Bureau) which has acquired an international reputation.
Dr. V. N. Shirodkar, internationally known gynaecologist, is the Honorary Director and
Dr. A. M. Phadke the Executive Director with a team of visiting honorary specialists.
During 1965-66 the clinic attendance at the Family Welfare Burcau was nearly 10,000 and
there were 616 new couples who came for investigation and treatment. During the year,
200 pregnancies were reported.

Besides the clinical and surgical work, the bureau has also undertaken studies on “‘genital
tuberculosis™, **action of Anovlar tablets in cases of functional sterility™, “*chemical method
for the detection of the day of ovulation in women by urine examination™, **occurrence of
macrophage cells in the semen™, **presence of autoantibodies aguinst spermatogenic arrest”,
*effect of testosteronc™ and *‘effect of varicocele excision”.

Some of the FPAI branches also are conducting infertility clinics. The New Delhi branch
infertility clinic has reported 174 pregnancies during the year.

TRAINING

When the Association originally started work, it found that there were very few doctors
who were sufficiently knowledgeable in the techniques of conception control and furthermore,
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no type of personnel had studied the question of how to promote this work. Therefore, the
Asscciation arranged to train doctors, nurses, health visitors and social workers. This work
was carried on from 1952 to 1961 in a more or less continuous manner, both by means of
training courses at headquarters and by sending a touring training team to various other
places in India to provide on-the-spot courses.

In this way, more than 250 doctors and about 650 other personnel received a brief training
and orientation in conducting family planning work and a much-felt need was fulfilled. This
work was discontinued soon after government training schemes came into operation, and the
three central government training centres and 16 regional training centres run by the states
began their work.

However, the headquarters and some of the branches have continued the system of in-
service clinical training to those who request it. The branch a¢ Hyderabad has, since 1962,
undertaken to run a family welfare workers’ training centre with an annual grant from the
government, this being a government scheme entrusted to a voluntary organization.

Apart from training personnel who can take up clinical work, the Association has held
many orientation camps under the pattern laid down by the government. It has also under-
taken the orientation of a large number of lay and voluntary workers who can help to spread
correct information about family planning.

SUPPLIES DEPARTMENT

The supplies department at headquarters, which has been under the personal supervision
of one of the council members, Smt. Gulab Dalal, continues to meet the requirements of
many welfare clinics (which include some governmental and municipal clinics) from all over
the country, who find this a convenient centre to order stocks of different contraceptives. Now,
however, supply sources are so much better organized both by government and private
manufacturers than they were some years ago, that there is much less work for the FPAI
supplies department. Nevertheless, during 1965-66, about Rs. 50,000 worth of contraceptives
were sold and despatched to welfare clinics at clinical rates on a no-profit-no-loss basis.

SPECIAL SCHEMES

A number of pilot projects have been taken up by the Association. Currently, two such
special schemes are being conducted by the headquarters, with grants provided by the IPPF,
one centred at Bhayandar village and anoth¢ known for short, as the *‘Victor Project™.

The Bhayandar rural project undertaken by headquarters in a group of 14 villages with
about 25,000 population, near Bombay, is an experiment in developing a community pro-
gramme for family planning to ascertain some of the simple and effective ways of spreading
family planning knowledge, to find out to what extent voluntary effort for family planning
can be developed at the village level, and to make contraceptive supplies easily available to
couples requiring them in the rural areas.

Excluding the childless couples, sub-fertility cases and others who did not require family
planning services, the immediate target in the first two groups of villages comprised 861
couples. Of these 500, or 58 %, adopted a method of family planning as a result of this project
by 31st December 1966. However, if 62 previously sterilized cases are included, 619 of the
target group is currently in the programme. Work is being cont 1ued and also extended in a
planned manner to the third group of villages.

Victor project

Greater Bombay, which has a population of about 5 million, (that is, 1% of the country’s
total population), is one of the 47 most populous areas in India, selected for intensive family
planning work. In view of this official decision, the FPAI headquarters has also decided to
extend its work in Greater Bombay by undertaking a special project under the IPPF grant
now being made availabie for the purpose. The work has already started in part, since
September 1966 and is showing encouraging results,

CONFERENCES, SEMINARS, ETC.
Apart from the All India Conferences on family planning, and the IPPF regional and



168 IPPF FAMILY PLANNING PROGRAMMES

World Conferentes held in India, the latest international undertaking of the Association has
been the XVII International Conference on the Family in New Delhi in December 1966 under
the sponsorship of the International Union of Family Organizations to which the FPAI is
affiliated.

The theme of the Conference was **Changing Family Patterns in Asia™. Changes in marriage
patterns and family relationships, population problems and the family, the new role of the
Asian wife and mother, and the need for family life education, were the major topics discussed
at plenary sessions and six sectional meetings.

NEPAL

The Association has been experiencing various difficulties in implementing family planning
activities. Our country is very poor. Qur resources are meagre but our efforts nevertheless arc
great, We do not know when these efforts will bring practical results. Much depends on the
generous outlook of our parent body—the IPPF,

The story since the last report is very short but achievements in the field of family planning
have been great because, since last year, His Majesty’s Government, after much persuasion
by aur Family Planning Association, has taken up practical family planning work by starting
several clinics. In a country like ours where poor cconomy, illiteracy, difficult intercommuni-
cations, etc., are great obstacles, implementation of our work faces genuine difficulties. But
the greatest satisfaction for our Association is that our government has now eventually
realized the importance of our efforts.

The population stands today at 10,298,400 (1966): there is a definite rise from the 1961
overall population which was 9,324,713, The Katmandu valley population has also risen from
459,990 to 515,600. The birth-rate is double the death-rate. After having studied these figures
it is clear that we are also facing a population explosion. Therefore, the work of our Associa-
tion has to be expai. 2d considering the population rise and governmental work in family
planning fields. This is not the time for our Association to feel that family planning has been
taken over by the government and the Association need not exert further pressure. On the
contrary our Association has now to play a very vital role to bring about coordination
between the government and the people at large. A government-sponsored advisory board
has been formed under the chairmanship of the Dircctor of Health Services and in the com-
mittec our Association is well represented by three executive members. We are also concen-
trating our activities on motivation on a mass scale, besides running our own clinics, The
Association will have to take a very active effort in publicizing the basic aim of the family
planning movement, since our people are illiterate and are under the pressurc of an orthodox
religion. It is not an casy job to break this chain. Therefore, we are considering a massive
programme to bring out literature; posters, books and other publicity means including audio-
visual aids to explain the objects of the world-wide family planning movement.

Our Association is also taking the opportunity to participate in governmental and non-
governmental meetings, wherever they are held, to explain these ideas in the simplest way.

Among the methods, the ITUD has been widely introduced both in government and our
clinics and a few individual doctors are also working with orals. The utility of foam tablets,
diaphragm and other contraceptives are now diminished although we often advise these
methods as an alternative measure in our clinics. The services in these clinics are rendered
free. For want of funds this Association has to reserve its activities to Katmandu and a
few other places. We do have an extensive plan to go into the rural areas as soon as required
funds are available.

As mentioned earlier the volume of work and resporsibility on this young Association has
risen considerably: we need to expand our activitics not only in urban areas but also to rural
arcas. Because of the acceptance of family planning work by the government, a great re-
sponsibility has fallen on our shoulders to bring about coordination to educate the mass and
to make freely available suitable contraceptive methods,

PAKISTAN

The Government of Pakistan’s Five Year Family Planning Scheme was approved on Ist June
1965 at a cost of Rs, 28 crores (280 million rupees). The Family Planning Council, a semi-
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autononious government body was instituted for implementation of the scheme. This 28 crore
programme, which is perhaps the largest in this part of the world, is the direct result of the
pioneering work of the Family Planning Association of Pakistan, and the President of
Pakistan’s personal interest in Pakistan’s population explosion. The scheme did not go into
full operation until after the emergency in September 1965 so that the total achicvements of
the year were compressed into a period of nine months, In spite of this the achievements are
encouraging and it is expected that the target of a reduction in the birth-rate by 209/ in five
years will certainly be achieved.

The programme aims to reduce the present birth-rate from 5U per thousand to 40 per
thousand. It has been phased from 659 to 1009 of the population over the five year plan
period. Thirty-three districts were covered by the programme during the first year of nera-
tion, i.e. June 1965-June 1966,

Recruitment of staff commenced in July 1966 and by the end of August the selected candi-
dates had been trained and posted at their respective assignments. All this training needed a
high degree of organization, Courses for training trainers were first held and later peripatetic
teams, consisting of representatives of concerned disciplines (medical, administrative, moti-
vational) imparted training at all levels in the field according to carefully prepared syllabi and
curricula, Audio-visual aids were the most effective means of training employed.

The personnel manning the action programme during the first year of operation was as

.follows:

. Distrigt Publicity-cum-Executive Officers 33.

. Family Planning Supervisors/Thana Family Planning Officers 885.
. Medical and para-medical personnel 1,178,

. Dais 29,450,

Existing facilities in hospitals, dispensaries, health centres and child welfare centres have
been utilized and 1UD insertions are performed in all public institutions; 29 full-time urban
family planning centres have been established; of these 18 centres are in West Pakistan and
11 in East Pakistan. Part-time clinics are located in 400 rural health institutions, In arcas
where there are no fixed facilities, family planning services have been provided by mobile
teams.

Satisfactory arrangements have been made for the requisite supply of contraceptives. Foam
tablets, IUDs and inserters are being manufactured in Pakistan. Other contraceptives such
as spermicidal foam and condoms are imported.

During the nine-month period under report a total of 252,355 IUD insertions were done
representing 189,266 couple years of protection. 36,327,567 units of conventional contracep-
tives were used representing 360,000 couple years of protection and 5,400 sterilizations were
accomplished.

The programme has made a good start and already within one year of its inception, family
planning has become a talking point.

The FPA of Pakistan continues to function within the limits prescribed by the government.
Apart from its model clinics and part-time service clinics, the government has laid special
emphusis on its activities in the ficlds of functional research and motivation/communication/
publicity.

The FPA runs four model clinics, in Lahore, Karachi, Gandaria and Dacca. Our model
clinic in Lahore is the oldest family planning clinic in Pakistan, and in the period June-
November 1966 a total of 14,191 clients visited the clinic. Of these, 601 clients were fitted with
the IUD and 112 clients took the Pill, while 22,191 units of conventional contraceptives were
distributed. The clinic also offers training courses to doctors and para-medical personnel,
infertility services, post natal and ante natal services and operates a well-baby clinic.

The total number of clients who attended the Karachi clinic during the January-December
1966 period was 8,051, The casc breakdown is: 6,062 family limitation cases, 1,262 sterility,
64 marriage counselling, 565 family life education and 99 vasectomy.

Other clinics have similar services and equally good results,

Two niobile van clinics which were donated by our parent-body, the IPPF, have been
utilized in rural arcas since June 1965 in both v 'ags of Pakistan. Their performance has been

Wt —
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satisfactory and the government, appreciating their utility, is now arranging to make available
mobile units to all districts operating under the family planning scheme.

In the field of functional research the FPA is participating in the government’s JUD study.
The FPA has also conducted independent research in both wings of Pakistan on the role of the
dai (local midwife) and the acceptance of the Pill, In addition they have in hand research
projects in the following fields:

. Follow-up of vasectomy clients.
. Attendznce analysis of Model Clinic Lahore clients,
. Mobile van action and research scheme.
. Clinical evaluation of the Ahmed device.
. Clinical and statistical evaluation of the IUD cases attended to at the Model Clinic,
Karachi,
6. Use of the satisfied family planning client as a prospective motivator.

L bW -

A very important aspect of our motivational programme is the group and the individual
counselling, offered by our motivation officers. In the year ending June 1966, the motivation
officer in Lahore alone conducted a total of 37 meetings, which were attended by 2,929 people.
Individual counselling was offered to 1,341 clients. The response te these meetings encouraged
the FPA to hold an orientation course for voluntary motivators, who have each formed a little
cell in their neighbourhood for the promotion of family planning,

The FPA of Pakistan has been particularly active in the fiel¢ of mass media projects, which
have been sustained by generous grants from the IPPF both [n 1965 and 1966, The FPA
designed an imaginative and comprehensive publicity campaign, highlighting the problems of
Pakistan’s population explosion and the urgent need for family planning. This campaign was
implemented in both wings of Pakistan, through the press, a direct mail leaflet schedule,
posters, brochures, meetings, pamphlets, flash-cards, kiosks, mobile exhibition, films, cinema
slides, television and the radio. The FPA's role in this field received the appreciation and
recognition of the Government of Pakistan. The FPA of Pakistan is represented on Govern-
ment Family Planning Boards and publicity committees where it has its branches. Prototype
designs prepared by the FPA for mass media projects have been utilized by the government
in their publicity campaigns.
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Since the 7th IPPF Conference held in Singapore in February 1963, the general climate and
acceptance of the principles and ideals of family planning has advanced beyond all expecta-
tions. The improved status of the concept of family planning, the ofin i1l UN recognition and
the spectre of famine in developing countries have so changed world opinion that there is
seldom a day without articles appearing in newspapers and magazines, or talks over the radio
and television, focusing attention on different facets of family planning and population
problems.

A great debt is due to FAO, UNICEF, ECOSOC, ECAFE, WHO and other economic,
demographic, social and medical agencies whose activities and publications have given much
added weight to arguments for the incorporation of family planning services into active social
and medical gcvernment programmes.

The increased interest and participation of the medical profession is another encouraging
“actor. Hitherto, except for a few welfare-conscious individuals, doctors often seemed to have
oeen unaware of the significance of family planning as an important health measure.

Soon after the IPPF Conference in 1963 the Singapore Government allocated a site of
60,000 sq. ft. for the Singapore FPA to build a family planning centre. The building fund
appeal launched by the Association succeeded in raising half of the cost, then the Ford
Foundation generously don-.ted the rest plus an additional grant for extension work.

It was at this Conference also, that regional delegates were first able to become acquainted
with Dr. S. Gore who was later invited to act as the Regional Medical Consultant. Dr. Gore
has now been requested to serve a further term.

The **closed door™ policy in Burma, the hot war in Vietnam and the three-year confronta-
tion with Indonesia have all retarded the programme, but there are prospects that in the
coming years it may be possible to make up for the time lost.

The improved financial position of the IPPF through the generosity of the Victor Fund,
SIDA, Ford Foundation and others, has given tremendous impetus and encouragement to all
connected with family planning in the SEA and O Region.

BurMA

The FPA of Burma was forimed in 1960, but in the circumstances which have since prevailed,
it has unfortunately had to discontinue its activities.

The present government of Burma has severed almost all outside contacts and a socialistic
state exists in which there is no free enterprise and all imports and sales are under very strict
government regulations.

There has been no direct contact between the Regional Office and Burma since the present
regime assumed office, and, in view of the present political climate, it may be some time
before communication can be re-established.

However, it is hcpea that the Medical Consultant might be able to pay a short visit by
taking advantage of a 24-hour transit permit allowed to certain visitors.

Reports from the Ortho Pharmaceutical Co. indicate that supplies of contraceptives up to
the permitted quota (£9,000 in 1965) have been allowed to enter the country.

THAILAND

In April 1966 the Thai Cabinet rejected the recommendation of the Research Council that
family planning services should be started under the supervision, and with the assistance, of
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the Ministry of Health, However, a Committee has been set up to make a study of contra-
ceptives and to undertake clinical trials.

To avoid therisk of unwanted publicity, the Region has not set up any local family planning
programme, but through the good offices of the Under-Secretary in the Ministry of Health,
45 medical and other professional personnel have been permitted to attend the training
courses in Singapore and to provide a fam’iy planning service on their return.

Present centres of activiry

1. The Thai FPA formed in 1955 has been active among government staff and armed
services,

2. The government/Population Council family planning pilot project at Photheram has
continued to function for the past four years.

3. Despite the lack of government recognition, family planning activity is gradually ex-
panding in Bangkok and in a number of provincial hospitals:

Chulalongkorn Hospital (Red Cross) Chantaburi Hospital
Vajira Hospital Naval Group of Hospitals
Siriraj Hospital Government Highways Department

McCormick Hospital, Cheingmai

The government’s attitude towards family planning is only likely to change when st.ienti-
fically planned projects have demonstrated significant improvement in community Liealth,
welfare and economics.

WEST MALAYSIA

The period since the last IPPF Conference has been one of eventful progress for family
planning in West Malaysia.

Overall attendances at the Federation of FPA’s family planning service centres increased
from 49,726 in 1963 to 118,437 in 1965.

Two successful family planning seminars, financed by the SEA and O Region, were held,
one in Kuala Lumpur (1965) and the other in Penang (1966) both opened by the Chairman
of the National Family Planning Board, the Rt. Hon. Enche Khir Johari, Minister of
Education.

Analmost unbelievable change has taken place in official attitude and thinking. In December
1965 the Malaysian Government adopted family planning as part of its national policy. A
National Family Planning Board was inaugurated in June 1966, a nation-wide base-line
attitude survey commenced in October, and the preliminary planning of the national service
programme is well under way.

The Federation of FPA's immediate aims are to:

1. Co-operate fully with the National Family Planning Board.

2. Clarify and define what its short and long-term goals should be in the entirely new
situation, so that it can be of the most help in the Natioral Family Planning Programme.

3. Improve the existing standards of family planning training, education and service.

SINGAPORE

In 1965 the Singapore Government set up a Family Planning Population Board which in
January 1966 officially assumed responsibility for the 29 family planning clinics hitherto run
by the Singapore FPA in maternal and child health centres and the Maternity Hospital. This
Association still L uns three clinics in rented premises and has had the satisfaction not only of
handing over the major part of its activity to the 2overnment, but also of doing, so at a time
when the birth-rate hss already dropped from 45 per thousand in 1951 to 282 in 1966.

A post-partum insertion study is being conducted by the Obstetric-Gynaeco'ogical Depart-
ment of the University of Singape - : at the Kandang Kerbau Maternity Hospital, in collabnra-
tion with the Population Council.

The IPPF is providing a grant from the Victor Fund to support the first two years’
operational cost of an extension of the existing cytology screening service in Singapore,
Papanicolaou smears will be taken of all women attending family nlanning clinics (FPPB,
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FPA and SEA and O) and training facilities for this type of service will also be available to
associations in this area.

The new Family Planning Centre is now in use. The FPA occupies the ground floor, and
the other two floors house the SEA and O Regional Office, Training Centre (laboratory,
library, class-rooms and hostef for trainees) and an auditorium.

In January 1967 the FPPB organized a successful family planning Education Week and
Exhibition which culminated with a medical seminar sponsored conjointly by the Board and
the SEA and O Region.

SARAWAK

Sarawak has a population of 875,000 living in an area of 48,000 square miles and her economy
is mainly dependent on timber, rubber, pepper and oil.

Road transport facilities are poor, but great improvements have been made by the military
authorities during the confrontation.

In the past two years family planning services have progressed significantly in Kuching the
capital, and Sibu, and there are smaller clinics in Miri, Simanggang, Seriki, Kapit and some
satellite centres in scattered areas. A number of general practitioners and government medical
officers are giving free professional service to the Association.

A mobile clinic has been very kindly donated by the Brush Foundation of Cleveland, Ohio,
USA.

Future plans are to:

1. Expand and consolidate the work in the existing centres.
2. Very gradually increase the number of sub-centres and satellite clinics.

SABAH

Interested individual doctors and nurses continue to offer family planning advice in the course
of their routine duties. The FPA of Sabah was organized in April 1967.

BRUNEI

There is no organized family planning activity in this small oil-rich state but it is hoped that
it will soon be possible to explore potential avenues of development.

INDONESIA

The Family Planning Clinics project in Indonesia was started after the Delhi Conference and
in 1962-3 cight trainees together with the newly appointed National Organizer (financed by
regional funds) attended orientation courses in Singapore and a measure of liaison work was
done, but various difficulties have hindered its progress. President Soekarno’s view that
Indonesia could well afford to stupport a much larger populaticn was never questioned and is
still considered by most to be tl = national policy.

During the confrontation IPPF funds for work in Indonesia had to be administe:ed by tne
London Headquurters.

In 1964-5 Professor M. Tausk of the University of Utrecht and Dr. A. L. Southam of
Columbia University aroused considerable interest in orals and 1UDs.

During 1963-5 a number of medical seminars were held, a research division was established
to undertake trials with orals and IUD and four delegates attended the IUD Conference in
New York City.

The Medical Consultant spent fiv~ weeks in Indonesia in September 1966 and has reported
that:

1. There are indications of improvement in the political climate.

2. The new administrators in the Ministries of Health and Social Affairs are turning their
attention to family planiing as a possible support measure to their programmes.

3. The rate of literacy is high.

4. There are womesi's organiz .tions that could be used as a spearhead for family planning
cducation and service.

5. Attitude towards reiigion and custom is generally tolerant and liberal.
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A national seminar was organized in February 1967 to bring family planning groups to-
gether and to discuss the possibility of forming a National Organization. At the first plenary
session an announcement was made by the Co-ordinating Minister of People’s Welfare
accepting in principle the philosophy of family planning and steps are now being taken to
include family planning in the Government Development Programme,

The Co-ordinating Ministry of People’s Welfare include the departments of Social Affairs,
Health, Education, Religion and Labour.

SOUTH VIETNAM, LAos AND CAMBODIA
South Vietnam, Laos and Cambodia have populations of 15, 2 and 6 million with an annual
rate of increase of 2-2%, 3-2%; and 329 respectively, These strategic corintries have been
involved directly or indirectly in conflict for ncarly a decade and the need for any medical
and social service is urgent.

There is very little family planning activity in these countries, but reconnaissance visits
have been made by the Medical Consultant and hopeful contacts established.

There have been definite indications of interest from Laos and South Vietnam. Two
trainees from each country have already received training in Singapore and are activating
interest in their respective countrics, It is expected that some form of prototype family plan-
ning service will commence this year.

The Laotian Minister of Health and Information and the Minister of Social Affairs have
both signified their interest in family planning.

Although no longer under French rule, many of the colonial laws still remain in force,
among which is the ban on contraceptive literature and supplies.

The scarcity of professional personnel in this area poses a major problem and whatever
plans for the promotion of family planning action, provision must be made for assistance
with personnel as well as finance.

PHILIPPINES
In 1961 the first attempt to provide family planning services was made under the auspices of
the Philippine Federation of Christian Churches with financial assistance from the IPPF and
it was not until 1963 that the SEA and O Region became actively ast suiated with the Family
Relation Centre, recently renamed Planned Parenthood Moverient of the Philippines
(Protestant) and more lately with the Family Plarning Association of the Philippines (RC)
which was formed in 1965,

In addition to the above, agencies like the World Neighbour, Family Workshop, Patkfinder
Fund, Responsible Parenthood Association, various hospitals, certain universities such as
Silliman and Central, and specialists in the University of the Philippines are actively con-
cerned with different facets connected with family planning and population.

The general climate towards family planning has changed radically in the past two years,
so much so that several government agencies have started or are planning to promote family
planning activity:

I. The Manila Health Department offers family planning education in all 42 clinics at
present, though only 18 have facilities for 1UD insertion.

2. The Land Reform Council of the Philippines in Pampanga plan to set up a pilot study
as a support measure to its development programme.

3. The Governor of Sorsogon has decided to introduce family planning into his province
using a village as a pilot project.

In many instances former trainees have been instrumental in initiating and implementing
new family planning activities.

There is more involvement of the general practitioner, and short-term local family planning
training has been carried out at the Mary Johnston and St. Luke’s Hospitals and in two other
provincial chapters,

The leadership and support of the Press has been very significant and stimulating,

AUSTRALIA

Australia is not only underpopulated, but her alrcady low birth-rate is still falling, a fact about
which the government is much concerned.
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Australia has the highest consumption of orals per capita of any country and some of her
scientists are doing useful research in various fields.

Until lately the subject of family planning was almost completely ignored by the press,
television and radio.

The fact that a recent edition of the Sydney University newspaper Honi Soit carried a
supplement giving complete details of various contraceptive methods can be regarded as a
major break-through. The Editor commented that the publication was an attempt to over-
come ignorance that could lead to unwanted pregnancies and abortion.

Unfortunately, the FPA is not sufficiently broadly represented nor dispersed geographically
to exert any major influence on official policy. However, it could broaden its influence by:

1. Enlistirg greater participation of scientists and doctors.
2. Promoting an effective Information Service.
3. Raising funds to finance fellowships and specific research projects.

NEwW ZEALAND

Being a developed and industrialized country with a high standard of living, the emphasis
and approach in regard to family planning in New Zealand is directed almost entirely towards
the individual family and the personal needs of each woman.

Although major government support is still withheld, progcess is becoming easier since
family planning is now more readily acceptable to the medical nrofession and the provision
of clinics is recognized as a necessary service.

Sex education is regarded as an important part of family planning. A Family Life Education
Council has been set up and the Education Department now povides full-tire counsellors
on secondary school staffs for consultation by pupils.

Choice, a FPA magazine and Freparation for Family Living Programme are now published
regularly.

A sum of £250 from the New Zealand Appeal for Population Control, has been received
for work in the Region,

Despite a ¢zensity of 23 persons per square mile, the FPA is conscious of the type of
population problems which arise in the case of the Maori and other mothers who have to
adjust themselves to complex ways of city life. At the 1965 Annual Conference, the Maori
Women'’s Welfare League requested official assistance for child-spacing for Maori mothers.

Future Plans:

1. To influence government to incorporate family planning as part of the maternal and
child health programme.

2. To encourage doctors to promotz family planning among the scattered population.

3. To rouse general interest to the urgency of world family planning and population
control.

Fmn
For sevcral years it has been pointed out that the country’s Development Plan would be
nullified if the population increase continued at the present rate of 3% per annum. So it is
encouraging to note that on 25th November 1966, the Fiji Times reported that:

*“The Family Plunning Campaign is now beginning to show unmistakable results and it is
clear that further development of these services on the lines already established will allow the
natural increase tc be reduced to 2% per annum within a period ot five years.

““The need for family planning as an essential ingredient of the public health policy of a
developing country is gradually becoming universally accepted.

*The FPA and the Medical Dzpartment work together in harmony. The Association’s task
is the provision of information on as widespread a scale as is possible, whilst the Medical
Department is responsible for making the facilities available. Advice on family planning (with
free choice of method) and supplies of material are available in all Government hospitals,
health centres, dispensaries, clinics and nursing stations.

A period of just over two years is perhaps too short a one.upon which to make definite
prognostications, but the numbers of births registered in both the Fijian and Indian popula-
tions in the last three years are consistently below the trend line of the previous seven years.”
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TRAINING
South East Asia and Oceania Region Training Institute (1964 to April 1967)

Social Asst. Journalists Total
Country Doctors  workers  Midwives  Nurses  nurses  and others
Thailand 26 3 16 45
Philippines 53 10 12 10 87
Fiji 5 1 6
New Zealand 1 1
Sarawak | 2 6 2 . 13
W. Malaycia 16 3 10 22 2 15 68
Vietnam 2 2
Laos 1 1 2
Singapore 17 7 28 68 2 6 128
Indonesia 9 3 12 4 28
Turkey 2 2
Poland | |
Total 132 28 40 140 6 37 383

Since 1964 uaining has been a major regional activity and it is planned that during 1967
a certain amount of it will be undertaken locally in various member countries so that a greater
numbes can be accommodated.

The programme is planned so as to develop a nucleus of leadership in cach cou: 'y who
in turn will be responsible for large scale training programmes for their own national needs.

There is in this area » very great shortage of, and need for, skilled expertise in the various
spheres connected with family planning, because it is now recognized that an effective family
planning programme calls for an integration of many disciplines and skills, embracing demo-
graphy, sociology, administration, legislation, medicine, surgery, welfare, communication,
education, psychology, logistics of supply, evaluation and research,

Some of the ways by which this situation could perhaps be improved are outlined below.

I. Travelling Technical Advisory Team of experts with family planning experience:

(1) Administrator-organizer. (3) Communication expert,
(2) Sociologist or economist, (4) Doctor (public health or pediatrics pre-
ferred).
Objectives:

1. To organize a series of concenti.ted national Motivational-Teaching Workshops for
top-level professional personnel in different countries (similar to those now being done by
ECAFE on a regional basis) which could help create a more informed climate of opinion
among strategic cadres.

2. To provide expert advice on existing programme and service,
3. To act as exploratory advisers where no family planning programme exists.

1I. Provision of technical and professional assistance to help develop suitable educational
and informational material for different levels of education to:

(1.) Introduce family planning at higher levels as a means whereby family planning projeets
or new associations might be promoted.

(2.) Disseminate knowledge or information about family planning to potential users at all
levels.

HI. Professional translation, publication and/or preparation of selected family planning
articles, booklets, text-books, etc., into the apprepriate major languages of S.E. Asia. Whilst
there is a considerable reservoir of published material on population and family planning in
English, unfortunately only a fraction of the population is conversant with it.

At present translations into the vernacular are confined solely to the simple motivational/
educational leaflets,
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IV. Official investigation into the ways and means whereby the introduction of family plan-
ning into Burma, Laos, Cambodia and Vietnam might be accelerated.

V. Provision of fellowships for:

1. Various workshops, family planning training courses,seminars, etc. (Chicago, Michigan).
2. Other forms of specialized training in family planning and related fields.
3. Family planning observation tours.

VI. Exploration of the possibilities of:

(1.) Harnessing and extending the use of televi..un, cinema and other mass media as a
means of educating and influencing large sectors of population, particularly through the
productirn of more films and filmstrips, etc.

(2.) Forming a Family Planning Volunteer Corps to assist, on request, with programmes
either in a consultative capacity or as qualified staff on the service side.

FuTurRe REGIONAL PLANS

l. Set up a prototype family planning service programme to demonstrate the need for, and
benefit of, family planning.

2. Decentralize training and establish national family planning training centres wherever
possible.

3. Help create climate of opinion so that governments not yet committed will be encouraged
to include family planning as part of their official policy-planning.

4. Uscallavailable media to educate the public on matters connected with family planning
and population control.
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Luisa Pfau

Western Hemisphere Region, IPPF;
Chilean Association for Protection of the Family

GENERAL SUMMARY

During the year 1966, the pace of work and the unusual developments in the Western Hemi-
sphere Region have been remarkable. The expansion of activities, the positive increase in
general awareness and the establishment of new family planning associations are all effective
barometers of the more favourable attitude in which we are working. Throughout the region
newspapers and magazines are constantly publishing articles describing the social, medicai
and economic factors that justify and require family planning programmes. Although there
are broad segments of the various countries that remain adamantly opposed for religious,
political or nationalistic reasons, the softening of this resistance and the intelligent search for
answers have permitted great expansion of family planning. Just a year ago, WHR was pro-
viding grants to FPAs in only 15 countries; today, 24 countries are under direct support,

New associations have been created in Argentina, Ecuador, Brazil, Colombia, Mexico,
Panama, Costa Rica, El Salvador, Curagio, St. Vincent and the Dominican Republic. There
is great interest in Paraguay, Cuba, Nicaragua. It is indeed gratifying to report that the only
countries in Latin America where no family planning organization exists, are: Paraguay,
Bolivia and Peru. Although a group exists in Nicaragua, local difficulties have not permitted
it to function.

The present state of family planning in our region as well as in the rest of the world, has
been facilitated through the increasing funds made availatle for IPPF purposes by indi-
viduals, foundations and corporations in the USA. Planned Parenthood Federation of
America has achieved goals through their own national campaign that are indeed gratifying.
The growing interest in the international activity is, in no small measure, due to the volunteers
and staff of PPFA. Not least of the successful ventures has been the Victor Fund, under the
Chairmanship of General William H. Draper, Jr. Further evidence of PPFA’s confidence in
the parent organization—IPPF—nhas been their budgeting process for this vear which estab-
lishes a firm principle of budgeting 50 %; of all funds raised to IPPF. However, the increasing
programmes present financial requirements that demand even inore funding than is presently
possible,

Some of the leading programmes in the Americas ure underscored below. Chile, a member
country, continues to be in the forefront of family planning. Over and above their outstanding
clinical programmes, the training facility under WHR support for the education of Latin
American physicians continues to be greatly successful and was expanded over 1965, and will
continue to expand in 1967.

As much a part of all programmes as training, is motivation and education. Under modest
financing of wnc Rzgion, the University of Chile’s Experimental Film Unit in co-operation
with the Chilean Association, prepared an excellent film on abortion. In black and white,
27 minutes long, Spanish sound track, it underscores the problem of abortion as it relates to a
family situation and urges contraception as a prophylaxis. An appropriation was made to
distribute the film as broadly as possible.

In view of the increasing number of family planning associations and the expansion of
activities, it is most desirable to provide those organizations with continued service, technical
assistance, educational materials, etc. Accomplishment of these objectives requires a profes-
sional staff. This year WHR's budget provides for three additional ficld workers, an informa-
tion and education officer and a medical director. Candidates are being sought for these
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vacancies, but great difficulty has been experienced in securing staff, One most promising step
in the direction of stafl expansion has becn the employment of an Assistant Executive Director
who is functioning most successfully. The stafT is truly international, what with the Executive
Director, an American; the Assistant, Brazilian; Field Director, Honduran: secretaries and
clerical personnel, all bilingual and representative of Argentina, Uruguay, Cuba and the USA.

Expansion of all our programmes is imminent and continued strides forward will be made.
During the past year, the associations in Honduras, Chile, Mexico and Brazil became IPPF
associate members.

We regretfully record the death in 1966 of two members of our Executive Committee and
Regional Council, Mrs. Margaret Sanger and Mr. Tom Gricssemer. All of us who were
privileged to have worked as colleagues and associates of these two individuals, know full well
the dedication they felt to the movement and the pleasure they had in viewing present-day
accomplishments,

NORTH AMERICA
Canada

The Family Planning Fedceration of Canada is organized on a local basis with a relatively
weuk central organization. There are eight action and five supporting members.

The most important single activity of the Family Planning Federation of Canada has been
a concentrated cflort to create a consensus that will ultimately result in the legalization of birth
control—for it is still prohibited by federal statute. This objective is now in sight at last, The
Federal Parliamentary Committee on Health and Weliare after hearing briefs from various
organizations has recommended that the government take the matter of contraception from
the Criminal Code of Canada and have it regulated where necessary by the Food and Drug
Administration.

In spite of the fact that birth control is illegal in Canada, the Federal Government is not
opposed to local government support of family planning activities. The Associations in
British Colombia, Manitoba and Ontario have received provincial help. In Ontario five Public
Health Units have incorporated family planning into their medical services. In Alberta, the
Provincial Department of Welifare provides the cost of prescription supplies for people on
their rolls, In a very discreet way the City of Calgary supports the family planning work in the
City Health Department.

Through insurance schemes subsidized by the provincial government, doctors are paid for
medical service, including contraception. In Quebec under the official plan for indigents,
paticnts pay $15.00 (o each doctor for family planning services. Both Ministers of Family
Welfare, the one in power and the one in opposition, have made public statements in favour
of the principle of family planning. There are eight family planning centres in Quebec that
have provided service to about 6,418 women in 1966 and information to many thousands for
which there are no records available.

USA

After many years of controversy the State of Massachusetts, the last State of the Union
which had restrictions on birth control, removed legal blocks to the dissemination of birth
control information and sale of birth control devices. With the USA Supreme Court’s ruling
of June 1965 holding that the Connecticut State Law forbidding the usc of contraceptives was
unconstitutional as it violated the right to marital privacy, all legal impediments to birth
control in the United States have been eliminated. The Planned Parenthcod Federation of
America has been engaged in a series of events this year to underscore the Fifticth Anniversary
of birth control in the United States and has designated the year 1966 as Margaret Sanger
Year,

In Washington, D.C., the National Conference on Family Planning, Partners for Progress,
was held on 5th and 6th May, 1966, the first formal event conducted in the year-long anniver-
sary celebration. The participants included priests, nuns and rabbis, social and biological
scientists, educators, business leaders, high USA and foreign officials, physicians, social
workers, civil rights leaders, demographers, poverty tighters and family planning and popula-
tion experts. At that Conference, Wilbur J. Cohen, Under Secretary of Health, Education and
Welfare, stated that the Department was taking steps to carry out President Johnson's policy
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statement on family planning, and that Secretary of HEW, John Gardner was to provide
Jorceful leadership for the Department’s activities in family planning and population. The
government, through the Children’s Bureau, the Bureau of Family Services, and the Office of
Economic Opportunity is providing financial support of family planning programmes in the
local communities. AID programmes abroad are being expanded.

The culmination of the year’s activitics took pliace in October when the Annual Meeting
was held in New York. Highlights of that meeting were special panel discussicns to bring to
the attention of the delegates representing 150 afliliates of PPFA the increasing pace of
activity experienced by IPPF through an international pancl, and a panel presenting the
seriousness of the food situation on the international scene.

The affiliates are receiving constantly increasing support from the USA Office of Economic
Opportunity in demonstration programmes designed to bring family planning services to the
impoverished groups of the United States. This year standardized reporting procedures wer*
instituted to provide improved reports on birth control expericnces gained with the increasing
patient load served by the affiliates, now in excess of 350,000 per year,

CENTRAL AMERICA

Mexico

Although contraceptive services were begun here as carly as 1925 by 2resident Plutarco
Elias Calles, it was only in 1965 that an cffective national organizatiou was formed, the
Foundation for Population Studies (Fundacion para Estudios de la Poblacidon) now a member
of the IPPF. The government has no population policy, but allows the use of some public
health facilities for family planning, and grants tax exemption to the Foundation. Besides the
Foundation—which provided birth control to about 2,000 women last year and trained over
80 doctors, social workers and nurses—seven other institutions carry out medical or socio-
cconomic research related 1o population and contraception.

Costa Rica

Services began in rural areas of the country as carly as 1963. A full fledged family planning
association—the Costa Rican Demographic Association (Asociacion Demograifica Costarri-
cense)—was organized last year, and has just been admitted to membership in the IPPF, The
government is co-operative, and negotiations are advanced to secure a definitive government
policy and the institution of a co-operative family planning programme between the govern-
ment and the Association in all 97 public health centres. Birth control was given to nearly
7,000 women last year.

El Salvador

The Salvadorian Demographic Association (Asociacion Demogrifica Salvadorena) was
formed in 1962, but was only firmly established last year, It assists the Catholic Church in
operating its *‘rhythm” clinics, and gave birth control help to some 7,000 women last year in
its own 15 clinics. It also operates rescarch projects in IlUD acceptance, cancer detection, and
the socio-economic conditions of pre-natal hospital patients. A Population Department has
been established at the National University, and it is possible that the new government will
support it. The Association, along with the Ministry of Health, the Medical School and the
Population Council will sponsor a Regional Centre for the Training of Professional Personnel
in Population Dynamics and Family Planning.

Guaremala

The Family Welfare Association (Asociacion Pro-Bienestar de la Familia)—established in
1962—received legal status only two years ago. One of its seven family planning clinics is a
pilot project of the Social Security Administration, and it is possible that this yecar the pro-
gramme may be carried on co-operatively with the University and the Ministry of Public
Health, Some 6,000 women have received birth control in the last two years.

Honduras

The Honduran Family Planning Association (Asociacion Hondurena de Planificacion de
Familia) was cstablished in 1961 by the Dean of the Medical School with the full moral
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support of the government, and opened its first clinic in 1964. A year ago, family planning
was included in the national health service programme, and contraceptive service has now
been established in all public Maternal and Child Health Centres as well as the clinics of the
Mobile Rural Health Service. Nearly 11,000 women received birth control last year at the
51 clinics and 29 health centres. The Association became a member of IPPF last year.

Nicaragua

The recently established Nicaraguan Family Planning Association is headed by the govern-
ment’s number two man in the Labour Department, and its Secretary is third in command
with the Government Housing Corporation.

Panama

The Panamanian Planned Parenthood Society (Sociedad Panamenia de Planeamiento de la
Familia) was formed a little more than a year ago and just began supplying birth control
clinical services last October (along with medical and para-medical training) in co-operation
with the University of Panama.

SOUTH AMERICA

Argentina

A national family planning movement is developing very rapidly. Last August a national
organization was formed—the Argentine Association for Protection of the Family (Asocia-
cion Argentina de Proteccion Familiar) from a meeting at the University of Cordoba with
representatives of all the provinces. There are now 13 centres operating; and these are ex-
pected to be more than doubled by the end of this year.

Bolivia

Doctors are being trained to extend the birth control services now b~*-~ carried on by
individual physicians to the Indian population. But there is no forma’ ization in the
country.
LDraczil

A national organization—the Brazilian Family Welfare Association (Sociedade de Bem
Estar Familiar no Brasil—BEMFAM) was organized a year and a half ago out of the National
Gynaecological Congress of 1965. With 14 branches already in key Brazilian cities, alt in
association with the chairs of obstetrics and gynaecology of universities throughout the
country, plans are under way to establish a network of 54 clinical facilities by the end of this
year. The Brazilian Association became an [PPF member last year.

Chile

Contraceptive services were begun here in 1925, and broadened in 1955 by Dr. Jaime
Zipper who developed the Zipper Ring (an intra-uterine device) in the Barros Luco Hospital.
In 1962, the Association for Protection of the Family (Asociacion Chilena de Proteccion de la
Familia) was organized and family planning was incorporated in the National Health Service.
It was not untii last year, however, that family planning activities were openly and officially
recognized by the government which then announr.zd that it was properly integrated in the
National Child and Maternal Health Services. L st year more than 58,000 women received
contraceptives (predominantly the Pill and TU’,) in the Association’s 102 family planning
centres. For 1967 the government is allocating US $400,000 (2 million escudos) to provide
contraceptive services to an aditional 100,000 women. In addition the government has
appointed two top-level Commissions to study and co-ordinate all family planning pro-
grammes. Chile has been an IPPF member since 1965.

Colombia

The Colombian Family Planning Association (Asociacion Colombiana de Planificacion de
la Familia) was founded last year and works in close co-operation with the Division of
Population Studies of the Colombian Association of Faculties of Medicine (Asociacion
Colombiana de Facuhaaes de Medicina), sponsored by the seven medical schools of the
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country and the top national health and education ministries of government. The Division
runs 50 family planning centres and plans to extend this to 1,200 as integral parts of medical
community service, The government granted US $300,000 this year (5 million pesos) to
cnable training of 2,000 doctors, nurses, social workers and other para-medical personnel so
as to extend family planning to all public health services in the country. The Association now
has five centres of its own, and gave birth control help to over 6,500 patients last year, It plans
to extend its clinical facilities and serve over 30,000 women this year. It has also trained 50
doctors in birth control techniques.

Ecuador

The Ecuadorian Association for the Welfare of the Family (Asoci»cion Pro Bienestar de la
Familia Ecuatoriana) began its active programmes last year, and has extended services to
nine provinces. It gave birth control help to nearly 3,000 patients last year, and trained 52
professional personnel at the Centro de Estuciios de la Reproduccion.

Paraguay

A family planning programme, a joint enterprise of the Paraguayan Centre of Population
Studies and the Medical and Gynacecological Departments of the Faculty of Medicine has
just been inaugurated.

Pern

While erganization of a private family planning association has just begun, Peru is the only
South American country which by Presidential decree has organized a Population and
Development Centre (196 under the direction of a national council. Most of its activities
are confined to rescarch and education.

Urnguay

The Ministry of Fublic Health, the Faculty of Medicine of the Nutional University and the
Asociacion  Pro-Maternidad sponsor the Uruguayan Association of Family Planning
(Asociacion Uruguavi de Planificacion Familiar) established in 1962. Some 3,500 women
received corr.ceptive services last year in the Association's five family planning centres,
About [,800 women a week come to the centres for birth control, infertility treatment and
cancer detection. Without fanfare, the government has been contributing financially to
development of the Association’s programme, and has provided space, furniture, materials
and technical personnel for family planning climcs in ihe public hospitals and public health
centres. One Association centre has been officially recognized as part of the National Health
Scrvice, and legislation has been proposed in Parliament by the Executive Branch to extend
support for family planning.

Venezuela

The Venezuelan Association of Family Planning received legal recognition in January of
this year: but a Population Division was established by the Ministry of Public Health as carly
as 1965, It organized a panel discussion on population at the National Public Health Con-
gress last March recommending to the government the need for population planning, The
Division is now developing a pil st birth control project in a Ministry of Public Health Centre
using physicians trained under IPPF support.

THE CARIBBEAN
Barbados

The Barbados Family Planning Association, a member of 1PPF, is financed by IPPF and
the Barbadian Government. It is secking to reach 60,000 women over the next three years,

Bermuda

A member of the IPPF, the Bermudan family planning programme is fully' supported by
the government. An intensive family planning programme was undertaken in 1960, and since
that time the birth-rate has steadily fallen irom 37 to 25 per 1,000,
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Curagdo

Founded in 1965, the Foundation for Responsible Parenthood is financed by the govern-
ment and the IPPF, It has excellent co-operative relationships with religious groups, labour,
medical and business organizations.

Cuba

Contraception is now part of the National Medical Service of Cuba, where it is hoped to
reach 50,000 women by the end of this year for reasons of maternal and child health. The
Chairman of the IPPF Medical Committee was invited to lecture in contraceptive techniques
to the Cuban doctors last year, and Cuban gynaccologists and demographers have received
training at the IPPF centre in Chile and CELADE. IPPF is providing consultative and
material assistance; and preliminary arrangements have been made with the Chilean Associa-
tion and CELADE to conduct a two-week seminar in family planning, population and public
health in Cuba.

Dominican Republic

The government has recently announced that it will include family planning in its Maternal
and Child Health Programme. The Dominican Association for the Welfare of the Family
(Asociacion Dominicana Pro-Bienestar de la Familia) was organized last year and is planning
a programme in co-operation with the governme : programme,

Grenada

The Grenada Planned Parcnthood Association operates its own clinic and works in co-
operation with private physicians. It is investigating the efficiency of a new 1UD.

Jamuaica

While the family planning movement started here in 1939, a national organization was
not formed until 1956, It assisted about 30,000 women in 1965, and has worked in co-
operation with the government which has now opened a family planning unit under the
Health Ministry te introduce family planning into 50 government hospitals and health centres
this year.

Puerto Rico

The family planning movement was initiated in 1925, and in 1940 became part of the
National Health Programme. B:cause of political and religious pressures, the programme
soon disappeared, however, as a public function of the Puerto Rican Government. In 1964
the Fumily Planning Association or Puerto Rico was officially organized, offering clinical and
educational serviees and devoted to strengthening the programmes of the Health Department.
At present, with a substantial groat from the USA Office of Economic Opportunity, the
Association is expanding its activities on an island-wide basis in 60 citiess—another 16 citics
being covered by the Commonwealth Government. From August to January, the Association
provided contraceptives to nearly 13,000 women. The Association is a member of IPPF,

St. Vincent
The St. Vincent Planned Parenthood Association was formed a little more than a year ago.

Trinidad and Tobago

The Family Planning Association, founded in 1960, is a member of IPPF. Over five years
it has provided birth control to about 15,200 patients. There is some government encourage-
ment through tax relief and duty free imports for birth control materials.

TRAINING ACTIVITIES
TRAINING OF LATIN AMERICAN MEDICAL AND PARA-MEDICAL PERSONNEL

The IPPF, Western Hemisphere Region, has trained 350 physicians, 24 social workers and
10 nurses in four family planning seminars and one training course in family planning during
the five year period.
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Three seminars have been held in the United States and Puerto Rico, and ir 1966 a fourth
seminar was held in Honduras, which was attended by 150 participants, and was specifically
designed for Central America.

TRAINING PROGRAMME IN FAMILY PLANNING IN PUBLIC HEALTH, DEMOGRAPHY, SOCIOLOGICAL
AND CLINICAL ASPECTS OF FAMILY PLANNING

This programme is sponsored by IPPF, WHR, the Chilean Association for the Protection
of the Family and the Graduate School, Faculty of Medicine, University of Chile. It is con-
ducted with the participation of the Latin-American Demographic Centre (CELADE);
School of Hygiene, University of Chile; Institute of Physiology, University of Chile; Univer-
sity Obstetrical Department, J. J. Aguirre Hospital, University Gynaecological Departments;
Latin-American Centre of Population and Family (CELAP) and the Department of Obstet-
rics, University Hospital, Catholic University.

Initiated in 1965, training 21 doctors that year, 45 additional physicians were trained in
1966, resulting in a total of 66 in its two-year history. The enormous impact of this training
programme has been felt through Latin America. Plans for 1967 call for substantial expansion
with the inclusion of social workers, nurses and midwives.

LOCAL TRAINING

Most of the Family Planning Associations are organizing their own national and regional
seminars for training. Doctors already qualified, either at the faur seminars previously
indicated, or in Chile, are involved in local training programmes.

Also, experts from other countries, particularly Chile, Uruguay, Hondu:as and Colombiau,
and also the Director of the Margaret Sanger Research Bureau (a native o Argentina), have
participated in national training programmes and attended national and regional meetings.
Colombia was the site of two international conferences: the First Pan-American Assembly
held in Cali, 1965, under the sponsorship of the American Assembly and the Workshop in
Family Planning held in Popayan in 1966, under the sponsorship of the University of Chicago.

Local associations are involving the universities in the teaching of population and family
planning matters in most of the countries.
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Chong Chin Lee
Western Pacific Region, IPPF

REGIONAL DATA FOR 1966

Density per Birth rate

Population sq. kilometre  per 1,000 Member association

Hong Kong 3,785,000 3,710 24-9 Family Planning Association of
Hong Kong (FPAHK)

Japan (estimated) 97,800,000 265 18-5 Planned Parenthood Federation
of Japan (PPFJ)

Korea (South) 29,194,379 288 37-2 Planned Parenthood Federation
of Korea (PPFK)

Okinawa 930,000 389 22-0 Family Planning Association of
Okinawa (FPAO)

REGIONAL PROJECTS IN 1965

(@) The Annual Regional Seminar was held in April in Tokyo, organized by the Regional
Office or the IPPF and the Planned Parenthood Federation of Japan. It was attended by 128
delegates representing 13 countries. The success of this Seminar owed much to the presence
of Lady Rama Rau, President of the 1PPF,

(b) The Regional Training Course for doctors was held in October in Seoul, Korea,
organized by the Planned Parenthood Federation of Korea. Participants weres: Hong Kong 1,
Japan 1, Korea 10, Okinawa 1. The five-day course included observation in the field as well
as lectures and discussions,

(c) The first Regional Training Course for leaders of family planning workers was held in
November in Hong Kong organized by the Family Planning Association of Hong Kong.
Participants were: Hong Kong 2, Japan 3, Korea 4, Okinawa 2. Opportunities for discussion
of their own country’s problems was of the greatest value to participants. It is planned to keep
in touch with them by a special regional newsletter.

Hong KonG

Although there is still no official family planning policy in Hong Kong the government
support the Family Planning Association both financially and with active co-operation from
various Government Departments. (The government annual subvention is equivalent to
US $7(,750, aboat half of the Association’s expenditure.)

Activities of family planning association of Hong Kong in 1966

1. Three additional clinics were established bringing the total to 54 clinics, giving 66 IUD
and 47 general sessions weekly.

2. Clinic attendance figures for 1966 were 69,957 equivalent to 16 % of total married women
20-44 years.

3. After the initial success of TUD in 1964 and 1965, the insertion rate gradually declined
and the removal rate increased giving-a total of 53,783 1UD insertions and 15,670 known
removals to date. (The insertion rate has now levelled off and the removal rate decreased.)
There has been an increase in the use of orals, now 2,221 cases.

185
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4. Thirty field workers conducted a follow-up programme, visiting 12,000 patients wheo had
failed to return to the clinic over the past year, Of these, 6,000 were contacted personally and
3,000 of them have since returned to the clinic.

5. The birth rate dropped from 27-9 to 24-9 and the average age of the majority of the
patients decreased.

Studies and research

(a) Hong Kong triangle, this TUD has now been approved by the Association after six
months trial, for use in all clinics. The present expulsion and pregnancy figures indicate lower
rates than for the Lippes loop C, previously used.

(b) Post partum insertion, financed by the Population Council; this has been in operation
at one hospital since April. To date no cases of infection or pregnancy have been reported.
(Average of 110 patients per month.)

(¢) Age specific birth-rate study, financed by Population Studies Centre; over 10,000 birth
records from hospitals and maternity homes were collected and classified. A preliminary
report from the University of Michigan estimated that 509, of the drop in the birth-rate over
the years 1961-5 (34-2-27-9) was attributable to family planning.

(d) Evaluation of field worker methods, undertaken in conjunction with the Church World
Service; this study includes comparison of the effectiveness of interview techniques and
analysis of patients’ propensity for acceptance. A report will be available shortly.

Jaran

The Japanese Government has promoted family planning programmes in co-operation with
voluntary organizations since 1952.

The Planned Parenthood Federation of Japan is a national organization representing all
family planning groups in Japan and does not operate any ciinics of its own but concentrates
on publicity, education and training. It was instrumenta! in influencing the government to
adopt the Maternal and Child Health law passed in 1965 and family planning is now included
in the general programme for maternal health. Family planning instruction and services are
provided for various groups and individuals at 826 public health centres and 461 maternal and
child health centres. In addition, under local government auspices, midwives and public
health nurses make home visits and give group guidance; impoverished patients are provided
with contraceptive supplies free of charge,

Although the birth rate in Japan was only 185 in 1965 (34:3 in 1947), the number of
registered induced abortions was 800,000 indicating that the methods of birth control in use
are not as successful as they should be and further action to replace abortion by more effective
methods of contraception should continue, in order to safeguard maternal health. At present
1UDs and orals are not in general use,

It was officially announced last November in Karachi, at the mecting of the Colombo Plan
Consultative Committee, that Japan would be ready to assist Asian countries with their
family planning programmes on request. Already the Japanese Government had sent five
family planning nurses to India last September for two years at the request of the Indian
Government. Following the Karachi meeting, requests for assistance were received from
Pakistan and Malaya; further requests from other countries are anticipated in the near
future,

Activities of the planned parenthood federation of Japan in 1966

I. The Committee on International Family Planning Co-operation was established in
August by the Planned Parentho i Federation of Japan. An active part will be played by
their Fund Raising Committee to raise funds in Japan to support this project,

2. The “*All Japan Maternal and Child Health and Famuly Planning Convention™ is held
annually; 3,000 family planning workers attended for study and discussion,

3. Instruction courses for midwives and public health nurses are held bi-annually; 200
attended and qualified as family planning workers.

4. Training and Research Assemblies for family planning leaders and lecture mectings at
local level are held throughout Japan annually; 50,000 people attended.
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Studies and Research

(a) Thestudy on induced abortion by the Medical Committee was completed and published
in 1966.
(b) The two-year study on the IUD is proceeding and will be completed by the end of 1967,

KOoREA (SoUTH)

The National Family Planning Programme was included in the Government Development
Planin 1961. Its aim is to reduce the natural increase rate to 2:09; by the end of 1971 (average
rate 1955—60 = 2-88%, 1961—66 = 2-7%).

All family planning services are pro» ided free through the Government Health Organiza-
tion, using 2,200 full-time workers, with co-operation from 1,700 trained authorized private
doctors.

The target set was 1,000,000 IUD insertions, 150,000 vasectomies, and 150,000 users of
traditional contraceptives. Results in 1966 were 400,000 IUD insertions and 20,000 vasec-
tomies performed at 1,700 clinics, bringing the cumulative total from late 1964 to 650,000
IUD insertions and 80,000 vasectomies.

The Planned Parenthood Federation of Korea supports the implementation of the national
programme in all areas with particular regard to training, publicity and education, research
and evaluation, and the pioneering of pilot projects,

Activities of the planned parenthood federation of Korea in 1966

Training programmes at provincial level

(@) In-service training for family planning workers; 392 attended at five centres.

(h) One-day seminars for authorized IUD and vasectomy doctors to assure effective
utilization of newly established medical referral and mobile training service; they were con-
ducted province wide; 885 attended.

(¢} Midwife training programme under the auspices of the Korea Midwifery Association;
they were conducted province wide: 539 attended.,

Publicity and education

(a} A successful publicity programme was carried out in co-operation with the government
and commercial radio stations, through newspapers and magazines, and by means of
public meetings and special events. The results of 1966 National Survey showed that for the
eligible people who had heard about the programme, sources of information were as follows:
radio 54-4%; newspapers 22-2%, magazines 17-9%.

(6) Various educational materials were produced with the assistance of the Population
Council. The Newsletrer has now reached a circulation of 20,000.

Survey and research
The studies being conducted by or with the assistance of the Planned Parenthood Federa-
tion of Korea are:

(@) Urban Family Planning.

(b) Rural Family Planning.

(c) 1UD Clinical Follow-up.

{d) Clinical Trials with Oral Contraceptives,

(¢) Research on Male Sterilization.

(f) National Survey on Knowledge, Attitude and Practice.
(#) Family Planning and Fertility in Slum Areas, Seoul.

The special induced abortion study was completed in 1966 and the study of effectiveness
and acceptability of orals to drop-out IUD cases was initiated by three medical colleges with
financial support from the Population Council.
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Pilot projects

(a) Referral System, established in 1965 by the Government and Planned Parenthood
Federation of Korea in order to counteract any unfavourable effects of mass 1UD and
vasectomy application. 16,965 cases have been given medical care to date and the valuable
experience gained will be applied to the general programme,

(b) Mobile Training Service, aimed at providing service in remote areas and guidance to
rural doctors with limited experience. There are now 10 mobile clinics in operation, and the
current total number of 1UD insertions is 22,700, vasectomies 1,500 and 8,100 individual
consultations. This project will be continved in 1967, emphasizing the training of local
doctors.

(c) Five Demonstration and Training Clinics where research studies can be carried out are
provided and operated by the Planned Parenthood Federation of Korea, which also provides
general services at 11 stations where the government is not able to operate. The total results
from these clinics are 4,230 1UD insertions, 250 vasectomies and 6,460 users of traditional
contraceptives. They have trained 67 IUD and 27 vasectomy doctors, and 10 nurses. In
addition 950 women have been trained in delivery care.

OKINAWA

This group of 50 islands has very limited resources and some 3,000 young people with no
future at home are leaving for Japan annually. Although the birth rate has fallen sub-
stantially (40-2 in 1950, 21-4 in 1964), the majority of the people had no access to guidance
on family planning due to poor transport communications and lack of doctors, The Family
Planning Association was established in 1965 in an attempt to bring the benefits of family
planning to these people, living under such adverse conditions. The Association's aims are to
encourage planned pregnancies and discourage induced abortions.

Financed by private donations and assistance from the IPPF it has achieved much in a
short space of time but, with increasing operational expenses, it is seeking government and
other financial assistance which it urgently needs, and it hopes to be able to influence the
government to pass new maternal and child health laws which will include legislation for
family planning services.

The successful co-operation of the many groups concerned in the founding of the Associa-
tion has already enabled it to provide practical family p'anning advice for 23,000 patients,
with numbers increasing steadily,

Activities of the family plazning association of Okinawa in 1966

1. Lectures and film shows for 700 members of Midwives Association, Nurses Training
School, Women's Associations, etc.

2. Training Course for practical family planning instructors held in October, the first to be
held in Okinawa; 121 instructors trained.

3. Publicity and educational programmes in various local communities.

4. Delegates sent to various seminars and conferences and training courses in the Western
Pacific Region.
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35. TRAINING IN FAMILY PLANNING

D. Bhatia
Ministry of Health and Family Planning, New Delhi

INTRODUCTION

Training of personnel has been a very important component of the Indian family planning
programme almost from its very inception. This was absolutely imperative because family
planning as a programme was a relatively new concept without much to fall back upon in the
currently existing training programmes, nor with any comparable experiences in other parts
of the world to draw upon specifically for adaptation and application. Even as the mainstream
of the programme proceeds, training in family planning has been a continuous process of
postulation, trial, evaluation and refinement.

EARLY EFFORTS

When the programme was first launched in 1952-3 it was considered adequate if a service was
provided through family planning clinics; either attached to existing hospitals and dis-
pensaries or functioning independently. Staff sanctioned for these clinics were a doctor, a
health visitor and a social worker. Community contact was rather limited. Training of workers
was designed to meet the need of such a programme, and an appropriate curriculum was
evolved and circulated to the states. Though the states were encouraged to develop their own
training centres, and financial support was assured by the Government of India, the main
resource was the Family Planning Training and Research Centre established in Bombay in
late 1957. Many o the earlier administrators of the state programmes and others in the
employ of the Ceatral Government were trained in the Bombay centre. In 1960 a second
training centre was sct up by the Government of India in New Delhi, the precursor of the
present Central Family Planning Institute. Simultaneously the All India Institute of Hygiene
and Public Health, Calcutta, started teaching family planning to the students enrolled there
for the different post-graduate diploma courses in public health.

- CHANGE IN EMPHASIS

A major appraisal of the entire programme was undertaken in 1962.! The census of India,
1961, had shown no change in the birth-rate, whereas the death-rate had declined considerably,
Research projects in different parts of the country had underlined the necessity of a
community-based programme utilizing all the well-known principles of extension education
like co-operative planning, involvement of community leaders, transference of responsibility
and others. Health education as a major force in health programmes had been proved con-
clusively, especially in environmental sanitation, immunization and child rearing. All these
contributed to a major change in the strategy of the national family planning programme,
Three major areas of departure from the previous programme can be identified. Pre-eminent
among these was the emphasis placed on the creation of a *‘group acceptance’ of the small
family norm in the community at large. This was considered essential to create a favourable
social climate in which the programme could grow and flourish. As a corollary to this objec-
tive it was considered essential to involve the men of the community so that social change
could be better effected.* To achieve these two objectives, which involved a sizeable compon-
ent of community education, an elaborate organization was developed, and, consequently,
training of personnel had to be modified to a very great extent. The revised programme was
called the extended family planning programme. Early in 1965 after the Indian Council of
Medical Research gave a favourable opinion, the intra-uterine device was included to rein-
force the programme. This created fresh and additional training needs.
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Progress in the implementation of the extended family planning programmie varied among
the 16 states (now 17) and eight union territories in the Indian Union. One of the limiting
factors was that the implementation was tied up with the maintenance phase of the naticnal
malaria eradication programme. Recruitment to the infra-structure had to be from the
personnel rendered surplus by the malaria programme. Of course it was understood that these
persons would have to be re-oriented from fulfilling an executive role to a promotional one
and from being a uni-purposc worker to a more gencralized worker. Outside of this field,
there were few pursonnel with any kind of training suitable for the programme and available
for it. There were also differences in emphasis among the states—some favouring vasectomy
in preference to the TUD. Early in 1966 a committee consisting of secretaries to some state
governments with the Secretary to the Union Government as its chairman (the Mukerji
Committee) was appointed to examine the present structure and recommend any modifica-
tions they considered nccessary.® This committee took the view that, now that there is a
considerable amount of technical knowledge in the medical aspects of family planning, the
success of the programme can be ensured by a sound and effective organization with emphasis
on zducation of the community, and peripatetic services, based on static clinics.

ORGANIZATION

The present organization, therefore, is the one suggested when the extended family planning
programme was launched, reinforced by the recommendations of the Mukerji Committee,
The basic heaith worker who, earlier, was required to play an important role in the education
of & community of 10,000 and to organize supplies, in addition to his role in the basic health
services, has now been absolved of these responsibilities and is to serve as an informant in
family planning in the small community. The Auxiliary Nurse-midwife (ANM) also operates
in a community of 10,000 and functions as a maternal and child health and family planning
worker insofar as the women in the community are concerned. At the 20,000 population level
there is a male worker, the Health Assistant (family planning), HA(FP), who is responsible
for all non-clinical aspects of the programme, and who is the only exclusive family planning
worker at the lower echelons. At the intermediate stage of 40,000 population there is a Lady
Health Visitor (LHV) to supervise the four ANMs. The existing staff of the primary health
centre which is invariably located in an administrative unit known as the *block™, has been
strengthenced by the addition of a medical officer, preferably a female doctor, a block extension
educator, a rccords clerk, a storekeeper-cum-clerk-cum-nccountant, each with specifically
defined roles. Similarly there has been reinforcement of the staff at the district level. A district
would have, on an average, 10 to 15 blocks and would cover a population anywhere from
1 to 4 millions. Added to the existing staff are: one district family planning (medical) officer,
two or more medical officers, one health education information officer, two district extension
cducators, one statistical assistant, one administrative officer, two stores officers, one account-
ant and a number of supporting stafl. In urban areas there will be one Centre for a 50,000
population consisting of two medical officers, two cxtension educators, two field workers and
other supporting stafl. Organization at the state headquarters has also been strengthencd,

MaGNITUDE
Most of the staff' appointed to these positions nced to be trained. The magnitude of the train-
ing load for the country as a whole, computed on the basis of this organization would be
approximately:

District family planning oflicers 155
Medical officers (district level) 1,005 or more
Health education information officers 335
District extension cducators 670
Statisticians 24
Statistical assistant (aistrict level) 335
Administrative officer (state and district) 349
Medical ofticer (PHC) 5,235

Medical officer (urban centre level) 1,811
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Lady assistant surgeon (block) 5,235
Lady assistant (urban centre level) 1,811
Block extension educator 5,235
Urban extension educator 3,622
Records clerks 5,235
Storekeeper-cum-clerk 5,235
Sanitary inspectors (district and PHC) 5,570
Lady health visitors (1 for 40,000) 10,000
Field workers at urban centre level 1,811
Health assistants (FP) (1 for 20,000) 20,000
Auxiliary nurse midwives (1 for 10,000) 55,166
-+ few urban centres, etc.
Basic health workers (1 for 10,000) 40,000

In addition to this basic load, there is a Jarge number of other workers at different levels
in the hierarchy in the Health, Education and Development departments and of the voluntary
agencies who need to be trained for longer or shorter periods and with differing areas of
emphasis. For the purposes of this paper the strategy of training to be described will be
limited to the categories mentioned above.

JoB ORIENTED TRAINING

The number of workers who would have to be trained was truly astronomical in comparison
with the resources available. There was no chance of manning all these positions with fully
trained persons, nor was there any prospect of giving these people a full professional training.
It was not practicable to wait for persons with post-graduate qualifications at the higher
echelons. Therefore it was decided that people should be recruited to the posts with the mini-
mum qualifications commensurate with the need of each post, and who were easily available
in the country, and to give them training which would enable them to perform the tasks
expected of them, The training period perforce had to be of minimum duration, and the
training itself oriented to the needs of the particular job, and with a good measure of field
work. Gradually, it was envisaged that the better workers among those who had received the
job-oriented training and were functioning in the field, would be given facilities for higher
professional education in their particular specialities.

NATIONAL AND STATE TRAINING CENTRES

Resources available for providing this kind of training were the four Government of India
institutions, namely, the All India Institute of Hygiene and Public Health, Calcutta, the
Central Family Planning Institute, New Delhi, the Central Health Education Bureau, New
Delhi and the Family Planning Training and Research Centre, Bombay. The Institute of
Rural Health and Family Planning, Gandhigram, an institution maintained in Madras which
had experimented with job-oriented training, was also included among the central training
institutions. Obviously five training institutions could not serve the total needs of the entire
country. Moreover, since large numbers of peripheral workers have io be trained in the Jocal
language and the training should preferably be in a station as close to the place of work as
possible, it was decided to decentralize the facilities by establishing new training centres. As a
first step in this process of decentralization it was decided to upgrade the existing family
nlanning training centres in the states and to establish additional ones so that each of these
could serve a population of 10 millions. In 1965 the Government of India offered to finance
and maintain for a period of 10 years 44 such training centres distributed among the different
states according to the 1961 census. A staffing pattern for these centres was also suggested.
It included a principal (medical person with a post-graduate public health qualification), a
medical lecturer-cum-demonstrator, a health education instructor, u social science instructor,
a statistician and a public health nurse instructor, supported by ancillary professional and
administrative staff. To date, only 29 training centres have been established, not all with the
full complement of staff. The principal difficulty in this regard has been the problem of
getting staff with the requisite qualifications and experience,
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DistrICT TRAINING CELL

Even when all these centres are established and in full function, it will take a little over three
years (o train only four categories of workers operating in the unit of 10 millions population—
the medical officer (PHC), the lady assistant surgeon, the block extension educator, and the
health assistant (family planning). It has accordingly been decided that the process of decen-
tralization should be carried further to the district level so that the training of the other staff
can be completed within a reasonable time. The Family Planning Programme Evaluation
and Planning Committee* has envisaged a district training cell with an additional health
educator and a public health nurse, A health educator has been provided for each district by
the Mukerji Committee and with the addition of a nurse, each district organization can take
up the training of lady health visitors, ANMs, records clerks, sanitary inspectors, basic health
workers and storekeepers-cum-clerks, through one or more primary health centres in the
district.

Extension of the training facilities has brought in its wake the problem of training the
teaching staff of these centres. On the basis of 44 training centres, 264 persons need to be
trained with special emphasis on teaching methods and with the minimum amount of content
material in the different aspects of family planning. Training staff, at the district, when
appointed also need to be trained in training methodology.

OVERALL STRATEGY

Strategy and content of training have been discussed in various forums—in special groups,
in the meetings of programme directors in the states and in workshops for teachers. The
Family Planning Programme Evaluation and Planning Committee had one of its sub-groups
discuss this problem in great detail. In 1964 faculties of three central training institutions
actually involved in the training of family planning personnel met together and worked out
detailed curricula for the district and block extension educators and guide-lines for the content
of training of other workers. Progress in the implementation of the training programme was,
once again, limited and varied with the states.

1966 WORKSHOP

With a view to giving it a further impetus, a workshop, unique in certain ways, was organized
in 1966. Directors of the four central institutions and of the Institute of Rural Health and
Family Planning met together for two days to sort out the technical problems involved in the
training programme and to develop a strategy in keeping with the special skills and strengths
obtaining in each institution. During the next three days the administrative medical officers in
the states joined this group of teachers, discussed the strategy recommended by the teachers
and came to certain specific conclusions. Recommendations of this workshop epitomize the
current thinking on the training programmes and the plans for implementing them.*

The Central Family Planning institute, Delhi, is given the responsibility of training the
faculty members who are to man the 44 State Training Centres. The training curriculum is so
arranged that in the minimum period the trainees develop the necessary skills and knowledge
to enable them to desigr. suitable training schedules in their own centres for various categories
of field personnel.

The District Family Planning Officers and District Extension Educators are also given
training at the five National Training Centres.

OTHER CATEGORIES OF HEALTH STAFF

Training of all other categorics of district and block staff is left to the state family planning
training centres and the district training cells as and when the latter start functioning,

Legislators and administrators and social leaders
It is in the interests of the programme that moulders of public policy at national state and

local levels should be favourably disposed towards the programme and should appreciate the
fullimplications of unfettered population growth. Short orientation programmes are arranged
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for these important people. General administrators and heads of allied technical departmzaits
also need to be oriented towards the magnitude of the population problem as well as to its
ramifications into all aspects of national development. Those in administrative charge of the
programme in the states need to keep abreast of developments. Periodical meetings and
seminars provide opportunitics for extending knowledge, sharing experiences, interpreting
government policy and for general professional growth and development. Responsibility for
all these is vested with the Central Family Planning Institute, The state family planning
organization with the help of the state fumily planning training centres is expected to carry
out similar activities with state legislators and others within the state,

Nurses and doctors

A positive way of involving doctors and nurses in the programme, with full understanding
of and conviction in it, is to integrate family planning with the basic course of instruction.
With this end in view a series of seminars have been conducted.

RESEARCH

Rescarch is the sine gna non of any programme in family planning, whether it is in the field of
evolving and evaluating new contraceptives, or developing deeper knowledge in the biologies
of human reproduction, or creating more effective methods of social communication and
education. These and other facets require painstaking pure and applied rescarch. Our
thinking is that a training centre should itself engage in rescarch and also be knowledgeable
about the results of research projects in other parts of the country. Of course, this necessitates
a clearing house where such information is collated and distributed promptly to all those
needing it. Unless the findings are ploughed back into teaching it would be a waste of i great
deal of effort and money.

Rescarch has engaged the attention of administrators from the very beginning of the pro-
gramme. Funds have been made available for research from the First Five Year Plan period
(1951 to 1956) so as to enable us to draw our own bench marks and to give form and structure
to the programme. Research has embraced the three main areas in family planning—
demography, communication and bio-medical.

Demographic

The Demographic Training and Research Centre, Bombay, was set up in 1956, The United
Nations and the Sir Dorabji Tata Trust collaborated with the Government of India in estab-
lishing this centre. As its nume implics it carrics out both training and research. Till June 1966
207 persons from India and other countrics were trained. The Centre has contributed a
number of scientific papers on different aspects of demography.

The Demographic Advisory Committee of the Government of India periodically reviews
the progress of demographic research in the country and gives grants for conducting research.
In addition to the one in Bombay, there are eight demographic research centres, most of them
located in universities, These centres arc expected to serve as listening posts and assess any
changes in fertility and population trends as a result of the family planning programme,

Communication

During the Second Five Year Plan a rural field study of population control was carried out
in the Rural Health Unit and Training Centre, Singur of the All India Institute of Hygiene
and Public Health. It opened up such great possibilities for field rescarch in family planning,
especially in the methods of approaching people, that the Government of India with the help
of the Ford Foundation took up family planning communication rescarch in a big way. The
Family Planning Communication Research Committee was constituted with a view to ad-
vising and co-ordinating family planning communication rescarch, and to giving grants for
approved research projects. As of now, there are 16 communication rescarch projects and
they include such topics as programme operations, developing programmes in industries and
large offices, hospital projects, training, nursing education, measurement, attitudes and others.
Project stafl meet together once a year when the experiences are pooled together.

(o]
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Bio-medical

Bio-medical rescarch includes research into the physiology of reproduction, mode of action
of contraceptives, cffects of the use of contraceptives, development of new contraceptives and
the like. This work is co-ordinated and supported by the Indian Council of Medical Research
through an advisory committee on the scientific aspects of family planning. Major research
projects have been endowed in cight different institutions. In addition rescarch grants are
given to individual workers who desire to undertake work on any aspect of bio-medical

research.

SUMMARY

In the course of this paper the major events leading to the present organizational structure for
the programme have been mentioned. On the basis of this organization, more than 155,000
persons of different categorics, directly involved iri the programme, have to be trained, The
strategy of training, whereby district officers and above will be trained at the five central
institutions, and the others at the state training centres and district training cells has been
described. In addition there are large numibers of officials and non-officials who are indirectly
concerned with the national programme and require orientation, Importance of research in
the programme in general, and training in particular, has been stressed. A reference has been
made to the major arcas of rescarch.
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36. ADMINISTRATION OF A FAMILY PLANNING PROGRAMME

E. Adil
Farizily Planning Council, Government of Pakistan

Rapid population growth is no longer just a national problem: it is a threat faced by the entire
world. Medical advances have controlled epidemics and minimized the effect of several
diseases. With an increasing life span, the world population grows by leaps and bounds and
in the next 25 years, we face a population explosion on a global basis. The problem is thus
both grave and urgent. It is certainly not too early at this stage for people to learn to apply
positive checks by voluntary practice of family planning as an alternative to what would be
nature’s cure for over-population: war, famine and pestilence, Man’s instinct for self-
preservation forewarns him and he acts to ward off prejudicial consequences with his intellj-
gence and ability to exercise self-control. A consensus then develops and what were social
taboos before becoine social necessities. The whole process is evolutionary and necessitates
delicate handling lest the interregnum is unduly staggered or injured by lack of coherence and
maturity of individual behaviour patterns inside the social group. It is precisely for this reason
that we provide planning, programming, control and direction.

Recognizing the urgency and magnitude of the problem, several countries have launched
national programmes of family planning. The scope of each programme is related to the
peculiar circumstances of the nation. Generally, the essentials of a population programme
are:

(i) Education and motivation of the people;
(ii) Services and supplies;
(iii) Training of workers;
(iv) Evaluation of results;
(v) Research;
(vi) Streamlined organization and administration.

A family planning movement is essentially an educational endeavour. The present problem
is in fact a product of the value system characterizing cultures around the globe. In a pre-
dominantly agrarian economy children, especially sons, are generally considered as economic
assets. Surviving sons are regarded as old age security by parents in the developing countries.
Yet a shift is now taking place here from a purely agrarian to an industrial or semi-industrial
economy. The increasing pressure on land has led to this change. Rural-urban migration
opens horizons of higher standards of living by the demonstration effect of the new environ-
ment. Improved mobility of population between the urban and the rural areas fills the latter
with new ideas. Such a change obviously necessitates adjustment of resources to meet the
upsurge of new needs and requirements. It, therefore, seems logical and inevitable for nations
to bring about a reorientation in their value system in relation to family size. The emphasis
shifts from quantity to quality. It is recognized that a healthy and well trained progeny should
be the ideal, but the ideal cannot be realized without means and means are limited. This pro-
motes the desire for a limited family from the sub-conscious to the conscious. What is then
needed is bold and influential leadership to break the conspiracy of silence and make “Family
Planning” an open subject for discussion in society The final step is to make facilities and
material available to the masses as conveniently for them as possible. When President Ayub
decided to launch the family planning movement in Pakistan he had to reckon with conserva-
tism, prejudice, and ignorance. It was the courage of his conviction and the abiding faith of
the people in his lead that overcame barriers which scemed almost insurmountable before.
The Knowledge Attitude and Practice Studies being currently conducted in Pakistan by
various research and evaluation units have shown that the majority of people have accepted

195
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that to control the size of their family is desirable. However, they find it difficult to make their
feelings public or to avoid the fear of derision if they are found inside a family planning clinic.
This can be surmounted by an effective educational and motivational programme tailored to
local conditions, cultural norms, levels of cducation and maturity of the target couples. In a
country like ours where the literacy percentage is low, Press and written publicity cannot
suffice. Motivation here must have an individual bias. It proceeds well by word of mouth, and
the satisfied practitioner encourages the diffusion process. Accordingly, in Pakistan we have
appointed about 35,000 local women (mostly midwives) as Family Planning Organizers to
work dircctly on the target women at grass root level with whom they are alrcady well
familiar. The organizers have ihe same cultural and sociological background as their clients.
They have been trained in methodology and the approach nccessary to impart information
on family planning; they sell conventional contraceptives, and motivatc and refer cases for
clinical contraception. People need to be guided and followed up. Group mcetings of the male
population are essential to create a favourable climate of public opinion. In woman-to-woman
dissemination the appeal in physiological terms is effective but it must have a socio-ecconomic
slant to appeal to males. Supplics of conventional contraceptives through all possible channeals
right down to the villages and hamlets must maintain an uninterrupted flow. Arrangements
for mobile clinical services have to be co-ordinated with the availability of a suflicient number
of target women accepting them at a convenient date and place. All these functions need able
and energetic young men at the supervisory level. They arc the local administrators and king-
pins of the action programme. We have over 1,200 of them, roughly one for every 30 organ-
izers. Since it is not possible to have a sufficient number of whole-time medical personnel for
family planning work we have involved nearly 1,500 on a part-time basis by building a system
of monetary incentives for them on a piecework basis and making provision for their trans-
port and camps in the outlying arcas. Para-medical personnel are also utilized for JUD
insertions. Medicines and instructions concerned with follow-up are given on the spot.

Mass media of communication cannot be ignored as they break through the psychological
barriers of inhibition and make family planning an open subject. Proper coverage in the Press
and carcfully designed bill-boards, posters and pampbhlets, help the people by arousing their
interest in family planning. The majority of our people who are not literate may not be able
to read the script but surely a new sign would not go unnoticed or unquestioned. In fact with
the help of these signs the influential in the community can effectively persuade the others in
their areas. In Pakistan we have been fully utilizing the mass media techniques: and the local
flavour given to the communication materials makes them more acceptable,

All the efforts in the ficld of education, motivation and communication will go to waste if
adequate services, both clinical and otherwise, are not developed alongside the family plan-
ning educational programme. It is not only important that the supplies of conventional con-
traceptives should be enough but it is also important that a choice of methods is offered to
the people as **no single method will satisfy everyone™.

It is not cnough that adequate supplics arc available to a client, but they must also be
reliable. A satisfied client is perhaps the best publicity. We have, therefore, laid down a
system of checks at all levels to ensure quality, Products before despatch to the main stores
are checked at the National Research Institute of Family Planning, Samples are also sent by
the districts to the National Research Tnstitute of Family Planning for testing.

During the first year of the programme, half of the couple years of protection was achieved
by over 250,000 IUD insertions, and the rest through conventional contraceptives and
sterilizations. This rchievement is by no means insignificant as it was in this year that the
nation was at war. Since then the monthly rate of 1UD insertions has gone up to over 50,000,
the salc of conventional contraceptives to about 10 million units: and of vasectomies to over
4,000,

It may be of interest to this august gathering to know that before launching the mass 1UD
programme, extensive rescarch studies were undertaken in the country by the National
Research Institute of Family Planning and various other rescarch groups to determine
acceptability, cffectiveness and side-cffects of 1UDs, among users in Pakistan. Their findings
have proved beyond doubt that 1UDs are an effective and safe contraceptive. The minor side-
effects of 1UDs noticed in a few cases and their treatments are currently being investigated
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by the various research organizations. The results of the mass IUD programmes launched in
other countries are also a subject of our study as we are constantly seeking to make further
improvements in our programme. The large-scale use of IUDs by several countries in their
national family planning programmes has prompted the Scientific Group of WHO to review
world-wide experiences about this method. The findings of the Group have been published
by WHO, as Technical Report No. 332. This Report should allay any undue fear about
IUDs among those who still consider that the use of this foreign body for a long period
would have untoward effects on users.

The successful operation of an action programme likc ours largely depends on the efficiency
and skill of the persons involved at various levels of its implementation, Hence, proper train-
ing of these persons is of great importance. The problem of initial training was overcome by
employing high calibre training staff from universities, colleges and allied departments, These
persons, before assuming actual responsibility of imparting training to the family planning
personnel, were given necessary orientation and were provided with sets of audio-visual and
instructional material for use in training the family planning officials on a peripatetic basis.
Special in-service training courses are periodically arranged for the staff to further increase
their effectiveness in the field.

An important aspect of organizing a family planning programme is to set monthly and
annual goals in unambiguous terms. The targets should be realistic and fixed with due con-
sideration for the seriousness of the problem vis-d-vis the availability of human and material
resources. In Pakistan, we arc not over-ambitious. We cannct overnight reach the birth-rate
figures of the UK, or USA, which are 18-8/101)0 and 21-2/1000 respectively. Our goal is to
reduce the annual birth-rate from 50 to 40 per thousand live births by 1970. This we want to
achieve by reaching all the 20 million fertile couples by then. Accordingly, targets have been
worked out for cach year which are again divided into monthly targets with specitic district
break-downs. By correlating the figures of clinical contraceptions and those of the sales of
conventional contraceptives with estimated effect on the birth-rate we periodically measure
how far we are proceeding towards our goal. Decentralization of administrative and financial
responsibility down to the lowest level within a framework of ceilings, procedures and scales
helps in efficiency and speed. This authority is delegated to autonomous bodies representing
officials of the different departments concerned and is integrated with the set up of Basic
Democracies in the country,

It is necessary that the administration is kept fully in the picture about progress of the
implementation of the programme. This ensures that the bottlenecks, difficulties and slack-
ness on the part of field workers are rectified. We have, therefore, developed an effective
reporting system which enables us to get district returns on the actual sales of contraceptives,
number of ITUDs done and a list of current practical problems on a monthly basis. The posi-
tion of staff strength for all the different disciplines is also reported monthly in addition to
the other data.

It is also necessary to let the field staff know how well they are doing. A monthly news
bulletin is thercfore published by the Pakistan Family Planning Council so that all the
workers in the ficld can know the overall progress and judge their own performance accord-
ingly.

In an extensive and intensive programme like ours, there is a possibility that reporting may
not fully reflect the strengths and weaknesses of field operations, It is therefore necessary that
an indcpendent evaluation of the programme should be undertaken to make on-the-spot
checks and verification. This is done in Pakistan by two evaluation units, one in each province,
directly responsible to the centre and independent of the machinery of the action programme.
They have not only to check the physical achievements but also carry out field visits, sample
surveys, interviews and other similar activitics to judge how well the programme is progres-
sing. They also verify the reported figures on a random basis.

There is a paramount need of a strong rescarch effort to help the action programme attain
its objectives. The programme in Pakistan is pragmatic and as such, research into the best
methods of contraception, techniques of motivation, and education, publicity and training
has to be continuously undertaken. However, due to shortage of resources, the research
activities in developing countries are usually limited to short-term applied research.
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We have a National Research Institute of Family Planning which is divided into the
medical, biological, demographic and communication sections,

As the family planning programme impinges upon all facets of human life in a given com-
munity, it has to be multi-dimensional in scope and interdisciplinary in approach. This necessi-
tates understanding, co-operation and co-ordination in the efforts of all allied government
departments and voluntary agencies.

For this reason, a Family Planning Programme is trcated as an administrative activity and
has been entrusted to an autonomous organization with enough funds for implementation,
At the centre, there is a Family Planning Council, with the Minister for Health as the Chair-
man and the Secretary of Health as the Vice-Chairman. The Family Planning Commissioner
is the Secretary of the Family Planning Council and supervises the programme at a national
level and s its principal executive. The functions of the Council are policy making, rescarch
and co-ordination. The actual implementation of the programme is the responsibility of the
provinces. Each province has a Provincial Family Planning Board headed by the Provincial
Mirisier for Health. The Secretary of the Provincial Board is the exccutive head of the pro-
gramme in each province. At the district level, the programme is implemented by a District
Family Planning Board. This Board has representatives of different departments on it and
works under the Chairmanship of the Deputy Commissioner. A District Publicity-cum-
Exccutive Officer of Family Planning is the Sccretary of the Board and works as the chief
executive of family planning in the district. Under him, are Family Planning Oflicers, one for
each Thana in East Pakistan and one for the three Union Councils in West Pakistan. At the
bottom of the hierarchy is the Village Dai, of 30,000 people in East Pakistan and 20,000 in
West Pakistan.

The programme provides administrative and financial decentralization allowing each dis-
trict Family Planning Board to implement the programme within the budgetary allocation
provided for cach district. It is because of the autonomy granted to the implementing agencies
that we have been able to circumvent the delays and problems from which a mass activity
can suffer,

The results so far obtained from the family planning programme in Pakistan have been
extremely encouraging and they prove that the approach adopted by us is one of the best ways
of cffectively dealing with the population problem in developing countrics, We are confident
that we will not only achieve our targets but will exceed them. Our achievements in the field
would ultimately help facilitate the efforts of the economists, social scientists and health
leaders in bettering the conditions of our people. The monthly rate of 1UD insertions is over
50,000 and that of the sale of conventional contraceptives in the region of ten million units,
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G. T. M. Cummins
Queen Elizabeth Hospital, Barbados

The statistical projections of demographers indicate that world population growth will lead
to a doubling of numbers during the next 30 yzars, By contrast, it took many thousands of
years for world population to grow to its present state.

The most effective methods of controlling increasing birth-rates have been assumed to
require medical attention. The use of para-medical personnel in family planning programmes
up to the establishment of the IUD and the Pill was progressing satisfactorily. Nurses had
been trained for the purpose in several European countries such as England and Holland. In
Barbados, we had nurses established and working satisfactorily. However, with the emergence
of these two, the demand for medical supervision has risen rapidly. The desirability of this is
obvious with the IUD where a device has got to be inserted into the uterus. It is less obvious
with the Pill because the Pill can be serviced and sold without medical aid. However, the
accumulation of present experience mukes it daily more obvious that medical supervision is
desirable for the Pill. For one thing, patients may have complications such as nausea, vomit-
ing, weight gain, suppression of menses, break-through bleeding and thromboses. Moreover,
there is still a lot that is unknown about the Pill and one must include the fear that complica-
tions so far unforeseen may make meical supervision even more necessary. Furthermore, if
we consider the two methods, it can be shown that for the “‘control” of masses, usually poor,
usually illiterate, usually poorly motivated, the IUD is a better answer. And yet, auto-
matically, it seems to demand more medical personnel.

It, therefore, seems essential that we should examine the problems of supply and demand
of doctors, and, moreover, the problems of supplying their services in the specialized field of
family planning. In doing so, several factors in the history of medicine and of medical
education have got to be considered:

1. The increasing complexity of medicine.

2. Rapidly expanding fields in which medically trained personnel are being employed.

3. Rapid increase in specialization in medicine—some people feel that only gynaecologists
should insert the IUD.

4, The comparative rates of increase of population and production of doctors.

5. The increasing gap between supply and demand of doctors. To a certain extent this is
because medicine has lost its eminence amongst the vocations. An end result of this process
is that many doctors are ambivalent about the field of birth control.

6. The traditional failing of medical education to include sex education as distinct from the
physiology of reproduction. Coupled with this is the traditional failing of doctors to recognize
that knowledge of the physiology of reproduction and of control of reproduction is an
essential tool if the doctor is to help his clientele to overcome these problems, Until the very
present day doctors have tended to ignore these responsibilities. At this time in history this
is particularly tragic.

7. The fact that the above problems, complex enough for developed communities, are
beyond the bounds of consideration for the underdeveloped communities and it is in these
that the problem will have to be solved.

It becomes clearer every day that, in order to overcome these hurdles, para-medical
personnel will have to work in close collaboration with doctors. In order to design models for
doing so, it is not out of reason to review briefly the history of para-medical personnel.

199



200 TRAINING IN FAMILY PLANNING

There is relatively little source material concerning the formal use of para-medical per-
sonnel. Still some facts of common knowledge must be recalled. In primitive society, health
care was carried out by wise men and by experienced women, usually older, because only
years could provide t. is experience. There is no doubt that their procedures were unscientific
and in fact that many of them consisted merely of mumbo-jumbo. The earliest forms of train-
ing of medical men consisted of apprenticeship. In Egypt, Greece, Macedonia and Rome, the
emergence of medicine with pretensions to science is not blessed with a history of unanimity,
scientific proof, or progressive improvement. The history of these ages is of controversy,
acrimony and of faction. And the most concretely proven anatomical facts of this time when
first propounded were considered scarcely less than heresy.

Through all these phases of medicine some patients were healed and some died. Throughout
all these phases of medicine the healing arts were successfully performed by many who had no
training in the medicine of the time. Cogent to today’s subject is the fact that non-medical
abortionists have always thrived. And, to be scrupulously honest, modern medicine evolved
from the stages of apprenticeship, i.e. without a universally accepted body of knowledge, to a
scientific study, largely out of the efforts of people who would today certainly not be considered
medical. Examples of these in British medicine are the Socicty of Apothecaries who were
granted one of the carliest charters for licensing physicians: and the barbers, from whom and
by whom, it is well known the surgeons of the day were recruited and trained.

The substance of my present discussion, ladies and gentlemen, is that there has never been
a time when medical personnel did not live cheek by jowl with para-medical personnel,
Indeed, in the minds of the lay public beset by the scarcity of doctors, much healing has been
sought from non-medical personnel, even when doctors werce recognized as the legally
licensed source of health advice.

A few facts of more contemporary significance must be adduced. In Britain, Europe, Asia
and Latin America, the midwife has always enjoyed much popularity as an accoucheur. And,
to the British trained, obstetrics is essentially the co-operation of the specialized accoucheur
for difticult problems with the specialized or non-specialized midwife for that 95%/ of the
total which are normal deliveries. In North America, the failure of medical schools to pro-
duce adequate numbers of doctors has encouraged the development of colleges of chiropractic
and osteopathy with impressive institutions in which graduates practise their skills, The
American public finds no difficulty in accepting these healing practitioners—today.

Furthermore, ceven in the most prestigious, modern, ultra-scientific institutions in North
America, supposedly the zenith of modern medicine, results depend upon nurses, laboratory
technicians, physiotherapists, radiographers, and social workers. More hospital wards are
closed for luck of nurses than for lack of doctors. The use of ultra-modern radiology for
cancer depends upon physicists rather than upon doctors. The limiting factor to exfoliative
cytology——the Pap. smear—is often the supply of technicians, and no open-heart surgeon
could operate, unless he had an adequate technician to run his heart-lung machine. The point
1 am trying to make here is that it is as true today as it was in A.p. 1500 that para-medical
personnel are essential if the doctor is to do his job. These facts, even if they have not been
given the official blessing of the medical profession, are especially relevant in underdeveloped
countrics. In underdeveloped countries, para-medical personnel are an unquestionable fact
of life if we are to bring modern medicine to the people. Thus we see dispensers as anaes-
thetists in Jamaica and St. Vincent and, probably, many other places. Medical assistants are
used for the same purpose in Kenya. Nurses have given intravenous fluids for me in Barbados
and treated eclampsia for me in Trinidad. Midwives were the limiting factor and eventually
the prime moving force in enabling the Japanese to effect their revolution in population
control.

And so to the subject of our present discussion. Stycos 1964 has said,

... a very strong medical bias dominates the planned parenthood movement in the

United States.”

He deduces that this has meant a highly conservative attitude towards {amongst other things)
non-medical personnel. That he may be correct in this deduction has certainly been verified
by our experience in Barbados.

In Barbados (as reported by Cummins and Vaillant in 1965) an experiment was set up to
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overcome the logistic problems of an IUD programme by employing nurse-midwives for the
bulk of the work. At the outset I should like to define nurse-midwife, “A nurse-midwife, for
our purpose, is a person qualified by basic general training as a nurse plus graduate training
as a midwife.” Our nurse-midwives not only inserted loops, they also took cytology smears.
Progress using this method and difficulties involved have been assessed and reported (Vaillant,
Cummins and Richart 1966).

Today I propose to review this briefly, and then to proceed in an attempt to outline the
problems of selection, training, control and duties of such personnel, and their liaison with
the medical profession. But before I do so let me say that the introduction of these nurse-
midwives was met with considerable question and controversy by the medical profession,
This controversy, I am happy to say, seems now to be completely settled, and, although our
results to date are by no means completely satisfactory, there seems to be no question that this
represents a possible means of overcoming the tremendous shortage of medical manpower
with which we are faced.

The programme of nurse-midwife insertion of the Lippes loop has now been running in
Barbados for almost two years, We have trained a total of 10 nurse-midwives in two groups,
an early group of four and, very recently, a new group of six. Of the original group two are
still working with us, two have migrated with their husbands to North America. A further
one of these may do so soon. The new group of six was designed to cover these problems
of attrition, but also to allow us to use nurse-midwives in the cervix treatment clinic, which
is involved in the treatment of pre-cancerous lesions detected by the cytology smear. Further-
more, we hope to be able to set up production, because these girls had to work very hard.

We chose to use nurse-midwives because of

1. Their traditional professional status in treating pregnant women in conjunction with
doctors.

2. Their acceptability to women in these matters.

3. Our hope to confine the scope of medical-legal problems, should they arise.

There is, however, one may say, no mystique about nurse-midwives although I personally
feel tha: they represent the ideal group of people for this work. To put it another way, I,
personally would hesitate to attempt this task with persons of other educational background,
unless one was forced to do so because nurse-midwives were not available. Were this the case
I feel a more comprehensive training programme would be necessary.

Our nurse-midwives work without direct medical supervision. Medical consultation is
always available to them, and careful documentation plus compulsory consultation over cer-
tain categories of cases constitute the means of quality control of their work. Because they
are not directly supervised, they are free to travel to wherever the largest groups of women
may be congregated. This includes many peripheral clinics. In order to achieve the greatest
production for their effort, they work with a team which consists of an interviewer trained to
look after documentation, and a nursing assistant to keep up a constant flow of supplies to
and from the nurse-midwife and her patient. We recruited the assistants from the ranks of
women who had had a minimum of one year’s training as practical nurses. This team arrange-
ment has worked very well, and there is a fine elasticity in the performance of the members.

When the doctors were discussing the advisability of using nurse-midwives, the question
arose of danger to the patient. My assessment of the situation is this: We have accepted the
nurse as competent to catheterize the urinary bladder of women. We even accept them for the
purpose of inserting an intravenous needle to take a sample of blood. These two procedures
are potentially far more dangerous than the taking of a cervical smear. 1t remained to show
that the nurse-midwife could be equally competent as the doctor with regard to inserting the
IUD. The figures published by Vaillant, Cummins and Richart (1966) have demonstrated
this. However, before leaving this point I should like to explain that no attempt is made
to dissuade doctors from doing this work. On the contrary, we have made every attempt to
encourage them to do so and offered help with training, supplies and documentation. Many
of the doctors in the community have helped with the task.

To consider the more general problem of the application of para-medical personnel to this
job, I'should now like to outline the problems of selection, training, control and duties. Some
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of the relevant points have already been made in discussing the programme we are using at
the moment. With regard to selection, I feel it may be profitable on the one hand to examine
alternatives and, on the other, to amplify the above criteria. In view of the clinical nature of
the task, and especially in view of the intimacy of the procedure, I think anyone would agree
that nursing is the only permissible type of background training. If we consider a midwife not
trained in general nursing we have a person who is acquainted with the female genitalia,
especially in pregnancy. But this person would have a limited background with which to
assess the patient as a whole, especially with regard to features such as anaemia, shock or
sepsis. It would be difficuit to train them concerning gynaecologic conditions such as fibroids,
retroversion, ovarian cyst, cervical polypus, neoplasm, etc. These difficulties would not be
insuperable, but they would be very real. If on the other hand one accepted general nursing
training as an adequate background, the problem would be to inform the student about the
recognition of pregnancy, the dangers of failure to recognize carly pregnancy and the prob-
lems of pregnancy and labour. Education and practical experience with regard to these
problems represent a basis of maturity which improves the ability of our nurse-midwife to
discuss problems with the people and to advise them on all aspects. However, besides this
cducational background we have felt it desirable to have women between the ages of 25 and
35, preferably married, who had had one or two children. We felt that this would give them
an emotional tic with the problems of their patient and the ability to be tolerant and sympa-
thetic.

With regard to training, I feel that 1 should record that many authorities feel that training
for the insertion of an IUD could be carried out in one or two days for a gynaecologist and in
onc week approximately for a generally trained doctor. 1 have heard it said that you could
train a nurse-midwife in a week. 1 feel that this view would bring the whole idea into disrepute
because this shallow training would only produce a rash of perforated uteri, failed insertions,
haemorrhages, and insertions into pregnant uteri. Moreover, 2 wonderful opportunity to
bring preventive medicine to the patient would be lost. Our nurses are good at referring to
medical care any gynaccologic abnormality which they may detect at the time of insertion.
Our philosophy of training is that, if you can train a policeman, or an ambulance driver to
deliver a baby, it should be possible to train a nurse-midwife to make a competent gynae-
cologic examination, She need not make diagnoses, it is only necessary that she detect
abnormality.

With this in view we like to expose the trainee to gynaecologic clinics, to carly pregnancies,
normal and abnormal, to neoplasma before, during, and after various modes of treatment,
and to operating sessions of all sorts. In this way they get a chance to see what the disorders
mean—to the patient. They also attend the cervix clinic to see how pre-cancerous lesions are
managed. We feel that they should be versed in all the contraceptive measures. In classroom
they receive lectures on all aspects of their field and have a chance to discuss problems. It is
true that they learn to incert IUDs in their first week. After the second week they are usually
competent to insert them on their own. After this the intensity of their training programme
gradually declines, and we expect it to last about two months.

This type of trained personnel is then free to do a full day’s work as a specialist in the field
in which they operate without direct supervision, as previously pointed out. They can thus
travel to all parts of their arca as directed from headquarters. They carry with them their
supplies which they are responsible for maintaining in good condition and for preparing in a
sterile manner, They proselytize patients in the clinics, advise them with respect to family
planning, interview them, do smears, insert loops. They also follow-up the patients. Where
necessary they refer them for medical consultation. They keep adequate records. On the
average we think it takes about 20 minutes to interview the patient—this is a long time but
necessary to cover the research aspects of the programme. It takes about five minutes to do
the insertion. We are still trying to decide the optimum circumstances in which the nurse-
midwife team should meet the patient. One feels that antenatal clinics are good for acquaint-
ance and postnatal clinics should be good for insertion. So far this last has not worked out
but as I'say, we are still exploring. The best results so far have been achieved in Child Health
Clinics, and in special Family Planning Clinics.

With regard to control and linison with the medical profession, we have found it desirable
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that the nurse-midwives should get full recognition as competent and responsible people.
They are thus given a weekly schedule and are expected to follow it. They make daily a
numerical return of the day’s production. They are given specific instructions with regard to
“when not to insert a loop. Their schedule should vary a little because the work is repetitive
and they could become slap-dash at it. As far as possible they follow-up their own patients
but this is by no means the rule. They are free to consult the medical personnel of the project
at all times. They do not compete with private practitioners, and they are expected to respect
the medical ethics involved between their medical consultants and the private practitioner.

In conclusion, I may say that they have rapidly become an accepted part of the health
scene in Barbados, and there is no tendency for anyone to attribute to them those mischances
of the IUD programme which must occur.

The advantages of using them have been:

1. rapidly to increase the potential rate of applying the IU1) programme.

2. to make contact with those sections and groups of th= population most likely to make
use of IUDs, )

3. to remove the bottleneck imposed by a shortage of doctors.

4. to bring a public health type of screening to gynaecological patients in the relevant
age-groups., -
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Marina Phillips-Gay
Population Council Research Project, Barbados

My preliminary training for the inserting of Intra-Uterine Devices and the taking of Papani-
colaou smears started one month prior to my appointment as a nurse-midwife with the
Population Council Research P