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HEALTH ASPECTS OF FAMILY PLANNING
Report of a WHO Scientific Group

A WHO Scientific Group on the Health Aspects of Family Planning
met in Geneva from 24 to 30 June 1969. The meeting was opened by
Dr A. M.-M. Payne, Assistant Director-General, on behalf of the
Director-General. :

INTRODUCTION

Both interest in family planning and services for family planning have
developed rapidly in many countries throughout the world, especially
during the past decade. The reasons for providing services for family
planning vary considerably from one region and from one country to
another. They include the improvement of health and the human right

_of individuals to determine their reproductive performance. In some
countries, emphasis is placed on the relationship between demographic
changes and economic development. These reasons are not mutually
exclusive, of course, and in most cases the action taken by governments
and other groups is determined by a combination of the three.

Whatever the objective, family planning has an impact on health.
The provision of services for family planning is therefore of concern to
medicine and public health, since many of the tasks required in family
planning are carried out through the system of medical and public health
care.

The Scientific Group first considered the range of topics to be dis-
cussed. A general review of WHO’s research programme ! and certain
resolutions 2 adopted by recent World Health Assemblies provided guid-
ance on this. The Group agreed to concentirate on two subjects :
(1) the impact of family planning on the health of the mother, father,
child, and family; and (2) the delineation of family planning care in the
context of different health service activities.

The hope was expressed, however, that other meetings would be
arranged to discuss such equally important subjects as the training of

1 World Health Organization (1969) The medical research programme of the World
Health Organization, 1964-1968, Geneva,

2 Off. Rec. Wid Hith Org., 1968, 168, 21 (Resolution WHA21.43); 1969, 176,
13 (Resolution WHA22.32).
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6 HEALTH ASPECTS OF FAMILY PLANNING

health personnel for family planning, the organization of services for
family planning within national systems of health care, and the inter-
relationships between national health planning, family planning, and
demographic changes. ' '

The impact of family planning activities on health is linked to changes
in reproductive performance. Through family planning, some pregnancies
will occur at different points in time and others will be prevented. Preg-
nancies that would not otherwise have taken place will occur as a result
of treatment for infertility. The epidemiological study of the impact
on health of changes in the time or occurrence of pregnancies is at an
early stage. In this report, present knowledge in this field is reviewed
in broad outline, and methods for carrying out further studies are indi-
cated. The side-effects and complications of birth control methods have
been considered in detail by previous Scientific Groupsl and receive
only brief treatment here. - ,

The Group reviews the scope of family planning activities carried
out in a health context, and certain methodological aspects of assessing
both the impact of family planning on health and the provision of family
planning care. The report concludes with a set of recommendations.

1; THE SCOPE OF FAMILY PLANNING ACTIVITIES

Family planning comprises a number of activities. These vary
from country to country according to such factors as national objectives
and policies with regard to family planning, the pattern of health orga-
nization, sociocultural factors, and the stage of technological development.

Most family planning activities carried out by professional health
workers and health organizations fall under the following headings. The
sequence in which the sections are presented does not reflect the priorities
attached to these activities, since these vary from place to place.

1.1 Birth control

1.1.1 Education

This involves encouraging health personnel to. learn about birth
control methods, and to be aware of when and where services are
available and of other matters relevant to informing people and helping
them to start and continue birth control. Various means of education
are used, including person-to-person communication, discussion in
small groups, organized lectures and classes, and the distribution of

' L WId Hith Org. techn. Rep. Ser., 1966, No. 326, 333; 1968, No. 386, 397; 1969,
No. 424.
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audiovisual materials. Such education may also be directed to the
general public.

1.1.2  Guidance on the timing, spacing, and number of children born

This consists in providing the individual or couple with advice on
the health implications of childbearing, especially as influenced by the
mother’s age at first and last pregnancy, the interval between the estab-
lishment of a union and the first pregnancy, the interval between sub-
sequent pregnancies, and the number of pregnancies. The health of
the father, of the children, and of the family as a whole is taken into
account.

1.1.3  Provision of birth control care

Increasing importance is being attached to public health approaches
to identifying and contacting eligible individuals and couples. The
initiation of birth control care involves beginning to use a method or
even performing an operative procedure. Continuing care means ensuring
that the method is used effectively, safely, and conveniently as long as
desired, and assisting the individual or couple to adjust satisfactorily to
whatever procedures are performed.

1.2 Infertility

Care for infertility is initiated by taking histories and by conducting
physical examinations and laboratory investigations. Appropriate ther-
apy is then given. Care continues until a child is born to the couple
or until they decide to adopt a child or to terminate their efforts.

1.3 [Education for parenthood

This consists of educating couples, future parents, and the public
on such matters as the connexion between their reproductive behaviour
and their own health and welfare, and also the health and welfare of
their children and of future generations in their community, their country,
and the world.

1.4 Education about sexuality

This activity aims at promoting understanding among persons of a
wide range of ages concerning the anatomical, physiological, psycholo-
gical, social, and ethical aspects of sexuality.
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1.5 Other activities

In the course of providing family planning care, health workers
frequently take the opportunity to carry out other tasks to promote general
health, particularly maternal and child health. Specific activities of this
nature include screening for pathological conditions related to the repro-
ductive system (e.g., genital tract malignancies) and referral for treatment
and follow-up; genetic counselling; premarital consultation and examina-
tion; carrying out pregnancy tests; marriage counselling; the preparation
of couples for the arrival of their first child; providing services for unmar-
ried mothers; teaching home economics and nutrition activities; and
providing adoption services.

2. THE IMPACT OF FAMILY PLANNING ON HEALTH

The health impact of family planning occurs primarily through the
following effects on human reproduction :

(1) the avoidance of unwanted pregnancies and births, and the
occurrence of wanted births that might otherwise not have taken place;

(2) a change in the total number of children born to a mother;
(3) variation in the intervals between pregnancies; and

(4) changes in the time at which births occur, particularly the first
and the last, in relation to the age of the parents, especially the mother.

The effects of family planning on the physical and mental health
of the mother, child, and other members of the family are examined
within this framework. In addition, brief consideration is given to the
direct effects of different birth control methods on the health of the user
and to the possible long-term genetic effects of family planning.

An extensive review of studies on the effects on health of such factors
as family size, timing and spacing of births, and undesired conception,
is outside the scope of this report. The Group merely attempts to sum-
marize conclusions from studies whenever this is possible, to give examples
of the different approaches taken, and to pinpoint areas where further
investigation is required.

It should first be noted, however, that parameters of reproduction
are seldom isolated features but occur in association with social, eco-
nomic, and cultural factors. For example, high parity is commonly
associated with low socio-economic status, poor nutrition, poor hygiene,
overcrowding, poor education, and resistance to change. These factors
are all associated with each other and in turn tend to be linked with pre-
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mature or difficult labour, low birthweight, trauma, and infection, which
makes it difficult to establish clear causal relations. The biological mecha-
nisms that govern the effects of such socio-economic factors remain ill
understood. ‘ S

There are, however, fully-documented medical contraindications to
pregnancy that need not be discussed at length in this report. In certain
circumstances pregnancy constitutes a serious threat to the health and
even the life of the woman and foetus. Examples of such contraindications
are the presence in the mother of haemolytic disease, severe hypertension,
severe anaemia, and malnutrition, or a history of recurrent toxaemia of
pregnancy, obstetric injury, and recurrent abortion. Other conditions,
such as cardiovascular disease, diabetes, epilepsy, and mental disease,
may also be considered contraindications in situations where health care
is inadequate.

2.1 Unwanted pregnancies

Family planning has often been defined simply in terms of avoiding
unwanted pregnancies. Expressions like unplanned, unwanted, and
undesired are difficult to define in such situations, and often it is not clear
to which of the prospective parents or other members of the family they
refer. For the purposes of this report a pregnancy is considered to be
unwanted if either the woman, or the man, or both did not desire a child
at the time of conception. The term does not imply that they will not
change their minds later. All “unplanned ” pregnancies are not also
“unwanted ” : some pregnancies are neither planned in the sense that
the couple deliberately try to achieve conception, nor unwanted in the
sense that conception was clearly not desired. ,

Attempts to assess the incidence of unwanted pregnancies are fraught
with difficulties. Several approaches have been adopted : abortion or
illegitimacy rates have been used as indices, and direct questioning of
parents has also been tried. The associations found between unwanted
pregnancy and morbidity and mortality are very much related to the
approach adopted.

2.1.1 Abortion rates as indices

Interruption of pregnancy would appear to provide the clearest
indication that a conception is unwanted for medical, personal, or social
reasons. Indications for interruption vary considerably in different
countries, however, and caution must be exercised if abortion rates are
used as an index for unwanted pregnancies. In a few countries pregnancy
can be interrupted legally for social or personal reasons, as well as on
medical grounds. In other countries the laws are much more restrictive,
and data on a large proportion of abortions are not available.
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. Where pregnancy -can be terminated legally, mortality rates directly
related to termination are in general very low, short-term morbidity varies
(figures from 2-69% are frequently reported), and long-term morbidity
resulting from induced abortion has so far not been assessed. In cases
where abortion is undertaken outside the medical setting, mortality and
immediate morbidity risks are high and fairly well documented; much
less is known about the long-term effects for the woman and for other
members of the family.

From the viewpoint. of health, abortion outside the medical setting
is one of the most dangerous consequences of unwanted pregnancies.
Studies of the causes of abortion and of the circumstances under which
it is procured therefore merit high priority.

2.1.2 IHllegitimacy studies

In most societies, a pregnancy that occurs outside marriage has a
high chance of being unwanted. Virtually every available measure of
maternal and infant mortality and morbidity shows that the unmarried
mother and her child face significantly higher health risks than the married
mother and her child, even when allowance is made for socio-economic
factors. In New York City, from 1955 to 1959, maternal mortality and
morbidity rates for out-of-wedlock births were as much as 9 times higher
than the rates for legitimate births. Infant death rates twice as high for
the children of unmarried mothers as for those of married mothers have
been reported. The few studies carried out so far on the health, including
the behaviour, of unwanted children are difficult to interpret and are
inconclusive.

2.1.3 Direct questioning

Attempts have been made in various communities to assess the num-

ber of unwanted children by direct questioning. This approach may pro-
duce inaccurate information, however, unless the questions are carefully
worded : “excess births ”, for instance, may be reported as “timing
failures ”, and a child declared unwanted at the time of conception may
be welcome by the time it is born. The statistics collected so far indicate
that between 109 and 509, of pregnancies are unplanned.
A number of possible effects of an unwanted pregnancy (ascertained
by direct questioning) on the mother’s physical health have been investi-
gated : vomiting and nausea, spontaneous abortion, toxaemia of preg-
nancy, and problems of labour and delivery. There is scarcely any
direct evidence of a relationship.

There is evidence of a higher incidence of mental disturbance among
mothers who have had unwanted pregnancies. This may, however, be
due to the occurrence of a higher rate of unplanned pregnancies in women
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already disturbed. No firm conclusion emerges from studies on divorce
and marital friction arising from unwanted pregnancies.

2.2 Number of pregnancies and births

While maternal mortality risk is slightly less with the second and
third pregnancies than with the first, it rises with each pregnancy beyond
the third and increases significantly with each pregnancy beyond the
fifth. It is at times possible to dissociate the effects of parity from those
of the mother’s age, but usually the two factors are interlinked. A
study in India, in an area with a maternal mortality rate of 10 per 1000
live births and where the average number of pregnancies is more than §,
shows that the mother has about 1 chance in 10 of dying in childbirth
eventually.

2.2.1 Complications of pregnancy and delivery

A number of complications of pregnancy and delivery have been
shown to have a statistical association with high parity : placenta praevia,
accidental haemorrhage, prolapsed cord, abnormal presentation or posi-
tion of the foetus, rupture of the uterus, and postpartum uterine inertia
with severe bleeding. A higher-than-average incidence of complications
is also associated with primigravidity : the risk of pre-eclamptic toxaemia
and of premature delivery is doubled, and there is a higher risk of mech-
anical damage to the birth canal and of birth injuries to the child.

2.2.2 Maternal morbidity

Clinical impressions and some studies suggest that nutritional defi-
ciency in ‘the mother, resulting in anaemia, calcium deficiency, and
difficulties in breast-feeding the child, is associated with high parity.
These findings form a strong argument for further investigation of the
subject. It has also been suggested that the incidence of certain diseases,
such as diabetes mellitus, increases with parity.

2.2.3  Effects on the foetus and child

In considering the effects of parity on the foetus and child, information
on foetdl death rates, stilibirths, perinatal and infant mortality, and child
morbidity and mortality may be used. Several studies have documented
the highly  significant correlation between increasing foetal death rates.
and the number of pregnancies. The frequency of late foetal deaths has.
also been noted to rise with higher parity (and advancing maternal age)
in countries such as Thailand, the United Kingdom, and the USA, although
the incidence is also high in primigravidae. Rhesus iso-immunization

2
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is probably the simplest example of the way in which risks to the foetus
increase with parity. i

In the United Kingdom, perinatal mortality has been reported to be
54 9 greater for the fifth and subsequent deliveries than for earlier deliv-
eries, although no such association has been found in women of higher
economic status. One of the causes of elevated perinatal mortality in
children born to grand multiparae was the higher prematurity rate for such
births. However, in other studies the average birth weight has been
found to increase with parity in all age groups.

Some studies have shown increasing infant death rates with rising
parity. In Korea the rates ranged from 68 per 1000 for second births
to 186 per 1000 for ninth births. Canadian investigators report a steady
rise in child deaths with increasing birth order, the risk for the tenth child
being several times greater than that for the first or second. Several
studies have shown a higher risk of death from infectious disease for
infants born into families that are already large; this may be accounted
for, at least partially, by the increased risk of cross-infection. Attention
has also been drawn to the relationship between high parity and problem
families; a particular problem is deprivation of maternal care.

It is often stated that these high death rates may be partly due to
inadequacies of nutrition or to overcrowded living conditions. Studies
are required to document the biological mechanisms through which such
effects take place.

The relationship between family size and intelligence is still unclear,
although there is evidence for a negative correlation. In most studies,
however, the only measure of intelligence used has been the I.Q. Using
this index, studies in Scotland suggest that, within each occupational
class, children from smaller families have the higher 1.Qs.

The tendency at present is to look at the drawbacks of large family
size. Some observations and statements by individuals suggest, however,
that there may also be advantages, such as greater emotional security.
Careful study of these aspects is indicated.

2.3 Spacing

Spacing is considered to refer to the interval between conceptions
or births. In studying the effects of spacing, it is important to take into
account the possible occurrence of spontaneous and induced abortions
between reported live births or since the last live birth.

2.3.1 Complications of pregnancy and delivery, and other effects on the
mother

Some clinical reports have suggested an association between closely
spaced pregnancies and anaemia, lactational insufficiency in the mother,
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and complications during pregnancy and delivery. There are few sound
statistical data to confirm this.

2.3.2 Effects on the foetus and child

Late foetal and neonatal mortality rates have been reported to be
lowest when the interval from the termination of one pregnancy to the
beginning of the next is between 2 and 3 years. A progressive rise in
infant mortality as birth intervals decrease has also been demonstrated.
Epidemiological studies in the Punjab showed the highest infant mortality
rates where the birth interval was less than 24 months. This trend was
particularly noticeable during the neonatal period.

The incidence of diarrhoeal disease, the principal cause of death
in less developed countries during the first two years of life, is clearly
associated with poor weaning practices, and early weaning often follows
a short pregnancy interval. The ensuing malnutrition, which reaches
its peak during the second year of life, is also related to the high incidence
of other infectious diseases during this period.

On the other hand, reduction of the interval between pregnancies
may be medically indicated in the case of women who start child-bearing
late in life, so as to allow them to complete their families before the risks
of infertility and complications increase.

The health impact of spacing is assuming increasing importance
in developing countries, where proscriptions on the early resumption
of cohabitation are losing their force in many communities. The social
and psychological effects of close spacing of births vary between societies,
and the relationship of such factors to health needs further study.

2.4 Timing

Timing, for the purposes of this report, refers to the time at which
births occur, particularly the first and the last, in relation to the mother’s
age and the duration of the marriage.

2.4.1 Maternal mortality, complications of pregnancy and delivery

Generally, the risk of the mother dying increases below the age of
20 and above the age of 30-35 years. In a recent study in Ceylon, for
example, the risk is reported to have exceeded the mean by factors of
1.5, 2.0, and 3.3 for women in the age groups 35-39, 4044, and 45-49 res-
pectively. A study in the USA showed that maternal risk was 4.5 times
as great in the 40-44 age group as in the 20-24 age group.

In many countries complications of pregnancy and delivery show
the same pattern of risk, with the highest rates below 20 and over 35 years
of age.
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2.4.2 Effects on the foetus and child

A study in the Punjab has shown the risk of foetal loss to be of the
order of 105-125 per 1000 pregnancies in the 30-34 age group, but rising
rapidly to more than 200 per 1000 pregnancies for women in their early
forties. In the United Kingdom, late foetal death rates have been shown
to increase with maternal age for any given parity. = Both neonatal mor-
tality and late foetal deaths were found in the USA to be lowest for mothers
in their twenties. Prematurity shows a similar age distribution pattern.
Increases in infant mortality have frequently been noted for mothers
under 20 or over 34 years of age.

A number of congenital anomalies are associated with advancing
maternal age. For instance, Down’s syndrome has an incidence of
about 1 in 2000-2500 live births; this rises to 1 in-300 for mothers aged 35-39,
and becomes progressively more frequent, the incidence being -at least
1 in 50 and possibly as high as 1 in 35 in the children of the very oldest
mothers. A mathematical prediction made in 1966 that the use of birth
control methods to eliminate these periods of highest risk from the child-
bearing period would reduce the number of mongoloid children born
by one-third appears to be substantiated by recent studies in Japan, Aus-
tralia, and the United Kingdom.

2.5 Genetic effects

In the presence of certain serious hereditary disorders, the success-
ful use of birth control methods may prevent illness and suffering. Genetic
counselling may be offered as part of family planning advice. The coun-
sellor will usually give inquirers a clear estimate of the risk of bearing
an abnormal child. This risk is often well below what the couple had
feared, and they will consequently decide to have a child. Genetic coun-
selling should not therefore be equated with advising people not to have
children. However, a possible long-term effect of counselling is a decrease
in the frequency of certain genetic conditions in a population, particu-
larly those due to dominant or sex-linked genes.

Family planning practices may also have other long-term genetic
consequences, although these are still largely a matter for speculation.

Family planning will probably result in a reduction of average family
size, and of its variance; correlated variables, such as spacing and parental
age, may change as well. A large number of the elements of population
structure, such as differential fertility, may thus be altered, and genotype
frequencies will vary accordingly. The interpretation of such.changes
and their relationships to other current shifts in the environment will
require careful study.

An over-all assessment of the implications of family planning for
population genetics is therefore premature.
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2.6 Direct effects on health
Al

In addition to their action in the regulation of pregnancies (timing,
spacing, number), birth control methods and procedures may also produce
side-effects that have a direct impact on the health of the individual. In
general, these side-effects fall into two groups : (a) rare experiences or
complications of a serious and at times fatal character, and (b) common
effects that have only a minor adverse effect on health, or may even be
beneficial.

2.6.1 Serious and rare effects

Methods of birth control involving surgical procedures may carry
a risk to life. This is particularly true if such procedures are carried
out under general anaesthesia. Reported mortality rates for tubectomy
or interruption of pregnancy performed in a medical setting under general
anaesthesia are very low, especially where the medical services are adequate.

A number of fatalities have occurred as a result of thromboembolic
episodes in women taking oral hormonal contraceptives, and studies in
the United Kingdom strongly suggest a causal relationship. Deaths
have also been recorded following perforation of the uterus after a tech-
nically inadequate insertion of an intra-uterine device (IUD); in general,

however, such perforations do not produce any symptoms.! As yet .

there are no demonstrable risks of mortality from other methods of birth
control.

On the basis.of available data, the risk of death in each instance
appears to be small in comparison with the over-all risk resulting from
unplanned (and even planned) pregnancy. In the United Kingdom,
for example, mortality resulting from or associated with pregnancy and
delivery, excluding deaths from legal abortion, is about 23 per 100 000
pregnancies (no distinction being made between wanted and unwanted
pregnancies) compared with 3 deaths per 100 000 users of oral contra-
ceptives per annum. Where maternal mortality rates are relatively high,
as in many of the developing countries, the risk from birth control is even
less significant in comparison with the risks associated with pregnancy.
Mortality from illegally induced abortions far exceeds mortality from
the use of contraceptive methods.

It is possible to compare the risks to health involved in the use of
different methods from the viewpoint of unwanted pregnancy due to
contraceptive failure. The theoretical effectiveness of a given method
indicates the minimum health risk associated with that method. The
actual risk, however, depends not only upon the method chosen but also

1 Wid Hith Org. techn. Rep. Ser., 1968, No. 397.
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upon its use-effectiveness. For any individual or couple, both the choice
and use-effectiveness of a method will be influenced by a host of biolog-
ical, social, and economic factors.

A variety of isolated cases or small series of cases of serious condi-
tions have been reported in women using some methods of birth control,
especially hormonal steroids. As yet, however, there is no sound sta-
tistical evidence to confirm cause-and-effect relationships in these ins-
tances. In view of the large number of women now using birth control,
every type of disease occurring in adult women can be expected to occur
in women using any given method.

Although there is at present no evidence that hormonal steroids or
IUDs have a carcinogenic effect, or that any method has harmful effects
on future fertility, these questions are under study and require continued
surveillance.

2.6.2 Minor and common effects

Certain common side-effects are associated with many methods
of birth control. Their incidence may be influenced by the woman’s
general level of health and nutritional state and by the co-existence of
certain disease conditions. In many instances the severity and range
of side-effects are greatest in the period immediately after the introduction
of a method, and tend to diminish subsequently.

Examples of common ‘side-effects include nausea, vomiting, weight
changes, and headaches with the hormonal steroids, and pain, bleeding,
and vaginal discharge with TUDs. Immediate post-operative morbidity
is common following surgical procedures. Methods using chemical
and mechanical barriers are not known to cause any significant side-
effects.

Many individuals will tolerate and adapt to minor side-effects and con-
tinue to use the method concerned especially if health care that includes
reassurance, encouragement, and support is provided. There are gener-
ally accepted contraindications to the use of certain methods in the pres-
ence of certain diseases,! or in special situations, e.g., during adolescence,
lactation, etc. The long-term physiological effects of certain procedures,
such as vasectomy, have not yet been fully examined, nor have the long-
term consequences of repeated mterruptlon of pregnancy, even when
carried out in a medical setting. _

The continuation of any of the common side-effects may make it
necessary to abandon the method for health reasons. On the other
hand, the social or psychological effects or implications of certain common
side-effects may lead the individual to discontinue a method even where
there is no medical reason for doing so. Failure to change to another

1 See Wid Hith Org. techn: Rep. Ser., 1968, No. 386.



REPORT OF A WHO SCIENTIFIC GROUP 17

birth control method in such a situation may expose the woman to an
unwanted pregnancy. :

In general, as with mortality, the morbidity associated with the use
of methods of birth control should be compared with the morbidity —
and mortality — from unwanted pregnancies and their possible conse-
quences.

The most frequently cited beneficial side-effect of birth control methods
is the user’s sense of well-being and freedom from anxiety with regard
to sexual intercourse. The degree of such effects may vary with the
particular method employed. The widespread use of the *modern”
methods of birth control, the hormonal steroids and the IUDs, is fre-
quently attributed to the fact that their use is not directly associated with
the sex act. Other factors of convenience may be of greater or lesser
importance, depending on the individual and on the social and cultural
context.

In some individuals, however, the practice of birth control may be
accompanied by other emotional and psychological changes. There
may be changes in conjugal roles or in patterns of “ husband/wife domi-
nance ”, etc. There have been reports of fear of cancer in relation to
hormonal steroids and IUDs, fear of impotence in vasectomized men,
and fear of frigidity in tubectomized women. In general, studies of
these factors have not fulfilled the principles of careful statistical design.

Some methods of birth control would appear to afford protection
against certain diseases, e.g., venereal disease may be prevented by the
condom. However, it is not known whether the use of other methods
such as the hormonal steroids or IUDs has affected the prevalence of
venereal disease.

Lastly, certain specific methods of birth control may be indicated
in women who desire to practise family planning and who are afflicted
with certain pathological conditions, e.g., various hormonal steroids
in women with endometriosis or dysmenorrhoea.

2.7 Methodological considerations in assessing the impact on health
2.7.1 General remarks

Many of the intricate questions involved in assessing how and to
what extent the changes in reproductive performance brought about
by family planning will affect the health status of families can be defi-
nitely answered only in epidemiological studies that seek to determine
causal chains and interactions. Studies on the safety arnd effectiveness
of particular birth control methods, or of infertility treatment, may yield
insights into the effects on health of changes in the timing, spacing, and
number of pregnancies. Similarly, studies on family planning as a ser-
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vice (see section 3) may produce significant data on changes in the health
status of individuals, families, and populations.

The relevant studies may require laboratory work, clinical studies,
epidemiological investigations, administrative research, action research,
and operations or systems analysis. Much of the work will be of an
interdisciplinary nature. Many of the principles of methodology used
for studies of human reproduction ! are pertinent in assessing the impact
of family planning on health.

Depending on the general objective of the study and on the method-
ology employed, different sources of data will be utilized. Use can be
made of routinely collected vital statistics, census figures, general clinical
and case records, special service records on family planning, data from
surveys, data collected in the course of field studies, and mathematical
models.

A systematic outline of these three aspects of research design, i.e.,
objectives, methods, and sources of data, is given in section 4, together
with examples of how they can be applied in different studies concerning
family planning. Aspects of the collection, analysis, and presentation
of data are also reviewed.

2.7.2 Major variables in assessment

Distinctions can be made between several classes of variables on
the basis of their sequential relationships to one another.

Family planning influences the health of individuals over a period
of time. At the beginning of this period, the individuals have certain
characteristics, in respect of age, parity, and education, as well as a given
state of health. These characteristics can be termed antecedent variables.
The factors whose influence upon health status is to be assessed can be
termed study variables. For example, the effects of family planning are
influenced by variations in the manner of using birth control or by the
progress of treatment for infertility. However, family planning is obviously
not the sole determinant of reproductive performance; the situation
may also be affected by. other factors, such as sexual intercourse and
changes in the physiological capacity to maintain a pregnancy, and these
can be regarded as alternative intervening variables. The direct effects
of family planning methods on health (see section 2.6) are not considered
in the list below; other effects of birth control and infertility treatment
upon the health status of individuals must be mediated through actual
changes in reproductive performance. Indices of this kind of change
are here termed mediating natality . variables. Finally, the effects on
health that are assumed to result from altering reproductive performance
are measured by outcome variables.

1 See Wid Hith Org. techn. Rep. Ser., 1969, No. 435.
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In different studies, some indicators may appear as antecedent variables,
alternative intervening variables, mediating variables, or outcome variables.
When outcomes concerning child health are being considered, the most
relevant antecedent and alternate intervening variables will not neces-
sarily be those that are most relevant to maternal health outcomes. The
report of a WHO Scientific Group on Biological Components of Human
Reproduction 1 discusses a number of variables that are of interest in this
context.

The following list of variables is given for illustrative purposes and
makes no claim to be exhaustive. In terms of study design, this classi-
fication of variables is applicable both to longitudinal prospective studies
and to point-prevalence and retrospective investigations.

Antecedent variables

Social variables

Mother’s age

Mother’s occupation
Mother’s education

Father’s age

Father’s occupation

Father’s education

Duration of current marriage
Previous marriages

Family composition

etc.

Biomedical variables in the family

History of major diseases and deaths
Nutritional history
Obstetric and gynaecological status of the woman:
age at menarche
pregnancies :
early foetal deaths
age at first pregnancy
average length of birth intervals :
open interval 2
closed interval 3
blood pressure
haemoglobin level

1 Wid Hith Org. techn. Rep. Ser., 1969, No. 435.
2 The time that has elapsed since the last live birth to a woman.

3 The period of time separating any two consecutive live births occurring to the
same womarn.

3
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Attitudes toward health and health practices

Study variables

Type of birth control method(s) used
Length of use of birth control method(s)
Type of infertility treatment

Types of education and counselling provided

Alternative intervening variables

Early foetal death

Infertility

Sexual intercourse

Pre-natal care : amount and quality

Delivery care : type, person(s) in attendance

Other health care

Breast-feeding (and other items listed below under “ Outcome variables : pregnancies )

Mediating natality variables

Closed interval

Open interval

Number of conceptions
Timing

etc.

Outcome variables

Measures used for assessing outcomes should be relatively easy to ascertain, should
be capable of being affected by the use of birth control, and should represent significant
alterations in health status.

Woman’s health ) .
Nutritional status (including weight changes, haemoglobin level, etc.)
Clinical diseases, e.g., diabetes, kidney problems, cardiovascular diseases
Mental health :
Dental health
Signs of aging
Social well-being

Pregnancies
Complications, e.g., signs of pre-eclampsia, anaemia
Mode of termination :
early foetal death
Iate foetal death
live birth
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Mode of delivery
Puerperal death

Children’s health

Height-weight growth curve; developmental progress
Nutritional state; weaning svndrome of malnutrition and infection
Clinical diseases, including those of congenital origin

Family ﬁealth

Types and frequency of physical illness of the father
Father’s emotional health

Social pathology of the family

Mortality of members of the family

3. PROVISION OF FAMILY PLANNING CARE
IN THE CONTEXT OF HEALTH SERVICES

The provision of services for family planning will involve the medical
and public health system to a considerable extent. Discussion of whether
to integrate family planning with other health activities has often been
conducted at a purely theoretical level. The important question is how
family planning has been and can be co-ordinated with other health activ-
ities to mutual advantage. There are many possibilities, and it is necessary
to find the optimum combination of activities, personnel, and settings;
this will vary between communities and between countries. -

3.1 The phases of family planning care

Activities concerned with the provision of family planning services
are here divided into three major phases : contact, starting, and contin-
uing care. These are chronological phases as seen from the point of
view of the individuals obtaining services. Phases can also be identified
in the temporal progression of activities carried out by a service unit in
a community, or by a health ministry in a nation, but this is not the inter-
pretation intended here. Hitherto more attention has probably been
given to the contact and starting phases than to the continuing care phase;
professional health workers are very much involved in all three phases,
however, and efforts should be made to redress this balance.

3.1.1 Contact phase

Contacting individuals for family planning is somewhat similar to
the case-finding conducted in other fields of health activity. The initial
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contact may take place in a wide variety of ways and situations, e.g., on
a visit to a general health clinic for a child’s immunization, in the course
of antepartum or postpartum care, through a discussion between a health
visitor and a mother in the home, through a pamphlet received from a
neighbour or a poster seen in a shop window, or during a discussion
with a social worker about places where treatment for infertility may be
obtained. '

Methods used to achieve contact range from discussions between
two individuals or in small groups to the dissemination of information
on a wide scale through a variety of media. In several countries special
efforts have been made to seek out leading members of communities to
help in education. Such persons are particularly useful because they
may command trust and can often discuss sensitive matters within the
local cultural context.

3.1.2 Starﬁ'ng phase

This phase is concerned with activities at the time when individuals
purchase their first supply of a contraceptive or undergo a vasectomy,
when diagnostic procedures for an infertility problem are initiated, and
the like. During this phase a nurse will explain the variety of birth control
methods available from a particular service. Individuals or couples often
arrive with definite opinions about the method they wish to use, but it
is the responsibility of the medical staff to see whether there are any contrain-
dications or other factors that should influence the choice of method.

As part of the effort to ensure satisfactory and continuing use of
the recommended method and to help prevent users from becoming dis-
satisfied and spreading unfavourable reports, the common side-effects of
the method are often discussed. The staff may also be prepared to answer
questions on less common side-effects, in addition to taking the history,
performing the physical examination and carrying out whatever labor-
atory tests might be needed. Suitable arrangements will be made for
future visits, depending on the organization of care, on the circumstances
of the individual or couple, and on particular methods and procedures.

3.1.3 Continuing care phase

In family planning, a single consultation between a professional health
worker and an individual or couple may not suffice. Diagnosis and treat-
ment of infertility will obviously require several appointments, and a
vasectomy operation should, according to good medical practice, be
followed by sperm tests and by counselling to forestall any psycholog-
ical sequelae. .

Continuing care involves an appropriate schedule of check-ups, the
provision of further supplies of contraceptives through convenient outlets,
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the availability of treatment for minor or serious complications, and
provision for changing from one method to another when necessary.
It also involves deciding upon the appropriate management of any preg-
nancies that occur despite the use of contraceptives. In certain countries,
contraceptive failure is accepted as a ground for abortion. In other
cases, psychological support for the mother and help in placing the child
for adoption may be provided.

Procedures for closing a “case ” either temporarily or permanently
need to be considered. When an individual moves to another locality,
referral to services available there is indicated. When a couple discon-
tinue contraception in order to have a child, a good service will endeavour
to ensure their return after the child is born. Records are removed from
the active files when a woman has passed through the menopause or dies.

3.2 Combination of family planning and other health activities

The following combinations of family planning and other health
activities seem to be the most significant and feasible at present, but do not
by any means exhaust all the possibilities. Very few assessments have
been made of the effectiveness or efficiency of these combinations.

3.2.1 Family planning and maternal and gynaecological care

The value of combining birth control and postpartum care in large
hospital maternity services has been demonstrated in several countries,
e.g., Chile, Denmark, India, Iran, and Yugoslavia. Family planning
is provided after full-term deliveries, and also after early foetal deaths
and abortions. The availability of contraception services often has a
favourable effect on the return rate for postpartum check-ups, and may
also reduce hospital admissions for abortion with sepsis. The impact
of spacing pregnancies on health and the high probability of conception
soon after delivery underline the importance of starting to use birth control
before ovulation resumes.

Home deliveries outnumber hospital deliveries in many countries,
especially in the majority of developing countries, and the combination
of domiciliary maternity care and family planning has been shown to be
advantageous. Health workers providing such domiciliary services
will need appropriate training in family planning.

It is also appropriate to include family planning in various aspects
of gynaecological care. Screening for malignancies has been success-
fully combined with family planning; a study in a large city in the USA
has shown that the most cost-effective setting for cervical cancer screen-
ing is the service providing family planning care. Yet another combi-
nation now being tried out is family planning and pregnancy testing.



24 HEALTH ASPECTS OF FAMILY PLANNING

3.2.2 Family planning and child health services

Many activities connected with the supervision of a child’s health
may suitably be combined with family planning work with the parents.
Data from several countries indicate that child health services, whether
directed at general health care, immunization, or nutrition, are most
promising channels for family planning activities.

There are great advantages in combining family planning with child
health care, not only because child mortality and morbidity are increased
by a fast tempo of family building but also because parents might be
reluctant to practise family planning as long as they have no reasonable
assurance that the children they already have will survive in good health.

3.2.3 Family planning and nutrition activities

Several authorities have pointed out the benefits of combining nutri-
tional and family planning activities. The relationship between nutritional
deficiency and the displacement of a child from the breast by another
born too soon after him is widely recognized. Nutrition rehabilitation
centres such as those in Uganda are highly suitable places for discussing
family planning with parents. Co-ordinated nutrition programmes,
under departments of agriculture, community development, and health,
offer opportunities for family planning activities, and the association
can be of mutual benefit. The provision of supplementary iron where
maternal haemoglobin levels are low, either through its addition to contra-
ceptive pills or as a routine prevention measure for all contraceptive
patients, is a very promising measure, although still awaiting systematic
study.

3.2.4 Family planning and specific disease control programmes

Tuberculosis and a few other conditions such as cancer and psychosis
have long been recognized clinical contraindications to pregnancy. The
health of women suffering from such diseases is further jeopardized by
pregnancy, and tuberculosis, for instance, can also infect the child.

The advantages of combining control activities for venereal disease
and leprosy with family planning may well be counterbalanced by the
social stigma attached to these diseases. In the case of venereal disease,
a false impression may arise that family planning workers are aiming
to change sexual habits among adults. In a few places contraceptive
services have been offered through venereal disease clinics; studies are
needed to measure the benefits and costs of this approach.

Personnel specifically assigned to malaria and tuberculosis control
programmes have also been used for family planning work. Problems
have arisen in several instances where such workers have been unable to
give the proper attention to either aspect of their responsibilities.
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If family planning activities are to be combined with disease control
or surveillance programmes, the tasks involved must first be carefully
reviewed, job specifications must be drawn up, and adequate training
provided. Nevertheless, registers maintained for malaria control activ-
ities have been made available for family planning activities and have
proved very valuable for finding “ eligible ” couples.

3.2.5 Family planning and general medical care

General practitioners have been an important source of family plan-
ning guidance and service. A few studies suggest that some physicians
or other health workers may be reluctant to bring up the subject of family
planning without specific prompting from the patient, but in most coun-
tries this situation has been changing in recent years.

In some countries, there has been discussion of the advantage of
making family planning available through general medical services rather
than through clearly identified family planning clinics, in order to help
individuals who prefer not to have it known that they are seeking advice
about birth control. Controlled studies of this simple administrative
question would be useful.

3.2.6 Family planning and registration of vital statistics

The detection of couples eligible for family planning may involve
household enumeration work that runs parallel to certain. activities
connected with the registration of vital statistics. When family planning
services are first brought to a community, vital statistics records may
be used.

Village registrars in India have proved very useful as depot holders
for conventional contraceptives, and in Korea a combined programme
of family planning, vital statistics registration, and distribution of simple
hygiene kits for home delivery has shown good results as regards starting
contraception and improving birth registration.

3.2.7 Family planning and education for family life

Educational activities aimed at future parents are well developed
in several countries. There are variations in the extent to which family
planning is taught. Such programmes can help to reduce the incidence
of teenage and illegitimate pregnancies. Close collaboration between
educators and professional health workers is advisable in these efforts.

3.2.8 Family planning and community development activities

Both community development staff and village leaders have partic-
ipated to good effect in educational activities relating to family planning.
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They have also been involved in the distribution of certain types of contra-
ceptives. Further trials of such collaboration are needed.

3.3 Personnel

3.3.1 Physicians

Although the supply of physicians is insufficient to meet health
needs almost everywhere, the situation is particularly acute in less devel-
oped rural -areas. Physicians bear the responsibility for the medical
management of individuals receiving family planning care and for the
supervision of paramedical health staff engaged in family planning work.
In several countries, physicians also carry administrative burdens, some
of which could be taken over by other personnel. Through their influence
and prestige, physicians have been of great assistance where their support
has been enlisted in organizing educational efforts to introduce family
planning to the public. :

3.3.2 Midwives

Where midwives carry responsibilities for domiciliary maternity
care, they may become the most important professional health personnel
in all aspects of family planning. In several countries, including Bar-
bados, Korea and the USA, midwives have been trained to provide full
management, including the insertion of IUDs, and the results have been
on a par with those achieved by physicians. However, midwives should
always be able to refer cases with complications to more specialized
personnel.

3.3.3 Nurses

The main role of nurses in family planning has been to engage in
educational and counselling activities and to assist physicians. Women
often find it easier to communicate with female nurses. The usefulness
of nursing personnel is enhanced when their clerical duties are reduced.
In a few instances, nurses have also been trained to insert IUDs and to
supervise patients using hormonal contraceptives.

3.3.4 Public health nurses and health visitors

These important public health workers participate in family plan-
ning activities by counselling in the home, supervising the work of aux-
iliary staff, and distributing certain contraceptive supplies. Where per-
sonnel in this category carry the main responsibility for a wide range of
health services to families, there are many opportunities to stimulate
discussion of family planning.
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3.3.5  Auxiliary nurse-midwives and other health auxiliaries

These workers play an important role in family planning in several
Asian countries where organized nationwide activities have begun. They
help to identify, contact, and list eligible couples. They distribute contra-
ceptives and help to provide follow-up services for women using IUDs
and for sterilized individuals. Attempts have been made to employ
them in the insertion of IUDs, but the evidence regarding their suitability
for this task is still incomplete.

3.3.6 Health educators

Health education is commonly recognized as a function of all health
personnel. For family planning, as for other areas of health, health
educators have proved useful in planning, organizing, and evaluating
educational activities, and in supervising the educational work others
are’ doing within communities. They play a particularly important role
in the training of staff and in the co-ordination of efforts with other agencies.
They are also involved in the preparation, testing, and evaluation of
educational materials, and in teaching other staff how to use them.

3.3.7 Social workers

Social workers sometimes participate in marriage counselling, pre-
marital education, and the care of unmarried mothers. In a few coun-
tries, they are involved to a considerable extent in educational activities
at the community level, including family planning. Social welfare workers
in industrialized nations have occasionally taken part in contacting
clients for family planning, and in a few instances have also assisted in
the starting and continuation phases of the work,

3.3.8 Single-purpose family planning auxiliaries

Such personnel are most commonly found in national family plan-
ning programmes in Asia. Persons with relatively little formal education
are given short periods of training in the various aspects of family plan-
ning, and are then included in the health team. A few studies on the
criteria for their selection indicate that their ability to communicate well
with people is more important than their age, marital status, or schooling.
In one instance it was found to be an advantage if the worker came from
the community in which she was employed, whereas another study showed
that it was better for her to come from a different but culturally similar
community. In a few instances, single-purpose auxiliaries have been
trained to insert IUDs.



28 HEALTH ASPECTS OF FAMILY PLANNING

3.3.9 Traditional birth attendants

The untrained birth attendant may be useful for the dissemination
of information, the referral of women to services, and the distribution
of certain types of contraceptive supplies.

‘Where these workers are given special training and appropriate
supervision their functions may be extended. ,

3.3.10 Other practitioners of traditional medicine

Besides the traditional birth attendant, many countries also have
other practitioners of traditional medicine, such as curanderas, chiro-
practors, and snake-bite curers. In India, they have been helpful in the
distribution of contraceptive supplies.

3.3.11 Statistical personnel

Reference has already been made (section 3.2.6) to combinations
of vital statistics and family planning activities. The statistical personnel
of health services have also engaged in the recording, classification, and
analysis of data for family planning activities, and in evaluation of services.

3.3.12 Clerical and other staff

Clerical personnel may relieve other staff of record-keeping, inven-
tory control, and the like. In some instances, drivers of mobile units
have assisted by contacting men when the remaining staff are all women. -

3.4 Settings for family planning activities

The pattern and level of development of a country’s medical care
organization are of great importance in determining the locations and
channels for family planning care.

3.4.1 Hospital maternity services

The access to eligible women and the interest in family planning in
the postpartum period make the hospital an eminently suitable setting
for starting birth control. These advantages have been recognized in
a number of countries. An increasing. amount of maternity care is
provided in hospitals in developing countries. Hospitals are also fre-
quently used for clinical trials of new birth control methods. :

The main drawbacks of providing family planning services through
hospitals are the lack of administrative mechanisms for providing conti-
nuity of care after discharge and the lack of individual attention in large
units in many hospitals.
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3.4.2 Domiciliary maternity services

Maternal care and family planning services in the home may be
provided by health personnel after either home or hospital delivery. The
contact between health workers and the woman and her family is much
closer than in hospital services; this is favourable from an educational
point of view, but administration may be less efficient than in the hospital
ward. The questions of how best to upgrade current maternity services
and what kind of new staff should be trained are extensively discussed
in the report of the WHO Expert Committee on the Midwife in Maternity
Care.l

3.4.3 Health centres

Regional health care systems in a large number of countries ordi-
narily rely on health centres providing a variety of services. These centres
have usually played a key role when national family planning programmes
have been established. As a result the population has in many instances
become better acquainted with the centre and has learned about the other
services available.

3.4.4 Mobile clinics, « camps ”, and single-purpose family planning clinics

Where basic health services have been insufficient in rural areas
and in the poorer neighbourhoods of large cities, it has been thought
that mobile teams and similar arrangements could be used to bring family
planning services to a large number of the population in need of them.
However, the fragmentary nature of care and the temporal limitation
of such settings have obvious disadvantages that are being increasingly
recognized. The “camp” approach in particular, where very large
numbers of people are brought together for a one-time service like the
insertion of an IUD or a vasectomy operation, has severe limitations
as regards continuity of care and the provision of adequate person-to-
person education on birth control. The failure to provide follow-up
care is especially serious in the event of complications.

Transport and mobility are felt to be more important for supervision,
supply distribution, support of local services, and in-service training
than for the provision of medical procedures. Specialized personnel
making periodic visits to established local centres can thus be expected
to achieve better results than are possible with a “ here today, gone tomor-
row ” type of operation.

3.4.5 Physicians’ consulting rooms

In many countries the consulting rooms of physicians, whether gen-
eral practitioners or obstetricians, will continue to be the main setting

.1 WId Hith Org. techn. Rep. Ser., 1966, No. 331.
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for family planning consultations. Many people consider the close
doctor-patient relationship the ideal context for family planning care.
Moreover, the physician has plenty of opportunities to give advice on
birth control, infertility, or marital problems.

3.4.6 Other settings

Industrial plants and other -economic enterprises can play an impor-
tant role in.family planning, as in Japan. Family planning has been
included in the health care provided for members of military services
and their dependents.

Sex education and education for responsible parenthood are increas-
ingly being given in schools. Welfare centres have been used in the
USA, for example, for contacting individuals in connexion with family
planning, and financial assistance for family planning care is sometimes
provided through welfare services.

3.47 Commercial establishments

Pharmacies have long been an important source of non-prescription
contraceptives in many countries, while restaurants and filling stations
occasionally have vending machines for condoms. The success of these
impersonal settings has prompted experiments to utilize other commercial
establishments as well. Health services may become involved in the
supervision of the quality of products sold in this way and in the treat-
ment of conditions that may result from the use of hazardous substances
obtained through such channels, particularly products for self-induced
abortion. ‘

3.5 Evaluation of family planning activities

Good administrative practice requires continuing review of progress
towards general predetermined goals, for example, the evaluation of
pilot projects and of various components in the system of supplying care.
Goals may be stated in both quantitative and qualitative terms. Oper-
ational guidelines may need to be revised in the light of the results of
evaluation. In this section, attention is focused on certain topics that
are particularly relevant to the evaluation of family planning activities.

3.5.1 Definition of the population in need of services

In many countries almost everyone needs family planning services
at several periods of life. Without. birth control, particularly when
bottle-feeding is practised, conception will probably occur sooner after
a delivery than is best for the health of the family. Furthermore, with
improved rates of child survival, many couples have more children than
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they want or can bring up in adequate health. Many couples who fail
to produce a child (or a son) are candidates for infertility services. Finally,
those entering sexual unions very early or very late in life will need help
in the timing of pregnancies.

Estimates of infertility vary. In some family planning clinics, such
as those in Lagos, Nigeria, and Alexandria, UAR, the number of indi-
viduals seeking this type of care has sometimes exceeded the number
coming for birth control, but there is insufficient evidence from develop-
ing countries to estimate accurately the prevalence in the total population
of conditions interfering with the achievement of live births.

The population in need of birth control services has often been esti-
mated on the basis of point prevalence : the total number of women
between certain age limits, e.g., 15-49 years, is reduced by the number
who desire a child, are currently pregnant, are in the immediate post-
partum period, or are temporarily not exposed to sexual intercourse.
There is constant shifting of the women in the population within and
beyond the categories described above. Although these groups may
not be in need of birth control as such, they can benefit from family plan-
ning care in the broad sense already defined.

It is important, when assessing the proportion of the population
in need of or receiving birth control services, to exclude couples where
the wife is past the period of childbearing. Studies of vasectomized
men in India have shown the average interval between the last birth to
the wife and the date of the operation to be as long as seven years; a
significant proportion of these couples may no longer have been within
the population in need of birth control services.

3.5.2 Sub-groups given‘ priority

Where family planning activities are organized, the total population
in need of services is usually subdivided according to several criteria.
The term “target groups” is often applied to sub-groups singled out
for particular types of effort.

The goals that policy-makers set for family planning activity will
considerably influence the composition of the target groups. For example,
health considerations might prompt a decision to assign high priority
to women with one birth or none, since help with the timing and spacing
of pregnancies would then affect the health of the largest number of
children yet to be born. When objectives for family planning are stated
in terms of population trends, some administrators have singled out
high-parity women as the main target group, on the assumption that this
is a section of the population of demonstrated fertility that can be expected
to contribute further and significantly to the growth of the population.
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A different type of criterion is the place of residence. Efforts to
contact couples in cities and periurban areas may be given higher priority
at an early stage in the development of organized services. This pro-
cedure is influenced by considerations of efficiency : the sequence where-
by family planning is started among the largest proportion of the total
population in the shortest period of time is selected. This depends in
turn, of course, on the relative availability of health facilities.

3.5.3 Performance quotas

There is another kind of “ target ” used in family planning activities :
goals may be set for specific staff in terms of the number of vasectomies
performed or the number of IUDs inserted. Some unfavourable con-
sequences of this approach include poor-quality medical care and fal-
sification of records. Careful evaluation of performance quotas as a
standard practice has not been carried out, but their value has been ques-
tioned. Alternative measures for evaluating staff performance are des-
cribed in section 3.5.7. -

3.5.4 Evaluating informational and other educational activities

The recommendations of the WHO Expert Committee on Planning
and Evaluation of Health Education Services ! that relate to the evaluation
of health education aspects of family planning are endorsed by the present
Group. It is also stressed that due consideration should be given to
such technical aspects as the choice of method of education and the test-
ing of materials and approaches. It is important to define specific goals
for educational messages according to the groups for which they are
intended and the stages in the development of community services at
which they are to be used.

3.5.5 Measuring success in Sstarting use

. A great deal has been written on the relationship between, on the
one hand, various methods of information and education and, on the
other, the number and characteristics of persons starting to use methods
of birth control in such countries as China (Taiwan), Hong Kong, India,
Korea, Puerto Rico, and the USA. Much less attention has been given
to evaluating the effects of the location of services, the type of
staff employed, the amount of physician time per patient, the kinds of
birth control methods available, and other organizational aspects of the
services.

1 Wid Hith Org. techn. Rep. Ser., 1969, No. 409.
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Three main classes of research projects are traditionally defined,
based on temporal considerations : retrospective, point-prevalence, and
prospective studies.!

Retrospective studies. These comprise research reaching back in time,
using records or memory, in an effort to recreate as accurately as possible
a sequence of events or to obtain an understanding of distribution. The
accuracy of data is usually limited, although there are many ways in which
error can be minimized. The advantages of cheapness and speed naturally
lend considerable support to the usual practice of using this method for
exploratory and hypothesis-seeking preliminary efforts.

Point-prevalence surveys. This type of research is concerned with
the present. Methods are used that provide an assessment of the exist-
ing state of health, clinical conditions, attitudes, etc. Point-prevalence
surveys can be combined with retrospective methods in an attempt to
relate present findings to past experience. They may also be extrapolated
to the future in projects that provide for repetitive surveys to measure
change. Comparative surveys in several places are often particularly
convincing if they demonstrate that the same sort of association occurs
in different situations.

Prospective research. Research designed to collect data in the future
has the great advantage that it permits use of scientific safeguards to
ensure that the data are related specifically to the issues being studied
and that contaminating sources of variation are excluded. Even more
than with other methods, the careful choice of control or comparison
groups and the preservation of the specificity of input between these
groups and the groups under study is of great importance. Such research
is very costly, and should therefore only be undertaken when equivalent
evidence cannot be obtained by simpler methods.

Many disciplines will need to be represented in these epidemiological
studies, but special mention should be made of the behavioural sciences.
Behavioural scientists have been extensively involved in family planning
research, and have advanced research methodology by developing highly
standardized specifications. An increasing number of new approaches
are being developed by psychologists, educational specialists, economists,
and others.

Administrative research

All health agencies, including WHO, are placing rapidly increasing
stress on devising better ways of applying what is learned from research.
New methods are being developed that will permit the investigation of

" 1 See WId Hith Org. techn. Rep. Ser., 1969, No. 435.
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service inputs in family planning, as well as in health services. With
such information, the impact of family planning services on health can
be determined more rationally. Three general categories of studies can
be identified :

(1) Systems analysis : a broad approach to reviewing the whole
range of activities and resources in a system of health services.

(2) Operations research : a set of more specific techniques, derived
mainly from industrial research, for analysing particular activities or
operations. The methods usually involve highly mathematical analyses
of existing procedures and activities, and permit proposals for alternative
approaches so as to achieve optimum use of resources.

(3) Action research in administration : the manipulation of service
inputs to test their relative impact in controlled experiments.

4.3 Examples of research approaches

In planning studies it must immediately be recognized that there is
normally a high degree of correlation between socio-economic factors
and such variables as age at marriage, age at birth of first child, frequency
of child-bearing, and size of family. Because there is also a major and
independent correlation between socio-economic factors and health, the
design of any study should allow for distinction between such associations
and those effects that derive directly from variations in reproductive
behaviour and/or family planning practice. Sound epidemiological
methods of study, especially the appropriate use of controis, should
assist in minimizing such methodological errors.

4.3.1 Variables mediating interactions between health and family planning
' practice

Case records and vital statistics

Perhaps the most common and most diverse of all fertility studies
are descriptive studies that use routine data. This is appropriate since
they are also the least expensive and most quickly performed. Such
studies have contributed many new ideas, since they tend to be ex-
ploratory. The epidemiological methods used are usually retrospective
or point-prevalence techniques, but the studies may also be made pros-
pective by modifying routine data collection to introduce a new type of
information. Studies from routine data will always be open to the
criticism that any changes in health recorded may have resulted from
incidental deviations in environment or behaviour rather than from the
specific variables under observation.
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Too much importance should not normally be attached to associations
between shifting vital statistics rates and health indices, because many
characteristics change together. These descriptive studies have continuing
potential, as illustrated by the possibility of using the extensive records
of studies on child development in special institutes such as those at
Colorado and Yale (USA), Newcastle-upon-Tyne (England), Kampala
(Uganda), and Tlesha (Nigeria). In such studies, developmental indices
dand morbidity may be related to reproductive indices such as those con-
cerned with the spacing, timing, and number of children. There are
many studies of varying usefulness derived from vital statistics. Some
of the more specific studies might have more meaning if they were related
to reproduction, such as those conducted in Latin America on age-specific
mortality in children.

Special and ancillary surveys

Many research projects have used survey methodology, either in
special surveys or in a few questions ‘attached to multi-purpose surveys.
Most of these surveys have had a demographic orientation; only a few
have attempted to define the health impact of family planning practice,
and more particularly to work out the effect of mediating reproductive
variables. To make adequate measurements of change that results from
such mediating variables, it is usually necessary to conduct serial cross-
sectional surveys in which health parameters are given quantitative values
and the relationships with selected demographic and reproductive charac-
teristics of individuals are recorded. Less precise information will be
obtained from retrospective studies. Data of this sort can occasionally
be found in the “ Knowledge-Attitude-Practice ” studies that have been
undertaken in numerous countries.

More specific studies are exemplified by some of the abortion surveys
conducted in Latin American countries such as Chile and Peru. A
continuing cross-sectional study is currently being started in England
in an attempt to measure the relationship between coital frequency and
conception in the absence of family planning. An example of a well-
recognized association between a major health problem and family size
is the direct correlation between the incidence and pattern of infectious
diseases and the number of children in families shown by many detailed
epidemiological surveys.

4.3.2 Direct effects of family planning methods

Routine records and vital statistics

Current active concern with the improvement of family planning
methods has led to many studies of the complications and side-effects of
contraceptives. Studies of general hospital records, vital statistics, and
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have. These problems should be identified in preliminary tests, and
appropriate ways of questioning worked out.

If the questionnaire is long, fatigue may reduce the quality of res-
ponses, especially from busy women. A balance needs to be struck
between the desire for full information and the amount of co-operation
that can reasonably be expected. In repeated surveys, care should be
taken to minimize the “ practice effect ”, whereby respondents learn
to give more “ correct ” answers as time goes by. When there are wide
social differences between interviewers and respondents, a watch must
be kept for misinterpretations in the recording of responses. Differences
in terminology and in forms of speech between classes and areas present
a particular problem in inquiries concerned with sexual matters.

Questions regarding attitude, intention and desire are especially liable
to yield data with poor reproducibility. Replies made by respondents
who have given no conscious consideration to the questions before the
interview are of doubtful value. The respondents try to reply out of
politeness, but if the question had no meaning for them before the interview
the response can scarcely represent a profound study finding. Particu-
larly dubious in this respect are the many surveys that claim to have obtained
information on “ideal family size ”. When so much reliance in policy
determination is placed on one item of information, there should be more
basis for judging the information’s validity than -is now available. This
emphasizes the need for tests of the reliability, reproducibility, and validity
of responses and for the testing of questionnaires with depth interviews
as well as by straightforward feasibility trials. Some matters, particu-
larly psychological disturbances, are not well suited to the questionnaire
method of study. i

4.4.2 Problems of data analysis

In many investigations, too much attention is concentrated on the
actual collection of data. Hardly ever are sufficient time and money
allowed for data analysis and reporting. It has been found that it is
reasonable in most studies to allocate as much time to the analysis phase
as to the data collection phase. Where the research involves using records
or statistics from regular service sources, analysis and reporting will clearly
constitute the biggest part of the research effort. In the past, epidemio-
logical information attained respectability mainly because it was soundly
based on a defined population that provided denominators for the
calculation of rates. It has been suggested that when this is not possible,
it may sométimes be justifiable to analyse appropriate ratios instead.

Availability of computers

The complexity and magnitude of epidemiological and behavioural
studies involving multiple variables make it almost essential for the inves-



REPORT OF A WHO SCIENTIFIC GROUP 47

tigator to use computers. Many current research projects would be
impossible without refined analysis. The restricted analytic techniques
available in the past made it necessary to concentrate on single or limited
variables, and this led to some of the gross distortions found in scien-
tific literature. Conversely, a growing problem nowadays is the tendency
of some investigators to collect a large mass of data in the hope that the
statistician and computer will be able to make sense of it. The fact is
that the use of computers requires even more rigorous attention to details
of experimental design, controls, definitions of categories, precise mea-
surement, and cautious judgement in evaluating the meaning of statistical
findings. The tremendous increase in the availability of computers in
almost every country is making access to such equipment a relatively
minor problem, but there is still a great shortage of people who know
how to use computers, and especially of good programmers.

Suitability of hand-sort techniques

Many of the problems requiring field investigation are still relatively
simple and straightforward. This is particularly true where descriptive
information and studies on family planning methods need to be analysed.
When service records or statistics from limited areas are being used, it
is still possible to use the several simple manual methods of analysis, such
as hand-punched and edge-punched cards. Such methods can be used
also for the supervision and evaluation of programmes.

Selectivity in analysis for specified purposes

Asking the right questions is still the principal determinant of good
research. Clear definition of research problems and a clear statement
of hypotheses provide a basis for tabulations and correlations. Partic-
ularly where multiple variables are being investigated, it is desirable to
consider thoroughly in advance the situations in which relationships
can be expected so that efforts to interpret findings can be channelled in
the appropriate direction. Even with such careful planning, incidental
findings will still produce many surprises.

Multivariate analysis techniques

In view of the great amount of time, effort, and money invested in
prospective research projects, especially action research, it would clearly
be poor economics to use anything less than the best analytical tools.
The advances made in recent vears in multivariate analytical methodol-
ogy based on later-generation computers open up new opportunities for
research, but it must be stressed once more that such techniques cannot
be substituted for careful thought. The great advantage of such pro-
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cedures is that they make it easier to assess the relative influence of multiple
- variables. When applied to wide-ranging surveys, they are useful mainly
in hypothesis-seeking. :

4.4.3 Communicating study results

Many of the great changes in national and international policy on
family planning in recent years have been directly attributable to research
investigations. If the rapid adjustments in public attitudes and official
positions are to continue, there must be an unrelenting research effort
and prompt feed-back of study findings. '

However, the Group warns ‘particularly against the tendency for
administrators and planners to subject research workers to unreasonable
pressure to produce immediate results. Certainly, some administrative
problems are so urgent that they require quick, ad hoc, and flexible studies,
but the field of family planning is new and complex, and simplified solu-
tions have repeatedly proved misleading. It is important that fundamental
research be regarded as a long-term undertaking. There is obviously
a need both for the quick study with prompt feed-back to administrative
practice and for the long-term study on more fundamental issues with
less direct feed-back.

It is common for a country or region to want to carry out its own
applied research. This is justifiable in view of the known significance
of local variations. In addition, it has become increasingly clear that
governments and institutions are far more likely to change policy on the
basis of investigations conducted within their own area of authority
than on the basis of results from elsewhere. Although this means a
great deal of duplication, the implementation of family planning is substan-
tially increased.

Impact of studies on health and family planning programmes

The great advantage of a direct personnel link between research
and service activities is that the implementation of research findings is
made easier. Long-term associations of this kind can be established
in action research projects to the benefit of both activities. When a
unit has completed the field research, it can often be used as a pilot demons-
tration area or for the training of personnel for general service programmes.
Annual conferences to discuss research results, between project staff and
officials responsible for policy and administration, have also proved
useful.

International collaboration

Studies of family planning are pi‘ogressing so rapidly that there is
an exceptional need for communication between investigators. At present
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communication is achieved mainly by a vast number of conferences. A
more effective method would sometimes be to arrange international collab-
orative investigations that provide for continuing comparison .of results.
Appropriate mechanisms to facilitate the early sharing of findings between
all research workers need to be explored by international agencies. It
is also evident that the communication not only of positive results, but
also of important negative results, would reduce the repetition of studies
that have little chance of producing worthwhile contributions.

5. RECOMMENDATIONS

5.1 Impact of family planning on health

In general, there is a need to improve the quality and broaden the
geographical coverage of studies. More specifically the following subjects
for research are recommended :

(1) the effect of anaemia and of various aspects of the nutrition
of women in developing countries on the timing, spacing, and limitation
of births;

(2) the effects of the tempo of family building in developing countries
on the weaning syndrome and on the intellectual development of children;

(3) the effects of parity and spacing on complications of pregnancy
and delivery;

(4) the causes of infertility, particularly in developing countries;

(5) the reasons for which women resort to abortion;

(6) the interrelationships between child survival and family plan-
ning practice;

(7) the influence of traditional practices of breast-feeding and post-
partum abstinence on the spacing of pregnancies, and the effects of alter-
ations in these practices as cultural changes weaken their hold.

Furthermore, the present Group endorses the recommendations
of earlier WHO Scientific Groups on the need for further study of the
direct effects of the various methods of birth control.

5.2 Provision of family planning in health services

The following aspects particularly require study :

(1) action research on the combination of family planning with
domiciliary maternity care, with nutrition activities, with child health
services, and with other activities; and on the comparative effectiveness
and efficiency of these combinations at different levels of development
of health services;
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(2) action research on service routines to measure the effects in
different settings of appointment schedules, of the nature and timing
of physical examination given in conjunction with the provision of differ-
ent birth control methods, and of the division of labour between differ-
ent units of the service team;

(3) evaluation of the impact of family life and sex education activ-
ities on family planning practice’ and attitudes.

5.3 Methodology of evaluation and research

The Group stresses the need to improve record-keeping, with partic-
ular reference to :

(1) keeping records on continuity of care;

(2) constructing record. systems in such a way that essential infor-
mation can easily be retrieved and analysed;

(3) evaluation of the impact of family life and sex education activ-
ities on family planning practice and attitudes.

(4) preparing summaries of service records in such a way as to
provide a quick and accurate feed-back to administrators at all levels,
to guide them in changing their approach when warranted.

The Group recommends support for pilot studies that can give a
quick and practical feed-back and for long-range action research that
will elucidate causal mechanisms.
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