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HEALTH ASPECTS OF FAMILY PLANNING 

Introduction 

This symposium provides a comprehensive and c r i t i c a l  analysis of the 

current s t a tus  and prospectives of a range of methods of f e r t i l i t y  regulation. 

Family planning refers  t o  the use of these methods t o  help individuals or couples 

a t t a i n  certain objectives: avoid unwanted bir ths ,  bring about wanted bir ths;  

produce a change i n  the number of children born; regulate the intervals  between 

pregnancies; and control the  time a t  which b i r ths  occur i n  relat ion t o  the 

ages of parents. Family planning m a y  include an array of a c t i v i t i e s  ranging 

from b i r th  planning and the  management of i n f e r t i l i t y  t o  sex education, marital 

counselling, and even genetlc counselling. 

Regulation of reproduction and child bearing by famlly planning w i l l  have a 

profound influence on v i r tua l ly  a l l  aspects of l i f e  for  the  individual, the family, 

and the conomulity. Briefly, family planning is linked t o  health i n  the  following 

ways2 first, changes i n  the  time or  occurrence of pregnancies have d i rec t  

e f fec ts  on mortality and morbidity, and on health as  a " s t a t e  of complete 

physical, mental, and social well being and not merely the absence of 

disease or infirmity" ; 

second, methods of f e r t i l i t y  regulation m a y  have d i rec t  e f fec ts  on 

health; 

third,  provision of services f o r  family planning care concerns medicine 

and public health, since many of the tasks required i n  the in i t i a t ion  and 

continuation of family planning practice a re  usefully or necessarily 

integrated i n t o  the system of health care; 

l a s t ly ,  t h e  general level of health, and the health service 's  

contribution t o  tha t  level  i n  any community or country, contribute substant ial ly  

t o  the social ,  cul tural  and economic se t t ing  i n  which individual and group 

action f o r  family planning develop. 



The ef fec ts  of family planning on health s ta tus  

Reproduction has a broad impact on the effect ive functioning or  health 

of human beings, physically, mentally, and social ly.  By the  very nature of 

reproductive processes, t he  ef fec ts  involve, a t  leas t ,  the mother and child, and 

usually other members of the family uni t  as  well, the fa ther  and previous children. 

The ef fec ts  on health nay be l i felong and may carry over from generation t o  

generation. Studies have shown tha t  events occurring during pregnancy may 

influence the growth and developme?t of the foetus @ad subsequently of the  chi ld 

( ~ l d  Hlth O r g  . techn. Rep. Ser. 435 1969) . 
Clinical  contraindications t o  pregnancy 

There are, of course, c l in i ca l  contraindications t o  pregnancy. Prescription 

f o r  b i r th  control is  indicated i n  conditions such as  severe hypertension, recurrent 

toxaemia of pregnancy, haenolytic disease, as well as  previous serious obstetr ic  

injury, marked anaemia and malnutrition, and recurrent abortion. In  a l l  these 

instances the nractice of femily plmning w i l l  help prevent existing disease from 

being aggravated. The threa t  t o  l i f e  o r  health of the mather is immediate and 

d i rec t ,  and the likelihood of a dead o r  defective child being born is high. Other 

conditions such as  cardiovascular disease, diabetes, epilepsy, aqd vental disease, 

represent, r e l a t ive  acr . t rai~?icat i@ns t o  pregnan.cy, especially i n  s i t v a t i m s  where 

heal th care is inadequate. 

Diseese prevention: the  eb;demiology of unregulated reprrxluction 

The ~ e e d  f o r  b i r th  planning fo r  disease prevention has a lso  been shown i n  

other s i tuat ions.  In i t i a l ly ,  pathology i s  not overt, but the s t a t i s t i c a l  probability 

of impaired functioning from unmodified childbearing is  high. 

During the  past few years an increasing number of studies have focused on the 

interrelationships between the mlnlber of pregnancies, f z ~ i l y  s ize,  inter-pregnmry 

spacjng, and parectal age, a ~ d  factors re la t icg  t o  nregnarcy o-~tcone, maternal 

health, chi ld health, and even family health. An overall picture, by now au i t e  



familiar, emerges Prom these studies, linking large family size, high parity, 

excessive maternal youth and short inter-pregnancy intervals with varying 

degrees of morbidity and mortality for  mother, child, and family. Conversely, 

pregnancies between the ages of 20 and 33, spacing of two or  more years, and 

family s i ze  from one t o  three or  four, appear t o  favour maternal efficiency, 

be t t e r  child development and w e l l  being. 

Most of these studies, it i s  true, have been carried out i n  Europe and i n  

North America, and the i r  resul ts  cannot be extrapolated as such t o  other settings. 

But c l in ica l  impression suggests tha t  certain of the detrimental associations can 

be expected t o  be even more str iking in  a developing country. Indeed, a small 

number of studies from such set t ings indicate tha t  the correlations are applicable 

there also (Baird 1965, Beasley J.D. 1968, Day 1967; IPPF 1968; Is rae l  1968; - - - 
Jaffe  & Polgar 1967; Kessler 1967; Perkin 1968; Perkin 1 s9 ;  Siege1 E 1968; 

Wray 1970; Wld HLth 0%. t e c h .  Rep. Ser. 442 1970)+ - 
For example, while maternal mortality r i s k  is s l ight ly  l e s s  with the  secncd 

and th i rd  pregnancies than with the first, it r i s e s  w i t h  each pregnancy beyond the  

third and increases significantly with each pregnancy beyond the f i f t h .  It is 

a t  times impossibLe t o  dissociete the effects of parity from those of the mother's 

w e ,  but usually the two factors are  irterlinked. A study i n  k d i a ,  i n  an Brerea 

wfth a maternal mortalit3 ra te  of 10 per lCDC l i v e  b i r ths  and where the average 

number of pregnancies is more than 8, shows that  the mother has about 1 chance in  

10 of dying i n  chiltibirth eventually. 

A number of complications of pregnancy and delivery have been shown t o  have 

a s t a t i s t i c a l  association with high parity: placenta praevia, accidental 

haemorrhege, prolapsed cord, abnormal presentation or  position of the foetus, 

rupture of the uterus, ar.d postpartum uterine iner t ia  with severe bleeding. 

higher-t3a.n-average incidence of comnlications is  also associated with primigravidity: 

* 
These references are papers and monographs which provide comprehensive revlews 
and documentation for  the conclusions summarized in  t h i s  section. The examples 
ci ted i n  the following few paragraphs are  taken from the l a s t  named reference. 



t h e  r i sk  of pre-eclamptic t o x a d a  ane of premature delivery is doubled, and 

there is a higher r i s k  of mechanical damage t o  the b i r th  canal and of b i r th  

injuries  t o  the child. Clinical impressions and some studies suggest that 

nutr i t ional  deficiency i n  the mother, resulting i n  anaemia, calcium deficiency, 

and d i f f i cu l t i e s  i n  breast-feedtng the child, is associated w i t h  hlgh parity.  

Several studies have documented the highly significant correlation between 

increasing foetal  death ra tes  and the number of pregnancies. The freqxlency of 

l a t e  foetal deaths has a lso  been noted t o  r i s e  with higher parity (md advancing 

maternal age) i n  countries such as  Thailand, the United Kingdom, and the USA, 

although the incidence is also high i n  primigravidae. I n  the United Kingdom, 

perinatal mortality has been reported to be 54 per cent greater f o r  the  f i f t h  

and subsequent deliveries than fo r  ea r l i e r  deliveries, although no such association 

has been found i n  woven of higher economic status.  

Some studies have s h m  increasing infant death ra tes  with r i s ing  parity.  

In porea the ra tes  ranged from 68 per lOOC fo r  second bi r ths  t o  186 per 1000 for  

ninth bir ths.  Several studies have shown a higher r i sk  of death frm infectious 

diseese f c r  infants born in to  fanil3es tha t  are already large; t h i s  msy be 

accounted for ,  a t  leas t  part ial ly,  by the increased r i s k  of cross-infection. 

Pttentinn. has r l s o  hem drzm t o  the r e l a t i oxh ip  between high p&ty and problem 

families; a particular $roblea is  deprivation of maternal care. The relationship 

between family s i ze  2nd intelligence is still unclear, although there i s  evidence 

f o r  a negative correlation. 

Late foetal  and neonatal ~ o r t e l i t y  rretes have been reported t o  be lowest 

when the interval from the termination of one pregnancy t o  the beginning of the 

next is between 2 end 3 years. A progressive rise in infm-t mortality es bi r th  

intervals decrease 53s a l so  been de-oqstrated. 

Generally, the r i sk  of the mother dying inrreases below the w e  of 20 and 

above the age of 30-35 years. In many countries complications of pregnancy and 



delivery show the same pattern of r i s k ,  with the highest ra tes  beZm 20 end over 

35 years of age. Effects on foetal  dea:n, necmatal mortality, and prematurity 

show a similar age distribution pattern under 20 or over 34 years of age. A 

number of congenital anomalies a re  associated w i t h  advancing maternal age. 

In the presence of certain serious hereditary disorders, the successful use 

of birth control methods may prevent i l lness  and suffering. Genetic counselling 

may be offered as part of family planning advice. 

Most of the correlations shown i n  these studies constitute associations 

rather than cause and effect  relationships. The very relatedness of reproduction 

with social,  econo.nic, and cultural factors makes it d i f f i cu l t  t o  define precisely 

the  ro le  of any particular variable such as  parity, interpregnancy spacing, age 

a t  pregnancy, and family size, on health ( ~ l l s l e y  1967). The analysis of the 

data is complicated f'urther by the strong association o f  low socio-economic s ta tus  

both vrith high md poorly controlled reproduction on t he  m e  hand and w i t h  hi@ 

vorbidity and ~ o r t a l i t y  on the other (Wid Rlth C r g .  techn. Rep. Ser. 435 1969). 

For example, high parity i s  commonly associated w i t h  low socio-economic status,  

poor nutrit ion, poor hjgiene, overcrowding, poor education. and resistance t o  

change. These factors are  &11 associated with each other and i n  turn tend t o  be 

linked wi th  premature or diff3 cul t  l a b o ~ ~ r ,  low bi r th  weight, trauma, end irfection 

(Wld Hlth Crg . techn. ~eo*. Ser. 266 1963) . 
Nevertheless, fo r  several variables, correlation between c? pattern of' 

reproduction and its health impact appear in  every class; socio-economic status 

mel iora tes  OT aggravates the effect,  but usually does not  eliminate it (Morrison 

e t  a1 1959). Commonsense suggests tha t  the proteetior. afforded by high socio- 
7 

economic environment mjght have i t s  limits too, as the demands for  maternal caw, 

f o r  example, increase beymd the ab i l i ty  of any sirsLe ii-dividuel. +Yo nrovide it. 

These shidies of tke epidemiology of un.regulated reproduction have docunented the 

si tust ions where the practice of family planning, associated with other practices 

fo r  healtk, cere, may prevent i l lness  and death. 



Health promotion by f e r t i l i t y  reg~tlat ion 

The regulation of reproductipn i s  good medicine beyond the l imitation 

of existent pathology, and the prevention of probable malfunctioning. The impact 

of chfldbearing patterns on health must be looked a t ,  not only from the viewpoints 

of "negativer' health, but also, as much as  possible, from concepts of "positive" 

health, i n  which well being refers  t o  the quallty of l i f e  beyond the  mere 

preservation of physical existence (~eberdy 1968; Wld Hlth Org. techn. Rep. Ser. 

137 1957) - - 
Here, however, obJective c r i t e r i a  fo r  family planning may be more d i f f i c u l t  

t o  define, and indeed subjective elements represent key determinants. The soc ia l  

well being of a pregnant or  potentially pregnant woman, her f m i l y ,  o r  the expected 

ohild, cannot be measured simply i n  terms such as  age, family income, e t c .  Bir th 

planning plays a clearly important ro le  here, however. It would be valuable t o  be 

able t o  correlate more apecificall: the relat ion of family planning practice t o  

such phenomena as  merital sat isfact ion and soclal  productivxty (~iebermm 1970). 

Avoidance of unwanted conception makes sense, especially where aboPtion is prevdlent. 

Effects of methods or, health 

The d i rec t  e f fec ts  on health of f e r t i l i t y  regulating methods and techniques, 

e n d  the side ef fec ts  associstsd w l t k  specif ic  agents, are  discussed a t  length i n  

t h i s  symposium. 

Basically, the r i s k  associate? with my method must be compared with the 

r i sks  of using other methods, or of not using any method a t  a l l .  Considerations 

of ei tPer  major or vinor s ide ef fec ts  are made i n  a context which lncludes 

evah~at ion  of effectiveness and acceptabili ty.  

It i s  necessary t o  d i f ferent ia te  r i s k s  i n  wanted pregnancies from msks  

in uqv~anted nrep-nctes .  3 e  rou?le wbo w m t  P pregnancy assllnes a certain r l sk .  

i lor tal i ty  a d  morbidity from waqted pregnancies should not be included when 

comparing the r i sks  of a given method of f e r t i l i t y  regulation with the r i sks  of 

unwanted pregnency. 



Major s ide  ef fec ts  from methods, houvever rare ,  cannot be looked a t  only 

from t h e i r  quantitative aspect. Althoyh the r i s k  of dying from unwanted 

pregnancy i n  a given set t ing may be mucn higher than the r i s k  of dying from a 

given method, the nature of the s ide ef fec t  may make the  method administratively 

and po l i t i ca l ly  unacceptable. 

Even minor s lue  ef fec ts  may assume major health importance t o  t h e  extent 

tha t  they influence the overall  use of a method, or even, of any method a t  a l l .  

Supportive health care which provides appropriate management, reassurance, and 

encouragement, may go f a r  i n  determining t o  what extent minor side effec ts  w i l l  

be tolerated, and i n  turn, whether a couple w i l l  avoid an unwanted pregnancy or  

b i r t h  and i t s  associated morbidity and mortality. 

Other e f fec ts  or. health of family planning methods include t h e i r  influence 

on sexual sat isfact ion and sexual sc t iv i ty  and t h e i r  mental health implications, 

although documentation is sparse. Emotions1 and psychological changes may range 

from lessening of anxiety with reghrd t o  pregnancy, t o  changes i n  conjugal roles  

(Pohlrnan 1969). The sex education and maritel counselling co-pcnects of family 

plaiining may have a broad effect  ,,I health. 

Eealth rat ionale fo r  family olrt~niog: 1t.s ianortance 

Family planrling hlzs been advocated probably vore frequently ?rom the view?cint 

of 3 t s  demogrsphic or economic impact than from i ts  effect on health. Irrespective 

of such other important considerations, health reasons fo r  family planning have 

intrinsic pad long- las t l~g  mportance. 4 clear  defini t ion of the health aspects 

of family planning helps establish family planning as  an integral  public health 

ac t iv i ty ,  allows i t  t o  take its place along with other v i t a l  public heal th concerns 

of our time, and provides guidelines fo r  the se t t ing  up of appropriate services 

and f a c i l i t i e s  (Wld HI th Org. techn . Reo. Ser. 442 1 9 0 )  . 
Pe t t e r  under st^-rld~ng 91nd r ~ p r e c i a t i o n  of heelth implications a r e  ne r s~~as fve  

i n  involving Zle~lth professionals i n  f a r i l y  planning, since it gives them an 

rationale within t h e i r  own realm of understanding. GLven t h e i r  needed 



r o l e  i n  carrying out family planning tas ' s ,  t h i s  would seem essent ial .  

Pol i t ical ly,  too, clarifying the health consequences of family planning is 

valuable, e i ther  f o r  strengthening othev objectives, or  fo r  making clear  the 

dis t inct ion between family planning and population control where t h i s  is a po l i t i ca l  

issue. In some parts  of the world, undue emphasis on t he  demograp3ic aspects of 

family planning may have retarded the development of services f o r  family planning 

(Pradervand 1970) . 
Family planning i n  health services - 

Objectives fo r  family planning vary, and include health, human rights,  and 

demographic control. These objectives are not mutually exclusive, of course, 

and i n  many instances more than one of these objectives underlies soc ia l  action. 

The heal th system's ro le  i n  providing actual care and services fo r  family planning 

is v i t a l  and central  whatever national objectives may be (polgar P. Yessler 1968)+ 

General health and fernily planning act ivi t ies:  - 
~ o t e n t i e l s  f o r  mutual s u ~ n o r t  

Z t  has become irlcreesingly apparent tha t  success of family planning e f fo r t s  

bear a d i r ec t  relationship t o  the  ?-gree of development of health services. 

Tountries with higher levels  of heelth resources have been able t o  t r a i n  health 

r?myower r e l ~ t i v e l y  quickly t o  camy out f m i l y  planrling tasks.  They have been 

ebl-e t o  e x ~ l n i t  the multiple points of cortact with the ta rge t  pop71lations offered 

by health services, and t o  prcvide the continuity of care and supervision tha t  

jmprove family ulanning e f fo r t s .  These countries have bad considerable success, 

whether measured by tne  reduction of foe ta l  wastage, of maternal o r  child morbidity 

and mortality, by decreasing i l l e g a l  abortion, or by decreasing b i r t h  ra tes .  

Bet ter  health resources, of course, are  usually associated with other soclo-economic 

factors  tha t  enhance successful family planning practice. Nevertheless, t he  values 

of en avei! ~ b l  e bealzk ir,+'rastructure are  obvious. 

- 
* The monograph by Polgar and Kesqler l g 0  contains detailed doc~imentation f o r  

m e ~ y  of the conclusior?s ventioned i n  t h i s  section. 



Advantages of channelling family planning through the system of health 

care ere  multiple (Wallace e t  a1  1$9, Requena 1969). Health workers have 

unique opportunities t o  contact people regarding family planning. Pregnancy, 

childbirth,  i l l ness ,  immunization, infant care projects, e tc .  Ere a l l  opportunities 

f o r  education, counselling and service. Women ere  highly receptive t o  family 

planning during the antenatal, na ta l  and postpartum periods (~a tuchn i  1968). 

Basic health workers nof only have access t o  people a t  such c r i t i c a l  periods, 

but a l so  have the a b i l i t y  t o  establish quickly the intimate rapport which is 

part icular ly important i n  dealing with problems related t o  reproduction. The 

high cul tural  values placed on children i n  many socie t ies  can be turned i n t o  

assets  fo r  the dissemination of family planning. Child spacing can be presented 

a s  a part  of comprehensive child health care. 

Traditional confidences i n  medicine and health services i n  some po?ulations 

may be very important t o  counterbalance the  mistrust of innovation represented by 

new family planning methods. In most countries l-ealth services have already made 

some i ~ p a c t  f o r  change and created precedents f o r  the  introduction of new health 

techniques. This helps reduce t radi t ional  resistance t o  innovation and i s  relevant 

thus t o  family planning. 

Tntegreted services give family planning a medical bias .  ?-is hes the 

advantage of putting the emphasis on the individual patient.  Such individual 

focus may be important i n  canvincing people tha t  family planning may be of personal 

benefit  t o  them - i n  addition t o  any possible general social-benefi ts  t h a t  accrue 

natural ly from t h i s .  

With the re la t ive ly  l e s s  e f f ic ient  t rad i t ional  contraceptive methods, which 

may require a high level  of continuing motivation, f e r t i l i t y  regulation may be 

&anced by relzt ing it t o  other ongoing genersl health progremnes. The modern 

contrarentives, orl the otber hend, require more sophisticateri bealth foci, and more 

qualified health personnel t o  provide the techniques as  well as t o  supervise t h e i r  

follow-up . 



The whole range of problems associated with reprodt~ction, problems of 

s t e r i l i t y ,  pregnancy, spacing or  l imitation, the prevention of abortion, sex 

education, e tc .  require the personnel, t he  s k i l l s  and the techniques of general 

health services. Family planning services integrated with general heal th services 

can focus on a l l  interrelated factors  and can be t te r  determine p r io r i t i e s  and 

sppropriation of resources i n  part icular  communities ( ~ l d  Hlth O r g  . t e c h  . Rep. 

Ser.  428 1969) . 
The effectiveness of family plarming i n  the heal th context is further  

strengthened by other considerations. The strmcture established by health 

programmes t o  col lect  infornation on bir ths ,  deaths, disease, the  perfornance of 

health personnel, and f a c i l i t i e s ,  serves a s  a ready channel fo r  the evaluation of 

the  family plannips components of health services. 

There are log i s t i ca l  reasons a lso  f o r  integrating a c t i v i t i e s  dea l i ig  with 

family planning with those concerned with other health needs of communities. Funding 

be pooled, 2 s t r m g e r  i ~ f r a s t r u c t u r e  de-el-oped, sv?ervisior, stre?gfFened, ard 

duplication of f a c i l i t i e s  avoided. In the  Fany areas of the  world where mothers 

require an approach by female workers, these log i s t i c  questions a re  especially 

acute beoavse of the  shortages of such workers. 

Fwnd~~enta l ly ,  the introduction of' family planning in to  5 ~ ~ 1 t h  serr lces ,  

involves tasks tha t  are  Similar t o  those faced i n  introducing and providB4 any 

other medical and public heelth measure. There are problems of administration, 

of the training of s t z f f ,  of re la t ing  the new services t o  We other on-going 

health ac t iv i t i e s ,  of tern work, of reaching the ta rge t  r io~-~~la t ion ,  of' developing 

appropriate health education programmes, of selecting specif ic  methods suited t o  

t h e  comrnmity, of supply chmnels, of transport and of evaluation. 

It wo~llri seem t o  be clear  the.. t h a t  both fro? the ef0ects on kaaltk a-d c r v  

the r r g - ~ ~ z ~ t i o r a l  vlmpoint,  servjces cnncenert with Cr.nily plannizg e r e  r*lutusl'Ly 

supportive with those concerned with the general health needs of E? community. 



Possible s t ra tegies  where health resources are scarce 

The problems ar i se ,  of course, in  s i tuat ions where the health infrastructure 

is weak. Some of the la rges t  prograrrmes f o r  family planning a re  being established 

i n  countries marked by widespread shortages of health personnel end f a c i l i t i e s .  

Here the public health worker advocating t h e  integration of family planning 

i n t o  the general health service has been confronted with objections tha t  

"fzmily planning is too important t o  wait fo r  the development of health services", 

t h a t  there i s  a need " t o  ge t  on with f m i l y  planning", t h a t  "family planning 

programmes w i l l  serve as  the nuclei fo r  general health services", e tc .  

In considering t h i s  question, the  World Realth Assembly of the World Health 

Orgenization recommended tha t  service a c t i v i t i e s  f o r  family planning care be 

closely integrated with other health services. This conclusion was not based on 

any doctrinaire assumptions about the value of integration. Rather, it derived 

from long experience with mass and uni-purpose campaigns, campaigns which a t  that ,  

were eve- witbin the Fealth sector  ( ~ l d  I!ltk Crg tech*. Rep. Ser. 394 1965). These 

cmpaims,  whether directed t o  venereal diseases, malarfa, leprosy, yaws, or  

environmental sanitation, have time and t ime  agein shown the l i n i t a t i m s  of the  

uni-purpose approach, its inef f ic ient  w e  of mopey, time and soarce personnel. 

Tt i s  t m e  tha t  i n  m y  mass carpsign, sone suecess w i l l  occur t ~ ,  the  i r i t i a l  stages. 

Alnost m y  new technique*vill a t t r a c t  its "acceptors" f o r  an i n i t i a l  period of time, - 
but the success is highly l in i t ed  and i n  the past has even led t o  negative 

counteractions. The absolute necessity of "on-the-ground" , $emanent services in 

t he  c o m i t y .  oroviding continuity of care and s variety of cure t i -~e  and. 

preventive services, is a lesson tha t  should not have t o  be leerned agam i n  

re la t ion  t o  f a r i l y  p l a ~ i n g  ( ~ o s a  - 
P e r e  % e ~ l t h  services *re l e s s  develcned, the sit11atS or, f s, frdesrl, d i f f i c ~ l l t  . 

Y e r e  are, om the n?e '-~r.d, t h s e  w k ,  grudgi-gly q r e e i ? g  t o  in te~;r>te  *~m%ly 

planning with other health servires,  look upon health personnel primarily es another 



source of workers t o  give family planning services. Where health service 

personnel zre i n  short supply, the  f i r s '  reaction is not t o  t r a in  more health 

personnel, but rather  t o  point t o  the i.lsufficiencies of the health personnel 

as  reasan t o  t r a i n  single-purpose family planning workers. Such single-purpose 

workers they f e e l  have the advantage of being able t o  focus ent i rely on one 

subject, one programme, one goal. However, coming with only one service t o  offer,  

and tha t  a strange one, they a re  often viewed with suspicion. Separate, s ingle 

purpose family planning c l in lcs  often s t m d  under-utilized. 

Others see family planning as  an essent ial  part  of the work of a l l  health 

service personnel: physicians, medical assis tants ,  midwives, nurse-midwives, 

auxiliary midwives, nurses' akls, health educators, e tc .  Where more hands 

a re  needed t o  do the work, the  reaction is t o  t r a i n  more health workers. Midwives, 

nurses and auxiliary nlidwives i n  part icular  cerry multiple services t o  mothers 

and children which a re  much needed and generally understood. When these persons 

t e l l  f ~ ~ S l i e ~  about fani ly plWnirg es a 2ew service available t o  *he-1 t h e i r  

counsel is aore l ike ly  t o  be listenetl t o ,  believed, and followed. The auxiliary 

nur.;e -idwives may often t o  carry the keaviest load ir fo1loviir.g up md  

reassuring woTen using cor.trrception (Eliot 1 9 0 ) .  - 
Fenl~lv rl9wnlrg rrrn be i-.treclvced jnt:: v~batever h e ~ l t 3  seryrices a re  a-rsilr-ble. 

In  the beginning, farlily*pla?ning care may be confined t o  the s i r p l e s t  tasks of 

heal th education and the  provision of converltion.al methods; l e t e r ,  more modem 

methods a r e  added. A phased development over a period of tinle ney be 'required 

ir.volvi-g f i r s t  +be hospitals end c l in ics  i n  large urban areas, go+g on t o  

smaller urban areas, then t o  semi-rural and f ina l ly  t o  ru ra l  substations 

(Mazurki & Ten Have I*) . 
TP o the r  sStr.?ttenq, '?pt:ever, o g-nVer?-ent "ay weqt exter.;i-re ccver?ge f n r  

far-!ly ~ l e r n j n g  e t  orlce. Y e  establ_ishire-.t of the reeded nlinlml heal th  infra- 

s t ruc ture  demands a commitvent of manpower, resonrces and money. f f lex ib le  



approach resorting t o  other than t r a d i t i , n  bound s t ra tegies  ran help achieve 

such a? objective rapidly. A pattern of regionalized and localized services 

t h a t  include peripheral uni t s  i n  which 7uxiliary s t a f f  play an ilnportant role,  

has proved t o  be practicable in  many parts  of the  world (Wld Hlth Org. 1969). 

Pragmatic "packages" of comprehensive health services can be provided by such 

peripherally based multi-purpose auxiliary personnel supported by a cadre of 

professionals ( ~ a y l o r  1968) . 
Health, health service_s_, socio-economic development 
and faqi ly planning practice 

The level  of health i n  any ccmntry has turned out t o  be a crucial  determinant 

amor? the fac tors  associated with the  practice of family p l m i n g  . m e  level 

of infant mortality, f o r  example, which i s  a good index of health i n  any c w i t y ,  

has been releted c o n s i s t e ~ t l y  i n  an inverse fashion with the extent of f a l i l y  

plsnning (Frederiksen 1$3) . 
Generally, t r u l y  be t t e r  hea l t .  is correlated with changes fron wasteful 

p&t tems of high mortality and high na ta l i ty  t o  more productive patterns of low 

mortality with na ta l i ty  regulated s desired - whether t h i s  involves an increase 

or denreese over nrevirus levels  (ner~doxically,  reduction i n  ro r t e l i ty ,  precisely 

t h e  fac tor  which i s  i sp l ics ted  as a major cause of populatior grontk, t v m s  out 

t o  be a prirwipal pre-requisite f o r  a reducticn i?. n a t a l i t y ) .  It is i n  those 

countries where mortelity reduction especially i n  the younger age group, has not 

ye t  resc"?ed a? ayparently " cri5i  cn? " 1 e"e1 thst reprcductirn remai-s 3~rregulated. 

Medicine and public health, along with the  modernizirg influences of 

egri  c~l l ture ,  educatior , indiistriel de1rel0pner.t~ urba~iza t ion ,  e t c  . have a l l  

partjcipated i n  inproving health and decreasing mortality. The health sector, of 

course, can, with the s k i l l s  and knowledge currently available, cmtr ibute  great ly 

+?  c17j_!d survi-ral. P ~ r e r l t s  satqscled th-t hea!tb rle?sures w i l l  keen z l i r e  the 

nuqber of child re^ desired a re  Fore l ike ly  t o  practise fenlily plannirs. In 

addition, health measures have a unique a b i l i t y  t o  provide a rapid demonstration 
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t h a t  change is possible and desirable.  - -7th progra..nnes can contribute 

greatly t o  the process of social  developrrent and enharce the w 2 i n e ; f w  of 

people t o  take t h e i r  destiny in to  t h e i r  own hands. Improved levels  of goners> 

heal th w i l l  encourage the orientation of people t o  the future,  an outlook 

essent jal  t o  a l l  planning ( ~ a y l o r  & Hall 1967). 

These conclusions c a l l  for  continued ef for t s  towards a build-up of an 

infrastructure of health services, an infrastructure aimed a t  a l l  health needs, 

including family planning. With such an infrastructure both the general health 

obJectives and the jnterrelated fani ly planning objectives can be achieved and 

w i l l  be mutually supportive. 

Careful health planning is required f o r  the most judicious dis tr ibut ion 

and u t i l i za t ion  of limited resources ( ~ l d  111th O r g  . techn. Rep. Ser. 350 1967). 

Current estimates of the  costs of a worldwide build-up of basic health services 

indicate  tha t  these a re  well within the  lipits of available economic resources 

(Taylor - P. Serelsorl 1968). Technicelly, pllbllc ke,ltF has de-~elcped the  know-how 

fo r  the  crgenization of decentralized essentiel  basic health services. From the 

po l i t i ca l  and h m i t a r i a n  v i m o i n t  such an approach is eccegtzb!e e~rerywhere. 

W\at i s  celled f o r  in  a sense L s  "a mass campaign" f o r  ri bbaPic infrastructure 

of h e ~ l t k  services, en i n f r e ~ t r ~ c t u r e  whlrh w i l l  most sl~?ressfill-ly bri-g tl-e 

beref i t s  of general health services ircluding family planning, t o  the largest  

oossible number of people. 
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