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Introduction

The last two decades have witnessed a major progress in family 
planning. The improvement has been unequal in different areas, 
countries, and even within countries. Over 100 million acts of 
sexual intercourse take place each day. These result in 910000 
conceptions. About 50% of the conceptions are unplanned, and 
about 25% are definitely unwanted. About 150000 unwanted 
pregnancies are terminated every day by induced abortion. 
One-third of these abortions are performed under unsafe con-
ditions and in an adverse social and legal climate, resulting in 
some 500 deaths every day. 1370 women die every day in the 
course of their physiological and social duty of pregnancy and 
childbirth, and many times more this number have a narrow es-
cape, though not without significant physical and psychological 
injuries. Family planning not only prevents births, it also saves 
the lives of women and children. 300 million couples do not 
have access to family planning services.

The most important development in reproductive health over 
the past few decades has been the marked spread of contracep-
tive use worldwide, with potential benefits to individuals, fami-
lies, societies, and the world at large. The need to control fer-
tility has been recognized by people living in the most varied 
social circumstances who have different needs and views. They 
include women and men from all socioeconomic strata. Some 
are adolescents trying to postpone a first pregnancy. Others 
are mothers wishing to space births, and yet others are women 
wanting to put an end to their child-bearing career. They may 
hold widely different cultural values and religious beliefs, and 
they may be well served or under-served by their health care 
systems, but all are seeking better health and happiness (1).

Rationale for Use of Contraception

Three major rationales account for the rapid expansion in con-
traceptive use: the human right rationale, the demographic ra-
tionale, and the health rationale ( 2 ). All three have evolved 
separately, at different times and with different objectives. In 
historical terms, the human rights rationale was the first basis 
around which organized efforts to expand contraceptive use 
were undertaken. The evolution of this rationale began when 
women started to claim their rights as equals and as partners. 

After that, it was not long before women realized that without 
the ability to regulate fertility they would not be able to con-
trol and take charge of their lives. A woman’s control over her 
own fertility has been called “the freedom from which other 
freedoms flow.” A woman who has no control over her fertility 
cannot complete her education, cannot maintain gainful em-
ployment, cannot make independent marital decisions, and has 
very few real choices open to her. 

A recent UNDP report (3) defined human development as “a 
process of enlarging people’s choices.” For half of the world’s 
population, i.e., women, the ability to regulate and control 
fertility is indispensable for human development. The demo-
graphic rationale for family planning emerged in response to 
concerns about the negative effect of rapid population growth 
on socioeconomic development. The health rationale, is the 
fact that through family planning a lot of lives are saved includ-
ing mother and children. The consequences of the failure to 
use contraception are well known, the increased morbidity and 
mortality associated with pregnancy, and the increased number 
of unplanned pregnancies with their concomitant emotional, 
social, and financial complications.

The Expanding Demand for Contraceptives

The total number of contraceptive users in developing coun-
tries is estimated to have risen from 31 million in 1960-1965 
to 381 million in 1985-1990. However, in some regions the in-
crease has been greater than in others. For example, while in 
East Asia contraceptive users increased from 18 million to 217 
million, in Africa the number increased from 2 million to 18 
million (4). 

Meeting the ever growing demand for methods of fertility 
regulation will be a major challenge for the next decade. Even 
without any increase in contraceptive prevalence beyond the 
current level, the number of contraceptive users can be expect-
ed to increase by about 108 million by the year 2000 because 
of a rise in the number of married women of reproductive age 
(5). However, according to current population projections, con-
traceptive prevalence in developing countries can be expected 
to increase to 50% an increase of 9% above the current level by 
the year 2000, with fertility declining to a rate of 3.3 children 
per woman. This would mean an increase of some 186 million 
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contraceptive users, making a total of about 567 million (5). 
The family planning services in developing countries will have 
to be extended to meet the needs of these couples.

Prevalence of Specific Contraceptive Measures

Voluntary surgical sterilization, intrauterine devices (IUDs), 
and oral contraceptive pills are the most widely used methods, 
accounting for 70% of contraceptive use worldwide (6). The 
proportion of couples using these three methods in developing 
countries is much greater than the corresponding proportion in 
developed countries--about 81% and 43%, respectively (6).

The dramatic decline in fertility in developing countries in the 
past few decades has been largely achieved through the use of 
new contraceptive methods. Whatever factors may have influ-
enced people’s reproductive behaviour, the availability of con-
venient, effective, and safe modern methods has helped people 
to exercise their reproductive choices. The higher use of the 
condom in developed countries compared to developing coun-
tries may also be related to the difference between them with 
regard to the actual and/or perceived risk of STDs. In the devel-
oped countries awareness about STDs (though not necessarily 
the rates of prevalence) is generally higher than in developing 
countries. And since the condom protects against both STDs 
and pregnancy, it is used more widely in these countries.

Sterilization (both female and male) is the most commonly 
used method of contraception, accounting for over one-third of 
world contraceptive use. In most countries where data on con-
traceptive trends are available, the prevalence of sterilization 
has increased in recent years. However, like other methods, the 
prevalence of sterilization is unevenly distributed in the world: 
China and India, the two most populous countries, have more 
than half of the world’s users of this method. In general, female 
sterilization is far more common than male sterilization and 
the gap between the two continues to widen (6).

The oral pill is an important method of contraception in a ma-
jority of countries in the world. In fact, no other method is used 
so widely in so many countries. However, it is an insignificant 
method in China and India. In recent years, the prevalence of 
pill use has been on the decline in most countries where data 
on trends are available. But this has been generally taken to 
mean that the number of pill users has grown more slowly than 
the number of users of other methods (6).

In China IUD users make up 30% of all couples using contra-
ceptives. If China is excluded, the prevalence of IUD use in the 
world is estimated at 9% of all methods. In most countries with 
information on contraceptive trends, IUD use has increased 
in recent years or has remained relatively stable. Only in a 
few countries has the prevalence of IUD use declined. These 
are mostly countries where prevalence of sterilization has in-
creased (6). With regard to the condom, it is interesting to note 
that Japan has by far the highest prevalence of this method: in 
1986, 69% of all couples practicing contraception in that coun-
try were using the condom (6).

Current Unmet Need

Data from Demographic and Health Surveys carried out in de-
veloping countries in the late 1980s revealed a variable unmet 
need for contraception, ranging from a high of 24% in sub-
Saharan Africa to a low of 13% in Asia and North America. 
The average unmet need in 15 populations included in a recent 
study was estimated at 17% of currently married women (7).

Unwanted pregnancy, by any measure, is a major public health 
problem. Principally, it is a violation of the first basic ele-
ment of reproductive health, i.e., the ability to control fertil-
ity. It subjects women to unnecessary hazards of pregnancy 
and childbirth or those associated with pregnancy termination. 
Unwanted pregnancy is also less likely to result in a successful 
reproductive outcome, in terms of a healthy infant and child, 
as it is frequently ill-timed in relation to the most desirable 
personal, biological, and social conditions for child-bearing 
(8). It is estimated that 87 million married women would start 
practicing contraception if their needs for spacing and limiting 
births could be fully satisfied. If individuals who do not live 
in marital unions are added, the total unmet need for contra-
ception in developing countries outside China would be close 
to or in excess of 100 million (7). Figures for induced abor-
tion provide another indication of the level of unmet need for 
family planning in developing countries. Not all women with 
unwanted pregnancy resort to induced abortion, particularly 
in developing countries where services are either not widely 
available or not permitted by the legal system. With a world-
wide estimate of 36-53 million induced abortions performed 
each year (an annual rate of 32-46 abortions per 1000 women 
of reproductive age), the magnitude of the problem of unwant-
ed pregnancy and the unmet need for family planning can be 
appreciated (9).

A review of current abortion laws shown that some 52 coun-
tries, with about 25% of the world’s population, fall into the 
most restrictive category, where abortions are prohibited ex-
cept when the woman’s life would be endangered if the preg-
nancy were carried to term. Forty-two countries, comprising 
12% of the world’s population, have statutes authorizing abor-
tion on broader medical grounds--e.g., to avert a threat to the 
woman’s general health and sometimes for genetic or juridical 
indications such as incest or rape--but not for social indications 
alone or on request. Some 23% of the world’s population lives 
in 13 countries which allow abortion for social or socio-medi-
cal indications. The least restrictive category includes the 25 
countries (about 40% of the world’s population) where abortion 
is permitted up to a certain point in gestation without requiring 
that specific indications be present (10).

It is estimated that out of 400,000 maternal deaths that oc-
cur each year throughout the world, as many as one-quarter 
to one-third may be a consequence of complications of unsafe 
abortion procedures (10). Unsafe abortion is one of the great 
neglected problems of health care in developing countries and 
a serious concern to women during their reproductive lives. 
Contrary to common belief, most women seeking abortion are 
married or living in stable unions and already have several chil-
dren. However, in all parts of the world, a small but increas-
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ing proportion of abortion seekers are unmarried adolescents: in 
some urban centres in Africa they represent the majority. WHO 
estimates that more than half of the deaths caused by induced 
abortion occur in South and South-East Asia, followed by sub-
Saharan Africa. It should be stressed that these figures are only 
estimates: it has not been possible to get the true numbers because 
of the difficulty of distinguishing between deaths from induced 
abortion and those from spontaneous abortion in countries 
where abortion is illegal (10). The 1984 the United Nations 
International Conference on Population urged governments” to 
take appropriate steps to help women avoid abortion, which in 
no case should be promoted as a method of family planning, 
and whenever possible, provide for the humane treatment and 
counselling of women who have had recourse to abortion” (11).

Safety of Fertility Regulation

In view of the major worldwide increase in the use of modern 
contraceptives their safety has become an important public 
health issue. The past two decades have witnessed a major 
global research effort on the safety of contraceptives. In fact, no 
other drugs or devices in the history of medicine have ever been 
subjected to such scrutiny. The Programme itself has conducted 
several assessments of the safety of various contraceptive, 
particularly in developing countries, which have resulted in 
landmark publications (12-15). The safety of a contraceptive 
method must be assessed in a context wider than the potential 
risks associated with the use of the methods. The effectiveness of 
the method in preventing unwanted pregnancies must be taken 
into account along with the non-contraceptive health benefits. 
Contraceptive effectiveness, as a factor in safety, is related to the 
level of risk attached to unwanted pregnancy. Non-contraceptive 
benefits of, for example, oral contraceptives include a decrease 
in the incidence of iron-deficiency anaemia, protection from the 
life-threatening condition of ectopic pregnancy, and a lower risk 
of ovarian and endometrial cancer (11-15).

The risk/benefit ratio for different contraceptive methods varies 
for different populations, individuals, and even for the same 
individual at different periods of life (16). This also emphasizes 
the need for a broad range of contraceptive methods to match 
the different safety needs. No methods of contraception can 
be labelled as safe or unsafe without considering the needs of 
situation of the user in question.

Safe Motherhood

Data that became available in the 1980s about the magnitude 
of maternal mortality should have shocked the world. WHO 
global estimates indicate that more than half a million women 
die each year because of complications related to pregnancy 
and childbirth. All but about 3000 of these deaths take place 
in developing countries (17). The disparity between maternal 
death rates in developing and developed countries is greater than 
for any other common category of death. Moreover, maternal 
mortality should be looked upon as just the tip of an iceberg 
of maternal morbidity, suffering, and ill-health. Quite rightly, 
the situation has been described by some as the “scandal of 
all times.” Apart from maternal mortality rate, the number 
of pregnancies and deliveries that the woman goes through 
determines her lifetime risk of maternal death. In some parts of 

rural Africa, this risk can be as high as one in 20. In Europe, it 
is low at one in several thousand. Family planning to prevent 
unwanted pregnancies saves lives. World Fertility Survey data 
have been used to estimate the proportion of maternal deaths that 
would have been prevented if all women who did not want any 
more children but who were not using effective contraception 
had been able to prevent all their unwanted pregnancies (18). 
For 26 developing countries, the median proportion of deaths 
averted would have been 29%, with a range from 5% in the Cote 
d’Ivoire to 62% in Bangladesh. The median reduction in deaths 
would have been 17% for eight African countries, 35% for ten 
Asian countries, and 33% for eight Latin American countries. 
Taking into consideration the prevailing high levels of maternal 
mortality in these countries, the number of lives saved could be 
enormous.

Information, Education and Communication

The development of a relevant and thorough information, 
education and communication (IEC) plan is a prerequisite to 
the successful introduction and continued use of any form of 
contraception. Health workers must be properly informed about 
the contraceptive methods that they offer, and potential users 
must be able to make an informed choice from the methods 
available. Information is given to aid patient choice, and not to 
persuade, press or induce a person to use a particular method. 
Furthermore, the decision to refuse a method offered must be 
based on adequate information just as much as one to accept it.

This implies an understanding not only of the effectiveness of that 
method, but also of the risks involved and that alternative choices 
possible. To achieve this objective, a variety of interpersonal 
and public communication must be given to training of health 
personnel and the production of appropriate materials. Clients 
who have made an informed choice of methods are more 
likely to be satisfied with it and, by talking about their positive 
experience, become the most effective means of promoting it.

Counselling

Counselling of clients is an essential part of providing 
contraception and all available methods should be discussed. In 
reviewing contraceptive alternatives with clients, health workers 
should be aware of a number of factors that may be of relevance, 
depending on the method in question. These will include:

(1) Subjective factors associated with the use of any services  
      required, and the time, travel costs, pain or discomfort  
      likely to be experienced;
(2) The accessibility and availability of products that may have 
to be procured;
(3) The advantages and disadvantages of the method;
(4) reversibility;
(5) the long-or-short-term effects.

Once a method has been chosen, counselling should aim to 
provide the client with a knowledge of the basic facts about the 
method that has been accepted, including:
(1) how the method works, e.g. how an injection in the arm or  
     buttock can act to prevent pregnancy;
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(2) the known contraindications;
(3) the side-effects to expect. 
(4) the management of common side-effects;
(5) the importance of returning to the provider with questions  
      or complaints that cannot be easily answered or managed  
      by the woman herself; 
(6) the importance of regular contact with the health care  
      provider so that the client’s health can be monitored; 
(7) what will be done during the next visit and why; 
(8) the possible delay (on average 6 months) in return to  
      fertility after ceasing to use the contraceptive method in  
      question .

The importance of fully and clearly spelling out known side-
effects to the client cannot be overemphasized. This should be 
done, however, in such a way as not to alarm the client.
The health worker should be encouraged to keep some simple 
records of the objective side of the interview; these will be 
invaluable in evaluating the programme.

To encourage the client to express her concerns, simple techniques 
may be used, such as listening attentively when the client speaks, 
nodding to encourage the client to continue, paraphrasing what 
the client says to make it more specific but without changing 
its meaning, reflecting the feelings expressed by the client back 
to her in non-judgemental way, asking questions in such a way 
that the client is not simply reduced to answering “yes” or “no” 
and ensuring the control of the discussions is not entirely in the 
hands of health worker.

A valid decision to use a particular method need not be in writing 
for legal purposes, because choice is indicated not by a signed 
form, but in a freely determined conduct following adequate 
discussion.

Training in Counselling

Although the techniques of good counselling may seem self 
evident, particular attention must be paid to these skills in any 
training programme. As it is more efficient to retain satisfied 
clients than to seek new ones, the importance of counselling 
should be emphasized to the health worker, who will most 
probably be extremely busy and moreaccustomed to dealing 
with medical matters. Staff of the appropriate level to deal 
comfortably with clients should be trained in counselling 
techniques and properly supervised by medical personnel. One 
of the simplest methods of training in counselling is the use of 
“role-playing”, in which health workers take turns at playing the 
role of client. This can be supplemented by “modelling “ of good 
counselling techniques.

While contraceptive users are the major target for IEC activities, 
there are also other audiences for whom information about a 
contraceptive methods are of crucial importance because of the 
role that they may play in the acceptance of contraceptive method 
or alternatively , in sabotaging its acceptability and availability. 
These other audiences may include the following :

- the general public;
- health decision-makers;
- husband
- contraceptive providers and other health care providers,  
  especially general practitioners;
- Field workers of family planning or health care;
- specialized groups, including both governmental and  
  nongovernmental agencies, concerned with health, education,  
  religion, social welfare and social policies.

Assessment of Information Needs

It is absolutely essential for the messages conveyed in an IEC 
programme to be based on the information needs of the identified 
target audiences. Thus potential users have information needs 
that differ from those of health care decision-makers and from 
those of the general public. Group discussion with members 
of the target audience is an important means of information on 
educational needs . Small group discussions are particularly 
successful for this purpose. These are conducted as open-ended 
conversations focused, in this case, on family planning usually 
1-2 hours in length, in which all participants are encouraged to 
interact with one another, to comment on various topics, to ask 
questions of one another, and to respond to others’ comments. 

Channels of Communication

Numerous methods of disseminating information can be 
used in an IEC programme, but the choice will depend on 
what is available in the country concerned . The channels 
of communication that can be used include the following: 

the mass media, including radio, television, cinema, newspapers, 
and increasingly, videos; 
printed materials developed specifically for a specific 
contraceptive method and relevant to local conditions including 
books, leaflets, posters, circulars, comic books, flip charts, etc.;
personal communication by means of public speakers, group 
discussions and seminars, theatre, popular music, etc.

Special Groups

Two groups of particular importance for the IEC process are 
women’s organizations and other nongovernmental organizations 
and traditional midwives and healers. Women’s organization 
have demonstrated great concern for women’s right to make their 
own decisions concerning reproduction and for the provision 
of high quality care through the service delivery system. In 
many countries, these organizations can play an important role 
in communicating with potential acceptors of contraceptives. 
In many societies, traditional midwives and healers not only 
attend women during childbirth but also provide health care to 
the family, and may be the only available source of assistance 
on health related matters. These individuals should be identified 
and given the necessary information on family planning . Their 
cooperation and understanding are essential to the success of the 
family planning programme.
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Factors Affecting Availability and Acceptance

Many factors affect the availability and acceptance of 
contraceptives, but the acceptance will depend upon:

Characteristics of the client
Among women who already have children, their previous 
experience of pregnancy and delivery may influence their 
decision whether or not to use contraception for family spacing 
or limitation. Women who have never been pregnant and who 
want to postpone childbearing are special cases with respect to 
the choice of contraceptives. Both groups need the assurance 
that there will be no side effects that could adversely effect 
future fertility. The previous experience of users with other 
contraceptive methods is likely to influence the acceptance of a 
new method.

Various socioeconomic factors, such as the client’s educational 
level, occupation, and financial status may also effect the 
acceptance of a contraceptive. Other factors to be taken into 
account include the nature of the client’s relationship with her 
partner, the quality of communication between them, and the 
degree of joint decision-making

Characteristics of the provider
Professional commitment. The commitment of the health worker 
in the community to the use of effective and acceptable methods 
is essential. If national coverage is planned, the cooperation of 
the private sector, including pharmacists and representatives of 
the mass media, is useful since adverse opinions or news stories 
may create anxiety and opposition, both in the private sector and 
among the public at large.

Attitudes and skills of health workers. The attitudes of staffs 
will influence both method acceptance and continuation of use. 
Their communication skills include most importantly the ability 
to listen to and respond sympathetically to clients who have 
problems. 

Characteristics of the method
Clients’ perception of the method’s advantages and disadvantages, 
including its safety, effectiveness, convenience of use, cost and 
potential side-effects, will influence their choice. A distinction 
should be made between the beliefs of the client about the 
method and those of the provider. It is important that they should 
be shared and clarified.

Informing Clients About Contraception

The three components for informing clients about contraception 
and their definition are shown below: 

Information 
To provide facts about available methods of family planning 
Promotion 
To encourage people to practice family planning 
Counselling 
To assist the individual client to make an informed, voluntary, 
and well-considered decision about family planning 

Information
The major purpose of information activities is to provide 
facts that the client can use in making a decision about family 
planning. Accordingly, clients must be given complete, accurate, 
and unbiased information about the available methods of 
contraception. Messages that favour one method of contraception 
over another, or that address only the advantages of particular 
methods are misleading and compromise informed choice. 

Family planning providers must ensure that all personnel 
who provide information about contraception are themselves 
well informed. Facts about methods, their advantages and 
disadvantages and their side effects should be incorporated 
in training programmes for doctors, nurses, field workers, 
counsellors, and other appropriate personnel. Staff members 
should also be routinely supervised to ensure that they are 
providing clients with accurate and complete information.

Promotion
The major purpose of promotion or motivation is to encourage 
people to practice family planning. It is acceptable to promote 
the benefits of small families and to encourage clients to use 
some methods of family planning. However, urging healthy 
clients to use specific methods compromises voluntary choice 
(WFHAAVSC, 1987).

Family planning services have undertaken a variety of promotional 
activities. One of the most common is to use trained community 
workers to promote contraception; these individuals usually 
have other public health or family planning responsibilities, 
such as providing information about health services methods of 
contraception, distributing contraceptive or medical supplies, or 
accompanying clients to clinics.

More intensive education by health care providers when 
contraception is discussed and prescribed and closer follow-up 
might help adult women become more satisfied with all forms 
of contraception. A closer partnership between the woman and 
her health care provider should help the woman understand the 
true risks and benefit of contraception, the usual expectations of 
side effects, and how family planning methods can be changed 
to eliminate or minimize side effects. The role of the male in 
family planning is extremely important. At times it has received 
inadequate attention since many of the effective methods 
developed over the past twenty five years have been designed 
for use by females alone. Moreover, since it is the woman who 
must undergo the pregnancy, bear the child, nurse it, and in 
most instances feed it, women have had greater motivation to 
take control of their reproductive destiny. In the ideal situation, 
couples should share the choice of the contraceptive and the 
responsibility for its use and should together be aware of, and 
alert to, possible side-effects. There are a number of positive 
rewards for the couples that follow family planning methods. 
These include socioeconomical and health benefits. Family 
planning will allow spacing of children leading to a better health 
of the mother, it may allow her as well to enter the working force, 
in addition to giving the couple more time to build a stronger 
marriage. As for the children themselves, they will receive better 
attention , more education ,and they will have better health.
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A number of community groups can help in the promotional 
activities for family planning including:
- Non governmental organization.
- Media, newspapers, journals, TV and others.
- Local leaders of the community.
- Women and Children advocate organizations.
- Health care center
- Ministry of health
- Hospitals
- Health care team including: physicians, nurses, social  
  workers, etc.
- Political parties and politicians
- Religious organisations and figures.

Process of Counselling
The purpose of counselling is to assist the clients to make an 
informed, voluntary, well-considered decision regarding fam-
ily planning. In addition to providing information about meth-
ods of contraception(filling in gaps in the client’s knowledge 
and correcting misconceptions), the counsellor focuses on 
the client’s decision and how it is made . Careful analysis of 
the community is the first step in any successful information 
programme. During this stage, staff should talk to clients and 
should examine the messages that are being circulated . Clients 
receive information about contraception in many ways. Some 
of that information may be inaccurate or incomplete.

Service managers should also examine the context in which 
they are communicating. They should seek to answer the fol-
lowing questions;
What rumours and myths exist?
What forces are at work that might make clients resist or disbe-
lieve information about family planning.
Which sources of information does the community trust and 
rely upon?
What information is being presented in the newspapers, on tel-
evision, and on radio?
Is family planning widely practiced in the community, or is is 
just beginning to be used?
Are there any laws or local customs that might restrict public 
discussion about family planning.?
What is the role of women in society, and how does it effect 
information activities about family planning?
What role do women play in making decisions about family 
planning?
Are other agencies already providing information about the 
specific contraceptive method ?

Major steps in developing an information programme about a 
contraceptive method (19)
1. Analysis
2. Developing a plan
3. Developing messages

4. Developing materials and activities
5. Pretesting and revising
6. Implementation
7. Evaluation

After careful analysis of the community and service context, 
the second step is to develop a plan. This stage is concerned 
with identifying the objectives and topics of the programme. 
Staff members select the segments of the client population that 
will be the target of the information programme, and then ob-
tain additional information about these groups. The following 
question should be considered:

Are these potential clients literate, partially literate, or  
illiterate?
What languages do they speak and read?
What do they already know about family planning and the  
concerned contraceptive method?
What concerns, questions, and misconceptions do they have 
about family planning and the specific method?
Who influences their decision about family planning?
What is the desired family size?
What life values are important to the audience?
What problems are they facing?
How is counselling given?

The following activities should be part of every family  
planning counselling session:

Welcome the client in a friendly and helpful manner.
Ask the client to specify her family planning goals.
Determine what the client already knows about contraception.
Provide information about contraceptive methods and serv-
ices as required . 
Determine the client’s circumstances and the factors  
influencing her choice of contraception.
Encourage the client to ask questions and discuss her  
concerns.
Correct any misconceptions regarding methods of  
contraception.
Help the client to make an informed, voluntary and well  
considered decision.
Provide more detailed information if the client selects a  
method.
Arrange appointments and provide for follow-up as needed.

Social Dimensions of Reproductive Health

Patterns of contraceptive use vary in different populations. 
For example, while 40% of all users in Brazil and Sri Lanka 
use female sterilization, only 2% of Indonesian women use 
this method. Several factors are responsible for these varia-
tions, including, among others, emphasis on certain methods 
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by providers, knowledge and preferences of couples regard-
ing contraceptives, provider-client interaction and perceptions 
about or actual experience with the method(s). Moreover, con-
traceptive use involves three distinct stages:

a. decision to use and the selection of a method;
b. continuation of use and
c. switching to another method or discontinuation of  
contraception. 

The term “dynamics of contraceptive use” refers to the com-
plex interplay of various sociocultural and behavioural factors 
associated with these stages. Health workers remain a primary 
source of information about contraceptives in many countries. 
That doctors and health workers are a primary source of in-
formation about contraceptives was evident in Bangladesh, 
India, Kenya and Turkey. In Kenya, for example, (20) women 
stated that health workers’ advice had contributed greatly to 
the selection of methods they were using at a time of the in-
terview. Despite the considerable expansion of contraceptive 
use, accessibility of family planning services remains a major 
problem in many countries. Distance between home and the 
health center was also found to be significantly related with the 
type of method used by couples, with relatively more women 
living nearer(less than one kilometer) to the health center using 
an IUD compared with women who lived farther away (who 
mainly used withdrawal).

A feature that stands out consistently in all studies is the lack 
of accurate or culturally sensitive information about contra-
ceptive methods in developing countries. Health concerns and 
misperceptions about different methods continue to be major 
barriers to the adoption and continued use of contraceptives in 
several countries. Health concerns and ignorance about meth-
ods were the main reasons given by more than 50% of women 
interviewed in Kenya for not using a method. The studies also 
identified cultural barriers to the use of contraceptives. In In-
dia, Kenya, and Mexico, the husband was the main source of 
opposition to a woman’s use of contraceptives. Better educated, 
younger and economically well-off women were more likely to 
use spacing rather than permanent methods. Sterilization was 
much more common among the landless and among women 
with no education.

For policy makers and programme managers, the information 
on the extent of unmet need for family planning is critical. 
Health workers can do much to promote informed use of non-
permanent methods. They can also help remove unwarranted 
fears about those methods. Other activities most amenable to 
intervention are woman’s education and quality and extent 
of health services. Education helps women to seek more in-
formation which enables them to make a free and informed 
choice which invariably leads to a prolonged satisfied use of 
the method.

Studies in five African countries found that there is a large 
gap between men’s knowledge and their use of condoms, as 
far fewer men use condoms than know of them. But knowl-
edge still makes a difference , because the higher the level of 
knowledge, the higher the reported level of ever-use in samples 

studied. In Africa, condom needs to be promoted particularly 
among women as an alternative family planning method in or-
der to improve its image as a legitimate and acceptable bar-
rier method for stable couples. In general terms, the studies 
found that young men’s opinions about marriage and condom 
use were changing in both positive and negative ways. Condom 
use in all countries studied was highest among younger, more 
educated, and more urbanized men. Young men who are influ-
enced by urban life styles are becoming detached from tradi-
tion. Policy recommendations from these studies underscore 
the need for condoms to be promoted as an alternative family 
planning method, particularly among women in order to im-
prove the image of condoms. . Emphasis should be placed on 
educating everybody about safe sex rather than focusing sole-
ly on men in high risk groups. These projects also show that 
across the continent, and in all contexts, more culture specific 
information and education regarding condoms are required.

Status of Women and Contraception

In all societies, both sexes have assigned roles. The differences 
between these roles, the extent to which they are flexible or 
rigid, and how they influence daily life varies from culture to 
culture. Gender roles have considerable influence on reproduc-
tive behaviour, particularly decision making regarding fertil-
ity and contraceptive use. One study found that women who 
believed less in “patriarchy male dominated society” enjoyed 
more quality at home and tended to have fewer children. Over-
all, there is an association between higher socioeconomic sta-
tus, more education, low patriarchal values and/or enjoyment 
of a higher degree of equality in the home, and greater knowl-
edge of contraception, greater belief in autonomy of women in 
child-bearing decisions, and smaller family size. This shows 
that education of women can play a key role in the adoption of 
contraception.

Systematic Introduction and Appropriate 
Management of Contraceptive Methods

In the introduction and management of new underutilized 
methods of fertility regulation into family planning pro-
grammes there is need for :
a. generation and dissemination of information necessary for  
    the addition of new or underutilized methods of fertility  
    regulation into family planning programmes, particularly  
    through the conduct of introductory trials.
b. determination of service delivery needs and user needs  
    when introducing fertility regulation methods, as well as  
    the management skills and practices necessary to ensure  
    appropriate quality of care in service delivery; and
c. facilitation, through research on product management and  
    establishment of standards and guidelines, of the transfer  
    of contraceptive technologies including registration,  
    production, and sustainability of these methods and  
    understanding of economic implications of their  
    introduction.
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A systematic approach to the introduction of a method of fam-
ily planning into a national programme is one in which the 
introduction is undertaken in the context of the capabilities of 
the service delivery system. It addresses ways of broadening 
a method’s availability and evaluates service delivery issues, 
helping at the same time to improve the quality of care given to 
users of all methods.

Research in the existing service capabilities and method mix 
of a family planning programme may determine that it is ap-
propriate to proceed with the introduction of a completely new 
method, such as the implantable contraceptive Levongestrel 
( Norplant), or the once-a month injectable preparation con-
sisting of progestin-estrogen formulation. The levonorgestrel 
implant consists of six silicone rubber tubes filled with lev-
onorgestrel, a progestin -only contraceptive that permeates the 
membrane of the capsule slowly over the course of five years. 
This method has an extremely low failure rate, and yet its con-
traceptive effect is highly reversible. It suppresses ovulation, 
decreases the endometrial lining and increases the thickness of 
cervical mucus, thus making it difficult for sperm to penetrate 
the cervical OS (21). The implant may be the ideal contracep-
tive for non compliant patients. Traditionally, contraceptives 
have been introduced into family planning programmes with-
out prior research on how the new method fits in with the exist-
ing range of methods or whether the method can be delivered 
appropriately through the delivery system in the country. Un-
der this new systematic approach, a method is introduced in 
three stages. Stage I involves a preliminary assessment of the 
current programme, its method mix, coverage and service in-
frastructure. This stage is intended to assist the programme in 
determining the potential role of adding new methods. the need 
to strengthen services for existing or underutilized methods, 
and the ability of the service system to cope with the addition 
of new methods. If the assessment leads to a decision to pro-
ceed with the introduction of a new or underutilized method, 
then Stage II would be implemented. This stage would include 
an introductory trial and associated service research projects, 
which would examine issues that may affect the introduction of 
a new method on a larger scale. Stage III entails the evaluation 
of this introductory trial to decide if it is appropriate to expand 
the use of the method to a larger scale in the programme, and if 
so, plan for the scaled-up activities.

It was noted that the Stage I assessment may conclude that the 
introduction of a new method such as (Norplant) or (Cyclofem), 
is appropriate. Or it may conclude that other existing or un-
derutilized methods should be introduced or even that given 
the service delivery situation, introduction of any new method 
would be inappropriate and efforts should be made to improve 
the way in which currently provided methods are delivered.

The research in stage II would relate predominantly to research 
on the supply side of the service delivery and its determinants-
i.e., factors relating to the policy and to operational managerial 
aspects of making the method available to the potential user 
(20).

User Education, Counselling and Instruction

The success of family planning programmes depends on the 
quality of the relationships established between service users 
and service providers. The operational objectives of the most 
family planning programmes and the service providers con-
cerned are to:

- gain new acceptors of family planning;
- encourage current users of contraceptives to continue  
  planning their families through the effective use of safe  
  methods;
- provide a reliable source of contraceptive information and  
  supplies;
- identify and deal with complications, including unplanned  
  pregnancies, effectively and expeditiously 

While the providers of programmes relying on social market-
ing or social retail sales can exercise very little control over 
distributors at local outlets, every effort should be made to en-
sure that they give their customers basic information on:

- The ways in which specific contraceptives are used;
- Where to seek help should a customer experience a  
  complication, including an unplanned pregnancy.

Each user is unique. To establish a good relationship with fam-
ily planning acceptors-male and female - health workers must:

- demonstrate a caring attitude with regard to the user and her/
his concerns; 

Communicate relevant facts clearly and openly, taking the  
user’s background into account;
- ensure that the user understands the necessary instructions  
  in the use of chosen means of contraception (diaphragm,  
  cervical cap, condom, foaming tablet, or other related  
  means);
- keep a complete and accurate record of the client’s  
  reproductive health history so that past experience is taken  
  into account when dealing with the present and the future.

User education, counselling, and instruction should not be 
seen as isolated activities, but as a vital and integral part of 
the process of providing family planning services and care. 

The key steps in this process are as follows: 
 
a. Ensuring adequate supplies
Providers should place special emphasis on the methods that 
are most likely to be available on a continual basis and most 
compatible with the needs, beliefs and characteristics of the 
user population.
b. Assisting in the selection of a method
This is primarily an educational process. As a result of infor-
mation and motivation campaigns, usually through women’s 
or men’s groups, schools, respected peers, professional groups, 
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field educators, and the media(music, drama, radio, posters, 
travelling shows, hoardings or billboards, newspapers, or 
television) the client makes the first big decision for using a 
specific contraceptive method, i.e., one that not only can be 
used consistently and with common confidence, but is the least 
likely to produce complications or serious side effects.

Providers should assist each client in deciding what contracep-
tive method to use, or should recommend one. The recommen-
dation should be based on : medical background of the client, 
plans for future pregnancies, living conditions, perception of 
family or community pressures, and the clients own prefer-
ence.
c. Instruction in the use of methods chosen
After a method is chosen; the provider should review with the 
user how to use the method chosen; the advantages and disad-
vantages of the method; possible side-effects and complications 
associated with the use of the method; and the circumstances 
under which the user should return to the provider for help.
d. Follow up of users
Acceptors should be asked to return at a later date so that the 
staff can monitor the use of the methods chosen and offer posi-
tive support. Some family medicine providers believe it is im-
portant for the user to revisit the clinic within 3-4 weeks of 
starting to use a contraceptive method.

During these early follow-up visits, the provider should make 
sure that the user remembers the relevant danger signals.

Research and the Future

Contraceptive research also continues to make a big difference 
in the lives of millions of people. Examples of benefits of con-
tinuing research include:

- reduction in doses of hormones in oral contraceptives  
  (which has made them safer);
- development of new types of intrauterine device that are  
  more effective and that can be used for longer durations; and
- the development of more simplified techniques for female  
  and male sterilization (which improve their acceptability and 
  expand their availability).

Furthermore, several new contraceptive methods are in the 
pipeline, including new monthly injectable methods and a 
hormone-releasing vaginal ring. These developments not only 
provide greater satisfaction and safety to existing users, the 
broadening of choice often also means that more new users 
will find a method acceptable to them.

The World Health Assembly in May 1990, “noted the worldwide 
mismatch between the burden of illness which is overwhelm-
ingly in the Third World, and investment in health research 
which is largely focused on health problems of industrialized 
countries, and the fact that many developing countries lack 
the scientific and institutional capability to address their par-
ticular problems, especially in the critical fields of epidemiol-
ogy, health policy, social sciences, nursing and management 

research (22). Of particular concern is the lack of investment in 
contraceptive research and development in spite of the rapidly 
expanding need in developing countries for broader contra-
ceptive choices and the potential impact of new contraceptive 
methods on reproductive health (23).

It has been estimated that less than US $ 63 million are being 
spent worldwide every year on the development of new contra-
ceptives (24). A major factor in the slowing down of research 
in contraceptive development has been the withdrawal of the 
pharmaceutical industry from this field for reasons related to 
development costs, liability, and a controversial political cli-
mate. Whereas in the 1970s there were 13 major pharmaceuti-
cal companies actively engaged in contraceptive research and 
development, of which nine were in the USA, in the 1980s their 
number had dwindled to four, of which only one is in the USA 
(25). The subject has been of sufficient concern for the US Na-
tional Research Council and Institute of Medicine to issue a 
Committee Report in 1990 to highlight the unmet needs and to 
propose possible remedies (26). The report warned that “unless 
steps are taken now to change public policy related to contra-
ceptive development, contraceptive choice in the next century 
will not be appreciably different from what it is today.”

Reproductive Health - A Global Priority

There is an urgent need for global collaboration to improve re-
productive health for three reasons. First, the impact of the rise 
in global population transcends national boundaries. Second, 
action is urgently needed now as there will be a heavy penalty 
for inaction of delayed action. Third, the inequity in reproduc-
tive health between developed and developing countries and 
between men and women must be eliminated for the benefit 
of all.

The impact of reproductive health is not limited to the indi-
vidual, family, or society at large. It extends across national 
boundaries to the world as a whole. The inability of individu-
als and couples in developing countries to regulate and control 
their fertility because of lack of information and inadequacy of 
services not only affects the health and welfare of the people 
immediately concerned, but also has implications for global 
stability and for the balance between population and natural 
resources.

There is such urgency about the need for immediate action that 
the 1990s may turn out to be a most decisive decade in the 
history of mankind. Action or inaction in the next ten years 
will decide the final number of people and their fate on board 
spaceship earth. The United Nations has made two projections 
for the world population. The difference between the two is 
almost the size of the current world population. About 90% 
or more of this increase will be in the south, in countries least 
capable to cope with these large numbers.

Inequity on reproductive health is the third compelling rea-
son for international cooperation. There is no area of health 
in which inequity is as striking as in reproductive health 
(27). The differences in mortality rates in different parts of 
the world show that while the crude death rate is about 10% 
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Table 1: Differences in mortality rates in developed and developing countries

Source: Ref 27.

more in the less developed than in the more developed regions, 
the infant mortality rate is almost six times higher, the child 
mortality rate is seven times higher, and the maternal mortal-
ity rate is fifteen times higher (28) (Table 1). These mortality 
differentials do not reflect the full picture of inequity. Differ-
ences between countries are much more striking. There are 
also marked differences within countries, particularly between 
urban and rural areas.

International cooperation to improve reproductive health should 
have two major objective: mobilization of necessary resources 
and generation of the necessary knowledge and skills. These, 
together with national commitment, can change the outlook for 
reproductive health in the world. The Alma-Ata Declaration 
states: “The existing gross inequality in the health status of the 
people particularly between developed and developing coun-
tries, is politically, socially and economically unacceptable, 
and is, therefore, of common concern to all countries” .

Resources
 
The world has the resources to implement the necessary strate-
gies to improve reproductive health. It is a question of rational 
allocation and effective utilization and of redressing imbal-
ances in priorities.

The international scene
More than US $ 50 thousand million are available in the world 
each year as official development assistance (ODA) (29). The 
DAC (Development Assistance Committee) countries account 
for more than 85% of this aid. As a percentage of GNP, in 1987-
88 ODA accounted for 0.35% in DAC countries (ranging from 
0.2% for USA to 1.10% for Norway). For most countries this is 
still well below the 0.7% target adopted in the United Nations. 
The United Nations Population Fund estimates that, although 
funding for population-related projects as a proportion of the 
total ODA rose by about 1.7% in 1985, in the next two years the 
level of funding fell to just below 1.1% . Overall, the total popu-
lation assistance has remained remarkably stable in constant 
dollar terms since 1972, hovering below US$ 500 million. A 
small percentage increase in ODA could dramatically increase 
the available resources for reproductive health.

The national scene
International cooperation can also play a role in increasing the 
availability of resources at the national level, particularly by 
ameliorating the debt burden of developing countries and by 
decreasing the need for the high levels of military expenditure. 
The current debt situation in developing countries has reversed 
the North-South resource flows. According to a United Nations 
study, a sample of 98 developing countries transferred a net 
amount of US$ 115 thousand million to developed countries 
between 1983 and 1988. Furthermore, the continuing flight of 
millions of dollars from the developing countries has made the 
situation much worse (30). Financial difficulties in developing 
countries have led to cut-backs that are particularly noticeable 
in the health sector.

In developing countries, the expenditure on the military is 
more than that on education and health combined, compared 
to just over half in the industrial world (30). Even in the least 
developed countries, spending on the military is almost equal 
to the amount spent on education and health combined. There 
are eight times more soldiers in the Third World than physi-
cians. The total military expenditure of the Third World is es-
timated at almost US$ 200 thousand million. In spite of more 
than 800 million people in absolute poverty in South Asia and 
sub-Saharan Africa, South Asia spends US$ 10 thousand mil-
lion a year on defence and sub-Saharan Africa US$ 5 thousand 
million (30).

Peace efforts, through international cooperation, should free 
a significant proportion of military expenditure to be reallo-
cated to other social sectors including health. The challenge 
facing the world in the area of reproductive health is great (30). 
Prophets of “doom and gloom” can easily get a following. No 
problem, however, is insurmountable given the resourcefulness 
of humankind. In joint effort we need to harness science. But 
COMMITMENT is the key word.
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