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1. INTRODUCTION 

The growth of world interest in family planning over the past 
ten years is a notable event in the history of mankind. It is unlikely 
that in 1960, any one could have predicted accurately the great changes 
that have since occurred, in the reproductive attitudes and behaviour 
of immense numbers of persons of many societies, and the significance 
of government and United Nations action in support of these changing 
attitudes. 

The regulation of reproduction is a highly complex subject that 
touches society at many levels. It involves interests that range 
from the personal through the medical and biological to the cultural 
and religious. Fertility behaviour has economic consequences, presents 
demographic and social aspects and involves political considerations. 
In Asia, certain of these questions may be somewhat more acute than 
elsewhere but governments are taking the initiative and faCing up to 
the tasks to be done. 

Factors influencing reproductive behaviour 

About 100 countries in Africa, Asia, Latin America and Oceania 
can be described as developing. The lack of development is reflected 
in a number of characteristics that they have in common, such as high 
mortality, particularly infant mortality, high fertility, young 
population, inadequate education, low status of women, lack of adequate 
health services and social welfare programmes, etc. 

The countries of Asia, whose populations total over 2000 million 
or nearly 60~ of the world's people, present many of these features. 
If development is measured by per capita indices -- economic, food 
production, health, energy consumption -- Asia is next to last, only 
Just better than Africa. FOr example, in 1970 the per capita income 
in Asia was estimated at $187 as against $164 for Africa and $415 
for Latin America. The picture in Oceania is much brighter because 
of the inclusion of Australia and New Zealand, and the indices there 
compare well with those of Europe. 

All the above-mentioned characteristics of the less developed 
countries have direct effects on repr0ductive behaviour, fertility 
rates, size of families, and consequently, population growth rates. 

Population, fertility and mortality 

Pre-eminent among the many problems facing the developing 
countries is this matter of population growth. In Asia, the 
population has increased by 4~ in the past 20 years. This figure 
is exceeded by Latin America with a 74~ increase and Africa with 55~. 
On the other hand, North America has had a 37~ increase and Europe 
a 23~ increase since 1950. However, in absolute numbers, the Asian 
picture overshadows the others. In Oceania, the increase has been 
one of 46~ since 1950 • 
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Table 1 indicates the population distribution by fertility 
and mortality levels in three resiona of the developing world in 
1970. 

Births Death 
per 1000 per 1000 A!!! Africa ratin AMrica 

Over 25 Over 25 1.4 8.0 
Over 40 Falling (15-25) 82.6 90.1 8.4 
Over 40 Imf (5-14) 6.5 1.5 39.9 
Under 25 Imf (5-14) ~ 0.4 51.7 

Total loo.O~ loo.O~ lOO.~ 

Except for three or four oaaotr1es, hish levels of fertility 
are prevalent throughout Asia ... 'x1.t for ~ut 90. of tne population. 
Though the birth rates in Asia are h1lh, they are not ,so hilh as in 
Africa and Latin America, and III&D7 Aaian Countries are experieneins a 
significant fall in birth rates - for exa.ple, Ceylon, Fiji, HbQl Kong, 
Korea, People's Republic of China, Singapore, Taiwan and perhaps, 
others. 

There has been a marked decline in death rates during the past 
25 years. Of the 16 or so countries represented at the aell1nar, all 
except one have reported deaths of 13 per 1000 or less, and 12 have 
rates even lower than 10 per 1000. At tne sa.e ti .. , a larse nu.ber 
of Asian countries still have infant .ortality rates above 100. 

What is meant by family plann191 

.. It may be appropriate at this point to indicate what we .ean by 
family planning. A WHO Expert Co.ittee in 1971 described family 
planning as follows: 

"FaII1ly planning refers to procedures that help 
individuals or couples to attain oertain objectives; to 
avoid unwanted births; to brins about wanted births; to 
resulate the intervals between presnaneies; to control 
the tiM at which births occur 1n relation to the qe of 
the parents; and to determine the nUliber of children in 
the family. Services that make the.e practices possible 
inolude education and oounaellinl on f .. ily plannins; the 
provision of contraceptives; the aanage .. nt of infertility; 
education about sex and parenthood; and organizationally 
related activities such as genetics and marriage counselling, 
screening for 1H.11gilancy, and. ado]tttOft s.rvic~s." 

Taking a broad view, one could aq that all countries ha.e SOlIe 

family planning activities. However, if .. oona1der the two major 
arguments put forward by gove:rDMnta tfW ....,..tins fa.1ly plannillC -
health and lower population growth rate. -we f1nd the follow1ng. 

• 
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Government policies and activities 

Of the 39 countries in Asia, 15 have developed an official 
policy in favour of family planning. By this, we mean (1) the 
government has included family planning in its plans for economic 
development; and (2) either a responsible governmental official has 
proclaimed such a policy, or the activities within the country 
clearly indicate the government's intentions. Three other countries 
have no expressed policy, but actively support family planning activities. 
On the other hand, 21 countries have no policies and offer little or no 
support to family planning activities. Yet, even among this latter 
group of 21, many do recognize the importance of family planning as a 
health measure. In fact, of the 16 or so countries represented at 
this seminar, all have, or will soon have, family planning programmes, 
most of them integrated to some extent with maternal and child health 
services. There is no doubt that among the developing countries 
themselves, the impetus to the adoption of national policies favouring 
fertility regulation has come from the Asian region. 

Obviously, no one expects that family planning programmes, even 
when successful, will overcome the problems confronting man in the 
next period of years. In Asia, as elsewhere, during the present 
decade the growth of the total population will continue to be rapid 
and the rate of growth of the urban population will exceed substantially 
the rate of total growth. This heavy rural to urban migration will be 
reflected in overcrowding, housing shortages and increasing demands for 
Jobs, water, energy, educational facilities, health facilities, 
recreational areas, etc. The rural areas too may be expected to suffer 
because of the probable 80% increase in population density on cultivated 
land over the next 25 years, bringing with it lowered levels of nutrition 
and health. 

It is unlikely that man will be able to meet these increasing 
challenges without some sort of fertility regulation. It is only 
natural to expect that many varying approaches to the "hOW" of 
fertility regulation will be suggested and tried. The major purpose 
of this seminar is to bring to your attention one of the approaches 
that has been successful and that offers promise of providing the 
major answer to this question over the next period of years - namely, 
the maternity-centred approach to family planning. 

2. GENERAL BACKGROUND TO THE SEMINAR 

The seminar was held at the Medical Center of the Davao General 
Hospital, Davao City, Republic of the Philippines, from 11 to 18 July 
1972. On 18 July, the seminar travelled from Davao to Manila and 
stopped on the way at Zamboanga where the opportunity was taken to 
see some activities of the maternity-centred family planning programme 
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at the Zamboanga r~neral Hospital. On 19 July, the seminar resumed 
at the Conference Hall of the WHO Regional Office in Manila and a 
visit was made to the Reproductive Biology Centre at the Philippine 
General Hospital, Manila. A final plenary session was held at the 
WHO Conference Hall on 20 July. 

One half day was devoted to group discussions. Participants 
were divided into four groups each of which was allotted a subject 
related to the work of the seminar. The group discussion reports 
will be found in Annex 5. 

The stated objectives of the seminar were as follows: 

(1) To apprise participants of the methods and concepts of 
maternity-centred family planning. 

(2) TO review present hospital and public health activities 
in the field of family planning in the countries 
represented at the seminar and to discuss how these 
activities could be expanded to include maternity
centred family planning. 

(3) To discuss the following particular aspects of hospital
based and community-based maternity-centred family planning: 

(a) teaching and" training; 

(b) manpower requirements; 

(c) information and education; 

(d) reporting and evaluation. 

(4) If thought necessary, to formulate practical conclusions, 
based on the discussions, to serve as additional guidelines 
for the implementation of maternity-centred family planning 
activities in the respective countries of the participants. 

The working languages of the seminar were English and French. 
Simultaneous interpretation was provided. 

3. CONCLUSIONS 

The seminar concluded that: 

1. The provision of family planning information and services 
contributes to the improvement of maternal and child health and 
should be integrated into maternal and child health programmes 
as part of basic health services. Conversely, family planning 

• 
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programmes should, wherever possible, include other services 
such as immunization, nutrition education, cervical cytology, 
etc. which, because they contribute to maternal and child 
health, improve the chances of family planning being accepted. 
It was noted that many maternal and child health programmes 
did not include family planning, and vice versa. Governments 
should examine their programmes and correct this situation if 
necessary. 

2. The maternity-centred family planning programme supported 
by WHO and UNFPA is a sound and logical way to provide family 
planning services and to improve and extend maternal and child 
health services. 

The well-documented experiences of the post-partum family planning 
programmes of the large training hospitals indicate that the 
maternity-centred programme should be expanded, in a phased 
manner, to all urban maternity services as rapidly as local 
circumstances permit. 

3. Maternal and child health services are greatly needed in 
rural areas and deserve broad support. In contrast to the 
large post-partum programme in maternity hospitals, maternity
centred family planning services in small towns and rural 
areas are not yet widespread nor is experience of them well
documented. A major necessity is to document the programmes 
now being started so that others may benefit from the experience 
acquired. 

4. Continued and increased WHO support for maternity-centred 
family planning programmes is necessary and desirable. The 
country reports indicate that many opportunities exist for 
the development or expansion of such programmes in the 
Western Pacific Region. As yet, only eight of the 16 
countries represented at the seminar have planned or have 
started maternity-centred family planning programmes with 
WHO assistance. 

5. The countries, together with WHO or other international agencies 
should provide intensive and increased support for training 
programmes in all areas of maternal and child health for all 
categories of professional and auxiliary health personnel. 
Such programmes should place particular stress on how to 
provide health information and education to the community 
and how to work with each other as a team. 

6. In each country, the present and the potential roles of 
traditional birth attendants in maternity-centred family 
planning programmes should be studied with a view to ensure 
the co-operation of these workers at least, and, if pOSSible, 
to integrate them into the service in some way. 
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7. All maternity-centred programmes should include considerations 
for the case of women having a pregnancy termination. Induced 
abortion, whether legal or illegal, is a major health concern. 
In those countries where abortion is permitted on medical or 
socio-economic grounds, pregnancy termination services must 
include contraceptive counselling services. Even in those 
countries where legal abortion is uncommon, women resorting 
to illegal abortion and subsequently admitted to hospital care 
should be provided with family planning services. 

8. The opportunities presented by this meeting of interested 
health workers were unique. informative and challenging. All 
partiCipants expressed their sincerest thanks to the World 
Health Organization for sponsoring this needed exchange of 
information and views and deep appreciation for the hospitality 
of the host - the Republic of the Philippines, and in particular 
the Island of Mindanao and the City of Dava~. The seminar 
concluded that it would be most worthwhile to provide a similar 
opportunity in the future when more documentation is available 
from the regional experiences now being undertaken. 

4. SUMMARY OF DISCUSSIONS 

The seminar was opened by Dr Francisco J. Dy, the Regional Director 
for the Western PacifiC of the World Health Organization, after speeches 
of welcome by Dr Alberto Gahol, the Director of the Davao General Hospital, 
Dr Pedro Mayuga, Director of the Bureau of Medical Services, and by His 
Honour the Mayor, the Honourable Luis T. Santos. 

Dr Dy extended a welcome to all seminar participants and referred 
to the broad mandate given to the World Health Organization by the various 
resolutions adopted by five World Health Assemblies over the years 1965-
1969, particularly with respect to the development and evaluation of 
family planning activities in the context of health services and the need 
for training of all categories of health personnel in these areas. 

Dr Dy said that WHO stressed the need to evaluate various approaches 
to the introduction and development of health services and, in general, 
activities for community, economic and national development. The 
considerable wastage of maternal and infant lives in .any developing 
countries underscored the relevance of the development of maternity-centred 
family planning programmes in such countries. 

In July 1970, a consultation convened by WHO listed the three 
following components of programme development: 

(a) An operational programme, designed to improve the obstetrical, 
aynaecological and paediatrio services of major hospitals in 
urban areas where hospital-based family planning services 
would also be provided. 

• 

• 
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(b) Field studies and pilot demonstrations of the possibility 
of extending maternity-centred family planning activities 
to small units and rural areas. 

(c) Activities concerned with education, training and the 
collection of data on the health benefits of family 
planning. 

The Seminar Director, Dr G.I. Zatuchni, introduced participants 
to the seminar and delivered a background paper on the world situation 
with regard to population growth and its socio-economic and health 
consequences and in particular to the situation pertaining to the 
Western Pacific Region. In particular, he drew the attention of 
participants to the objectives of the seminar (see page 4). 

The health aspects of maternity-centred family planning 

(Dr R. Herniman). The possible relationships between family 
planning and maternal and child health were summarized and a 
comprehensive review made of pertinent world literature. 

1 
Rationale of maternity-centred family planning programmes 
(with presentation of slides) 

(Dr G.I. Zatuchni). Family planning is defined as "Del1berate 
activities related to the voluntary adoption of temporary or permanent 
contraceptive methods for the dual aims of regulating fertility and 
improving maternal and child health", while the term "maternity-centred" 
relates both to the event of childbirth and to the maternity units 
themselves. 

Pregnancy may be regarded as "abnormal" in the "ultra" young and 
the "ultra" old mother because of the high levels of maternal and infant 
morbidity and mortality associated with these groups. 

There is still considerable ignorance about many aspects of 
reproduction and a great deal of research on reproductive physiology 
and contraceptive techniques is under way. 

The major systems available for the provision of fertility 
regulation services are government clinics, both fixed and mobile, 
the use of the private sector and of field staff, the use of post
partum and maternity-centred programmes and, finally, multidisciplinary 
family planning programmes involving education, community development, 
agriculture and industry. 

1 See Annex 8, working paper WPR/HR;MCH(FP)!31. 
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The particular relevance of the maternity cycle to effective 
family planning programmes derives from the proven fertility of 
pregnant women and the statistical likelihood of a further pregnancy 
within a relatively short period of time after delivery, and also 
from the high level of motivation against further pregnancy which a 
woman may maintain for a relatively short period after childbirth. 
Other advantages of maternity-centred systems include their relatively 
low cost and the wide specturm of health dividends which result from 
improved standards of maternal and child health. The large number of 
hospitals in the developing world catering for 1000 or more deliveries 
per annum offer great opportunities for the economical development of 
maternity-centred family planning. 

A possible prescription for optimal pregnancies would be that 
the mother should not be less than 18 years of age or more than 35, 
with not less than 33 months between successive pregnancies and not 
more than 4 living children. 

I 
Presentation of country reports 

Fiji (Dr(Mrs) A. Yavaca). The birth-rate had been reduced from 40.9 
per 1000 in 1961 to 29.9 per 1000 in 1970. Public health nurse
midwives working in the field play an important role in the family 
planning programme organized in the country. 

Guam (Miss D. Madrid). A family planning programme has been developed 
since 1963 and the number of acceptors is increasing despite the problems 
encountered. 

Japan (Dr M. Mizuno). The first events of significance in the history 
of legalized abortion in Japan were the rice riots of 1918, when simul
taneous uprisings of underprivileged people demonstrated against high 
prices and destroyed rice shops and public establishments. Government 
pOlicies were reviewed and, in the early 1920'S, a number of social 
scientists entered into serious discussions over Japanese population 
growth and food resources. It was only after World War II, however, 
that overpopulation became a serious issue. Surveys were conducted 
and the subject of birth limitation was vigorously discussed by the 
general public. IncreaSing recourse was had to abortion as a means of 
family limitation. 

The Eugenic Protection Law introduced in 1948 made three general 
provisions relating to fertility control. It (1) provided for family 
planning field workers; (2) permitted performance of abortion for health 
reasons (in 1949 reasons of economic necessity were added); and (3) 
permitted sterilization for health reasons. 

1 
Copies of the full texts of the country reports can be obtained 

on request from the Regional MCH/FP Adviser, WHO Regional Office for the 
Western PacifiC Region, P.O. Box 2932, Manila (see also Annex 8). 
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However, the legislation was presented as being for health and eugenic 
reasons and not for antinatalist or population control purposes. 

As a result of the Eugenic Protection Law, the number of recorded 
abortions rose sharply, reached a peak in 1955 of 1.17 million but 
dropped to 744 451 in 1969. The birth rate declined gradually and 
reached 18.7 per 1000 in 1970. 

The decline in births caused some reactions, and in April 1969 
the Mainichi Newspapers conducted their tenth survey on family planning 
which showed that public opinion had become less favourable. In 
August 1969, the Populations Problem Council of the Ministry of Health 
and Welfare issued an interim report focusing attention on the question 
of fertility and making three main points: 

1. The fertility and reproduction rates of the Japanese people 
were among the lowest in the world; 

2. Indications were that the Japanese population would begin 
to decrease in a generation or so, if the current trends 
continued; 

3. Fertility would have to be increased somewhat to produce 
a "stationary population"; 

4. Efforts to raise fertility should be directed towards the 
strengthening of social development programmes. 

To this end the Japanese Government is currently considering the 
introduction of an official programme of family support amounting to 
3000 yen (US$lO) per month for couples having their third child as 
well as for every child thereafter. 

The present pattern of contraception is the use of the following 
traditional methods: condoms, 50-60%; "safe-period type" methods, 
30-40%; contraceptive Jellies - foam and tablets, 15-25%; and 
diaphragms, 5-10%. 

Although neither oral contraceptives nor intra-uterine devices 
(IUD) are offiCially approved by the Government for use in Japan, 9% 
of current contraceptors use the OTA ring and a smaller number use 
oral contraceptives. 

Laos (Dr K. Sassady). The Government has adopted the term "family 
welfare" rather than family planning and in January 1972, an inter
ministerial committee for the promotion of family welfare was set up. 
Five family welfare clinics have been established in Vientiane and a 
further five are linked to existing maternal and child health clinics. A 
mobile clinic takes family welfare services to the surrounding villages. 
The programme operates on a voluntary basis. 
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Malaysia (r"lrs C.M. Ar.mad). The National Family Planning Board was 
set up in 1966 as a semi-autonomous body under the Prime Minister's 
Office. Among its functions is the staffing of family planning 
clinics, and this has had the undesirable side effect of attracting 
staff from the Government health services thus depleting staffing 
schedules. It is now intended that the staffing function should 
revert to the Health Ministry while che Board would continue to 
discharge its other responsibilities. 

New Zealand (Mr B. Corkill). Because New Zealand is a developed 
country with low population densities, the Government has been 
reluctant to engage directly in family planning programmes although 
contraceptive advice has been given extensively by the private 
medical sector. New Zealand has one of the highest "pill rates" 
in the world. The situation is showing signs of change with a 
gradual acceptance of IUCDs and of post-parturn female sterilization. 

A cause for Government and general concern is the sharp increase 
in the number of extra-nuptial births which reached 13% in 1970. 

A maternity-centred family planning programme has been initiated 
\ly Professor Bonham in Auckland with Government support and this type 
of project is likely to be introduced to other centres. 

'papua New Guinea (Dr T. L. Sawa). Because of the developing nature of 
the country and the difficulty of communications, about 50% of deliveries 
ilre carrIed out in the home by untrained staff. Further development of 
the existing family planning programme is being planned. 

_Philippines (Dr A. Gahol). Certain religious beliefs have led to 
problems in extending family planning services. (In the discussion 
of this statement, the experiences of various participants were cited 
"nd examples given from other parts of the world. The general consensus 
was that the importance religious opposition to family planning practices 
should not be over-emphasized. ) 

',area (8T H. Yoo). The Korea family planning programme is heavily 
-'''pendent on IUDs. Some success has been achieved, and performance 
targets have been established. 

ingapore (Dr(Mrs) P.C. Ambiavagar). The Singapore Family Planning 
,~ssociation was set up in 1949, an official government policy on family 
:-lanning was adopted in 1959 and a Pami ly Planning and Population Board 
was established in 1965. A Government five-year plan covered the years 
1966-1970. During this five-year period, 156 556 acceptors were 
recruited and the birth rate fell from 28.6 to 22.1 per 1000. 

Tne success of the family plar.ning programme has been due largely 
to the post-parturn and post-abortal motivation of clients in government 
maternal and child health centres, the main Kandang Kerbau Hospital and 
other institutions. In 1970, out of 37 693 women interviewed in the 
Lospitals, 34 699 or 92% verbally accepted appointments for family 
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planning services. Of these, 17 929 (52%) actually availed themselves 
of the contraceptive service, while many more were found and followed 
up by home visits from midwives. 

Viet-Nam (Dr(Mrs) Nguyen '!hi Ngoc 'lhuy). Since 1967, the Committee 
for Research in Family Planning of the Ministry of Health has had as 
its principle function the distribution of family planning information 
to the public. '!he actual family planning programme has been hampered 
by having had to operate under the pronatalist legislation enacted in 
1920. Nevertheless, staff training has been undertaken and it is hoped 
that the programme can be extended after the repeal of the old law. 

Tonga (Dr L. Fol1aki). The family planning programme is part of the 
new five-year economic plan; it is carried out with assistance from 
WHO and the local Family Planning Association. '!he fact that some 95% 
of deliveries are done by trained attendants augurs well for the success 
of the programme. 

TrUst Territory of the Pacific Islands (Dr A. David). '!he health 
services are totally Government-operated. With a view to preparing a 
family planning programme, a knowledge, attitudes and practices was 
carried out in 1965 by the School of Public Health of theUn1versity 
of Hawaii. However, official programme has not yet started because 
of the strong cultural and religious objections to family planning. 

western Samoa (Dr S. Ieremia). The Samoan Government in recent years 
agreed to the development of a family planning programme based on 
individual requests. A knowledge, attitudes and practices study was 
carried out recently but its results are not yet known. Meanwhile, 
the programme is slowly being extended. 

1 
International experience in maternity-centred family planning programmes 

(Dr G.I. Zatuchni). The basic rationale of the international post
partum programme, which has been sponsored by the Population Council 
since 1966, is the need to provide family planning services as an aspect 
of maternal and child health at a time when mothers are most highly 
motivated to accept contraception. The antenatal and puerperal periods 
are favourable times to provide education and information about a variety 
of maternal and child health concerns, including family planning. 

The international programme began operating in 26 hospitals in 
19 cities in 15 countries and was accepted by a majority of cultural 
and religous groups. By the end of 1971, over 200 hospitals were 
partiCipating, there were several multi-hospital programmes in Columbia, 
India, Indonesia, Thailand, Venezuela and elsewhere, and the programme 
had a total of 800 000 family planning acceptors. Half of all acceptors 
received services within three months of delivery at the hospital (these 
were termed "direct acceptors"). Of the "indirect acceptors", 60% . 

lSee Annex 8, working paper WPR/HR;MCH(FP)I3l. 
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accepted less tban 12 months after the last pregnancy. Approximately, 
50~ of all acceptors chose intra-uterine devices, 30~ oral contraceptives, 
and most of the rest sterilization. In those hospitals that had family 
planning activities prior to the introduction of the post-partum 
prograaae, a signficant increase in the number of acceptors was noted 
as a result of the additional funds and personnel made possible by the 
programme. 

FOr direct acceptors the median age was 26, and for indirect 
acceptors 27, whereas in other programmes for a series of countries, 
the median age was found to De 32-33. Continuation rates have been 
quite good, with over 60~ of the acceptors still using the original 
method at 24 months and another lO~ to 20~ using a second method 
(switchers). At}6 months, 55~ of IUD acceptors and 24~ of pill 
acceptors were still continuing. 

The benefits of the programme include a decrease in fertility, 
improvement in maternal and infant health, a lower incidence of illegal 
abortion, and increased utilization of maternal and child health and 
general health services. 

The WHO maternity-centred family planning programmes are too new 
to have provided data, although valuable experience has been obtained 
in the Taiwan programme. 

Organization and administration of maternity-centred family planning 
progrumeal 

(Dr C.H. Ourd). The health administrator is concerned with 
obta!n1ng the maximum health benefits from whatever level of 
expendi ture a given country can afford. Planning, costing and target
setting should be efficient in order to persuade governments to provide 
the needed funds from their limited resources. 

Safe obstetrical delivery and child care services attract the 
public and, when cOIIbined with family planning, such health care services 
can act as springboards for the expansion of the health services. 
Economists can help by bringing their concepts to bear on the delivery 
of health services and especially family planning. The high rate of 
population growth in developing countries results in the health system 
having to support the added burdens of dealing with many more deliveries 
and providing care for many more infants and children. 

The health of newborn babies, infants and children is Just as 
much a legitimate and essential concern of maternity-centred family 
planning progralllllleS, as is the health of the pregnant woman. 

1 See Annex 8, working paper WPR/HR,t1IICH(FP),!32. 
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WHO has drawn up guidelines designed to help in the intelligent 
planning and operation of maternity-centred programmes. The 
organizational and administrative requirements must be decided in the 
context of each programme, but adequate training is a basic necessity 
for all. A model for planning a maternity-centred family planning 
programme has been constructed and can usefully be consulted in setting 
targets. 

(Mrs E. Lewis). In view of the variety of tasks that nurses can 
perform in hospital-based family planning programmes, it is important 
to involve the nursing staff at the planning stages. They will 
undoubtedly have responsibilities in programme operation, informational 
and educational efforts, record-keeping, maintenance of hospital 
standards, providing certain family planning services, and training. 

(Mr G. Trueblood). There are no magic formulas for health 
education activities in maternity-centred programmes.' All health 
education programmes involve people, on both sides, and the views 
and motivation of the public must be taken into account in the early 
stages of planning. The two principal groups needing health education 
in relation to maternity-centred programmes are the health personnel 
and their clients. 

An example of the many opportunities for imparting health education 
on family planning is provided by Singapore, where all couples applying 
for a marriage license are offered pre-marital counselling and family 
planning advice. The use of mass media is relatively less important 
than personal interviews, since the former "motivates" only those who 
are already motivated. The personal touch is needed especially in 
dealing with non-acceptors of family planning - the undecided ones. 

General discussion: It was very necessary that the husbands should 
assume equal responsibility for fertility behaviour. 

Experiences and aspects of Philippine maternity-centred family planning 
programme l 

(Dr P. Mayuga). Experience of the first five months of operation 
of the programme among 3100 hospital admissions made up of 2640 deliveries 
and 460 abortions has provided a direct acceptor rate of 30.2%, against 
a set target of 10%. Of the total acceptors, 938 were direct and 782 
indirect; 63% of the total accepting the contraceptive pill and 21% the 
intra-uterine device. The unusual proportion of pill acceptors is 
probably the result of information provided to patients by the hospital 
staff. The programme has only 13 condom acceptors, and these result 
from the efforts of one person in one hospital, with a knowledge of the 
Japanese experience. 

1 
See Annex 8, working paper WPR/HR/MCH(FP)/33. 
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(Miss C. Panganiban). In the nursing sector of the programme 
certain problems in motivation and record-keeping have arisen; this 
emphasizes the importance of training in that respect. Recruitment 
problems arise also, due,especially to the fact that recruitment to 
the family planning programme is usually from the other hospital 
services, thus creating new staffing problems. TO some extent, the 
latter difficulty has been overcome by using a greater proportion 
of midwives in the family planning programme; they have shown 
themselves to be well suited to this work. Other difficulties have 
been to find staff to integrate the family planning programme with 
other hospital services, notably paediatrics, and to provide a referral 
system to peripheral centres in order to ensure that acceptors remain 
in the programme as satisfied users. 

(Dr A. Gahol). A post-partUIII progr&llllle has been in operation 
at the Davao General Hospital since July 1970. In 1971, 15 678 births 
were registered; 6689 deliveries were conducted at the hospital, of 
which 6520 were live-births and 169 stillbirths. In the 23-month 
period ending 30 June 1972, the total number of acceptors was 2421 
representing 2.4~ of the potentially fertile female population of 
Davao City, est1lllated to amount to 97 328. Of the total number, 
1867 or T.7.1~ were direct acceptors and 554 or 22.~ indirect. 
Intra-uterine devices were chosen by 1435 clients or 59.3~ of total 
acceptors, while 702 or 2~ chose the pill. The remainder chose a 
variety of methods including the condom, rhythm method, etc. I),tring 
the period 18 July 1971 to 30 June 1972, the acceptance rate rose to 
23~. 

(Dr R. Herniman). The development of the paediatric and 
community aspects of maternity-centred family planning projects 
should be gradual. A large number of service innovations cannot 
be satisfactorily absorbed by a programme in a short time. The 
first priority should generally be the development of the family 
planning sector of the programme in main hospitals with gradual 
extension to other areas. 

Visit to hospital 

During the afternoon of 13 July, partiCipants were conducted 
around the Davao General Hospital in three groups visiting the 
maternity and paediatric wards and the outpatient departments. 

Organization and administration of community-based phase of maternity
centred family planning programmes! 

(Dr C.H. Gurd). It is important not to introduce too many new 
things into a health programme as the system may break down with this 
overload. A helpful document exists on consid~rations of planning 
for rural MCH-based family planning programmes. The present situation 
has to be regarded from the demographic, health, environmental and other 

lSee Annex 8, working paper WPR/HR/MCH(FP)/32. 
2See Annex 7, No. 21. 
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points of view. Following an appraisal of needs and resources an 
informed decision can be made about what type or model of maternity
centred family planning delivery system should be organized, and 
about the standards of service, training elements, educational 
programmes and administrative aspects. Information-gathering and 
analysis provide a basis for teamwork. 

(Mrs E. Lewis). The front-line health worker. the auxiliary 
nurse-midwife or similar personnel, may be called upon to function 
as a midwife, nurse, doctor. record-keeper, health educator, and 
administrator. Points meriting consideration are, the role of the 
traditional birth attendants, the advisability of total hospital 
deliveries, and attention to existing cultural practices. 

(Dr F. Rosa). The great needs for health educational systems 
in rural areas should not be forgotten. Responsibilities should be 
delegated to the peripheral field worker - for instanc~ trained 
midwives should be allowed to insert IUDs. 

(Mrs. C.M. Ahmad). In Malaysia, many problems are encountered 
in training the bidans, the traditional birth attendants, and obtaining 
their participation. Although Government midwives are sometimes opposed 
to the utilization of TBAs. there iS 4 in general, a good working relation
ship between the two types of midwives, and the co-operation and support 
of the TBAs are found most valuable. 

(Dr A. Yavaca). In Fiji, there are very few TEAs currently 
practicing their art. This is the result of the government programme 
which has sought to substitute trained health workers for TEA's and 
to encourage hospital deliveries. 

(Mrs G. Poh). The Government of Singapore has instituted IS-month 
training programmes in midwifery for the traditional birth attendants. 
In addition, many TBAsare trained only as domestic help,and not to do 
obstetrical deliveries; this has been well accepted. There are now 
only three TBAs left. 

(Dr H.M.C. Poortman). Despite the reports from Singapore and 
Fiji, the TBAs will continue to be active for a long time in most other 
countries in the area. It is therefore important to seek their support 
and to try to overcome their hostility and resistance to family planning. 

(Dr G.I. Zatuchni). In an article to be published by the Population 
Council on health and family planning services in the Chinese People's 
Republic, mention is made of experience with the "barefoot doctor" who 
has on-the-Job training after a minimal education of five to eight years. 
These health workers provide mostly preventive services, including those 
for maternal and child health and family planning. All "barefoot doctors" 
are trained to insert IUDs and to initiate in the practice of oral contra
ception. They also supply contraceptives. 
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General discus.ion: In utilizing '!BA., attention mu.t be paid to 
training proSraDIIIIe., supervision, and the integration of TBA act1Yit7 
into the overall health s7.tem. TBAs were found mo.t useful in We.tem 
Samoa, and the consultation on TBA. that WHO was planning to hold in 
March 1973 should provide valusble SUidance on their training. 
Difficul tie. in training these worker. were encountered in V1et- NaII\ 
and in Lao.. In Papua New Guinea, de.pite the n\lllber ot maternal 
and child health centre., TBA. attended many deliverie., but there 
were no training programmes. In Korea, there were really no TBA., 
and mo.t rural deliveries were attended by a family me.ber, who miSht 
be the father, or a neighbour. Institutional deliveries were rare. 

In Qanada, most TBAs had been replaced by public health nur.e. 
ard nune-lI1dwive •• pecially trained to work in remote rural areas, 
but some were .till elllPlo;ved b7 the Government atter training in 
health education. 

1 Reporting ard evaluation of matemity-oentred family planning prosr!!!!. 

(Dr J. Laing). Record keeping, evaluation ard research are 
particularly illportant aspects of a family planning prograJllllle, but the 
cOliplexiUe. involved should not be underestimated. Evaluation is not 
just a .atter of oalculating nuabere of acoeptors and pre.enting tables 
and sraphs, bat IlU8t also include the _anrement of tOe effects ot the 
prosramme on selected parameter. such a. fertility or, it po •• ible, 
measurable a.pects of matemal and infant health. Evaluation al.o 
involve. making judgement. on prosram-e effectiveness ard on the likely 
usefulne •• of .. a.ures for prosramme improvement. 

The follOWing .chema, a. well a. the outline in working paper 
WPR!im/MCH(FP)l35.may help participants to understand the role of 
evaluation. 

A ........ nt 

1. Eftecti vene •• 
2. Efficieoo7 
3. Caus •• 

OBJECTIVES 

1 ___ _ 

TARGJ!:I'S 

INPUTS 

- Finance (co.ts) 
Per.onnel 

1 See Annex 8, working paper WPR/HR/MCH(FP)!35. 

.. 
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Targets should, however, be multifaceted and not rely on one 
parameter alone such as an annual total of programme acceptors or a 
given fall in the birth-rate. 

In the early etages of prograDBe develoJlllent, data can often 
be obtained only from informal field collections and __ y be of a 
subjective nature. 

In some programmes, the raw data are sent directly to the 
central statistical office for analysis while in other cases data 
are processed peripherally and analyses sent to the central office 
for compilation and computation. In the case of the Philippines, 
practically all the data are analysed QeDtrally using computerized 
methods. Techniques exist to overcOllle problems posed by the 
presentation of deliberately inaccurate returns. '!base include 
moni toring of data retarns and the us. of cOllputerized felldbaok. of 
indi vidual perf'oNance that enable ca.pari8ons of perfol'llanoe to be 
made. 

FOI'llal surveys might be designed to measure specific PJ'OSrAJllllle 
parameters such as the "use etfeotiY~s" of contraceptives, or to 
aBse .. the effect of the prograllllle on .. temal health, or they mi&ht 
be surveys of a social nature such as the well known knowladse, 
attitudes and practice variety. 

Accurate and d.tailed record keeping i8 essential despite the 
difficulties involved. POr instance, in clinic records the client 
JlUst be positively identified on the fom, both by name Uld address, 
and clinical staff must be educated to complete this part of the form 
in full detail. In addition to routIne report1ns, "special" reports 
covering such matters as use-ef'feetiveness, fertility change., births 
averted and experimental studies might be required. 

(Dr K. S. Chang). In the Korean programme, three basic records 
are kept at ~alth centres and subcentres: (1) _Istration cards 
for new acceptors containing bade lntol"lllStlon; (2) COnsultation and 
motivation activity cards f'or revisits, group meetings, etc.; and 
(3) Coupons for IUD and vaseetomy wh~ are 1n duplicate, one kept 
at the health centre while the other is sent to the Ministry. In 
addition, there are various forms of a service nature for supplies, 
etc. '!be records are proCllssed at the health centres and forwarded 
to the central organization 1n one of two ways: Either coupons are 
collected and forwarded monthly, or a IIOnthly report is prepared 
summarizing field activities. 

'!be Korean Institute for Fallily Planning (KIFP) 18 a quasi
Government organization, which was set up in 1970. Its main functions 
are to evaluate the Government programme, to carry out programme 
research and to train field workers. '!be KIFP makes an evaluation 
of the programme every three months and conducts fertility aurveys. 
knowledge, attitudes and practices surveys and use-effeotiveness 
surveys every one or two years. 



- 18 -

'!he Korean progr8llll8e has been very successful but problems may 
arise in the near future because of the "baby-boom" which took place 
following the Korean war, the fact that Korean women aspire to have 
two sons, and the decreasing continuation rates of pill and IUD 
acceptors. Hence even more effort is required in evaluation, research 
and progr_e llaDage.ent. 

(Dr A. Yavaca). In Fiji, the client's age or birth ,.ear:is 
used for identification purposes. 

(Dr T.C. Hsu). WHO is able to assist in the general area of 
evaluation and in improving statistical and recording systems for 
family planning progr .... s. UNFPA is also concerned in the matter 
and is giving priority to the developaent of the evaluation component. 
However, evaluation is ver,r often the weakest link in eXisting family 
planning progruaes in the Western Pacific Region. In Taiwan, there 
was an initial shortage of funds for the clinical side, of the prograaae 
and a reluctance to spend money until the cost-effectiveness of various 
techniques had been properly evaluated. '!here fore 16% of the family 
planning budget was allocated to evaluation and operational research. 

(Dr D. MacCorquoda1e). A recent article in "Demography" by 
Dr J. Reynolds on the subject of the evaluation of fuily planning 
programmes shows that it is difficult to be certain that observed changes 
in programme effectiveness do in faot result from programme inputs and 
are not merely re8Ults of a non-speCific nature which in industry are 
often described as the "Hawthorn effect". It can happen that an 
improvement in effectiveness may occur after inspection of a programme 
without the addition of any new inputs whatsoever. An investigation 
into fertility decline in Costa Rica has shown that only 25~ of the 
observed deoline oould be attributed to the programme, that 50~ 
resulted from activities in the private sector unconnected with the 
programme and the remainder was the effect of vasectomies which were 
not among the contraceptive methods offered wi thin the programme. 

Teacoing and training prosre.-s, training of phYSiCians, nurses, 
educators, statisticians, reoord clerks, etc .1 

(Dr A. Valenzuela). Among the practical issues involved in 
teaohing and training programmes are the needs to make use of existing 
training facilities, to make an early and olearly defined state.ent of 
the content and obJeotives of the family planning programme as a basis 
for training and planning, to est1a&te manpower needs and resouroes, 
and to provide an orderly training sohedule beginning with the training 
of the trainers followed by that of the service personnel at all levels 
from the administrators downward. 

1 
See Annex 8, working paper WPR,l'HR;MCH(FP)/34, and Annex 7, No. 24. 
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Personnel analysis is needed to establish what knowledges 
is already possessed by the categories to be trained and what must 
be acquired to meet the service requirements. The attitudes of 
personnel to the progra~me must be assessed before training begins 
so that any misconceptions may be rectified. 

Steps should be taken to evaluate training methods, and a 
continuous feedback to the training institution should be maintained 
of the service effectiveness of those already tra:ned, thus providing 
a basis for curriculum development and improved teaching methodology. 

Other points requiring attention are the co-ordination and 
standardization of various training institutes, the sources of 
funds, and the principles of motivation including the use of the 
behavioural sciences, sensitivity training, etc. 

It may happen that, early in some programmes, there is a burst 
of acceptors soon after the training course is completed, which is 
often not maintained for any length of time. This phenomenon is 
not usually related to training but results from the fact that in 
the initial stages of the programme, contraceptive services are 
provided for those who are already motivated. When this backlog 
has been satisfied, it becomes more difficult to gain further 
acceptors. 

(Dr G.I. ZatuChni). A number of countries experience difficulties 
in getting trained medical and nursing staff to work in rural areas. 
The four main factors required for a satisfying career in the medical 
field are humanitarian, economic, intellectual opportunity i.e., research, 
etc. and the existence of career prospects. At least three of these must 
be satisfied to make a job attractive. The rural service fails to attract 
doctors and nurses because all too often only the humanitarian and 
economic factors are available, and these provide insufficient attraction. 

(Miss N.Y. Park). One difficulty encountered in getting nurses 
to work in rural areas in Korea is that, although the nurse is taught 
an integrated approach to clinical and preventive medicine, particularly 
with respect to paediatriCS and family planning, she finds that these 
activities are not integrated in the field. 

(Dr H.M.C. Poortman). Mobile training units are especially 
useful for training traditional birth attendants who would not, as a 
rule, leave their families for training courses held at regional centres. 

1 
Abortion and its relation to maternity-centred family planning 

(Dr G.I. Zatuchni, Chairman). Today abortion is recognized more 
and more as a public health problem. Most countries now permit induced 
abortion as a legitimate medical procedure under specified degrees of 
threat to the health or life of the mother, while more than 50% of the 
world's population live in countries where pregnancy termination can 

1 
See Annex 8, working paper WPR/HR/MCH(FP)!36 and Annex 7, No. 19. 
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be done tor soc1al·as well asmed1cal reasons. WHO recently held a 
consultat10non abortion care services in Geneva and a WHo-.upported 
atudy .n aorbidity rates following abortion is to be conduoted in 
several countries. Mortality statistics also are incoaplete and 
oontusing. Faaily plann1ng, in the oontext ot maternal and ohild 
heal th, llUat deal with all phases ot .. temi ty care including a 
study ot the subJeot ot abortion in ita entirety and not restr1cted 
only to providing contraoeptive serYices for women after abortion. 

(Profesaor T.H. Lean). A WOMn who aeeka an abortion needa 
help and is in need of tender care and. e.ounselUng whatever the 
outeOlie ot her pregnancy. Society should find a solution to her 
problea without the produotion ot ill health, without sufferios and 
with disnity without exploitation. ~e psyohiatric trauaa that 
abortion aay be aaid to produce Will certainly be leasened by 
syapathetic attitudes, and should, in any case, be lIeasured qainat 
the ill health and trauma that &he is even more likely to experience 
if forced from pillar to post in search of an illegal abortiontst. 

Available data &how that contraceptive .. thods callftot be 
expected to provide the answer to the world's population probleas 
and sta~istical evidence can be produced ot the undesirability ot 
us ina abortion as the only _thed ot tully planning. '!he oonclusion 
is that a a1xed progr.... ot both pre-cobception and post-conception 
methods should be utilized, although the latter need not necessarily 
be those in use today. Prostaslandins. tor example, holds considerable 
proaise tor post-conceptive control in the tuture. 

In oountries such as Japan, where abortion was used initially 
as ,the only meana of family planning, women soon learned to adopt 
contraceptive lIethods with a consequent lowering of abortion rates. 

Abortion b,y vacuum aspiration is relatively safe in the tirst 
twelve weeks of pregnancy, but the slogan should be "the sooner the 
better" to whioh misht be added "but better never". 

In S1ngapore. where a law tor controlled abortion is in foroe, 
applications are proeessed by an abortion board which haa four sub
ca.mittees. It is thus possible tor a deCision. on an application 
to be aade within a statutory period of seven days. 'lhe law provides 
that abortions may be done only on Siosapore citizens or persons who 
have resided there for the four .onths precedina the request. and 
lays down which persons are allowed to carry out the abortion~. 'lhe 
tee tor the operation ot Sing.$5 is also prescribed, while the 
acceptable indicationa are provided .. IUidelines tor the Abortion 
Board. Termination of presnancy i. allowed tor medical reasons tor 
pregnancies of not more than 2~ weeks duration while the period is 
not IIOre than 16 week. in the c ... ot tera1nations for so010-0co00ll1c 
rea.ona. Private abortion. can '- Ilone DY doctors with tho recognized 
train111g provided that tb. c1l"G_tances are reported to the Board 
wi thin l~ days and that a apecial "Pora D" is completed by tho first 
doctor and by a doctor ot equal. repute betore the abortion 18 undertaken. 
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On the question of how many abortions a women can safely have 
it may be said that when the vacuum technique is used, in good conditions, 
to terminate pregnancies of less than twelve weeks duration, no physical 
harm will result irrespective of the number of abortions. However, the 
'1.uestion of possible psychological harm is another matter. 

General discussion: The safety of properly concluded vacuum aspirations 
was compared with the iatrogenic diseases which could result from the 
contraceptive pill. 

In response to questions, it was stated that no documentation 
was yet available about the 9-10% of applicants in Singapore who were 
denied an abortion, but information on this point would no doubt become 
available when the programme was a little older; and that the case of 
mental defectives, who could not exercise the female's right to make 
the decision about abortion, was dealt with under mental treatment 
legislation and not under the abortion law. 

Various Views were expressed by lady partiCipants on the attitude 
of the Women's Liberation Movement towards abortion which, they felt, 
was entirely a matter between the woman and her doctor. 

Intensive counselling of the father in abortion cases, whether 
he be the husband or fiance, was advocated. On the question whether 
liberalization of abortion laws for population reasons might not be 
followed by the advocation of euthenasia for the same reasons, the 
point was made that the termination of an unwanted early pregnancy 
was quite different from the taking of lives of existing members of 
the community. In the Indian Situation, abortion was regarded purely 
as ,a health measure and an abortion was obtained from a recognized 
physician, within the compass of the law, as part of a simple patient 
doctor relationship. 

5. VISITS TO ZAMBOANGA GENERAL HOSPITAL AND TO THE REPRODUCTIVE 
BIOLOGY CENTRE AT THE PHILIPPINE GENERAL HOSPITAL 

Visit to Zamboanga General Hospital 

On 18 July 1972, the partiCipants of the seminar paid a visit 
to za.boanga General Hospital and met with Dr R. C11maco, Health 
Director for Region VII; Dr J.M. Lucas, Chief of Hospital; Dr A. 
Salvador, Family Planning Phys1cian; Miss Regillana, Chief Nurse 
and Miss C. Climaco, Nurse Supervisor. A tour of the hospital and 
and Family Planning Clinic was made. PartiCipants were encouraged 
to ask questions. The part1cipants were not briefed about maternal 
and child health activities nor on how the maternity-centred fam11y 
planning project operated in the provincial hospital; this was 
thought to detract from the value of the visit. 
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For the first four months of operations, Zamboanga General 
Hospital handled:-

Deliveries 
Abortion DIC 

881 
74 

955 

Acceptors 

IUD 

21% 

Clinic Revisits 
"Pill" Re-Supply 
Method Change 

Acceptors 

Direct Indirect 

335 35.0% 
22.0% 

by Method 

Oral Contraceptive Condom Others 

72% 7% 

473 
252 visits 
162 

General discussion: It was explained that the maternity-centred 
family planning programme at Zamboanga was very much in its infancy 
having started on 1 January 1972. It was supported by the United 
Nations Fund for Population Activities which paid clinic staff on 
local salary scales and provided piped water, toilet facilities and 
drainage. Clinic supplies had been provided by UNICEF. 

The physical size of the family planning clinic was criticized 
as being inadequate. Although its siting in close proximity to the 
obstetric unit gave a good functional flow, the family planning 
clinic might be better placed closer to the antenatal and postnatal 
clinics, and should be better integrated with them. The number of 
rUCD acceptors which amounted to only 20% of the total, seemed 
relatively small. Although pill acceptors were by far the highest, 
there was a high dropout rate. 

Organization and management of a maternity-centred family planning 
activities within the hospital 1 

Dr M. Pareja delivered a paper on the maternity-centred 
family planning programme conducted at the Philippine General 
Hospital and at the Reproductive Biology Centre which houses the 
main family planning facilities at the hospital. 

Visit to the Philippine General Hospital 

On 19 July, the participants were transported to the Reproductive 
Biology Centre where they were able to see the facilities and had an 
opportunity to discuss the programme with the clinic staff. 

1 
See Annex 8, working paper WPR/HR/MCH(FP)/38. 
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General discussion: It was noted that 60-70% of maternity cases 
admitted to the obstetric units of the hospital did not attend 
antenatal clinics, and that this made it difficult to assess the 
programme impact. Although a reduction in the number of abortion 
cases admitted to hospital had been observed, it was not clear whether 
this was a true indication of programme effectiveness or merely resulted 
from an increasing competition for beds in the maternity unit. The value 
of screening techniques to isolate the high risk cases was emphasized. 
Screening was an important administrative device to avoid overcrowding. 
The clinic standards were considered very high. Although this was 
often put forward as constituting an attraction to clients, the example 
at Zamboanga, where a maternity-centred family planning programme clinic 
had been built in a hospital corridor, showed that the standards of the 
service might be even more important than the building in which the 
service was provided. 

In response to a question, it was stated that a'molar pregnancy 
was recognized at the high risk pregnancy clinic as a special indication 
under the trophoplastic disease section of the prepared high risk 
indications. 

6. CONCLUDING SESSION 
(20 July 1972) 

The first part of this session was taken up with the presentation 
of reports of group activitiesl which were read by the individual group 
rapporteurs. 

Group A "Organization and delivery of maternal and child health family 
planning services with particular reference to island and peninsular 
communities" (Report presented by Mr B.M. Corkill). 

Discussion: The point was made that supervision, meaning the policing 
of programme workers, should be minimal. However this type of supervision 
should preferably be replaced by the development of a team spirit, with 
the "supervisor" working alongside the peripheral workers and gaining 
their confidence and co-operation. 

Group B "Staff motivation and train1ng" (Report presented by Dr A. Yavaca). 

Discussion: On the problem of incentives, the general consensus was 
that cash incentives or the provision of "prizes" was not indicated 
either for patients or staff. The best incentive for mothers was the 
quality of the care provided and for staff such things as opportunities 
for promotion, attendance at seminars and the like. 

1 See Annex 5. 
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Group C "'!he problems of providing a maternal and chlld health famlly 
planning programme in remote rural areas" (Report presented by Miss D. 
Madrid). 

Discussion: '!he need was underlined for countries in the region to 
document their own endeavours in providing such programmes. The 
results of pilot studies in this field should be brought to the notice 
of health administrations. 

concluding remarks (Dr G.I. Zatuchni) 

"Many hospitals - not all as yet - now recognize the validity 
of maternity-centred family planning and have incorporated such 
services as part of their routine. If family planning could be 
included in every hospital having maternity services, the result 
over a short period of time would be SUbstantial in terms of 
improving maternal and child health and regulating fertility. That 
such organized hospital programmes will not meet all the needs is 
obvious. Accordingly. many persons and agencies are endeavouring 
to expand maternity-centred programmes in non-hospital situations 
in the rural areas where the majority of people in developing 
countries still live. '!his seminar had discussed the type of effort 
required and some of the problems inherent in this approach - problems 
which are similar in most countries, though with slightly different 
emphases. 

"All family planning programmes stand on four legs - information 
and education; services; evaluation; and leadership. Maternity-centred 
family planning involves a broad spectrum of topics, and we were not 
able in this seminar to discuss each one in depth. We have tried to 
touch all areas of concern - the organization and administration of 
services, information and education programmes, training, health 
aspects of family planning, contraceptive methods, abortion services 
and evaluation. '!he field visits served to illustrate some of the 
concepts presented. Much written material has been distributed 
which will be of assistance in putting these concepts into practice 
in individual country programmes. It is hoped that as a result of 
this seminar the partiCipants will take leadership roles in evaluating 
their countries' maternal and child health and family planning services 
and establishing or expanding them where needed". 

The Director thanked all those present in particular those 
representing the host nation. 

Dr A. Yavaca replied on behalf of the partiCipants thanking 
the Director for the excellent way in which the seminar had been 
conducted. Dr A. Gahol responded on behalf of the Department of 
Health which had acted as host to the seminar. 
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LIST OF PARTICIPANTS, CONSULTANTS, OBSERVERS, 
TEMPORARY ADVISERS AND SECRETARIAT 

I. PARTICIPANTS 

Country/Territory Name of participant and address 

FIJI 

GUAM 

JAPAN 

Sister Peniana B. Cokanasiga 
C.W.M. Hospital 
Medical Department 
Suva 
Fiji 

Dr (Mrs) Anarieta Yavaca 
Medical Officer 
Family Planning Division 
Medical Department 
Government Buildings 
Suva 
Fiji 

Miss Dionisia Madrid 
Nurse Co-ordinator 
Maternal and Child Health programme 
clo The Director of Public 
Health and Social Services 
Government of Guam 
Agana 
Guam 

Dr Masahiko Mizuno 
Staff Doctor 
Department of Obstetrics & Gynaecology 
University of Tokyo Hospital 
7-3-1, Hongo, Bunkyo-ku 
Tokyo 
Japan 

Dr Kei Honda 
Associate Profe~sor 
Department of Obstetrics & Gynaecology 
School of Medicine 
Kyorin University 
Tokyo 
Japan 
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LAOS 

MALAYSIA 

NEW ZEALAND 

PAPUA NEW GUINEA 

PHILIPPINES 
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Name of participant and address 

Dr Khamsone Sassady 
Directeur 
Service de Protection 
Maternelle et infantile 
Direction Generale du 
Mlnistere de la Sante 
Vientiane 
,L .. '-3..0S 

Dr Lamngeun Uprajay 
Medecin Traitant a la 
Ma ternite de l' ~lop1tal Mahosot 
Vientiane 
laos 

Enche Othman bin Abdul Majid 
Hospital Administrator 
c/o Pentadbir, Ilospital Bersalin 
Kuala ~umpur 
I"'alaysia 

Che Meenah binti Ha,li .Ilhmad 
Slate Matron 
c"o Nursing f)ivision 
M~nistry of Health 
Young Road, Kuala Lumpur 
Malaysia 

Mr Brian M. Corkill 
Head 
Department of Obstetrics & Gynaecology 
319 Willis S~,rEe1 

Wellington 1 
New Zealand 

Dr Thomas I,. ,')'iwa 
Mpdical Officer 
c/o Public ;leal th Department 
P.O. Box (,'{ 
Sohano, Bllka Passage 
Papua New Guinea 

Dr Alberto Gahol 
Director 
Yiavl!o General Hospital 
De 1(.10 ('i ty 

Philippines 



Country/Territory 

REPUBLIC OF KOREA 

SINGAPORE 
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Name of participant and address 

Dr Efrain Montemayor 
Chief 
Baguio General Hospital 
Baguio City 
Philippines 

Mr Hoon Yoo 
Director 
Banila Hospital 
119 l-ka 
Anam-dong Soungbuk-ku 
Seoul 
Republic of Korea 

Dr }(yong Shik Chang 
Chief 
Section of Family Planning 
Bureau of Maternal and Child Health 
Ministry of Health and Social Affairs 
Seoul 
Republic of Korea 

Miss No Yai Park 
Public Health Nursing Instructor 
Training Division 
National Institute of Health 
Nok-bun-dong, Sudae-moon-ku 
Seoul 
Republic of Korea 

Mrs Grace Poh 
Health Sister 
National Family Planning Population Board 
26 Dunearn Road 
Singapore 11 
Republic of Singapore 

Dr (Mrs) P.C. Ambiavagar 
Lady Medical Officer 
Family Planning and Population Board 
156 Hillcrest Road 
Singapore 11 
Republic of Singapore 
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TONGA 

TRUST TERRITORY OF 
'!HE PACIFIC ISLANDS 

REPUBLIC OF VIET- NAM 

WESTERN SAMOA 
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Name of participant and address 

Dr Leopino Foliaki 
Medical Officer (Ob/Gyn) 
Vaiola Hospital 
Nuku'alofa 
Tonga 

Dr Amin1s David 
Medical Officer 
Ponape Hospital 
Trust Territory of the Pacific Islands 
Saipan 
Mariana Islands 96950 

Dr (Mrs) Nguyen '!hi NgOc '!huy 
Maternite de Hung VUong 
Centre du planning familial 
59 Hong-'!hap-Tu 
Saigon 
Republ1que du Viet- Nam 

Mrs Dang '!hi Van 
Sage-femme d'Etat 
59 Hong-'!hap-Tu 
Saigon 
Republ1que du Viet- Nam 

Dr Sale Ieremia 
Chief 
Division of Public Health 
Department of Health 
Apia 
Western Samoa 



Seminar Director 

Consultant on Public 
Health Administration 

Consultant on Public 
Health Nursing 

II. 
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CONSULTANl'S 

Dr Gerald I. Zatuchni 
Consultant, MCH 
WHO Headquarters 
Avenue Appia 
1211 Geneva 27 
SWitzerland 

Dr Charles H. Gurd 
P.O. Box 3092 
Lami 
Fiji Islands 

Mrs Emily Lewis 
Nurse Consultant 
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Consultant Team on Health Aspects 
of Family Planning 
WHO Headquarters 
Geneva, SWitzerland 

III. OBSERVERS 

POPULATION COUNCIL Dr Robert Castadot 
Medical Director 

INl'ERNATIONAL PLANNED 
PARENTHOOD FEDERATION 

UNITED STATES AGENCY FOR 
INl'ERNATIONAL DEVELOPMENT 

International Post-partum Programme 
Population Council 
245 Park Avenue 
New York, N.Y. 10017 
United States of America 

Dr Charanpat Isarangkun 
Head 
Obstetrics & Gynaecology Department 
Chulalongkorn Hospital 
Bangkok 
'Ihalland 

Dr Donald MaoCorquodale 
Population Officer 
United States Agency for 
International Development 
1680 Roxas Boulevard 
Manila, Philippines 
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IV. TEMPORARY ADVISERS 

Dr John E. Laing 
In-Charge 
Family Planning Evaluation Programme 
Population Institute 
University of the Philippines 
Herran Street 
Manila, Philippines 

Mr Harry Lean 
Senior Consultant 
Obstetrics and Gynaecology 
Kandang Kerbau Hospital 
Singapore 2 
Republic of Singapore 

Dr Pedro N. Mayuga 
Director 
Bureau of Medical Services 
Department of Health 
Manila, Philippines 

Dr Mildred N. PareJa 
Associ3te Project Director 
Reproductive Biology Centre 
Department of Obstetrics & Gynaecology 
UP-PGH Medical Centre 
Taft Avenue 
Manila, Philippines 

Dr Amanda V. Valenzuela 
c/o Office of the Dean 
Institute of Public Health 
Uni versi ty of the PhiHppines 
Herran Street 
Nanila, Philippines 

V. SECRE'I'ARIAT 

Dr T.C. Hsu 
Regional Adviser on Maternal and 
Child Health/Family Planning 
World Health Organization 
Regional Office for the ",,'estern Pacific 
Manila, Philippines 
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Dr H.M.C. Poortman 
WHO Consultant on Maternal and 
Child Health/Family Planning 
Regional Office for the Western Pacific 
Manila, Philippines 

Miss H.E. Fillmore 
Public Health Nurse 
Regional Family Planning 
Field Advisory Team 
World Health Organization 
Regional Office for the Western Pacific 
Manila, Philippines 

Miss Fernanda Alves-Diniz' 
NurSing Officer 
WHO Headquarters 
Avenue Appia 
1211 Geneva 27 
Switzerland 

Mr G. Trueblood 
Health Educator 
Regional Family Planning 
Field Advisory Team 
World Health Organization 
Regional Office for the Western Pacific 
Manila, Philippines 

Dr R. Herniman 
Medical Officer 
Philippines 9603 
c/o WHO Regional Office for 
the Western Pacific 
P.O. Box 2932 
Manila, Philippines 

Miss Gloria Glickfeld 
WHO Public Health Nurse 
Philippines 9603 
c/o WHO Regional Office for 
the Western Pacific 
P.O. Box 2932 
Manila, Philippines 
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Mr J. Abcede 
Public Information Officer 
World ~ealth Organization 
Regional Office for the Western Pacific 
Manila. Philippines 

Miss G. Clement 
Interpreter 
World Health Organization 
Regional Office for the Western Pacific 
Manila. Philippines 

Mr P. lambert 
Interpreter 
WHO Headquarters 
Avenue Appia 
1211 Geneva 27 
Switzerland 

Mr Richard Frank 
Interpreter 
Kotal< Pos 25 
Denpasar 
Indonesia 

Miss Estrella U. Sedano 
Secretary 
World Health Organization 
Regional Office for the Western Pacific 
Manila. Philippines 

Mrs Carmel ita E. Castro 
Secretary 
World Health Organization 
Regional Office for the Western Pacific 
Manila. Philippines 

Mr Jesus Gatmaitan 
Technician 
World Health Organization 
Regional Office for the Western Pacific 
Manila. Philippines 



SELECTED DE>'IOGRAPHIC A'ID MEDICAL FACTS ABOUT SELECTED COUNTRIES IN ASIA AND OCEANT~ 

Est. total No. of Distribution No. Annual % % Births 
Pop. -1971 CBR CDR MWRA Urban Rural lMR Obstetric Deliveries Regis-

(in Mi 11 ions ) Deliveries Supervised tered 

BSIP 0.166 40.0 12.0 19849 8% 92% 73.0 5 600 61+% 62% 

Cook Islands 0.02 35.8 6.4 N/A 40% 60% 53.0 800 95+% 90% 

Fiji 0.50 29.0 5.9 79235 33.4% 66.6% 22.0 15 200 82% 95% 

Guam 0.10 26.4 3.7 12 000 75% 25% 21.6 3069 100% 100% 

Japan 105.00 18.7 6.9 16672 000 60% 40% . 14.2 1 933 000 98+% 100% 

Laos 2.96 47.0 23.00 - - - - - - -
Malaysia (West) 9.14 35. 4 7.2 1 808 000 30't 70% - - 62% -
Malaysia (Sarawak) 1.00 )44.0 )12.5 

New Zealand 2.85 22.0 8.8 364 800 77% 23% 16.7 62 500 99% 100% 

Papua New Guinea 2.46 44.0 15.0 500 000 12% 88% 75.0 56200 < 10% ( 1% 

Philippines 38.49 44.7 12.0 7 486 000 32% 68% 61.0 1 015 000 70% -

Rep. of Korea 32.47 29.0 8.0 4 100 000 43% 57% 58.0 900 000 25% 60% 

SingapOre 2.11 22.3 5.4 260 000 100% - 20.1 47 000 99% 99.7% 

Rep. of Viet-Nam 18.33 24.5 7.3 - - - - - - -
Tonga 0.09 31.9 2.7 17 300 - - 13.9 2 500 95% -
Trust Territory of 
the Pacific Islands 0.10 35.3 5.3 19600 25% 75% 34.9 3300 77% 100% 

Western Samoa 0.15 44.3 8.2 (M&NW) 
20% 80% 55.0 4 600 20% 75% 19 100 
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================= 
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Wednesday, 12 July 
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AGENDA 

Registration 

Welcome 

Opening of the seminar - Dr F.J. Py, 
Regional Director, WPRO 

Introduction - Dr G.I. Zatuchni 

Pre-seminar completion of questionnaire survey 
by participants 

Item 1: Health Aspects of Maternity-Centred 
Family Planning - Dr R. Herniman 

Item 2: Maternity-Centred Family Planning 
Programmes: Rationale - Dr G.I. zatuchni 

Item 3: Presentation of Country Reports 
Chairman - Dr G.I. Zatuchni 

Item 3 (continued) Presentation of Country 
Reports. Review and discussion of each 
country's experience in MCH/family 
planning activities, and espeCially in 
maternity-centred (or post-partum) 
programmes. 
Chairman - Dr G. I. zatuchni 

Item 4: International Experience in Maternity
Centred Family Planning - Dr G.I. Zatuchni 
and Dr T.C. Hsu 
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Thursday, 13 July 
======:====~===== 

a.m. 

p.m. 

Friday, 14 July 
=============== 

a.m. 

p.m. 

Saturday, 15 July 
================= 

a.m. 

Monday, 17 July 
=============== 

a.m. 

p.m. 
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Item 5: Organization and Administration of 
Hospital-Based Phase of Maternity
Centred Family Planning Programmes -
Dr C.H. Gurd, Mrs E. Lewis and 
Mr G. Trueblood 

Item 6: Experiences and Aspects of the Philippine 
Maternity-Centred Family Planning 
Programme - Dr P. Mayuga, Miss C. 
Panganiban and Dr A. Gabol; followed 
by a tour to Davao General Hospital 

Item 7: Organization and Administration of 
Community-Based Phase of Maternity
Centred Family Planning Programmes -
Dr C.H. Gurd and Mrs E. Lewis 

Group discussions 

Item 8: Reporting and Evaluation of Maternity
Centred Family Planning Programmes -
Dr John E. Laing 

Item 9: Teaching and Training Programmes. 
Training of physicians, nurses, 
educators, statistiCians, record 
clerks, etc. - Dr A.V. Valenzuela 

Item 10: Abortion and its Relation to Maternity
Centred Family Planning - Mr T.H. Lean 

Completion of second questionnaire survey by 
participants 



Tuesday, 18 July 
====~=======s:~ 

Wednesday, 19 July 
================== 

a.m. 

p.m. 

Thursday. 20 July 
===============2= 

a.m. 
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Visit to the Zamboanga General Hospital and 
observation of Maternity-Centred Family 
Planning Programme; thence to Manila 

Item 11: Organization and Management of 
Maternity-Centred Family Planning 
Activities within the Hospital -
Dr M. Pareja (in WHO Conference Hall) 

Visit to Reproductive Biology Centre of the 
Philippine General Hospital 

Plenary session - Discussion of hospital visits -
Chairman - Dr G.I. Zatuchni 

Plenary session 

Presentation of Group Reports 

Report on questionnaire survey by Dr G.I. Zatuchni 

Final discussions 

Discussion and adoption of seminar conclusions 

ADJOURNMENT 



l. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 
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MATERNITY-CEm'RED FAMILY PLANNIOO SEMINAR 
ATTITUDE/KNOWIEDGE SURVEY 

Agree Disagree 
or or 

Question True False 
(~) (~) 

The best way to increase family Pre Post Pre Post 
planning acceptance is by use of 
mass media 60 52 32 48 

Infant mortality rate is usually 
expressed as the number of infant 
deaths per 10 000 livebirths 16 20 84 76 

In developing countries fully trained 
nurses should be used only as teachers 
or supervisors in an MCH/FP programme 60 52 32 40 

In general women having a recent 
abortion are more motivated to accept 
family planning than women having a 
recent obstetrical delivery 36 72 56 16 

The term crude birth rate means that 
the figures are estimates only 68 28 20 72 

Highly urban areas of the developing 
world do not need government-
supported family planning programmes 16 20 80 76 

Decision about the indication for 
performing each abortion should be 
made by a panel of physicians 68 68 24 28 

Oral contraceptives could be pres-
cribed by health personnel other 
than physicians 52 40 48 60 

Termination of pregnancy by vacuum 
aspiration can be done safely up to 
19 weeks of gestation 4 24 68 60 

Traditional or village birth 
attendants should be trained and 
licensed for practice 68 68 28 28 

Undecided 

(~) 

Pre Post 

8 -

- 4 

8 8 

8 12 

12 -

4 4 

8 4 

- -

28 16 

4 4 
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Agree Disagree Undecided 
or or 

Q,uestion True False 
(~) (%) (%) 

11. n,dequate antenatal care means two to Pre Post Pre Post Pre Post 
four antepartum visits 20 40 76 56 4 4 

12. Only one or two contraceptive methods 
should be used in any family planning 
programme 16 12 76 88 8 -

13· The optimal interval between delivery 
and the next conception is about 18 
months 16 24 64 68 20 8 

14_ Well-educated, economically and 
socially responsible couples should 
have as many children as they feel 
they can afford 36 48 60 48 4 4 

15. Money spent on family planning would 
be better spent on education 28 24 64 64 8 12 

. ~--.----. 

- , Nurses working in a paediatric ward 
have no need for in-service education 
on contraception 16 12 80 88 4 -

17. fl, woman can have as many as two 
abortions per year for 5-8 years 
without harmful effect 20 28 64 52 16 20 

lil. Food, clothing, or other gifts 
should be given to those accepting 
contraception 20 4 64 80 16 16 

--
1 " . '::', The presence of anemia in the mother 

1s a contraindication to breast-
feeding 32 32 60 52 8 16 

20. Consistent use of coitus interruptus 
(wi thdrawal) as a method of avoiding 
pregnancy leads to mental depression 
and anxiety 72 28 24 56 4 16 

21- In rural areas, diarrhea of the 
newborn is one of the most common 
causes of death 96 92 4 8 - -
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Agree Disagree Undecided 
or or 

Question True False 
(%) (%) (%) 

22. The IUD is not an appropriate method Pre Post Pre Post Pre Post --
of contraception for a woman who has 
never been pregnant 64 52 32 48 4 -

23. The population problem is due mostly 
to improved medical care lowering 
the death rate 52 68 36 28 12 4 

24. Sex education preferably should take 
place in the home 68 48 28 40 4 12 

25. Basic nursing and midwifery education 
curricula should include family 
planning 92 96 8 - - 4 

26. The major benefit of prenatal care 
is the detection and treatment of 
pregnancy toxemias . 92 72 4 28 4 -

27. In rural areas today most people know 
what family planning is 44 32 52 64 14 14 

28. The type of IUD used has little 
effect on continuation rates 56 52 32 36 12 12 

29. Lactating women should increase their 
daily intake of calories 92 88 8 12 - -

30. Government employees should be given 
financial supplements for family 
planning work 60 48 36 44 4 8 

3l. The most important requirement for 
the development of MCH/FP is for more 
physical facilities 60 64 36 32 4 4 

32. 'Ihe most common cause of tetanus 
neonatorum is dirty handling of the 
umbilical cord stump 100 100 - - - -

33. Family planning should be discussed 
with every client of childbearing 
age, regardless of marital status 84 96 12 - 4 4 
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Agree Disagree Undecided 
or or 

Question True False 
(%) (%) (%) 

34. Insertion of rUD's in the postpartum Pre Post Pre Post Pre Post --period results in a high incidence 
of post-partum endometritis 4 - 76 80 20 20 

35. The optimal time for conception 
occurs Just after the end of the 
menstrual period 24 16 72 80 4 4 

36. The training of auxiliary personnel 
for a new MCH/FP project is best 
done in the facilities of the proJect 80 82 8 12 12 4 

37. Health personnel recruited for 
training programmes should receive 
adequate stipends during the period 
of training 96 76 - 24 4 -

-"c, "'erson-to-person education is the 
best way to encourage contraceptive 
acceptance 93 93 8 8 - -

3<). Female sterilization is a reversible 
procedure 16 28 60 64 24 8 

ho. 'lusbands should play an equal role 
in decisions about family planning 96 96 4 4 - -

4l. In-service education on family 
planning should include all the 
members of rural health unit except 
the sanitation officers 52 32 48 68 - -

42. The effectiveness of home viSiting 
to encourage contraceptive use is 
highly overrated 36 52 60 40 8 8 

47
• Male sterilization is an 

irreversible procedure 60 48 16 40 24 24 

44. Maternal and child health services 
would be improved if governments set 
c'l.rg",ts for care 88 92 8 8 4 -
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Agree Disagree Undecided 
or or 

Question True False 
(%) (%) (%) 

45. Oral contraceptives are contra ... Pre Post Pre Post Pre Post 
indicated for fat women 28 liB 68 44 4' -8 

46. Charging a small fee for contraceptives 
results in better continuation rates 64 52 28 36 8 12 

47. Women who use modern methods of contra-
ception are more likely than others to 
have extramarital sexual relations 40 24 44 64 16 12 

48. Oral contraceptives containing estrogen 
should not be given to lactating women 60 72 20 16 20 12 

49. Although a nurse may not approve of a 
particular contraceptive method, 
nevertheless she should be obliged to 
inform others about the method 84 92 8 4 8 4 

50. Nursing a midwifery personnel with 
special training can be used to 
insert IUDs under physician's 
supervision 92 88 8 12 - -

5l. Family planning in rural areas must 
only be done by MCH personnel 40 36 52 64 8 -

52. Where abortions are legal they should 
be done on an out-patient basis 52 24 36 60 12 16 

53. A physician should not prescribe a 
method of contraception for a woman 
without her husband's consent 64 28 28 64 8 8 

54. Ovulation cannot occur within the 
first three months after obstetrical 
delivery - 8 92 80 8 12 

55. Vasectomy has no effect upon sexual 
desire or performance 80 92 8 4 12 4 
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Agree Disagree Undecided 
or or 

Question True PaIse 
I%j 1%) (%) 

56. Tn poor societies weaning of the Pre Post Pre Post Pre Post 
baby is best done at 4-6 months 16 16 56 72 28 I? 

57. Condoms should be sold at most 
available commercial oUllets 88 96 8 4 4 -

58. Family planning acceptors in post-
pprtum programmes are younger than 
acceptors in other family planning 
programmes 44 76 28 16 28 8 
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GROUP DISCUSSION REPORT 

GROUP A 

Topic: Organization and Delivery of MCH!Faml1y Planning Services 
with Particular Reference to Island and Peninsular Communities 

It was decided to discuss the topiC under four heads: 

1. Phasing of the programme 

2. Co-ordination and communication 

3. Budgeting for service 

4. Reporting, follo~up and supervision 

1. Phasing of programme 

This depends on existing services. These should be developed, be 
they at maternity hospital or at health centre level. Co-ordination 
with private organizations should be developed before extending too far. 
The group agreed this was vital so that contact between organizations 
does not lead to conflict, with inevitable delay in spreading services. 

2. Co-ordination and communication 

(a) Co-ordination - The group considered that it was important 
to go slowly, first developing some practical family planning activity 
in a government institution or centre and then, as acceptance is gained, 
and no political objections are raised, getting government health agencies 
to take over financing and organization of the family planning programme. 

Again it was thought that,at this stage, the co-operation of 
interested parties was vital to the success of any extensive programme. 

(b) Communication within the organization was regarded as most 
important. Several of the group mentioned lack of information to the 
"workers" from administration. Delegation of responsibility was thought 
necessary with information passed on by newsletters, etc. Verbal 
communication was considered to be more valuable with frequent meetings 
of all personnel involved in the programmes. When this is not possible 
frequent, short refresher courses should be organized so that all within 
the service should be in touch with results and administrative news, and 
be able to comment. 
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3. Budgeting 

All considered that the government should be responsible for the 
funding of any scheme, but that in the phase of establishment in under
de~eloped countries, outside organizations should help in the provision, 
extension or upgrading of existing facilities, provision of supplies, 
transport for staff, etc. 

In the more developed countries some sections of the community 
should be responsible for at least the cost of their supplies. 

It was the unanimous view of the group that there should be no 
incentive paid for increasing the number of acceptors. All considered 
that this was likely to lead to the neglect of other important duties. 
Consideration should however be given to location allowances for those 
in remote areas, bonuses for continuing service and extra training 
for persons showing exceptional ability. 

4. Recording, follow-up and supervision 

(a) ReCOrding - The group agreed that this was important but 
that its form should be as simple and as short as possible. Preferably, 
records should be able to be analysed by mechanical methods. 

(b) Follow-up - Methods of follow-up depend on the type of 
contraceptive used. In Japan, with the condom being the main method, 
there was no follow-up with OC and rUCD. The group felt that follow-up 
might be improved by incentives such as lower prices for pills, free 
cervical cytology or other MCH services, such as infant immunization 
at the same time. 

(c) Supervision - With well-trained staff it was felt that 
supervision should be minimal but that co-operation and co-ordination 
within the organization were important to encourage all workers. 
Regular reporting back from above, both written and verbal, with 
comparisons between cliniCS, should help. The development of a team 
spirit was important. 
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GROUP DISCUSSION REPORT 

GROUP B 

Subject: Staff Motivation and Training 

1. The group felt that staff members must be convinced that 
family planning produces useful and important health benefits. A 
full and wide understanding must exist among acceptors: it is not 
enough that they simply adopt one method of contraception. 

2. Whenever feasible a selection should be made among available 
staff. It was generally felt by the group members that the main 
factor against pre-selection was the tendency that the new units thus 
formed might later on prove resistant to integration with staff members 
of different units. 

The involvement of existing staff would be a good solution, 
especially those in existing obstetric and paediatric units. If 
the maternity-centred family planning project is a valid one, then 
convincing the existing personnel should not be difficult. 

Note: It is difficult to carry out any staff training programme if 
there is no set positive Government policy, as is the case in United 
States Trust Territories. 

3. Training is not sufficiently intensive and prolonged in many 
instances. Too often, the methodology of family planning is 
emphasized rather than the wider health aspects. Training should 
include: 

(a) Communication (person to person) 

(b) Interviewing and counselling techniques 

(e) Assessment of staff attitudes 

(d) Problem solving 

4. Choice of teChnigue. Staff should not allow personal 
convictions to interfere when deciding which to choose among available 
contraceptive techniques. 

5. SuperviSion and refresher courses 

Through on-the-job continuous superviSion, we can assess the 
need for refresher courses and maintain both the quality of service 
rendered and the interest of participants. 
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Two methods may be used to improve staff efficiency: 

A. Setting targets 

B. Offering incentives 

A. Targets. Targets must be realistic and related to: 

(i) Resources 

(ii) Facilities available 

(iii) Geographical layout of country 

(iv) Distribution of population and number of fertile women in 
childbearing age 

Targets should never be arbitrarily imposed. 

B. Incentives. The questions whether the use of incentives should be 
encouraged, and if 50 whether they should be offered to the 
acceptor or motivator, were discussed at some length. 

STAFF TRAINING (Summary) 

A. Rec rui tment 

New Staff Incorporated into Existing Staff 

I I r I 
Standard of Education Personality Attitude Religion Potentials 

B. Objective 

Family Planning Personnel 

I I 
PhysiCian Nurse Social Workers Drivers 
(Either as cliniCians, motivators or both.) 
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c. Duration of training 

This would differ in different countries and would generally vary 
inversely with the standard of education and knowledge of subject 
matter already attained by each staff member or group. 

D. Supervision and follow-up of performances 

Refresher courses whenever necessary. 

E. Evaluation 

The productivity of the trained staff must be assessed after a 
period of work in the field. 
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GROUP DISCUSSION REPORT 

GROUP C 

The Problems of Providing a Maternal and Child Health/Family Planning 
Programme in Remote Rural Areas or Settlements in Developing Countries 

A well-planned programme combining family planning with maternal 
and child health services provides added advantages both in efficiency 
and in health benefits for mothers and children. 

The methodology of the post-partum approach to family planning 
as practised in large urban maternity units in many parts of the world 
has been well documented and evaluated. The inclusion of paediatriC 
care in these hospitals presents no great administrative difficulties 
and this will provide further health benefits at minimal cost. 

However, in developing countries where 80% or more of people live 
in rural areas, the means whereby MCH/famlly planning progranmes can 
be extended to the grass roots is not too clear. So far, documentation 
and evaluations of pilot studies are few. 

In every developing country, the establishment of MCH/famlly planning 
programmes is feasible in the main centres of population, where health 
services already exist, but the same cannot be said for the rural areas. 
The group discussed the reasons for this and gave shortage of available 
funds as the primary cause. This shortage undermines the plans for 
proper staffing of existing rural health units. There are also great 
difficulties in getting doctors and nurses to work in rural areas. In 
this context, the case of Korea was quoted where all medical graduates 
are now required to spend six months in rural areas after completing 
internship. It was pointed out that the effects of hospital-based 
MCH/family planning programmes were not confined to urban areas because 
it was usual for the "watershed" to extend to the surrounding 
rural areas. Services were invariably extended to the existing smaller 
hospitals and maternity units which could assist people at the grass 
root level. 

It was emphasized that the programme should be extended in an 
orderly manner. Existing facilities should be integrated into a 
strong organizational structure with descending levels of command each 
with a geographically assigned area of responsibility. The importance 
of a referral system with constant feedback, and the problem of tempering 
motivation to the ability of the health unit to supply the services were 
discussed. 
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One of the greatest problems is the sheer size of the "health 
package" to be delivered by the peripheral health worker. The 
question of including some or all of the following was discussed: 

1. Primary health care to the whole community 

2. Maternity service - prenatal, delivery and post-partum care 

3. Family planning including clinical and educational aspects 

4. Nutrition service for mother and children (Breast and bottle
feeding and weaning) 

5. Immunization - children's immunization based on epidemiological 
pattern 

6. School health services 

7. Home visiting - family planning, tuberculosis, communicable 
disease, nutrition post-partum care 

A few smaller countries have gone a long way toward comprehensive, 
rural health services with a staff ratio of one physician for 5000 
population and one public health nurse for 2000 people. But these are 
in the minority. 

The group decided that health services have to be gradually built 
up, possibly over a period of a decade, on the basis of established 
priorities. The following were considered priorities: (a) maternity 
services: (b) breastfeeding programmes: (c) family planning: (d) immuniza
tion programme based on existing epidemiological patterns. The chosen 
pilot programme should be implemented in areas with the greatest health 
need. A timetable should be set, and both government and private sectors 
of the community should be utilized. 

The need to enlist the support of the traditional birth attendants 
in most countries,and the question of providing a suitable training 
programme for these workers, were discussed. 

The peripheral worker should be made to feel she is occupying an 
important position. She should participate in evaluating the service 
given and have a voice in future planning. 

The overall need for good supervision at all levels was stressed. 
One member pointed out that this was often overlooked at the planning 
stage. Hence, training programmes rarely included training in 
supervision techniques. 
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Screening techniques were another means of reducing the workload 
of the peripheral worker, by enabling her to identify the high risk 
cases and those who need family planning counselling and efficiently 
managed contraception. Her newly found cases can be referred to the 
health centre for further follow-up. 

The effect of mobility of the rural worker in increasing efficiency 
was also discussed. The best and most economical means of transport 
will vary from country to country. The type used should conform to 
local experience and practice. 

Formal training and periodic in-service training should be 
provided at all levels. In this context, the continuous evaluation 
of undergraduate medical and nursing courses is needed to ensure 
their relevance to existing health needs and service requirements. 

The group stressed the importance of a feedback mechanism between 
the peripheral worker and other intervening levels and positions. A 
conscious effort should be made to stimulate all personnel and 
encourage them to feel that the work they do is important and that they 
are valuable members of the health team. 
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GROUP DISCUSSION REPORT 

The following is an outline of the questions and discussion: 

1. The role of the United Nations agencies in family planning 
was discussed. 

WO 

UNFPA 

- Provides technical advice, training, fellowships and 
undertakes studies, surveys and research. 

- FUnding agency in family planning, concerned with 
supplies and facilities such as support for WHO 
family planning activities. 

UNICEF - Provides commodities for the most part. 

UNESCO - Concerned with family life education, assists in 
devising mass health education for the public. 
Teaching programmes for primary and secondary 
schools and universities. Health education curriculum 
in the medical schools. 

World Bank - Provides loans, which have to be repaid, for infra
structural investment. 

2. How to raise direct acceptor rate in a post-partum programme? 

Discussion - Philippines - Training programmes are given for 
motivators (three weeks) and for physicians (three days) with 
incentives of two pesos for motivators and ten pesos for 
physicians. 

(i) motivation during antenatal period 

(ii) motivation during MCH attendance - well baby session 
for immunization 

(iii) health education programme in schools and for the public 
re family planning 

(1v) home follow-up 

(v) mass media - radio broadcasting, newspaper, visual aid 
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Characteristics of the motivators: 

- married with children 

- satisfied acceptor 

- similar socio-economic status 

They do not have to be nurses or physicians; because of their 
socio-economic background they may have different views resulting in 
different understanding of the needs of the potential acceptor. 

Language difficulties in some areas and socio-economic differences 
can also contribute to the problems of contacting and motivating 
acceptors. 

Family planning should be aimed at every level of the community 
and not only at the lower income, less educated and higher parity group. 

Guidelines for post-partum programmes (how to increase acceptor 
rates): 

(a) Provide 100% coverage of patients delivered in hospital. 
Motivators should also work during weekends because, if 
no motivating staff is available, up to one fifth of 
patients may be missed. 

(b) Prenatal and postnatal clinics 

(c) Post-partum check-up in family planning clinics 

(d) Face to face motivation 

(e) House-to-house visits - KAP survey may be necessary 

(f) Mobile family planning clinics in rural areas 

(g) General publicity - campaigns and exhibition 

(h) Talks and film shows to those of marriageable age and 
the newlyweds 

(1) Motivators should aim at having immediate IUD acceptors. 
It is estimated that in these cases there is a 90% 
acceptor rate. 

(j) Acceptors can also be contacted at well baby clinics 

(k) Male motivators may have a role to play in motivating husbands 
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Home follow-up is rather an ineffective approach to the 
programme because if women do not wish to attend the clinic, it 
usually indicates refusal. Suggestion is that a reminder be sent 
in the form of a letter with the hope that 10% of those contacted 
may respond. 

3. How can family planning programmes strengthen maternal and 
child health services? 

(a) Family planning services may increase the number of 
postnatal patients. 

(b) Family planning services may increase the number of 
mothers attending the well baby clinic. 

(c) Mothers attending MCH/family planning clinics may be 
taught basic nutrition and enabled to improve the 
status of malnourished infants. 

4. Should patients be told of side effects of all contraceptive 
methods? 

The client should be told about the side effects of the different 
methods of contraception but the information should not be 
exaggerated. 



• 
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EIGHTY QUESTIONS FOR VISITS TO 

MATERNITY-CENTRED FAMILY PLANNING PROGRAMMES 

by 

Dr Gerald I. Zatuchni 
MCH Consultant, WHO Headquarters 

Geneva, SWitzerland 
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A. Organization 

1. Who is responsible for project? Operations? Budget? Other? 

2. In a multi-hospital project, is there a central co-ordinating 
body? 

3. In the hospital, is there a co-ordinating committee? 

4. Are sufficient numbers of staff available to carry out the 
project? 

5. Are there adequate and workable referral mechanisms between 
hospital and community clinic? 

Between hospital and other health programmes? 

6. In rural projects, is there a cadre of middle-level 
supervisors? 

7. Are there job descriptions available? 

8. Is there a manual of operations? 

9. Does anyone review project at established intervals? 

10. Are reports available on all aspects of the project? 

B. Information and Education 

1. What are the I & E inputs? 

2. Is each obstetrical and abortion case talked with on an 
individual basis? 

3. Are sufficient materials available? 

4. What is the content of the various I & E inputs? 

5. Are educational efforts directed at husbands? At visitors? 

6. Are health education programmes adequate and operational? 

7. Are any innovative educational materials or methods utilized? 

8. Do family planning education efforts extend to hospital areas 
other than obstetrics-gynaecology? 
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9. Do MCH/family planning educational programmes extend to 
communities nearby hospitals? 

10. In rural proJects, how and by whom is the educational 
function for MCH/family planning done? 

C. Services 

1. What are the service limits of the project area? 

2. What proportion of maternity cases in 
care? delivery by trained personnel? 
infant/child health services? 

area have prenatal 
postnatal care? 

3. What contraceptive methods are available in the project? 

4. What mechanisms are utilized for continuing contraceptive care? 

5. What mechanisms are utilized for follow-up of recently
delivered women and their infants? 

6. What ancillary mediCal services are provided to family 
planning clinic attenders? 

7. Who provides what service? 

8. How are cases of abortion handled? 

9. In rural areas, are there arrangements for transport and/or 
communication? 

10. What referral mechanisms exist for complicated contraceptive 
cases? for complicated maternal care cases? for complicated 
infant/children cases? 

D. Facilities 

1. Is sufficient clinical space available to handle actual workload? 

2. Is there a room adequate for group presentations and/or audio
visual shows? 

3. Are clinical examination rooms appropriately screened for 
privacy? 
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4. Are there suitable storage facilities? 

5. Are there suitable record-keeping facilities? 

6. What is the state of repair of the clinic, health centre, 
and/or wards? 

7. Are there sufficient beds for postnatal cases? for cases 
of sterilization? 

8. Are adequate waiting rooms available? 

9. Does the clinic have convenient hours? 

10. Is sufficient space available to have combined postnatal
family planning-infant care clinics? 

E. Personnel 

1. Have all relevant project personnel been trained in MCH!family 
planning? 

2. Have persons been hired in a selected manner? 

3. What supervisory procedures are used? 

4 Has adequate attention been given to workloads? 

5. 'Nhat has been done regarding vacation schedules? 

6. Are there any incentives for staff promotion? financial? 
other? 

7. Are hospital personnel utilized in outside hospital projects? 

8. Has project been able to have priorities in personnel 
employment? 

9. Are personnel practices subject to review? 

10. Are personnel gainfully employed? 
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F. Training 

1. Are the project facilities used for training? 

2. What is the content of the training programmes for the 
'various levels of personnel? Are sy1abbi available? 

3. Are there speCial, on-the-job training courses? 

4. Is refresher training available and utilized? 

5. Does the hospital train persons other than its own employees? 

6. What is the linkage to national training programme in MCH/ 
family planning? 

7. Are the training programmes evaluated? 

8. What training materials are available? 

9. Who trained the trainers? 

10. Have any novel or special training approaches been utilized? 

G. Equipment and Supplies 

1. Does the project have adequate medical instruments and equipment? 

2. Are the clinics and wards suitably furnished and well lighted? 

3. Do the wards have adequate numbers of beds and furnishings? 

4. Is central sterilization of equipment trays available? 

5. Does the maternity-centred programme have an exclusive vehicle 
for patient transport and for home visiting programmes? 

6. Is speCial equipment available for cytology, culdoscopy, 
laparoscopy, microscopy? 

7. Are adequate contraceptive, medical, immunization and 
nutritional supplies available? 

8. What are the mechanisms for renewal of supplies? 

9. Who is responsible for maintenance of equipment? 

10. Does the project have small amounts of money available for 
the purchase of emergency supplies? 
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M. Reporting/Evaluation 

1. What is the profile of the hospital/clinic record-keeping 
system for maternity? children? family planning acceptors? 

2. Is there a mechanism to follow-up on missed appointments? 

3. Is there adequate exchange of records between various 
hospital areas? 

4. Are antenatal records available in labour units? 

5. Are sufficient numbers of trained clerks available? 

6. How are service statistics obtained? 

7. What are the administrative procedures for reporting service 
statistics? 

8. Who is responsible for analysis of service statistics? 

9. Is there duplication in completing the service records? 

10. Are records adequately stored, easily obtained and always 
available? 

• 
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LIST OF BACKGROUND MATERIALS DISTRIBUTED TO PARTICIPANTS 

1. WHO Technical Report Series No. 331 (1966), Midwife in Maternity 
Care 

2. WHO Technical Report Series No. 386 (1968), Hormonal Steroids in 
Contraception 

3. WHO Technical Report Series No. 3IR (1968), Intra-uterine Devices: 
Physiological and Clinical Aspects 

4. WHO Technical Report Series No. 424 (1969), Developments in 
Fertility Control 

5. WHO Technical Report Series No. 428 (1969), The Organization and 
Administration of Maternal and Child Health Services 

6. WHO Technical Report Series No. 442 (lIRO), Health Aspects of 
Family Planning 

7. WHO Technical Report Series No. 461 (1970), Spontaneous and 
Induced Abort1on 

8. WHO Technical Report Ser1es No. 473 (1971), Methods of Fert1l1ty 
Regulat1on: Advances in Research and Clin1cal Experience 

9. WHO Techn1cal Report Series No. 476 (1971), Family Planning in 
Health Serv1ces 

10. WHO Technical Report Ser1es No. 483 (1971), Health Educat10n 1n 
Health Aspects of Family Plann1ng 

11. WHO: Abort1on Laws: A Survey of Current World Legislation (1971) 

12. WHO: Guidelines - Matern1ty-Centred Family Planning Programme 
(1971) MCH/7l.2, Rev. 1 

13. WHO: Health Benefits of Family Planning; Maternity-Centred Family 
Planning Programme Paper (1971) MCH/7l. 7 

14. WHO: Nursing and Midwifery in Family Planning WHO/NURS/69.79 

15. UN: Human Fertility and National Development 
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16. Post-Partum Family Planning, a Report on the International 
Program, edited by Dr Gerald 1. Zatuchni; MCGraw-~I111 Publishers 
(1971 ) 

17. Meeting on Comprehensive MCH/Family Planning Services in Urban 
ll;ed1cal and Heal th Institutions in India, July 1970, SEA,IMCH/FP/3 

18. Meeting on Maternity-Centred Family Planning Programmes: New 
Delhi, July 1971, SEA/MCH/Pp/4/11 

19. WHO: Working Paper for Consultation on Abortion Care, Geneva, 
17-21 April 1972 - Restricted Documents by Dr Karin Edstrom -
Early Complications and Late Sequelae of Induced Abortion: 
A Review of the Literature and Post-Abortem Contraception: 
A Review of Current Experience 

20. Function of Nurses and Midwives as Members of the Health Team 
for Integrated Services by Mrs E. Lewis, WHO, MCH/WPI71.2 -
Restricted 

21. Planning Considerations for a Rural MCH-Based Family Planning 
Programme submitted by Dr Gerald I. Zatuchni 

22. Direct Mailing Project prepared by Robert Gillespie, Population 
CounCil, Inc., New York, N.Y. 

23. Using Acceptors of Family Planning Methods to Conduct Mothers' 
Classes prepared by Robert Gillespie 

24. Guidelines for Training for Maternity-Centred Family Planning 
Programmes prepared by Dr Silvio Gomez with assistance by 
Dr Jorge Osuna and Dr Gerald I. Zatuchni. 

• 

• 

• 

• 
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LIST OF WORKING PAPERS AND COUNTRY REPORTS 
1 

WPR/HR/MCH(FP)/3l 

WPR/HR/MCH(FP)/32 

Maternity-Centred Family Planning Programmes: 
Rationale, and Maternity-Centred Family Planning 
Programmes: International Experience by Dr Gerald 
I. Zatuchni, MCH Consultant, WHO Headquarters, 
Geneva, Switzerland 

Organization and Administration of Hospital
Based Phase and Community-Based Phase of 
Maternity-Centred Family Planning Programmes 
by Dr Charles H. Gurd, Fiji Islands 

WPR/HR/MCH(FP)/33 - Experiences and Aspects of Philippine Maternity
Centred Family Planning Programmes by Dr Pedro N. 
Mayuga, Director, Bureau of Medical Services, 
Department of Health, Manila 

WPR/HR/MCH (FP) /34 

WPR/HR/MCH(FP)/35 

WPR/HR/MCH (FP) /36 

Teaching and Training Programmes by Dr Amanda V. 
Valenzuela, Associate Professor and Chairman, 
Department of Public Health Administration, 
Institute of Public Health, University of the 
Philippines, Manila 

Reporting and Evaluation of Maternity-Centred 
Family Planning Programmes by Dr John E. Laing, 
ViSiting Research Associate, U.P. Population 
Institute, Manila 

Abortion and its Relation to Maternity-Centred 
Family Planning by Mr T.H. Lean, Clinical 
Professor of Obstetrics and Gynaecology, 
UniverSity of Singapore and Senior Consultant 
Obstetrician and Gynaecologist, Kandang Kerbau 
Hospital, Singapore 

WPR/HR/MCH(FP)/37 - Nursing and Midwifery Activities in Maternity
Centred Projects by Mrs E. LeWis, RN, MPH, WHO 
Consultant, Geneva, Switzerland 

WPR/HR/MCH(FP)!38 Organization and Management of a Post-Partum 
Family Planning Programme in the Hospital by 
Dr Mildred C. Negre-Pareja, Associate Project 
Director, Reproductive Biology Centre, Department 
of Obstetrics and Gynaecology, College of Medicine, 
University of the Philippines, Manila. 

IcoPies of the working papers and country reports can be obtained 
by requesting them from the Regional MCH/FP Adviser, WHO Regional Office 
for the Western Pacific Region, P.O. Box 2932, Manila. 
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country Reports: 

Fiji 

Guam 

Laos 

Japan 

Malaysia 

New Zealand 

Papua New Guinea 

Philippines 

Republic of Korea 

Singapore 

Tonga 
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Trust Territory of the Pacific Islands 

Western Samoa 
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