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Throughout the broad spectrum of' public health concern, ranging from 
disease control to clinical services, the achievement of our ultimate goal 
has been considerably of'fset by too rapid population growth. Assumption 
of' the responsibility by health personnel for helping to solve the problem 
of population growth is Justified not only because of this, but al.so 
because their success in prolonging life has helped make the problem more 
acute. 

Both the traditional maternal and child health (MCH) and the more 
recent f'amily planning programmes are concerned directly with the health 
and quality of' family lite. The provision of these services, therefore, 
is the legitimate responsibility of the health department. 

The problem of rapid population growth, however, is not merely a 
health concern. The nature of the problem is multi-dimensional and is 
of much concern from the economic and social viewpoints as well. Promo
tion of family planning, therefore, calls for diSCiplines other than 
health. 

It is realized that some controversy still exists as to the extent 
and method of integrating family planning into the general health 
activities or into the MCH services. The responsibility of the author 
is to present the pros and cons. In fulf'illing this task, he is delib
erately being somewhat provocative in order to invite further thought 
and discussion. 

2. MCH PROGRAMME IN THE GENERAL HEAIll'H SERVICES 

Among the general population, there are two groups of people 'Who 
deserve special health care: children and .. Tomen of child-bearing age. 
Along .. lith such basic public health activities as control~of' communicable 
diseases and iq:lrovement of environmental sanitation, the programme to 
protect and promote the health of lllOthers and children is an unequivocal 
responsibility of the health department. 

The problem of' integrating MCH activities into the general health 
services is not the fundamental issue, but rather such specific factors 
as the scope of services and priority in the allocation of resources. 
In countries 'There most of the acute health problems have already been 
solved and money f'Or health is relatively abundant, the MCH programme is 
the core of' the general health services. On the other hand, in countries 
where control of acute infectious diseases is still the major public 
health concern, the programme eq:lhasizing positive health such as MCH 
tends to be stressed less in favour of' other problems Ifhich are more 
urgent. It is in these countries "here resources are rather l.imited 
that priority of resource allocation is the major problem for the admi
nistrators. 

/ To be lllOre .•• 
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To be more explicit, it is the general pattern in areas where the 
resources are relatively scarce, that the K!H programe tends to be less 
well-developed. Unfortunately, these are the areas l-There the need Of a 
fam:1ly planning programme is most urgent. In the follolfing comments, 
discussion is concentrated mainly on the question of integrating family 
p l ann1 ng into the general health services. 

3. POPULATION PROBLEM FROM THE POINT OF VIm! ClF HEAIJrH 

The people concerned are those 1Thom the health programme is designed 
to serve. Any change in the population will directly or indirectly affect 
the nature of the health problem and the kind and amount of demand for 
health services. From the health point of view, three questiOns in the 
area of population growth should be considered: change in size, distri
bution, and composition of populations. These three factors affect the . 
demand for health and n:edical care services. On the other hand, change 
in the health status of people will also affect these three factors. One 
example is that control of lIIa.l.aria uill bring IOOre people into an area 
."hich has been sparsely inhabited. Another is ageing of population which 
will increase the need for a chronic diseases control programme in the 
overall health services. 

The growth of world population 1ms rather slow until the eighteenth 
century. The birth rate 1mS high and constant, the death rate 1mS equally 
high but fluctuating, depending on the food supplies, epidemics and war. 
It ,.as only after the mid-nineteenth century that the death rate started 
to decline in most of the .developed countries. Widening the gap between 
birth and death rates, the rate Of natural increase, ho1rever, 1mS braked 
by the subsequent fall in birth rate that .followed industrialization, 
urbanization, and general socio--economic development. 

The close association between general socio--economic development 
and IOOrtality rate in the developing areas has been gradually dissolved 
during the past two decades, simply because of the ability of mankind to 
control death with rather inexpensive means through ''public health" 
appro.lclles. UnfortUDately, a decline in the birth rate did not accom
pany the sharp fall in the death rate. The gap bet1reen birth and death 
r3.tes has rather abruptly been broadened, and hence our real.ization of 
population pressure. 

It may, therefore, be able to classify roughly the countries in 
the ,lOrld into three broad categories: 

(a) countries with low birth and low death rates; 

(b) countries with high birth and high death rates; 

(c) countries with high birth and low to IOOderate death rates. 

In the first group of countries, the population problem is not an 
acute one. In the second group, the problem is being "solved" by a high 

/ death toll ••• 
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death toll, and will not present a population contro~ prob~em of much 
immediate urgency. These countries, however, may quiclu.y move into the 
third category through the effort of governments and international aid 
agencies in combating major killing diseases. It is in the third group 
of countries that the prob~em of population pressure is most acute. 

4. HEALTH AND F .AM[LY PLANNING 

The association between he~th and fa.mil.y planning is an interesting 
one. Improvement in the hea~th status of the peop~e 'IlilJ. acce~erate the 
rate of population growth, thus bringing about the need for family p~an
ning. As Dr Ro~ Freedman(l) of the University of Michigan has said, for 
a family p~ing programme to be successfcl, the mortality rate in the 
area must be sufficiently ~w for some time. 

As hea~th workers, we are inc~ined to believe that family p~ng, 
either birth contro~ or child spacing, is advantageous for the hea~th of 
mothers and chi~en. Too many births, or too short birth interv~s will 
affect the physic~, mental, and soci~ well-being of both mothers and 
c~dren. 

It is well established that the ~ter the birth to a mother with 
many births the higher the infant morta~ity risk. A survey undertaken 
in ~959 in China (Taiwan) by the author(2) revealed that the infant morta
~ity li8.S ~Owest for the second birth but increased thereafter. The 
risl .. 01' infant death for the fifth birth was 64 per cent. higher than 
that 01' the second, and 1'or the seventh it was ~OO per cent. higher. 

Materna~ mort~ity increases ~o with the number of births and 
the age of the woman. An analysis of 1.6 362 deliveries at the National 
Taiwan Univ~rsity Hospital during the period 1'rom ~953 to ~962 by 
Dr P.Y. Wei~3) of the National Taiwan University revealed that the maternal 
mortality rate for the sixth c~d uas five times that of the second and 
for the tenth chiM it was tl-renty-tvlO times greater, The risk of chiM
bearing acce~rates considerab~y with ~ater births. 

Whereas birth contro~ does minimize maternal risk due to pregnancy 
and chiM birth, evidence of the he~th advantages of chi~d spacing, on 
the other hand, is not at ~ convincing. An analysis made by Eastman 
and others fai1.ed to produce significant resclts. M:lre studies are needed 
to confirm the hypothesis that family planning spacing is for the advantage 
of mothers and children. Particularly since most women surveyed in 
deve~ping countries seem least concerned about this medical point in terms 
of the reasons given for trying fami~y p~ng; and not ~ are so removed 
1'rom the memory of communicab~e disease deaths that they are willing to 
"take the risk" of not having the number of chi~en they wnt as soon as 
possib~e. 

Again, ,[hat advantage economic~y is there to "spacing" in a 
deve~oping country? The sooner the '\TOman (Who has a shorter life-span 
than vresterners) has her chiMren, the easier it is to bring them,up 

land the ... 
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and the sooner they become independent economically or, in some countries, 
the sooner they provide family support. The medical. argument, therefore, 
has to be strong in order to convince women to space. At present, much 
is based on the individual observation or feeling of physicians who have 
been in private practice. 

5· DEVELOPMENT OF i'HE mDERN FAMILY PUNNING MOVEMENT 

Despite the recent emphasis on the medical. aspect by the planned 
parenthood organizations, earlier pioneers of the modern family pJanning 
movement were mostly non-medical.. The major objectives of the IIK)vement 
were ''prevention of poverty, destitution, prostitution, misery, and 
marital disorder - which were consid.ered to be the inevitable concomi
tants of reckless_reproduction"(4) 

In assessing the obje~tives and approaches of the planned parent
hood movement, Dr Stycos{5} of Cornell University said that they have at 
least three major ideological. biases - mediCal., middle-class and feminist. 

At the 1955 meeting of the International. Planned Parenthood 
Federation, the President of the Planned Parenthood Federation of America, 
Frances Ferguson,def1ned the foundations of the American organization 
largely as "... Provide medicaJ.ly directed child spacing, medical 
consultation to help childless couples have babies.· •.. ~dicaJ.ly 
supervised centers operated by affili~tes give professional assistance 
directly to individual families •.. ". to} Terms such as "medical" or 
"professional" occurring four times in two sentences of a definition 
were due mainly to the fact that the Planned Parenthood Federation views 
itself as a medical. programme, directed by medical personnel, dealing 
with medical problems. 

In fact, such an orientation has developed fairly gradually, 
because the early propagandists for birth control were rarely medicaJ.ly 
trained, and stressed the socia-economic advantages of contraception 
rather than those pertaining to _the health of . the mother. 

The family planning movement later gradually became medically 
oriented, which was felt to bring respectability and prestige to the 
programme. M:l.rgaret Sanger, the founder of the American movement, has 
stated that " •••. her major contribution to birth control was her 
insistenc~ that much information should be disseminated by doctors in 
clinics n. a) 

The medical. bias has had a number of consequences of which the most 
impOrtant one is emphasis on the individual patient, rather than the 
interest of the community as a .Thole. Dominance by the medical profes
sion, lThich is considered to be one of the world I s most conservative 
groups, has been one reason why family planning has never reaJ.ly become 
a '1>OO11c health" programme. 

/Indeed, since ••• 
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Indeed, since the llmedical ll aspects of family planning generally 
seem involved with private physician to individual patient consultation, 
which is almost impossible in most developing countries, there has not 
alvays been a real integration of family planning into public health which 
is IOOre concerned ,lith the general good. One interesting example of this 
is the matter of loop insertion. In some countries it is not possible to 
have enough physiCians to insert the loops. Yet, the physicians sometimes 
oppose their insertion by nurse-midllives who are judged capable to do so. 
Their reasoning, undoubtedly, is involved with the need of the individual 
patient rather than the total community of needy w'omen. 

Today in most countries, the concept of family planning is accepted 
in terms of the conse.quences for the family's economic condition, rather 
than in terms of the health of its members. In a survey in Japan, whereas 
over half cited economic problems as their major motivation for legal 
abortiOns, only l7..J?er cent. cited health, with an additional 17 per cent. 
citing "spacing". (~) 

In the MYsore state of India, a study disclosed that of those women 
who lranted no more children, only 12 per cent. of the urban and 5 per cent. 
of the rural women cited any kind ot health factor as their most in!POrtant 
motivation. (9) 

l>i:lre than half of the respondents gave economic reasons of one kind 
or another as their major reasons. Dr Donald Bogue (10) of the UniverSity of 
Chicago said that one of the most powerful motives to which Indian couples 
will respond is the welfare of their children. This is true also in 
China (Taiwan). Studies of a similar kind in other areas tended to 
confirm these findings. In respect to the economic incentive of a family 
planning programme, Dr Bogue (11) also stated that "a powerful and 
unharnessed force in communication for family planning is the economic 
motive II. This may be understandable in view of the undeniable fact that 
''health II, in general is not considered to be a basic need of man, such 
as the need for food which may involve money. l>i:ltivation for better 
health is often diverted in favour of other more basic needs. An 
interesting analogy related to this is that although the health hazard 
of smoldng has now been lfell established and well Imovm in the United 
States, the consumption of cigarettes has not decreased. 

6. RECENT REALIZATION OF PUBLIC HEALTH RESPONSIBILITY 

It also is a rather recent realization by the public health 
profession that family planning falls into its sphere of activities. 
The American Public Health Association on 21 October 1959, adopted a 
policy statement on family planning (12) saying that it believes'that: 

"(a) Publ ic health organizations at all levels of government 
should give increased attention to the impact of population 
change on health. 

I(b) Scientific ••• 
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"(b) Scientific research should be greatly expanded on all 
aspects of human fertility and the inter-play of bio
logical, psychological, and socio-economic factors 
influencing population change. 

"( c) Public and private programs concerned with population 
growth and. family size should be integral parts of the 
health program and should include medical advice and 
services which are acceptable to the individuals 
concerned. 

"( d) Full freedom should be extended to all population 
groups for the selection and use of such methods for 
the regulation of family size as are consistent with 
the creed and mores of the individuals concerned." 

Since the adoption of this statement, many health departments have 
incorporated units or programmes into the structures of their organiza
tions or have amplified existing services to provide counselling, 
distribution of contraceptive material, and follow-up to all those who 
seek help and guidance in regulating the size of their families. 

M:>st programmes in the United States are under the M::H service of 
health departments. This arrangement appears to be the most workable 
in the United states because it brings into play those individuals and 
services which are already directly concerned with the family as a unit. 
Ho1Yever, "the conviction has grown that education and instruction in 
effective family planning should be an essential component of both the 
health and welfare agencies responsible for the payment of health ser
vices for the dependent families". Thus, among official resources, the 
family plauning programme is thought by some to be a responsibility 
shared by at least two constituted agencies. Co-operation between 
these two presents few, if any, additional problems because of the 
long-standing history of constructive relationship in dealing with the 
community's social and health needs. 

7. ADmNISTRATIVE SEr-UP FOR FAMILY PLANNING 
IN THE DEVELOPING WORLD 

The need for family planning is urgent, partiCularly in the 
developing world.. In most of the countries in Asia, governments have 
been extremely keen to enhance the economic well-being of their people, 
and thus have adopted short- or long-term plans for economic develop
ment. The inevitable consequence has been the realization of the ~ct 
of rapid population growth, which minimizes the net results of their 
efforts. After a hard fight for socio-economic betterment, they often 
found that they were not much better off than when they started a few 
years ago because of the sharp increase in "eating-mouths n. Assumption 
of responsibility by governments for family planning is but a logical 
step toward achievement of their ultimate goal. 

/ The degree .•. 
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The degree of the governmental commitment for family planning, 
however, varies from those which have positive policies for birth control 
to those which are still in the stage of a '':pilot study". In between . 
are cotUltries vlhich although they do not have active population policies, 
realize the problem and support morally, technically, or financially the 
family planning programmes which are being carried out by the voltUltary 
organizations. 

The administrative organization to carry out programme activities 
also varies from country to country. In a few cotUltries, such as India 
and Paldstan, family planning has been ~ven a much higher political and 
administrative status in the Government. (l3) Under the Minister of Health, 
there is either an tUldersecretary or commissioner for family planning. 
Considerable autonomy is given to the executive chief of the programme 
to promote related activities. 

Still another instance, such as in Malaysia, is an autonomous 
Inter-ministerial Board to administer the family planning programme with 
the Health Minister as only one of the board members. The other extreme 
of the administrative system is fotUld in the Republic of Korea where the 
MeH Section of the Ministry of Health and Social Affairs is responsible 
for the implementation of the national family planning programme. (14) 

Japan's success in halving the birth rate from 34 in 1948 to 17 
in 1957 is generally considered as a demographic ''miracle''. In Japan, 
although the family planning programme has been tUlder the jurisdiction 
of the MeH Division of the Ministry of Health and Welfare, much of the 
achievement is attributable to the enactment of the well-known "Eugenic 
Protection Law" in 1948 to liberalize artificial termination Of pregnancy. 
The voltUltary organizations, including large enterprises, have contributed 
also Significantly to the sharp decline in birth rate. 

8. ARGUMENTS IN FAVOUR OF INTEGRATION 

The arguments favouring integration Of family planning activities 
into the general health services include the following major points: 

(a) utilization Of existing health facilities and personnel 

It is generally better and more economical to build the new 
programme, no matter what J on the structure one already has - tmless 
it be bad - than to try to build a \lholly new one that would _have to 
be staffed.and financed independently. In most of the cotUltries where 
family planning is the urgent need, there may simply not be ade.quate 
resources to build up a cOIIqlletely neil structure. 

(b) Provision of a series of services 

Since ''health'' is the total sum of vell-being of all related organs 
or ftUlctions, the services to protect and promote health should best be 
provided in a sequence, rather than offered fragmentarily. Regu.l.ation 

/ Of pregnancy .•. 
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of pregnancy should be a part of the overall services designed for the 
heal.th of mothers, hence shoul.d be. considered as an integral. part of the 
overall l-CH services. The term ''pre-pregnancy heal.th" for family plan
ning designed by the Taiwan progro.mme in 1959 when it was started by the 
government heaJ.th organization is in line with this philosophy. 

(c) Unique opportunity for health Vlorkers to contact people 

The health personnel possess an unique opportunity to contact people. 
This includes home visiting, mthers' classes, well-baby clinic, ante .. natal 
and post-natal cliniCS, and the out-patient departments and wards of the 
hospitals. The recent reaJ.ization Of the vaJ.ue of post-partum education 
for family planning presents further significant evidence. It costs 
little in terms of mney and. manpOller to add a few "lOrdS for family 
planning 'lhen a midwife attends a mther in delivery. The same is true 
for other heaJ.th workers 'Who have various opportunities to reach and 
educate people. 

(d) ''Trust'' among people 

Another advantage of the health personnel in lilOtivating vomen for 
family planning is not only that they have the "public health skill" 
to convince people, but also that, through the "established institution" 
of public health services, a position of "trust" has been built-up over 
a periOd of time. 

or course there may be problems too .. China (Taiwan)' s experience 
bas been that studies trying to malre use of private practicing midwives, 
midvives in the local health stations, special. midwives in the rural 
areas, nursing staff of the. obstetrics and gynaecology ward. of the 
hospital.s, and the other heal.th personnel. of the local health organiza
tions have not been successful.. Training was offered and incentive 
provided for each referral of a loop acceptor. The resul.t, as far as 
the number of l.oop cases recruited indicates, has not been encouraging. 
The private midwives have referred less than a case per person per mnth 
.lith an incentive of NT$20 (US 50 cents), one-third of the cost of 
insertion of a loop for the doctor. Nurse-midldves in the local health 
units have done a better job, referring 3.2 cases per person per mnth 
when NT$lO (US 25 cents) is offered per each referral.. The resul.t of 
ward education at government hospi-cals has been negligible. Whether 
this is due to lack of motivation on the part of the participants or to 
other factors needs further· study. 

9. OTHER CONSIDERATIONS IN INTEGRATION 

There are a few other factors that will have to be considered in 
discussing the integration of family planning activities into the general 
health services. 

/(0.) Urgency ..• 

r 
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The problem of population gro,rth is acute, and. the need is most 
urgent in most of the countries "Thich need family planning. In these 
countries, there are definite goals to be attained within rather short 
periods of time. All available resources, including health and other 
personnel, have to be mobilized to achieve these goals. The problem, 
othenTise, will not only remain but will also expand if unchecked. 

(b) "Crash" vs. "long:-term education" programme 

The above fact leads to the implementation of "crash" types of 
programmes. It is true that the concept or desire to have a smaller 
family is not to be brought about in a few years, but evolves gradually 
over generations through a long-term educational programme that usually 
involves economic development. .In many countries, holrever, time is the 
most critical factor in population planning, and. they simply cannot 
afford the patience to wait any longer. Whether this impatience will 
be a loss in the long run is something that will have to be found out. 
The fact is that there are many vomen ready to take up contraception if 
ef'f'ective, cheap methods are ava.ilable. These need to be served now. 

A "crash" prograzmne does not necessarily have to ignore the 
''motivation'' of' women. The very existence of the prograzmne helps create 
an atmosphere in which people can see that others practice f'amily plan
ning - llhich may be an ilJi)ortant step in coming to a decision. Spacing 
may be stressed as well as the "values" of' a small family in terms of 
economics, education, and health, although these may be of' secondary 
ilJi)ortance in the "crash" approach. later, such a programme may be 
integrated ,lith M:!H activities as they develop. In f'act, a family 
planning prograzmne may lead to elJi)hasis being given to MJH activities 
in areas where there has been none before. 

(c) wcation and degree of' authority 

The problem of population is multi-dimensional, thus calling for 
resources within the health ministry as.well as in other ministries. 
The administrator of family planning should have a status lThich is high 
enough to mobilize all the manpo"er and resources needed to achieve the 
goal. The organization which is responsible for carrying out family 
planning should have a high status in the government structure, whether 
intra- or inter-ministerial, and should enjoy full "autonom;y" to exer
cise its administrative authority. 

(d) Personnel f'or family planning 

In an intra-ministerial organization, the family planning director 
should have a status that is high enough to command all the resources 
of the ministry. Dr Stebbins, Dean of the School of H;ygiene and. Public 
Health of the Johns Hopkins UniverSity says " •.• I uould put this 
off'icial at a somewhat higher level such as an assistant or deputy 
commissioner of health. II 

/He should ... 
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He should be able to count on a cabinet consisting of the health 
educator, the public health nurse, the laboratory director, the director 
of M::H services, the director of local health services, the one in 
charge of medical care programmes, a biostatistician, an epidemiologist, 
and a social scientist. Furthermore, he should be provided with an 
adequate clerical staff which is a provision frequently overlooked in 
setting up professional organizations. 

He should be a man of action - an administrator and scientist, 
who is highly imaginative, dynamic energetic, and "aggressive", 
devoted to his responsibility, but calm enough to listen to and study 
the facts presented before him to mal'".e unbiased and "non-emotional" 
judgements. 

The use of' existing health personnel is also related to the question 
of the desirability of having multi-purpose or uni~purpose workers for 
the programme. The current public health concept seems to be in favour 
of multi-purpose workers, but for the "crash" type of programme it is 
often desirable to have uni-purpose ones to devote specifically to the 
programme activities. This _is true particularly in countries where 
the general health facilities are inadequately staffed, in which case 
e~loyment of full-time workers for a specific function ,till prevent 
the diversion of the existing health personnel and the "dilution" of 
the manpower added. 

In the China (Taiwan) programme, there are tw'o types of workers for 
family planning: the village health education nurses .rho are multi
purpose, and the pre-pregnancy health workers who are uni-purpose. 
strictly from the family planning viewpoint, the former cost twice as 
much but have produced less than half of the loop cases per person. 

(e) Budgetary consideration 

One thing that should be avoided is a family planning programme 
that is carried out at the cost of the general health programme activities 
such as communicable diseases control, i~rovement of environmental 
sanitation, or provision of basic medical care. Unfortunately, in 
countries where the governments are determined to control rapid popula
tion growth, the limited resources are often channelled from other 
programmes in favour of family planning. The result is that the basic 
health services, which had been veal. because of inadequate budget, will 
be vcalcened further. 

The family planning activities may s~ly be added to the 
responsibility of the existing health personnel who are already over
burdened. The health share in the overall government expenditures may 
remain the same with this ne" activity added. 

(f) "Physical" and 'functional" integration 

Further development of the argument for integration is an often 
heard notion that family planning should be integrated into the MCH 

/ services ..• 
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services. In listening to the reasoning for this, ue are often confused 
by the "frame of reference" in uS1ng the term "integration" which seems 
to be two basic different concepts: ''physical'' and "functional". 

''Physical'' integration means that the unit that is responsible for the 
promotion of the family planning programme should be physically located 
1fithin the MeH division of the health ministry. Under the MeH division, 
there should be various sections of uhich family· planning is one. 

"Functional n integration implies, on the other hand, that the 
activities related to education and motivation of people for family 
planning should be made through public health approaches. The family 
planning unit maybe within the health ministry but has a status equal 
to other divisions such as MeH, communicable disease control, sanitation, 
etc. It may be an inter-ministerial autonomous organization or may even 
be placed under the ministry of social welfare. 

10. PROGRAMME EXPERIENCES IN CHINA (TAIWAN) 

The argument for integrating further the family planning programme 
into the MeH programme is excellent in theory. In practice, often the 
MCH programme itself may be so weal>: that when family planning activities 
are included, other basic MeH activities suffer. 

Family planning in China (Taiwan) in a more or less organized form 
was started in 1954 by a voluntary organization, the Family Planning 
Association of China. rater in 1959, the Provincial MeH Institute 
integrated the programme as a part of its MeH services under the title 
of ''pre-pregnancy health". The basic MeH services were diverted, which 
fact invited some concern. 

Realizing these shortCOmings in 1963, the Provincial Department of 
Health set up an intra-departmental committee named the Committee on 
Family Planning, to be responsible for co-ordination and promotion of 
the programme. FulJ.-time staff for this particular programme have been 
added, full-time family planning field workers employed, and a special 
supervisory . system established 1vithin the general health structure. For 
planning, research, and evaluation of the programme, the Taiwan Popula
tion Studies Center was established in 1962. The Deputy Health Commis .. 
sioner has been designated to execute the programme, lThich is now 
considered by related specialists to be rather successful. It is 
especially known for its data collection, evaluation, and record-keeping. 

ll. CONCLUSION AND SUMMARY 

Rapid population growth is a public health concern not only 
becu.use it offsets efforts for the improvement of optimal health but 
also because the success in prolonging life has made the problem more 
acute. If unchecked, the problem "ill not only remain but also will 
expand. 

/Realization .•• 
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Realization of the problem and assumption of the responsibility 
for its sol.ution by public health personnel, however, is a rather recent 
development. Although too many and too rapid child births have been 
considered to be associated with higher maternal and infant mortality 
risk, more studies are needed to present evidence of the health 
advantage of family pl.anning. The pioneers of the modern family pJ.an
ning movement were rarely medical and emphasized mainly the economic 
and social. wel.fare of birth control. 

The recent development of the pl.anned parenthood approach 
emphasizing medical. supervision of the programme, however, has been 
criticised as having caused some undesirabl.e consequences of which 
emphasis on the individual patient rather than the total. community is 
a major one. Studies in various areas tended to confirm the importance 
of economic incentive in accepting famil.y pl.ann1ng. 

There are definite advantages to integrating famil.y pJ.anning into 
general publ.ic health services. Utilization of the existing facilities 
avoids duplication of effort to ensure economic and effiCient use of 
money and manpower. There are, h01Tever, some other factors such as 
urgency of the problem 1fhich often call. for a "crash n prograJIllOO, 
participated in by personnel. of various disciplines, location of 
authority, and extent of autonomy of the family planning unit, the risk 
of overburdening the existing health personnel and the possibility of 
diverting their regular responsibility. It may equally be unwise to 
promote a family planning programme at the cost of other basic health 
programmes. 

In discussing the personnel for family planning, the executive 
chief of the programme should be given a status high enough to command 
all the resources within the health department and to co-ordinate the 
efforts of other departments. He should be given considerable authority 
and autonomy in programme execution and. should be assisted by a cabinet 
consisting of all related specialities. He should be highly imaginative 
and dynamic, but also scientific enough to interpret intelligently 
statistical data in order to mal~ an unbiased decision. 

Although use of existing health personnel for family planning with 
provision of some monetary incentive failed to produce encouraging results 
in China (Taiwan), they should be encouraged to tal~ an active part in 
promoting the programme through the unique opportunity they have in 
contacting people. In countries .There family planning is an urgent need, 
the b~sic heal.th facilities are usually understaffed and, therefore, full
time family planning workers may need to be employed in an adequate number 
specifically to devote their full time to helping attain the goal. 

In discussing the integration of family planning into the general 
heal.th services, or into the MCH programme, one is often confused by the 
difference in the terms of reference of "integration", which has two diffe
rent connotations: "physical." and "functional." integration. Wbil.e no 
one v/ill object to the "functional" integration, considerable contro
versy exists as to the desirability of the "physical" integration of 
the family pJ.anning unit into the MCH division of the health ministry. 

/Hhil.e ••• 
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llhile approaching the end of this presentation, the author realizes 
that he has probably brought out more questions than presented answers on 
this subject. As stated at the beginning, it was not the author's inten
tion to state whether and how "integration" should be done. It was 
intended rather to put forward the various viewpoints which come to mind 
in the hope of stimulating group discussion and individ.ual thinking. 
Family planning is for those who believe that our children sbould live 
in a Tlorld that is better than ours. It is for those who believe that as 
Dr John J. Hanlon(15) said, " ••• man's future is to be found not in the con
tinuation of sick, frightened creatures with eyes turned earthward, but 
in strong, alert, and healthy people looking with determination toward 
the sun. II 
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