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Fear, lack of knowledge, and misunderstandings have long obscured the nature and
implications of the sexuality and family planning needs of mentally handicapped persons.
Although family planning services have burgeoned throughout much of the world, and the
special needs of the developmentally disabled and emotionally disturbed are increasingly
recognized and documented, organized efforts to incorporate voluntary fertility-regulating
resources into specialized service programmes for the mentally handicapped have been
sparse. With the growing shift from custodial and segregative institutionalization of the
mentally handicapped to early discharge and/or community maintenance, there are
correspondingly greater opportunities for the formation of heterosexual relationships and
increasing risk of unintended and unwanted pregnancy. A review of European and North
American publications reflects an increasing awareness of the problem ofproviding family
planning services to mentally handicapped persons in a more active, out-reaching manner.
Experience gained with emotionally disturbed psychiatric patients and with the mentally
retarded is summarized, persisting problems in providing effective assistance are described,
and recommendations are made.

The social, humanitarian, and medical reasons for
providing mentally handicapped individuals with
family planning services have more often been recog-
nized in the abstract than translated into practice.
Although family planning services have burgeoned
throughout much of the world and the special needs
of the mentally handicapped have been frequently
documented, organized efforts to incorporate fer-
tility-regulating resources into mental health pro-
grammes have been sparse.
The literature suggests that (a) since the develop-

ment of modern contraceptive methods in the mid-
50s, the birth rate among mentally handicapped
women has increased in contrast to a decrease
among the general population in western societies;
(b) pregnancy, childbirth, and child care appear to
exacerbate preexisting mental conditions; and
(c) children born to mentally disturbed (particularly
schizophrenic) women tend to be at higher risk of
future social and psychological pathology (1, 2). The
past decade has witnessed a growing emphasis on
maintaining mentally handicapped persons in the
community, greater reliance on day care, and a
revolving-door policy for hospital admissions.
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Though often ignored, the risk of pregnancy among
patients accompanies an emancipated mental health
programme.
The evolving interrelationship between mental

health and family planning services has been grad-
ually recognized in the professional literature (3, 4).
There is also growing recognition that many, if not
most, sexually active mentally handicapped men and
women want to regulate their own fertility. Very few,
however, have ready access to family planning facili-
ties through private, community, or psychiatric
hospitals or training schools. Many mentally handi-
capped persons may have difficulties in communicat-
ing their needs or organizing themselves for social
action, yet family planning and/or mental health
organizations have seldom mounted serious efforts
to recruit such patients (5). Opportunities of express-
ing free choice in fertility regulation or termination
are rare indeed in centres for the mentally disturbed
or retarded.

FERTILITY AND THE MENTALLY ILL

The literature on fertility and its regulation among
mentally ill persons is sparse and has been well
reviewed by Abemethy & Grunebaum (1, 5). Their
pioneering service, training, and research pro-
grammes in Boston area psychiatric institutions with
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female patients of childbearing age are only gradu-
ally being recognized. These endeavours are deserv-
ing of much greater attention and adaptation in
similar settings.
A review of European and North American publi-

cations suggests that the birth rate among mentally
disordered women has risen considerably during the
past two decades. Whereas earlier studies of the
mentally ill tended to reflect low reproductive rates,
more recent research indicates that rates for the
general population are largely determined by factors
related to a specific time period, cultural change, and
shifts in psychiatric treatment practices in the coun-
tries concerned. Moreover, as Abernethy & Grune-
baum (1) note, there is growing evidence that preg-
nancy, childbirth, and child care are factors con-
tributing to recurrences of psychotic episodes, and
that the frequently unwanted children of mentally ill
women are at some risk of future psychosocial
pathology.
The evidence is persuasive that there are no

genetic or physiological impediments to reproduc-
tion among mentally ill women. For example, Ode-
gard (6) demonstrated that, during a 20-year time
span (1936-55), married Norwegian schizophrenic
women tended to have a higher than average birth
rate although fewer such women married in com-
parison to the general population. Whereas Stevens
(7, 8) noted lower reproductive rates among married
female mental patients in England, he observed a
higher rate of out-of-wedlock births than expected
among women in the general population.

In USA, as in many other countries, traditions
and mores are rapidly changing. Marriage is per-
ceived as less of a regulator of sexual activity than it
once was, particularly among younger women
(9-13). A rise in the reproductive rates of unmarried
patients may be expected, especially with the grow-
ing emphasis on early hospital discharge and the
trend towards community-based outpatient treat-
ment programmes rather than longer term institu-
tionalization. More extensive reliance on day
centres, night and day hospitals, and pharmacologi-
cal agents have accentuated the shift away from
custodial care.
Among others, Shearer et al. (14) reported increas-

ing fertility rates among patients in state mental
hospitals in USA. Although only the severely ill
and/or financially handicapped were actually deliv-
ered of their babies in these state hospitals, there
was, between 1935 and 1964, a 366% increase in the
delivery rate among psychotic women hospitalized in

six major state mental institutions in Michigan. It
was noted that this significant jump in the birth rate
coincided with the introduction of phenothiazine
therapy during the early 1950s. Some women had
more than one hospital delivery, with an average
interval of 2 years, 31 women had 2 deliveries; 6 had
3; and one had 4. Concern for the multipara led the
authors to recommend the keeping of better records
so that true fertility rates of hospitalized psychotic
women could be determined. Despite incomplete
data on births during intervals between hospitaliza-
tion and the last discharge, the authors were of the
opinion that marriage and reproduction rates among
schizophrenic women were rising substantially. Simi-
lar observations have been noted by Erlenmeyer-
Kimling (15).
The transition in patient care modalities in USA is

further reflected in the 7.4% annual increase during
1956-65 in mental hospital admissions and a simul-
taneous 1.1 % yearly reduction in the total mental
hospital population. In 1965 nearly half of the
770 000 admissions to mental hospitals in USA were
readmissions. In a 7-year follow-up study, 32% of
discharged patients had been readmitted at least
once: 14% of them almost immediately and the
remaining 86% after an average of about 6 months
outside the hospital (16).
There seems little doubt that maintenance of

mental patients in the community is increasing the
risk of unwanted fertility. In a pilot study Grune-
baum et al. (17) interviewed a randomly selected pre-
test sample of 20 hospitalized women. Presumed
virginity was the only criterion for exclusion. In
addition to unwanted children, which numbered 9 in
one instance, 13 patients reported a total of 26
unwanted pregnancies. The need for contraceptive
counselling, and perhaps abortion counselling, is
only beginning to be discussed in most psychiatric
hospitals.
A more recent study by Abernethy & Abernethy

(18) reviewed the family constellation, sexual con-
cerns and behaviour, and the contraceptive practice
of 23 mentally ill adolescents compared with similar
information on psychiatrically normal women. The
findings suggest that those at highest risk of un-
wanted pregnancy may be distinguished from others
on the basis of self-reports about parental relation-
ships. In addition to the provision of contraceptive
supplies, it is recommended that intervention should
include at least short-term counselling focused on
issues of sexuality and the feminine self-image.
During 1973-74 the American Psychiatric Asso-
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ciation Task Force on Family Planning and Popula-
tion (unpublished observations, 1974) noted that " in
most mental health treatment settings issues of per-
sonal fertility behavior are ignored or neglected ".
Discharged mental hospital patients (as well as those
in continuing care) are rarely afforded an opportu-
nity to discuss and consider their sexual activities
and reproductive plans, and the possible impact of
wanted or unwanted pregnancies and/or parenthood
on them, their spouses, and families. The Task Force
was sensitive to the fact that psychiatrists and other
mental health professionals are seldom educated in
the clinical aspects of fertility counselling or its
ethical aspects, or adequately informed about the
role of reproductive behaviour and decision-making
in family life. Particular attention was called to the
work of Grunebaum & Abernethy, especially their
evidence of the need to make family planning assis-
tance available to patients in psychiatric institutions
and of patient receptivity to such programmes, and
their findings on the related issues of informed
consent and the ethical problems created by women
who are both chronically psychotic and unable to
assume the responsibilities of parenthood.

SEXUALITY AND FERTILITY AMONG
THE MENTALLY RETARDED

As with the psychiatric population, a review of
trends in the care of the mentally retarded reveals a
shift from a model of custodial, segregative institu-
tionalization to maintenance in the community, a
residential pattern currently followed by 95 % of the
retarded (19). As one consequence, the retarded have
greater opportunities for the formation of hetero-
sexual relationships and are at greater risk of preg-
nancy. Recognition of the retarded as sexual
persons, with a corresponding adaptation of pro-
grammes of sex education and family planning assis-
tance to ease their assimilation into community life,
has been a grossly neglected area.

Studies on the psychosexual development of per-
sons who are intellectually handicapped indicate a
process that, although delayed chronologically,
parallels such development in their normal peers.
Self-identification and sex-role preferences are
reached at a later time for boys and girls who are
retarded than for their nonhandicapped counterparts
(20). All manner of sexual expression has been as
characteristic of those who are retarded as of normal
populations. Attempts to interpret their behaviour
as more deviant have more often been the result of

the extent to which the mentally retarded have been
supervised, scrutinized, and afforded less privacy
than other persons, rather than of any scientific
assessment (21).
Whereas statistics indicate that the majority of the

severely retarded show no interest in the opposite sex
(a study in the State of New York showed that only
4% of severely retarded adults in the community had
any sort of sexual relations), the vast majority-
-85 %-are only mildly retarded and are as inter-
ested in marriage as most other persons (22). Re-
search on marriage among retarded individuals indi-
cates that their unions are predominantly happy and
successful, especially when only one partner is
retarded. Their divorce rates 4 5 %-are not
greater than those in the general population (22, 23).
Although some retarded persons have very large

families, more than half of them do not have any
children. Consequently, the average number of chil-
dren per individual produced by the retarded seg-
ment of the population is a little smaller than the
average produced by the nonretarded (24). Although
evidence on the adequacy of the retarded as parents
is conflicting, several investigators have found that
" borderline defectives " are satisfactory house-
keepers and parents if there are not too many
children (22). One of the crucial determinants of
successful functioning in this area seems to be the
number of children for whom the retarded person is
responsible. Most would agree that the fewer addi-
tional pregnancies and/or children, the better the
child care. As several studies have reported, retarded
mothers manage well until overwhelmed and then
they decompensate and do not know where to seek
help-an experience that is certainly not exclusive to
the retarded (22).
Whereas it has become increasingly apparent that

the need for assistance in the whole area of family
formation and planning among the retarded is not
less than it is for the nonretarded, programmatic
efforts have been slow to materialize. Education in
normal sexual development has been limited. A sixth
or more of retarded females receive no preparation
before the first menstrual period, and boys-having
no corresponding physiological landmark-receive
even less. Parents tend to rely on the schools for
guidance. Health professions have been virtually
ignored as appropriate resources (22, 25). A few
programmes stand out as exceptions to these obser-
vations. The Baltimore City schools, for example,
established a programme when several of the 13- and
14-year-old retarded girls in the special education
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classes became pregnant. In New York City, the
Postgraduate Center for Mental Health initiated a
programme for school supervisors in the techniques
of family life education, including sex education (19).
A training course in human sexuality for the re-
tarded has been developed in Philadelphia (26).
There are few references in the literature regarding

the use of voluntary birth regulating methods; per-
haps they have been considered by some as too
difficult for retarded persons to employ competently
and consistently. One estimate predicted that 8% of
the retarded could use birth control with success
(22), and another has suggested that the intrauterine
device (IUD) may be successful in 80% of cases (19).
However, some professionals are far more optimistic
and agree with Johnson (21) that contraceptive
education is as feasible for the retarded as are other
educational undertakings of importance to them.

In sum, while there has been a shift towards
greater involvement of the retarded in the main-
stream of community living, and growing recogni-
tion of their special needs in the areas of human
sexuality, marriage, and fertility-regulation, few pro-
grammes have been developed to provide assistance
in adaptation. Professional workers and researchers
have often discussed, but seldom implemented, effec-
tive models in sex education, fertility regulation, or
the relationship between parenthood and functional
stability.

FAMILY PLANNING ASSISTANCE

Persisting problems in providing effective assis-
tance to emotionally disordered and/or retarded
patients may be classified in terms of (a) personal
and social characteristics, (b) available contraceptive
methods, and (c) particular mental health/medical
care/family planning systems (G. Meier, unpublished
observations, 1973). Mental patients and retarded
persons are likely, by virtue of their psychological
impairment, to have difficulties in using community
facilities for family planning and in being effective
contraceptors. It is likely that, the more seriously
disordered or retarded the individual, the more
problems will arise.
As noted by Abernethy & Grunebaum (1), men-

tally ill women of fertile age often demonstrate
(a) transient episodes of depression, anxiety, or
regression in a basically neurotic character disorder
or borderline personality, or (b) schizophrenic symp-
toms. The somewhat healthier women in the first
category tend to have attitudes towards sex, family
problems, and themselves much like those of the

general population. They are, however, likely to be
more impulsive and masochistic, psychologically
more in need of intimacy, and more willing to offer
sex to obtain it. Such personality characteristics tend
to increase the risk of unwanted pregnancy through
failure to think ahead either in obtaining family
planning advice or in following a consistent contra-
ceptive regimen. Some support for these views comes
from the observation of numerous unwanted preg-
nancies among nonpsychotic mental patients (27)
and the-commonly noted clinical finding that sexual
acting-out, promiscuity, and unwanted pregnancy
are more frequent in the neurotic or borderline
personality, particularly during post-adolescence and
early adulthood.

Similarly, mentally handicapped youngsters " are
by far the most vulnerable segment of our youth in
regard to sexual exploitation and pathology" (28).
Frequently locked into a situation of nearly com-
plete repression and denial of sexual drive, the
maturing mentally handicapped adolescent becomes
increasingly bewildered and anxious, craving
warmth and love, which in many cases results in
sexual exploitation.

Patients in the schizophrenic category characteris-
tically present disorganized thought process and
difficulty in communication. Social withdrawal and
preoccupation with fantasy are usual, as are suspi-
ciousness, paranoid delusions, and hallucinations.
These conditions are found in schizoid personalities,
require prolonged treatment, and are likely to recur.
Such women rarely make the optimum use of com-
munity resources. For instance, it was noted in one
of the studies that husbands frequently did the
grocery shopping because their wives were too fear-
ful about leaving home to go to the store (H. Grune-
baum and J. L. Weiss, unpublished observations,
1967-71).
The characteristics that make community facilities

psychologically less accessible also increase the prob-
ability that the mental patient's needs will not be
met by the usual family planning counsellor who
operates with a " cafeteria model " and approaches
the client in a task-oriented way. In dealing with the
mentally ill, it may be necessary for a counsellor to
be sensitive to nuances of communication and to
take time for exploring fears and fantasies related to
contraception and sex as well as individual compe-
tence in implementing a particular contraceptive
method. Thus, useful family planning programmes
for this sector of the population may require spe-
cially trained personnel as well as a supportive
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setting and counselling with the healthier marital
partner (1).

Method-related problems tend to be even more
tangible for mentally disordered and retarded pa-
tients than they are for "normal women"
(G. Meier, unpublished observations, 1973). Typi-
cally, they involve: (a) regularity of self-administra-
tion with oral contraceptives; (b) willingness to
accept a procedure such as the IUD, which psycho-
logically approximates surgical intervention in the
genital area; (c) toleration of eventual side effects
and changes in menstrual patterns; and (d) arrange-
ments for reexaminations for refills at regular inter-
vals. A supportive environment for training and
coping with suspicion and anxiety seems essential.
The utility of a longer-lasting pill or injection may
also be explored with emotionally vulnerable
women. The use of reinforcement techniques in
encouraging the adoption of contraception by re-
tarded women has yet to be reported.
The family planning programme developed for

psychiatric patients in two Massachusetts institu-
tions (5) includes several important organizational
features: (a) provision of screening for and treatment
of gynaecological conditions; (b) offer of family
planning assistance to all female patients prior to
discharge; (c) flexible adaptation of family planning
counselling and prescription to the patient's emo-
tional functioning and readiness for discharge;
(d) careful consideration of possible contraindica-
tions to contraceptive methods; (e) establishment of
a supportive and sustained relationship between
patient and nurse-counsellor, both during hospital
stay and after discharge; (f) interpretation of the
patient's family planning needs to other hospital and
after-care staff; (g) interpretation of the patient's
family planning status and related problems to the
community family planning agency or private physi-
cian, with suggestions for follow-up; (h) involvement
of the husband or of the sexual partner in counsel-
ling; and (i) attention to questions of confidentiality
and the ethics of informed consent.
Family planning services organized under the

auspices of health departments and other commu-
nity agencies are generally designed to serve women
of average competence and motivation. The estab-
lished procedures rarely consider the psychological
obstacles to utilization confronted by emotionally
disturbed or retarded individuals or couples. Follow-
up of nonreturning clients is usually very limited, yet
a disturbed or retarded patient may not bring herself
to return without extra encouragement. In the

absence of close communication and liaison with
specialized agencies, family planning staff members
are unlikely to identify fragile patients, and such
information is seldom volunteered. Staff training
and heightened awareness are essential if the legiti-
mate needs of the mentally handicapped are to be
met.
The legal rights of retarded individuals were dis-

cussed at the 1967 Stockholm meeting of the Inter-
national Societies for the Mentally Handicapped. A
resolution was passed advocating " the right " to
marry and have children. It had already been noted
that marriages among the retarded tended to be
more stable and successful when there were no more
than one or two children (29). And yet, during the
last decade, society has made few organized provi-
sions for systematically providing sex education and
family planning training for retarded individuals or
couples. Rarely do schools have such facilities; it
seems equally difficult for parents to tell retarded
children about the " facts of life. " Society still has
far to go in according the same rights of sexuality to
the retarded as to other citizens.

MENTAL HEALTH AND FAMILY PLANNING

There is growing recognition that family planning
is an essential health service with documented pri-
mary preventive aspects related to mental health.
Since family planning counselling often requires
knowledge and skills highly concentrated among
mental health workers, it has been recommended, in
USA, for example, that family planning should be
part of community mental health services and that
mental health training programmes should include
clinical rotation in family planning. It may well be
that successful voluntary fertility regulation height-
ens general coping ability (in part because a couple
will have fewer children). If individuals and/or
couples learn that they can control their own fer-
tility, they may also acquire greater ability to handle
other problems of daily life. In this sense, good
family health may be deemed good mental health.
A patient's potential need for family planning

services has rarely been explored in a systematic
fashion by medical and paramedical health workers
in centres for the mentally handicapped. Unless the
worker's advice is directly solicited, the subject has
generally been considered to be the private concern
of the individual. It is quite likely that little differ-
ence exists in family planning counselling capabili-
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ties between highly skilled, sophisticated profes-
sionals and less-well-trained, but sympathetic, health
workers (who in many instances may be more
attuned and sensitive to the client's social and
cultural needs). If this hypothesis can be demon-
strated, the question of manpower resources may be
at least partly ameliorated.
A project to study the feasibility of providing

family planning services to persons handicapped by
mental retardation was recently conducted by the
National Children's Center, Washington, DC, in

association with Planned Parenthood of Metro-
politan Washington (30).

In many settings failure to provide family plan-
ning assistance has been ascribed to restrictive inter-
pretation of existing policies, institutional inertia, or
other people's presumed sensibilities. A few hours of
staff discussion and careful orientation of new
workers may be all that is needed to initiate a desired
change. Reports of actual experiences and case
histories are very much needed to facilitate policy
changes.
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RISUMt

LA PLANIFICATION FAMILIALE POUR LES HANDICAPtS MENTAUX

La crainte, le manque de connaissances et l'incom-
pr6hension ont pendant longtemps obscurci la nature
et les consequences de la sexualite des handicapes
mentaux, qu'ils souffrent d'arrieration ou simplement
de troubles, ainsi que de leurs besoins en matiere de
planification familiale. L'analyse de publications recentes
montre qu'on a davantage conscience de l'obligation
pour la soci6t6 de fournir des services de planification
familiale pour les handicap6s mentaux et de le faire
d'une maniere plus active en les rendant mieux acces-
sibles. Trop souvent, les installations de planification
familiale existantes ne sont pas disponibles ou acces-
sibles dans la pratique pour les femmes et les hommes
qui eprouvent des difficultes a recourir aux services
publics ou aux institutions d'assistance sociale. Du fait
qu'ils ont du mal A raisonner et que la communication
avec autrui leur pose des problemes, les handicapes
mentaux sont nettement moins bien informes au sujet
de la planification familiale que les autres individus du
meme milieu socio-economique.

L'experience semble prouver que beaucoup d'entre eux

reagiront favorablement aux offres d'information sur
la contraception et aux autres formes d'assistance en
matiere d'education dans le cadre d'un hopital psy-
chiatrique ou d'un 6tablissement de formation quand
cette reaction n'exige pratiquement aucun effort de
leur part. Pour eveiller l'int6ret et la motivation chez
d'autres qui ont moins tendance A prendre contact
avec les services competents, il faudra probablement
prevoir une politique plus active comportant des entre-
tiens individuels avec des conseillers specialement
formes A cet effet. On doit encourager les services et les
travailleurs sanitaires specialises dans la sante mentale
a se familiariser davantage avec les besoins de leur clien-
tele en matiere de planification familiale et A acqu6rir
la sensibilite et la compassion necessaires pour aider
les handicapes mentaux qui cherchent A resoudre leurs
problmes sexuels.

11 est grandement necessaire de connaitre l'experience
que l'on a pu acquerir effectivement sur le terrain dans
ce domaine, afin de renforcer les programmes d'ensei-
gnement et de recherche.
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