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Family planning research 
For fifteen years, WHO has been involved in research into 
new methods of family planning and ways of overcoming in
fertility of the couple. Or Jose Barzelatto, Director of the Special 
Programme of Research, Development and Research Train
ing in Human Reproduction (HRP), was interviewed for World 
Health by Mr Valery Abramov of WHO's information section. 

World Health: What are the main 
thrusts today of your programme's 
activities? 
J. Barzelatto: Firstly, coordination. 
As you know, WHO has a constituti
onal mandate to coordinate activities 
worldwide in relation to health, and 
this includes research, so our pro
gramme is very much involved. Se
condly, research and development; 
we have the mandate to support re
search to develop new and better me
thods for fertility regulation. Thirdly, 
there is institution strengthening. 
That is to say, to promote research in 
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developing countries, so that they 
can become self-reliant in terms of 
research in human reproduction in 
order to solve their own problems. 
There is a fourth thrust - also an im
portant one - which is to advise go
vernments in respect of policy and 
practical matters in the field of hu
man reproduction. In particular, we 
receive frequent enquiries about pro
duct regulation - what new products 
can, or should, be put into use in dif
ferent countries. 
WH: WHO has always preferred the 
term "family planning" to "birth con-

trol". How do you understand the 
concept of family planning? 
JB: I would say that the preference 
for the term family planning is a natu
ral one, because the word "control" 
may imply a sense of coercion. And 
family planning, almost by definition, 
is a voluntary decision of a couple. To 
me, this is the ethos of what family 
planning is all about- the right of in
dividuals, and of couples, to decide 
on how many children they want, and 
when. Now, in order to make such a 
decision one must be fully informed 
about all the possibilities; this means 
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We have a mandate to promote 
research in developing countries ... to 
develop better methods for fertility 
regulation. 
Ph oto WHO/E. Rice 

education of the people. They must 
have access to methods - be they 
contraception or infertility treatment 
-that are readily affordable by every
body. And, finally, for the couple to 
be really free to decide, there must an 
awareness of society's legitimate 
needs and obligations. 
WH: So you think the final decision 
of a couple on whether to have child
ren or not should also take into ac
count the general demographic situa
tion in any given country? 
JB: Of course, but I would prefer to 
use the word "population" rather 
than "demographic." Family plan
ning is not just something you do in 
order to decrease the number of 
people in a country. That is why I 
want to get away from the "demogra
phy" which may suggest "too many 
people." Family planning is much 
more than that. 

Yes, there are areas in the world 
which are over-populated, and socie
ties there are concerned about fur
ther growth of the population - as is 
the case in China. In other regions 
you have under-population, and yet 
there too there will still be the need 
for family planning for its health be
nefits. So people must be aware not 
only of their own preferences, but 
also of their own responsibilities. 
They must be fully educated about 
how reproduction can be regulated, 
but must at the same time under
stand the responsibility they have as 
individuals and as members of their 
society. 
WH: How does family planning tie in 
with primary health care at the pro
fessional level? 
JB: I would say that family planning 
is a basic tool to improve the health 
status of people, particularly in deve
loping countries. If you could limit 
pregnancies to between the ages of 
20 and 35 - so that teenagers didn't 
become pregnant and women aged 
over 35 didn't have children; if preg
nancies were so spaced that there 
were two or three years between 
each birth; and if the number of 
children could be limited to, let's say, 
a maximum of five - if you put all 
these things together you would 
immediately produce, in the develop
ing countries, a spectacular decrease 
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in mortality, both of mother and 
child. Of course, in developed coun
tries with very good health indices, 
you start from low figures of mor
bidity and mortality of mother and 
child, so the effect is less spectacu
lar. But it is there. So, all this 
means that family planning must be a 
part of primary health care, and this 
was recognised from the very begin
ning. The Alma-Ata Declaration of 
1978 includes family planning as one 
of the elements of primary health 
care. 
WH: And yet research in fertility re
gulation is not getting full backing to
day. What, in your view, are the main 
constraints to your programme? 
JB: Our research is under a number 
of constraints worldwide. First of all, 
there has never been a very large 
investment in this research. By the 
end of the 1970s, when - according 
to published data - support for 
reproductive research was at its peak, 
it did not represent more than about 
US$ 150 million per year. This means 
less than one per cent of the total 
investment in health research. But 
during the current decade, things 
have become worse. There is a de
crease in the amount of funds going 
into research - a quite noticeable 
and steady decline . I would say that 
secondly there has been a re-awaken
ing of various groups opposed to 
family planning. This began as a 
questioning of the ethical and moral 
implications of abortion, particularly 
in the United States. It extended, 
however, to the questioning of family 
planning in general and now this has 
led to hardening attitudes worldwide 
- including many developing coun
tries - for a variety of reasons. 
Since some powerful countries that 
contribute most of these invest
ments are sympathetic to these 
views, there is bound to be an influ
ence on funding. 

I would say that a third constraint 
on funding in this area is again a prob
lem that originated in the USA, 
which is now being exported, at least, 
to Western Europe. This is the liabil
ity issue. The American society is by 
tradition a litigious society, and the 
number of companies, doctors and 
hospitals that are being sued in re
spect to contraceptives is consider
able. The result is that pharmaceuti
cal companies - large international 
pharmaceutical companies, that in 
the past had a major share in terms 
of research for new products - have 
shied away from research. In fact, 
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Family planning research 

This is the ethos of what family planning is all about- the right of individuals, and of couples, to decide on how many child
ren they want, and when. Photo WHO/J. Mohr 

there are now only three of these 
companies which have a comprehen
sive research programme in contra
ceptive development. Several large 
companies have closed down their 
research units on fertility regulation. 
Research being done in the private 
sector of pharmaceutical companies 
is now mainly oriented towards main
taining and improving their position 
with existing products, rather than 
looking into really new, innovative 
products. 
WH: Nevertheless there have been 
advances. What, in your opinion, are 
the major achievements of the WHO 

programme during its 15 years of 
existence? 
JB: Because the programme is very 
comprehensive, there are many ways 
of looking at achievements. Let us 
remember that these issues were not 
much discussed in public 15 years 
ago when the Programme was set up. 
The sum of the credit for this change 
goes to WHO. The fact that the pro
gramme has developed a network of 
collaborating centres around the 
world - mainly in the developing 
countries- which are capable of per
forming high-quality research, carry-
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ing out sophisticated laboratory work 
or collecting very good epidemiologi
cal data, is in itself an important 
achievement. Not only do we train 
people and provide them with new 
equipment, we have also involved 
them in the research to develop and 
introduce a new generation of contra
ceptives. But what really matters is 
that this is being done worldwide. 
Another important component in our 
programme is quality control, and 
standardization of laboratory proce
dures. Not only is this sophisticated 
research going on but the results 
from all the centres are comparable, 
because we have a standard quality 
control. So what is reported in Singa
pore is the same as what is reported in 
Lusaka. 
WH: What about the inter-connec
tion between economic conditions 
and family planning, especially in de-
veloping countries? · 
JB: I have no doubt about the inter
connection, although some people 
have challenged this. There are al
ready five billion of us in the world to
day and this figure will be doubled in 
another century; 97 per cent of this 
growth will result in a considerable 

additional strain on the availability of 
food, clean water, energy, education 
services and job opportunities, while 
the population growth will accelerate 
deforestation and soil erosion. Those 
countries are increasingly facing ma
jor challenges as they try to balance 
the complex relationships between 
growing populations, the available 
resources, the environment and 
development. 
WH: Given the varying ethnic, social 
and cultural backgrounds in different 
countries and continents, there are 
bound to be many different ap
proaches to family planning at every 
level. Can you suggest some examples? 
JB: You are absolutely right. As all 
personal decisions are influenced by 
our social and economic circum
stances and other cultural values -
the approaches will be different, par
ticularly in such an intimate field as 
reproduction, the use of contracep
tives, and treatment for fertility. In 
some religions the only acceptable 
contraceptive method is the so-called 
natural family planning. In some 
countries and regions injectable con
traceptives are preferable to other 
methods. 
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lf you could put all the elements of family planning together, you 
would immediately produce, in the developing countries, a spectacu
lar decrease in morbidity and mortality, both of mother and child. 

Photo WHO/J. Littlewood 

Family planning research 

From the way I've been brought up, 
to me it seems much easier to take a 
tablet than to have an injection. 
Nevertheless, in South-East Asia, 
particularly in Indonesia and Thai
land, injectables have been singularly 
popular. 

In the past, the condom was a male 
contraceptive, in the sense that it was 
the man who bought it, but this is 
now changing. In Japan, most of the 
sales and purchases of contraceptives 
are made by women; and there is 
house-to-house distribution. I re
cently heard that in the USA women 
are buying condoms more freely than 
in the past. And so things change. 
WH: As we have already briefly relat
ed family planning to maternal and 
child morbidity and mortality, can 
you give some specific examples? 
JB: If you want an example of how 
important these issues are from the 
public health point of view, I might 
refer to a personal experience in my 
own country - Chile, where abortion 
was and still is illegal. When contra
ceptives were limited in terms of 
real, affordable, easy-to-obtain avai
lability, there was a tremendous in
crease in morbidity and mortality 
due to complications of illegal abor
tions. This was really a dramatic 
scene; it was difficult to find a bed 
for a normal delivery because all the 
obstetrics and gynaecology beds were 
filled to capacity by complications of 
illegal abortions. It is a very horrible 
way of dying. In 1964, the govern
ment (there was a Catholic President 
at the time) - under pressure from 
the medical profession who insisted 
it was intolerable that abortion had 
become a health problem - decided 
to introduce contraceptive advice 
and methods into the national health 
services. 

Four years later the mortality due 
to complications of illegal abortion 
dropped to half of what it had been, 
and it has continued to drop. The only 
change made at that time was the in
troduction of legislation that made 
contraceptive methods freely avail
able. It is interesting to note that 
there has been no influence on the 
country's population growth. Hitherto, 
women who decided that they could 
not, or did not want, to have more 
children were forced to use illegal 
abortion methods. Now the introduc
tion of contraceptives has led to a tre
mendous saving in lives, in suffering 
and in costs to the health service. • 
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The challenge still stands 
by Mahmoud F. Fathalla 

T 
he need for family planning is 
not a recent phenomenon in 
human history. In fact, one can 

trace it to the very beginning ofMan's 
time on Earth. During evolution, 
man was equipped with a number of 
ingenious biological mechanisms for 
fertility regulation. Firstly, puberty or 
sexual maturity has been markedly 
postponed and occurs much later 
than in any other mammal. This long 
period of time afforded the chance for 
brain development and the oppor
tunity for the transmission of know
ledge and experience from one gene
ration to another before Man could 
take on the task of reproduction in a 
responsible way. Secondly, the me
chanism of lactational infertility has 
been so well developed as to allow 
adequate spacing of children, in order 
that they can be well taken care of. 
Thirdly, fertility of the human female 
has not been allowed to go beyond a 
certain age, taking into consideration 
the length of time of dependency of 
the human child. Students of biology 
believe that Man's evolutionary in
built mechanisms for fertility regula
tion were one of his strongest assets 
in the tough battle for survival. 

Throughout his history, Man has 
always added some further checks 
and put additional brakes on his fer
tility beyond those imposed biologi
cally by Nature. If a woman were to 
have a child every 15 months, she 
would produce a total of 25 children. 
Such heroic performances are, of 
course, exceptional. But the figure of 
27 confinements in the reproductive 
life-span of the first of the two wives 
of Feodor Vassilyev, as cited in the 
Guinness Book of Records is not in
conceivable. Even if we accept a rea
sonable group limit of 13 live births 
per woman, and given the age struc
ture of a relatively old population (as 
now exists in the developed world), 
13 children per woman would mean a 
crude birth-rate of slightly more than 
100 per 1,000 population per annum. 
Not only does such a fertility-level 
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exist nowhere in the world, but no 
society has ever produced even half 
of that potential. There have always 
been additional socially-imposed res
traints on human fertility. Further, re
cords of Man's crude early attempts 
to prevent conception are present in 
almost all cultures. 

The industrial revolution in the 
Western World brought a major socio
economic transformation that set the 
stage further for a low fertility set-up. 
One reason is that the improvements 
in nutrition and environmental sani
tation have resulted in much better 
chances of survival for infants and 
children. There has been less need to 
over-reproduce in order to ensure 
survival. Another is that preparing 
children to cope with the New Age 
meant a long-term investment in 
school and a major cost. 

But it has only been during this 
century and particularly over the past 
few decades, that events have begun 
to take place at a rapid pace. The need 
for family planning has assumed new 
and major dimensions. Family plan
ning became a social movement, 
though for different objectives and dif
ferent concerns. The major concerns 
were the status of women, world 
over-population, and the health of 
women and children. 

A most significant development in 
the present century has been the 
struggle of women to escape from the 
status of a socially-disadvantaged 
group and claim their God-given 
rights as men's equals. Women were 
soon to realize that, without fertility 
control, women's rights were just 
words. Women who have no control 
over their fertility cannot stay at 
school, cannot keep a job, cannot 
postpone a marriage, and cannot di
vorce a breadwinner. They really do 
not have choice. The social battle for 
the status of women and the right to 
family planning was not an easy one. 
Women faced the challenge with pio
neers such as Marie Stapes and Mar
garet Sanger leading along the tough 

path. But the battle is still far from be
ing won. The Nairobi Forward-Look
ing Strategies for the Advancement 
of Women, as adopted by the World 
Conference to Review and Appraise 
the Achievements of the United Na
tions Decade for Women, July 1985, 
still had this to say (Paragraph 156): 
"The ability of women to control 
their own fertility forms an important 
basis for the enjoyment of other 
rights. As recognised in the World 
Plan of Action and reaffirmed at the 
International Conference on Popula
tion, 1984, all couples and individuals 
have the basic human right to decide 
freely and informedly the number 
and spacing of their children; mater
nal and child health and family plan
ning components of primary health 
care should be strengthened; and 
family planning information should 
be produced and services created. 
Access to such services should be en
couraged by governments, irrespec
tive of their population policies and 
should be carried out with the partici
pation of women's organizations to 
ensure their success." 

A major dimension of family plan
ning needs has gathered momentum 
during the past few decades with the 
explosion of population growth. 
Throughout Man's history on this 
planet, population growth has shown 
an extremely long-term increase. It 
took the whole length of human his
tory until the 19th century to reach 
1 billion. It took slightly more than a 
century to add another billion. Less 
than half a century was needed to add 
the third billion. Billions have then 
followed each other with scarcely 
thirteen years apart. During this year 
(1987), world population has passed 
the 5 billion mark. The United Na
tions Fund for Population Activities 
estimates that the world population 
at present grows by 150 every minute, 
by 220,000 every day, and by over 
80 million every year, and that 90 per 
cent of this growth is in developing 
countries. The consequences of this 
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continued unchecked population 
growth could be devastating. The 
consequences are, among others, not 
only economical, but also social, eco
logical and political. The growing 
concern of governments regarding 
human population has been a dra
matic event in the past few decades. 
Today, only 6 per cent of the people in 
the less-developed countries live un
der governments with no family plan
ning programme support or no policy 
to reduce population growth. The se
riousness of the population situation 
is best expressed by the last words of 
the late Mr. Rafael Salas (Executive 
Director of the United Nations Fund 
for Population Activities) in his re
port on The State of World Popula
tion, 1987: "Beyond five million, the 
path is dictated neither by chance nor 
by rigid fate. One path leads towards a 
balance between nature and human 
beings which will build a future to 
safeguard succeeding generations. 
The other will lead to difficulties 
which might degenerate into disaster 
if fertility decline is postponed for too 

W oRLD HEALTH, November 1987 

long. Only a committed combination 
of deep personal motivation and 
strong political will can inform the 
choice." 

People generally think of family 
planning as a means to avert births. It 
is only relatively recently that there 
has been a growing realization that 
family planning also saves lives: the 
lives of women and children. A health 
rationale has been added as a major 
new dimension to family planning 
needs. Evidence has been accumulat
ing from data gathered around the 
world to show that, for biological and 
social reasons, the risk of maternal 
and infant illness or death is highest 
if the mothers are too young or too 
old, and if pregnancies are too nu
merous or too close. Safe landmarks 

Vaccine protection for a large family in 
Nepal. But family planning too protects 
lives -the lives of women and children 
put at risk by too many, too closely
spaced, pregnancies. 
Photo WHO/UNICEF/H. Larson 

for childbearing are now scientifically 
established. 

For a given year, it is estimated that 
1 out of every 11 babies in developing 
countries will die during his or her 
first year; this adds up to 10.7 million 
infant deaths. An additional4 million 
children between the ages of 1 and 
5 will die. This annual loss of nearly 
15 million lives, a number roughly 
equal to the entire population of a 
country like the Netherlands, is a 
major human tragedy. Millions of 
these infants' and children's lives 
can be saved if births are spaced two 
or more years apart. Evidence from 
the World Fertility Survey, conducted 
in 41 countries between 1972 and 
1984, showed how effective birth
spacing could be. On average, babies 
born after an interval ofless than two 
years are twice as likely to die as babies 
born after at least a two-year interval. 
The older baby is also, on average, 
one-and-a-half times more likely to 
die if a new 5aby is born within two 
years. It has been estimated that, in 
many countries, birth-spacing alone 
could prevent 1 in every 5 infant deaths. 

About half-a-million women in de
veloping countries die each year be
cause of complications related to 
pregnancy and childbirth. One study 
based on World Fertility Survey data 
estimated that maternal deaths could 
be reduced by almost one-third per 
annum on average simply by avoid
ing births to women who desire no 
more children but who are not using 
family planning methods. 

This major new expansion in the 
needs for family planning has caught 
both science and services unpre
pared. Effective modern methods of 
contraception are now used by an es
timated number of 325 millions (217 
millions in developing countries and 
108 millions in developed countries). 
This leaves about half-a-billion wo
men of reproductive age, mostly in 
the developing world, who still lack 
ready access to safe, effective and af
fordable family planning services or 
fail to find an acceptable method 
among the choices available. The late 
Mrs lndira Gandhi, in her address to 
the World Health Assembly in 1981, 
challenged the world scientific com
munity with these words: "Family 
planning programmes are awaiting a 
big breakthrough. Without a safe, 
preferably oral, drug, which women 
and men can take, no amount of go
vernment commitment and political 
determination will avail." The chal
lenge still stands. • 
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What people believe 

I 
know nothing about contraceptives 
and what I do not understand does 
not interest me. J#Jmen who can 

have children should have them -for 
women are for that, for giving birth. 

A woman living in a city slum 

Over the past two decades, family 
planning has been accepted by coun
tries at different levels of develop
ment and of diverse ideological orien
tation as the best policy response 
available to their governments to deal 
with rapid population growth. Since 
the landmark World Population Con
ference at Bucharest in 1974, most 
developing countries have adopted 
policies and carried out programmes 
designed to increase access to and 
availability of contraceptive methods 
through national family planning 
programmes. 

Worldwide use of contraception, 
although steadily rising, is still far 
from universal. The United Nations 
estimates that contraceptive preval
ence for all developing countries is 
about 38 per cent as opposed to 68 
per cent in industrialised regions. In 
Africa, where access to services and 
availability of methods is limited, on
ly 11 per cent of all women of repro
ductive age use contraceptives. Ac
cess is also insufficient in most rural 
areas of the Third World. 

WHo's Special Programme of Re
search Development and Research 
Training in Human Reproduction 
(HRP) has taken up the challenge of 
increasing, through a global effort, 
access to better and more varied 
choices to regulate fertility in both 
men and women. Its biomedical re
search focuses on clinical studies to 
improve old methods of contracep
tion or devise new ones and also find 
better ways to detect or prevent infer
tility. Its social science research acti
vities are designed to identify those 
behavioural, social and related fac
tors that impede or facilitate the use 
of different methods. 
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by Axel Mundigo 

Culture plays an important role in 
determining attitudes and setting 
barriers to the acceptance of modern 
contraception. The opinions of wo
men interviewed in urban slums ref
lect, in ways that no statistics can 
transmit, the challenge and the com
plexity of the issue. 

Health planners often ask: When 
we place services in communities, 
why do women still shy away from 
the use of these methods? Why 
does a substantial unmet need for 
contraception persist despite major 

My opinion is that it is a good thing to 
use contraceptives because there are 
women who have children every year 
and that is an abuse of their bodies. 
Photo WHO/UNICEF/M. Murray-Lee 

efforts by governments? Why do 
surveys show that, although people 
say they don't want any more child
ren, they don't use contraception? 
Why are men so opposed to contra
ception? 

The replies are often puzzling. 
Here are some real-life examples 
illustrating these barriers to contra
ceptive use. 

A recently completed study in Pa
kistan shows a very common finding, 
especially among rural families, that 
less than 20 per cent of the families 
have ever used any method and that 
although a very high proportion of 
both men and women did not want an 
additional child, yet 80 per cent of 
these very same families said they 
would not use a method. 

The reasons for this are many and 
include prejudices, fear and misinfor-
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mation about methods. The com
ment of one woman was : 

My husband and I wanted only two 
children, in order to give them a good 
education. He does not make much mo
ney and we are very poor. We now have 
four and we don't want any more child
ren. We have to feed, educate and dress 
them. I know that the clinic offers fam
ily planning services, but neighbours 
told me it is very dangerous, that if ano
ther baby comes he will be born with de
fects and that it is very bad for the 
health of the women to take these 
medicines. 

Another puzzling aspect in many 
surveys is that families tend to ex
press a low demand for children, that 
is, an ideal of two or three children, 
which is close to what families in ma
ny developed societies wish to have. 
On the other hand, the supply of 
children in many communities indi
cates that excess reproduction is 
sometimes twice the expressed ideal 
family size. This was another wo
man's point of view: 

I would like to have only two child
ren because that is a good number; one 
can give them food and a good educa
tion and, if one is also working, it is ea
sier to deal with fewer children. I have 
already had ten children but four of 
them died and I hope that God hears 
our wishes and does not give us any 
more children. I feel old and sick and 
we are very poor. I first thought of 
having only three children but gradual
ly more came. Then I thought it was 
good because they would help us in old 
age. But now, I believe that having so 
many children is a lot ofwork, no one 
helps you and the more children you 
have the more you suffer. 

The expectation that many child
ren will assist the parents in old age 
is, under circumstances of extreme 
poverty, a powerful argument in 
favour of having a large number 
of offspring. With modernisation, 
changes in labour markets and job 
opportunities come about, and fami
lies see their sons and daughters de
parting for other places. Often the 
rationale for continuous reproduc
tion turns towards having a younger 
one at home to look after the pa
rents when all the older children have 
left. 

In many cultures, the husband is 
opposed to using contraceptive me
thods within the family relationship. 
The wife's continuous pregnancies 
are a demonstration of the man's 
masculinity as well as some sort of 
security. Men often associate contra-
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ception with prostitution. Besides the 
main target of family planning has 
been the women, and men have, for 
the most part, felt that this is an area 
where they have been excluded. One 
wife said: 

I would like to have only two child
ren because we can hardly feed them, 
and if I have more money, I should also 
eat better. But we are poor and our in
come is insufficient to buy what is need
ed and to educate them well. When I 
speak with my husband about using a 
method, he says no, because all I want 
is to walk the streets. 

Women in many developing countries 
may know about intra-uterine devices, 
but their awareness of how to use them 
is often superficial. 
Photo WHO/P. Almasy 

And the husband: 
My wife will have all the children 

that God gives her and only He knows 
how many will come. I do not want you 
to speak to her about those things 
(family planning) because the nurses 
only put those ideas in the heads of 
women. 

Again the wife: 
If I said to him that I was planning to 

use something to stop having children 
he would hit me. 

Among the barriers to using con
traceptive methods are the precon
ceived ideas that people have of their 
actual or presumed side-effects. In a 
small community or neighbourhood, 
it is sufficient for one woman to expe
rience excessive bleeding for the ru
mour to run around that the method 
is dangerous. Such unwarranted fears 
can be illustrated by the following 
comment: 

Before you have children you don't 
think about their number - at least I 
did not -and now I have already seven. 
This is a sufficient number for people 
like us. But the idea of avoiding having 

children is not a good one because con
traceptives ruin your blood system. 

In many developing countries there 
is poor knowledge of available me
thods. They may be able to list the pill, 
intra-uterine devices and injectables, 
but their awareness of how to use them 
and how to act to prevent pregnancy 
is often superficial. One woman said: 

I do not want to have any more child
ren and I would like to learn how one 
can stop having them. A neighbour told 
me that she knew some roots to make 
teas that were very effective, and that 
she could get them for me for very little 
money. I have also heard of pills and 
injections that have the same effect but 
I am not sure how they work. 

In order to highlight the challenge 
that health planners, providers and 
service programmes encounter in 
overcoming the barriers to greater 
contraceptive use, we have empha
sised here the difficulties that people 
face in making the decision to use 
existing methods. But it would not 
be fair to end without providing an 
example of an argument that reflects 
why women worldwide are increas
ingly using contraceptives: 

My opinion is that it is a good thing 
to use contraceptives because there are 
women who have children every year 
and that is an abuse of their bodies. 
Since there are new methods to avoid 
having children and our situation is 
everyday more difficult, it is important 
to stop after three children or at least 
space them well apart. Motherhood is 
full of honour but very cruel. 

The Special Programme of Re
search, Development, and Research 
Training in Human Reproduction is 
vigorously pursuing research in deve
loping countries in order to gain a 
deeper understanding of all these is
sues. While numerous surveys have 
provided information on reproduc
tive preferences and levels of contra
ceptive use, issues such as the rea
sons for non-use or for ineffective use 
remain largely unexplained. More 
needs to be learned about the dynam
ics of contraceptive use, how deci
sions are made, how choice is deter
mined, how women switch from one 
method to another in the hope it is 
more suitable to them, and how ser
vices respond to these needs. After 
all, what determines the continuity of 
use will be the key to effective long
term protection against pregnancy. 
These crucial factors must be under
stood if policies and programmes are 
to have a real impact on world popu
lation growth. • 
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'' Nature's contraceptive" 
In spite of its apparently reduced prevalence 
in modern times, breastfeeding still prevents 
more pregnancies than any other contraceptive 
method, particularly in the developing countries 

by lqbal Shah and Jitendra Khanna 

C
onsidering that the world's po
pulation notched up the five 
billion mark in July 1987, it is 

hard to imagine that our nomadic an
cestors probably had the lowest rate 
of reproduction among all living 
mammals. It is believed that one of 
the factors that contributed to this re
markably low fertility rate was pro
longed breastfeeding, the contracep
tive effect of which, along with other 
factors, gave rise to an average inter
val between two consecutive births of 
some four years. 

Over the millennia, changes in life
style from hunter-gatherer to a 
settled rural, and now urban, way of 
life have - inter alia - led to a decline 
in the proportion of women breast
feeding their children and to a re
duced duration ofbreastfeeding. The 
resulting gradual erosion of the con
traceptive effect, has contributed to 
reduced birth intervals. Paradoxically, 
in spite of its apparently decreased 
prevalence in modern times, breast
feeding still prevents more pregnancies 
than any other contraceptive method, 
particularly in developing countries. 

It is not surprising, then, that 
breastfeeding is sometimes called 
"Nature's contraceptive." Unlike 
other so called "natural" methods of 
fertility regulation, the contraceptive 
action of breastfeeding does not de
pend on such "unnatural" things as 
measurements of body temperature 
to determine the time of ovulation or 
calculation of menstrual dates, as is 
the case with the calendar method of 
periodic abstinence. 

Intensive breastfeeding, on the 
other hand, naturally stops the dis
charge of eggs from the ovaries, 
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which is commonly experienced as a 
delay in the return of menses after 
the birth of a baby. The obvious draw
backs are that, for breastfeeding to 
produce a contraceptive effect, a suc
cessful pregnancy and suckling are 
essential prerequisites, and that it is 
not possible to predict when the con
traceptive protection might cease. 

So in terms of fertility regulation, 
breastfeeding is seen as a birth-spac
ing method rather than as a contra
ceptive method per se. Interesting 
evidence in support ofthis has come 
from a study in the Kung hunter
gatherers of Botswana, who have a low 
fertility of some 4. 7 births per woman 
without abstinence or contraceptive 
use. The typical weaning age was 

found to be later than three years. 
Furthermore, day-time nursing ses
sions were mostly brief - a few se
conds to a few minutes - but frequ
ent. It is believed that this nursing 
pattern largely contributes to the 
average birth interval of 44 months 
among these people. 

Certain other populations in deve
loping countries also achieve long birth 
intervals by prolonged breastfeeding. 

A burgeoning family in a Latin Ameri
can slum. Breastfeeding still prevents 
more pregnancies than any other con
traceptive method. 
Photo WHO/UNICEF/R. Mera 
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For example, the average birth inter
val in rural Bangladesh is 33 months, 
which can be primarily attributed to 
the average lactation period of 19 
months found there. The average pe
riod of absence of menses as a result 
of this long lactation period is 17 
months. Similar intervals have been 
found in rural communities of Java, 
Senegal and Nigeria, and in many 
other traditional societies that do 
not, as yet, use modern contracep
tives but do practice prolonged 
breastfeeding. 

The sooner the menses return 
after a birth, the shorter the birth in
terval is likely to be, assuming that 
the woman is sexually active, there 
are no miscarriages and no contra
ceptives are being used. It has been 
found that in women who do not 
breastfeed, the menses usually re
turn within two to three months after 
delivery. But in those who breastfeed 
intensively for one or two years, the 
menses generally return within 6 to 
10 months or 15 to 18 months, re
spectively. These are average figures 
and of course do not necessarily apply 
to individuals. 

It appears that the ideal way of pro
longing the birth interval would be 
by combining prolonged breastfeed
ing with the commencement of con
traceptive use at the appropriate 
time, provided this time were known. 
A particularly important advantage of 
this approach is that part of the birth 
interval would be prolonged natural
ly, (that is, without any burden of con
traceptives, some of which are known 
to reduce milk production), not to 
mention the innumerable benefits 
for the nursing child in terms of bet
ter and safer nutrition, protection 
from diseases and so on. Unfortun
ately, this combination ofbreastfeed
ing followed by the use of a contra
ceptive is not often seen. The popula
tions that use modern contraceptives 
rarely rely on prolonged breastfeed
ing to increase the birth interval, 
and conversely, those who practice 
prolonged breastfeeding rarely use 
contraceptives. 

In the absence of contraceptive use 
and breastfeeding the birth interval 
averages 16 months, but with pro
longed and intensive breastfeeding it 
could potentially be extended by a 
further 18 months, giving an average 
interval of 34 months. (It should be 
borne in mind that the birth interval 
includes the nine-month period of 
the next pregnancy.) This implies 
that the fertility of those who do not 
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A plump baby still on the breast in 
Bangladesh. Many mothers know that 
nursing a baby helps postpone the 
next pregnancy. 
Photo WHO/UNICEF/A Khan 

breastfeed (and do not use contracep
tives) could be halved by breastfeed
ing alone. But it has been observed 
that most of the women who in the 
process of "modernisation" choose 
not to breastfeed, or who have re
duced its duration, do not simulta
neously start using contraceptives; 
so their fertility can be potentially 
double what it might have been if 
they had continued with the tra
ditional, prolonged breastfeeding 
practices. 

This tendency for fertility to in
crease during the early stages of mo
dernisation is seen in countries such 

as Kenya, Nigeria, Sudan and Zaire, 
as well as in certain others in Asia 
and Latin America, where the trend 
away from a tradition of prolonged 
breastfeeding has not been accompa
nied by increased use of modern con
traceptive methods. In Africa and 
most of Asia, breastfeeding is still a 
dominant factor in keeping fertility in 
check, whereas contraception has be
come the important determinant in 
Latin America, where fewer women 
breastfeed and the duration is shor
ter. With regard to modernisation, it 
should be noted that it is probably as 
much out of compulsion (separation 
of the mother from the child owing 
to work and so forth) as it is out 
of ignorance and the desire to be 
"modern" that women give up the 
traditional practices. 

While it is widely known that nurs
ing a baby helps postpone the next 
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"Nature's contraceptive" 

Midday meal for a small child in Boli
via. Many cultural and religious prac
tices relate to weaning -the age when it 
should be started and what foods 
should be given. 
Photo WHO/UNICEF/R. Witlin 

pregnancy, practices and beliefs vary 
by region and ethnic group. Socially 
sanctioned durations of breastfeed
ing are usually prolonged in traditi
onal societies, and it is rare to find a 
woman in such communities who re
ports that she was unable to nurse her 
own child. The "appropriate" time to 
wean is usually determined either by 
the return of the menses, by the 
child's physical development or at
tainment of a particular age, or by the 
onset of pregnancy. 

Whereas in some cultures, women 
breastfeed until they become preg
nant again, elsewhere there are 
strong taboos against conceiving 
while an infant is still breastfeeding. 
This is the case in traditional societies 
of sub-Saharan Africa and in some 
other communities to ensure that the 
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baby at breast is not weaned prema
turely by the onset of a new pregnan
cy. These societies have, or have had, 
taboos on post-partum intercourse as 
long as the child was being breastfed. 
A belief common to the rural areas of 
both Java and tropical Africa is that 
"the semen damages both the quality 
and the quantity of the mother's milk 
and thus the health of the child who is 
being breastfed is endangered." A 
study in rural Java revealed that 60 
per cent of women felt that "abstin
ence should continue at least until 
weaning." Many other cultural and 
religious practices relate to weaning, 
including the age at which it should 
be started and the types of supple
mentary food given. 

Beliefs reinforcing breastfeeding 
were common but there has been a 
gradual erosion in modern times . 
Available evidence suggests that the 
duration of breastfeeding is declin
ing, at a varying pace, throughout the 
developing world. In countries such 
as Korea, Malaysia and Singapore, 
where modernisation has occurred 
during a relatively short space of time 
and where data are available for that 

period, the decline in breastfeeding 
has been rather substantial. General
ly within individual countries, we 
find shorter durations (and lower pre
valence) of breastfeeding among 
younger women, those with higher 
education, and those from upper 
socio-economic levels and living in 
urban areas than among older 
women or those who live in rural 
areas, are of lower socio-economic 
level and are less educated. 

As we have seen, breastfeeding de
lays the return of fertility by suppres
sing ovulation (the release of eggs 
from the ovaries), although exactly 
how this happens still remains a mys
tery. What is interesting is that the 
key factor appears to be the stimula
tion of the nerve endings in the 
nipple and the surrounding area ef
fected by the infant's sucking of the 
nipple, causing the secretion of at 
least three hormones from the pituit
ary gland, which is situated in the 
brain. Two hormones (prolactin and 
oxytocin) are secreted in increased 
quantities, while a third (luteinising 
hormone) is released in less than nor
mal quantity. Prolactin and oxytocin 
mainly act on the breast, but may also 
have some action on the ovaries. The 
former stimulates the production of 
milk and the latter the release of it. 
Luteinising hormone is known to be 
required for the normal development 
of the eggs and their release from 
the ovaries. Thus, by frequent suckl
ing, a mother can ensure a continu
ing supply of milk and, at the same 
time, postpone the restoration of her 
fertility. 

The WHO Special Programme of 
Research, Development and Re
search Training in Human Reproduc
tion has for a long time been involved 
in the study of natural methods of 
fertility regulation, keeping in mind 
the needs of populations where the 
acceptability of other methods is low 
for religious or other reasons, and of 
people who do not yet have easy ac
cess to modern contraceptives. But as 
noted earlier, there are differences 
among populations with regard to 
breastfeeding patterns and the timing 
of return of fertility. Therefore, in 
order to be able to give sound advice 
on this issue to family planning pro
grammes, it is important that WHO 

continues to study breastfeeding in 
different ethnic and social groups 
and, simultaneously, to conduct 
research into the mechanism of 
"nature's birth-spacing method". • 
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Quest for an ideal 

S 
hould you ask any woman who 
has previously used contracep
tives to define the ideal contra

ceptive, the points she would raise 
would probably include the following. 
- It would have to be 100 per cent ef
fective but rapidly reversible, so as to 
allow an immediate return to fertility 
if she wants to have another child. 
- It would have no side effects, parti
cularly those changes in a woman's 
body chemistry which can lead to a 
risk of cardiovascular problems, or 
create changes in mood, or affect lac
tation when breastfeeding, or give 
rise to irregular episodes of vaginal 
bleeding or spotting which in some 
cultures might prevent a woman from 
praying or making food or making 
love. 
- It would have to be discrete, inde
pendent of coitus, and involve few 
visits to the health care clinic, except 
perhaps once a year when she could 
have an annual check-up. 

If you had asked the developers 
of new contraceptives 15 years ago 
whether they could make a contra
ceptive which fulfilled all these crite
ria, many would have said "yes- pro
bably by 1990, and definitely by the 
turn of the century." Today, most ex
perienced basic and clinical scientists 
might go so far as to say that it will 
never be achieved, but that they 
could devise contraceptives which 
fulfil some, even many, ofthese crite
ria and would at least allow a woman 
to choose a method closest to her 
requirements. 

Before we go any further - why are 
we talking only about women? What 
about contraceptives for men ? These 
same scientists will tell you: "We 
have tried, we are trying, we will con
tinue to try to make a contraceptive 
for men with which both men and 
women will be happy." It is easy to 
stop a man reproducing, injections 
could be made available next year -
but the recipient would have little or 
no libido. Maybe we will have an 
acceptable male contraceptive by the 
year 2000 - maybe! 

W oRLD HEALTH, November 1987 

by Peter E. Hall 

By the end of the 1990s, we will 
have vaccines for birth control which 
may answer many problems, but they 
are at an early stage of development 
and there is still much to learn about 
them. So at the moment, to respond 
to the many, many women around 
the world who consider that guaran
teed prevention of pregnancy is their 
most important criterion for a contra
ceptive, we are left only with the con
traceptive hormones which we know 
can achieve this. 

So what new hormonal contracep-

Fitting an IUD forms part of the train
ing of family planning workers. 
Photo WHO/J. Mohr 

tives are likely to be available in the 
next few years? What do they have to 
offer compared with existing hor
monal contraceptives, and what is in
volved in their development? In the 
inset on page 15, we summarise the 
hormonal contraceptives that are li
kely to be available to family planning 
programmes during the next decade, 
with their main advantages and dis
advantages. 

So what is involved in their deve
lopment? If we talk to our contracep
tive development experts again, they 
will tell us that we shall need at least 
US$ 10 million (and probably S 20 
million) and at least 10 to 15 years 

to get that new hormone (either as a 
pill or an injection, or incorporated 
into an implant or a vaginal ring) 
from the scientists' laboratory to the 
drugs cabinet of a family planning 
worker in a clinic in a developing 
country. It may well have taken a 
similar length of time and a similar 
amount of money to produce the hor
mone in the laboratory in the first 
place; the scientist almost certainly 
has been working on the principle 
that "many are screened - but few 
are chosen." 

Since all new drugs must be tested 
in animals and cell cultures before 
being applied to people, we must now 
go to the toxicologist who will tell us 
what testing is required by the Drug 
Regulatory Agencies of governments 
in the countries where the drug will 
eventually be used. The toxicologist 
will advise us on the conduct of the 
studies and how long they should be 
undertaken. 

After the first check of whether the 
compound has any toxic effect on ro
dents, the drug is tested in a small 
number of human volunteers. In 
these studies, called Phase I and 
Phase IIA studies, the action of the 
drug is assessed, the minimum 
amount of that drug required to 
achieve that action is found, and it is 
confirmed that the drug has no toxic 
effects on animals. 

Now we know the minimum effec
tive dose in the human, we can go 
back to the toxicologist with this 
information to design a longer term 
toxicity study in two different animal 
species. This may last from six 
months to as long as two years, de
pending on the characteristics of the 
compound or delivery system being 
investigated. These studies will tell 
us whether there is any toxic effect 
due to longer exposure of the drug. 
Other studies will be undertaken 
at this time to check on any possible 
adverse effects on reproductive 
function and on the potential of the 
compound to cause chromosomal 
changes. These studies, although re-
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The ideal contraceptive may be a long 
way off, but already women can choose 
a method that is close to their require
ments. Right: More and more fathers 
are today recognising their responsibil
ity in matters of family planning. 
Photos WHO/UN/J. lsaac and WHO/E. Schwab 

quired in order to give a stronger feel
ing of security about the compound, 
are notoriously unreliable at predict
ing what might happen in the human. 

Now we go back to the human vo
lunteers, about 50 to 100 of them, and 
undertake a longer study of maybe up 
to one year in duration to check on 
how effective the dose we have deter
mined really is in preventing preg
nancy. The study may have to be re
peated with a higher dose to ensure 
that the drug is as effective as the wo
men want it to be. This stage oftest
ing is called Phase liB. At this point, 
two-year studies are begun in rats to 
check for the potential carcinogenic
ity of the compound. Again this study 
is designed to give security ; it does 
not mean that effects found in the rat 
will occur in the human - these can 
only be determined after long-term 
use in the human - but they should 
alert the toxicologist to any unusual 
findings which might make it essen
tial to abandon further development 
of the drug. This is something which 
could happen at any time of the test
ing programme, whether in animals 
or humans, and it is why the scientists 
responsible must be extremely ob
sessive and alert in monitoring all 
animal and human studies. 
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Large-scale Phase Ill studies can 
now be undertaken. These involve up 
to 1,000 subjects and last for at least 
one year. The new drug or delivery 
system should be studied in compari
son with an established method. 
Since there may be population diffe
rences with regard to efficacy and 
side-effects, the study must be under
taken in several representative popu
lations around the world. During the 

period in which the Phase Ill studies 
are under way, it may be necessary to 
undertake studies which look specifi
cally at certain problems such as the 
changes in body chemistry, which 
may indicate an increased risk of car
diovascular problems, or the actual 
amount of vaginal blood loss which 
occurs during treatment. 

On completion of Phase I-III trials 
and of the animal testing, the new 

method is ready for introduction into 
family planning programmes. 

This poses a number of new ques
tions. How acceptable is the method 
iri specific groups of women around 
the world? What measures should be 
adopted by family planning pro
grammes to ensure that the user is 
satisfied with the method and can 
use it properly? What must family 
planning programme managers do to 
ensure that facilities are available to 
deliver the method and appropriate 
information to those women that 
want it? How should the family plan
ning clinic staff be trained? Because 
of major cultural and socio-economic 
differences between users, some of 
these questions can only be add
ressed in each of the countries or 
regions of a country in which the 
method is being introduced. 

The animal testing mentioned 
above has been rationalised to at
tempt to get the most relevant infor
mation about problems of toxicity 
and other adverse reactions which 
could be caused by the drug. It has 
attempted to remove unnecessary 
toxicological tests, to reduce testing 
to the most relevant periods of time, 
to prevent the unnecessary use of 
certain species, such as beagle dogs, 
and to minimize the use of monkeys. 

Once again it is important to repeat 
that animal studies can only give a 
feeling of security about the drug. 
Only rarely are they predictive of 
what might happen in the human. 
The increased risk of cancer or of 
cardiovascular problems can only be 
truly determined when the drug is 
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Quest for an ideal 

cardiovascular problems can only 
be truly determined when the drug is 
in wide-spread use. Epidemiological 
studies have been shown during the 
1980s to be the most important way 
of assessing the real safety of a 
hormonal contraceptive. Thus once 
a drug or device finally becomes 
freely available in a family planning 
programme, long-term surveillance 
studies must be established to 

provide continuing monitoring of 
the drug. 

The centre spread (next two pages) 
summarises the stages of testing a ty
pical hormonal contraceptive. It as
sumes that no major problems are 
encountered. Therefore, in an ideal 
situation, it will take us at least a dec
ade from the time we took the bottle 
of white crystals from the scientist in 
the laboratory to the time the formu-

What's in Store? 
Several new long-acting hor

monal contraceptives may be 
available to women before the 
year 2000, in the form of injec
tions, sub-dermal implants and 
vaginal rings. 

Norplant contraceptive im
plants have already been used by 
about 75,000 Indonesian women 
and are approved as contracep
tives in seven countries. Placed 
just under the skin on the inside of 
a woman's arm, the six capsules 
slowly release the progestogen, 
levonorgestrel. They are highly 
effective in preventing pregnancy 
for 5 years, after which time they 
must be replaced. They do, how
ever, need trained health care 
personnel for insertion and remo
val and give rise initially to some 
unpredictable menstrual bleeding 
and spotting. 

Once-a-month injectables 
contain an estrogen as well as a 
progestogen. This gives a major 
advantage over progestogen
only methods - that of regular 
menstrual bleeding episode.s; 
moreover they are virtually 1 00% 
effective. Some 1.5 million women 
in China and Latin .. America now 
use existing preparations, while 
two new ones will be available in 
1988. They do require monthly 
visits to a clinic and are contra
indicated during lactation. 

The vaginal ring slowly releases 
hormone after insertion, making it 
the only long-acting method to be 
under the direct control of the 
woman. A 3-month levonorgestrel 
ring may be available in some 
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countries by 1990. Its disadvan
tages are that it gives rise to some 
menstrual bleeding and spotting 
and that it is occasionally ex
pelled. A ring releasing progeste
rone is · being developed for 
breastfeeding women and should 
be available by 1992. 

Three-monthly injectables 
based on levonorgestrel will be 
available in the early 1990s. They 
will be simple and cheap and, 
although causing some distur
bance of menstrual bleeding, they 
are expected to be less disruptive 
than DMPA. 

Injectable microspheres are 
tiny particles consisting of the hor
mone in a polymer carrier which, ··· 
after being given by injection, dis
solve and release hormone at a 
given rate. The progestogen-only 
systems will give rise to some 
bleeding and spotting. The first 
microsphere contraceptive will 
deliver norethisterone over a pe
riod of 3 months and may be 
available in some countries in the 
early 1990s. 

Biodegradable implants are 
also placed under the skin, but 
they eventually dissolve and dis
appear. There are two types - (1) 
Capronor, a single capsule con
taining levonorgestrel, and (2) pel
lets of the hormone norethisterone 
combined with a small amount of 
cholesterol. Capronor is expected 

.. : 

to prevE?nt pregnancy for two 
years; the pellets, for at least one ... 
year. They may be available by the 
mid-1990s. 

lated drug reaches the hands of the 
health care worker in a family plan
ning clinic and is freely available. 

This short description of the eva
luation of a new drug does not take 
into account the many other issues 
which must be addressed while the 
method is being tested. These include, 
among other things, the production 
of the drug or device, the develop
ment of informational, educational 
and counselling materials, and the re
gistration of the drug or device in the 
countries where it will be used . 

Fewer and fewer pharmaceutical 
companies are undertaking research 
on new methods of fertility regula
tion, even those that are concentrat
ing on a new hormone they have 
made and which they control through 
patent rights. This can keep them 
profitable in the competitive pill mar
ket of the "western" industrialised 
nations and keep their shareholders 
happy. But it does not help them to 
make new methods available to fam
ily planning programmes in develop
ing countries at a price those pro
grammes can afford. 

Hence, in the late 1980s, a greater 
burden is placed on the public sector 
agencies - such as WHo's Special 
Programme of Research in Human 
Reproduction; the US-based agen
cies, such as the Population Council, 
Family Health International, PIACT 
and CONRAD; or the government 
programmes which support scientists 
in countries such as China, India or 
Mexico - to undertake this research 
and development work. And it is hap
pening; despite shortages of money 
and the time it takes to do the work, 
scientists and managers in the public 
sector in both developing and deve
loped countries are increasingly 
doing those things that have been tra
ditionally undertaken by industry. 
They are providing the public sector 
in developing countries with many of 
the contraceptive choices a woman 
wants, allowing her to decide for her
self the best contraceptive method 
once she has had all the advantages 
and disadvantages explained to her. 

Even though the pharmaceutical 
companies, the public sector agen
cies, governments and individual 
scientists will still be unable to 
provide the "ideal" contraceptive for 
the twentieth century, let us hope 
that their efforts will result in a closer 
approximation to those "ideal" 
methods for both men and women 
in the twenty-first century. • 
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Contraceptive Research 

a long and winding road to safet 

C
ontraceptives are used by "healthy" 
people all over the world . They can act 
in many ways and come in many 

shapes and sizes- implants, pills, injections, 
sheaths, diaphragms, creams, jellies. But 
they all must be safe. Consequently stringent 
testing criteria have to be applied, whatever 
the method. Out of the many hundred com
pounds that may start on the road from the 
test tube to the product on the table of the 
family planning provider, few survive the ar
duous journey. A successful compound has 
to meet difficult obstacles which test its 

1 Years of laboratory 
testing and screen

ing of many com
pounds may result 
in a promising contra
ceptive drug 

10 years 

2 Any possible toxic
ity of the com

pound is thoroughly 
checked and its phar
macology is assessed 
in animals 

1-2 years 

safety from the outset through studies first 
in animals and then in humans. Animals 
must be used to show that the drug does 
not have any ill effects and to give assurance 
of its safety in humans. Tests in human 
volunteers are just as essential, to determine 
the dosage required for its contraceptive 
effect and to ascertain any side-effects it 
might cause. lt must not be forgotten, how
ever, that the method also has to be accep
table to the user - and that is something 
which must be assessed from the moment 
testing begins in humans. 

3 Lack of toxicity and 
minimum effective 

dose are assessed in 
groups of 10 to 20 
volunteers in different 
countries 

1-2 years 

4 Long-term toxicity 
studies begin in 

animals, as well as stu
dies on reproduction, 
mutagenicity and carci
nogenicity 

2 years 

5 The first check of 
efficacy in humans 

involves a few hundred 
volunteers ; acceptabil
ity studies begin 

1-2 years 
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Whether in indus
trial countries or in 
countries of the 
Third World, the 
laboratory lies at 
the heart of re
search into newer, 
better, safer forms 
of contraception to 
meet the world's 
needs 
Photo WHO/J. Bland 

6 Large-scale stu
dies (1,000 sub

jects) start, lasting up to 
one year in various 
countries; acceptability 
studies continue 

2-3 years 

7 Final arrange
ments are made for 

manufacture of the new 
contraceptive, and for 
its appropriate pack
aging 

0 

1 year 

8 All clinical and ani
mal data are trans

mitted to national drug 
regulatory agencies, 
whose approval will be 
essential 

1-3 years 

9 The finished pro
duct is supplied to 

family planning clinics, 
whose staff are trained 
in its delivery 

Indefinitely 

1 0 The drug be
comes freely 

available; long-term 
surveillance guards 
against any rare ad
verse risks to health 

Indefinitely 



Cancer and the Pill 
by Susan Hoick 

W
hen the contraceptive pill 
first became available some 
20 years ago, many women 

welcomed it enthusiastically. It seemed 
to be the perfect answer to the age
old problem of preventing unwanted 
pregnancy. Until then, couples had 
had to rely on much less effective -
and less convenient - methods of 
birth control, such as withdrawal and 
barrier methods (primarily condoms 
and diaphragms). Millions ofwomen 
throughout the world have now used, 
and are continuing to use, the pill. 
Since it was introduced, there has 
been concern about the possible long
term side-effects of the pill, including 
cancer. However, only recently has it 
been possible to be reasonably sure 
about any association between the 
pill and cancer. 

Cancer, like any other long-term 
side-effect of a drug, cannot be stud
ied before the drug is used, or even 
immediately after it is first used. Al
though we have a reasonably good 
idea before a drug is approved for use 
by people that it will not cause major 
toxic effects, we cannot be sure that it 
will not increase (or decrease) a per
son's risk of developing cancer over a 
long period. This is true for all drugs, 
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including contraceptives. Cancer gen
erally takes years, and sometimes de
cades, to develop after a person's ex
posure to a cancer-causing agent. 
Thus it takes years, and more often 
decades, after a drug is first used be
fore researchers can study changes in 
cancer risk. 

The study of cancer risk is further 
hampered by its relative rarity; spe
cific types of cancer are uncommon as 
compared to, say, headaches or the 
common cold. Therefore a large 
number of people have to have used 
the drug in question before any 
change in the risk of developing can
cer can be detected . 

The pill has now been used by a 
large number of women. Further
more, well over a decade has passed 
since the pill began to be widely used. 
Thus it has recently become possible 
to study in detail the relationship bet
ween the pill and cancer. 

There is good reason to be con-

Scene at an Egyptian clinic. The benefi
cial effects of the pill may even include 
a reduced risk of cancer. 
Photo WHO/ M. Jacot 

cerned about this issue. We know that 
hormones produced in the body are 
related to cancer. For example, wo
men who begin menstruating at an 
early age and undergo menopause at 
a. late age, and who therefore ovulate 
and produce sex hormones for a lon
ger period than other women, are at 

· a higher risk of some kinds of cancer. 
We also know that estrogens given to 
women after the menopause can 
cause cancer of the endometrium. On 
the other hand, hormones are used 
successfully to treat some kinds of 
cancer, and so may have a protective 
effect against cancer as well. It is 
reasonable to suppose that the pill 
might either increase or decrease a 
woman's risk of cancer. 

In fact, the evidence we have to 
date suggests that using the pill de
creases the overall risk of cancer. 
More than ten epidemiological stud
ies have been done on the relation
ship between the pill and cancer of 
the ovaries, and virtually all have 
shown a lower risk of cancer among 
women who had used the pill. The 
pill seems to reduce by about half the 
risk of getting ovarian cancer. Since 
this form of cancer is particularly 
deadly, a protective effect of the pill 
is particularly important. 

There is substantial evidence that 
the pill reduces the risk of cancer of the 
endometrium, or lining of the uterus, 
as well. Again, the risk of this type of 
cancer among women who have used 
the pill seems to be about half that of 
women who have not used the pill. 
Some studies have even shown that 
the longer the pill is used, the lower 
the risk of endometrial cancer. 

Liver cancer is the one cancer that 
seems fairly conclusively to be more 
common among women who have 
used the pill for long periods of time 
(at least eight years). It does not seem 
to be common among women who 
have used the pill for shorter periods. 
Liver cancer that is not a result of 
hepatitis infection is extremely rare 
(in the United Kingdom the mortality 
rate due to primary liver cancer is 
estimated at two deaths per million 
women, aged 20 to 49, per year) . 
There is no evidence that the pill 
affects the risk of hepatitis-associated 
liver cancer, which is substantially 
more common in some countries. 
This suggests that the risk of develop
ing liver cancer as a result of using the 
pill is extremely low. 

The relationship between the pill 
and cancer of the cervix is much less 
clear. Results of the many studies 
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undertaken have been far from con
clusive because so many factors are 
involved. For example, women who 
have multiple sexual partners, or 
whose husbands have multiple part
ners, are at a substantially greater risk 
of cervical cancer, probably because 
of some sexually transmitted infecti
ous agent that is carcinogenic. Hav
ing multiple sexual partners is more 
common among women using the 
pill, as compared to women who do 
not use the pill. As a result, research
ers will find that women who use the 
pill are more likely to get cervical can
cer, simply because these women 
have multiple sexual partners, and 
not necessarily because the pill 
causes cancer. 

Some studies of the pill and 
cervical cancer tried to take this into 
account by asking women about their 
sexual practices and analysing sepa
rately the data for women with one 
partner, women with two partners, 
and so on. But it is difficult to know 
how accurate the information on 
sexual practices is, since for many 
people this is a particularly sensitive 
topic. 

Another difficulty relates to the 
screening test for cervical cancer -
the Papanicolaou smear, or "pap 
smear". Women who use the pill are 
more likely to have regular pap 
smears and thus are more likely to 
have cervical cancer diagnosed. 

Most studies do show a small in
creased risk of cervical cancer among 
women who have used the pill, espe
cially those who have done so for long 
periods of time. These results may in
dicate that the pill does in fact in
crease the risk of cervical cancer, or 
they may simply reflect the complex
ity of the factors involved. The gen
eral consensus among researchers is 
that it is impossible to tell which is 
the case, and it may never be possible 
to tell. 

Findings on the relationship be
tween the pill and breast cancer are 
somewhat more conclusive, although 
some important questions still remain 
unanswered. Most well-designed stud
ies show no overall association be
tween the pill and breast cancer; that 
is, the pill appears neither to increase 
nor to decrease the overall risk of 
breast cancer. However, some studies 
have found breast cancer to be more 
common among women who used 
the pill for a long time at a young age
before they were 25 years old. This 
finding seems to be limited to women 
who developed breast cancer at a re-
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latively young age as well - before 
they were 45 years old. Several other 
studies - apparently equally well 
designed - have not confirmed this 
increased risk of breast cancer among 
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women who used the pill at a young 
age. Much more research is needed 
to resolve these apparently contradic
tory findings. 

One limitation of the data we have 
available on the pill and cancer is that 
almost all the information comes 
from the United States and Western 
Europe. The relationship may well be 
different where the risk of cancer is 
different, and where other genetic, 
environmental or dietary influences 
are found . Because of this, WHo's 
Special Programme ofResearch, De
velopment, and Research Training in 
Human Reproduction (HRP) has 
since 1979 been carrying out a colla
borative study in twelve centres in 
ten countries on the relationship be
tween the pill and cancer. Preliminary 
results have been published on the 
pill and cervical cancer, and were con
sistent with the results from studies 
in the United States and the United 
Kingdom. Findings on other types of 
cancer will help to determine whe
ther there are important differences 
in various parts of the world. 

Meanwhile, the information cur
rently available is reasonably reassur
ing. The strong protective effect of 
the pill against both ovarian and en
dometrial cancer far outweighs the 
risk of liver cancer, a very rare form. 
The data on cancer of both the cervix 
and the breast are still inconclusive, 
although it seems clear that there is 
no overall increase in breast cancer, 
and that the increased risk of cervical 
cancer, if any, is small. 

The fact that the data are currently 
reassuring, however, should not lead 
us to be complacent about this issue. 
The pill is used by millions of women 
throughout the world, and any effects 
we do find on cancer risk, be they 
beneficial or adverse, could have 
far-reaching implications. 

Finally, cancer risk among women 
who use the pill must be considered 
in the light of the other advantages 
and disadvantages of the pill. It is 
almost too easy to focus on cancer 
alone, especially its increased risk. 
Cancer is dramatic and it attracts peo
ple's attention. The beneficial effects 
of the pill, including a decrease in the 
risk of cancer, can be easily forgotten 
amid the fear of cancer. The pill still 
represents for many women a means 
of preventing unwanted pregnancy 
that is unsurpassed by any other con
traceptive. It is all the more impor
tant that these women should be in
formed about any further effects the 
pill may have on their health. • 
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I
nfertility is a problem that affects 
men and women of reproductive 
ages in all areas of the world. Al

though estimates of how common in
fertility is are not very accurate and 
vary from region to region, some 8 to 
15 per cent of couples experience 
problems in achieving a pregnancy 
during tl;leir reproductive lives. This 
represents some 50 to 80 million 
people, and it is well recognised that 
infertility can cause considerable per
sonal suffering and disruption to 
family life. 

The rate of population growth 
worldwide has undergone a rapid 
decline through international and 
national governmental pressure, the 
increased provision of contraceptive 
services, and a re-evaluation of the 
traditional need for large family sizes. 
Against this background, infertility 
has not received as much emphasis as 
fertility regulation and it has been 
questioned whether scarce medical 
resources should be devoted to the 
prevention, diagnosis or treatment of 
infertility. 

However, tl;le changes in popula
tion growth over the past 50 years in 
the developed countries, and over the 
past 20 years in some developing 
countries, make infertility a more 
urgent problem. In other developing 
countries, that have not been through 
the population change from high 
death rates in childbirth and infancy 
to smaller family sizes and increased 
health and social opportunities for 
the smaller family unit, the problem 
of infertility is closely linked to the 
introduction and the extent of use of 
contraceptive services. If couples are 
asked to voluntarily restrict their own 
fertility, they must also have access 
to services for the diagnosis and 
treatment of infertility when the 
couple wish to have their first or 
another child. 

A couple's inability to have a living 
child may stem from: 

Primary infertility: the woman has 
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Infertility 
by Patrick J. Rowe 

never conceived despite cohabita
tion, regular sexual intercourse and 
exposure to pregnancy for 2 years. 

Secondary infertility: the woman 
has conceived previously but is sub
sequently unable to conveive. 

Pregnancy wastage: the woman is 
able to conceive but unable to pro
duce a live birth. 

Subfertility: Clinicians define this 
as the difficulty experienced by some 
couples, both of whom may have re
duced fertility, jointly to conceive. 
Demographers define it as the inabil
ity of a group to maintain a birth 
rate equal or superior to the general 
mortality rate. 

To understand the more frequent 
causes of infertility, it is necessary to 
outline the process of reproduction in 
the male and female . 

Classically, each type of infertility 
can be attributed to congenital causes 
or acquired causes. The former stem 
from abnormalities in the develop
ment of the genital tract in either the 
male or female. Examples ofthis are 
absent ovaries and hence no ovula
tion, absent vagina and hence no in
tercourse. Obviously these causes re
sult in primary infertility. There are 
congenital causes of male infertility, 
but these are more usually detected 
before sexual maturity and are there
fore infrequently counted as cases of 
infertility. For example, normally the 
testes reside inside the abdomen and 
migrate downwards to fill the scro
tum in early childhood. In some cases 
this fails to happen and the testis fails 
to mature and produce sperm. 

Among acquired causes in women, 
there may be a deficient production 
oftwo key hormones - follicle stimu
lating hormone (FSH) and luteinising 
hormone (LH) - by the pituitary 
gland, in which case the patient will 
not ovulate at all or only very infre
quently. Or there may be an exces
sive production of the hormone which 
stimulates the breast to produce milk 
- prolactin. As with FSH and LH this 

is produced by the pituitary. Hor
mone injections or special drugs can 
often restore the normal menstrual 
cycle and fertility in such cases. 

Infection is one of the most com
mon causes of infertility in women. It 
may result in adhesions around the 
ovary and tube, preventing the pas
sage of the ovum into the tube. The 
tube itself may be affected by the in
fection and become blocked. Abortion 
and delivery are particular occasions 
for the uterus or tubes to be damaged 
by infection, especially where the 
abortion has been criminally induced 
or either abortion or delivery takes 
place in unsanitary conditions. 

A large research study conducted 
by WHO in 25 countries has shown 
that the results of previous infection 
in the genital tract play a very impor
tant role in causing infertility. One 
third of the women in developed 
countries complaining of infertility 
showed evidence of previous pelvic 
infection, including blocked tubes. 
Similar numbers were found in Asian 
and Latin American countries, but in 
the African centres nearly twice as 
many women (63 per cent) had 
causes related to previous infection. 
In fact 40 per cent of African women 
who had been pregnant had tubal 
blockage. 

There is a well established connec
tion between gonorrhoea and subse
quent infertility due to tubal block
age. This is particularly important in 
view of the almost epidemic propor
tions of the post-World War 11 out
break of this disease, its increasing 
resistance to antibiotic therapy and 
the fact that it is frequently symp
tomless or produces only transient 
symptoms. 

Recently, a newly identified bacte
rial organism called Chlamydia has 
been shown to be more important 
than gonorrhea in causing infertility. 
Like gonorrhea, Chlamydia is a sex
ually transmitted disease; but infec
tion with this organism may cause no 
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Modern and traditional garb in a North 
African street. Mothers who want to 
plan their families must also have 
access to treatment for infertility. 
Photo WHO/UNICEF/B. Wolff 

symptoms in either the female or her 
male partner. Such infections can be 
effectively treated with antibiotics, 
but successful treatment carries no 
protection against reinfection. 

Tuberculosis may affect the lining 
of the uterus and prevent implanta
tion of the fertilised ovum as well as 
causing blocked tubes. It is held to be 
the cause of female infertility in up to 
5 per cent of cases. 

In some cases of infertility, normal 
sexual intercourse has never taken 
place and therefore ejaculation has 
never occurred in the vagina. This 
may result from ignorance on the part 
of both partners, or there may be 
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underlying psychological fears about 
intercourse held by the woman. 

Among acquired causes of infertil
ity in men, the testis can be infected 
by the mumps virus. Tuberculosis 
and syphilis can affect the testis and 
the duct leading from the testis, caus
ing an obstruction to the passage of 
sperm. 

Improperly performed surgical 
operations to correct testes that have 
not descended into the scrotum, or 
the repair of inguinal hernias in rare 
instances, may damage the blood 
supply to the testis and so impair its 
function. 

One of the more frequently recog
nised causes of male infertility is a va
ricocele which takes a form of vari
cose veins around the testis. These 
can increase the amount of blood 
surrounding the testis and raise its 
temperature. It is well known that 
sperm production is greatly reduced 
by increasing testicular temperature, 

and indeed tight-fitting underwear 
has been suggested as one cause of 
male infertility. These varicose veins 
can be treated surgically, but it is not 
yet clear whether this will result in an 
improvement in sperm production 
and an increased chance of the female 
partner becoming pregnant. 

Men suffering from alcoholism 
have reduced libido and thus reduced 
fertility. Certain drugs, including 
some antibiotics and anti-depres
sants, are known to reduce sperm 
production. 

Less is known about male causes of 
infertility than female and, of those 
causes that can be identified in the 
male, fewer are open to corrective 
treatment. What is known is that the 
male is responsible for the couple's 
infertility in at least 40 per cent of 
cases. 

There remain a number of couples 
who, when investigated, appear nor
mal but still fail to conceive. There 
are many unanswered questions 
about infertility although recent re
search into the mechanism of ovula
tion, fertilization and implantation 
has resulted in many couples now be
ing successfully treated for their in
fertility. In vitro fertilisation or the 
"test tube baby" technique has been 
used mainly for women with blocked 
tubes, but is now being used for more 
and more cases where the cause of in
fertility cannot be determined. This 
treatment has received enormous 
publicity over the past decade, but is 
very expensive and requires highly 
trained personnel and causes consi
derable inconvenience to the patient. 
Although in developed countries 
there are now many centres offering 
this treatment, the best results have 
shown no more than a one in four or 
five chance of pregnancy. 

The cornerstone to the manage
ment of any disease, including infer
tility, is prevention. Obviously it 
would be very difficult, if not impos
sible, to prevent the congenital 
causes of infertility and the disorders 
of sperm production or ovulation not 
caused by drugs, the environment or 
psychological stress. But genital tract 
infection in either partner can be 
prevented. The major causes of these 
infections are sexually transmitted 
diseases such as Chlamydia and gon
orrhoea, but it will take a major 
effort in health education and signi
ficant changes in social behaviour 
and sexual practices to make a signi
ficant reduction in these preventable 
causes of infertility. • 
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The Chinese experience 
by Francis T. G.Webb 

T
he objectives of the family plan
ning programme which was first 
introduced in China in 1978 are 

to limit the population to around 
1,200 million by the year 2000. This is 
to be achieved by raising the mar
riage age, increasing the space be
tween births and promoting the one
child family. 

The Chinese authorities recognise 
that research is essential in order to 
provide a variety of safe, effective and 
inexpensive methods of family plan
ning to meet the needs of individuals 
and of the national family planning 
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programme. Existing methods may 
not satisfy the personal values of the 
couples, may cause side-effects lead
ing to dissatisfaction and disconti
nuation, and may fail to meet the re
quirements of the delivery system for 
health care. 

Before 1978 there were numerous 
small so-called coordinating groups 
carrying out research in reproduction 
and family planning in a variety of 
institutions. Although family plan
ning research was often given low 
priority, some support and coordina
tion was provided at both national 

and municipal levels in selected re
search areas, such as IUDs and oral 
contraceptives, and Chinese scien
tists accomplished many significant 
achievements . Some of these only 
became known to the outside world 
following the reopening of China at 
the end of the Cultural Revolution. 
Among them are the development of 
the low-dose oral contraceptive at 
least five years before the rest of the 
world ; the so-called paper pill (an oral 
contraceptive formulation held to be 
better suited to China's economic 
conditions) and the drip pill (a me
thod of pill manufacture presenting 
less danger to the factory workers); 
the development of the uniquely
Chinese "visiting pill" (an oral con
traceptive for use by couples meeting 
for a brief vacation each year) ; the 
first clinical evaluation of vacuum 
aspiration for early abortion; the dis
covery and development of gossypol 
as a potential male contraceptive; the 
development of chemical methods 
for tubal and vas occlusion; and the 
investigation of herbal medicines as 
abortifacients. 

Recognition that the system current 
in 1978 was not fulfilling the coun
try's needs led to the establishment 
of18 institutes exclusively concerned 
with family planning research. The 
research to be undertaken was to re
flect the priorities ofthe family plan
ning programme in addressing issues 
related to family planning in rural dis
tricts, where 80 per cent of China's 
population of reproductive age live. 
High priority was to be given to re
search on IUDs and improved me
thods of male and female sterilisation 
(both popular methods), long-acting 
preparations (including monthly oral 
pills, injectables and vaginal rings), 
and vaginal spermicides. 

Initial discussions in early 1979 

Promoting the one-child family is a 
key part of China's long-term family 
planning programme. 
Photo WHO/ P. Almasy 
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By the year 2,000, China hopes to 
have stabilised its population at 
around 1,200 million. 
Photo WHO 

established a ten-year plan for the 
development of research capabilities 
in collaboration with WHO, which fo
cused on selected centres of the net
work of family planning institutes. 
Each of the eight centres with which 
WHO has worked faced the same diffi
culties of inadequate facilities, short
age of skilled manpower, lack of expe
rience in research and in research 
management. For each institute, de
tailed research plans reflecting na
tional priorities were drafted which 
then determined the nature of assis
tance : training, expert advice and 
equipment. As recruitment to the 
new centres has continued, overseas 
training has been arranged for many 
staff members. There have been vi
sits by consultants to deliver courses, 
establish necessary techniques and 
assist in data analysis and report 
drafting. Substantial amounts of 
equipment and reagents have been 
supplied. The government, for its 
part, has undertaken where neces
sary the construction of new build
ings and has guaranteed funds for 
staff salaries and running costs, as 
well as some funds for the purchase 
of locally-produced equipment. 

WHO has provided books, scientific 
periodicals and training in library 
sciences to help in the build-up of in-
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formation services. All centres colla
borating with the WHO Programme 
have participated in its scheme of 
providing matched laboratory rea
gents for reproductive hormone 
assays. 

The original strategy for streng
thening research in family planning 
has proved flexible enough to re
spond appropriately to constant 
changes in the field and in China it
self. The institutes of the national 
network are conducting a full range of 
basic and applied research compris
ing studies addressing issues of safety 
and efficacy and the development of 
new family planning methods. This 
has provided important data on the 
safety of vasectomy and on uniquely
Chinese methods of family planning. 
And it has produced interesting leads 
and some exciting developments in 
such areas as male fertility regula
tion, male and female sterilisation 
and postcoital contraception, to name 
just a few. 

The story of WHo's involvement in 
strengthening research in human re
production and family planning in 
China is a good example of the way in 
which worldwide resources can be 
mobilised in response to a significant 
challenge and, with the substantial 
support of a committed government, 
can quickly provide tangible results. 
China should soon be in a position to 
address all its own research issues 
and greatly increase its contribution 
to solving problems faced by many 
other countries. • 

Contraception 
and AIDS 

The steady spread of AIDS raises the 
question : how might infection with 
the HIV virus be affected by contra
ception - particularly IUDs, oraf con
traceptives and progestogen-only 
methods, such as injections and 
implants? 

A meeting of experts convened re
cently by WHO reached the conclusion 
that condoms Should always be used 
whenever there is · a risk of sexual 
transmission of HIV, whether other 
contraceptive methods are used or 
not In addition, women at risk of ac
quiring HIV, and those already infect
ed, need safe and effective contra
ception. Given the substantial risk of 
perinatal transmission, it is particular
ly important that infected women have 
access to effective methods of birth 
control. 

A number of further . questions 
were raised on confraceptive me
thods and HIV. Would the. use of a 
particular contraceptivE:) alter suscep
tibility to the infection?Would it make 
a woman more infectious to her part
ner? And would it alter the develop
ment and course of AIDS? At present 
it is impossible to draw conclusions 
because so little is known about these 
questions. The experts recommend
ed an urgent programme of research 
both in epidemiology' ·and in basic 
science. 

In the interim, they concluded that 
no changes are warranted in existing 
recommendations for contraceptive 
use. The choice of contraceptive 
should continue to take into account 
the known risks and benefits of each 
method as well as personal prefe
rences and life-style. ' In particular, 
IUDs are not suitable for women who 
are at high risk of sexually transmitted 
diseases, including HIYinfection. The 
group of experts also reiterated the 
need for routine sterilisation of 
needles and other equipment used 
in family planning. 
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Silkworm for starters 

I
ntra-uterine devices, more fami
liarly known as IUDs or the coil, 
have had a chequered history. The 

earliest model, made of silkworm gut 
in the form of a ring, dates back to 1909. 
Since then, almost the whole table of 
elements has been tried out by latter
day alchemists in search of the right 
magic formula. Nineteen thirty-one 
saw the appearance of a somewhat 
baroque concoction: a core of silk
worm gut encircled by German silver, 
which is actually an alloy of copper, 
nickel and zinc. This was followed in 
1934 by the Ota ring made of gold or 
gold-plated silver with a small disc in 
the centre attached by three spokes. 
Both devices enjoyed some local suc
cess but the medical gurus of the time 
were not quick enough to grasp the 
full implications. The result - another 
abortive attempt at breaking contra
ceptive deadlock. 

It was only some decades later that 

Preparing an intra-uterine device for 
insertion. IUDs have come a long way 
since trials were made with a ring of 
silkworm gut, back in 1909. 
Photo WHO/J. Mohr 
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by Valery Abramov 

the breakthrough came when, in 
about 1960, the first of the so-called 
second generation IUDs was launched: 
the Margulies Spiral. A genuine arti
cle of the 1960s, it was made entirely 
of plastic. Two years later, Dr Jack 
Lippes introduced the Lippes Loop, 
"which is still one of the most actively 
used IUDs in national family planning 
programmes," according to a WHO 

report. But the truly winning element 
was lurking somewhere half-way be
tween the precious metals and the plas
tic. It turned out to be copper which, 
due to some not yet fully explained 
workings of Nature, has reduced the 
likelihood of pregnancy to fewer them 
two in every 100 women who use the 
small copper IUD of today for one year. 
The world has got even further away 
from silkworm gut with the introduc
tion of hormone-releasing IUDs, 
which are as effective in preventing 
pregnancy as copper IUDS. But it was 
still too early for a happy ending. 

It is common knowledge that there 
are no completely risk-free methods 
of fertility regulation. The rate of spe
cific complications varies not only ac
cording to the type of contraceptive 
method employed but also to the char-

acteristics of the user. Unfortunately, 
United States manufacturers ofiUDs 
came up against the specific compli
cations of the legal system. Swamped 
by a flood of lawsuits from women 
claiming harmful side-effects, practi
cally all US producers of IUDs were 
obliged to pull out of the market 
within a decade. 

The not-guilty verdict arrived too 
late. In 1986, the XII World Congress 
on Fertility and Sterility concluded 
that "IUDs are important methods of 
fertility control, have relatively low
side effects, low failure rates and good 
patient acceptability." The Congress 
fully endorsed their continued use in 
appropriately selected and informed 
women throughout the world. Recently 
WHO has announced that "the cur
rently available copper and hormone
releasing IUDs, when properly used, 
are probably the most effective and 
reliable reversible method offertility 
regulation." Today, an estimated 80 
million women throughout the world 
use IUDs, and there is every reason 
to believe that the positive green
light findings of a recent WHO study of 
IUDs will considerably increase mem
bership in the world-wide IUD club .• 
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A birth control vaccine 
Fertility regulating vaccines that would safely and effectively 
inhibit fertility without unacceptable side-effects would be at
tractive additions to the world's family planning armamentarium 

T
he principle objective of vac
cine development, over the 200 
years that have passed since 

Jenner first demonstrated the princi
ple of acquired immunity, has been to 
provide protection against infectious 
diseases. However, the possibility of 
developing vaccines directed against 
components of the reproductive pro
cess, in order to produce an anti-ferti
lity effect, is a comparatively new 
concept. Studies in this area have 
been carried out only over the past 
decade or so. 

Although the number of available 
fertility regulating methods (FRMs) 
is probably greater now than it has 
ever been in the past, there is still a 
demand for a greater variety of me
thods to meet widely varying cultural, 
religious, health service and personal 
needs, particularly in the developing 
countries. Furthermore, most of the 
currently available methods act by 
exerting a pharmacological action at 
one more points in the reproductive 
system, leading to the alteration, in
hibition or neutralisation of a physio
logical function. This is often accom
panied by less desirable side-effects 
of varying types and degrees, which 
can have a profound effect on the 
acceptability and continued use of 
these preparations. 

Fertility regulating vaccines 
(FRVs) that would safely and effec
tively inhibit fertility, without produ
cing unacceptable side-effects, would 
be attractive additions to the family 
planning armamentarium. They are 
likely to have a major impact on fa
mily planning programmes in many 
countries, especially in the Third 
World. 

The theoretical advantages of such 
vaccines include : freedom from con-
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ventional pharmacological activity 
and the often attendant side-effects; 
long-lasting action after a one or two 
injection regime; continued effecti
veness without requiring further ef
fort by the user; delivery by a proce
dure which users know to convey 
good health benefits; low cost and 
ease of delivery to existing health 
services. 

A nurse readies a vaccine "shot " in 
Thailand. Will there one day be a 
vaccine to regulate fertility? 
Photo WHO/UNICEF/S. Sprague 

It is now well established that the
re are a number of molecules essen
tial for, and specific to, various steps 
in the reproductive process, such as 
the successful production and release 
of the gametes, the processes of ferti
lisation, embryo development and 
implantation, and the initiation and 
maintenance of pregnancy. Many of 
these molecules, in either a natural or 
an appropriately modified form, re
present suitable candidates for de-

velopment into vaccines designed to 
elicit an immune response, involving 
antibodies and/or immune cells that 
would neutralise or eliminate the 
parent molecule, thereby disrupting 
fertility. 

The development ofFRVs is gover
ned by the same two fundamental cri
teria that apply to the development of 
all new drugs, namely safety and effi
cacy. Furthermore, the fact that the 
intended users of these vaccines are 
healthy, fertile individuals who are 
not faced with a life-threatening or 
debilitating disease and have alterna
tive FRMs to choose from means that 
the question of safety takes on an 
added importance. Bearing this in 
mind, some of the various candidates 
for FRVs are more attractive than 
others in terms of potential safety, 
efficacy and acceptability. 

From the studies carried out to da
te to investigate the feasibility of de
veloping vaccines directed at these 
potential target molecules, it is appar
ent that the ideal candidate immuno
gen for FRV development would be a 
molecule which is: accessible to im
mune attack; not present in other 
body tissues or fluids, or else in a 
site where a controlled immune reac
tion will not have any immunopatho
logical or other undesirable conse
quences; present only transiently or 
in low concentrations; and essential 
for fertilisation or the initiation of 
pregnancy. These criteria are met by 
some molecules contained in the 
spermatozoal cell membrane, in the 
zona pellucida of the ovum, and in 
the cell membrane of the peri
implantation trophoblast of the very 
early embryo. In addition, some re
leased or secreted products of these 
tissues also appear to be promising 

25 



A birth control vaccine 

candidates, and prototype vaccines 
incorporating synthetic and natural 
fragments of a number of these mole
cules have been prepared and eva
luated in animal and clinical studies. 

It is probably true to say that more 
research has been carried out, over a 
longer period of time, on the imuno
biology of the sperm than on any of 
the other potential targets. These stud
ies range from attempts, early this 
century, to induce anti-sperm immu
nity using whole semen and testis ex
tracts, to more recent studies using 
natural and synthetic fragments of 
sperm enzymes. Although the risk of 
producing auto-immune damage in 
the testis argues against the use of an 
anti-sperm vaccine by men, it may be 
possible to avoid this complication by 
using, for vaccine development, mo
lecules which are expressed on sperm 
only after they have left the testis. 
Current research is based on the as
sumption that an anti-sperm vaccine 
will be used, at least initially, by wo
men. For them it would have the add
ed advantages, in terms of vaccine 
design, of being based on a foreign 
material, being present only inter
mittently at the time of coitus, and 
being confined to the lumen ( chan
nel) of the female genital tract. 

Two major problems are foreseen. 
The first is the large amount of mate
rial to be neutralised, and the second 
is the need to ensure an adequate 
level of antibody or immune cells in 
the lumen of the female reproductive 
tract. The first problem is at first sight 
insurmountable, but might be over
come by selecting for vaccine devel
opment molecules that are only ex
pressed on sperm when they reach 
the upper segment of the fallopian 
tube and are more likely, therefore, to 
be relevant to the process of fertilisa
tion. The second problem might be 
overcome by the selective induction 
of local (secretory) immunity into 
the lumen of the female reproductive 
tract. 

Encouraging results have been ob
tained with a sperm-specific enzyme, 
lactic dehydrogenase C4 (LDH-C4), 
natural and synthetic preparations of 
which have been produced and eva
luated in prototype vaccines. A signi
ficant reduction in fertility was ob
served in female baboons immunised 
with such preparations, indicating 
that the development of an anti
sperm vaccine based on this mole
cule may be feasible. 
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Most of the studies aimed at the 
development of a vaccine against the 
ovum have been concerned with im
munisation against the zona pellu
cida (ZP), the gelatinous "shell" 
around the egg that the sperm must 
penetrate in order for fertilisation to 
occur. Anti-ZP antibodies could dis
rupt fertility in a number of ways: 
they could bind to the surface of the 
ZP or alter its chemical properties, 
thereby preventing sperm attach
ment and/or penetration; or, if fer
tilisation did occur, they could dis
rupt embryo development or implan
tation in the uterus. Pronounced anti
fertility effects have been observed 
in several animal species immunised 
with prototype anti-ZP vaccines. Ba
boons immunised with a vaccine pro
duced from pig ZP exhibited a mar
ked reduction in fertility, but this was 
accompanied by major disturbances 
in ovarian function manifested by 
menstrual cycle disruption and pro
longed periods of amenorrhea (ab
sence of menses). 

Efforts to develop an FRV directed 
against human chorionic gonadotro-

Potential fertility regulating vaccines 
will be tested first in animals such as 
the rat (below), and then in baboons -
much closer zoologically to humans 
(above right). 
Ph otos WHO/P. Almasy and WHO 

phin (hCG) one ofthe hormonal pro
ducts of the placenta, have probably 
accounted for the most intensive ef
fort in this area over the past decade 
or more and have generated the most 
encouraging data so far in the field of 
FRV development. One function of 
hCG is to maintain the ovarian pro
duction of progesterone needed to 
sustain the lining of the uterus in a 
receptive state for the implantation of 
the embryo. What was sought was a 
part of the beta-hCG molecule that is 
not present in human luteinising hor
mone or in other body secretions or 
tissues in order to avoid potentially 
hazardous side-effects due to cross
reactions. The carboxyterminal pep
tide (CTP) region ofthe molecule ap
pears to satisfy this requirement and 
it is on this portion of the molecule 
that the hCG vaccine, developed over 
the past 12 years by WHo's Special 
Programme of Research, Develop
ment and Research Training in Hu
man Reproduction, has been based. 

These studies have involved the 
systematic, comparative evaluation 
of a large number of synthetic beta
hCG CTPs, and other components 
needed in a vaccine of this type. 
These include carrier molecules and 
immuno-stimulants required to en
hance the immune response to the 
CTP, and biocompatible vehicles in 
which the vaccine can be adminis
tered. Novel chemical procedures 



have also been developed to link the 
CTP to the carrier molecule in a de
fined, predictable and repeatable 
manner that will satisfy vaccine pro
duction and drug regulatory require
ments. By 1980, these studies had 

reached the point at which a proto
type beta-hCG CTP vaccine had 
been developed that reduced the 
fertility rate of immunised baboons 
to less than 5 per cent, compared 
to 70 per cent in untreated control 
animals. 

In 1984, following the successful 
completion of comprehensive pre
clinical toxicity and immuno-safety 
studies in four animal species, includ
ing baboons, permission was sought 
and obtained from WHO, national and 
institutional regulatory authorities to 
carry out a Phase I clinical trial with 
the vaccine in Adelaide, Australia. 
The principle objective ofthis clinical 
trial, which is being carried out in 
previously electively sterilised wo
men volunteers, is to assess the safety 
of the vaccine and to determine the 
nature and extent of any side-effects 
associated with its use. However, the 
magnitude and duration of the anti
hCG antibody response elicited by 
the vaccine are also being measured 
and these are being compared to the 
levels, deduced from earlier animal 
and clinical studies, that are likely to 
confer efficacy in fertile individuals. 
From the preliminary data available 
so far, it appears the majority of the 
vaccine recipients have developed 
antibody levels in excess of those re
quired for protection against preg
nancy. Further preclinical and clinical 
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studies are under way and planned by 
WHO with both the current and im
proved versions of the beta-hCG 
CTP vaccine. 

The more recent of the FRV stu
dies described here have coincided 
with a major worldwide expansion in 
vaccine research prompted by the ad
vances currently being made in our 
knowledge of the immune system 
and in the fields of biotechnology and 
molecular genetics. These advances 
are likely to lead to the development 
of a totally new generation of vaccines 

•T· · he choice of birth co.ntro .. · ..•. l me. " 
thods for the male partner is 

) very limited, namely the 
choice between the condom, a vas
ectomy or withdrawal. CondOms 
have stood the testof time and are 
the principal method of b.irth con
trol ip countries such as Japan. 
Ever.. since )t becam~ . know that 
condoms could preveot the trans
.mission of AIDS, their importance 
among birth contr()l methods has 
been increasing worldwide .. Surgi
cal vasegtomy too is now well ac
cepted as a safe and effective me-
thod :of sterilisation, and some 50 
.rnillidn men have alreadyopted for 
this method. In Europe and North 
Arne~ica, up to .13 per cent of ~ 
couples adopt vasectomy as the. 
family's sole anti:fertility method. 

But if male participation in fertil
ity. control is to be increased, oth~r 
methods will have to .. be developed: 
lt has long been recognised that 
th.ere is a need for a safe antiLfeftil
ity pill capable of suppressing the 
sperm production or sperm func
tion without interfering with libido or 
having any other shOrt- or long
term effects on the health status 
of men. And its function must be 
reversible. 

No acceptable drug has yet 
been produced, despite more than 
a decade of intense effort. The 
problems encountered relate to 
differences in the individual's re-
sponse to the drugs tested. The 
complex process of sperm pro
duction by::· the testis (spermato
genesis) is not yerfully understood, 
and the number of sperm pro: 
duced by normal men -hundreds 

A birth control vaccine 

and, if the interest currently being 
shown in these areas by both aca
demic and commercial institutions is 
maintained, there is a very real pro
spect of achieving within the next 
decade or two, more innovations in 
vaccine design and development, 
than have occurred over the past two 
centuries. This type of opportunity 
occurs only too rarely in science and 
should be seized with alacrity and ex
ploited as quickly and as thoroughly 
as possible for the benefit of all of the 
world's populations. • 

of millions per Clay- presents a for
midable problem for . regulation 
with drugs. In our present state of 
knowledge, such drugs> .must 
achieve complete suppressions. of 
sperm in the ejaculate (azoosper-

' mia) in all men over along period, 
yet must permit c~rtainrecovery of 
full . sperm prpq uction after •• .. !hey 
sto8 taking the drug. No drug re-> 
girne has yet been found to sup
press all men to the point of azoo
~permia;and in som~ indivipu~ls 
who seem to be totally suppressed, 
sperm may spontaneously reap
pew in the ejaculate. 

The wHo Task Force on Methods · 
forth~ Regulation of Male Fertility is 
promoting reseqrCh ·and clinical 
studies in the following qreas;hor
monal means · ot suppressing 
sperm production to azoospermia 
evaluation of th~Junction§ll c~pac-
ity of residual sperm from men sup
pressed to severe oligospetmia; 
the synthe~is and screening of new 
drugs for their .?ction on •>sperm 
store,d in the epididymis; the.colla
borative development of Chinese 
methods for vasectomy and the 
blockage of the vas deferens by 
chemical means. · 

WHO befieyes that the pro:: 
spects for the development of a 
safe and reversiblemqle pill by the 
year 2000 .are promising. Men are 
ready to volunteer for clinical stu-

. dies to test male anti-fertility drugs. 
And an increasing number of bio
medical scientists, especially in the 
developing .world, are taking an 
interest in this important field of 
family planning. 

Geoffrey M.H. Waites 
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Relieving cancer pain 
A statewide initiative in Wisconsin, USA, is seeking to 
convince health professionals and the general public 
that narcotic drugs can be used to treat cancer pain 

by June Dahl and David Joranson 

D
espite major advances in de
tection and treatment, cancer 
remains a major cause of death 

and disability throughout the world. 
Each year, there are about six million 
new cases of cancer, at least half of 
which occur in the developing na
tions. The worldwide statistics are so
bering: 10 per cent of deaths are from 
cancer; 70 per cent of patients with 
advanced cancer have pain; 25 per 
cent of all patients with cancer pain 
die without relief. WHO estimates that 
3.5 million people suffer daily from 
cancer pain. No nation is spared this 
tragic suffering. 

The Controlled Substances Board, 
the drug regulatory authority of the 
State ofWisconsin, has carefully ana
lysed the use of narcotic drugs for 
pain relief and their potential to in
crease the drug abuse problem. 

Many effective pain-relieving drugs 
are already available. Unfortunately, 
they are often given too infrequently 
and at doses that are too small to be 
effective. The reasons are many and 
complex. For one thing, doctors and 
nurses in the United States receive 
little training in pain assessment and 
management. Furthermore, with can
cer patients, the medical profession 
puts emphasis on treating the disease 
and not on palliative care. And, many 
doctors and nurses are over cau
tious about the use of patent narcotics 
because of the fear of addicting pa
tients to these drugs . Although can
cer patients, their families, and the 
public share tills concern, studies have 
shown that addiction is extremely 
rare in cancer patients who receive 
narcotic drugs for pain relief. 

The Wisconsin Controlled Sub
stances Board was also concerned 
that its own vigorous efforts to pre-
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vent the abuse of prescription drugs 
might have helped to foster these 
inappropriate attitudes about narcot
ics and addiction. Because the Board 
may have contributed to the cancer 
pain problem, we members of it were 
motivated to work toward the deve
lopment of the Wisconsin Initiative 
for Improving Cancer Pain Manage
ment. 

In January 1985, the Board as
sembled a group of Wisconsin cancer 
experts to review the nature and 
magnitude of the problem and to for
mulate plans to deal with it. We de
cided to sponsor a statewide strategy 
session to develop a comprehensive 
approach for dealing with the cancer 
pain problem. There was a clear need 
for a multi-disciplinary effort, be
cause the successful management of 
cancer pain requires a comprehen
sive approach involving all members 

of the health care team. The Inter
agency Committee on Pain and Anal
gesia of the US Public Health Service 
became interested in the Wisconsin 
Initiative and provided funds to en
able hiring of staff to help plan for the 
statewide strategy session. A variety 
of individuals and agencies in the 
health care field were contacted. It 
soon became apparent that many 
health professionals in our State were 
concerned that the management of 
cancer pain was not a priority, and 
were eager and willing to lend sup
port. 

The strategy session was held on 
6 December 1986, and the Gover
nor declared this day as " Freedom 

WHO estimates that 3.5 million people 
suffer daily from cancer pain. 
Photo WHO/D. Henrioud 



from Cancer Pain" day officially. In 
attendance were 65 health professio
nals representing some 50 Wisconsin 
organizations as well as key national 
and international figures in the can
cer pain field . Doctors from India 
and Mexico discussed their frustra
tions with governmental regulations 
which prevent them from having ac
cess to potent narcotics to treat can
cer pain. 

WHO has designated Wisconsin as 
a demonstration state in the hope 
that its efforts can serve as a model for 
improving the treatment of cancer 
pain in other countries. It was consi
dered important that the catalyst for 
the Wisconsin Initiative was a drug 
regulatory authority. Perhaps the 
Wisconsin experience can convince 
other nations that concerns about 
drug abuse should not lead to deny
ing narcotic drugs to patients with 
legitimate medical needs, especially 
not to cancer patients with pain. 

In February 1987 June Dahl visit
ed India as a tempory advisor of WHO 

to discuss the Wisconsin experience 
with Indian drug authorities, and in 
particular to urge them to make oral 
morphine available to treat cancer 
pain. Not a single bottle of oral mor
phine is available in India. We look 
forward to twinning our effort for can
cer pain relief with India and to be
ginning some interchange of ideas 
and personnel between the State of 
Wisconsin and the State of Maha
rashtra. Both areas share the problem 
of the under-treatment of cancer 
pain. The irony is that, in the United 
States, potent pain-relieving drugs 
are available but are often used inap
propriately, whereas in many other 
countries cancer patients are denied 
access to these drugs because of 
irrational restrictions at the national 
level. 

The day-and-a-half-long strategy 
session sponsored by the Wisconsin 
Initiative led to many concrete sug
gestions for improving cancer pain 
management. A number ofthese are 
already being implemented, and sev
eral are in the advanced stages of 
planning. Because it is imperative 
that cancer patients and their fami
lies know that there are drugs and 
other ways of treating cancer pain, 
the statewide cancer information tel
ephone hotline has been expanded 
and can now answer questions about 
cancer pain. In addition, a patient 
education booklet is being prepared 
for distribution at medical facilities in 
the State and by volunteer organiza-
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tions dedicated to helping cancer 
patients, a network of professionals 
willing to serve as community-based 
patient advocates is being developed, 
and a "how-to" booklet will assist 
doctors, nurses and pharmacists to 
appropriately assess and treat cancer 
pain. 

The Wisconsin Initiative for Im
proving Cancer Pain Management is 
thus a statewide interdisciplinary 
effort involving the cooperation of 
health professionals and government 
at all levels. The word initiative is 
appropriate because, although two 
years have been spent in laying the 
foundation, the work is just begin
ning. The various phases of our work 
will be carefully evaluated to deter
mine their effectiveness. We hope 
that our efforts may serve as a model 
for other states. 

At a time when there seems to be 
plenty of money for weapons but 
little for health and social pro
grammes, all this work has been done 
with very little in the way offinancial 
resources. Instead, we have mobi-

The Wisconsin Initiative in the USA 
aims at improving cancer pain man
agement in ways that can be replicated 
in all countries. 
Photo WHO/D. Henrioud 

lised individuals and organizations al
ready deeply committed to helping 
the patient with cancer into a cohe
sive effort. Other countries with less 
well developed health care delivery 
systems will face more fundamental 
resource questions than we have. But 
dedicated health professionals are 
not unique to Wisconsin ; one can 
find them everywhere. They must be 
brought together with appropriate 
governmental health and drug con
trol agencies to begin the process of 
making cancer pain a priority. When 
professionals and the public realise 
that cancer pain can be treated, and 
when cancer patients and their fami
lies demand optimal care, the barri
ers which have created the critical 
problem will be swept away. • 
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50 Per Cent 
Mark Reached 

in World 
Immunizations 
The worldwide drive to immu

nize children before 1990 
against major diseases during 
their first year of life has reached 
the half-way mark. 

According to wHo's Weekly 
Epidemiological Record (No. 
33): "Immunization coverage 
with three doses of diphtheria, 
pertussis and tetanus (OPT) or 
polio vaccines for the first time 
has surpassed the 50 per cent 
level in both developing and 
industrialised countries." 

In the countries of the West
ern Pacific region, for instance, 
immunization totals reached 70 
per cent for OPT and 77 per cent 
for polio, the highest in the devel
oping world. 

WHO launched an Expanded 
Programme on Immunization in 
197 4 to protect children against 
six diseases- the four cited, pi us 
measles and tuberculosis - as 
well as to protect pregnant wo
men against neo-natal tetanus. 
At the programme's start, the co
verage of infants with a full 
course of vaccines against OPT 
and polio was less than five per 
cent in the developing world. 

Up to June, China, the largest 
developing country, had immu
nized 74 per cent of its18 million 
infants who survived to their first 
birthday against OPT, and 84 per 
cent of them against polio. 

Among other large develop
ing countries, immunization 
rates are similar, for instance: 
• India: immunized 53 per cent 
against OPT, and 45 per cent 

OPT, Polio: At start of pro
gramme, only five per cent 
immunized. 
Photo: WHO/UNICEF 
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Howzat? A Grook for Health 
"Health for All; All for Health" is Theme for 1988 

WHO turns forty next year on Wednesday 7 April. To observe the 
occasion it is proposing not just a one-night "party" of celebration, 
but that 1988 be turned over to a "year-long mobilization for health 
development. " 

Each year as part of its anni
versary, WHO focuses attention 
on a topic important to world 
health through a theme. For 
1988, the theme is "Health for 
All; All for Health." 

lt reinforces the larger goal of 
"Health for All by the Year 
2000," to which countries are 
committed. 

1948-88 

The universality of the 40th anniversary theme inspired Piet Hein, 
Danish mathematician and scientist, but also writer of essays, fables 
and grooks- short, rhymed epigrammes rather like the Japanese 
haikku in form- to pen these lines: 

Mankind's true 
Health must come 

With the new 
Millennium 

Heed the call 
For common wealth 

Health for All 
All for Health 
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against polio, out of 23.12 million 
newborn children. 
• Brazil: 62 per cent OPT, 86 
per cent polio, out of 2.49 million 
newborn children. 
• Kenya: 75 per cent OPT and 
polio, out of 1.8 million newborn 
children. 
• Philippines: 55 per cent OPT 
and polio, out of 1.55 million 
newborn children. 

Immunization rates for devel
oping countries are rapidly ap
proaching those of the industria
lised countries, WHO officials say, 
and in some cases are overtak
ing them. 

Immunization programmes 
in developing countries have 
prevented more than a million 
deaths from measles, pertussis 
and neo-natal tetanus, as well as 
over 750,000 cases of polio. 

Despite these successes, al
most a quarter of a million cases 
of polio and over three million 
deaths from childhood diseases 
are reported annually in the 
Third World. And immunization 
is "lowest" for two diseases 
which cause the most deaths -
measles and neo-natal tetanus. 

"There is no room for com
placency," WHO officials warn. 
"Programmes must be accele
rated during the coming three 
years, if the goal of Universal 
Childhood Immunization is to be 
attained" - a reference to the 
declaration originating from 
UNICEF, a main supporter of the 
programme. 

Public Health 
Associations in 

US Rally 
to WHO 

U.S. public health associa
tions spoke up for WHO during 
hearings in Washington, D.C. 
earlier this year of the US 
Senate Appropriations Sub
Committee. 

On behalf of eight associa
tions, Or Donald A Henderson, 
dean of the Johns Hopkins 
School of Public Health, warned 
that "four decades of labour " ... 
devoted to building ... internati
onal cooperation are beginning 
to crumble." 

This results from his country's 
delay in paying a large part of its 
assessments to the WHO budget, 
coupled with the continuing 
drop in the value of the US dol
lar. At that time, the US arrears 
were put at around $110 million 
for 1986 and 1987. 

(Last May at the World Health 
Assembly, the US voted in fa
vour of WHO's 1988-89 budget of 
$33,980,000.) 

In a reference to AIDS, the 
dreaded acquired immunodefi
ciency syndrome, Henderson 
stated: "We are facing a catas
trophe unmatched since the 
Black Death of the Middle Ages. 
If ever we needed an inter
national effort, it is now." 

(Last June in Venice, leaders 
of the seven major industrialised 
countries designated WHO as the 
"best forum" for the interna
tional assault against AIDS that 
is needed.) 

He testified on behalf of these 
associations: 

(1) the Association of Schools 
of Public Health, (2) the Amer
ican Academy of Pediatrics, (3) 
the American Medical Students 
Association, (4) the American 
Nurses Association, (5) the 
American Public Health Asso
ciation, (6) the Commissioned 
Officers Association of the US 
Public Health Service, (7) the 
National Council on Interna
tional Health, and (8) the Amer
ican Association for World 
Health. 

"We have failed to meet our 
obligations for no good reason, " 
said the president of the Ameri
can Public Health Association, 
Or Ruth Roemer. 

Their testi many drew editorial 
support from leading papers in 
the Washington area. In a refer
ence to what it called" America's 
misguided parsimony," the Bal
timore Sun commented: "What 
staggering, appalling indiffer
ence. What must the people of 
the world think of us?" 

And the Washington Post 
suggested "either raise the extra 
revenue to pay for important aid 
programmes or re-divide the 
available funds so as to give a 
larger amount to development 
aid ... " 

Worldwide 
Non-Tobacco 

Day Set 
For 7 April1988 

When the Toronto Globe & 
Mail (circ. 310,000) closed its 
pages to tobacco advertise
ments at the end of August 1986, 
it became the first metropolitan 
newspaper in the industrialised 
world to do so. 

The Canadian Code of Adver
tising Standards forbids adver
tisers to "depict situations which 
might encourage inappropriate, 
unsafe or dangerous practices," 
the paper said in explaining its 
decision. 

"We do not suggest a ban 
lightly," it stated editorially. 
"There must be a compelling 
public interest before a govern
ment, or a newspaper, should 
take the extraordinary step of 
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preventing a legal product's pro
motion. We believe that interest 
here is undeniable." 

The distinction of being the 
first newspaper ever to refuse 
advertisements however, goes 
to another Canadian paper, 
the smaller Kingston Whig
Standard (circ. 35,000) in On
tario. it said " No" beginning in 
January 1985. 

Now other journalistic enter
prises have been asked to do 
likewise following an appeal to 
the world's print and electronic 
media to "voluntarily" refuse ad
vertisements- if not indefinitely, 
then at least just for a day next 
year. 

The appeal is part of a resolu
tion (wHo40.38), adopted last 
May by WHo's World Health As
sembly, that is aimed at marking 
Wednesday 7 April 1988 as the 
world's first non-tobacco day. 
That date, appropriately enough, 
also marks the fortieth anniver
sary of WHO. 

In addition, the resolution ap
peals to " manfacturers of to
bacco, and those who promote 
its consumption, to refrain volun
tarily from all publicity activities 
in all countries, specially in 
developing countries." 

Smokeless Tobacco: Not a 
safe alternative to cigarettes 
in any form. 
Photo: WHOfTibor Farkas 

In the next 
issue 

Never before in the world 's 
history have so many millions 
of ordinary people been on 
the move, whether on busi
ness, as sightseeing holiday
makers or as workers seeking 
better job opportunities in 
another country. The Decem
ber issue of World Health in
vestigates the health of tra
vellers and the pitfalls that 
may lie in wait for the unwary. 
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News Briefs 

• Collaborating for Relief of Cancer Pain. The Netherlands Can
cer Institute, along with the department of clinical psychology at the 
University of Amsterdam, together have been designated a WHO col
laborating centre charged with developing "quality of life measure
ments " that would help in the treatment of patients. 

As part of a new initiative, and through the theme "Why Not Free
dom from Cancer Pain?", WHO is challenging health administra
tions to carry out programmes to manage pain, and thus bring relief 
to an estimated 3.5 million patients throughout the world who suffer 
pain needlessly 

• Now Pennies for UNICEF. The USA Committee for UNICEF has 
added another trick to the repertoire of inventiveness in raising 
funds for the world's children. 

Last summer, UNICEF joined with Virgin Atlantic Airways to 
launch "Change for Good " -a high-flying scheme to collect and 
put to good use all those coins left over from a traveller's trip abroad. 

Passengers are asked to donate the little pieces that won't buy 
anything at the duty-free store, or that banks at home won't redeem. 
This follows a video presentation explaining the concept of the col
lection drive. Envelopes are provided. 

In the first two weeks of the programme, an estimated $10,000 
was collected. Should the idea catch on with other carriers, accord
ing to one estimate, as much as $40 million could be collected yearly 
- all for the benefit of needy kids. 

• Off the Press. Published by WHO's Regional Office for Europe in 
Copenhagen and Masson of Paris, "Trends in Health Legislation in 
Europe," a 226-page study which compares developments in 32 
European countries since the 1970s. 

Among topics discussed: services provided by the "welfare 
state, " the changing roles of doctors and nurses, new consumer 
movements for patients' rights, and rising expectations wrought by 
the "miracle of medicine. " 

(To order, write: Leenen, Pinet, Prims, WHO!Masson, 120 Bd. Saint-Ger
main, 75280, Paris, Cedex 06. Price 226 French francs.) 

• People. Appointed as Director, wHo's Division of Communicable 
Diseases, Or Giorgio Torrigiani (Italy), a staff member since 1971. 

He is now responsible for these programmes: tuberculosis and 
respiratory infections; sexually transmitted diseases; prevention of 
blindness; microbiology and immunology; smallpox eradication ; 
leprosy; veterinary public health; epidemiology and management 
support. 

• Takemi Fellowships. Ten-month fellowships in international 
public health are being offered next year by the School of Public 
Health, Harvard University, un-
der an endowment by two Ja
panese pharmaceutical com
panies. 

The programme is named 
for Or Taro Takemi, president of 
the Japan Medical Association 
1957-82, and of the World Medi
cal Association 1978-81. 

Applications are sought 
from both graduate students, 
and mid-career professionals. 
Deadline is 15 January 1988, 
and the fellowships will start on 
1 September. 

(For details, write to: Profes
sor Lincoln Chen, Director, 
Takemi Program in International 
Health, Harvard School of Public 
Health, 665 Huntington Avenue, 
Boston, Mass. 02115, USA). 

Takemi Program 
in International Health 

The Takemi Program in International 
Health at the Harvard School of Public 
Health seeks applications for a limited 
number of fellowships for research and 
advanced training on cr~tica l issues of 
international health, espectally those re
lating to developing countr~es. The pro
gram focuses primarily on mobilizmg, 
allocating and managing scarce re
sources to improve health, and on creat
ing sound strategies for disease control 
and health promotton. The program 
brings together graduates of advanced 
degree programs and mid-career pro
fessiOnals from around the world from 
diverse discipltnes. Appointments be
gin on September 1 t988, for a ten
month period. For add itional mforma
tion contact: Prof. Lincoln C. Chen, Di 
rector, Takemi Program in International 
Health, Harvard School of Public Health, 
665 Huntington Avenue, Boston, MA 
02115. Application deadlme is January 
15, 1988. 

Authors 
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Dr Jose BARZELATTO is 
Director of WHO's ' Special 
Programi!le ofResearch, J)e
velopment and Research 
Training in fluman Research 
Training in Ht1man Reproduc
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Mr Valery ABRAMOV is an 
Information Officer in WHO's 
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and Education for Health. 
Dr MahmoudF. FATHALLA is 
Responsible Officer for Re
search and Development in 
the HR!? Special Programme. 
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Scientist), Dr •.. Iqbal SHAH 
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T.G. WEBB: (Scientist), Dr. 
Geoffrey M.H .. WAITES (Scien
tist), and Mr Dayid GRIFFIN 
(Scien!i~p. 
frofessor . _Jun~ DA.l::IL head~ 
the Steerjng Committee of the 
Wiscqnsip. Initiative_, ,J.Jniver
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· School, ,and Dr David)~. JQ, 
RAJ}IS0~ is a special~st with 
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Research in human reproduction seeks newer, better ways to 
ensy,re that every child is a wanted child. Photo WHO/J. Mohr 
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