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Family planning and the 
role of WHO 
Alexander Kessler 

The success of family planning 
programmes has led to a 
considerable decrease in 
average family size in 
developing countries, yet 
actual numbers continue to 
increase. This poses enormous 
challenges in terms of 
providing food, water, energy 
and services, let alone 
improving the quality of life. 
Far more emphasis must be 
placed on the importance of 
family planning services. 

T he last 30 years have wit
nessed one of the great social 
revolutions of all times: the 

realization by governments of the 
need for family planning pro
grammes to allow people to control 
their own fertility. As a result, 51% 
of couples in developing countries 
are now using fertility regulating 
methods as against only 9% in the 
1960s. Yet the world's population 
continues to grow rapidly. In 1960 
there were 3000 million people and 
in 1990, 5300 million. The actual 
number of women in developing 
countries not using any form of 
contraception remains virtually 
unchanged: 350 million in 1960, 
326 million in 1990. 

Thus the challenge to expand 
family planning coverage is all the 
greater: not only is it necessary to 
reach those couples who have never 
practised contraception while 
wanting to, but these programmes in 
developing countries would need to 
recruit about 100 million more 
contraceptive users in the year 2000 
than in 1990 just to keep pace with 
population growth. 

But if the world population in the 
year 2000 is not to exceed the 
median UN projection of 6300 
million, the rate of use of contracep
tion will have to rise from the 
current 51% to 59%: this will mean 
providing these methods to an 
additional 86 million couples. 
Global figures tend to hide the wide 
variations in access to these services 
in the developing countries. In East 
Asia, 95% of couples have good 
access; the proportion drops to about 
55% in South and South-East Asia 
and Latin America, around 20% in 
North Africa and West Asia, and 
less than 10% in sub-Saharan 
Africa. 

Family planning clinic in Barbados . Around 
half of the couples in developing countries ore 
using fertility regulation methods . 

Even countrywide figures mask 
great differences in availability, for 
example between urban and rural 
areas, and between the wealthier and 
poorer sections of the community. 
Certain groups in the population 
tend to be underserved: unmarried 
women, men, migrants and refugees. 
Teenagers have, in recent years, 
become increasingly sexually active, 
yet in very few countries are their 
needs met for information about 
sexuality and contraceptives, let 
alone for services. 

Illegal abortions 

Failure to provide adequate family 
planning services results in women 
resorting to clandestine abortion 
when faced with an unwanted 
pregnancy. At least 12 million 
illegal abortions occur each year in 
developing countries. These lead to 
about 200 000 maternal deaths and a 
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There are still more than 300 million women in 
the developing countries who do not use 
any form of contraception . 

still higher toll in morbidity; in 
Africa, for example, the majority of 
cases treated in gynaecological 
wards are women with complica
tions of abortion, while 50% of 
maternal deaths in Nigeria are due to 
clandestine abortion. 

Beyond the challenge of expand
ing coverage lies that of improving 
the quality of the services. All 
matters relating to sex and reproduc
tion are sensitive, and services need 
to take this into account at both the 
personal and cultural level. Too 
often in the past these considerations 
have been neglected. Services must 
also be geared to ensure unbroken 
continuity of family planning care 
and of supplies of suitable methods. 

Over the past 20 years it has 
become amply evident that pro
grammes which offer a wide variety 
of methods are the more successful. 
These include pills, intrauterine 
devices , injectables and implants, 
barrier methods including condoms, 
abortion and sterilization. This 
allows choice among and opportuni
ties to switch methods. Some of 
those now available, although a 
great improvement on what was at 
hand a generation ago, still present 
problems, especially in developing 
countries. There is a need for 
additional inexpensive, safe, accept
able and easy-to-deliver birth 
control methods. 

Until recently, most programmes 
focused principally on providing 
contraception and much less atten-

tion was paid to sex education. The 
increase in adolescent sexual 
activity, pregnancy and abortion, 
and the widespread rise in sexually 
transmitted diseases (STDs), 
including AIDS, have convinced 
those running the programmes that 
an intrinsic part of their activities 
should be concerned with promoting 
healthy and responsible sexuality. 
Faced with over 350 000 new cases 
of sexually transmitted infections 
occurring every day in the world, 
family planning programmes, 
reaching as they do an important 
part of the sexually active popula
tion, are being challenged to become 
more decisively involved in the 
prevention and control of STDs, 
including AIDS. 

The population dimension 
Family planning programmes have 
led to a considerable decrease in 
average family size in developing 
countries : from 6.1 children per 
woman in the early 1960s to 3.9 
today. Yet this is still far higher than 
the average of 2.1 children per 
woman at which level the population 
would stop growing. Actual num
bers continue to increase. The 
population of developing countries 
has doubled in the same period, 
reaching 4100 million in I 990. It is 

predicted to rise to 5000 million by 
2000, out of an optimistic forecast 
of a world total of 6300 million . 
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This poses enormous challenges 
in terms of providing the food , 
water, energy and services required 
to support such numbers, let alone 
improve their quality of life. For the 
health sector, the sheer numbers 
magnify the burden of disease. More 
training, facilities and funding will 
be needed for all services, including 
family planning. 

WHO's role 

One of WHO' s most important 
contributions to family planning has 
been to advocate these services as an 
integral part of primary health care. 
A mother's health and that of her 
children are deeply affected by the 
timing of her pregnancies and the 
number of births. Moreover, com
bining family planning with mater
nal and child health (MCH) services 
made it socially acceptable and 
within reach of an appreciable 
proportion of the sexually active 
population. 

In the past 20 years, WHO has 
collaborated with 130 countries on 
MCH family planning service pro
jects. Funds were mainly made 
available by the United Nations 
Population Fund (UNFPA), amount-

A family in jamaica. Access to contraception varies widely from country to country. 
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ing to over US$ 300 million. At the 
same time WHO has worked out 
broadly applicable approaches that 
can be readily adapted to different 
countries' needs. Guidelines and 
manuals deal with such issues as the 
mix of methods to be offered in 
family planning clinics, and the 
training of midwives and commu
nity involvement and self-reliance in 
these fields. 

Owing to pressure of work in 
busy MCH clinics, family planning 
is sometimes neglected. More 
resources and more emphasis on its 
importance should improve the 
situation. The combined approach 
may also neglect the needs of certain 
sections of the population: couples 
who wish to delay the birth of their 
first child, men, adolescents, single 
women. It needs to be complemen
ted through the involvement of other 
health and community channels. 
WHO has an important role of 
advocacy and coordination to play 
in this respect. 

WHO' s other major effort in 
relation to family planning has been 
to set up a global programme of 
research and development. It aims to 
develop new fertility regulating 
methods suitable for use in develop-
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Family planning also means ensuring that all pregnancies ore wonted. 

ing countries, and to assess the 
safety and effectiveness of currently 
available methods. It also studies the 
behavioural and social determinants, 
and investigates new approaches to 
the delivery of family planning care. 
Some 1200 institutions in 97 
countries have collaborated in these 

activities during the past 20 years. 
Voluntary contributions to this 
programme of over US$ 300 million 
have been made available mainly by 
governments, but also by a few 
agencies such as UNFPA and the 
World Bank. 

As for the population dimension, 
WHO does not, as a matter of 
principle, advocate any particular 
population policy; it leaves such 
decisions to individual governments. 
But it does provide its Member 
States with demographic data and 
health statistics of vital importance 
to the formulation of health policies 
and to the planning of health 
services. It could do still more by 
translating these data into forecasts 
of the future burden of disease 
and the likely demand on health 
services. More generally, it could 
speak out more forcefully on the 
realities of population growth and 
its implications for health and the 
health sector. • 

Dr Alexander Kessler was Director of the 
WHO Special Programme of Research, 
Development and Research Training in Human 
Reproduction (HRP) from its inception until 
1984. His address is 4 Ellerdole Close, 

Population policies ore the responsibility of governments. WHO provides them with demographic London NW3 6BE, England. 
data and health statistics. 


