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Foreword 
This booklet contains the papers which were read and a summary of the 

discussions which took place at the Seminar on Natural Family Planning 
which was held in Dun Laoghaire, County Dublin, on 8th and 9th October 
1979. 

The papers presented covered a broad spectrum of important topics relating 
to natural methods offamily planning. They will, I anticipate, be of continuing 
interest not only to those who were present at the Seminar but to the many 
who have, since it took place, expressed an interest in its proceedings. 

Dr. Michael Woods, T.D. 
Minister for Health and 

Social Welfare 
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Opening Address 

By Mr. Charles J. Haughey, T.D., Minister for Health and 
Social Welfare*, at the opening of the International Seminar 
on Natural Family Planning in the Royal Marine Hotel, Dun 
Laoghaire, on Monday, 8th October, 1979. 

I would like to welcome you to this International ~eminar on natural family 
planning and to thank you all for accepting the invitation to participate. For 
many of you it was, I know, difficult to arrange to come here for a two-day 
meeting and my gratitude and my appreciation of your presence is all the 
greater on that account. It is gratifying also to know that you regard this 
seminar as being of sufficient significance to outweigh any difficulty or incon
venience which may have been involved in your attendance. 

The list of those who have agreed to present papers firmly establishes the 
seminar's international status. It might be somewhat of an exaggeration to 
say that they have come from the four corners of the earth, but many of them 
have, in fact, travelled great distances to be with us and to make their 
contribution to what we. hope will be a meeting of major medico-social 
significance. Dr Burger has come to us from Australia. The American team 
includes Dr Cushner of the U.S. Department of Health, Education and 
Welfare, Dr Bardwick, Dr Martin, Dr Lanctot and Dr Hilgers. From Canada, 
we have Dr Parenteau-Carreau; from Geneva, Mr Spieler, and from the 
United Kingdom, Dr Eva Alberman, Dr Clarke and Dr Collins. Our four 
Irish speakers are Dr Bonnar, Dr Bradley, Mrs. Ryan and Mrs. Quinlan. I 
would like to thank each one of them individually for their distinguished 
presence and to emphasise how greatly we value their participation. 

The chairmen of our sessions are all eminent and busy people and we are 
indebted to them also for their agreement to undertake these tasks. 

When I first thought of holding an international seminar on NFP, I arranged 
to discuss the proposal with Dr Mahler, the Director General of the World 
Health Organisation. He agreed that the OFganisation would collaborate in 
arranging the seminar and ·made available to my Department the expertise of 

-Now Taoiseach (Prime Minister). 
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those scientists who had been working in the WHO Special Programme of 
Research ~n Human Reproduction. Their advice and assistance have been of 
the great~t b~nefit to us. 

I am particularly pleased that we have with us Mr.JeffSpieler from WHO 
as one of our speakers and who will be conveying a message to us on behalf of 
the Organisation. 

The need for a seminar of this kind became increasingly clear to me as I 
embarked on a programme o,f discussion and consultation in preparation for 
the family planning legislation recently e~acted in this country. 

It emerged at an early stage in these disc'ussions that there was general 
agreement on the need for a compr~hensive family planning service. It also 
emerged clearly that a very high proportion of Irish women had a positive 
preference for NFP over any other method. 

This widespread viewpoint is reflected in the provision in the legislation 
requiring the Minister for Health to secure the orderly organisation of family 
planning services and provide a comprehensive NFP service. My discussions 
with the experts of the World Health Organisation have established that our 
interest in this country in natural methods of family planning is shared by 
many other countries around the world. I am confident that we will benefit 
greatly from hearing experts from other countries and I hopc;:_ that they in turn 
will benefit from an exchange of views among themselves and from discussion 
with the Irish participants. 

My aim is to ensure that the best and most accurate information available 
in the world today about natural methods of family planning is provided for 
the women of Ireland so that If they wish to plan their families they can do so 
on a fully informed basis. Information on natural methods offamily planning 
is currently available from a number of organisations which specialise in the 
provision of such information. It seemed to me that these organisations too 
can benefit from an up-dating of their knowledge and information in a manner 
that only a meeting such as this can provide. 

Our legislation is framed around the central principle that in the field of 
family planning the general medical practitioner-the family doctor-is best 
equipped to supply the advice, guidance and consultation which most women 
need. If the family doctor is to discharge that role effectively, then he must 
have available to him the best, the most reliable and the most up-to-date 
information on all forms of family planning, including natural methods. I 
could think of no more effective method of bringing this information to the 
knowledge of general practitioners than by arranging a meeting at which those 
practitioners who are specially interested in this field would have the oppor
tunity oflistening to and meeting with those who are the acknowledged experts 
in relation to it. Those present at the meeting who are currently involved in 
giving advice about family planning will, therefore, be in a position to give 
informed, expert and up-to-date advice to those who may be seeking such 
information from them. The presence of the Press at this meeting will also, I 
hope, make available to the public in general the essential features of the 
specialist contributions of the next two days. 
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I wish to emphasise emphatically that this is a scientific seminar. I would 
not have secured the collaboration of the World Health Organisation in its 
organisation ifit were to be otherwise. The seminar is not intended or designed 
to advocate or condemn any particular method offamily planning. Its purpose 
is to present a comprehensive picture of current scientific information available 
in the world in relation to the natural methods offamily planning. 

The World Health Organisation's interest and their concern with NFP 
deriv'es from the Special Programme of Research, Development and Research 
Training in Human Reproduction, which it has undertaken. We have been in 

. full agreement since we first began to discuss this seminar that the information 
available to the experts working in that programme and those with whom 
they are collaborating should be presented on a factual and scientific basis for 
the benefit of those involved in family planning in this country and for the 
information of the general public. The programme for the seminar has been 
constructed on that basis. 

The first paper this morning will deal broadly with the need for family 
planning and with the factors affecting positive health in relation to child 
bearing. It will be followed by a paper by one of the Irish speakers, Dr Bonnar, 
on medical science and the current methods of family planning and he will be 
followed by Dr Collins who will- deal with the physiological basis for NFP. 
The first of our American contributors, Dr Bardwick, will be speaking this 
morning on the psychological aspects of NFP. This paper is, in my view, a 
most important one since it is sometimes suggested, on the one hand, that 
there are no behavioural problems involved in the use of natural methods and, 
on the other hand, that the problems involved are such, as to make these 
methods incapable of being used effectively. I hope that it will stimulate a 
useful discussion during the time allocated for this purpose. 

This afternoon, there will be papers on methods ofNFP. Dr Burger's paper 
will include a statement of the present position in relation to the World Health 
Organisation's five country study of the ovulation method . This will be 
followed by a review of tile literature on the effectiveness ofNFP. 

You will see from the programme that tomorrow we will be dealing very 
largely with education and training in relation to NFP and there will be a 
paper on the manner in which NFP has been incorporated in the federally 
funded family planning services in the United States. We will also have during 
the morning Mr Spieler's paper on the research into NFP. In the cl,lrrent 
situation, in which it is clear that there are still many matters in this fi~ld 
which require further scientific inv~tigation, all of us will benefit from 
information on the activities of the World Health Organisation Task Force on 
methods for determination of the fertile p~tiod . Tomorrow afternoon's session 
will include three Irish speakers who will deal with the activities of their 
organisations in the current provision of information and instruction about 
NFP, and Dr Lanctot will then be talking about NFP in the international 
context. There will be adequate time for discussion, after these papers and 
again I would hope that the participants will involv,e themselves as fully, as 
possible in this part of the programme. -

3 



-
Our aim, therefore, in this seminar is to produce a comprehensive statement 

_of the mos~ up"'to-date information on the developments which are taking 
place in relation to~NFP. This is, in fact, a unique occasion because, while 
sOgle of our speakers ha~e worked together in the World Health Organisation 
programmes and others have been concerned in recent years in developments 
in relation to family planning, it is the first occasion on which all of them have 
come together at a meeting of this nature organised by a Government. This 
aspect of the meeting only emerged when the enthusiastic acceptances of the 
speakers who were invited to participate began to arrive. 

There are those, of course, who question the holding of this seminar-who 
doubt the efficacy or relevance of ~atural methods of family planning. For 
them, the answers to the problems presented in this complex area of human 
behaviour are simple and mechanistic. We, however, must recognise that this 
approach is not acceptable to hundreds of thousands of women in this country 
or to many millions of women throughout the world-women who believe that 
there is more involved in family planning than simply the effectiveness of the 
method. I believe we must do everything we can to meet the wishes of those 
who see a spiritual dimension to human sexuality and who wish to plan their 
families in accordance with their concept of what is mQrally right and wrong. 

This seminar is an essential part of the process of building up in this country 
a family planning service, the start of a series of meetings at all levels of the 
people who will be involved in the provision of a family planning service. I 
hope that we can, in this meeting, get off to a successful start with the 

•. programmes of information, teaching and training that inevitably will be 
involved in the development of this service. 

The organisations which are represented here today will have a continuing 
and most important role to play in those meetings. Already, thejoint committee 
of the Institute of Obstetricians and Gynaecologists and the Institute of 
General Practitioners is preparing a wide ranging training course for the 
medical profession in metJlOds of family planning. Other bodies are also 
engaged, in their own fields, in the preparation of training courses and the 
planning ofthe services which they hope to provide. 

As I indicated during the course of the debates on the Family Planning Act, 
I am prepared to assist the organisations concerned in the provision of the 
training and education which is necessarily involved in the development of a 
first-class family planning service. So far as health agencies and their employ
ees are concerned, any reasonable proposals for training of their staff will be 
approved. I shall be happy also to arrange for consultation between officers of 
my Department and any of the bodies which will be engaged in the provision 
of training in relation to any of the aspects offamily planning. 

May I conclude by again thanking all those who have been concerned with 
the preparation of this seminar and all those who have agreed to participate 
in it. I hope that, when the seminar concludes tomorrow afternoon, it will 
have made a signal contribution to the increase of our knowledge about 
natural methods of family planning and that it will be seen as one effective 
step towards the ultimate provision, in this country, ofa comprehensive family 
planning service. 
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Address on Behalf of the 
World Health Organization 

presented by 

MRJ. SPIELER 

Scientist, Special Programme of Research, Development and Research Training in 
Human Reproduction, WHO, Geneva 

On behalf of Dr H. Mahler, the Director-General of the World Health 
Organization, and Dr L.A. Kaprio, the Directop of the European Region, it 
gives me great pleasure to transmit to you the best wishes of WHO for a 
successful Seminar on Natural Methods of Family Planning. 

In January of this year, Mr Charles Haughey, the Minister for Health of 
the Republic ofIreland met with Dr Mahler to discuss, as part of his positive 
health programme, the interest of the Irish Department of Health in convening 
an International Symposium on natural family planning. Collaboration with 
WHO was being sought because the Organization, through the Special 
Programme of Research, Development and Research Training in Human 
Reproduction, is undertaking research on all methods of family planning, 
including the natural methods; because WHO takes the natural methods 
seriously, and the problems associated with research on, and the delivery of, 
these methods falls within the domain of WHO; and because the participation 
of WHO should help to ensure that factual and practical information wQuld 
be presented. WHO has collaborated in this Seminar by assisting in the 
formulation of the agenda and selection of the participants, many of whom are 
scientists involved in the WHO Task Forte on Methods for the Determination 
of the Fertile Period. 

The WHO Special Programme of Research in Human Reproduction was 
started eight years ago in response to the increasing demands placed on the 
health sector to provide family planning care. The directions and priorities of 
the Programme are determined by the WHO member states in accordance 
with their own needs and requirements. The Programme addresses itself to 
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research on the safety and effectiveness of curren t methods of family planning; 
improveme!}t of th€se methods and the development of a variety of new 
t'echniques;research,on the psychosocial aspects offamily planning; delivery 
of family planning care; and research on the diagnosis and treatment of 
infertility; and to the str~ngthening of resources for research in this field in the 
developing countries. ReSe~rch on the effectiveness of the natural methods of 
family planning and on the deveJopment of new methods for the determination 
of the fertile period represents.. .one of the priority areas of the Special Pro
gramme. Other priorities include research on a variety of methods of birth 
control such as pills and long-actin& injectable c·ontraceptive preparations for 
women and men, intrauterine device~"yaginal rings and intracervical devices, 
sterilization, termination of pregnancy, post-coital preparations and birth 
confr·ol vaccines. 

In the area of research on the safety and effectiveness of existing methods, 
we seek to obtain reliable data on the advantages and disadvantages of all 
approaches to family planning, and to disseminate findings as widely as 
possible. It is the intention of the organizers of this Seminar that a compre
hensive appraisal of the natural methods is presented. 

The search for the ideal method of family planning which would meet the 
needs of all people has long been abandoned. It has been generally realized 
that what is needed is a wide variety of methods. In family planning, more 
than in most areas of therapeutics, the preferences of the individual woman, 
man or couple playa vital role. Such preferences are determined by a number 
of factors, including cultural, moral, geographical and medical; whether one 
wants temporary or permanent protection; the cost, availability and ease of 
obtaining the method; etc. 

I should like to quote from a paper presented by Dr A.J. Twerski, Clinical 
Director of the Department of Psychiatry, St Francis General Hospital, 
Pittsburg, USA, at a recent workshop on NFP in the USA. "NFP is a subject 
comprised of profound emotional issues, highly volatile ideologies, pressing 
social concerns, thorny political considerations, incompletely defined biolog
ical and physiological facts, conflicting conscious and unconscious wishes and 
a lack of sufficient hard data to base anything on with a convinci~g degree of 
certainty." Those of us who have been working for several years in the area of 
NFP recognize some truth in Dr Twerski's assessment, which emphasizes the 
need for solid scientific research. 

Natural family planning as it is presently being practised is a relatively new 
development that has had only token research support compared with the vast 
amount of money which has been spent over the last two decades on the 
development and testing of contraceptives. With the exception of WHO and 
the USA Department of Health, Education and Welfare, virtually none of the 
agencies or national research councils supporting research on family planning, 
both internationally and nationally, are devoting any attention to NFP. 

The first multicentred cross-cultural evaluation of the ovulation method 
was set up by WHO three years ago, and the results of this study are just 
becoming available. The only other multinational study on NFP was the 
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Fairfield project on the sympto-thermal method. Both of these studies have 
surfaced areas that are in urgent need of further research, some of which will 
be discussed during the next two days. 

A number of challenges facing NFP require research. I will mention a few 
of these: 

1. The development of uniform data collection tools, e.g. clinical rec
ords, follow-up questionnaires and forms, discontinuation and preg
nancy report forms, which will enable both service delivery pro
grammes and research projects to evaluate and compare their results 
in a standardized manner. 

2. The identification of the psychosocial and psychosexual factors that 
affect the demand, choice and use of NFP, including the effects of 
NFP on conjugal stability, the perceptions and effects of abstinence 
inherent in the practice ofNFP and the role of the NFP instructor in 
presenting this, the characteristics of the couple as a psychosocial 
dyad, and of each of the partners individually, that are significantly 
related to the success or failure ofNFP. 

3. To determine if there are modes of presenting NFP to the public 
which would increase its acceptance and stimulate demand, and how 
the education, training and monitoring of couples choosing NFP 
should be designed in order to maximize compliance. 

4. The definition of the conditions under which NFP can be applied, 
e.g. in situations of irregular ovulation such as occurs in oligomen
orrhea, during lactation, prior to the menopause, and immediately 
following the discontinuation of hormonal contraceptives. 

5. The definition of the actual duration of the fertile period, which 
requires, in particular, increased knowledge about the duration of 
the fertilizing capacity of sperm. 

6. The development of NFP modalities which will reduce the length of 
abstinence to the days of the actual fertile period. 

All of these important issues require the interest and commitment of much 
more scientific manpower than is now involved, including disciplines such as 
gynaecology, reproductive biology, endocrinology, bioengineering, anthropol
ogy, psychology, sociology, as well as, of course, educational specialists and 
experts in NFP. 

This Seminar offers to the participants, and hopefully to a much wider 
audience, a comprehensive review ofNFP. The Minister for Health ofIreland 
has provided those interested in the nat~ral methods, and those wishing to 
learn more about this approach to familY'l?lanning, with the opportunity of 
sharing first-hand knowledge, experience, opinions and ideas on the different 
aspects of NFP. This Seminar should serve not only to present the current 
state of the art and science of NFP but also to'stimulate research here in 
Ireland which would benefit both you and the intema:ional community. 

'. 
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Family Pla~ning and Health 
'. 

Dr EVA ALBERMAN 

The London Hospital Medical College 
Dept of Clinical Epidemiology 

London. 

The effects of maternal age and parity on reproduction and child develop
ment are extraordinarily complex, and involve many biological, behavioural 
and socio-economic factors. Indeed we are still uncertain about the interpre
tation of many well-known associations between maternal age, parity and 
outcome. In part this is because, as in many other areas of medicine, we 
cannot conduct experiments to test hypotheses, and cannot randomly allocate 
women to groups starting reproduction at early or late ages, or to have small 
or large families within long or short intervals. We are limited to the obser
vation of real-life women whose reproductive behaviour is both influenced by, 
and itself influences, their educational and socio-economic status. 

Women who start their families at a very early age and have many preg
nancies in rapid succession are usually those who have left school early, and 
likely to be married to men who have done the same and are in unskilled jobs. 
The cost of maintaining large families exacerbates their economic problems. 
It is clearly inappropriate to compare the outcome of pregnancies to such 
couples with those to couples who have gone on to higher education, are in 
skilled employment and have deliberately limited their family size. To study 
cross-sectional samples of women of a given age and parity without allowing 
for such considerations and for more subtle behavioural variations may lead 
to false conclusions. This reservation must be borne in mind throughout the 
following account, which will touch briefly on the observed associations with 
fetal and perinatal loss, birthweight, congenital malformations, infant death 
and child development. I should say also that the data is mostly derived from 
developed countries in which small families are the norm, and may not be 
directly applicable to this country. 

8 



Reproductive Mortality 

Cross-sectional observations of women of both different age and parity show 
a U-or-J-shaped pattern of perinatal mortality rates, so that pregnancies of 
the youngest and oldest mothers, and of first and high birth ranks are at 
greatest ris~ (Table 1). However if we consider prognosis longitudinally, 
within sibships (groups of children from the same two parents), it now appears 
that the picture is rather different. A recent paper from Norway (Bakketeig 
& Hoffman, 1979) has shown that within sibships of a given size perinatal 
mortality actually appears to fall with increasing parity. However at every 
parity the lowest risk is for mothers who have only one or two births, and rises 
with increasing family size. The apparent rise of perinatal mortality with 
parity is therefore not a direct function of parity, but an artefact produced by 
the higher risk (at every parity) of women who have gone on to have more 
than two births. 

TABLE I 

Perinatal mortality by age and parity England and Wales, 1977 

Maternal age group 

Under 16 16-19 20-24 25-29 30-34 35 and 

Perinatal mortality rate per 1000 
total births 34 23 17 

Maternal parity group (legitimate only) 

.Perinatal mortality rate per 1000 
total births 

o 

18 

2 

13 16 

over 

15 16 

3 4 and over 

19 28 

opes, 1979 

At least two suggestions have been put forward to account for the higher 
risk in mothers oflarge families. One is the argument put forward earlier, that 
they include an unduly large proportion in the low socio-economic groups; the 
other that they include women who are comp'ensating for previous reproduc
tive losses. There is good evidence for both suggestions but it is quite possible 
that other factors may also be involved. Perhaps very fertile women are less 
efficient at eliminating defective fetuses early in pregnancy. The practical 
implications of these findings are that fears of increasing r~productive loss due 
to increasing parity alone, are unjustified, but that the I?regnancies of those 
women who have large families are at increased risk for other'reasons. 

9 



, 
1 

! 

All available evidence suggests that very short intervals between pregnancies 
(proba91y less tban six months from delivery to conception) increase the risk 
of a r~roductiv"e loss (Fedrick & Adelstein, 1973; Bakketeig & Hoffman, 
1979). Again one cannot be sure that the cause of the risk is the interval, rather 
than the type of mother. Nevertheless &ince such close spacing is probably 
deleterious to siblings in later life, and possibly to the mothers' health, it is 
wise to avoid this. Long §pac~s between pregnancies, over a year, are associated 
with poor outcome, but this probably reflects a relative infertility with its own 
associated risks. 

Maternal age is inextricably'l~nked to birth rank and spacing, but there are 
certainly special risks to the very 'y<;>ung and elderly mothers and the first baby 

. after the age of 35 is at unduly high risk (Butler & Bonham, 1963). It is likely 
that these effects are truly biological rather than socio-economic, since a raised 
mat~rnal age IS more common under favourable socio-economic 
circumstances. 

Birthweight 
I t is possible that the apparent fall in perinatal mortality with parity 

described earlier is due to the well-documented increase in birthweight with 
rising parity, so that the proportion of the very high risk babies of2500 grams 
o~ less (low birthweight) is less in each succeeding parity group. However 
Bakketeig and Hoffman in their analysis of Norweigian birth~ showed that 
while the pattern was consistent within sibships of a given size, the proportion 
oflow birth.weight deliveries at each parity was least in those who had a family 
of two only, and increased with increasing family size. 

Close spacing of pregnancies also is associated with an increased incidence 
oflow birthweight (Holley et at, 1969; Federick & Adelstein, 1973). 

Congenital Malformations 
The relationship of the incidence, or rather birth prevalence of congenital 

malformations with maternal age and parity is even more complex, and varies 
with specific defects. There are two well-known associations. One appears to 
be mostly with maternal age alone, largely independently of parity, and this 
is the incidence of Down syndrome which rises sharply with increasing 
maternal age (Table 2). This risk is an important reason for avoiding preg
nancy after the age of 35 and certainly after 40, particularly where the 
termination of an affected pregnancy is not acceptable. 

The second well-known association with neural tube defects is particularly 
important in Ireland, where the incidence is unusually high. Here there 
appears to be an association with age and parity together so that the incidence 
is highest in very young mothers having their first babies and elderly mothers 
of high birth rank. The small numbers of these malformations make it difficult 
to carry out the analysis within sibships described earlier, but such studies as 
have been carried out suggest that the association with high birth rank is an 
artefact due to a higher proportion of high risk mothers in the higher parities 
(Elwood & McBride, 1979). 
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TABLE 2 

Down syndrome live births per 1000 estimated total white live births to residents in Massachusetts 1958--65* 

Maternal Age (yr) 

-29 
30-34 

35 
36 
37 
38 
39 
40 
41 
42 
43 
44 
45+ 

Total 

*Derived from Hook and Fabia (1978) 

Down syndrome per 1000 
livebirths 

0.71 
1.26 
2.35 
3.57 
4.31 
4.86 
4.55 

1l.l8 
12.92 
12.88 
18.67 
18.43 
29.90 

1.50 

Finally it should not be fOl,"gotten that raised paternal age too has been 
shown to be associated with certain malformations, with a proportion of Down 
syndrome, achondroplasia and with certain congenital defects of the heart 
(Alberman et al, 1976; Stene et al, 1977). 

Post Neonatal Mortality 
I am not familiar with large scale studies of postneonatal mortality within \ 

sibships, but we have cross-syctional data on the maternal age and parity of 
such deaths, and there are case-control and retrospective data on numerous 
series (Department of Health and Social Security, 1970; Richards & McIntosh, 
1972; Fedrick, 1974). There is general agreement that a low maternal age, 
especially in association with high parity, is an important risk factor. The two 
in combination imply that there had been several pregnancies within a short 
time, and often in poor overcrowded housing. However, daily experience tells 
us that even in ideal circumstances one ~annot care as well for numerous 
pre-school children as for one or two. Accidents, infections, sudden unexpected 
infant deaths and baby battering are all more 'commonly reported under such 
circumstances. Together these contribute to the twofold risk of postneonatal 
death in babies of fifth birth rank or more compared to single children. This 
twofold risk is also seen in babies born to mothers under 20 compared with 
those whose mothers are 35 or more (Table 3). 

The risk of postneonatal and oflater childhood death is-(>robably the most 
important risk attributable to high parity alone, especially where there has 
been close pregnancy spacing. . .: 
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TABLE 3 

...( Post-neonatal deaths by age and parity England and Wales, 1979. 

Maternal age group 

Under 16 16-19 20-24 
" 

Post-neonatal mortality rates per 
1000 live births 7 8 5 

Maternal p~rity group (legitimate only) 

Post-neonatal mortality rates per 
1000 live births 

Laler Childhood Development 

o 

3 

2 

4 5 

25-29 

4 

3 

5 

30-34 35 and 
over 

3 4 

4 and over 

6 

OPCS.1979 

There has been a vast amount ofliterature about the effects of maternal age 
and parity on child development. There is general agreement that first born 
children are the faster learners, and that children in large families are at an 
academic disadvantage. Data of the National Child Development Study 
(Davie et al, 1972) and from other studies suggest that social adjustment is 
also best in children of low birth rank and in small families. Again this may 
be due to the type offamily rather than the birth rank, and I suspect may not 
be true in countries where large families are the rule. However it seems 
reasonable that the parents of large families have less time to help their 
children academically, and that overcrowded conditions make it difficult to 
study at home. 

Similarly there is evidence from the National Child Development Study, 
that growth of children in large families is less than that of children of low 
birth rank or in small families and here it is likely that economic factors play 
a part. In contrast to the situation at birth a raised maternal age is an 
advantage to all forms of child development, at least as measured in the group 
situation (Davie et al, 1972). 

Maternal Health 
The effects of age and parity on maternal physical health are difficult to 

measur~ systematically, although the deleterious effects of close pregnancy 
intervals are generally. accepted . The effects on mental health also are difficult 
to judge, but Brown & Harris (1978) found the presence of three or more 
children under 14 in the home in inner London increased maternal vulnera
bility to depression. It would not be out of place however to remind ourselves 
of the happiness that a family can give, If there is sufficient social support for 
the parents and ifit is not larger than they can maintain financially. 
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Finally I would like to touch on a further aspect of maternal age and parity 
patterns in a community. We know that the risk of certain cancers is influenced 
by age at child bearing and number of pregnancies, breast canGer being more 
common in women of low parity, and those who started childbearing late, 
cervical cancer in women of high parity who started childbearing early, and 
ovarian cancer in women of low parity. Other conditions also, diabetes and 
possibly hypertension are influenced by reproductive behaviour. Certainly 
this is a field where culturally determined reproductive patterns can have 
far-reaching influences on childhood and adult health. 
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Methods of birth regulation have recently been investigated by scientists 
and research institutions. Since 1960 a major expansion of fundamental 
research into human reproduction and fertility control has taken place. This 
has resulted in a substantial increase in knowledge ofthe human reproductive 
process and, particularly in the last five years, in an acute awareness of the 
problems and limitations of the present technological approach to fertility 
control. The latter is also reflected by the continuing high birth rates in the 
developing countries and by the high incidence of abortion in Europe and the 
United States where current contraceptive methods are widely available. 

TABLE 1 
Abortion rates in Europe and U.S.A .-J975-J976 

NUMBER OF ABORTION RATIO PER 
COUNTRY YEAR ABORTIONS 1000 LIVE BIRTHS 

Denmark 1976 26,800 410 
England 1976 101,000 173 
Germany (GDR) 1975 87,800 483 
Poland 1975 138,600 215 
Scotland 1975 8,400 123 
Sweden 1976 32,400 330 
USA 1975 1,034,200 329 

Current "Contraceptive" Technology 
The present methods of "contraception" can be sub-divided into: 

1. The hormonal contraceptives 
2. Intrauterine devices (IUDs) 
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3. Barrier contraceptives (diaphragms, caps, condoms, spermicidal 
creams etc.). 

4. Female and male sterilization 
5. Induced abortion: although not a method of "contraception", now 

widely accepted as a "back-up". 

This review will concentrate on hormonal contraception and IUDs, and 
refer briefly to barrier methods and natural family planning. 

Oral Contraception and IUDs 
The Pill was introduced in the United States in 1960 and IUDs became 

available approximately two years later. Since 1965 the Pill and IUD have 
been the predominant methods promoted throughout the developed and 
developing world by national and private family planning programmes. Until 
1970 it was generally believed that the Pill had a 100% effectiveness and its 
safety had not been seriously questioned by the medical profession. It is 
estimated that 150 million women have taken the contraceptive Pill and at 
present there are ill the region of 55 million users (Population Reports, 1979) . 
No drug in human history has ever been taken ·on the scale of the oral 
contraceptive steroids. Current IUD users are estimated -at 15 million women. 

Composition of oral contraceptives 
Oral contraceptives contain an estrogen and a progestogen. The two syn

thetic estrogens used are ethinylestradiol and mestranol. Claims that mes
tranol is a weaker estrogen than ethinylestradiol are not borne out by studies 
of their effect on lipid and carbohydrate metabolism, or our own studies on 
the blood coagulation system. Mestranol is largely inactive until converted to 
ethinylestradiol by demethylation in the liver. The progestogens in current 
use are estranes or a gonane. No contraceptive using a pregnane progestogen 
is now recommended because of doubts raised by the occurence of breast 
tumours in beagle dogs given this type of progestogen. Norethisterone is the 
basic progestogen of the estrane group and all are metabolized to norethister
one before becoming active. The gonane progestogen is a synthetic compound 
called levonorgestrel. 

Since 1960 over 100 brand names and around 80 different pharmacological 
formulations have been produced, all based on the two components-an 
estrogen and a progestogen. This large scale duplication of oral contraceptive' 
preparations was, however, less a contribution of medical science and more 
an indication of the ingenuity of the pharmaceutical industry in the field of 
commercial competition. Indeed, it is no credi't to medical science that some 
of the early oral contraceptives which were used contained twenty times the 
amount of synthetic estrogen required to suppress ovulation. The serious 
hazards of oral contraceptive steroids have been shown by mortality and 
morbidity statistics to be related to the amount of estrogen in the formulation. 
In retrospect, medical scientists should have spent more time and effort in' 
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determining the 'lowest effective dose of estrogen, rather than conniving at the 
massive duplIcation of almost identical formulations. . -.,( 

Benefits of Oral Contraceptives 
Apart from effica.cy in preventing pregnancy other benefits are derived from 

the use of oral contraception. These include a reduced menstrual loss and a 
lowered incidence of premenstrual tension, dysmenorrhoea and menorrhagia. 
A reduction has also been shown in the incidence of benign breast lumps and 
in functional ovarian cysts> 

Method of Action of Oral Contraceptives , 
The combined estrogen-progestogen Pills replace the cyclical production of 

natural estrogen and progestogen from the ovary associated with the process 
of ovulation. The primary mechanism of action is suppression of gonadotro
phin production from the pituitary gland, most probably through a direct 
effect on the hypothalamus. The high efficacy of oral contraceptives appears 
also to be due to the changes induced in the genital tract, including alterations 
in the cervical mucus which interfere with sperm penetration, and in the 
endometrium which will interfere with implantation should ovulation and 
fertilization take place. 

Failure Rates and Discontinuations with Oral Contraception 
Safety, effectiveness, continuity of use and ready reversibility are the basic 

requirements of methods of fertility control. This is not to say that other 
aspects are not of major importance, particularly the personal, cultural and 
economic factors. The effectiveness of a birth control method is measured by 
two yard sticks. One called the theoretical, biological or method effectiveness 
(i.e. using the method under ideal conditions) and the other use-effectiveness 
(i.e. effectiveness when used by the average person under ordinary circum
stances). The overall use-effectiveness and acceptability of contraceptive meth
ods have proved to be much lower than expected. Studies in the USA show 
that 6 per cent of married women who sought to avoid a pregnancy conceived 
within 12 months of starting oral contraceptives (Greep et ai, 1976). The 
overall use-effectiveness of current fertility control methods in married women 
in the USA is shown in Table 2 (Greep et ai, 1976). 

METHOD 

Pill 
IUD 
Condom 
Diaphragm 
Foam 
"Rhythm" 
Douche 

TABLE 2 
Use-effectiveness of current Contraceptive Methods 

PER CENT FAILING IN ONE YEAR 

16 

6 
12 
18 
23 
31 
33 
39 



The failure rate with oral contraception in actual use appears to be related to 
the side-effects, to inconsistency in Pill taking and to the rare but serious 
medical hazards of oral contraceptives. In the study of the Royal College of 
General Practitioners in England in 1974 tQe discontinuation rate after the 
first year was 35 per cent, mainly due to depression, headache, bleeding 
problems and loss oflibido. In the USA discontinuation rates in new Pill users 
were found to be 16 per cent after three months, and up to 45 per cent by the 
end of twelve . months (Greep ei at, 1976). In developing countries twelve
month discontinuation rates of Pill users range from 31-59 per cent (Greep et 
ai, 1976). A recent analysis of contraceptive practice in England and Wales 
during the years 1967-1975 has shown that a large proportion of women with 
a university education, regardless of age, have stopped using oral contracep
tives. Women in the high socio-economic group in 1967-1968 were the first to 
adopt the Pill and have also been the first to give it up because of suspected 

, health hazards (Cartwright, 1979). 

Cardiovascular Mortality associated with Oral Contraception 
Two major British prospective controlled studies on the influence of oral 

contraceptive medication on the health of women have been in progress over 
the last twelve years. The first mortality reports from these ongoing studies 
were published in 1977. The Royal College of General Practitioners (RCGP) 
report analysed 101 deaths in 46,000 women taking part in the RCGP study 
which began in 1968 and covers 200,000 woman-years of observation. The 
second report (Vessey et ai, 1977) analysed 43 deaths in 17,000 women 
attending Family Planning Association Clinics in England and Scotland since 
1968 and includes 49,681 woman-years of observation in women taking oral 
contraceptives containing 50 mcg of estrogen. These investigations are the 
most systematic long-term studies ever carried out in women taking the Pill 
and great credit is due to the Family Planning Association personnel for 
undertaking such thorough and painstaking research. Both studies show that 
oral contraception has a much higher mortality and predisposes to a wider 
spectrum of circulatory disorders than was previously suspected. 

In the RCGP study (1977) the death rate from diseases of the vascular 
system in women who had used oral contraception was 5 times that of controls 
who had never taken oral contraception. The death rate from cardiovascular 
complications in those who had taken the Pill continuously for five years, or 
more, was 10 times that of the controls. The overall death rate due to oral 
contraception was 1 per 5,000 users per annum. 

Two-thirds of the circulatory deaths were attributed to either myocardial 
infarction or subarachnoid haemorrhage and'the deaths were concentrated in 
women over 35 years, in those with a long duration of oral contraceptive use 
and in cigarette smokers. The RCGP. study (1977) estimates that the excess 
annual death rate in women taking oral contraceptives was 1 per 20,000 users 
aged 15-34, increasing to 1 per 3,000 users at age 35-44 and 1 per 700 at the 
age 45-49 years. The excess death rate in women who had used oral contra
ceptives continuously for more than 5 years was 1 in 2,CiOo. per annum. The 
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mdrtality fin9.ings indicate that the risk of circulatoty disease may persist after 
the Pill is .dis coil1i..nued, suggesting that long-term Contraceptive steroid usage 
causes cHanges iN the vascular system in some women which may not be 
'reversible. \ 
- Tietze (1979) of the-,Population Council has questioned the level of risk as 
revealed by the British'data on the basis that the numbers are too small; from 
figures of cardiovascula?'mortality in the USA he considers that the British 
studies are exaggerating therisk. In an analys~s of mortality trends in young 
women from 21 countries, ~ predisposition of oral contraceptive users to a 
wide spectrum of circulatory disorders 'was also reported by Beral (1976) . 
Belsey et al (1979) pointed out that.given the differences in life style, environ
ment and physique of women in the-developing world it is unwise to transfer 
findings from one country to another. 

Mortality from oral contraception compared with other death rates and maternal mortality 
To put the mortality from oral contraception into perspective it is important 

to compare death rates from other causes in the relevant age group. Table 3 
gives the major causes of death in women in the age group 35-44 years in 
England and Ireland. 

TABLE 3 

Death rates from various causes per 100,000 women in age group 35-44years 

Breast Cancer 
Cervical Cancer 
Motor Vehicle Accidents 
Suicide 

England and Wales 

25.3 
4.9 
4.6 
7.7 

Republic of Ireland 

26.8 
2.7 
8.0 
4.7 

Data derivedfrom Registrar-General's Statistical Review (1975) and Central Statistics Office, Dublin. 

In the RCGP study (l977) the excess mortality from circulatory diseases in 
oral contraceptive users in the age group 35-44 years was estimated at 33 
deaths per 100,000 women per annum and a similar death rate was found 
irrespective of age in women who smoked and took the pill. This mortality 
rate is therefore higher than the combined death rates for breast and cervical 
cancer in the same age group, and considerably higher than the death rate 
from road traffic accidents in the British Isles. 

The risk of death from pregnancy and childbirth has consistently been used 
as a medical reason for the use of oral contraception. In developed countries 
this is now an untenable argument and with.the decline of maternal mortality 
we have moved to a situation where the overall mortality rate in women using 
oral contraception exceeds that of pregnancy and childbirth. In a recent report 
it was estimated that in 1975 in England there were more than twice as many 
women aged 25-44 years who died from the adverse effects of oral contraception 
than from all complications of pregnancy and childbirth including abortion 
(Table 4) (Beral, 1979). Women aged 35-44 years may well have had seven 
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times as many Pill-related deaths as pregnancy-related deaths. The introduc
tion of modern methods of contraception has resulted in a transfer of deaths 
from complications of pregnancy to deaths from contraceptive technology. 
Maternal mortality is no longer therefore an adequate yardstick of the deaths 
associated with reproduction in a community and a reproductive mortality 
rate should be used which includes deaths from co!llplications of c,?ntraception. 

TABLE 4 

Reproductive Mortality 

AGE 25-34 AGE 35-44 
CAUSE OF DEA TH 1960 1970 1975 1960 1970 1975 

Abortion 
Pregnancy Complications 
Oral Contraceptives 
Reproductive mortality due to oral contraception 

31 13 5 15 
121 47 35 78 

0 21 37 0 
25% 50% 

Beral, Sept. 1979 B.MJ. 

7 3 
29 16 
68 118 

70% 85% 

The complications of greatest concern to women using oral contraceptives 
and to medical scientists are their association with disease of the vascular 
system and the possibility of a carcinogenic effect. Smoking is undoubtedly a 
major factor associated with Pill mortality. A woman of 35 years, who uses 
oral contraceptives and smokes 25 cigarettes or more per day may have a 5-10 
fold greater chance of myocardial infarction than her husband; a reversal of 
the situation which existed 20 years ago (Lancet, 1979). The effects of oral 
contraceptives on the vascular system appear to be mediated through changes 
which are induced in lipid and carbohydrate metabolism (Table 5) and also 
on the coagulation system. Research continues to find formulations which 
may be less atherogenic or thrombogenic and in this regard the type of 
progestogen, as well as the dosage of estrogen may be refevant. 

TABLE 5 

Efficts of oral contraception which may relate to vascular vistem complications 

Lipid metabolism 

Carbohydrate Metabolism 

Coagulation System 

19 

Hyperlipidaemia 

Low Density Lipoproteins (LDL) t 
Very Low Density Lipoproteins 
(VLDL) t 
High Density Lipoproteins (HDL) ~ 

Glucose Tolerance ~ 
Insulin Secretion t 
Factors Vll and X t 
Antithrombin 111 ~ 
Platelet Aggregation t 



There is now {:vidence which suggests slightly increased risks of early cancer 
of the cery~ in-women with prolonged usage of oral contraception. This may 
apply in p~r1iculai\~0 women who have other characteristics such as an early 
age of first sexual a'Ct-ivity. Further studies of this relationship must essentially 
be long-term as there can be a delay of 15/20 years between the first exposure 
to a causative agent an'd the clinical appearance of cancer (WHO Report, 
1978). 

Effects of oral contraception on subsequent fertility and pregnancy 
When oral contraception is discpntinued there is evidence of impairment of 

fertility which seems to be indepen'dent of the duration of use of oral contra
Geption and it is more pronounced in the woman who has not previously had 
children. Two years after stopping oral contraception in order to conceive, 
20.7 per cent of nulliparous women and 10.8% of parous women have not 
given birth (Vessey et aI, 1976). This is significantly higher than found in 
women discontinuing other methods of birth control. The impairment of 
fertility decreases with time and may no longer operate 2-3 years after the Pill 
has been stopped. Concern still exists as to the possible teratogenic effects in 
women who conceive either despite taking contracep.tive steroids, or who 
conceive immediately after discontinuing oral contraceptives. There are a 
number of reports which indicate a higher risk of congenital malformation 
which may result in spontaneous abortion and more rarely live born infants 
with heart or limb defects. 

Intrauterine Devices 
The complications of intra,uterine devices are also much greater than 

previously realized. These devices almost invariably result in bleeding prob
lems from the uterus which are sufficiently serious to affect adversely the 
health of many women, especially in developing countries where nutrition is 
inadequate and anaemia is prevalent. Discontinuation rates in deVeloped 
countries with the IUD-range between 16-26% in the first year and in 
developing countries from 23-42% (Greep et ai, 1976). These are, in the main, 
due to the problems of prolonged and excessive uterine bleeding, expulsion of 
the device, and pregnancy, despite the IUD. 

Many investigators have confirmed that infection of the fallopian tubes is 
a significant problem in IUD users which may predispose to ectopic pregnancy 
and to sterility. In women who accidently become pregnant with an intra-

, uterine device in-situ, the abortion rate in the pregnancy is substantially 
increased, the reported figures varying between 35-55% abortion rate, 3-5 
times the normal incidence of spontaneous abortion. IUDs in general do not 
,inhibit ovulation or sperm transport and their principal mod~ of action appears 
to be interference with implantation of the fertilized ovum either by their effect 
on the endometrium, or on the blastocyst, or both. 

Barrier Methods 
In contrast to the Pill and IUD the use of barrier methods of contraception 

carry very few side effects. A major obstacle preventing wider use of barrier 
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methods is their lack of acceptability by both men and women. Spermicides 
are considered to be messy and greasy and the condom is thought to reduce 
the-pleasure of sex. Some reluctance appears to be psychological as the condom 
has been associated with illicit sex and prevention of venereal disease. In 
attempts to dispel the rather negative image of the condom the manufacturers 
are currently making condoms of thinner materials and in numerous bright 
colours and erotic designs. Condom usage has increased in the United States 
and in Britain. Method-effectiveness is as high as 97-98% but use-effectiveness 
rates range from 64-97%. The combined use of more than one form of barrier 
method results in a higher rate of effectiveness eg, condom plus foam or a 
diaphragm plus cream. 

Requirements for Methods of Fertiliry Control 
None of the available methods of "artificial" contraception meet all the 

basic requirements of medical safety, effectiveness, continuity of use and ready 
reversibility. Present evidence indicates that the current technological 
approach to fertility control presents formidable problems in relation to safety, 
effectiveness and continuity of use. In terms of safety alone experts now agree 
that barrier methods backed-up with early abortion by a trained person are 
safer than the use of the IUD or oral contraceptives (Potts, 1979). 

No medical scientist who is informed on the current fertility control scene 
would now envisage any technological panacea which will solve the problems 
of fertility control. The widespread concern over the safety of the Pill and the 
harmful effects of the IUD reinforce the dependence of current contraceptive 
programmes on a costly medical delivery system. Anxiety over safety is not 
confined to the Pill and IUD and similar concern is also expressed about the 
effects of male and female sterilization and abortion. 

Natural Family Planning 
Comparing contraceptive technology with NFP we have immediately the 

contrast in the delivery systems-the Pill and IUD requiring a medical 
delivery system-and NFP an educational delivery system not directly involv
ing doctors, but more often self-help groups. Advantages of NFP include an 
absence of known side effects, physiological processes are left intact, the 
method is couple orientated and promotes self-knowledge and autonomy. 
Ecological and religious aspects are also important. As with other methods of 
birth regulation which are completely safe in terms of morbidity and mortality 
there is a higher chance of pregnancy. 

Opposition to NFP has been widespread in the medical profession and the 
antipathy which has been encountered by women using NFP has by no means 
been confined to doctors working in family planning clinics. The negative 
approach of the medical profession may stem in part from the doctor's training, 
from previous experience with "rhythm" or may represent a reluctance on the 
part of the doctor to accept that the woman or the cou~le are able to control 
their fertility. Doctors are trained mainly in the disease-cure approach and 
the medical profession is subject to considerable influence and sophisticated 

21 



", 

pressure by the .pharmaceutical industry to use the'ir products. It is also so 
.. much eas~ and less- time consuming to prescribe the Pill than to educate the 

'patient to .understapd her own bodily processes. Too often in practice the 
·doctor's choice becomes the patient's choice. The USA Government, perhaps 
recognising this problem, legislated in 1975 that NFP should be made available 
in federally funded family planning ptogrammes. The Irish Government in 
1979 enacted legislation to provide a comprehensive NFP service. 

Medicine is an art waited on by science and must always be open to change. 
As doctors learn more about the'science and the art ofNFP and become aware 
of the extensive experiential knowledge, NFP will be recognised as a new 
concept of health care, a move towards self-help and positive health. In this 
new situation doctors provide back-u'p and are no longer the authoritarian 
figures with all the answers. In keeping with good principles of medical 

\ practice, we should endeavour to achieve as much birth regulation as possible 
without resort to pharmacological and surgical intervention. 

Natural family planning has been a "grass roots" development in most 
countries and especially in Ireland. The medical and nursing professions can 
playa major role to promote NFP and to help with much needed research in 
the behavioural, psycho-social and psycho-sexual "reas which will increase 
knowledge and improve effectiveness. In this way we can contribute to human 
welfare not only in Ireland but for the rest of mankind. The road ahead will 
be a challenging one and beset by difficult problems but the potential reward 
of a safe and sedure method of birth regulation IS perhaps the greatest 
achievement we could pass on to future generations. 
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Introduction 
The human anatomy and reproductive capacity are both initiated, main

tained and controlled by hormones. The characteristic glands are the gonads, 
which perform two complementary and probably interrelated functions. One 
is the production and release of gametes (spermatozoa in men and oocytes in 
women), and the other is the synthesis and secretion of steroid hormones 
(particularly testosterone in men and estradiol and progesterone in women). 
Numerous studies have shown that steroidogenesis, gametogenesis and ovu- -
lation (the release of an oocyte from the ovary) are under the control offollicle 
stimulating hormone (FSH), luteinising hormone (LH) and prolactin from 
the anterior pituitary, which in turn is regulated by gonadotrophin releasing 
hormone (Gn-RH) or prolactin inhibitory or releasing hormones (PIH, PRH) 
from the hypothalamus. I In addition, oxytocin from the posterior lobe of the 
pituitary is directly concerned in the physiological role of the uterus and 
breast. 2 Both pituitary and hypothalmic function are conditioned by neuro
chemical signals, involving the release of biogenic amines (BA)-notably 
dopamine, noradrenaline and adrenaline from other parts of the hrain, 3 and 
by the interrelated feed back effects of the gonadal steroids. Some of the 
glandular al1d hormonal interrelationships are illustrated in Figure 1. In 
humans the gonadal steroids have become indispensable for th~ development 
and maintenance of the structure and function of the accessory ducts and 
glands. 4 Thus the secretion from the epididymus, prostate and seminal vesicles 
constitute the seminal fluid, which maintains the spermatozoa; while the 
Fallopian tubes and uterus provide nutrients for the oocyte. 
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Figure i-The neuroendocrine control of reproduction in men and women. 

Changes ingonadalfunction throughout life '. 

The function of each organ varies with time, and those periods of marked 
change in gonadal activity that may be recognised throughout the life of men 
and women are shown in Figure 2. During intrauterine li(e the undifferentiated 
gonad may develop into a recognisable ovary or testis about the sixth week 
after conception; and from the limited amount of evidence that is available it 
has been deduced that the process of sexual differentiation consists in ttJ.e 
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Figure 2-Changes in reproductive function with age. 

active develop'ment of a testis, or the passive lack of such a change, depending 
on the presence or absence of the Y chromosome.5 Throughout childhood the 
glands gradually increase in size and some endocrine activity may be detected 
by indirect methods. This phase passes imperceptibly into a relatively short 
period of sexual maturation, during which time gonadal activity incr~ases , the 
accessory glands develop, and the secondary sexual characteristics appear. 6 

Both men and womenJhen pass into a period of active reproductive life, which 
may be maintained in the male, although to a limited extent. After about 30 
years the ovaries start to involute, the women cease to menstruate7 and lose 
their capacity to reproduce. The period of change is thought to be the result 
of the number of oocytes in the ovary falling to a critical number or failing to 
respond to FSH. In developing societies there is a tendency for the mean age 
at which puberty starts to be reduc~d, and the age at which the menopause 
starts to be increased. ::' 

Testicular steroidogenesis and gametogenesis 
The relevant glands associated with reproductive function in men are the 

testes.8 The word comes from the latin for witness, for in the days of the 
Roman Empire no man could give evidence unless he could prove that these 
organs were present-hence the verb testif~ and the noun testimonial. Like 
the ovaries, the human testes have two functions. One is the proliferation of 
spermatozoa in the seminiferous tubules, and the other the secretion of 
androgenic hormones, which are steroids containing 19 carbon atoms. In 

26 



healthy individuals the sperm develop over a period of 60 to 90 days and 
approximately 40 to 60 million reach maturity every day. The process starts 
at the time of puberty and continues throughout life, albeit at a slightly 
reduced rate (approximately 75% of maximum) in late~ years, so that anyone 
individual produces around one million, million sperms-all from 1000 to 
2000 germ cells that migrate into the testes during fetal life. 

The principal androgenic hormone is testosterone and from 3 to 11 mg of 
this steroid are released into the bloodstream every 24 hours. Accordingly, 
during the course of a lifetime the average man will produce about 150g of 
testosterone. 

The regulation of both aspects of testicular function depends entirely upon 
the secretion of LH and FSH. In the absence of the pituitary, the gonads fail 
to develop and in sexually mature a.dults hypophysectomy results in repro
ductive failure. At puberty, LH stimulates development and differentiation of 
the interstitial cells leading to at least a 10 fold rise in the concentration of 
testosterone in peripheral venous plasma. FSH promotes spermatogenesis and 
,is thought to stimulate the production of an androgen binding protein (ABP) 
by the Sertoli cells. Accordingly, both FSH and LH are thought to be necessary 
for optimal spermatogenesis through the production and intratesticular trans
port of steroid hormones. Although the interstitial cells are the main source of 
testosterone (up to 90% of the total), there is some evidence that this hormone 
is also synthesized in the tubules. The feedback control of LH secretion 
appears to operate via the level of apparent free testosterone in plasma-that 
is the concentration of testosterone not tightly bound by protein. The regula
. tion of FSH se~retion is not so clearly defined. The level in peripheral venous 
plasma may be suppressed by the administration of testosterone or estradiol 
but in relatively large doses. Under physiological conditions, the plasma level 
may be lowered by a water soluble substance called inhibin, which is thought 
to be produced by the tubules and has been extracted from seminal fluid. 

Ovaria11 steroidogenesis and gametogenesis 
The precise nature of the relationship between gonadotrophic hormones 

and ovarian function is not known. However, various studies have indicated 
that FSH is associated with the initial stages. of follicular growth, and with 
certain aspects of steroidogenesis; LH has been shown to be associated with 
steroidogenesis, gametogenesis, ovulation, changes in ovarian vascularity and 
luteinisation.9

•
lo All the effects do not occur simultaneously. For example, after 

the intravenous administration of Gn-RH (lOOlA-g) to healthy women in the 
follicular phase of the ovarian cycle, peak leveLs of both gonadotrophins in 
peripheral plasma are obtained after 20 to 30 minutes. However, maximal 
increases in the level of plasma estradiol do not occur for a further 6 to 9 
hours. The time taken for the resumption of gametogenesis following the 
midcycle peak of endogenous LH has been defined, arid ovulation usually 
occurs after 8 to 40 hours. The time taken for complete morphological 
luteinisation of the mature follicle, and the development of the maximal rate 
of progesterone synthesis is from 7 to 9 days. All of these divers~ actions .are 
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thought to involve the participation of specific receptor proteins in the various 
ovari~..n comparlments, and the synthesis of cyclic nucleotides and prostaglan
dins. There is ~Iso some evidence that the developing oocyte may affect the 
pattern of steroid,ogenesis from follicular tissue, The process of gametogenesis 

. starts soon after conception, proceeds actively during fetal life, remains quies
cent during childhoQd, and restarts late in puberty. Many different stages 
based upon morphology have been catalogued and the whole process may be 
summarized as follows. During fetal life the primordial germ cells increase in 
number and migrate to occupy the undifferentiated gonad. If the genetic sex 
is female the germ cells become, transformed into oogonia and rapidly increase 
in number from about 2,000 during migration, to around 600,000 during the 
second month after conception to almost 7,000,000 at the time of birth. The 
oogonia are finally transformed into oocytes, when they enter the prophase of 
the first meiotic division. From this time on, the numbers gradually decline to 
around 250,000 at the start of reproductive life until the menopause, when 
only a few can be detected in histological sections in the ovary. Of the 7 million 
oocytes that were at one time present in the ovary, only ab6ut 500 (i.e. I in 
14,000) will reach maturity and be released into the Fallopian tube. In any 
particurar oocyte the first meiotic division is cOr(1pleted at mid-cycle under the 
influence ofLH, while the second reduction division does not take place until 
after ovulation has occurred, and a sperm has penetrated the ovum. 

Recent studies have shown that ovarian steroids are secreted throughout 
life with major fluctuations in the levels of estradiol and progesterone. Com
plete steroidogenesis, from precursors cont~ining 2 carbon atoms, however, is 
minimal during intrauterine life and childhood. The period of reproductive 
life in women occupies approximately 30% of the total life span. During this 
time there are more obvious changes in the morphology and related endocrine 
functions of the ovary. Furthermore, it is only during this period with the 
correct hormonal balance that the processes of gametogenesis and follicular 
growth culminate in ovulation. There is also a corresponding series of changes 
taking place in the uterus and these form what is known as the menstrual 
cycle. As the first day of menstrual bleeding is a recognisable event, this is 
frequently referred to as day 1 of the menstrual cycle and ovarian changes are 
often related to this reference point. 

For descriptive purposes the ovarian cycle may be divid,ed into 4 continuous 
processes. The first part (phase I) lasts from 5 to 7 days, and during this 
period a new set of 6 to 16 follicles start to develop. The next stage (phase 2) 
concerns the development of one follicle to the point of ovulation, and the 
whole structure is known as a Graafian follicle . During phase 3 (the periovu
latory period) a small area of the wall of the follicle becomes thin and 
transparent forming the stigma. This area subsequently becomes raised and 
tears open, releasing follicular fluid containing the oocyte. The process of 
ovulation is probably the result of a combination of factors that include the 
stimulation of smooth muscle fibres (possibly by prostaglandins), an increase 
in intra-follicular pressure, and the action of various proteolytic enzymes on 
the wall of the follicle. After the oocyte has been released dramatic changes 
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occur in the structure of the follicle. The most obvious is the proliferation of 
granulosa cells with a concomitant increase ill their size. In addition, capillary 
blood vessels from the theca interna invade the mass of granulosa cells. The 
whole structure is known as a corpus luteum, and its principal function 
appears to be the production of progesterone, which acts principally as an 
estrogen antagonist. 

Thus d.uring the luteal phase of the ovarian cycle progesterone inhibits the 
proliferation of cells in the endometrium and reduces the activity of smooth 
muscle in the secondary sex organs. Gradually the hormone transforms the 
estrogen primed endometrium from a proliferative tO,a secretory state, which 
provides the most favourable conditions for implantation of a fertilised ovum. 
The controlling influences of estradiol and progesterone on fertility also include 
effects on the morphology of the cervix and on the activity of the mucosa lining 
the crypts of the endocervical canal. These actions bring about cyclic changes 
in the nature of the mucus produced by the endocervix which influence sperm 
transport and survival in the female reproductive tract following coitus. II The 
corpus luteum has a finite life depending on whether or not a pregnancy 
occurs. In the absence of chemical signals from a fertilized oocyte, which has 
implanted in the uterus, the corpus luteum enters a state of regression. This 
process is characterised by a reduction in blood flow- to the ovary and a 
decrease in the biosynthesis of progesterone which results in menstruation. At 
this time, the next set of follicles (probably in the contralateral ovary) is 
starting to develop and the whole process is repeated. 

Conception and implantation 
Pregnancy begins with the fusion ofa male gamete (the spermatozoon) with 

the female gamete (the ovum) released from the ovary at ovulation. Fertiliz
ation itself is the culmination of a series of events and occurs in the outer 
segment of the Fallopian tube. The fertilised ovum (the conceptus) is trans
ported along the Fallopian tube to the body of the uterus over 'l- period offour 
days. Holding stages occur at both the ampullo-isthmic and utero-tubal 
junctions. The conceptus implants within the lining of the uterus about 6-7 
days after ovulation. Estradiol and progesterone play vital roles in the regu
lation of these events through their influences on tubal motility and the 
composition of fluid in the tubes and uterus. 12 

THE FERTILE PERIOD 

Early concepts concerning the fertile and infertile phases of the ovarian and 
menstrual cycles have been reviewed 13 and the results are summarized in 
Figure 3. The menstrual cycles are presented by horizontal bars and the fertile 
periods, as determined by various scientific authors, are shown as hatched 
areas. It is apparent that it is only in the last 50 years that good scientific 
evidence has been obtained on the location of the fertile period>io women and 
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Fig. 3. Past and present ideas concerning the location of the fertile 
period in women 

It IS only in the last 10 years that it has been placed on a reasonable 
physiological basis. Ovulation is the central event, which determines the time 
of the fertile period. At the present time, this process cannot be detected by 
direct means, although recent developments in diagnostic ultrasound offer the 
possibility ·of observing the rupture of the follicle on serials scans. 14 Conse
quently, it is still necessary to resort to indirect methods to predict and detect 
the time of ovulation. It is known, however, that ovulation does not occur in 
the absence of increased secretion ofLH by the pituitary, so a defined change 
in the concentration of this hormone in peripheral plasma is usually used as 
a reference point for ovulation. An indication of the variability of the time of 
ovulation (using the LH peak as a reference point) in 20 healthy women with 
regular menstrual cycles is shown in Table 1. The follicular phase is defined 
as the number of days from Day 1 of m.enstrual bleeding to the day of the LH 
peak and the luteal phase from the day of the LH peak + 1 to the day prior to 
the next menstrual bleeding. The duration of the fertile period must also take 
into account the viability of germ cells in the female reproductive tract and 
the nature of the inten)al secretions. 

Ovulation 
The results from a recent multicentre study initiated by the World Health 

Organisation have shown that ovulation invariably occUJS between 24 and 56 
hours (mean 32 hours) after the first significant rise in the concentration of 
plasma LH (1.5 x the mean of 3 preceding values) and between 8 and 40 
hours (mean 16 hours) after the p~ak level. 15 
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Sperm transport and survival 
The transport of sperm and their survival within the female reproductive 

tract are influenced by many factors,16 which include: (i) changes in the 
secretion of ovarian and pituitary hormones; (ii) the amount and character
istics of the cervical mucus; (iii) the number of sperm and their motility; (iv) 
the contractile activity of the tubes and uterus, and (v) the presence of 
infection. Of these factors it is the interaction of the sperm with the cervical 
mucus, that is of major significance in determining the duration of the fertile 
period-particularly in the preovulatory phase of the cycle. 

TABLE 1 
The length of the follicular and luteal phases of the ovarian and menstrual cycle recordedfrom 20 volunteers. 

DAYS 
-

Duration offollicular 
phase Duration ofJuteal phase Length of cycle 

Mean± SD 16 ± 3 12 ± 2 28 ± 3 

-
Range 9-23 10-16 23-33 

At the time of low estradiol secretion a highly viscous mucus is produced. 
This fluid contains a complex network of glycoprotein fibrils (mucin) which 
forms an effective barrier to sperm penetration. A similar type of mucus is 
secreted by the cervix at the time of increased progesterone production, which 
accompanies or follows the process of ovulation. The rising levels of estradiol, 
which accompany follicular growth, stimulate the profuse secretion of a 
brilliantly clear, watery mucus oflow viscosity and high threadability (spinn
barkeit) which is highly recep.tive to sperm. These changes and their relation
ship to the plasma levels of ovarian hormones and the extent of sperm 
pen~tration are shown in Figure 4. The glycoprotein fibrils in the mucus 
produced under the influence of estradiol form a micellar structure orientated 
along the direction of the cervical canal. The spermatozoa are directed along 
channels between the micelles towards the uterine cavity and more importantly 
into the crypts of the endocervix. 16 

It has been shown that some of the spermatozoa are transported very 
quickly (within 2-lO minutes) through the cervix, the body of the uterus and 
the Fallopian tubes; most of these, however, 'pass into the peritoneal cavity. 
Subsequently large numbers of sperm accumulate in the crypts of the cervix 
forming storage reservoirs. At this time the cervical mucus provides a rich 
source of carbohydrates and other nutrients to meet the energy requirements 
of the spermatozoa. There then follows a period of several, days during which 
the motile spermatozoa gradually move from the cervical re:;ervoirs and travel 
through the reproductive tract to the site of fertilization in the Fallopian tube. 

\ 
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Figure 1--Correlation between the concentration of plasma hormones and' the amount and 
characteristics of cervical mucus. 

The rapid phase of sperm transport probably plays only a minor role in 
fertility. The slow release of motile, viable spermatozoa from the reservoir is 
probably the main factor, which determines the duration of the fertile period 
prior to ovulation. 
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There is a lack of good information on the survival of spermatozoa within 
the female reproductive tract, but current opinion considers that three days is 
probably a reasonable estimate of the average viability in the immediate 
preovulation phase of the menstrual cyc1e. 17 The survival time will obviously 
vary from cycle to cycle, from woman to woman and from couple to couple. 
Under favourable conditions the spermatozoa may remain viable and capable 
of fertilization for five days and on rare occasions for longer periods. Active 
motile spermatozoa have been observed in cervical mucus sampled as long as 
eight days after coitus, but whether these sperm had retained their ability to 
fertilize is uncertain. . 

Ovum transport and survival 
The fertilizable life-span of the ovum is relatively brief compared to that of 

the spermatozoa which might fertilize it. At the time of ovulation, muscular 
contraction draws the fimbriated end of the Fallopian tube over the surface of 
the ovary. As the follicle ruptures the ovum is drawn into the tube and 
transported, within minutes, by peristaltic contractions and the beat of ciliated 
cells to the ampullo-isthmic junction, where it is held for approximately two 
days. Although precise information on the functional life-span of the ovum is 
lacking it is thought that fertilization can only occur within 24 hours of 
ovulation. 18 Some research workers believe that the life-span may be as brief 
as 6-10 hours. 

Thus, the time of the fertile period is dependent upon the process of 
ovulation, whereas the duration is determined by the life-span of the gametes . 
and the characteristics of the fluids, within the reproductive tract, which affect 
their transport. 

INDICES OF THE FERTILE PERIOD 

There are 4 principal, interrelated parameters, that are used to define the 
fertile period: (i) the concentration of ovarian and pituitary hormones in 
peripheral venous plasma; (ii) the concentration of hormone metabolites in 
daily samples of urine (either 24 h collections or early morning samples); (iii) 
the amount and characteristics of mucus at the entrance of the vagina and (iv) 
the basal body temperature. Other signs which mayor may not be present are 
abdominal pain (mittel schmerz), breast tenderness, abdominal distension, 
changes in various biopotentials, awareness of certain odours, increases in 
vaginal blood flow, vaginal spotting and sleep~'ness.19 

(i) Plasma hormones 
Numerous authors20

•
2l

,22 have determined the concentrations of pituitary and 
ovarian hormones in peripheral plasma thoughout the' (')varian sycle and the 
relative changes in the amounts of estradiol, LH, FSH and progesterone are 
shown in Figure 5: The values for each hormone are expressed as a percentage -
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Figure 5-Changes in the concentration of plasma hormones during the ovarian cycle, 

,of the maximum. In order to locate the start of the fertile period and predict 
or detect ovulation, peripheral blood would need to be taken every day and 
this is clearly impracticable over long periods of time. The accurate determi
nation of the concentration and relative changes in the amount of plasma 
hormones however, has_ served as a reference method for the evaluation of 
simpler, non-invasive techniques. 

(ii) Urinary steroid glucuronides & LH/HCG 
The measurement of estrone-3-glucuronide (E I -3-G), LH/HCG and 

pregnanediol-3a-glucuronide (P-3a-G) in daily samples of early morning 
urine (EMU) has been evaluated as an index of ovarian function in women 
with regular menstrual cycles. 23.24 The results showed that the concentrations 
or ratio of the two glucuronides could be used to monitor follicular -develop
ment, locate the probable fertile period, predict ovulation and assess luteal 
function in apparently healthy volunteers. Furthermore, it has been shown 
that the values for all three parameters are similar during natural conception 
cycles until 8 days have elapsed from the peak of urinary LH.25 

The pattern of the geometric mean values for the plasma hormones and the 
corresponding metabolites in EMU from 12 healthy volunteers are shown in 
Figure 6. The values for the three urinary metabolites in daily samples of 
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\ 

EMU and 24 h pooled collections from 6 volunteers are shown in Figure 7. It 
was found that the concentrations of the two sterojd glucuronides were higher 
in samples of EMU than in 24 h collections and the EMU samples were easier 
to collect and analyse. Simple assay kits are being developed (under the 
auspices of WHO and others) t9 measure the concentration of these 
compounds. 
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(iii) Cervical mucus 
The periovulatory changes in the viscosity, volume and spinnbarkeit of 

cervical mucus and the softening and dilation of the cervix have been applied 
to the detection of ovulation and the location of the fertile period.26 Just 
recently changes in cervical mucus have been studied in more detail by 
Odeblad et af.27 and a summary of the findings is shown in Figure 8. It may be 
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Figure 8----Changes in the consistency of cervical mucus during the menstrual cycle (after 
Odeblad et aI, 1979). 

seen that the cervical mucus as collected throughout the ovarian or menstrual 
cycle has at least 3 components. One is 0,. thick mUC4S produced under the 
influence of a progestogen, or gestogen, which is called G type mucus. Two 
types of mucus are produced under the influence of estradiol. One is called 
estrogen L (E-L) which is clumped logether and is relatively postile to sp~rm 
penetration and tends to trap them, and estrogen S (E-S), which stands for 
stringy. The three dimensional structure of this mucus consists of parallel 
channels, which enable the sperm to pass through them more easily. The type 
of mucus which is detected in the ovulation method of natural family planning 
at the start of the fertile period is the L type, whereas at the peak mucus day 
it is probably a mixture of estrogen S and estrogen L. 

(iv) Basal body temperature (BBT) , 
It is well known that there is a rise in BBT of approximately 0.3°C following 

. ovulation.28 The increase may occur rapidly over a period of24 hours or more 
gradually over several days.29 ~he higher .temperature is maintained during 
the postovulatory phase of the ~y~le until· the onset of menstruation. The 
results of measuring BBT and progesterone in' some 20 women throughout the 
complete cycle are shown in Figure 9. The values are plotted relative to LH 
and it may be seen that at the time of the peak there is a gradual increase in 
the concentration of progesterone in peripheral plasma and a corresponding 
rise in the basal body temperature. Ovulation will occur from 8 to 40 hours 
after the peak of LH and the oocyte might survive for up to 24 hours. The 
change in BBT might look relatively small, but it is one of the changes that 
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can be measured very precisely and reliably. A limitation to this method is the 
fact that up to 20% of cycles may be ovulatory without there being a discernible 
rise in BBT.30 

TEMPORAL RELATIONSHIPS BETWEEN 
INDICES OF THE FERTILE PERIOD 

To date, only a few studies have been reported on the temporal relationships 
between different indices of the fertile period. Thus Billings et al. 31 studied 22 
women for one cycle and showed that the mucus peak occurred ±3 days either 
side of the LH peak. Similar findings have been reported by other workers32.33.34 
and the results of Flynn & Lynch33 also showed that, on average, mucus 
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appeared 5.2 days before the LH peak, which agrees with previous findings. 
Morris et ai3s have reported that the shift in the BBT curve is located in a 
range of - 3 to + 1 days of the LH peak. The temporal relationships between 
different indices of the fertile period are shown in Figure 10 and an attempt is 
being made under the auspices of the World Health Organisation, to compare 
the usefulness of the respective signals and the confidence with which they are 
recognised. 
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Figure 10000Temporai relationships between the fertile period, plasma LH, the concentration of 
urinary metabolites used in assay kits and signals used in Natural Family Planning. 

Natural Famiry Planning 
Methods of fertility regulation based on the recognition of the naturally 

occurring signals of ovulation and the fertile and infertile phases of the 
menstrual cycle are known as natural family planning (NFP). The ovulation 
method (OM) depends upon the secretion of a particular type of mucus from 
the glands of the cervix, while the symptothermal method (ST) utilizes this 
phenomenon and verifies the occurrence of ovulation by an increase in basal 
body temperature. Currently attempts are being made to develop simple assay 
kits and non-invasive physical devices, which women can use themselves to 
reinforce their identification of the fertile period and so narrow the period of 
abstinence with confidence. 

Conclusion 
The results from extensive research programmes in repf.oductive physiology 

has led to a greater understanding of the process of ovulation and the other , 
factors that determine the time and duration of the fertile pe~iod ,in women. 

/'-
39 



This knowledge has proyided a firm basis for the practice and dev:elopment of 
natural ~mily planning. More precise information is still required on the life 
span o(tbe gam~es, the effects of drugs and diet on the hormonal parameters 
and the reliability. of the signs and signals under different physiological and 
pathological conditiqns.-, 
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by 
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The trend of contraceptive usage in the United States from 1965-19731 has 
continued. There is a marked increase in the use of sterilization, and continued 
use of the Pill (although declining somewhat in 1976-1979) and the IUD. In i 
1973, 7 out of 10 married couples were contracepting and 2 out of 3 couples I 
were using one of those three methods. The percentage increases to 86% if .~ 
one includes the relatively effective diaphragm and condom and Westoff i 
believes that that tre~d has continued, so that 9 out of lO couples who 
contracept may now be using one of those techniques. 

Westofl's data are limited to the 1973 survey and I have added 1976 data 
to his2

• In Table 1 we can see that there has been a m~or decline in the use 
of the rhythm method, especially among white Catholics, since 1965 in the 
United States. Rhythm is used more frequently by women in the older age 
range, and in 1973 was used by less than 2% of those contracepting aged 15-
24. Between 1965-70 there were m~or changes in contraceptive practice 
among American Catholic women, with the largest number of those defecting 
from the contraceptive policies of the church, those who had been to college3

• 

At this time only 2.8% of married American women use rhythm and since the 
lowest percentages are among the most recently married, the decline may be 
continuing4

• It seems highly likely that unless there are some new technological 
developments, the use of rhythm will decline even further as the overall 
proportion of U.S. couples who are currently using more absolute forms of 
contraception has increased, with approximately 75% of users employing 
contraceptive sterilization, the Pill and the IUD. 
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TABLE I. 
Percent distribution of currentry married U.S. women aged 15-44, .,. by current contraceptive practice according to race and age, 1976, 1973t, 197~ and 196:5!!. 

AGE 
Race and 
con traceptive 15-44 15-29 15-24 - 25-34 
practice 

1976 1973 1970 1965 1976 1973 1970 1965 1976 1973 1970 1965 
I 

All races 
U.S. Total (in 1000s)·· 27,18526,64625,577 24,710 5,977 6,212 5,324 11,311 10,4849,316 
No. in sample 7,566 5,884 4,810 1,776 1,429 1,067 3,202 2,412 1,815 
% not using contraception 30.3 34.9 36.1 31.2 35.7 40.0 27.0 31.3 31.7 
% using contraception 69.7 65.0 63.9 68.8 63.4 59.8 73.0 68.6 68.3 
Wife sterilized 9.6 8.6 5.5 4.5 2.6 0.6 0.8 8.3 5.4 4.7 
Husband sterilized 9.7 7.8 5.1 3.3 1.6 0.8 0.9 8.2 5.0 3.7 
Pill 22.3 25.1 22.3 15.3 44.9 37.1 29.2 25.7 23.8 17.2 
IUD 6.1 6.7 4.8 0.7 7.2 5.6 l.l 9.0 6.6 0.9 
Diaphragm 2.9 2.4 3.7 6.3 l.l 1.6 2.6 2.3 3.8 6.0 
Condom 7.2 9.4 9.2 14.0 5.7 5.7 9.4 9.7 9.2 15.9 
Withdrawal 2.0 1.5 1.4 2.6 0.8 1.0 1.4 1.3 1.4 2.2 
Foam 3.0 3.5 3.9 2.1 2.7 4.8 3.0 4.4 4.8 2.8 
Rhythm 3.4 2.8 4.1 6.9 2.6 1.3 2.1 4.6 2.3 3.9 6.8 
Douche 0.7 0.6 2.1 3.3 0.2 1.6 3.6 0.5 1.5 2.8 
Other 0.9 1.3 2.9 4.9 1.0 2.5 3.2 l.l 3.2 5.3 
% total 100.0 100.0 100.0 100.0 100.0 100,0 100.0 100.0 100.0 
Rhythm 

4.9 white 3.5 2.9 4.4 7.5 2.6 ,1.3 2.3 - 2.3 4.1 7.4 
Black 1.4 0.8 1.0 1.4 1.9 1.0 0.5 1.6 - 0.7 1.3 2.2 
--------

*In 1970, includes 3 women under 15. tPreliminary data from the NSFG Cycle 1, 1973 of the NCHS. 

!Data from the 1970 NFS !!Data from the 1965 NFS. 

30-44 35-44 

1976 1973 1970 1965 

9,358 8,881 10,070 
2,588 2,043 1,928 
33 .6 38.1 38.1 
66.4 61.9 61.9 
12.9 9.1 6.3 
11.3 8.1 4.1 
11.8 10.0 6.1 
3.5 2.2 0.4 
3.4 5.0 8.6 

11.5 11.7 14.7 
2.1 1.6 3.5 
2.9 2.4 1.0 

4.0 4.3 5.8 8.3 
0.9 3.2 3.7 
1.8 2.8 5.2 

100.0 100.0 100.0 

4.2 4.6 6.3 9.0 
1.0 0.6 1.1 0.6 

, ··Population estimates for 1970 and 1965 w.ere derived by interpolation from the 1970 and 1971 Bureau of !he Census Current Population 
'I Surveys (CPS) of the population by marital status. Estimates for 1965 were similarly derived from 1965 and 1966 CPS data. Estimates for 1973 

were projected from the 1970-1973 CPS .. 
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Different c<?ntraceptive techniques have significantly different failure rates 
becalJ...se they vary in the extent to which they can be misused and because 
they. differ: in their ease of method failure .' 

TABLE 2 

First year contraceptive failure rates per 100 married women aged 15-44 years standardi;:.ed by intention of 
contraception, by type of contraceptive-used, with corresponding standard errors: United States, 1970-7:f' 

• Type of Contraceptive used 

Sterilization 
Pill 
IUD 
Condom 
Foam, cream or jelly 
Diaphragm 
Rhythm 
All other methods 

, , Failure rate 
. per 100 women 

0.0 
2.0 
4.2 

10.1 
14.9 
13.1 
19.1 
10.8 

Standard error 

0.4 
1.2 
1.7 
2.1 
3.8 
4.0 
2.9 

There is about a 50% drop-out rate over two years for all methods which 
implies some important dissatisfaction with all techniques6

• That is partially 
attributable to psychological factors, including motivation, and partially to 
physiologica) or behavioral aspects of every technique. Still, in these data the 
failure rate of the rhythm method is the highest of all the contraceptive 
techniques which is important in terms of user acceptance. 

Actually, the 19.1 % failure rate for rhythm is extremely high; some studies 
have reported markedly low failure rates. Rice, Lanctot, and Garcia-Devesa 
had a failure rate of 7.4% using the sympto-thermal technique7

• Rotzer 
reported a failure rate of 0.7% and Doring's best results were 0.8% and 
0.7%8.9. The latter rates are comparable to ovulation inhibitors. Klaus, et at 
found that while th,e method failure rate was only 1 %, the combined method 
and user failure rates was 20%13. 

Comparable statistics were obtained by Spieler, et at. in a study located in 
Auckland (New Zealand), Bangalore (India), D1,lblin (Ireland), Manila (Phil
ippines) and San Miguel (EI Salvador) 1\ 83% were Catholics, 80% had from 
0-12 years of schooling, and 13% were illiterate, that rate reaching 44% in 
San Miguel, 43% of the couples said that they wanted to use the NFP method 
because of religious reasons, 28% said that that was because they were 
dissatisfied with other methods, and 16% were following the recommendation 

'These data were standardized by distinguishing between those who wished to delay and those 
who wanted to cease further childbearing, and those data were then averaged. Between 1970 
and 1973, 7.3% of U.S. married women who wanted to delay the conception Of their next child 
unintentionally became pregnant while they were using a contraceptive, within one year of 
their beginning to use the method. Among those who had decided that they did' not want any 
more children, only 3.7% became pregnant during the first year of contraceptions. 
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of someone who was an ovulation method user. Using the Pearl formula, there 
were 19.4 pregnancies per 100 woman-years, but that percentage varied from 
a low of 10.4% in Dublin to 33.7% in San Miguel. In terms of increasing the 
method's use the difference in failure rates attributable to the method and to 
the user are startling. When the ovulation method was used correctiy, the 
failure rate was a markedly low 1.5%. That, like Klaus' results, indicates that 
almost every woman can learn to read her ovulatory symptoms correctly, 
especially those relating to the condition of the cervical mucus. Given that 
NFP methods can be extremely effective, cost nothing, are available to 
everyone, and do not interfere with the body, what might explain their 
infrequent use in the U.S.? 

That may be due, in part, to their relative invisibility because other 
techniques, especially those associated with technology and medicine, which 
are coitus-independent and relatively error free, are preferred by gynaecolo
gists as well as the U.S. public. The natural methods of family planning also 
have a bad press with an information lag. While outside of Catholic organi
zations they are in general ignored, when they are discussed it is in reference 
to sexual abstinence and the out-moded calendar method. There is very little 
awareness among non-Catholics of the more accurate variations of the 
technique. -

The techniques become more effective the more information there is about 
the woman's ovulation status . The sympto-thermal techniques require keeping 
track of daily b~sal body thermometer readings, the characteristics of cervical 
mucus, spotting, ovulatory pain, breast tenderness, and the like. In the United 
States there is widespread ignorance of and ambivalence about tqe reproduc
tive system in general and the menstrual cycle specifically. An additional 
difficulty is that the "strict form" of NFP, which has the lowest failure rate, 
allows coitus only from the third day of the hyperthermic phase until the next 
menstrual period, which is approximately 10 days. The "combined" method 
allows coitus during the infertile phase prior to ovulation, but it is much 
riskier, and Doring reports failure rates as high as 19.5 pregnancies per 100 
woman years9

• 

Given the specific physiological symptoms which must be attended to, the 
lengthy period of coital abstinence, the presumption of a high failure rate lO

, 

the fact that rhythm, withdrawal and abstinence are disliked ll
, and the easy 

availability of alternative techniques which are effective and sometimes require 
only one decision as with sterilization and the IUD, and given the general 
tenor of the United States which is more scientific than theological, it is not 
surprising to find a low rate of usage of these te~hniques, even among Roman 
Catholics. 

I've seen no data directly on the' issue, but wonder whether a source of 
resistance is created by the church's acceptance of the goals of reducing family 
size or optimizing child spacing and objecting only to other methods of achieving 
the goals. Theological goals may be easier to accept than variations on how to 
achieve them. A moral goal of sexual abstinence-which is ~ byproduct of the 
technique-is in extreme opposition to contemporary American hedonism12

• 
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Studies of Natural Family Planning Method Users 
PeoRle do lise NFP methods successfully and over extended periods of time. 

What'we .would like to know is what are the problems they experience and 
what are the gq.ins they derive in addition to the obvious ones related to 

. control of fertility.: Studies of people using the NFP methods have tended to 
ask brief, non-searthing questions of large groups of very selected and moti-

. vated populations whQ were generally married, the great majority of whom 
are Roman Catholic. There are few published studies that address themselves 
to the psychological issues' and there is a surprising omission-don't successful 
users feel that they attained a h.igher level of moral behaviour with a subsequent 
rise in self-esteem? \ 

The failure rate is usually significantly different between women who 
already have as many children as they want and those who wish to postpone 
rather than end their conceptions. In a study of couples using the sympto
thermal method, Rice and Lanctot found that the failure rate was 14.8% for 
those who wished to delay future pregnancies and was only 4.1 % for those 
who did not wish to have any more childrenl5

• Interestingly, the failure rate 
for those. whn used some kind of a contraceptive device during part of their 
cycle was 10.3% while those who only used the sympto-thermal technique 
had a failure rate of 6.2%. The user failure rate occurs because of coitus 
during fertile days and it is interesting that in Klaus' study, women reported 
themselves very satisfied with their ostensibly unplanned pregnancies . These 
data suggest that the method will be used more effectively by those whose 
motivation to avoid future pregnancies is absolute and who depend only upon 
this method and abstinence to achieve that. 

In a study in Columbia, Medina and Cifuentes found that 57% (307) of 
the couples dropped out of the program during the period of method training 
and 52% of those who completed the training dropped out at the end of a 
yearl6

• Klaus, 'et al, h~d a discontinuation rate of 44% by the end of two years. 
Not surprisingly the people who dropped out during or after the training
period were, in general, younger, had not completed their family, and were 
more sexually active than those who completed the trainingl6

• In addition to 
dropping out because the woman was pregnant or wanted to become pregnant, 
people left the program because they were "dissatisfied with" or " uninterested 
in" the method. That is too vague to let us know what specifically was 
unsatisfactory . 

Marshall and Rowe's results arf more helpful in enabling us to understand 
the sources of error and/or psychological discomfort which results in nonuse 
of the methods 17

• They report that 41 % of the couples continued to worry 
about becoming pregnant after leflrning the BBT (Basal Body Temperature) 
technique. We know that the method can be very effective when ovulatory 
symptoms are noted and anxiety about ineffectiveness is therefore partially a 
matter of knowledge. But responses about sex were expressive of more complex 
or ambivalent feelings. As one would expect, the great majority said that they 
found abstinence difficult. Negative feelings about abstinence may be increased 
if the method increases awareness of sex as it makes permissible and forbidden 

46 

. . 

I 

A , 



time periods salient. More than any other contraceptive methods, these 
techniques can generate a continuous attention to coitus. 

One-third of Marshall and Rowe's subjects said that they felt unable to 
adequately express their love during the phase of abstinence. But the great 
majority said that they sometimes had an orgasm during that time and 60% 
reported regularly reaching orgasm during a period when coitus was prohib
ited. We must wonder what forms of sexual activity were engaged in, or what 
forms of contraception were used (i.e., coitus interruptus). Two-thirds said 
that having a period of abstention increased their appreciation of sex, but 
one-third reported that they did not feel that sex was spontaneous during the 
infertile period. The other side of the coin when coitus is prohibited during the 
fertile period is that people may feel that sex is required during the infertile 
phase. 

In Tolor's sample oflong users, taking and recording the wife's temperature, 
adhering to periods of abstinence, and having couple to couple counseling, 
had a slight positive effect on reported sexual and marital happiness 18

• There 
was a slight, non-significant positive relationship between seeing benefits 
derived from the method and an increase in the sense of having internal 
control for the wives. There was no such relationship for the husbands. 

Sixty three per cent of the women reported that their sexual interest was 
greatest during the fertile period and 43% said that that was the case when 
they were infertile. The menstrual cycle phase literature regarding libidinal 
levels is a little confused, but the highest levels of sexual interest are often 
reported to be at pre-menstruation. Here we see the possibility of suggestibility; 
sexual interest rising to a peak when it is prohibited. 84% of this sample 
reported that abstinence was very or relatively difficult and only 16% found 
it very or relatively easy. 

Given these and the previously cited statistics on user failure and the 
frequency of orgasm during the fertile period, we know that many couples do 
not refrain from some form of sexual behavior during the fertile phase. What 
we do not know is whether they engage in genital coitus or non-genital-to
genital sexual acts. Obviously, as people continue sexual activity during the 
fertile phase, they would be safer with non-genital activities. But, if other 
forms of sexual acts are morally prohibited they will tend to engage in genital 
coitus with a resulting high user failure rate and they are likely to use other 
methods of contraception, notably coitus interruptus. 

Psychological Studies Involving Other Methods 
We do have psychological information from studies of people using other 

contraceptive techniques about the circumstances which tend to result in 
effective contracepting and in the personality characteristics which are asso
ciated with contraceptive efficacy and ~he reverse. 'W.e must be cautious in 
generalizing because it is possible that other methods d<'(pend upon different 
personality qualities or that different personality variables carry more weight 
vis-a-vis effective, long-term usage. For example, religic:)U"s c<?llventionality is 
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not a significant variable predicting successful co'ntraception for other meth
ods, bu!}t might be within populations using natural techniques. 

What do we \now? Successful contraceptors know a lot about sex and 
contraception which tends to be associated with having liberal attitudes about 
sex ll ,19,20. Miller found that young, never-married women, including those who 
are educated and micfdle and upper-middle class, tend to get pregnant simply 
because most know nothing about ovulation and fertility cycles and they tend 
to use a misunderstood rhythm technique21 . Diamond et at studied women who 
were married and found that they also got pregnant because they, too, did not 
understand the fertility cycle ami believed they were in a safe period22. 

Unwanted pregnancies tend td'occur when the emotional-sexual relation
ship is not stable and sex is not an established, acknowledged part of the 
relationship. Similarly, when people are in transitional phases of their life, 
contraceptive efficacy tends to declinell ,23. Interestingly, while teenagers and 
college students are sporadic or non-contraceptive users, Kantner and Zelnick 
report that the typical rates of 30-45% rise to 80% who report having used a 
contraceptive during their last intercourse when students are living in dor
mitories24

• Sexual and contraceptive information are available in dormitories 
both formally and informally, and when there i~ overt acknowledgment of 
sexual activity you may then have peer pressure for responsible sexual 
behavior. ' 

Individuals and couples have to learn to accept, then discuss, and then 
make decisions about their sexuality and fertility. LoSciuto and Peterson 
found that barely half of 460 couples studied decided to have their first child, 
but that that proportion rose to 75% subsequent to the first pregnancy. Levels 
of communication, congruence and empathy between the couple are initially 
low, but increase with parity. As parity increases, couples become more aware 
of their fertility goals and become deliberate in their planning. 

Sometimes contraceptive behavior may involve issues of gender and self
esteem as well as sex per !e as when women associate pregnancy with femininity 
or men see pregnancy as signifying their sexual potencl6

• 

There is a cluster of related personality variables associated with contra
ceptive behaviors which have different names (e.g., locus of control, helpless
ness, self esteem) and reflect slightly different aspects of personality. As 
different cultures have very different values about family size and therefore 
about contracepting, we must be careful not to associate not contracepting 
with some kind oflesser mental stat~s. Within the United States, people who 
feel that they are efficacious, in control, competent, and who are assertive in 
contrast with being deferent, tend to be successful contraceptorsll.27.28. People 
who contracept effectively make plans, feel responsible, and anticipate the 
future outcomes of their current behaviors or decisionsI9.20,21. Those who feel 
alienated, have a low sense of self-esteem, and who are immature and impul
sive, tend to be poor contraceptorsll.~9.30. An aspect of psychological immaturity 
which is especially significant is the use of the defense mechanism of deniaPI. 
Oskamp et at found that these personality characteristics were predictive of 
effective or ineffective contracepting across a diverse range of situations, in a 
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three year study in which observations and assessments were made before 
women participated in a clinic program32

•
b 

The poor contraceptor has a short time perspective, does not anticipate
problems and unwanted outcomes, and tends to use the immature psycholog
ical defense of denial. They tend not to be striving for upward mobility, are 
not socially .optimistic, and lack a future orientation. They feel that they do 
not control the outcomes of events in their lives, but, instead, they feel that 
their life is controlled by forces external to them. Not surprisingly, they are 
dependent, have low feelings of self-worth, don't feel able to accept responsi
bility or be in control of their impulses. Since they have a history of not making 
decisions and are, therefore, not in control, they do not esteem themselves. 
They feel that they are victims, that they are dependent upon others for good 
feelings and for events to be benign. They never generate the sense that they 
can be in control, they can make decisions, and that it pays to think in terms 
oflong range outcomes. They are not realistic because reality is painful and 
they cope with it through unrealistic denial. 

There are social-psychological variables which have been significant in the 
studies of abortion decisions, which are different in kind from the clinical
personality variables which I just described, which may be applicable to 
contraceptive decisions. Werner found that women's -beliefs and attitudes 
toward abortion clustered into seven components33

• Three of the components 
could be grouped as moral: the woman's-denial or acceptance of the fetus as 
a person; the belief that abortion is murder; and conflict over the mother's 
health vs. the devaluation oflife. Three other components were "personal" in 
that they were involved with questions about the woman's rights: concern 
with the control of reproduction; the protection of the health, rights, and 
freedoms of women; beliefs about the dangers associated with abortion; and 
concerns with the actual effects of a child upon the practical problems of 
living. Women who reasoned about abortion as a moral issue were much less 
concerned with personal and practical issues and the reverse held as well. 
Women who reasoned in terms of the practi·cal and the pers9nal were much 
less likely to think in moral terms. Although they have not proven to be 
powerful in abortion studies, social-conventional variables which include 
norms of acceptable sex-role behaviors and norms regarding sexuality, prom
iscuity and illegitimacy might be important in regards to contraception. 

Smetana found that pregnant women who were trying to decide whether to 
carry the child to term or whether to abort thought either in terms of the 
moral or the personal domains34

• Social conventional variables were not a 
significant differentiator although women who continued their pregnancies 
tended to attend church more frequently. 

One-fourth of the women saw abortion as a moral issue during the course 
of the entire pregnancy because they perceived the fetus as a human being, 

bWe should also note that there was a marked decrease in participation over time, but the 
attrition rate was much lower for those who had more contact at their initial visit and for whom 
there were more follow-up efforts. 
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whose life was equal to a,ny other life, from the moment of conception. Abortion 
was thet;efore' defined as an act of killing and their reasoning centered on 

, whethe·t or not ~illing another human being could be justified. The modal 
decision for this grQup was not to abort. 
. About one-third ~f the group thought of abortion in terms of personal 

constructs and their reasoning began from the premise that the fetus was not 
a human being until bi'rt,h because of the physical connections to the mother 
during pregnancy. This group, emphasized the importance of people having 
choices, and of having the right to control their body and their life. While they 
explicitly rejected the moral d(J!l1ain as an appropriate set of constructs for 
their decision during the pregnant¥., after the child was born, and was therefore 
fully human to them, their reasoning was based.on moral variables. The modal 
'decision for this group was to abort. 

The important point is that they used patterns of reasoning which were 
consistent with the abstract principles which governed how they maintained 
a sense of self-esteem. Their analyses about abortion were products of their 
more general mental structures of reasoning. Their reasoning was based upon 
a fundamental approach or style of analysis. They used one set of domains 
rather than the other with the result that they were not confused, did not 
vacillate, and made decisions which minimized or resolved conflict for them. 
While the content of their reasoning differed, the articulation, sophistication 
and elaborateness of the arguments were not different. In other words, very 
different contents would appeal or make sense to the two different groups. 

SUGGESTIONS FOR IMPLEMENTING THE 
ADOPTION OF NATURAL FAMILY PLANNING 

METHODS 

It is obvious but might be briefly mentioned that the places in which people 
learn the methods have to be accessible, in diverse sites including ,medical 
facilities, churches, and schools, and ought to be physically pleasant. Employ
ees of the program should be taught techniques in establishing rapport, there 
should be no long waiting periods or lines, there should be privacy and dignity, 
there should be back-up personnel for phone contacts, and there should be 
standardized follow-up procedures. Since there is a dearth of information at 
the psychological level about stresses deriving from the natural planning 
methods, and even less information about benefits, research programs and 
on-going evaluation programs should be part of the project from its inception. 

Even sex therapy is largely informational; many problems are resolved with 
the simple provision of information37

• People need to be taught basic repro
ductive physiology, the specifics of the methods, the effectiveness rates, the 
difference between method and user failure rates, the variability of the luteal 
phase, and the different patterns of the thermal shift and cervical mucus 
discharge. For those choosing NFP for religious reasons the program should 
directly address the church's rationale and the assets and liabilities of these 
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methods compared with others. Special attention should be paid to the normal 
sexual and emotional patterns during the menstrual cycle, the fonper because 
there is often a peak of-sexual interest during a fertile phase, the latter because 
there are often strong feelings of anxiety, hostility, or depression pre-men
strually and during menstruation. Attention should be paid to the high 
drop-out rate for all contraceptive techniques including NFP, with full dis
cussion of the necessity for couples to construct goals which are achieved and 
motivating because it is difficult to face fertility decisions and/or sexual 
abstinence every month. Positive aspects ofNFP should be highlighted includ
ing the facts that these methods do not alter the body and should not threaten 
a masculine or feminine sense of self-esteem. 

We do not know how effective efforts to control population growth by 
voluntary cooperation can be, because those efforts are relatively recent in 
history. In the United States, for example, there are still many areas where 
sex education is taught in school but legislation prohibits discussion of con
traception. Only within the last five or six years can one find frank but still 
infrequent discussions of birth control in local newspapers anq only within the 
last two or three years has there been any discussion of contraception on radio 
and TV35

• It would seem to be a necessary-but perhaps not a sufficient 
condition-that discussion becomes public. 

In countries such as the United States where premarital sexuality is com
mon, the program must direct efforts to unmarried women, including those 
whose sexual activity is sporadic, and who may be unable to acknowledge 
their sexual participation, because they are especially at risk of becoming 
pregnant in all contraceptive studies. NFP may be especially difficult for this 
group, since the methods require cooperation of the couple, notably in regard 
to accepting periods of coital abstention, and the observing techniques require 
acknowledgment of past and future coital activity. 

Some percentage of the population will be reluctant to learn NFP for 
psychological reasons including difficulty in being open about sex, or associ
ating many children with femininity or masculinity, or associating all forms 
of contraception as being in opposition to Biblical injunctions to multiply. 
Contracepting as desirable and using natural family planning methods spe
cifically need to be sanctioned by the Establishment authorities which are 
visible and powerful, and which affect people's lives directly. These include 
the government at the federal and local levels, the Church, and the educational 
system. A highly visible, coordinated national effort involving diverse orga
nizations, publicized in every way, will underline both its sanction and its 
national importance. At a common-sense levt;l one wants to make it fashionable 
to achieve consensual population objectives. ' 

The program must formulate its goals and the justifications for their 
importance. This should reflect the culture's priorities. While reducing the, 
number of unwanted births or optimizing the spacing of desired births are 
universal goals, other goals, such as increasing specific moral behaviors or 
conforming to church regulations might be of major importance too. In the 
United States we have justified goals of limiting family size to national' , ~ 
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objectives of 9.ecreasing the birth rate and to more personally gratifying 
reasons y-tcluding the difficulty in achieving upward social mobility with a 
large fa~ily,_ the',costs of rearing and educating children, and the welfare of 
the children including the observation that children from smaller families tend 
to' have higher acaaemic potential and IQs36, I am unable to suggest the 
optimal motivations fOr an Irish population, but the specification of objectives 
and their justification is iiecessary, 
. There should be discussioI? of sources ofself~esteem, including those derived 

from regulating one's own behavior, especially one's impulses. Participants 
should learn that a sense of on~'s self as masculine or feminine has varied 
origins and one is not more feminine or more masculine proportionate to the 
number of one's children. People can learn that acting responsibly in general, 
and specifically in regards to sexual activity and to limiting the number of 
one) children, can be construed as an act oflove and respect for one's spouse, 
for one's children, and for the quality of their future life. 

In addition to teaching the idea that coital abstinence can be experienced 
as a responsible, adult, ego-esteeming behavior, participants can be taught 
there are alternative forms of sexual-affectional physical gestures and that 
genital-to-genital abstinence does not mean that al~ of sex is prohibited or that 
other forms are necessarily less gratifying emotionally if not sexually. In the 
United States we accept other forms of sexual activity as normal. I think it is 
important to specify what kinds of activities are acceptable because the 
statistics of sexual activity and of orgasms during the fertile phase are very 
high and the methods would be more easily accepted if sexual options were 
specified. Couples also have to learn that coitus during infertile periods is not 
required because that could be a cause of relational stress. 

The optimal psychological strategy for gaining widespread acceptance and 
usage of the approved techniques would be to raise people's anxiety about 
pregnancy to moderate-to-medium levels and then offer them these methods 
as the single solution which alleviates that anxiety. One could do that, for 
example, by having people role play what it would be like if they had unwanted 
pregnancies. Anxiety reduction is provided by information about the efficacy 
of the approved techniques and teaching methods that inform people tha,t they 
have mastered those methods. Whether or not that should be a deliberate part 
of an implementation program involves moral issues and should, therefore, be 
discussed fully. 

Even those who feel negative or skeptical will become more positive toward 
the methods as anxiety lessens and they have to work to learn the techniques. 
Proportionate to their effort, we can expect cognitive dissonance; the use of 
the methods become justified not only because they work but because people 
have to expend effort to learn them and use continuous self-discipline to 
successfully use them. In this way negative sentiments are reversed and 
become positive. 

The general tone of the program should be one of rational decision-making 
directed toward changing behaviors with the hope that as behavioral changes 
occur, which are directed by conscious motives, that less rational, non-con-
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scious attitudes or motives will change too. The latter can occur either because 
communication about sexuality reduces its unconscious potency or because 
successful control of one's reproductive life enhances one's sense of self. There 
also has to be matter-of-fact discussions about widespread negative feelings 
about the menstrual cycle and vaginal discharges. If the style is dispassionate 
or objective, the more emotional issues will surface, but less emotionally than 
otherwise. One can control the amount of emotionality in the discussion by 
teaching style, timing, and content. 

It is possible that the motivations which are needed to' begin to use NFP 
methods are not identical with those required for continuous long-term par
ticipation. In technical terms, one may need different schedules of reinforce
ment for different time phases of usage. For example, positive reinforcement 
in the shorter learning period could be constructed by objective, repeated 
instances in which mastery of the technique is made clear. Reinforcement for 
continuous usage may require successful students teaching in the program, 
money or other concrete rewards, or episodic role playing which recreate the 
sense of anxiety. 

For at least some of the population, the techniques must be simple and the 
ways in which they are taught must be very concrete. The Billings' generated 
the phrase "keep clear of the mucus," which is an excellent example38

• Many 
have found that couples who are successful users are especially effective 
teachers of others. That technique is used successfully in other kinds of 
counseling including suicide, gambling, drugs, alcohol, and weight reduction 
programs. Some have reported that women teaching women-in contrast with 
men teaching women-is especially acceptable. Since this is a couple technique 
it is optimal to involve the co,uple but for more sexually inhibited or conserv
ative people, the initial learning phases may be best approached in small
group sessions led by an experienced teacher of the same gender. In general, 
learning in a group may be optimal in that skillfully led groups tend to share 
normal anxieties, fears, uncertainties and ambivalences, all of which should 
surface and be alleviated. Even in sex therapy, which is intrinsically more 
effective, therapists find that resistance to changing behaviors and attitudes is 
lessened as peers in a small group generate 'and accept ideas and change 
behaviors29. When groups are effective, they provide support, creative sugges
tions and encourage communication. 

Sexual and contraceptive attitudes and behaviors in women are often 
extensions of their more general psychological needs and some percentage of 
women defer to male wishes or initiatives in sex as in other important decisions. 
It is probably requisite for widespread usage that males are included in the 
program and are helped to feel that they are active in contraceptive, sexual, 
and family-size decisions. As the unit of control of decision-making is the 
couple, the program could highlight the idea that the methods can increase 
communication and create a sense of mutual concern as methods based up~n 
joint cooperation do not lend themselves to unilateral coercions. 

The psychological data suggest that the content of the programs shoul~ 
have several forms reflecting differences in educational leve,l, conservatism-
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liberalism, int~rnal vs. external locus of control, abstract vs. concrete reason-

. ing, long,and shorrtime frames, and theological vs.'ideological frameworks for 
'" patterns tif reasoR~ng. It is a very different task to teach someone who has a 

short rather thart 'a long time perspective, who thinks literally rather than 
aBstractly, who base's decisions on authority rather than on personal reasoning 
and who is theologicallY,rather than pragmatically or egocentrically centred. 

I think it is a good strategy to emphasize the idea that for those who do not 
feel in control of their lives, 'that knowing their own physiology and using that 
knowledge, can give them real control over one sector of their lives. Those 
who will be enabled to contrac€pt successfully will gain a sense of control 
because, in fact, it will be true. W-hile many who do contracept successfully 
have the quality of feeling in control in the first place, long-term success 
s"rlOuld increase their sense of internal control, self esteem, and a long time 
perspective. 

When people commit themselves to achieving a goal, especially if it is 
difficult, and they do achieve it, then they learn they are competent, that they 
do not need to be passive or fatalistic, and this leads, in turn, to a greater 
sense of being adequate. Confronting their problems and engaging in active 
efforts to cope, is, perhaps, the only way that people really do learn that they 
can manage their fate, at least some times, and in some ways. To the extent 
that that is true, then the benefits of contracepting and using the natural 
family planning methods, can e.nhance people's lives in regards to the welfare 
of their families and in regard to their fundamental sense of themselves. 
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DISCUSSION 

SESSION 2 

Chairman-Mr. j. Spieler-Thank you Dr Bardwick for your presentation of a very contro
versial field which as you quite appropriately said is made up of a lot of anecdotal information, 
opinions, ideas and feelings rather than hard facts. I would like to mention, related to Dr 
Bonnar's presentation, that NFP should be promoted on its own positive advantages and never 
at the expense of defiCiencies in the other methods of family planning. NFP must be able to 
stand on its own. I would also like to mention that the results on deaths related to Pill use 
presented by Dr Bonnar were primarily obtained from studies of women who were taking pills 
containing 50 mcg or more estrogen not the newer low dose 35 mcg or less Pill. 

Comment-It was said that there is a I % method failure rate and a 20% user failure rate with 
NFP, and you may wonder why there is such a difference? One must remember that these are 
natural methods and it is left to the couple to decide at any time when they want to have 
intercourse. Perhaps it is not appropriate to compare the effectiveness statistics of NFP with 
that of the Pill and the IUD. Women who do not want to get pregnant but do so anyhow tell 
me "Even though I knew it was the fertile time it was more important for me and my husband 
to have sexual relations at that time" . I have found that these women are quite happy with the 
baby they are going to have. 

Chairman---I think we all realise that what Dr Bardwick was presenting was information 
explaining the decision-making during the fertile period. Of course it is the choice of the couple 
as to their sexual activities at that time. The floor is open for discussion on the other two papers 
'also, not just on Dr Bardwick's paper. 

Comment-I think all of us who are involved in the teaching ofNFP are aware that there are 
personal and psychological and social factors, call them what you will, which come into play 
in the whole matter. I think it's a very happy coincidence that this Seminar should take place 
so soon after the recent visit of Pope John Paul II to our country. He has made quite clear to 
all of us what the teaching for Catholics is on the whole question offamily planning. Drs John 
and Lynn Billings recently stated that the most important aspect of their work was the teaching 
of a particular philosophy of married life. I would like to put it to those involved in teaching of 
NFP that, if they don't attend to this aspect of the work, NFP will just be another form of 
contraception. 

Chairman---May I interrupt you pl~se, I think that we would like questions addressed to the 
speakers about their presentations. I believe that there will be some time for free communications 
later when all of you can express our own interests and beliefs. 

Question-I would ask the speakers if they would consider it important in the teaching of 
family planning that attention be paid to the basic respect for life, respect first of all for the 
human life itself, respect for the person and respect for fertility? 

Chairman---Thank you for your question, I think that the question would be more appropri
ately posed following the session on the teaching ofNFP. 

Dr. Collins-I think it has been shown that non-steroidal anti"inflammatory drugs, like 
aspirin, can delay ovulation by one to three days. Furthermore, drugs like antibiotics affect the 
metabolism of estrogens and they might well modify the signs...and symptoms of the fertile 
period-particularly for the ovulation method. This is an aspect ofN,FP that needs to be studied 
in more detail. . 

Question---Mr Chairman, I would like to address myself to Dr Bon~a'r. Mr Haughey this 
morning stressed he wanted this to be a scientific gathering and I am sure th~t this is the wish 
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of all of os her<:.: Dr Bonnar's brief was 'Medical Science and the current methods of Family 
Planning:. In outlining the ~arious methods my impression is that he told us the disadvantages 
of all methods of contraception excluding the disadvantages ofNFP.ln discussing NFP methods 
he only described fueir advantages. He did mention one disadvantage, namely, the negative 
~pproach of the mediCal profession. I wonder am I being mischievious, or am I being unfair to 
Dr Bonnar, or does he gepuinely see no advantages in artificial methods offamily planning and 
does he see no disadvantag~s in the natural methods offamily planning? , 

Dr. Bonnar-Considering that fhe rest of this meeting is totally devoted to the problems of 
'NFP I was, in fact, asked to discuss the current methods of contraceptive technology. I think 
that it is important that as doctors we appreciate what the problems are in the whole field of 
family planning. I would agree very ,much with what Mr Spieler said, i.e. we should not 
promote one method at the expense of· another; we seek truth and I think it is our task to 
present as far as possible the facts as we see them so that husbands and wives, mothers and 
fathers, can make their own decisions, given the facts that are available. I do not think that it 
is up to us to be deciding for them. I think its up to us to say that here are the problems, here 
are the benefits of each method and now make a decision. I think for too long we have tended 
as doctors to make decisions for people and as doctors we may not have been as well informed 
as we should have been especially in relation to some of the difficulties in family planning. 

Chairman-To answer the previous question more specifically, there are obvious advantages 
and disadvantages of all methods of family planning. The advantages of the Pill and the IUD 
are well known to most of the family planning people in this room. Perhaps we are now learning 
a little bit more about the disadvantages of these methods. For many people there are no overt 
side effects of the Pill and if taken reliably it will enable them to pial! their families in a simple 
and effective fashion. Following some initial increased bleeding and pain associated with the 
insertion of an IUD. there are many people who do not experience further side effects with this 
method. Furthermore, the IUD takes the whole question of behaviour out of the hands of the 
couple. The IUD will work whether the couple abstain or not. 

Question--I would like ,to thank Dr Bardwick for a most erudite speech. She made an . 
interesting statement about manipulating the patients anxiety level and I wonder how far a 
doctor or a person involved in family planning could go in manipulating a patient's anxiety 
level? For example, I had someone into my surgery last week who was interested in a coil. I had 
just finished reading the Pope's speech in Chicago and I wondered how far I could manipulate 
this patient's anxiety level. Perhaps the question is more a theological one in which case I am 
quite prepared to leave it to the Church, but I would like your opinion. 

Dr. Bardwick-I think there are times when nobody has a good final word and as a result we 
in the United States, in the last 10 years, have improved courses in medical schools on medical 
ethics . In a sense people who are in authority, who have responsibility, are always manipulating 
people's level of anxiety. But to do that deliberately you go from the social side and what you 
think is a constructive or benign suggestion to the area of what in fact is moral and ethical. I 
am most reluctant to tell you what I would do. 

Question-Dr Collins, what effect does sperm survival have on the duration of the fertile 
period? 

Dr. Collins-I think we have to differentiate between sperm survival and the ability of sperm 
to fertilise an ovum, which may be two different things. This is one of the grey areas and much 
more information and research is required on this topic. 

Question--Ifl heard you correctly, Dr Collins, you mentioned that in an ovulatory cycle the 
temperature does not go up in about 20% of cases. Since progesterone causes the thermal shift 
can you explain why the temperature does not go up in some ovulating women? 
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'Dr. Collins-What I hoped I said was that there had been some reports which suggested that 
up to 20% of apparently ovular cycles may not show an interpretable pattern in the shift of 
basal body temperature (BBT) . I think that there is only an indirect relationship between the 
increase in plasma progesterone and the rise in BBT. The exact mechanism for the increase in 
temperature is not known. There is, however, considerable variation in the time and amount 
.of increased progesterone production in different women and this phenomenon might be related 
to patterns ofBBT. The temperatu.re shift is one step further removed from the process that we 
are trying to detect, which is ovulation itself. 

Question-As a country family doctor I want to address my question to Dr Bonnar. When a 
couple is motivated towards NFP they usually come to their doctor for advice about spacing 
their babies, etc. The doctor encouraging them to use a natural method advises them to go to 
the nearest NFP centre. In some parts of Ireland we do not have NFP centres and sometimes 
the patient has to travel up to 70 miles in an evening. Sometimes the patient is motivated 
towards NFP and the doctor is motivated towards it but the patient can't get to an NFP centre. 
They will come back and say it wasn't possible to get there and that even if they do get there 
they have quite a lot to learn in a short course. I feel that if they had a little knowledge of 
biology before leaving primary school or, if not, in their first few years of secondary school, it 
would be helpful towards encouraging NFP methods in later life when they are married. 

Dr. Bonnar-Well I am aware of the problems. The same can also be said about other 
methods of family planning. Indeed in our WHO study some of the teachers were travelling 
fifty miles to try to follow up women in the study. We raised the issue of the whole problem of 
providing education and there are experts in this area, particularly Dr Martin and Dr Clarke 
who are professional educators and they are the ones to answer you.r question. I am as consciou.s 
as you are of how clearly incapable my efforts can be as a doctor and this is why I emphasise 
that we probably do not playa primary role other than by encouraging people to get the best 
they can out ofNFP rather thanju.st to resort to pharmacological interVention. Bu.t we do need 
the assistance of self-help groups, volu.ntary organisations and other collective organisations 
and we need this done on a woman-to-woman basis with good teachers. 

Question-What is the best way of circu.mventing this problem? Is it through sex education? 

Dr. Bonnar-The family planning service must be brought to the people. It mu.st be there, 
you cannot make it inaccessible. In relation to ~ducation Dr Bardwick mentioned that we are 
seeing at the moment in Western culture a very serious problem in relation to the sexu.al 
behaviou.r of the young. I was in Los Angeles last week and the figures .that they showed last 
year for the United States were a million teenage pregnancies; 40,000 in the 10-14 year old 
group. Ireland is part of Western culture whether you like it or not and I agree with you entirely. 
that sex education will have to occur long before marriage. It has got to be a part of the 
information that will be put over to all young people. 

Question-Have any of the speakers any information on male rhythm or is there anything 
written about this? 

Chainnan-There were some studies condu.cted in ~'eI) trained to control spermatogenesis 
through bio-feedback and in fact there were quite a few met! ,who were able to make themselves 
oligospermic by just thinking about it. It sounds difficult but it has been done. 

'. 
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The Sympt~-Thermal Methods 

by 

Dr. S. PARENTEAU-CARREAU 

Medical Adviser to Serena Canada, Ottawa. 

In the Sympto-Thermal Methods of natural faJDily planning, several cyclical 
signs and symptoms are combined with the variations in waking temperature 
to help define the maximum fertility phase and infertile phases, so the couples 
may modify their sexual behavior according to their goal: either to plan a 
conception or avoid conception. Before we describe the sympto-thermal meth
ods at length, I will review two other methods which have had influence on 
them. 

The Rhythm, or Calendar Method 
Toward the end of the 19th century, it was believed that women were fertile 

during and just after the menstrual period. Around 1910, a few articles were 
published in German, affirming the infertility of the last part of the cycle. 
Around 1930, the relationship between ovulation and the subsequent men
struation was confirmed by Oginol in Japan, based on observations of the 
ovary during surgical operations, and by Knaus2 in Austria, based on research 
on uterine contractions. 

Smulders3 in Holland soon applied Ogino's findings in a practical rule for 
family planning by periodic abstinence. The rule was based on two 
probabilities: 
-A coming cycle has a high probability of fitting into the range of lengths of 

the 12 preceding cycles. 
-In a high proportion of cycles, ovulation takes place betwee'1 the 16th and 
the 12th day before the next menstrual period. 

The steps are: 
1. Find the exact length of the last 12 cycles, counting the 1st day of the 

menstrual period as the first day of the cycle and the eve of the following 
menstrual period as the last day of the cycle. 
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2. Find the longest and the shortest of these cycles. 
3. Subtract 19 from the shortest to find the last day of the early infertile 

period. 
4. Subtract 10 from the longest to find the first ,day of the late infertile period. 
See Table l. 

The basic Ogino-Smulders rule has been modified by many authors who 
have added or subtracted days a.t one end or the other of the estimated fertile 
period. Marsha1l4 has published a review of them. 

The Rhythm method was evaluated in 1951 by Tietze, Poliakoffand Rock5 

who found 14 unplanned pregnancies/lOa woman-years. In 1968, J aramillo
Gomez and London06 in Colombia, found an overall unplanned pregnancy 
rate of 47 per 100 woman years. Since the method is based on the probability 
of ovulation as extrapolated from previous experience, exceptionally early or 
late ovulations may result in unexpected pregnancies. Also, the formula 
applied to irregular cycles calls for long periods of abstinence. The calendar 
method alone is still pr~ctised but no longer recommended. Methods based 
on observation of the current cycle offer more effectiveness and more personal 
satisfaction. 

TABLE 1. 

Ogino-Smulders Rule 

Skartest 
cyCle I 1 2 3 4 5 6 7 8 910 112131415 11617181920212223242526 I 
=26 days 

Longest 
cycle 
=32 days 

Future 

cycle 

11 2 3 4 5 6 

12345 6 

EARLY 
INFERTILE-

PERIOD 
Shortest cycle 

-19 

19 81716 514131211 1109 8 765 432 1 

sperm ovulation 

probable fertility 

, 
7'8 910111213 lu 1516 11718192021 

I 

I 
19 1817 16 11514131211 

I 
I 

ovulation 
I 

sperm , 
probable fertility 

I 

718 

I 
I 
I 

/2223242526272829303132J 

I 
I 
I 
I 

109 8 765 4 3 2 1 

I • POSSIBLE FERTILITY .. 
LATE 

INFERTILE 
PERIOD 

Longest cycle 
-10 
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The T-emperatu..re Method 
Ov~ one c~nlury ago, Squire and Jacobi8 had noticed a change in basal 

body temperature during the menstrual cycle; in 1908 Van de Velde9 suggested 
it could be relat@d>~o ovulation. Subsequently, many researchers worked on 

. the correlation bet~een basal temperature and various events of the menstrual 
cycle. Good review) , of this r<::search have been made by Hartman lO and 
Vollmanll • In 1947, Fefin '2 in Belgium and Fallon '3 in the United States of 
America applied that kn~ledge in practical rules for family planning. Char
tier,'\ HoIt''', Doring 16, Van der Stappenl7

, Geller '8•'9, and Marsha1l20 have 
also published similar applicati~ns of the same principle. Most of those authors 
described mucorrhea, abdominal pain and spotting as possible cycle events. 

, Yet, the temperature graphs and 'abstinence rules seem to show that cyclical 
' symptoms had little importance. 

Effectiveness studies on the temperature method were published in 1967 by 
Bartzen21 , Vincene2 and Doring23, in 1968 by Marsha1l24 and in 1973 by Guy 
and Guy25. Only Marshall's study was prospective. Effectiveness rates are 
shown in Table 2. 

The temperature method signals retrospectively that ovulation occurred in 
the current cycle. Compared to the calendar-rpythm method, in which the 
couples speculate when ovulation is supposed to happen and abstain a long 
time to cover all possibilities, the temperature method signals that ovulation 
has really happened. This prevents meaningless abstinence after real ovulation 
and gives also the satisfaction of knowing what is going on if there are 

.., 
.~ 
u .., 
0.. 
'" e 
~ 

Authors Date 

Bartzen 1967 

Vincent 1967 

Doring 1967 

Guy and Guy 
1974 

Marshall 1968 

TABLE 2 

Temperature Method Effectiveness Studies 

- Number of 
Number of Months(m) or 

Intercourse Couples Cycles(c) 

296 4,824 m. 

Post-ovulatory Not 
only specified 17,496 m. 
Pre- and post- Not 
ovulatory specified 8,136 m. 

Post-ovulatory 
only 307 11,352 c. 
Pre- and post-
ovulatory 689 48,214 c. 

1,491 16,735 c. 

Post-ovulatory 
only 321 4,749 c. 
Pre- and post-
ovulatory 255 3,545 c. 
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Overall Method 
Failure Failure 

19.5 1.5 

4.3 0.1 

13.2 2.6 

0.8 -

3.1 -

8.03 -

6.6 1.2 
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variations in the cycles. Compared to the sympto-thermal method, the couples 
who use the temperature method alone are more liable to mistakes if accidental 
factors affect body temperature, because no double-check is possible. 

The Sympto- Thermal Test 
Observing temperature and symptoms, making a graph, trying to find if 

there is ovulation and even identifying the phase of maximum fertility and the 
infertile phases is not yet family planning. It is the sympto-thermal test, that 
can be used for self-awareness or diagnostic purposes. Later, when we shall 
consider the adaptation of the couple's sexual behavior to what is observed, 
then we will discuss the sympto-thermal method ofNFP. We will now review 
what to observe for the sympto-thermal test, and the significance of these 
observations. 

Temperature 
There are a few conditions which may affect the validity of the temperature 

graph. 

The thermometer 
Besides the accuracy of the thermometer, attention must be paid to its scale. 

Good results are reported from groups using a clinicaIJhermometer (usually 
scaled to 0.2°F or 0.1 °C). However "ovulation" or "basal" thermometers 
make things easier because they have wider spaces between lines. Some can 
be read to 0.1 of. All of them retain their reading until shaken, so reading can 
be delayed until a later time of the day, for example at bedtime when 
summarizing the whole day's symptoms of the fertile period. 

Electronic thermometers (available -from: The Human Life Center, St. 
John's University, Collegeville, MN 56321, U.S.A.) have appeared recently. 
They are still very expensive and quite big but experimentation presently 
going on will soon show how reliable and useful they are. They must be read 
immediately. 

The time 
Since there is a circadian temperature cycle, it is preferable to take' the 

temperature at about the same time each day. When the temperature is taken 
more than 1 hour later or earlier than usual, the time must be written beside 
the temperature, so that a variation due tp that factor will be detected. Also 
a plane trip to a place many hours distant can affect the graph for a few days 
until the biological clock has adapted. . 

The means 
The temperature can be taken orally, vaginally or rectally. Some hold that 

only rectal temperature is valid, but research has demonstrated that oral 
temperature can be reliable, if one excepts individual women with respiratory 
problems. 

The duration , 
The length of time during which the temperature must be taken varies with 

the thermometer and the place. Generally, "ovulation" or "basal" thermom-
, ~ 

;-. 
63 



e'ters need 5 minutes. They contain more mercury and take more time to reach 
~tabilit~ than the others. Also, more time may be required if the temperature 
is taken orally. Electronic thermometers give a reading in 10-20 seconds. 

' R~ , 
Real basal temperature is not needed for sympto-thermal purposes. A full 

night's rest is desirable, but the ordinary disturbances of a mother of young 
children don't significantlx disrupt the gr~ph. if she takes her temperature on 
awakening before getting out of bed, after at least one hour's full rest. 26

•
27 The 

goal is to obtain comparable, temperatures from day to day, eliminating 
accidental factors. Late parties,' lack of sleep from nervousness, hours spent 
with a sick child should be noted hecause they will probably have an influence 

. on the following morning temperature. 

The graph scale 
An appropriate graph scale complements a good thermometer scale in 

achieving accuracy. It is also an acceptability factor because it will facilitate 
interpretation (See figure I). 

Noting departures from routine 
Besides variations in time for temperature taking, and lack of rest, other 

departures from routine should be noted on the graph, such as infections, 
travel, strong emotions, medication. With experience, the woman learns what 
may influence her morning temperature. 

Waking temperature graph interpretation 
If daily waking temperatures, taken under normal comparable conditions, 

are plotted on suitable graph paper, they will show first, a lower post-menstrual 
segment, then an ascending segment and finally a higher plateau. It is widely 
recognized that the higher plateau is a sign of progesterone activity, hence is 
usually a retrospective -sign of ovulation. 

Cases of ovulation without a temperature shift2s
,29,3o and of temperature shift 

without ovulation31 have been reported; most come from infertility clinics; 
others seem not to satisfy the strictest quality criteria for a valid graph. Often 
the authors wh~ have reported these cases recognize their exceptional inci
dence. Generally speaking, a shift and a higher plateau in a temperature graph 
signal that there has been an ovulation. What is the time relationship between 
these events and ovulation? Keeping in mind that different authors may have 
a slightly different definition of the shift and also that all tests for ovulation, 
being indirect, have a margin of inaccuracy, ovulation seems to happen 
between the 6th day before the shift and the second day of the higher 
plateau32

,33, Natural and artificial inseminations have been successful between 
the 9th day before the shift and the second high temperature34

,35,36 although 
there is a concentration of cases between the fourth day before the shift and 
the first day after. In conclusion, the temperature graph does not help to 
predict nor to detect fertility but it can help define post-ovulatory infertility. 
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Signs and Symptoms 
Then7are ma.ny signs and symptoms which are cyclically repeated and may 

'. help th~trained\and attentive woman to recognise the different phases of her 
menstrual cycle. ". 

Cervical mucus "-
The most consta.nt and reliable cyclical sign is cervical mucus as it flows 

through the vulva when estrogen is not antagonized by progesterone. 
The mucus method37 describes the variations in greater detail but I will 

give here only the commonest pattern: After menstruation, there are usually 
a few days called "dry days", wPen the woman can neither feel not see any 
mucus. Subsequently, she can feet some moistness or stickiness and/or see 
some opaque, thick mucus. That is the transitional mucus. The following few 
days, the mucus will be more and more transparent, fluid, stretchy and will 
give a sensation of wetness and lubrication.The last of those days is called 
"Peak day". Then mucus will either disappear from one day to the next or 
resume its transitional characteristics before disappearing. A new series of 
"dry days" will then follow until the eve of the next menstruation. Transitional 
mucus often reappears on the last one or two days of the cycle. 

To report cervical mucus observations on a graph, the woman may be asked 
to describe it in her own words37

,38 or to assign what she has felt or seen to 
certain predetermined categories in a curve form39

, or to use a letter code40
,41 

or a color code37 (See figure 2). 
Research has shown that the more fluid, "stretchable", transparent, lubri

cative mucus is dependent on estrogen which is not antagonized by proges
terone, that it is the most favourable to spermatozoa42

,43. The Peak mucus 
symptom is closely related to ovulation44

,45.46. What remains to be determined 
is the degree offertility oftransitional mucus days, as well as the fertility of the 
minority of women who do not follow the classical pattern. 

Cervix signs , 
Keefe has demonstrated in 196241 that cervix examination done daily by the 

woman herself reveals day to day changes which correspond to the phases of 
the menstrual cycle. Cervix self palpation is offered as a complement by a 
growing number of teachers of the sympto- thermal method, either routinely 
or in special cases. During the post-menstrual phase, the cervix is increasingly 
high, soft, open, straight and flowing with mucus. These changes are rather 
slow and extend over several days. They correspond to mucus awareness days. 
Then, in a few days, the cervix becomes lower, harder, drier; it closes and lies 
against the vaginal wall. It remains in that state until the end of the cycle. 

Cervix self-palpation can be done in a standing; sitting or squatting position. 
Careful hand and nail cleaning is recommended. Also it is preferable to choose 
the same time of the day (morning or bed time) to minimize the effect of 
gravity on the positi~n of the abdominal contents, especially the uterus. Here 
again, one looks for comparable conditions from one day to the next. 

Some women report all the above-mentioned changes, some find only a few 
ofthem48

• More research is needed on that series of cycle signs. 
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Abdominal discomfort 
Some~bdominal pain is observed by certain women before or during the 

temperature shiftJrom the low to the high level. It may be diffuse or localized, 
mid-line or later-a1; it may last seconds or hours; it may be spontaneous or 
brought on by exeroi~e or a sudden movement. There are many hypotheses 
about what causes it.·If it is called "ovulation pain", one should understand 
"ovulation phase pain", since it may precede or follow ovulation lO

• 

Breast tenderness 
Women report quite often some breast tenderness during the temperature 

shift or the high plateau. It would represent sensitivity to progesterone. 

Spotting 
4 few women regularly have blood-tinged mucus preceding the temperature 

shift. It is attributed to a slight degree of endometrium deterioration following 
the post-ovulatory dip in the estrogen curve. B~fore spotting is considered as 
a menstrua~ cycle sign, pathological causes should be eliminated. 

Various Symptoms and Signs 
Some women (or people who live with them) notice certain repeated changes 

which accompany certain phases of the cycle. These may be psychological 
moods, like depression, euphoria, irritability, special creativity, differences in 
libido, etc. They may be changes to the skin, hair, eyes, smell, appetite, etc. 
With experience in self-observation, some women discover that some health 
problems they 'have now and then seem to be cycle-dependent: migraine, 
pruritus, abdominal bloating, allergies, respiratory or vascular troubles, etc. 

Interpretation oj the Symptom~ and Signs 
When, during the days immediately following the menstruation, an expe

rienced and attentive woman considers she is "dry", it is an infertility 
symptom. When she feels "no longer dry", it is a sign that the growing level 
of estrogens is starting-to influence the cervical mucus. When she feels wet 
and lubricated and finds transparent, thready, flowing mucus, she knows 
ovulation is likely to occur soon and recognizes her maximum fertility phase. 
If she practices self-palpation, she may find that her cervix is high, soft, open 
and straight, and will consider this as an additional fertility sign. Similarly, if 
she experiences abdominal pain, spotting or some personal symptom especially 
attached to this phase. Later, she feels dry again, may have breast tenderness 
and other changes. If she examines her cervix, she finds it is lower, harder, 
more closed and lying against the vaginal wall. She recognizes these as 
progesterone activity signs and soon, as infertility signs. This is the sequence 
of the classical normal cycles. However, there are periods of life when surges 
in estrogens. are not always followed by ovulation. Mucus and (or cervix 
fertility signs can start and su'bside for a while before reappearing again once 
or a few times, as in long cycles, premenopause, and post-partum. Therefore 
one must not take for granted that the disappearance of estrogenic signs 
always signals the occurence of ovulation unless they are followed by known 
progesterone activity signs. 
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The Sympto-Thennal Method 
One can refer to the sympto~thermal method of NFP when fertility aware

ness derived from symptoms and temperature observation becomes a reference '. 
for coitus timing, in order to help the couple conceive their children when they 
are ready. This can happen in two different circumstances: to enhance con~ 
ception c,hances in a given cycle or to avoid conception. 

The Sympto- Thermal Method for Conception 
Fertility knowledge and awareness derived from sympto-thermal experience 

can help couples to enhance their chances of conceiving during a given cycle. 
The couple make sure they have coitus on those days when wetness and the 
lubrication sensation peaks. The couple may also abstain from intercourse the 
last few days before that peak to let the sperm concentrate. The cycle day 
number is of little use for fine prediction purposes, but previous experience 
with transitional mucus and cervical changes is helpful. Hit is really ovulatory 
mucus, the temperature will soon confirm it. Also, it will provide early 
pregnancy diagnosis, if the higher plateau extends over 20 days. Moreover, 
knowing when conception happened prevents induced labor of a premature 
child due to our current obstetrical practices. This is especially true for women 
who have very irregular cycles or have just discontinue_d oral contraceptives, 
because ovulation often occurs much later than the classical two weeks after 
the menstrual period. 

Among the clients of infertility clinics some couples are really infertile while 
in others the lifespan of gametes is short and these sub-fertile couples will 
conceive only if coitus happens during the few hours when the conditions are 
the most favourable. Fertility signs and symptoms should be stressed; they 
have not only a diagnostic value for the doctor but may help the couple reach 
their goal. This is why the sympto-thermal graph is so much more useful for 
them than the BBT graph alone which gives only retrospective confirmation 
of ovulation, when it is too late to fertilize the egg. Couples should be _ 
encouraged to observe their fertility and infertility signs when they start 
planning a pregnancy. Whltn months have elapsed without success, the 
psychological context will be much less favourable because offailure and guilt 
feelings and aggressive reactions which are common in these circumstances. 

The Sympto-Thennal Methodfor Conception Prevention 
When a couple are not ready to plan a pregnancy they may abstain from 

intercourse during the fertile period of the cycle, as revealed by the sympto~ 
thermal test. 

It is selective abstinence which is the essence of the sympto-thermal method. 
The couple have to restrict intercourse to the infertile periods of the menstrual 
cycle and need rules to detect their limits on a day-to-day basis. 

Many teachers and teaching groups all around the world have developed 
their own empirical sets of rules along with their own graphs and instructions 
in the '50's and the '60's, at a time when there was no organized international 
liaison. This explains the diversity of details in existing methodologies for the 
sympto-thermal method of conception prevention. 
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l?here -a-re two)nfertile periods in the menstrual cycle: the preovulatory and 
the post-:pvulatoI'Y·. The latter is easier to assess. I shall describe it first . 

.. , 
T..he post-ovulatory infirtil~ period . 

The post-ovulatory, infertile period is also called "premenstrual period", 
"absolute infertile per16d" and "late infertile period". The point is to find a 
rule for determining the beginning of that phase, a rule easy to apply for the 
ordinary couples and which would cover the usual range of individual varia-
tions in BBT shifts and symptom patterns. . ' 

For the temperature COmPOneRt in defining the late infertile period there is 
general agreement on a minimum Of three days of higher plateau temperatures 
~nder normal conditions. There are still variations in defining the beginning 
of the plateau: some use a coverline,26 some calculate the mean temperature 
from the preceding cycle II and'some look for a minimum temperature shift27.41.38. 

The sympto'm component of the late infertile period refers mostly to cervical 
mucus, spotting and cervical signs. The influence may be restricted to cases 
of evident discordance from temperature without a definite rule50. It may be 
reflected in the rules of interpretation, more or less strictly26.51. The restrictive 
rules call for the third day of higher temperature10r the fourth day after the 
Peak mucus day, whichever is the latest27.49.52, those who teach cervix self-palpation 
ask for confirmation from cervical signs als041.47.51. In the majority of cases, the 
correlation is good among infertility signs. The exceptional cases when it is 
not may be an indication, if recording techniques are satisfactory, of individual 
threshold variability of hormone target-organs (temperature control center, 
uterus and cervix, cervical crypts, etc.). 

The pre-ovulatory infertile period 
The pre-ovulatory infertile period is also called the "early infertile period", 

the "relatively infertile period"26, or the "post-menstrual infertile period""·sl, 
although it includes the menstruation. In the beginning of a cycle, a minimum 
of time is necessary to develop a follicle and an egg before ovulation is possible. 
If the bleeding is a real menstrual period, as confirmed by a biphasic temper
ature graph in the preceding cycle, and not breakthrough bleeding, there IlUl{lt 
be an early infertile period. The end of that period is dependent on the 
predictability of the current cycle's ovulation and on the individual man's 
sperm survival in the individual woman's genital tract. 

Again there is a variety of empirical rules in use to define the length of the 
early infertile period. The waking temperature of a current cycle has nothing 
to do with the predictaqility of ovulation: there is no temperature component 
in the definition of that phase. There are a few mathematical rules: some teach 
that the first six days of the cycle are infertile, provided it starts with a real 
menstrual periods, ; many teach a modified first part .of Ogino's rule: the 
shortest cycle among the last 9 to 12, minus 20, 21 or 22, the answer being the 
last early infertile dayso.41. There is the mucus rule, borrowed from the 
instructions for the "Ovulation Method".37 In the post-menstrual phase, 
intercourse is restricted to the night of a dry day, with abstinence the following 
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day and night2?,37,49,52. There is also the combined calculation-symptom rule, 
which uses a variant of Ogino's rule as described earlier and considers the 
infertile period has ended if there is any sign ofmucus.26 

Effectiveness 
The effectiveness or'the sympto-thermal method depends on the accuracy 

of the sympto-thermal test and on the couple's adaptation to periodic absti
nence. We have reviewed many details which affect the sympto-thermal test 
accuracy. The quality of teaching is also an effectiveness factor. If the couple 
have to acquire knowledge and develop expertise in making and interpreting 
their graph, teaching should be progressive. The first contact will focus on 
essential points so that the couple may start using the method, complementary 
comments will be kept for follow-up meetings. Consulting facilities will enable 
the couple to receive help whenever difficulties or questions arise, before 
mistakes or discouragement result in coitus during fertile time, with a subse
quent pregnancy. 

Psycho-sexual adjustment to periodic abstinence is an effectiveness factor 
because the rules will likely be broken if one or both of the spouses deeply 
resent the decision, especially if the negative feelings are not clearly expressed. 

Assessment of a natural method's effectiveness is especially difficult. Because 
making a graph reflects only the test and it is selective abstinence which is 
specific to the method, it is sometimes not easy to qualify couples' behavior in 
terms of use or non-use of the method, if they break the rules without really 
focusing on the maximal fertility period. Should a resulting pregnancy be 
classifie.d as planned, wished, wanted or unplanned, unwished, unwanted, 
accidental, a failure? 

Table 3 shows a few results ·from presently available studies on the 
sympto-thermal method, calculated according to Pearl's formula (pregnancies 
per 100 woman-years). Roetzer's51 couples, using the first 6 days of the cycle, 
and resuming intercourse after three high temperature days without fertile
type mucus, have a 0.8 total unplanned pregnancy rate and a method-failure 
rate ofO. 

Rice and Lanctot53,54 used a five-country, three-language sample of couples 
with a rather permissive post-ovlliatory infertility rule and calculations in the 
pre-ovulatory infertile phase. They come to an overall unplanned pregnancy 
rate of 7.5/100 woman-years and a method failure .rate of 0.9. An interesting 
distinction comes out when the couples are divided according to their intention 
not to have any more children (limiters) or to delay the conception of a child 
they wish to have in the future (spacers). Th~ limiters have a 4.1 unplanned 
pregnancy rate, while the spacers' rate is 14.8.Johnston, Roberts and Spencer55 
(in a report that has been criticized by Hilgers56

) divided their sympto-thermal 
method clientele into two groups according to their criterion in defining the 
early infertile period. Variant A group used calendar calculations and had an 
8.6 overall unplanned pregnancy rate and a 1.9 method'failure rate. Variant 
B Group used the mucus criterion and had a 15.0 overall unplanned pregnancy 
rate and a 3.7 method-failure rate. In this study a subgroup oCcouples using 
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TABLE 3 

Sympto- Thermal Method Effectiveness 

Unplanned Pregnancy Rate 
(Pearl)/lOO Woman-Years 

" Months(m) or Method 
Authors Date lntercou:',;e No. Couples Cycles(c) Overall Failure 

Post and Pre-
menstrual 

Roetzei'i 1978 days , 491 17,026 c. 0.8 0 

Total 
, 

"-
sample-post 
and 

Rice, Lanctot53 premenstrual 21,736c. 
1978 days 1022 20,573 m. 7.5 0.9 

Spacers 
only-post 

Rice, Lanctot and 
Garcia- premenstrual 
Devesa;41979 days 369 6,556m. 14.8 

Limiters 
only-post 
and 
premenstrual 
days 637 13,653 m. 4.1 

Johnston, Rob- Calculations 
erts, Spencer55 for early infer-
1978 tile period 192 episodes 3,198 c. 8.6 1.9 

Early dry 
period 268 episodes 4,595 c. 15.9 3.7 

Post-
ovulatory use 
only 121 episodes 1,402 c. 3.4 

the post-ovulatory infertile-period-only had an overall unplanned pregnancy 
rate of3.4/100 woman-years. 

Acceptability 
Anything that calls for an effort can become positive if the rewards are 

satisfying enough. The attention and care required for observing and charting 
can be compensated by the method's effectiveness and harmlessness. It is also 
very gratifying for a woman to discover her ability to detect and interpret 
cyclical body changes she was formerly unaware of. Feelings of self-esteem 
and autonomy are elicited when she is able to understand what is going on if 
any irregularity eventually happens in her cycles.57 

What about specific acceptability of the sympto-thermal method as a 
multi-parameter method as compared to a single-parameter method? In a 

72 



multi-paramater method there is more to teach, more to observe, more to 
graph; this may be viewed as a burden, or as more areas of awareness-and
control. Attention is divided among many signs to observe and interpret; this 
may be viewed as useless dispersion or as reinforcement. In those rare cases 
of non-correlation among the various signs, i,t may be viewed as a source or 
confusion or as a red light to point out that the situation should be checked. 
Psycho-sexual adjustment to periodic abstinence will be influenced by the 
length of possibly fertile periods , the prevailing opinions in society, previous 
experience in family planning, the stage in marital adjustment, the teacher's 
attitudes towards natural methods and towards couples. Finally it will depend 
on the couple's ability to feel and express love, tenderness, caring without 
coitus as ~ell as through coitus . Periodic abstinence calls for communication 
in the couple because it implies repeated joint decisions. Abstinence that 
would be imposed one on the other would be perceived as control and would 
bring about resentment and aggressivity. If feelings are freely expressed and 
warmly r~eived, there is a sense of closeness which is deeply satisfying. 

It is part of the teacher's responsibility not only to teach the test but also to 
help the couples with their attitudes towards periodic abstinence. If the 
natural methods imply shared knowledge and shared awareness for joint 
decisions, care must be taken to involve the man from the beginning. Many 
teaching groups have found that it was best to teach as a couple. There is an 
identification process at work which is used in many other self-help groups.58 

Conclusion 
The sympto-thermal method is one of the major natural methods in use in 

many countries. If well taught, well understood and well followed, it can be 
highly effective. Satisfaction in self-awareness can outweigh the effort necessary 
to observe and chart temperature and cyclical symptoms. Periodic abstinence 
by couples using the sympto-thermal method to avoid conception requires and 
encourag~s communication. Fertility' awareness through the sympto-thermal 
tes,t can also be used to enhance the chances of conception in ,a given cycle. 
Therefore, it is, in the fullest possible sense, a Family Planning Method. 
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DISCUSSION-'SESSION 3 

Chairman-Dr. O'Dwyer-Well, we are indebted to Dr Parenteau-Carreau for a most lucid 
exposition of the sympto-thermal method ofNFP. As the Minister said this morning, this is a 
scientific Seminar and, though it may be that we have some emotional overlay, I think that in 
our questions we should try to be scientific.' 

Question--Do you require taking temperatures during menstruation and how do you suggest 
that the temperature shift be identified? Is it necessary to standardise the technique for 
identifying the temperature shift? 

Dr Carreau-We do not insist on having temperatures for the first four or five days of the 
cycle. However, if the period is usually long then it is best to start taking temperature on day 
five. The Serena sympto-thermal method is only one application. We put a cover-line just above 
the highest normal temperature of the low temperature level and count three normal days above 
that line to identify the post-ovulatory infertile phase. Even if I would personally like standar
disation, in my opinion the differences between different sympto-thermal groups are rather 
small. Those who do not use the cover-line but just count three temperatures higher than the 
preceding six temperatures will usually end up with about the same day as the beginning of the 
absolute infertile period. However, we do think that some form of double check rule such as the 
fourth day after the peak mucus symptom or the third day of the higher temperature, whichever 
comes last, should be applied in all sympto-thermal programmes for greater effectiveness. 

Question--How acceptable is cervical palpation? 

Dr. Carreau-I think this is a delicate matter and it's not acceptable to every woman not only 
for cultural but for individual reasons. When difficult NFP cases occur one can offer cervical 
palpation as a complement. However, the teaching must be very delicate in this matter. I agree 
that there is an acceptability factor. Nevertheless, many of those women who have tried cervical 
palpation tell me that it provides valuable information and can be very rewarding. 

Question--Do people combine NFP with barrier methods and does this interfere with the 
identification of the fertile period? 

Dr. Carreau-It is a fact that when some people who are barrier method users hear about 
fertility awareness they say "That sounds interesting" and try it. Such people may modify their 
form of behaviour by not using the barrier method all of the time. There are many couples who 

, will continue using barrier methods during the fertile' period with the associated risks; for 
example, the condom breaking. Some other couples will abstain during the fertile period but 
will use condoms during the early infertile or transitional period. Certainly those who use 
spermicidal foams or the diaphragm with a cream or jelly may have some problem in identifying 
the mucus symptom. 

Question-You said that the calendar method was obsolete but you also said that calendar 
calculations were sometimes used to identify the pre-ovulatory infertile period. 

" , 
Dr. Carreau--Some people still like to use calendar calculations to have an estimation of the 

very early infertile period. But more and more this is checked against direct signs of infertility 
such as dryness at the vulva. During the learning phase of the sYqJpto-thermal method, before 
one has mastered the identification of the beginning of the fertil~ period, the use of calendar 
calculations allows for some intercourse early in the cycle. _ "', 

Question--Could you explain further your statement that NFP can causl; tension in the couple 
which in turn can result perhaps in unplanned pregnancies? • ~ 
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Dr. Garreau-I mentioned that if the couple feel uneasy 'about NFP and abstinence, tensions 
may exist, esp--ecially if the choice is enforced by one member of the couple. I can give you an 
examp~ofthis.lfthe woman wants NEP, and the man doesn't, there is certainly going to be 
a problem when the woman insists on abstinence during the fertile period. During the fertile 
period she is put -in a bad position of having to say no and frequently feels guilty about that. 

. Since this is not a joint decision, one night she may feel guilty enough not to say no and thus 
get pregnant. This carr.Jrequently happen at the limits between the fertile and the infertile 
periods. Whether the resulting pregnancy is '!Van ted or unwanted, wished or not wished, is 

. quite difficult to determine,'b.ut the couple will break the rules if the adoption of NFP has not 
been a join\ .decision. Those' involved in teaching NFP are responsible for preparing the 
conditions that are most favourable for ajoint decision. Ifwe teach only the woman she comes 
home feeling she is the "police ofthC,conjugal bed"as I have heard it called. Women don't like 
to feel this way. If we teach the couRle, and both receive the information, both can jointly 
decide and can jointly reinforce decisions in this regard. Decisions, especially those imposed by 
the woman, are felt by the man as "she wants to control me". No partner likes to be controlled 
QY the other one. ' 

Question--Could you tell me the effect ofinfection on the sympto-thermal method under use? 

Dr. Garreau-I will just mention that an infection that the woman is not aware of can give a 
false interpretation of the rise ofBBT. If you have a cold which you are aware of and you find 
that on the fourth day of the cycle your temperature is elevated you surely will not take that as 
a sign of ovulation. However, when you are ill it may be difficult to determine when infertility 
begins and that is when the symptom graphs are particularly useful. With the sympto-thermal 
method you are not a victim ofyol,lr infections if you have them during the fertile period because 
you still have the other symptoms to go by. With, for example, a vaginal infection you may be 
confused about your mucus symptom but then you would rely on your temperature to identify 
the end of the fertile period. 
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Introduction " , 
In this report, a description of the ovulation'method (OM) of natural family 

planning is followed by ali account of the teaching phase of a prospective 
multicentre trial, conducted under the auspices of the WHO Special Pro
gramme of Research in Human Reproduction and d'e~igned to obtain infor
mation on various aspects of the method. Finally, other studies of the OM are 
reviewed briefly, ' 
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A. Characteristics of the Ovulation Method ' '. 
(i) -...c,' Description of the cervical mucus symptom 

The ovula'tion .method of natural family planning is based on observation 
by the woman of a sequence of changes in the quality and quantity of cervical 
mucus, which have been shown to correlate with the hormonal changes 
occurring during the peri-ovulatory period (,-4), In a typical normal cycle, the 
days of menstruation are ·followed by a variable number of days when no 
secretion is discernible (by sensation or on tissue during ordinary visits to the 
toilet but not by internal vaginal examination), and these are termed "dry 
days", The onset of the mucus syn:ptom which occurs about six days prior to 
the estimated day of ovulation ("~Hs characterised by the presence of thick, 
cloudy secretion, which over several days becomes thinner, clearer and devel
ops stretchiness and lubricative properties resembling raw egg-white. The 
accompanying sensation is one of wetness. The secretion then changes its 
character abruptly, to become sticky or tacky, and,either disappears or persists 
in that form until the next menses, The last day on which the mucus has the 
characteristic resembling raw egg-white, or the wet, slippery sensation is felt, 
is termed the "peak" day, and is closely correlated with the estimated day of 
ovulation (,.4), 

A recent study has demonstrated that these subjective symptoms are also 
correlated with objective characteristics of the endocervical mucus, such as 
ferning and channel formation5

• 

(ii) Rules of the OM 
The commencement of the cervical mucus symptom enables a woman to 

recognise the onset of the fertile p.eriod, while the peak day provides a marker 
for ovulation from which the end of the fertile period may be calculated. When 
it is desired to use the observation of the fertile period for fertility regulation, 
certain rules have been formulated, which constitute the OM6

• The major 
rules may be summarised as follows: the couple is instructed to abstain from 
intercourse during the days of menstruation, as the fertile period may com
mence during those days in short cycles. During the dry d~ys after menstrua
tion, intercourse is confined to alternate days in order to minimise difficulty 
in recognizing the onset of mucus because of the presence of seminal fluid. 
Abstinence is then recommended during the days of the mucus symptom until 
the fourth day after the peak, in order to allow for variations in the day of 
ovulation and in sperm and ovum survival. The days until the end of the cycle 
are available for intercourse without restriction unless there is a recurrence of 
the indications offertility. 

(iii) Symptom recording 
The recording of symptoms can be facilitated by the use of appropriate 

charts, to which coloured stamps may be fixed . Thus, red stamps are applied 
during the days of the menses, green stamps during the pre-ovulatory dry 
days, and white stamps bearing the figure of a baby during the fertile period. 
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The day of the peak is marked, and green stamps are used from the fourth day 
after the peak onwar:ds, in the absence of a recurrence of fertile-type mucus. 
Detailed descriptions of the rules, methods of recording, special circumstances 
and variations are available 6. 

B. The Prospective Multicentred Trial 

In 1975, there was very little objective data on the ability of women to detect 
the signs and symptoms of the fertile period, and on the effectiveness of the 
ovulation method for the regulation of fertility. The World Health Organiza
tion Task Force on Methods for the Determination of the Fertile Period, 
Special Programme of Research, Development and Research Training in 
Human Reproduction, therefore initiated a multicentre clinical evaluation of 
the ovulation method. 

(i) Objectives of the study , 
The study, which began in August 1976, was designed primarily to deter

mine the percentage of women who are capable of recognizing the changes in 
cervical mucus during the menstrual cycle and the use-effectiveness of this 
approach to family planning. Secondary objectives included the identification 
of social and medical factors that affect the ability of women to identify the 
mucus changes and the cotrelation of the woman's subjective assessment of 
her ovulatory status with an objective parameter of ovulation, namely proges
terone levels. During 1979 the study was completed. 

(ii) The Centres 
In order to enable a cross-cultural assessment to be made, centres with prior 

experience of the ovulation method, and with qualified teachers, were invited 
to participate. The five centres were in Auckland (New Zealand), Bangalore 
(India), Dublin (Ireland), Manila (Philippines) and San Miguel (El Salva
dor). A principal investigator and a principal teacher were designated in each 
centre; with administrative and supervisory responsibilities. They in turn 
chose a number of sub-centres and selected a number of teachers who assisted 
in recruitment of subjects, and who had primary responsibility for teaching 
and completing the follow-up forms for th"e study. 

The individual centres enlisted from 2 to 12 sub-centres and appointed from 
3 to 39 teachers. In Auckland volunteers were recruited from predominantly 
urban areas and in San Miguel from predominantly rural areas. In Bangalore, 
Dublin and Manila, volunteers were recruited from both urban and rural 
areas. 

(iii) Design of the study 
The study was divided into two phases-teaching and effectiveness. In 

general, following the initial instruction, the first' three completed cycles 
constituted the teaching phase. Subjects enrolled in the effectiveness phase 
were followed for 13 additional cycles. Data obtained from the teaching phase 
was used to answer questions relating to the ability of women to recognize 

81 



~ 

CENTRE 

AUCKLAND 
(121) 
BAN GALORE 
(205) 
DUBLIN 
(234) 
MANILA 
(146) 

SANMIGUEL 
(161 ) 

TOTAL* 
(867) 

*Missing observations: 3. 

Literate 
Illiterate Self taught 

38 (18.5) 5 (2.4) 

77 (47.8) 20 (12.4) 

115 (13.3) 25 (2.9) 

TABLE I 

Education of Subject 

,No. (% of centre total) 

Less than 6 years 6-12 years 
schooling schooling 

(0.8) 75 (62.0) 

49 (23.9) 90 (43.9) 

2 (0.9) 145 (62.0) 

18 (12.3) 97 (66.4) 

52 (32.3) 11 (6:8) 

122 (14.1) 418 (48.2) 

Technical , 
School University 

29 (24.0) /13 (10.7) , 

" 
7 (3.4) < 15 (7.3) 

60 (25.6) 18 (7.7) 

10 (6.8) 21 (14.4) 

1 (0.6) 

106 (12.2) 68 (7.8) 

,. 

" 

/"V 

, 
" 

t /' 
.' 

Postgraduate 

3 (2.5) 

1 (0.5) 

9 (3.8) 

13 (1.5) 

• __ ~.J 



cervical mucus changes and the correlation of this ability with social and 
medical characteristics. 

(iv) The Teachers 
Advocates of natural family planning methods emphasize the importance 

of quality of teaching in determining the success or failure of the method being 
practised. Objective assessment of the competence of teachers of the ovulation 
method to teach and to record the data required for the present trial has been 
difficult to achieve in every Centre. Each teacher was asked to complete an 
ovulation method questionnaire (devised by Dr. E. L. Billings) which was 
designed to test her knowledge and understanding of the method. The com
pleted questionnaires were sent to the study co-ordinator for individual 
assessment. If the answers showed a problem in knowledge or understanding, 
this was immediately drawn to the attention of the principal investigator 
concerned and corrective action was taken. In the majority of instances, the 
teachers were married women who were themselves using the method and 
had successfully completed the questionnaire. 

(v) The Subjects 
The subject selection criteria for the study were chosen to maximize the 

possibility that qnly ovulating women of proven fertility were recruited. Nine 
hundred and fifty-two women were recruited, but 82 were not admitted to the 
teaching phase because they did not meet all the subject selection criteria. 
Eight hundred and seventy ovulating women with a history of regular men
strual cycles were admitted to the teaching phase (Auckland 122, Bangalore 
205, Dublin 234, Manila 147, and San Miguel 162) and, of these, 741 (85%) 
entered the effectiveness study (Auckland 102, Bangalore 191, Dublin 198, 
Manila 126, and San Miguel124). The overall mean age of the subjects was 
30.1 (range 28.5 in Manila to 31.0 in Dublin) and of partners 34.5 (range 31.5 
in Manila to 36.7 in San Miguel). Of all the subjects, 99% were aged between 
20 and 38 years. Catholics constituted 83% of all subjects: 75% in Auckland, 
55% in Bangalore, 99% in Dublin, 82% in Manila and 99% in San Miguel. 
The largest percentage of subjects of other religions was 32% Hindus in 
Bangalore and 12% Protestants in Auckland. The educational status of 
subjects and their partners is shown in Table 1. 

Sixty-two per cent of the subjects in Auckland and Dublin, 66% in Manila 
and 44% in Bangalore had had 6 to 12 years of schooling, while 92% of those 
in San Miguel had had less than six years. Thirteen per cent of the total were 
illiterate (48% in San Miguel and 19% in Bangalore) while 9% had reached
university or postgraduate educationalleve!s. 

Partners were of a somewhat higher educational level (10% illiterate, 15% 
university or higher). 

There was a wide variation in the frequency with which couples had 
previously used fertility regulating methods: 98% in Auckland, 46% in Ban
galore, 81 % in Dublin, 93% in Manila and 9% in San Miguel. Subjects were 
asked to specify all methods previously used and responses are shown in 
Table 2. 
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TABLE 2 

Experience with Family Planning Methods* 
,/ 

No, (% of Totals) 

TYPE AUCKLAND BANGALORE DUBLIN MANILA SANMIGUEL TOTAL 

(121 ) (205) (234) (146) (1611 (867) 

NONE 2 (1.7) 110 (53.7) 44 (18.8) 11 (7.5) 146' (90.7) 313 (36.1) 

PILL 70 (57.9) 11 (5.4) 65 (27.8) 36 (24.7) , '9 (5.6) 191 (22.0) 

IUD 15 (12.4) 6 (2.9) 12 (5.1) 10 (6.8) 1 (0.6) 44 (5.1) 
00 

""'" 
DIAPHRAGM/CAP 9 (7.4) 6 (2.6) 15 (1.7) 

INJECT ABLES 3 (2.5) 1 (0.7) 2 (1.2) 6 (0.7) 

SPERMICIDES 4 (3.3) 1 (0.5) 3 ( 1.3) 8 (0.9) 

PERIQDlC 
ABSTINENCE 89 (73.6) 34 (16.6) 150 (64.1) 69 (47.3) 5 (3.1) 347 (40.0) 

CONDOM 28 (23.1) 36 (17.6) I 31 (13.2) 51 (34.9) 1 (0.6) 147 (17.0) 

WITHDRAWAL 10 (8.3) 26 (12.7) 19 (8.1 ) 75 (51.4) 130 (15.0) 

OTHER 7 (5.8) 3 ( 1.3) 1 (0.7) 11 (1.3) 

*Multiple methods could be indicated. 
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~ 

CENTRE 

AUCKLAND 
(121 ) 
BANGALORE 
(199) 
DUBLIN 
(232) 
MANILA 
(146) 
SANMIGUEL 
(147) 

TOTAL* 
(845) 

Religious 

50 (41.3) 

110 (55.3) 

96 (41.4) 

33 (22.6) 

55 (37.4) 

344 (40.7) 

TABLE 3 

Subject's Prime Motivationfor using the Ovulation Method 

No. (% of centre total) 

Dissatisfaction or 
anticipated Recommendation of 

dissatisfaction with other other ovulation 
methods method user 

37 (30.6) 3 (2.5) 

34 (17.1) 43 (21.6) 

75 (32.3) 30 (12.9) 

47 (32.2) 46 (31.5) 

8 (5.4) 13 (8.8) 

201 (23.8) 135 (16.0) 

Other methods 
contraindicated in 
subject or partner Other 

2 (1.7) 29 (24.0) 

I (0.5) II (5.5) 

6 (2.6) 25 (10.8) 

3 (2.0) 17 (11.6) 

14 (9.5) 57 (38.8) 

26 (3 .1) 139 (16.4) 

/-----------------------------------------------------------------------------------------
*Missing Observations: 25. 
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About 36% -oftpe women had never previously used any method offertility 
.. _. regulatioll; 40% haCl had experience with periodic abstinence, 15% with 

withdrawal, 1-7% with the condom, 22% with oral contraceptives and 5% 
with IUD. \ 

table 3 shows by centre the percentage of subjects for wh6m the indicated 
reason was their prime motivation for using the ovulation method. Forty per 
cent of couples indicated "religious reasons" as their prime ~otivation for 

- using the ovulation method:. "Dissatisfaction or anticipated dissatisfaction 
with other methods" and "recommendation of an ovulation method user" 
were the prime motivations in 23%,~nd 16%. of the subjects respectively. 

( vi) Results 
Fifteen per cent (129) of all the women who entered the teaching phase 

(870) discontinued before entry to the effectiveness phase (Auckland 16%, 

CENTRE 

AUCKLAND 
NI = 122 
N2 = 119 
N3 = 115 

BAN GALORE 
NI = 205 
N2 = 203 
N3 = 200 

DUBLIN 
NI = 234 
N2 = 223 
N3 = 216 

.MANILA 
NI = 146 
N2 = 141 
N3 = 134 

SANMIGUEL 
NI = 162 
N2 = 159 
N3 = 152 

TOTAL 
NI = 869 
N2 = 845 
N3 = 817 

TABLE 4 

Cycles with an interpretable, ovulatory pattern 

No. (% of centre total) 

1st Cycle 2nd Cycle 

116 (95.1) 113 (95.0) 

204 (99.5) 198 (97.5) 

208 (88.9) 206 (92.4) 

128 (87.7) 125 (88.7) 

153 (94.4) 150 (94.3) 

809 (93.1) 792 (93.7) 

86 

3rd Cycle 

112 (97.4) 

195 (97.5) 

201 (93.1) 

120 (89.6) 

141 (92.8) 

769 (94.1) 



Bangalore 7%, Dublin 15%, Manila 14% and San Miguel 23%); 5% (45) 
had had an unplanned pregnancy (Auckland 5.7%, Bangalore 3.9%, Dublin 
3%, Manila 6.8% and San Miguel 8.0%) and the remainder of those discon
tinuing had either moved away, desired pregnancy, desired another method, 
had no further need for family planning, or were dissatisfied with the method. 
The majority of pregnancies occurring during the teaching phase (32 of 45) 
resulted from intercourse on days which the women identified as fertile, despite 
the fact that during each monthly follow-up interview the volunteers declared 
their continued interest in participating in the study and using the method to 
avoid pregnancy in the subsequent cycle. 

In the first cycle following instruction, a mean of93% of the subjects showed 
an interpretable mucus pattern, i.e. the mucus pattern charted by the subject 
allowed the teacher to conclude that the subject was identifying her "symp-. 
toms" correctly. Results of the second and third teaching cycles were similar, 
as shown in Table 4. 

TABLES 

Understanding of the Ovulation Method 

No. (% of centre total) 

CENTRE 1st Cycle 2nd Cycle 3rd Cycle 

Excellent or Poor Excellent or Poor Excellent or Poor 
good good good 

AUCKLAND 107 (89.9) 12 (10.1) 109 (93.2) 8 (6.8) 112 (99.1) 1 (0.9) 
N1 = 119 
N2 = 117 
N3 = 113 
BAN GALORE 197 (96.6) 7 (3.4) 197 (97.0) 6 (3.0) 193 (97.0) 6 (3.0) 
N1 = 204 
N2 = 203 
N3 = 199 
DUBLIN 208 (88.9) 26 (11.1) 207 (93.7) 14 (6.3) 209 (97.2) 6 (2.8) 
N1 = 234 
N2 = 221 
N3 = 21S 
MANILA 127 (9S.S) 6 (4.5) 126 (98.4) 2 (1.6) 123 (98.4) 2 (1.6) 
Nl = 133 
N2 = 128 
N3 = 12S , 

SANMIGUEL 129 (82.7) 27 (17.3) 134 (88.2) ' ,18 (11.8) 140 (94.6) • 8 (S.4) 
N1 = IS6 
N2 == IS2 
N3 = 148 ~ 

TOTAL 768 (90.8) 77 (9.1) 773 (94.2) 48 (S:8) 777 (97.1) 23 (2 .9) 
Nl = 846 
N2 == 821 
N3 = 800 
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The subjec(s understanding of the method following the first completed 
cycle ~ the teaching ph¥e was assessed by the teacher as "excellent" or 

'. "good" in 91 % of the subjects and "poor" in 9%. These figures had increased 
to 94% and 97% assessed as "excellent" or "good" and decreased to 6% and 
3% as "poor", in th~ second and third cycles, respectively. Data from each of 
the centres during the,first three cycles of the teaching phase are presented in 
Table 5. 

Results from the teaching phase of the study are presently undergoing final 
analysis and will be submitted for publicati9n early in 1980. Data intake from 
the effectiveness phase was cotn,pleted in July 1979 and the results should be 
analyzed and submitted for publication by mid-1980. Data on the outcome of 
pregnancies will be analyzed in mid-1980. 

(vii) Conclusions 
The results presented in this report are preliminary and may only be 

applicable to the population studied, which, although not having previous 
experience with the ovulation method, must be considered as highly selected 
and motivated'in comparison with the general population. Nevertheless, the 
data appear to indicate that almost all women entering the study could be 
taught to identify the mucus symptom associated with ovulation, that the 
ovulation method enables women to detect the fertile days of the menstrual 
cycle and that 5% of the women had unplanned pregnancies during the 
training period and 85% were sufficiently motiv~ted and qualified to enter the 
effectiveness phase of the study. 

C. Other Studies of the Ovulation Method 
No previous study of the OM has attempted a cross-cultural assessment of 

the ability of women to learn self-recognition of the fertile period. A number 
of prospective studies (summarized in Table 6) have examined the effectiveness 

TABLE 6 

Studies of Ovulation Method effectiveness 

Pregnancy rates per 1200 cycles (Pearl index) 

Investigators Reference 
Method User Conscious 
related related departure 

Weissmann e/ al 8 0.48 0.96 24.0 
Ball 10 3.00 6.00 1 6.5 
Dolack II 1.10 6.402 

Klaus et al 12 1.17 19.252 

WH03 Present 0.90 5.30 12.9 

Mean 1.30 

ICouples who used days of "sticky, c1~udy" preovulatory mucus. 
2Conscious departure not separately described . 
33.1 cycles per subject only. 
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Undeter-
mined Total 

25.4 
15.5 

2.1 9.6 
20.5 

0.9 20.0 

18.2 

1 
1 
~ 

I 
I 

1 

1 
1 
1 

1 



of the method, commencing with a trial conducted in a Pacific Island Com
munityB. Two hundred and eighty women were assessed for a total of 2,503 
months, commencing from the start of instruction. Eighty-one (28.7%) became 
pregnant; of these, 28 abandoned the method in order to achieve pregnancy, 
50 ignored the indications of possible fertility, two became pregnant because 
of an error in application of the rules and one was classified as a "method 
failure". A study of 83 British women, who were described as being "experi
enced" in symptom recognition, was conducted for 1,195 cycles in which the 
onset of the fertile period was judged by the appearance of cervical mucus, 
and the post-ovulatory safe period was determined by basal temperature 
measurement. Thirteen pregnancies were ascribed to couples in whom coitus 
was confined to pre-ovulatory dry days. In a study in Australia lO involving 
122 women who contributed 1,626 cycles there were four method-related 
pregnancies, eight pregnancies where couples used days of "sticky, cloudy" 
pre-ovulatory type mucus, and nine where couples consciously took a risk 
during the fertile period. Three North American studies have been reported 
since 1978. In the first", there were 27 pregnancies in 329 women studied for 
3,354 cycles: 18 were classified as user failures, "where the pregnancy resulted 
from errors by the couple that the instructor could determine and explain to 
them or when the couple had neglected to use the techniques properly". Three 
pregnancies were method-related , and in six, pregnancy was classified as of 
undetermined type. Ninety-two per cent of the subjects were using the method 
successfully after one year. In .a six centre study in the tJnited States, Klaus 
et al'2 reported on 1,139 clients followed for at least 24 months (12,283 cycles), 
with a continuation rate of 56% at that time. The cumulative method-related 
pregnancy rate for subjects using the OM only (i.e. no concurrent method) 
was 1.17, whereas in those who used supplementary methods, there was only 
a single method failure in 5,354 cycles (cumulative rate 0.22 per 100 woman
years). Finally, a randomized prospective study undertaken to compare the 
OM with the sympto-thermal method '3 included 404 couples initially assigned 
to the OM. This preliminary report does not contain sufficient data to calculate 
a Pearl rate for pregnancy nor can the method-related pregnancy rate for the 
OM be deduced. As calculated by life table analysis, the discontinuation rate 
due to pregnancy was 22.9% during the first year following the beginning of 
the training period, and 24.8% in the year following formal (post-training) 
entry to the study. 

It is clear that the overall pregnancy rate (Pearl index) in couples who 
follow the rules of the OM varies from 0.5 to 3.0 pregnancies per 1,200 cycles, 
a rate which compares favourably with other I1\~thods offertilit~ regulation. 
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DISCUSSION-SESSION 3 

Chairman-Dr. O'Dwyer-We have been privileged to hear a very exciting paper. and I 
certainly will look forward with anticipation to the next report of the WHO Ovulation Method 
Study. 

Question-How long does the fertile-type mucus last and is it related to the shedding of the 
ovum? Also have the characteristics of the mucus been studied in the laboratory? 

90 

1 



Dr. Burger-The average duration of mucus having those characteristics which we caB fertile 
was about 4.2 days per cycle during the teaching phase of the WHO Ovulation Method Study. 
In other words the mucus had characteristics which can extend over several days. In some 
subjects fertile-type mucus was only identified on one day or during a part of one day but in 
others it was identified over several days . Thus it cannot be related to the shedding of the ovum 
as you asked. In terms of analysing the mucus, the investigator who has done the most 
convincing study in NFP of coBecting mucus and looking at its characteristics is the next 
speaker, Dr. Hilgers. He has sampled mucus from the en do-cervix and investigated its physical 
properties and compared those physical properties with the woman's own account of her 
subjective sensations and observations. 

Question-Why were the subject selection criteria for the WHO study so strict? 

Dr. Burger-The subject selection criteria were established to ensure that the volunteers were 
fertile and at risk of becoming pregnant. Many critics of other studies of NFP methods have 
complained that at least some of those studies have been carried out by people with a vested 
interest in the outcome of the study. The investigators in this study decided that we should be 
free from the accusation that some of the subjects were infertile anyway; so we selected a group 
of subjects who are highly fertile and the trial is very heavily loaded in that direction. As I said, 
for example, in San Migl1el the average number of pregnancies per subject prior to entering 
into this study was 6 and nearly all of them had never previously used a method of family 
planning. Now I would have predicted that probably 95% of the subjects would have been 
pregnant within the next 12 months had they not used any method and nothing like 95% of the 
subjects had become pregnant during the effectiveness phase of the ovulation method study. 

Question-Can you tell us something about how the people in the study viewed the method? 

Mr. Spieler-In answering your question I should like to refer to what Dr. Bardwick told us 
this morning about self-esteem. In EI Salvador the study population was of high parity and low 
educationalleveI. Many of the women in the study had previously been caught in a pregnan
cy-Iactation-pregnancy-Iactation cycle. Those women who learned the ovulation method 
broke that cycle. This may be anecdotal as we do not have exact data for you at this time but 
the investigators in EI Salvador told me that the women who got out of that cycle began 
behaving differently. They started dressing themselves up better, they started putting lipstick 
on and apparently they had a new image of themselves. Another important point is that many 
of the women who became pregnant during the study, especially those who were classified as 
"conscious departures from the rules", said in a discontinuation interview that they knew that 
the method could work and that after childbirth they would use it again. Another point which 

. I would like to make concerns the number of days of abstinence and the number of days 
available for intercourse when using the ovulation method. Many people become very discour
aged when they realise that approximately half the cycle is not available for intercourse. This 
is in fact due to the imprecision of the method which requires abstinence, for example during 
menstruation and on alternate dry days, and not only during the actual fertile period. This 
re-affirms the need to develop more precise indicators of the fertile period which would limit 
abstinence to the minimum number of days of the fertile period. 

Question-A lot of people, I think, are worried about th~ pre-ovulatory phase for intercourse. 
I noticed that in your preliminary paper you said that 7 out 'of 33 women had less than 4 days 
warning of ovulation by the mucus symptom. ~r. Carreau previously reported that there were 
relatively high failure rates in people who were using pre-ovulator)(. days for intercourse. Would 
you care to comment on that? . 

-
Dr. Burger-The difficulty that faces us is to determine what the relationship is between the 

mucus symptom detectable at the vulva and the actual onset of the fertile period. This of course 
is determined to some extent by the fertilising life span of spermatozoa in the female genital 
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tract. Until verY recently there had not been satisfactory methods for objectively testing the 
fertili~i'pg capacity of spermatozoa. Data obtained from couples who became pregnant while 
using ~e sympto-thermal method or the ovulation method might be able to shed some light on 
the actual risk of1ntercourse during the days of infertile-type mucus, etc. As I said during my 
presentation, in one of-the method-related pregnancies occurring during the teaching phase of 
the study, intercourse had occurred on a dry day seven days prior to the peak symptom and 
also four days afterwards. Now I have not the faintest idea which of those two acts of intercourse 
resulted in conception or ifanother act ofintercourse actually occurred during the fertile period. 
The risks of intercourse during- 'the pre-ovulatory infertile period and on days of infertile-type 
mucus can only be determined from the investigation of charts of people who became pregnant 
while using a natural method and who only had one act of intercourse during the pre-ovulatory 
phase of the entire cycl\!. . ", 

Question-Did your subjects receive a'ny gynaecological assessment before entering the trial 
and what was the effect of vaginal pathology such as monilial or trychomonal infection? 

Dr. Burger-Every woman entering the trial had a physical examination and, in those who 
agreed, a gynaecological examination was perfbrmed. The highest incidence of cervical or 
vaginal infection, from my memory, was in subjects in San Miguel and I think it was in the 
order of 15 or 20%. All infections diagnosed during the examination were treated before the 
subjects entered the study. A previous history of vaginal or cervical infection had no effect on 
the ability of women to detect the mucus symptom or oll the pregnancy rate in the teaching 
phase. 

Question-Do you consider it necessary from the point of preventive medicine that patients 
entering such a trial should be screened first by a doctor or at a gynaecological clinic in this 
regard rather than going along to a NFP training session? 

Dr. Burger-I would think that whatever I'd say would be regarded as controversial in answer 
to that question. I would say that if the subject is healthy, and does not complain of vaginal 
discharge, in principle there would be no reason why the teacher would have to recommend to 
her that she has to go anywhere other than her classes on NFP. However if the subject has 
evidence of infection then, of course, she should see a practitioner or gynaecologist and have it 
treated. 

Question-Should it be recommended to have regular cervical cytology? 

Dr. Burger-That to me is a general public health measure and I do not believe that my 
expertise in sitting here is to give opinions about how often people ought to have cervical 
cytology. 

Question-How would one cope with the one out of 33 women who ovulate one day after the 
fertile-type mucus or after the appearance of any type of mucus? Also could you give us a few 
words on how to advise someone who is lactating and who wants to use NFP? 

Dr. Burger-The frequency of ovulation occurring one day after fertile-type mucus and how 
to cope with this problem remains one of the challenges facing people conducting research on 
the ovulation method. Your question concerning lactating subjects is beyond my personal 
competence. There are many people in this audience who are competent in this area and who 
I am sure would be pleased to answer your question. 

Comment-During 1978 we taught NFP, both temperature and mucus methods to over 200 
patients in the National Maternity Hospital. This was done by nurses. Several of these women 
were lactating. In answer to the question about using the ovulation method during lactation we 
have found that a small number of patients can use it very successfully. However, some women 
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did not have the self-confidence required to use the method during lactation. Quite a few of the 
women who did use the method during lactation did not menstruate for over one year and they 
recognised their infertility as well as their return to fertility by the onset of the mucus symptom 
when they started weaning their babies. 

Dr. Burger-The advocates of the ovulation method believe that this is one of its strong points. 
When the signs of infertility are apparent from the mucus during lactation, intercourse can 
occur without fear of pregnancy. The use of the BBT method would not permit intercourse at 
this time because of the absence of ovulation. At present there are some on-going studies on the 
effectiveness of the ovulation method during lactation. 

Comment-In response to a previous speaker I would like to say that I have some charts here 
of lactating mothers and I would be delighted to share them. The charts show that some 
lactating women can stay infertile for almost as long as they like. It's absolutely fantastic and 
we are very interested in this particular phase of the application of the ovulation method. A 
post-partum mother can learn the method and can start charting straight away. She can have 
intercourse after three weeks of charting with perfect confidence because she has established 
her infertility which can go on for months. She will always get a hint of the return of fertility 
provided that she tunes in to her body and she writes down each night the cervical mucus 
symptoms. 

Question-A lot of us were worried about the lady who ovulated ten days after her peak. Am 
I to understand that that lady was in a situation of stress during ovulation? I 

Dr. Burger-No, I said that she developed a respiratory infection as indicated by her 
temperature chart. This is one of the potential difficulties. In the teaching of the methods one 
teaches women to be careful during times of infection or other times of stress, e.g. when children 
are sick, deaths in the family, motor car accidents, etc. 

Dr. Bonnar-I was just going to make one comment about consulting a doctor before using 
NFP. All 234 women in Ireland who entered the WHO study went to their doctor for a physical 
examination. One of the problems that they encountered was that they were very confident 
until they saw the doctor. One or two doctors, very sadly, said "don't waste your time with this 
nonsense, come back and I will fit you with a cap". This is a big problem even in Ireland 
though I pay tribute to the vast majority of doctors. I think some of the women had to be very 
motivated to use NFP when faced with this sort of resistance from an authoritarian figure like 
a doctor. The other problem that can arise, and I see this as a gynaecologist, relates to the old 
ENT saying "Its a poor throat that you don't see ten guineas in". At least two of the pregnancies 
in our study were in women who had a small erosion of the cervix which was cauterised. I don't 
know what the price was but this caused serious problems and I would certainly make the point 
that if a woman has her cervix cauterised this will naturally disrupt the cervical mucus 
symptom. So, be very careful about silver nitrate and electro-cautery. Leave the cervix alone 
and it will show the signal. 

, 
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A Critical Evaluation of 
Effectiveness Studies in Natural 

Family Planning 

by 

Dr. THOMAS W. H~LGERS 
Department of Obstetrics and Gynecology, Creighton University Natural Family 

Planning Education and Research Center, Creighton University School of Medicine, 
Omaha, Nebraska. 

Over the last several years several attempts have been made to measure the 
effectiveness of natural methods offamily planning. The work has focussed on 
an attempt to measure the "use-effectiveness" of these methods as methods of 
avoiding pregnancy. However, with few exceptions, the attempts have been 
fruitless. There is much that can be learned from a critical evaluation of the 
studies that have been performed up to this point, particularly if they are 
reviewed from the perspective of an understanding of the traditional standards 
for the measurement of contraceptive effectiveness. This review will look at 
those studies from that perspective. It will attempt to critically evaluate these 
studies with the purpose in mind oflooking toward new, more realistic ways 
of measuring the use-effectiveness of natural methods offamily planning. 

The measurement of effectiveness 
The statistical protocols which have been developed to measure the effec

tiveness of "family plan!ling" methods have been oriented only toward the 
measurement of their contraceptive effectiveness. With the origination of the 
Pearl formula in 1932', the general direction for the statistical measurement 
of "family planning" methods was established. In the early to mid 1960s this 
formula was thought to be less than adequate to measure the more dynamic 
statistical aspects of the utilization of contraceptive methods. During this time, 
concepts of the use-effectiveness of contraceptive methods and the extended 
use-effectiveness of these methods were developed2

,3 . 

The clinical effectiveness of contraceptive methods evolved into a measure 
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of their use-effectiveness2
• The use-effectiveness related to the experience of a 

human population with contraception in general or with a particular method 
or product, while exposed to the risk of unintended pregnancy. Traditionally, 
the term covered all periods of use, including irregularities in contraceptive 
practice, but excluded periods of non-use that followed the discontinuation of 
contraception. In studies of specific methodologies, changes to other methods 
also terminated the period of exposure under consideration. Because the 
methods were being measured under conditions of "irregularities in contra
ceptive practice" it was thought that this was a measurement which more 
readily approached real life conditions. 

During this time the concept of "theoreticaf effectiveness" was also devel
oped3. This had previously been referred to as the biological or physiological 
effectiveness of the contraceptive method. This type of effectiveness referred 
to the contraceptive action of a method or product under ideal conditions. 
The use-effectiveness of the method would then be expected to be lower than 
the theoretical effectiveness of the same method. However, with such methods, 
the theoretical effectiveness may be inferred from the levels of use-effectiveness 
that are achieved by the most successful groups of highly motivated users3. 

In 1959, a new term, demographic effectiveness2
, was applied to the evalu

ation of couples who had adopted contraception but with or without the 
specific continuation of that methodology. This concept clearly measured both 
periods of use of the contraceptive methodology under study as well as periods 
of non-use. One of the primary reasons for developing such a concept was 
because it was relevant to programs which involved both oral and intrauterine 
"contraception". This was a measure of those couples who a~andoned their 
contraceptive efforts after short periods of initial use resulting in a substantially 
lower effectiveness rate than the traditional measurement of use-effectiveness. 
In 1968, the term "extended use-effectiveness" was proposed as a substitute 
for the original concept of demogr~phic effectiveness3

• 

Today, these three measures of effectiveness of methods of contraception 
have been better defined4 bui are still poorly understood by many. Theoretical 
effectiveness is thought to be so ideal that it cannot be measured. However, in 
actual practice it is often the theoretical effectiveness which is quoted by the 
physician to his or her patient. It is defined as the "capacity to reduce the risk 
of accidental pregnancy under laboratory conditions, taking into account 
anatomic and physiologic response but not psychological factors". This def:i.
nition, in effect, presents the use of the contraceptive method under its most . . 
ideal conditions. Such an effectiveness rate can be approximated by utilizing 
the methodologies in couples motivated to their successful contraceptive use. 
The use-effectiveness of contraceptive methods-is defined4 as "its performance 
under real life conditions including any accidental pregnancies during regulaI:. 
or irregular use of the method under study but excluding pregnancies following 
discontinuation of contraception or adoption of another method" (emphasis 
applied). The extended use-effectiveness is defined as "including all pregnan
cies occurring after discontinuation of the method unqer study while the 
woman is still at risk". 
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To see this in perspective, the approximate tl"ieoretical effectiveness of the 
combined oral-contraceptive has been listed as 0.34 pregnancies per 100 
non-stefile ~om~n during the first year of uses. The US experience with the 
use-effectiveness of the combined oral contraceptive has been listed between 

-''4 and 10 pregnancies per 100 non-sterile women during the first year of uses. 
The extended use-effectiveness, on the other hand, has been reported6 to be 
8.4 to 24.3 pregnancies' per 100 users in the first 12 months of use or non-use. 

All of these statistical 81ethodologies have fundamental drawbacks when 
related to natural methods offamily planning. The most significant drawback 
is the fact that they do not take,into consideration the unique aspects of NFP 
methods. Natural family plannIng is not singularly contraceptive. Natural 
methods are oriented toward both the achievement as well as the avoidance 
of pregnancy and this unique feature has not yet been taken into consideration 
by the presently designed statistical protocols. 

Recent studies 
Over the past twelve years a number of studies on the effectiveness'ofNFP 

methods have been conducted7.17. Several of these studies are summarized in 
Table 1. In general, these studies agree that the method effectiveness of 
modern methods ofNFP as methods to avoid pregnancy is very high. However, 
basic methodological differences in study design make appraisals beyond that 
difficult, if not, impossible. The breakdown in the data comparisons comes 
mainly in the use-effectiveness evaluation of these methods. In reviewing these 
studies, there are a number of consistent and glaring defects in the presentation 
and analysis of the effectiveness data and the design of the data collection 
mechanisms. 

A system of prospectively evaluating all pregnancies which occur during the 
survey period is essential to the integrity of any report of e~ffectiveness of natural 
methods of family planning. Subsequent to the evaluation of the pregnancy, 
which should be done very shortly after the pregnancy begins and with an 
in-person interview, the pregnancy should be classified. This classification of 
the pregnancy is fundamental to the proper statistical evaluation of the method 
under study. Of the studies considered here, some9.1S.16 reported no method for 
their system of pregnancy classification. Fo~ some1I.I2.13 the pregnancy classi
fication system was presented but not defined while for others7.B.IO.14.17 the 
system was presented and defined but the definition lacked objec~ivity. Fur
thermore, only oneH of the eleven studies presented information related to the 
process of pregnancy evaluation which was used in the study. These represent 
critical and fundamental deficiencies on the evaluation methodologies utilized 
leaving the independent reader no criteria for assessment and no basis for 
companson. 

For those studies that did present classification schemes, the concepts used 
and the terminology utilized varied considerably. The concepts of "behavioral 
failure", "biological failure", ,"method failure", "planned pregnancy", 
;;un.planned pregnancy", and ;;user failure", were utilized in the studies 
presented. However, there was no consistency in the utilization of the concepts 
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TABLE I 
Results of recent studies of Natural FamilY Planning Methods 

Number of 
Cycles/ 

Year of Method I Numb.,er of Ordinal 
Investigator Study Studied Couples Months PrelSnancy Rate2 

Bartzen 1967 C-T 296 4,824 19.50P 

Marshall 1968 BBT 321 4,749 6.60P 

C-T 255 3,545 19.30P 

Roetzer 1968 CST 180 3,542 0.70P 

Weissmann, Foliaki, Bill-
ings, et al 1972 OM 282 2,503 ME 0.50P 

l.OOP 
25.40P

' 

Marshall 1976 CM-BBT 84 1,195 22.00P 
Ball 1976 OM 122 1,626 ME 2.90P 

15.50P 

Rice, Lanctot et al 1977 CST 1,022 14,416 ME 0.75P 

20,573 UE 7.47P 
UE 8.26LT1 

Johnson, Roberts, 
UE 14.301•T2 

Spencer 1978 OM 6,525 ME 12.18P 

UE 27.58P 

UE 23.04LT1 

ST-A 3,198 ME 1.87P 

UE 8.63P 

UE 1O.951•T' 
ST-B 4,595 . ME 3.65P 

UE 15.93P 

UE 15.461.TI 

Klaus, et at 1979 OM 1,139 7,420 ME 1.00P&l.T 
UE 20.00P 

UE 16.00I.T' 
UE 23.001.T'Z 

Medina 1979 OM 2,253 UE 23.60LT' 
ST 2,271 UE 18.20I.T' 

Wade, et at 1~79 OM 186 UE 22.901•TI 

STM 222 UE 11.201.T1 

IMethods of natural family planning are: 
C-T = Calendar-Thermic; BBT = Strict Basal Body Temperature; 
CST = Calendar-Sympto-thermic; 
OM = Ovulation Method; CM-BBT = Cervical Mucus-Basal Body Temperature; 
ST-A and ST-B = Variants A & B of CST (see author) ; STM-Sympto-thermal (See 
Author). 

2p = Pearl Formula; LT = Life Table Analysis (L Tl-at one year, L T2 = at two years); 
ME = Method effectiveness; UE = Use Effectiveness. 

nor was there presentation of objective definition. Such a lack of consistency 
it would appear, reflects the state of the science at the moment. However, it 
also raises significant questions regarding the overall lack qf quality control in 
the surveys themselves. 
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Questions of quality control were not raised in any of the studies reviewed. 

While ~ the contraceptive world the quality control is often taken by the 
pharm~ceuticat ... industry or the people who make plastic devices, in NFP, the 
quality control >fs in the delivery of the educational services. The one item 

, which can be and imist,be controlled is tpe teacliing itself. In these studies, no 
mechanism was presented which would assure the independent evaluator that 
standardization of teaching and/or measurement of variations in the quality 
of teaching were being mon.itor.ed and assessed. Without such data, one cannot 
be sure of what method is actually being studied lB. In addition, the educational 
background of the teachers W-ilS often not presented in the studies under 
consideration. For the future, a.. presentation of these critically important 
quality control items will become necessary in all surveys ofNFP effectiveness. 

' Without full explanation and docJ.1mentation of actually what was taught the 
clie~ts and without appropriate -background information on the capability of 
the teachers, there will be no reason to continue such effectiveness surveys 
since comparison will be impossible. When such data is reported and there 
develops a substantive basis to comparison, then such surveys will become an 
appropriate measure of the effectiveness of such quality control measures. 

Almost universal in these studies was a misinterpretation and misapplica
tion of the concept of use-effectiveness itself. What has been presented as 
"use-effectiveness" has in fact been a measure of extended use-effectiveness or 
at least a modified version of it. This defect in study concept comes from a 
lack of understanding or acceptance of the fact that NFP methods are unique 
in their ability to allow the couple to achieve or avoid pregnancy. They are not 
simply methods of avoiding pregnancy only. In order to understand the 
statistical analysis of these methodologies it is critical that this unique feature 
be taken into consideration. Natural methods of family planning allow the 
couple to abandon the particular method under study as a method of avoiding 
pregnant:)' at any point in time. Keep in mind that natural methods of family 
planning are the only methods which do not have to be discontinued in order 
to achieve a pregnancy. They simply need to be utilized according to a 
different set of instructions. This gives the couple, through education, a high 
degree of independence not found in contraceptive technology. Since the 
process of human fertility is naturally cyclical, alternating between fertility 
and infertility on a regular basis, the decision making process is readily 
repeated. So, fundamental to the studies presented has been the adoption of 
use-effectiveness concepts which are oriented only in the direction of contra
ceptive practice. This follows since the statistical approaches to this type of 
evaluation have developed from attempts to measure only pregnancy avoid
ance capabilities inherent to contraceptive methods. Statistical protocols have 
never addressed methodologies which have the twofold dimension of achieving 
and avoiding pregnancy. 

Finally, one of the major problems which exist in many of the studies 
presented here is the lack of a proper presentation of the physiological 
characteristics of the study population. Women find themselves in different 
reproductive categories through the course of their reproductive lives. Methods 
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of NFP should be designed to take into consideration these variations in 
reproductive physiology which occur during the reproductive life. For exam
ple, there often is no presentation of the number of women who might be 
breastfeeding, in the premenopause, coming off birth control pills, or who 
have long and irregular cycles. The absence of such data on the,physiologic or 
reproductive categories of the couples under evaluation presents major prob
lems of data analysis. In order for natural methods of family planning to be 
universally applicable, they must have the capability of being able to assist 
this variable population of women. For example, a significant population of 
women may breast feed their infants and be in a state of prolonged suppression 
of ovulation or anovulation as a result. How different natural methods 
approach such situations needs to be measured. While some might argue that 
these patients should not be included in the evalu;ition of natural methods of 
family planning, to do so denies use-effectiveness reality. Breastfeeding is a 
natural state of infertility and its proper management with the use ofa natural 
methodology is essential to our utilization of natural methods in general. This 
is becoming increasingly important as we re-awaken ourselves to the impor
tance of breast milk in the healthy growth and development of infants. It 
applies, however, to other variations in the reproductive physiologic process 
as well. For us to measure the effectiveness of natural methods of family 
planning it is highly important that the method be subjected to the scrutiny 
of use in women of all reproductive categories. 

Some models of effectiveness methodology 
In reviewing these several studies of effectiveness of natural methods of 

family planning, a number of basic flaws and defects in design of the studies 
have been detected and described. Such flaws must be corrected if we are to 
move toward a sensible evaluation of natural methods of family planning 
whi'ch is both realistic and applicable to the unique features of these methods. 
In order to begin that process we have developed several models to assist us 
in our understanding. . 

In Figure 1, the evaluation of oral contraceptives as methods to avoid 
pregnancy' during the course of one year of use or non-use is modelled. The 
method effectiveness of the oral contraceptive is described as continued regular 
use to avoid pregnancy up to the point of discontinuation for whatever reason. 
Prior to the point o(discontinuation a pregnancy (A) or no pregnancy may 
occur. After the point of discontinuation, another method of contraceptior,. 
may be adopted o,r no method may be ·used. During this period of discontin
uation a pregnancy (B) or no pregnancy may occur. In the evaluation of the 
method effectiveness, only pregnancy (A) i~ included. The critical factors in 
this measure are the "regular use" of the methodology while the method is 
continued or up to the point of its discontinuati.~n as a method "to avoid 
pregnancy" . 

In the measure of use-effectiveness, the oral contraceptive is used to avoid 
pregnancy under real life conditions up to the point of discontinuation of the 
methodology as a method to avoid pregnancy. Prior to tbe p.oint of discontin-
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MODEL 
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PREGNANCY (A) AND 
(8' INCLUDED 

uation, pregnancy (A) or no pregnancy may occur. Following discontinuation 
of that methodology as a method to avoid pregnancy another contraceptive 
method or no method may be adopted. Under those conditions, pregnancy 
(B) or no pregnancy may occur. In the measurement of the use-effectiveness 
of the oral contraceptive as a method to avoid pregnancy, only pregnancy (A) 
is included. The'critical factor in this measure is the use of the method "under 
real 1ife conditions" while the method is continued or up to the point of its 
discontinuation as a method "to avoid pregnancy". 

In the evaluation of the extended use-effectiveness of the oral contraceptive, 
the methodology is used to avoid pregnancy under real life conditions up to a 
point of discontinuation of the methodology as a method to avoid pregnancy. 
During this period of time a pregnancy (A) or no pregnancy may occur. After 
discontinuation of the methodology as a method to avoid pregnancy another 
method of contraception may be adopted or no method might be used at all. 
During this period of discontinuation a pregnancy (B) or no pregnancy might 
occur. However, through the entire course of observation the pregnancies 
which occur are included in the statistical evaluation of the extended use
effectiveness of the methodology under study. In this case, both pregnancies 
(A) and (B) are included in the pregnancy rates. The critical factor in this 
measure is in the inclusion of all pregnancies while the method is used to avoid 
pregnancy, as well as, after the method has been discontinued (for whatever 
reason). 

With the model, adapted after the protocols that have been already pub
lished, the highest effectiveness rate will appear in method effectiveness. The 
use-effectiveness should be somewhat lower than the method effectiveness but 
the extended use-effectiveness, especially of oral contraceptives, will be con
siderably lower yet. The extended use-effectiveness then becomes a "bottom 

100 



!ine" pregnancy rate. In other words, it ~easures all pregnancies that occur 
III a group of women, over a period of time, whether or not the contraceptive 
measure itself is still being utilized. 

MODEL 
EVAL.UATION OF NATURAL FAMILY PLANNING 
EFFECTIVENESS TO AVOID PREGNANCY 
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In Figure 2, the evaluation of natural methods offamily planning as methods 

to avoid pregnancy over a one year follow-up is presented. In this case, the cyclic 
fertility and infertility which is unique to natural methods of family planning 
is shown. The measure of method effectiveness implies the continued regular 
use of the methodology under study, according to method specific instructions 
as a method to avoid pregnancy, up until a point of discontinuation of the 
methodology under study as a method to avoid pregnancy. Under these 
conditions, a pregnancy (A) or no pregnancy may occur. After the point of 
discontinuation as a method to avoid pregnancy the method is adopted as a 
method to achieve pregnancy or a contraceptive measure is adopted for use. 
Under these circumstances, pregnancy (B) or no pregnancy may occur. The 
measure of method effectiveness in this mo~el includes only pregnancy (A). 
The significant feature is the "continued regular use as a measure to avoid 
pregnancy". The adoption of the methodology under study as a method to 
_achieve.pregnancy is viewed as an abandonmenror a discontinuation of the 
method as a method to avoid pregnancy. The critical feature in the measure
ment of method effectiveness becomes the "regular use to avoid pregnancy 
according to method specific instructions" up to the pojnt of discontinuation 
of the methodology as a method to avoid pregnancy. " -

\ 
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{n the. meilsure of use-effectiveness in NFP, one IS measuring the use of the 
m!!thod "So avoid.pregnancy under real life conditions", the real life conditions 

~ would rer-ate to method use as in the measure of method effectiveness, as well 
as using and teac~ing related difficulties up to a point of discontinuation as a 
method to avoid pregnancy. During this period of time, a pregnancy (A) or no 
pregnancy may occur. After the point of discontinuation as a method to avoid 
pregnancy, the method is a~opted as a method to achieve pregnancy or a 
method of contraception is begun. During this latter period of time, a preg
nanty (B) or no pregnancy may occur. In the measure of the use-effectiveness, 
only pregnancy (A) is included. ,The critical point in the identification of the 
use-effectiveness of a natural methoq is to measure its "use to avoid pregnancy 
under real life conditions" and that such would take into consideration 
"method, using or teaching related" difficulties. This would be equivalent to 
the use-effectiveness measurement which has been described for methods of 
contraception. Critical, however, is the continued use of the method as a method to 
avoid pregnancy. Once the method has been adopted as a method to achieve 
pregnancy, i.e. when intercourse occurs during the fertile period, then discon
tinuation of the methodology as a method to avoid pregnancy has taken place. 

The extended use-effectiveness of a natural ~ethod of family' planning 
measures the use of the method as a method "to avoid pregnancy under real 
life conditions" as it relate!? to the "method, using and/or teaching related 
difficulties" up to a point of discontinuation. During this period of time a 
pregnancy (A) or no pregnancy may occur. After discontinuation of the 
method as a method to avoid pregnancy, the method is then adopted as a 
method to achieve pregnancy or a method of contraception is begun. During 
this period of time, a pregnancy (B) or no pregnancy may occur. In the 
measure of the extended use-effectiveness both pregnancies (A) and (B) are 
included. The critical factor is the inclusion of pregnancies not only with the 
methods used as methods to avoid pregnancy, but also after discontinuation 
of such and the adoption of the methods as methods to achieve a pregnancy. 
In reality, this measure becomes a measure of the "bottom line" pregnancy 
rate of these methods. 

With these three measures of effectiveness of natural family planning 
methods, the effectiveness of the methods as methods to avoid pregnancy only 
is being measured. While there is an element of the measure of their effective
ness to achieve pregnancy within the extended use-effectiveness model, these 
models are not adequate for the statistical measure of this component of 
natural family planning use. The design of a statistical measuring tool will 
have to be left to the future. Overall, the method effectiveness pregnancy rates 
would be lowest with use-effectiveness rates being somewhat higher and 
extended use-effectiveness rates being the highest. 

This model of the evaluation of natural methods of family planning keeps 
in mind the unique features of natural family planning. At the present time, 
most studies have taken the model of extended use-effectiveness which we 
have presented here and have incorrectly called it use-effectiveness. This has 
stemmed directly from the fact that there has been a lack of recognition of the 
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ability of natural methods to be used both to achieve as well as to avoid 
pregnancy. As has already been pointed out, this follows from the natural 
history of the development of these statistical protocols out of the desire to 
evaluate contraceptive measures only. 

METHOOA 

METHooe 

METHOoe 

MODEL 
COMPARISON OF NFP METHODS 
EFFECTIVENESS TO AVOID PREGNANCY 
EFFECTIVENESS TO ACHIEVE PREGNANCV 

.' 
INFERTlLE 

DEFINED INFERTILITY 

M M · I" 

FIGURE 3 

.'0 
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OECREASEQ EFFECTIVENESS 
TO AVOID PREGNANCY 

HIGHEST EFFECTIVENESS 
TO ACHIEVE PREGNANCY 

INCREASED EFFECTIVENESS 
TO AVOID PREGNANCY 

EXCELLENT EFFECTIVENESS 
TO ACHIEVE PREGNANCY 

INCREASED EFFECTIVENESS 
TO AVOID PREGNANCY 

OECREASED EFfECTIVENESS 
TO ACHIEVE PREGNANCY 

In Figure 3, a model which could be used for the comparison of natural 
methods of family planning one to the other is presented. It is presented to 
assist in the development of,an understanding of the need to assess natural 
methods of family planning both as methods to achieve as well as to avoid 
pregnancy. . 

In the first model cycle of Figure 3, the real-life time of fertility/infertility is 
presented. This implies a biological time of both fertility and infertility' which 
is well defined although our overall understanding of it yet might~ still be 
limited. We move then to Methods A, Band C which represent variations of 
the natural methodologies which might be used in an attempt to define for the 
couple the times offertility and infertility for practical use. 

In Method A, the defined time of infertility extends into the real-life time of 
fertility. As a result, when an act of intercourse P or F occur during what is 
defined as a time of infertility, in fact, a pregnancy will occur because in 
real-life it's actually a time of fertility. This indicates that this natural meth
odology has been imprecise in the ability to identify the real-life time of 
infertility. In a sense, the methodology described in Me'tl1od A overreads the 
time of infertility and, with that, underreads the time offertility. 

In Method B, the defined time of infertility, both pre- and post-ovulatory, 
\ . . 
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is defined ~s being less in time than the real-life time of infertility. The reverse, 
the defi!led-time of fertility , is then larger than the real-life time of fertility as 
a resulf. In this~.situation, acts of intercourse such as II and P, while occurring 
during the time of defined fertility, will not result in pregnancy because they, 
in fact, occur during what is a real-life time of infertility. This method 
somewhat overreads fertility and underreads infertility but in a combin-ation 
which would be nearly ideal from a practical point of view. 

In Method C, the defi~d time of infertility is considerably shorter than the 
real-life time of infertility and the reverse, the defined time of fertility, is 
considerably longer than the real-life time of fertility. In this case P, 1\ P, and 
J9 all fall within the period of. defined fertility, but would not result in 
pregnancy because this is a real-lire time of infertility. This method markedly 

. overreads the time offertility and underreads the time of infertility. Now, in 
reality, one may have a method which is a combination of any two of these 
Methods A, Band C. For example, Method A-A as a pre-ovulatory method 
could be combined with Method C-B as a post-ovulatory meth0d, etc. 

In Method A, we would anticipate a decreased effectiveness of this method 
as a method to avoid pregnancy and the highest possible effectiveness to 
achieve a pregnancy. Because the defined time offertility is universally within 
the real-life time offertility, a very high pregnancy rate would be experienced 
when intercourse occurs on those days . At the same time, since there is a 
marked overlap of the defined time of infertility with the real-life time of 
fertility, the method would be less effective as a means of avoiding pregnancy. 
This methodology is only theoretical and at the present time does not exist 
except as a partial component or occasional aberration of an existing natural 
methodology. Keep in mind that the natural methods of family planning 
would attempt to define as closely as possible the real-life conditions offertility 
and infertility and they would be moving in terms of knowledge and application 
toward that goal. 

In Method B, we would anticipate an increased effectiveness of the method 
to avoid pregnancy while maintaining an excellent effectiveness of the met~od 
to achieve pregnancy. In Method C, there would continue to be an increased 
effectiveness of the method as a method to avoid pregnancy. The effectiveness 
of Method C to avoid pregnancy would be as good as Method B. However, 
since the defined time of fertility extensively overreads the real-life time of 
fertility, intercourse during the defined time offertility in Method C would be 
less likely to result in pregnancy. Therefore, this methodology would be less 
effective as a method to achieve pregnancy than would be Method B. While 
the two methods have an equal effectiveness as methods to avoid pregnancy, 
one method (Method B) would have a higher effectiveness as a method to 
achieve pregnancy. 

Since the goal of NFP methodologies is to assist the couple in pinpointing 
as close as possible both the real-life time of fertility as well as the real-life 
time of infertility, it becomes essential to develop statistical protocols which 
will measure the use-effectiveness of these methods both as methods to achieve 
as well as to avoid pregnancy. As the effectiveness of the methodology increases 
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as a method to avoid pregnancy and as a method to achieve pregnancy, this 
will become a measure of how well the NFP method under study approximates 
the real-life time offertility and infertility. 

Discussion 
As we begin to sort out the statistical evaluation of natural methods of 

family planning there are a number of items which become significant. To 
measure the method effectiveness of na,tural methods allows us an estimation 
of the biological potential for the methodologies both as methods to achieve as 
well as methods to avoid pregnancy. In this case, refined data should become 
available which should give us additional insight on the nature of the repro
ductive potential given the use of certain days offertility and infertility. As our 
precision increases, so will the reliability of our data. Certainly, this will lead 
us to a better understanding of the natural human fertility process and, of 
course, with good teaching and good use of the methodology, it gives us an 
indication of the effectiveness one might expect under such conditions. 

To measure the use-effectiveness of a natural method of family planning as 
a method to avoid as well as a method to achieve pregnancy takes into account 
the uniqueness ofNFP. Indeed, natural methods become the only methods of 
family planning. All other methods, are methods only of contraception or 
abortion. Natural methods are the only methods which, in reality, do not need 
to be discontinued in order to achieve a pregnancy. Not to measure both of 
these effects is to deny use-effectiveness reality. In addition, as has been 
pointed out, it is also important in developing'a proper comparison of the 
effectiveness of different natural methods of family planning. 

The accurate measure of the use-effectiveness of a natural method as a 
method to both achieve and avoid pregnancy is also important in measuring 
the overall teaching quality of a NFP program. As one's teaching improves, 
one should be able to measure an increased use-effectiveness which parallels 
the teaching improvement. Concomitant with the development of the statis
tical protocols which will be used to measure the effectiveness of these methods 
there will also need to be developed the appropriate teaching and educational 
tools which will be necessary to accurately monitor and assess the content and 
quality of the teaching provided. This will allow for the further evaluation and 
study of use related and teaching related factors. In addition, objective crit.eria 
for pregnancy evaluation and classification will need to be developed. It will 
be essential that such criteria be developed with the couple's freedom to use , 
those methods as methods to achieve and as, methods to avoid pregnancy kept 
clearly in mind. 

To develop measures which specifically relate. to the use-effectiveness of the 
natural methods as methods to avoid pregnancy within a proper context of 
our understanding of theoretical use and extended use-effectiveness of contra
ceptive measures, becomes essential if we are to develop proper comparisons 
with other methods of contraception. This is not only significant in the 
compdrison of a natural methodology to, for example, oral contraceptives or 
intrauterine devices, but.it is becoming increasingly important for the com-
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parison of the n~tural method of family planning with the often promoted use 
of barri.er methods at the time offertility. Such comparisons have been made 
in recent stu.dies.1 

U 5 and, on the surface, they would indicate that the use
effectiveness of b'a,rrjer methods at the time of fertility is higher than the 
" use-effectiveness" 'Qf the avoidance of genital contact during the time of 
fertility. Unfortunatel)(,_ such studies have compared the use-effectiveness of 
the barrier method utilized with the extended uS'e-effectiveness of the natural 
method under consideration. These types of comparisons are grossly inaccur-
ate and misleading. . 

Finally, separating out the e'x~ended use-effectiveness or even the modified 
extended use-effectiveness of a natural method of family planning is essential 

. to a further understanding of the population dynamics which might be 
associated with natural methods of family planning. It would be anticipated 
that the extended use-effectiveness of a natural method of family planning 
would have greater flexibility than would the extended use-effectiveness of a 
method of contraception. On the one hand, the couple depends upon their 
own self-knowledge, while on the other, the couple depends upon the delivery -
of a multitude of technological services. The latter would be more static and 
less flexible than the former since it creates depelldence rather than independ
ence. This would be revealed in population dynamics or demographic changes 
when proper measures of such are undertaken. 

Conclusions 
In a review of the statistical evaluation of natural methods of family 

planning, it can be found that the method effectiveness of many of the 
contemporary methods of NFP as methods to avoid pregnancy is very high. 
The use-effectiveness of these measures has not yet been properly undertaken 
because of the confusion which exists in the application of statistical measures 
which do not take into consideration unique features of NFP. Most of the 
studies which look at use-effectiveness ofNFP can be more readily interpreted 
as studies of the extended use-effectiveness or modified extended use-effective
ness of the natural family planning method under consideration. In that 
regard, there is no great difference between the extended use-effectiveness of 
these methodologies and the more...,common contraceptive methods6

• 

Several models have been presented to allow for the improved understanding 
of the evaluation of natural methods of family planning. Without the devel
opment of such models we do not feel that the further development of the 
statistical protocols themselves can proceed. Underlying the concepts pre
sented is a fundamental understanding that natural methods of family plan
ning can be used as methods to achieve as well as methods to avoid pregnancy. 

Finally, a number of reasons for pursuing this scientific endeavor have been 
outlined and discussed. 
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DISCUSSION-SESSION 4 

Chaltman-Dr. Alvey-Thank you for a hip;hly critical and academic appraisal of natural 
m~th?ds of fa.milY ~Iann~ng . I ~m sure many o~ you wh.o. are engaged in NFP teaching will be 
thmkmg of this presertatlOn as It relates to real life conditions. 

Comment (Mr. Spieler)-I think that was a very nice theoretical presentation and hopefully 
Dr. Hilgers will, in the next year or so, be able to provide us with some actual data applying his 
particular models to the meas.urement of the effectiveness of NFP and perhaps other methods 
as well. The only point that I would like to make is that what we are faced wit,h here, I think, 
is a definition of discontinuation. The models which. were presented to us will show no difference 
between the method effectiveness and the user-effectiveness. Now I would argue that there is 
a difference between abandoning a method-such as stopping the use of the Pill or having an 
IUD removed, or discontinuing the complete mo'nitoring of symptoms in the practice of 
NFP-and taking a chance on one day during the fertile period. If one discontinued the 
monitoring ofsympwms then obviously one has discontinued or abandoned use of the method. 
However, I don't thlhk that an isolated act of intercourse during the fertile phase is necessarily 
indicative of discontinuing the method just as forgetting to take the Pill once in a cycle is not 
indicative of discontinuing the use of the Pill. Ifin a research project you exclude the pregnancies 
resulting from intercourse on a fertile day in a couple who said that their intention was to avclid 
pregnancy then you are being less than honest. In a service setting as distinct from a research 
project this distinction may not be made at all. With your model, Dr. Hilgers, you will have 
almost 100% use effectiveness-except for the few m~thod-related pregnancies-for both 
achieving and avoiding pregnancy because an act of intercourse during the fertile period is 
defined as trying to achieve pregnancy and if intercourse doesn't occur during the fertile period 
then a pregnancy will not occur. 

Dr, Hilgers-I would like to comment on that because it is a common criticism of this type of 
modelling approach. It is a naive, I am afraid, criticism and it usually comes from people who 
haven't clinical experience in the actual application and delivery of services at the front line 
level. I would agree with Mr. Spieh;r that in fact there is a problem relating to the question of 
discontinuation. There is no question that further research needs to be done in order to clarify 
this. I suspect that during the next five years or so we will be working towards the clarification 
of a realistic concept of discontinuation. We ought to be teaching people from the very beginning 
that these are methods of achieving or avoiding pregnancy. I think that natural methods, as we 
move forward in our understanding of them, give us some hope of allowing couples to 
understand the health aspects of when they can achieve a pregnancy, In actual practice it is not 
very difficult to identify the couple's intentions, However, it is difficult to layout the documen
tation and to set up the classification. We are well on our way to doing this in our own 
programme. Again the people who have clinical on-going teaching experience know pretty well 
what we are talking about with the method-related pregnancy,' and use-related pregnancies 
also are easy to identify because the teacher knows they haven't been taught well or,they haven't 
used the method correctly some way or another. The last group is also an important group 
because these are people who don't take a chance accidentally but who use the method in fact 
as a method to achieve pregnancy. I would say that fundamental to this concept, which I didn't 
perhaps make clear, is teaching people from the very beginning that there are two ways to use 
this methodology and I don't think that is being done universally. I think that's fundamental 
for giving them the ability to make these choices. 

Dr. Lanctot-I appreciate the theoretical consideration, However, I think that for many of us 
who have worked clinically in NFP evaluation the problem remains with the definition of the 
end of participation in any programme or study and also the definition of planned pregnancies; 
what you call changing the use of the method. Many of us have attempted to define in our 
protocols what we call a planned pregnancy. In the Fairfield study, for example we considered 
both the family planning intentions at the beginning of the study and of each cycle whether the 
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participants were limiters or spacers and the actual sexual behaviour recorded. When it is 
observed, for example, that people suddenly change their sexual behaviour during a particular 
cycle I feel that they are experiencing high risks of denial. The difficulty of the method which 
Dr. Carreau was talking about is really linked with periodic abstinence; and if periodic 
abstinence becomes difficult, for whatever reason, they may perhaps accept the risk of pregnancy 
still hoping not to get pregnant. This is very different than having difficulty in abstinence and 
hoping to get pregnant, therefore planning a pregnancy. We found in the Fairfield study that 
out of 128 pregnancies there were between 10 and 16 we thought might have been planned but 
according to our criteria, which the participants accepted on entry into the study, we were 
unable to say so for sure and we chose to classify them as unplanned although they might have 
reflected a change in intention. 

Dr. Hilgers-I can appreciate very much what you are saying, Dr. Lanctot, and as I indicated 
to Mr. Spieler I think that there is no question about the need for continued refinement. I 
thought I pointed this out in the paper and if I didn't I meant to. The whole problem with a 
planned pregnancy, as I indicated during the course of the discussion, is that people are using 
terms without defining them. In my opinion the whole concept of planned parenthood is one 
of the biggest myths that's being promoted among the whole of the western civilisation. You are 
creating an artificial distinction for the couple, making our concept of planning so strict that in 
fact it doesn't apply to people. If you look at some of the data from NFP studies, for example 
Dr. Marshall's work, eight people dropped out of the study of 321 "to achieve a pregnancy". 
Thats about a 2% rate. Now that just denies reality. What it says is that people don't frequently 
announce their intentions ahead of time. We need to look at this very carefully and try to 
understand the dynamics involved in what it is to plan a pregnancy. I like to relate it to coming 
to a meeting such as this, I don't know about the rest of you but as far as I am concerned its a 
big trip and I had to order some aeroplane tickets, I had to get them, and I had to do this and 
I had to do that, and I know a lot of people who do this and right up to the last minute they are 
still doing it and finally they get their tickets at the very last day or at the last couple of days. 
Now, there are a few people who are well enough organised and plan ahead of time. They get 
their tickets two or three or four months in advance. That doesn't happen very often in reality 
and I don't think it applies to getting pregnant either, but the dynamics are very, very subtle 
and very complicated and I don't have a market by any means on those dynamics. I might be 
prejudiced since Ijust got my tickets yesterday. 
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The WHQ Family Fertility 
Education L·earning Package. 

by 

Dr. W. D. CLARKE 

BLA T CentreJor Health and Medical Education,.British Medical Association, 
London. 

Before I talk about the WHO Family Fertility Education Learning Package 
I think it necessary to explain the nature of my own organisation, The British 
Life Assurance Trust for Health Education. BLAT is an educational technol
ogy unit established by the British Medical Association and the British Life 
Assurance Companies in 1966, and which, since 1972, has been a Collaborat
ing Centre for educational technology of WHO. The function of the trust is to 
promote innovation in the education of doctors and the general public by 
undertaking research and by disseminating information. 

BLAT was asked by WHO to prepare a learning-teaching paCkage on NFP 
with the aim of establishing the minimum set of learning objectives to both 
teach and learn it. I would stress that the role of BLAT was to find a way of 
teaching NFP, it was not concerned with the validity of NFP which was 
assumed as proven. 

Thus the first impact of the educationalist is demonstrated by the use of 
learning objectives which were derived from the WHO Task Force on Methods 
for the Determination of the Fertile Period and the fact that a distinction was 
made between objectives that teachers needed to master and those fewer 
objectives necessary for a user to practice NFP. Teachers and users were 
specified as intelligent lay people rather than physicians, so every objective 
was scrutinised to see if it really was essential. The rough and ready test 
applied to every objective was "Is this necessary to know or nice to know?" It 
was no small achievement, and a credit to all those involved, to arrive at a 
concensus when protagonists of the various NFP methods were present and, 
equally, such a diversity of cultures was represented. Happily everyone 
accepted the truth of the maxim "You are never too old to learn"! 
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The term modules was used to describe the components of the learning 
package. One module, "Fertility Awareness", dealt with the physiological and 
anatomical basis of NFP and another "Sexuality and Responsibility" dealt 
with its psycho-sexual aspects. The original design envisaged three NFP 
methods being included, but a decision was taken that limited the package to 
modules on the ovulation and sympto-thermal methods; with the latter incor
porating the teaching of basal body temperature in a format that enabled it to 
be used separately if it was so desired. The influence of the educationalist 
meant that each module was structured into a logical sequence closely tied,to 
the objectives and backed up by simple visual aids. Regrettably ,the use of the 
best available audio-visual aids was ruled out by the circumstances and 
environments in which the package was to be used, and, instead, a book of 
illustrations using a build up system of transparent acetate sheets was pro
duced. In addition to the modules each teacher was given a copy of the 
objectives, a glossary of the terms used and an educational handbook. 

The inclusion of an educational handbook represented an attempt by us to 
influence the way in which the package was used. All too often the only way 
that NFP is taught is by means of the lecture, in spite of the fact that an 
enormous volume of research has shown that the lecture is frequently an 
inefficient and ineffective mode of presentation. I favour the use of a discovery 
method of learning that enables the learner to find out the facts for herself by 
active participation. Teaching, it has been said, is the art of telling the student 
what to look for without telling him what to see. Perhaps the phrase "Guided 
Discovery" is better as it implies structuring the learning situation in such a 
way that the student will find out for himself. For example, I would never 
show a temperature chart and draw attention to the shift, instead I would ask 
the learner if there was anything she noticed about the chart in front of her. 
In something which is so highly personal as NFP it seems to me that such a 
Socratic instfl,.lction method is even more desirable than it is in other areas of 
education. It is my guess that of all the modules the one on "Sexuality And 
Responsibility" is the crucial one and the one that requires counselling rather 

:than lecturing skills in the teacher. I would also guess that the methods can 
be taught as mechanistic skills whilst' "Fertility Awareness" is probably 
overloaded with physiological facts because the teacher feels comfortaQle with 
facts and being the knowledgeable authority figure. 

Six sites were chosen by WHO to test the learning package, Canada, 
Colombia, Kenya, Korea, The Phillipines and The United Kingdom. This. 
necessitated translation of the package into Korean and Spanish. To each site 
was appointed a Principal Investigator, a Frincipal Teacher and a Principal 
Evaluator. The appointment of an evaluator 'was seen as another educational 
necessity as monitoring a development is an essential, but often neglected, 
requirement if constant improvements are intended to be made. The fact that' 
the experimental subjects are human does not entirely rule out the use of 
scientific evaluation. A training workshop was held in London for the eighteen 
principals so that they w01,lld be able to return to their cQuntries and perform 
the same role. Stage 1 of the project, the training of teachers, in e~ch country, 
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is now, in October 1979, complete and the evaluation report should be 
available by early next year. Stage 2, the training of new users by the new 
teachers, shoulcf~e complete and a report available by mid-1980. The project 
aims at a sample size of 30 new teachers and 300 new users at each site. The 
30 teachers at each site were intended to be 15 for each of the two methods 
with each teacher training lO new users. At this point in time it does not look 
as if every site will meet the target, but the total sample should still be a large 
one. '. 

The implementation of any educational project requires consideration of 
three groups off actors which can"be labelled authenticity, communication and 
management. Authenticity meanS' that the subject is scientifically correct and 

.. is relevant both to the immediate needs of the learners and to their life styles. 
The project passed this test with flying colours as few would doubt the need 
for NFP and the world's experts had checked the content for us. Communi
cation means that those who teach the subject possess the necessary knowledge, 
skills and attitudes and that the content is in a form appropriate to the needs 
of the learners and the learning environment. Communication has three 
aspects; teacher, the learning materials and the learners. Teachers are the 
crucial factor because in my experience a good one can even make a bad 
method work, but a bad one cart ruin the best of methods and plans. On 
learning materials I am unashamedly an audio-visual man, believing that one 
picture is worth a thousand words and regrewhat we were' restricted to 
flipcharts. It is vital to define the characteristics of the learners and tailor the 
learning'material accordingly but because of the diversity of the sites we had 
to define the sort oflearners that would suit our material. The selection criteria 
for users were: 

1. Married/stable union. 

2. Aged 18-39. 

3. A history of normal ovulatory cycles of23-40 days. 

4. Good health. 

5. Committed 10 usmg the method for at least 6 months to avoid 
pregnancy. 

6. Able to accept an unplanned pregnancy, should it occur. 

7. Husband and partner willing to co-operate in the study. 

The selection criteria for teachers were: 

1. Married/stable union couple or single female. 

2. A history of normal ovulatory cycles of23-40 days. 

112 

~I 

" 



3. Good health. 

4. Literate and capable of achieving set objectives. 

5. No previous NFP teaching experience. 

6. Not using any method other than NFP. 

7. Experience of three months charting. 

8. Commitment to project for 18 months. 

The third factor, management, means simply rhat adequate support struc
tures have been built into the project. 

Throughout the project, the importance of evaluation has been stressed. 
The aims of the evaluation were: 

1. To assess the efficiency and effectiveness of the learning package. 

2. To identify: methods of use 

problems and shortcomings 

efficiency and effectiveness factors 

successful and unsuccessful aspects. 

3. To describe the contents of the study and the ways it was used. 

4. To provide a basis for informed judgements about revisions in the form 
offeedback and information between the site teams and BLAT. 

The evaluators have been at work throughout the project but we are under 
no illusions about the complexity of the work that they face. This complexity 
is clearly illustrated by the design variables: 

l. 

2. 

3. 

4. 

5. 

The diversity of the content of the package. 

The heterogeneity of the aims and objectives. 

The variations between test sites in culture and learning situations. 

The variations within test sites. 

The phases of the study 

(a) Teacher training , 
(b) User training 
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In order to _cope with such a complex design a variety of methods of 
evaluatJon are being used: 

1. 

2. 

"\ 
Questionnaires and Progress Monitors (learning tests) to obtain factual 
information about the participants and their learning progress. 

Interviews and observations to collect information about pedagogical 
approaches, learning processes, reactions and opinions. 

In summary the project is ed,.ucationally orientated in that it is objectives 
based, structured in a logical wa¥ based upon those objectives, emphasises 
the importance of teacher training so that the package is learner orientated, 
introduces visual aids, attaches great importance to evaluation and h,as 
attempted to provide a support system. Hopefully we will be able to report on 
how we got on in about ten months time! 

Footnote 
The Principal Investigators whose work I am reporting are: 

Dr. Anna Flynn, Birmingham Maternity Hospital, U.K.; 

Dr. Vincente Rosales, Institute for the Study of Human Reproduction, 
University of Santo Tomas, Manila, Philippines; 

Dr. Armande Cifuentes, Fundacion con Vajal, Cali, Colombia; 

Dr. SeungJo Kim, Catholic Medical Centre, Seoul, Korea; 

Dr. Marielle Lapointe, Serena Canada,-Ottawa, Canada; 

Dr. Andrew Kiaura, Family Life Counselling Association of Kenya, Nairobi, 
Kenya. 
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Recruitment, Training and 
Evaluation of Natural Family 

Planning Teachers 

by 

DR MARY CATHERINE MARTIN, M.S.N., Ph.D. 
The Human Life and Natural Family Planning Foundation, Washington, D. C. 

Introduction 
The critical variable in successful natural family planning (NFP) is the 

competerit NFP teacher. This paper will develop two major th~mes related to 
development of competent instructors; first, an overview of the task-based 
education and training design developed in the United States as well as the 
need for evolvement of sound educational policy in the development of quality 
NFP services; second, a more detailed explanation of the educational devel
opment processes utilized in developing the formal educational tools from a 
synthesis of grass roots informal NFP service delivery programs. In addition, 
the potential impact of systematiz~d instructor training in the delivery ofNFP 
will be discussed. 

Overview of Task-Based Education and Training 

Educational Approach to Fertility Control 
Natural family planning reql).ires an educational approach to fertility man- . 

agement. The secret of effective NFP is fou.~d in the quality control mecha
nisms of the instructional component. Whex't ,competent instructors provide 
systematic client education and follow up instruction until the client reaches 
autonomy in the practice ofNFP, client self-mastery offertility can be realized. 
The effectiveness ofNFP clearly depends upon the ability of the client to learn 
when the fertile and infertile days of the cycle occur and to make a decision to 
abstain from or engage in intercourse to either avoid or achieve pregnancy, 
~p~~~. -

\ 
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General Gharac!enstics of Natural Family Planning Se;;ice Systems in the United States 
In th.e~ U ni ted States there are two major networks for the delivery of NFP 

. service~the pub1tc sector and the private sector. 
The particular-feature of the nature of program development in government 

iIi the United States can be observed in the complementary roles shared 
between the public and private sectors. The public sector is comprised of 10 
Regional Family Planning Qffices with a field delivery system of approximately 
6,000 agencies. The family. planning services are coordinated through the 
central office for family planning, Depart~ent of Health Education and 
Welfare (DHEW) in Washington, DC. The public sector family planning 
service delivery system in the United States offers a formidable delivery 
network for providing NFP services. The private sector programs are many 
and varied in types of delivery networks. Development dynamics may alter 
'the current pattern of private delivery systems in NFP , but at the present 
time the private network primarily consists of NFP agencies under diocesan 
auspices and generally operating within a family life center. 

Table 1 illustrates the types of instructor model programs currently devel
oped in the United States. 

Grass Roots 

e Method Sp~cific 

eCouple Oriented 

eWoman Oriented 

eUser Instructors 

eFamily Life Based 

TABLE 1 

Instructor Model Prograrns, USA 

Private Sector 

Professional 

e All NFP Methods 

eHospital
Doctor'-s Office 

eFollow Up Program 

Public Sector 

e Professional 

e Utilizing Free-Standing, 
Grass Roots Programs 

There are approximately 170 dioceses in the United States. The estimated 
number of private NFP programs is 320. Usually couples who practice NFP 
serve as volunteer teachers and teach the methods to other couples who come 
from a similar socio-economic structure and religious orientation. The private 
sector has a variety of programs, some stronger in national impact than others, 
for example, the Couple-to-Couple League, and the WOOl\1B organization, 
which is predominantly woman-to-woman instruction. The thrust of teacher 
training development in the private sector in the next several years will be to 
recruit and train experienced NFP teachers as trainers within every region in 
the United States through the diocesan delivery network. Public sector devel-

116 

J 



opment in the United States has surfaced some private sector agencies which 
are currently providing NFP services within the public sector domain. The 
prediction for the future looks positive toward quality NFP service develop
ment, utilizing experienced and competent providers of NFP as core program 
developers. 

Client Autonomy as the Major Task of Teacher Training 
Regardless of the network for delivery of NFP services, the major task of 

teacher training is to produce teachers who can help clients learn and practice 
NFP methods toward a state of client autonomy in fertility management. 
Client autonomy in this situation refers to the client or couple who can: 

1. Correctly chart daily indicators of ovulation. 

2. Indicate an understanding of the fertile and infertile days of the cycle. 

3. Adjust their needs to achieve the psychosexual behavioral require
ments of the specific natural method as well as to experience relative 
satisfaction with the methodology. 

4. Consistently demonstrate the ability to recognize fertile days and 
apply the method-specific rules in harmony with their family planning 
intention (six months follow up). 

5. Demonstrate the ability to recognize any change in the basic fertility 
pattern in order to seek additional instruction. 

Any teacher training program that consistently prod~ces teachers who help 
couples reach the above autonomy criteria can justifiably claim excellence in 
training. 

Task-Based Training Design 
A task-based training design, Table 2, takes as its direction the tasks that 

a person must be able to carry out in performance of the job. This type of 
training design- enables one to tailor-make the training so that high quality 
performance is the general. outcome of the instruction. The tasks that NFP 
instructors perform in the delivery of client services can be placed simply into' 
two categories: (1) teaching client/couples NFP methods, and (2) monitoring 
the ability of the client/couple to use the specific NFP method. Sub-tasks that 
contribute to t~e major tasks of a NFP instructor include interpretation of a 

TABLE 2 

Task-Bas~d Instructor Training in NFP 

Major Tasks 

Teaching Learning NFP 

Monitoring Client's Learning Use 
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Subtasks 

Interpret Variety of Fertility Patterns 

Support Periodic Abstinence 

Recognize Changes in Fertility 



variety of f~rtility patterns, supporting the couple"s decision to use periodic 
abstinence as a method of family planning and recognizing a change in the 

'. fertility s-futus of the client, 
\ - . 

Content SPecificationfor NFP Instructor Training 
The continuing question! How much do we teach? What level of preparation 

is necessary for the NFP i~s!ructor? Can paraprofessionals teach NFP? If we 
utilize paraprofessionals win it somehow dilute the care provided to the 
patien~ ~ 

A task-based curriculum design helps us to answer some of the questions. 
We look to the task and entry level of the person who seeks to learn to perform 
.those tasks. It then becomes a matter of tailor-making the instructor training 
to. meet the needs~ of the learner and accomplish the training tasks to be done. 

The task of teaching others obviously requires that teacher training includes 
content on "how to teach," instructional strategies and learning techniques. 
Basic reproductive physiology should be taught, including all the physiological 
parameters of ovulation. Charting techniques, chart interpretation skills, 
recognition of peak fertility days, recognition of fertile days using method
specific criteria need to be taught. In order to support the couple's decision to 
use the methods, instructor training should include communication skill 
development, knowledge of permissible risk-taking method variations in con
cert with the couple's stated family planning intention and choice of method. 
Teacher training should include special emphasis on recognizing changing 
fertility status of clients and ability to emphasize one or the other of the major 
ovulation indicators when needed by individual clients. 

Table 3 lists some suggested content related to helping instructors accom
plish the tasks related to teaching clients a NFP method. 

Task 

Teaching 
Learning 
NFP 

Monitor Client's 
Learning/U se 

TABLE 3 

Task-Based Content Suggestedfor NFP Instructor Training 

Content Needed 

• Basic Ovulatory Physiology 

• Charting Techniques 

• Chart Interpretation 

• Fertile Day Recognition-Peak Fertility 

• Teaching Techniques 

• Listening, Counselling, Support Skills 

• Peer Counselling Approach 

• Support Periodic Abstinence 

• Reduce Abstinence, Risk, Family Planning Intention 

• Problem Recognition/Solving 
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The learning process builds on previously learned material and therefore 
the teaching examples, level of instruction and presentation language should 
attempt to build on the entry level of the learner. If, for example, a 
nurse/midwife enters a class for teacher training, it would be expected that a 
more elaborate neuroendocrine physiological basis might be provided to better 
meet her needs as a learner than if the teacher candidate were not a health 
care professional. Note, however, that tasks and skills to be developed are the 
same; the difference in instruction depends upon the entry level ofthe learner. 
Each instructor will bring to the client an individual and unique client 
educational system dependent upon the past counselling, instructional and 
experimental skills acquired by the instructor. Herein lies the strong support 
for utilizing experienced, competent instructors who are also users of a natural 
method and who have successfully learned how to use NFP. A cost-effective 
principle in staffing should also be considered in planning training programs 
for large service delivery systems. If a paraprofessional can competently do 
the job as effectively as a professional for a given group of tasks, then the 
cost-effective question becomes "why pay a professional several times more 
than the paraprofessional for accomplishing the same set of tasks?" 

Behavioral Model of Instruction 
A task-based curriculum or training model usually is based upon a behav

ioral model for instruction that has as its outcome mastery of the content 
and/or subject matter, successful performance and the development of appro
priate attitudes supportive of the task to be accomplished. The instruction or 
learning package is guided by specific instructional objectives, presented to 
the learner, and the instruction is then evaluated. If the learner exhibits 
submastery scores then corrective feedback and/or additional instruction is 
provided until mastery is reached. The motivation for the learner is achieve
ment. (See Table 4.) 

Objective (SD) 

Instructional Objectives 

I 
rnmg Lea 

Pac kage 

Ins 
Att 

truction 
itudes 

I 
rective Cor 

Fee dback 

l' 

Sub-
Mastery 
Scores 

TABLE 4 

Behavioral Model of Instruction 

• Desired Behavior (R) 

• Mastery Scores on 
Objective Tests 

J I Clinical Practicum I 
I 

Attitude/Value 
Discussion 
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~ Reiriforcers (S+) 

~ Achievement 

-+ Client Learning 
(Accomplishment) 

~ Idea-Clarification, Recog
nition of State of Harmony 
with Peers, Colleagues, 
Society, Church 



The training program should allow for immedi~te supervised client teaching 
practic1 to otcur-so that the learner has the opportunity to practice the chart 
interpfttati,.on skills and other knowledges recently learned. Continuing super
vision of the trainee during this time period is essential so that quality learning 
and safe patient care practices occur. 

Attitude surfacing and discussion of issues relevant to the delivery of NFP 
as 'well as family planning issues in general should begin during the initial 
instruction and continue d.uring the client teaching practicum. The outcome 
of this is an opportunity for the learner to clarify ideas about issues and to 
experience a state of harmony·,with colleagues and a better understanding of 
the clients' needs. The most critical variable in good instruction is related to 
the presence of positive, good attitudes about the subject matter. It is important 

, to realize that attitudes cannot be taught but instead are generally based upon 
experiential learning and values. It has been suggested that attitudes are more 
often caught than taught in a good instructional program. 

Behavioral Influences in Client Teaching Practices in Natural Family Planning 
Teacher training should direct its attention to providing instruction in 

helping clients develop the appropriate behavior !o successfully practice NFP. 
(See Table 5.) 

Need 

To Space or Limit Size of 
Family 

t 
~ 

Natural Fertility Control 

1 

I Love/Spiritual 
Growth Needs 

TABLE 5 

Behavioral lrifluences in NFP 

Desired Behavior 

Charting Ovulatory 
Indicators 

Identification of 
Fertile Days 

Abstain on 
Appropriate Days 

Selective 
Intercourse on 
Infertile Days 

Development of 
Other Lovin~ 
Behaviors 
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-+ Long Term Motivators 

-+ Self-Knowledge 

-+ Fertility 
Self-Knowledge 

-+ Self-Mastery 

-+ Conjugal Mastery 

-+ Improved Personal 
Relationships 



The client's need is dynamic and will vary in degree. The desired learning 
behavior is indicated by the daily charting of the indicators of fertility and the 
identification of days of fertility. Both of these categories of behavior are 
motivated by the natural outcome of self-knowledge and fertility management 
knowledge that results. Additional kinds of behavior essential toward the 
development of autonomous clients in NFP include abstinence on appropriate 
fertile days and selective intercourse on infertile days of the cycle. These 
categories of behavior have contingent on their occurrence long-term moti
vators related to self-mastery and conjugal mastery that a couple begin to 
develop in the positive practice of NFP. Another category of behavior that 
teachers should encourage for couples who successfully wish to use natural 
methods, is to actively seek other means of expressing their love for each other 
during the time of abstinence. The obvious implication is not that the couple 
will only develop additional loving behavior during the fertile phase of the 
cyclt:, but rather that the couple will often experience improved personal 
relationships, and it is this motivating phenomenon that NFP couples fre
quently refer to as "a way oflife." 

The iong-term motivators of self-knowledge, self-mastery and improved 
interpersonal relationships belong to the real world of human experience. 
Instructors in NFP should encourage any tendency toward the desired behav
ior and help clents recognize and experience the meaningful long-term moti
vator found in the positive practice related to natural fertility management 
and method practice. 

NegatIVe Behavioral Influences in Natural Family Planning 
Frequently a negative situation is present and may act as a primary 

motivating influence for couples initially seeking family planning information. 
In this model the desired behavior which would relieve the negative situation 
is the practice of family planning and/or the practice of NFP methods. The 
interesting observation about the practice of NFP is that the long-term 
motivators of self-knowledge, self-mastery, conjugal mastery and improved 
interpersonal relationships soon take over as the primary real-life motivators 
for the couple in maintaining the practice ofNFP. 

Table 6 identifies the more typical situation which seems to initially motivate 
couples to seek the use of a family planning method. The behavior that follows 
to successfully relieve the negative situation would be to practice · a family 
planning method or to use a NFP method. From a behavioral management 
practice observation, the couple who chooses. the practice of any family 
planning method will generally use the method 'only as long as the negative 
situation holds any meaning for them. For the couple who chooses a NFP 
method many of the positive motivators begin to functiqn in a strong moti
vational sense. For the purpose of understanding a new client's interest in 
NFP, they should understand the motivational influences that will affect 
successful client practice offamily planning. 
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TABLE 6 

", Negative Behavioral Change Influences in NFP ' 

Negative Situation 

Too Many Children 
Too Soon 
Too Costly 

Fear of Complications 
Pill/ Mechanical/Surgical 
IUD 

Distrust of Methods 
i.e, Barrier 

Fear of Spiritual 
Loss/Sanction 

" '. 

Educational Development Process 

• Desired Behavior 

• Practice of a Family 
Planning Method 

Practice of a 
• Natural 

Family Planning Method 

Educational System in Natural Family Planning Instructor Training 
The educational system for preparing NFP teachers requires a clear state

ment of goals, objectives and an assessment of entry level of the learners. Once 
the learning needs have been established through entry level assessment, the 
instruction is provided, evaluated, corrective feedback and additional instruc
tion provided, and the instructor is provided with the opportunity to teach 
clients under supervision and exit from the system as a competent NFP 
instructor. The advantage ofa systematic approach to training is one of being , 
able to replicate the training model to large numbers of trainees. Byestablish
ing clear objectives, clear criteria evaluation and standards of acceptable 
performance for learners, instruction can be focussed more clearly and the 
outcomes of instruction can be predicted. Specification of objectives and 
continuing evaluation are the key elements for effective education and training 
systems. 

Instructional Objectives are used as the essential guideline and help both the 
trainer and the learner know what he or she must do as a result of the 
instruction. The objective should clearly spell out for the learner what per
formance is expected as a result of the training. Objectives should also be used 
as the primary guidelines for selecting and designing the media or visuals used 
in the teaching program. Objectives should define the evaluation system. 

Evaluation Tools are used to establish both for the trainer and the learner 
indicators of success or failure to master the knowledge and skills that are 
required for NFP instructors. Objective, valid and reliable tests are a very 
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efficient way to test facts and precise knowledge skills. Rating scales are useful 
as check lists for evaluation of the instructor's ability to teach and monitor 
clients in NFP method practiGe. Attitude scales are primarily useful as attitude 
surfacing devices. The scores on attitude scales are not truly useful as predic
tors of behavior. However, attitude scales can be used as a means of surfacing 
attitudes that may be influenced through the discussion and clarification 
during training. 

Educational System in Natural Family Planning 
The educational system in NFP identifies three phases of implementation. 

The first phase is assessment of the entry level of the learner. Sometimes this 
can be informally assessed. For example, when a group of instructors have 
been trained in the ovulation method only and they are entering into a system 
of more formal education and training in NFP, one could readily suspect that 
they would need full training in the basal body temperature'methods and the 
sympto-thermal methods ofNFP. One could more accurately assess the exact 
nature of the learning deficit by administering a pre-test related to all NFP 
methods. Once the learning deficits have been established, instructional 
implementation begins. The instruction is evaluated and additional instruction 
given as needed until mastery or understanding of the needed material has 
been accomplished. The instructor trainee then would begin the final phase of 
training, namely, supervised client teaching practice for a period of six cycles, 
and if successful the instructor trainee would exit from the system as a 
competent NFP teacher. 

Curriculum Validation Study 
In 1974 the Office for Family Planning, DHEW and the Human Life 

Foundation conducted the.first curriculum development effort which resulted 
in the first formal definition of curricula based upon a task analysis of NFP 
instruction. A logical validatiol} effort was utilized to obtain expert NFP input 
and revision. The initial learning package was tested in a family planning 
agency, and sho~ed evidence of a competent learning package. The second 

, curriculum validation study was awarded to the Foundation by the govern
ment for the purpose of further refinement of the instructional objectives and 
test validation. The objectives, multiple-choice tests and attitude scales devel
oped during this contract provided us with the final set of guidelines currently 
being distributed and used in both the public and private agencies. In addition, 
the client educational series was also developed in an effort to co-ordinate the 
method definitions obtained during ,the validaii~? effort for teacher guidelines. 

Summary of Content Description 
Using the task-based analysis, a five module curriculum design was devel

oped. The curriculum was designed to provide training for the "ideal" NFP 
instructor, that is, a person who has a strong basis in fertility awareness and 
one who was familiar with all of the parameters of ovulatioQand capable of 
providing instruction in all current natural methods. The information in each 
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module builds on information in the previous modules. It is anticipated in the 
desig.Q:'that the-instructor training would start with fertility awareness and 
progress to the~ympto-thermal method to insure a progression of the instructor 
knowledge and 's.kiJI development building those skills necessary to begin a 
supervised client teaching practicum. The most important training objective 
is the requirement 'that an instructor teach at least three clients and follow 
them monthly for a period of six cycles under supervision. Criteria for 
successful teaching are identified in the rating scale for the objective and are 
related to the ability of the client to chart, interpret and practice the appro
priate rule of periodic abstinttnce. The attitudinal component is addressed 
through the design of attitude' scales to be used to surface attitudinal areas 
and develop appropriate discussion objectives specific to the individual groups 
oflearners. 

Curriculum Study Validation Design 
The initial outline was used as the basis for the validation study which 

consisted of two phases. Phase I, the item validation phase, included six major 
revision processes. As a result of the revisions clarifications were made in the 
objectives and ·test items. The tests were administered to mastery and non
mastery subjects in the United States to establish reliability coefficients. Phase 
II revealed that the test scores clearly discriminated between knowledgeable 
NFP experts and non-experts both in the United States and Canada. The 
reliability coefficients ranged between ,93 and .95 on both forms of all tests. 
The mean percentage scores revealed that the item verification phase of the 
test study improved the test questions and was reflected in the scores of the 
mastery subjects . . 

In general, test validation procedures are concerned with improving the 
ability of the test question to discriminate between knowledgeable persons and 
those persons who do not understand the meaning of the question. Various 
procedures are used to determine whether or not an item properly discrimi
nates between the groups being tested. Frequently, application items rather 
than simple knowledge, fact-recall items do better at discriminating between 
individuals. The example shown in Table 7 displays a" mucus cycle and asks 
about the fertility status of Day 19 which is described as lubricative. This item 
functioned very well as evidenced in the following statistical summary. 

Ninety-three percent (93%) of the NFP group answered the question 
correctly; 72% of the federal group and 40% of the untrained group answered 
the question correctly. Further analyses of the NFP group responses revealed 
that 100% of the ovulation method expert teachers answered it correctly; 93% 
of those teachers claiming expertise in both sympto-thermal and ovulation 
methods, and 86% of teachers claiming expertise in the sympto-thermal 
method answered the question correctly. It is this kind of analysis that reflects 
a good test item capable of distinguishing between knowledgeable and less 
knowledgeable individuals. 

A field mastery score" of 85% was obtained by those NFP experts who 
claimed expertise in both natural methods. Therefore, a post-instructional 
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TABLE 7 

EXAMPLE: NFP Instructor Training, Module 3, Form A Ovulation Method. 
The Human Life and Natural Family Planning Foundation, Washington, DC, 1978. 

" 

Menses 

~ 
~ 

Dry 
Days 
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CYCLE DAY 
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3. 19 Adele Hart brought in the incomplete chart above and wanted to know if day 19 was fertile. Select the reply you would give. 

1. Day 15 was peak and day 19 is the end of the fertile phase. 
___ 2. Lubricative sensation indicates a highly fertile day. _ 

3. No, only mucous days are fertile. 
4. Most lubricative days are usually infer·tile. 



mastery score of 90% was set as the criterion bf acceptable performance on 
the knowledge component of the instruction. ' 

. Tlilre is. a sltghtly higher test score reflected for the federal family planning 
subjects as compared with the untrained subjects. These scores are expectedly 
somewhat inflated for the untrained subjects as most of these candidates were 
college-trained individuals. 

Important Factorsfor InstrucJ6r Training in Natural Family Planning 
Factor analysis of the scores in the curriculum validation study revealed 14 

major factors to be emphasize,d in NFP instructor training. These factors are 
identified within each module o(the curriculum guide and are associated with 
specific objectives and test items. A training program for preparing NFP 

, , instructors should provide instruction in the following major factors: 

Module 
1 

2 

3 

4 

Name of Module 
Fertility Awareness 

Basal Body Temperature 
Method 

The Ovulation Method 

The Sympto-Thermal Method 

Factors 
Fertility Potential 
Reproductive Anatomy and Physiology 
Ovarian Cyclic Fertility 
Chart Interpretation of Fertility 
Indicators 

Definition 
Use of Equipment 
Charting Procedure 
Chart Interpretation 

Mucus Characteristics 
Method Definition 
Method Application 

Cycle Characteristics 
Methodology 
Counselling Skills 

Attitudinal Componentfor Instructor Training in NFP 
One of the more critical components for successful training outcomes is the 

promotion of positive attitudes in the learner group: in this situation, the NFP 
teachers. To address this rather difficult area of definition and training design, 
an attitude scale was designed which includes items related to six major 
categories of attitudes that seem important for NFP instructors. The categories 
of attitudes include personal qualities for the instructor; instructional strategies 
reflect attitudinal items related to the teaching-learning process; promotion of 
family life through NFP reflect attitudes which emphasize growth in family 
relationships, and responsible decision-making related to personal sexual 
behavior; respect for life reflects attitudinal items related to positive fertility 
acceptance attitude development as contrasted with fertility suppression atti
tudes; clientele characteristics reflect attitudinal items related to the respect 
for human rights and dignity of the person seeking family planning informa
tion; and finally, attitudes related to beliefs and values about health and 
specific body functions. 
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The use of the attitudinal survey would primarily be one of surfacing 
attitudinal areas that might be problematic for the instructor trainee group, 
~nd developing discussion objectives related to problematic attitudinal areas 
during the training session. Attitudes reflect an individual's entire life back
ground, knowledge and experience. Training should focus on surfacing and 
allowing time for discussion of attitudes that would possibly influence the 
successful delivery of services. The trainee should be allowed time to think 
about and clarify any unclear areas about issues related to the successful 
practice of NFP before being required to deal directly with clients in the 
service setting. 

Summary 
In summary, the recruitment, training and evaluation of NFP teachers is 

perhaps the single, most critical variable for successful NFP program devel
opment. Therefore, governments and private agencies concerned with the 
successful delivery ofNFP services should concern themselves with developing 
sound educational policy and guidelines for quality control of the instructor 
training component. This presentation has emphasized the need for mastery 
learning based upon task-oriented instruction in NFP, the evaluation of not 
only the fact-knowledge instructional component, but also the important 
supervision of client instruction for the new NFP teacher. In addition, the 
training design calls for the need to develop attitude surfacing and value 
clarification in the training model which will assist the development of positive 
attitudes in NFP teachers. Regional educational resource centers should be 
established that would serve to facilitate dialogue and sharing between public 
and private agencies. Trainer programs with resultant instructor training and 
eventual certification and/or statement of minimum safe competency stand
ards should evolve for systems of instructional delivery to ensure safe patient 
care practice. 

DISCUSSION-SESSION 5 

Chairman-Miss P.C. Taaffe. 

Miss Taaffe-Thank you very much Dr. Martin for a well documented presentation. 
" , 

Question-I want to ask Dr. Martin if the teachers in'ber country that she trains and assesse~ 
are paid to do this job? Where are the places for your training centres and how often is the 
service available? ". 

Dr. Mary Martin-Some teachers are paid:some are.not. The public sector agencies of course 
pay their workers. Some of the private agencies have begun now to accept Government funds 
and are able to pay their instructors. I have just finished a programme study which reveals that_ 
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the cost of delivery ofNFP services with a physical exam, initial instruction, and six months of 
follow-up visits is about one hundred dollars. The exceptional client costs about one hundred 
and sixty,.dollars and that's not for special circumstances, (e.g. lactation). The exceptional 
clients in rhis stud)"Were persons who liked to come in and talk about various concerns in their 
life. However, ~ost.ofthe NFP workers in the United States today, especially those working in 

- Catholic agencies, are volunteers and are not paid for services. 

Question-Where is NFP 'taught in the United States? 

Dr. Martin-For the private sector, Catholic groups, NFP is taught in a variety of places 
including hospitals, people's homes, convenient general meeting places in the community, 
church halls, family life centres etc.,The public sector, of course, concentrates on family 
planning agencies and family planning dinics . 

Question-Are you teaching people to use NFP or are you teaching people to teach NFP.? 

Dr. Martin-We are organising training programmes for a variety of agencies. The Human 
Life and NFP Foundation, which is partially supported by the Catholic Bishops, are now going 
to launch an effort to train NFP tutors in the diocesan programmes. Primarily we have tutor 
training programmes for experienced users and teachers. Experienced users do become teachers 
and experienced teachers will become trainers or tutors in NFP methods. This is certainly the 
easiest way to develop competent NFP instructor programmes. 

Question-How often are the services available? Every day? For how many hours? 

Dr. Martin-It varies with each programme as well as with the different training sites being 
used . 

Question-Dr. Martin referred to teaching respect for life. I think this covers something that 
is sometimes being ignored, particularly in this country in the teaching ofNFP. I had perhaps 
an extreme example a few days ago of a woman who came to me whose doctor confirmed that 
she was three months pregnant and she had been back to her ovulation method teacher who 
said the doctor must be wrong, "You have stuck to your method you can't be pregnant" . This 
sort of attitude is defeating the object of the teaching of this method. I think if you are going to 
teach the method that you have to develop this respect for life. In other words you have to keep 
an openness to the possibility of pregnancy, and the client should be made to understand this. 
What are your views? 

Dr. Martin-I think this is an excellent comment. That is why I said respect for life should 
be an attitude of any family planning provider regardless of the family planning methodology. 
Certainly we do not like to see abortion become a method of birth control. We need excellent 
training and excellent follow-up . It is not sufficient simply to give information in NFP. 

Comment-Over the past ten years a remarkable social phenomenon has developed without 
financial help and without any State support, without any hierarchical support. A number of 
NFP groups have developed to meet the basic need of women in this country to be provided 
with NFP. Interested groups, self-trained, motiv<jtted to help their fellow women, developed 
and evolved and extended into the development of hundreds ofNFP clinics throughout Ireland. 
This was a remarkable social phenomenon. It was founded without any financial assistance 
whatsoever from any source, in fact it was denied financial assistance from the Government 
and other sources. I do hope that now that NFP is part of the Government's policy, the NFP 
groups throughout Ireland would get the necessary back-up support and financial assistance 
for this worthwhile and exceptionally unusual phenomenon arising from a social need and 
provided purely and simply by voluntary efforts. 

128 

, ; 



Question-I would like to get back to questions to the speakers. Dr. Martin, why in the 
development of the U.S.A. learning materials did you not include a module dealing with the 
psycho-social aspects ofNFP? 

Dr. Martin--Certainly the psycho-social aspects, motivation, attitudes and values are critical 
ingredients of any successful training program. In this primary development, the United States 
Government did not utilize the same kind of system of development as was utilized at WHO. 
We focussed on the development of guidelines and evaluation tools including attitude surfacing 
instruments for the purpose of assisting programs to develop their personalized system of 
instruction using the guidelines. 

In the United States there has been a variety of approaches to attitudinal issues as well as 
programs related to assisting people to modify their behavior. Due to the sensitive issues 
involved in NFP our government has chosen to initiate attitude surfacing techniques as a 
primary approach for the development of discussion questions during the instructor training 
programme. This is not to imply that attitudes and values are not important but rather that a 
discussion approach as opposed to formal classroom learning be the direction that NFP 
instructor training programmes take. I have a personal educational bias. I don't think that you 
can "teach" attitudes, I think that you "catch" an attitude. In instructor training, attitudes are 
surfaced and discussed within an educational context. People form their own attitudes. 
Instruction should allow for the time to surface and discuss critical attitudes within a non
threatening environment. In this manner, individuals can come to the point of changing their 
attitude rather than being confronted and forming firm ingrained opinions. I think that 
discussions of attitudes are the basic ingredient of any good instructional delivery system. If 
you have a teacher with a poor attitude, it is obvious that poor instruction would follow. If you 
have a teacher with a good attitude, that is one that is correspondent to supporting couples in 
the use of NFP methods, then it is more than likely that you would have good instruction of 
clients. 
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The Incor"poration of Natural 
Family Plant1~ng into the Health 

S'ector 

Presented by 

Dr. IRVIN M. CUSHNER 
Department of Health, Education and Welfa~e, Washington, D C. 

The incorporation of Natural Family Planning (NFP) into the health sector 
I am very pleased to represent the US Department of Health, Education, 

and Welfare at these proceedings. To Minister Haughey go my thanks for 
having convened this conference and for having afforded me the occasion of 
my first visit to your country, I have made many new friends, enjoyed your 
hospitality, and-most important-I have learned a great deal. 

I was asked to describe how NFP has been and is being incorporated into 
the health sector-specifically, into the Federally-funded family planning 
program-in the US. I gladly accept that assignment. However, for a variety 
of reasons, I feel that this would be too narrow a statement. First, the health 
sector, itself, is huge by any measure and NFP is to be viewed within the 
many demands placed upon it , Second, many, ifnot most, of us attending this 
conference work in and are part of a much larger component of health, namely, 
reproductive health. Again, we must examine NFP within that larger frame
work as well. Finally, we have recently experienced many important changes 
in our field-some technological, some societal-which must be examined and 
understood, if we are to accurately and fully evaluate the role of NFP within 
these larger frameworks. I recently had occasion to review some of these 
changes and events which have influenced and continue to influence our field, 
and I have presented this material to several varied and diverse groups. I 
should like to share with you, as well, some thoughts about our current status 
and our future potential. 

First, I shall address my primary assignment. The mainstay of the Federal 
effort in family planning in the US is P.L. 91-572, the Family Planning 
Services and Population Research Act of 1970, which established Title X of 
the Public Health Service Act. It was enacted by the 91st Congress on 
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December 24, 1970. The major purpose of the Act was to assist in making 
comprehensive voluntary family planning services readily available to all 
persons desiring such services. The Act also required that abortion not be 
provided as a method offamily planning. 

In 1975, the Act was amended "to assist in the establishment and operation 
of voluntary family planning projects which shall offer a broad range of 
acceptable and effective family planning methods (including natural family 
planning methods)." In the 1978 renewal legislation, Senate Report 95-822 
stressed " ... new emphasis on the provision of family planning services to 
sexually active adolescents and to members of both sexes who want to avoid 
unwanted pregnancy . . . to respond to criticism of the program by stressing 
natural family planning methods in each of the programs . .. . " 

The delegation of authority for grant awards and monitoring is passed by 
the Secretary to the Regional Health Administrators of the ten Department of 
HEW Regional Offices. The Office for Family Planning in the Bureau of 
Community Health Services is responsible for the allocation of appropriated 
funds to the Regional Offices and for the issuance of policy and guidelines. 
The statute requires the provision of "voluntary family planning services" , 
which means that acceptance by any individual of services provided by the 
project will be solely on a voluntary basis and that such individuals will not 
be subject to any coercion to receive services or to employ or not to employ 
any particular method offamily planning. Clearly, the objective of the law is 
to provide individuals the freedom of choice to determine the number and 
spacing of their children. 

We have recognized the need and have been working to improve the 
capability of providers to offer high quality NFP services. The Family Planning 
Program continues to support projects and activities to enhance their quality. 
One important step in this direction is the development of a NFP training 
curriculum, which was undertaken three years ago with the Human Life and 
Natural Family Planning Foundation. In 1977, the Family Planning Program 
sponsored a series of bi-regional conferences for the purpose of (1) promoting 
communication and interaction between private NFP providers and Title X 
grantees, (2) establishing a common understanding of the issues and problems, 
and (3) developing a positive action plan that each Region will include in its 
future program. A final effort worthy of note is the contract award for ·a needs 
assessment to determine the degree and intensity of technical assistance 
support required by individual grantees. 

Under the law, family planning service grants cannot be made to entities 
which propose to offer only one method or a limited scope of methods, 
regardless of whether the single method is '~FP or a particular intervention 
type. This requirement is to enable persons to make informed choices on the 
methods which best suit their needs and are c0IT.!.patible with their personal 
beliefs . It should be noted, however, that a facility Ot entity offering only NFP 
methods can indirectly receive assistance under Title'VC by participating as a 
provider of NFP services in an otherwise approvable project which offers a 
broad range of services. 
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This is an accurate, albeit brief, description of how we are including NFP 
in our family planning program. I ask you now to step back from strictly NFP 

. concerns~nd to gjve some thought to the larger sector and the larger field in 
which we do our work. Where are we? How did we get here? Where are we 
going? I ask you to sp~culate about reproductive health in the future. 

Reproductive Health in the 1980s 
I suspect it is reasonable to anticipate that, over the next three months, a 

recurrent theme will unfold in the media. Certainly, by the time that December 
is upon us, we shall hear and r~ad and see repeated analytic reviews of the 
decade ending and projections a00~t the one to begin. We shall all be looking 
back at ~hat happened to us and around us in the 1970s and speculating 
about what we might face in the 1980s. I know of no field-certainly no health 
field-that has felt the impact of the 1970s any more than the field of 
reproduction. I do not know of a field in which it would be more helpful to do 
some speculating, some planning about the 1980s. 

I should like to share some thoughts with you-to speculate about the 
reproductive sciences and the reproductive health care field in the 1980s. 

But first, I suggest to you a subtitle to this subject-one which might, at 
first, seem jocular, even flippant. It is not, I assure you, suggested in that vein. 
I suggest that the title of this presentation could be: "Reproductive Health in 
the 1980s (or, You've Come a Long Way, Baby)". The "baby" who has come 
a long way might bring to mind different perceptions among different individ
uals and different groups. I think of three. 

"You've come a long way, baby" will, of course, bring to mind the women's 
movement and feminism, around which this commercial slogan originated. In 
regard to reproductive health and reproductive outcome, women have indeed 
come a long way. Maternal mortality in the United States is lower than it has 
ever been. Fear of dying is no longer the significant concern which it was for 
pregnant women at the beginning of this century or even in its first third. In 
addition, today's woman has a degree of control over her fertility which is 
unprecedented and which could not have been foreseen by her mother and 
grandmother. We are thus reminded of the special interest in and special 
concerns of women in the age~da of the reproductive health field. We should 
be reminded that while they will have a serious and unique interest in what 
that agenda includes, they may also be concerned about what is not included, 
or what does not seem to be included. They may ask: 

-Who among you speaks for the quality of parenthood, rather than just 
the fact of it? 

-Who speaks offamily-its quality; indeed, its very definition? 

-Where is the acknowledgement that, in our current society, the-quality of 
family life is implicitly tied to wanted parenthood; for some, to a gratifying 
and humanistic and family-centered birth experience; and that, for some, 
"quality" family life includes non-parenthood? 
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-Who, in the Reproductive Health field, speaks for the four million couples 
among us who wish to reproduce and to be parents and who are unable 
or have difficulty in doing so? If not in the Reproductive Health field, 
then where? 

-Who, in Reproductive Health, speaks for all women-currently pregnant, 
ever pregnant, never pregnant? Who speaks for women's health care 
unrelated to fertility? If not Reproductive Health, then who? 

The second "baby" to whom I allude is the one for whom the word "baby" 
is used in its literal sense-the fetus and the infant. Indeed, they, too, have 
come a long way. While not as dramatic or as acute as the drop in maternal 
mortality, infant mortality rates fell more gradually and, in 1977, reached the 
lowest level ever achieved in the US. Infants previously doomed to death or 
disability through infection or prematurity or low birth weight or even some 
congenital deformities and diseases are now being assisted to survival with 
normal or near-normal function. 

Yet, as in the case of the women's health care advocates, those who are 
concerned with the fetus and infant will remind us that, notwithstanding our 
successes, we face serious problems and dilemmas. Despite our record low 
infant mortality in 1977, we are still not doing as well as other industrialized 
countries who, with fewer resources, have lower mortality rates. In fact, in our 
own country, we-are not doing as well in certain geographic areas as in others. 
It is rather poignant that the city which boasts its uniqueness in being the 
nation's capital, must also claim for itself another uniqueness: unhappily, the 
highest infant mortality rate in the US is to be found in Washington, D C. 
Those in the child health field whose interests extend to the post-neonate and 
to growing children will remind us that survival of the pregnancy and birth 
process does not, in and of itself, assure the quality oflife for which we strive. 
Nor does it assure survival itself. Today, among the principal causes of death 
in children are those which have as their denominators, trauma and violence; 
namely, accidents, homicide and suicide. Finally, many children who escape 
the trauma and the violence (and the other environmental pollutants, if you 
will) have serious health problems which, in today's US, are glaring examples 
of the critical interaction of environmental, social, cultural and economic 
roadblocks to well-being. 

The third "baby" of whom I think is Ignaz Semmelweis, who suggested in 
1847 that ~aternal mortality might be reduced if the physician birth attend-
ants would only wash their hands before participating in the birth process. 
Yes indeed, "Semmelweis, baby", you've come a long way-you and your 
descendants, of which I am proud to be one. We do seem to have come a long 
way: from the mere washing of hands, to Lister and aseptic precautions; from 
putrid infections and exsanguinating deaths, to antibiotics and whole blood 
and hospital-based births; from long, painful and difficult labors, to anesthesia 
for painless childbirth and analgesia for more comfortable parturition and 
stimulation oflabor for a more rapid process; from guessing.,and hoping about 

\ 
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fetal'status, to the fetal stethoscope and estradiol determinations and electronic 
fetal monitoriifg-and the L-S ratio and amniocentesis with amniotic fluid 

, screenin'g<; from sitting and waiting, to forceps and vacuum extraction and 
, . "-

cesarean section; vom what Alan Guttmacher called birth by chance, to 
- , contraception and sterilization and abortion, and birth by choice. And all of 

this-we felt-was for,.j:he good. Indeed, many of us have been-and are-of 
a mind that these change~ and innovations and discoveries have contributed 
significantly to the dramatic "improvements in reproductive outcome, to the 
benefit of pregnant women and their infants and families. Side by side with 
the remarkable achievements of qur colleagues in neonatology and pediatrics, 
we believed and believe that all of 'this was-in the language of the ethicist-for 
,the common good. 

, Yet, as this decade closes, we find ourselves and those we serve and thos'e 
who govern asking serious, important, discomforting, and vexing questions 
-questions about our previous assumptions, our objectives, our very pur
pose. We find ourselves in a transition where technological improvement per 
se is not universally welcome nor is it indeed automatically beneficial. We have 
indeed come a long way; but the progress gave us knowledge without neces
sarily giving us clarity. It gave us information, but not necessarily answers. It 
gave us new tech'nology; it did not, however, spare us from the difficult 
decisions and dilemmas which follow from having choices which we never 
before had. 

It is on this backdrop, within this historical context, that we shall enter the 
next decade. I believe we shall find that the 1980s began in the 1970s. And if 
you find that a rather self-serving statement, if you are inclined to feel that 
such a statement could be made of any new decade, I ask you if the late 1960s 
and early 1970s bore any resemblance to the 1950s or 1940s. I think not. 

As the 1940s ended and we entered the 1950s we were surrounded by and 
motivated by values and beliefs, goals and objectives which seemed clear and 
uncontested. Reproductive health was, like other segments of the health 
professions, bearing the fruits of the technological advances which occurred 
just prior to, during, and following World War II. We strived for more and 
better-more innovations and better results, defined then only as lower 
mortality rates. Indeed, the prevention of maternal mortality was the first 
(and nearly exclusive) charge to obstetrics, while the prevention of fetal and 
neonatal deaths and the relief of pain in childbirth were second and third, 
respectively. 

The innovation~ came-rapidly: 

-Papanicalaou and his vaginal smears and the early identification of 
cervical cancer 

-Hans Selye and his theories of stress as a cause of disease 

-the ability to store whole blood 
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-the advent of effective anti-microbial agents 

-the understanding of a "maternal-fetal-placental unit" 

-the breaking of the genetic code 

-the elaboration of endocrine mechanisms 

-and, the remarkable advances in anesthesiology, surgery, and cancer 
therapy. 

And with these innovations came the program impacts: 

-the reduction in cervical cancer deaths 

-the initiation of reproductive health professionals to health screening of 
asymptomatic patients 

-the inclusion of and the increasing importance attached to the psycho
social in addition to the bio-medical 

-the dramatic decline in maternal mortality and the shift from home to 
hospital as the setting for the birth experience 

-the beginning decline in infant mortality 

-diseases that were hopeless, now were not 

-diseases that were surgical, now were not 

-and deaths that were non-preventable, now were preventable. 

In the midst of-and probably part of-these phenomen~ was the "mar
riage" of obstetrics and gynecology and their fusion into a single health 
discipline. This new specialty would provide continuous care to women 
-pregnant or not-from their first service encounter through and past men
opause. Thus did reproductive health change: from a program which provided 
episodic care and curative services directed only at the prevention of death, to 
a program which provided continuous care, preventive as well as curative 
services, psychosocial counselling as well as medical-surgical procedures. 

And we looked and we saw and it was g;.~od-or so we thought. And into 
the 1960s we plunged-filled with hope and cbnfidence. With more time, more 
money, more programs, more research, there would be more discoveries, more 
innovation, more improvement-all acceptable and all desirable. 

Indeed, the early 1960s brought more of the same-more innovation and 
more change, but now with some differences. The changes were surrounded 
not by the hurrahs and contentment of the 1950s, but by questions and 
caution. 

135 



" 

"And to that was addeo, in the late 60s, turbulence. 

By tli~ early 1960s, w~ had learned that the most common causes of mental 
retardation, cerebral palsy, and other central nervous system diseases were to 
be found in the jn~~rval between conception and birth. Through this we 
became aware of the fact that it was within the skills and purview and 
responsibility of the heqlth professions~especially the reproductive health 
professions-to assure what Allan Barnes called "the right to be well-born." 

Significant changes occurred in the management of childbirth: trauma was 
out, non-trauma was in; forceps were out, cesarean section was in; the 
induction and stimulation of labor were seriously examined for the trade-offs 
between benefits and risks, with the question being asked-benefits to whom? 
The search began for improved methods in assessing the status of the fetus 
and thus began our march from the fetal stethoscope to biochemical and 
electronic fetal monitoring and finally to amniocentesis with amniotic fluid 
screenmg. . 

In the midst of this we experienced, in the 1960s, the Thalidomide story 
and a major rubella epidemic. These were followed by the beginnings of a 
movement which led, at first, to the liberalization in 17 states of their laws 
pertaining to induced abortion. 

By the early 60s, therefore, the major emphasis in obstetrics had shifted 
from the mother to the fetus and infant in our attempts to bring infant, and 
particularly perinatal, mortality rates to lower levels than had been achieved 
in the 1950s. Again our goals were growth and innovation and discovery, 
hopefully leading to improvement. It was not until the introduction of the 
issue of induced abortion (for reasons other than the prevention of maternal 
death) that societal controversy become part of the change process in the 
reproductive health field. 

In the late 1960s and extending into the early 1970s, controversy became 
the hallmark of the changes which occurred in our scientific disciplines and 
health fields. 

Society expressed serious concerns about population growth rates and 
population pressures. It turned inexorably to pregnancy prevention and birth 
prevention for its major emphasis in this field. The impact on the reproductive 
health field was clear. There was an astronomic increase in the use of the then 
relatively new highly effective contraceptive methods (the Pill and the IUD). 
There was a new health policy regarding sterilization: one which shifted from 
a policy based ori age and parity of the mother to one based on voluntary 
sterilization irrespective of sex, age, marital status, parity, or reason. The 
population issue added yet another impetus to the abortion reform movement 
which ultimately led to the legalization of abortion in the United States 
through the US Supreme Court decisions of] anuary, 1973. Academic medicine 
and the medical fie~d incorporated family planningjnto its agenda and put 
that "account" into obstetrics and gyn~cology. Public Health, on the other 
hand, incorporated family planning into two agendas: Population and Mater
nal and Child Health. Thus began the dichotomy and the controversy over 
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the very definition offamily planning. Was it to be viewed as a health measure 
and as related to health policy housed in Maternal and Child Health, or was 
it to be viewed as a social measure and social policy to be housed in the then 
new public health field of population. 

The Federal Government, in the late 1960s, entered this field when it found 
it appropriate to use Federal funds for family planning. Beginning in the OEO 
program and followed by the earmarking of Title V Maternal and Child 
Health funds, the major step was taken in 1970 with the enactment of 
legislation which authorized the appropriation ofthen unprecedented sums of 
money for family planning-in services, research, training, and public infor
mation/education. Interestingly, the legislation was entitled "The Family 
Planning Services and Population Research Act of 1970", perhaps adding to 
the confusion as to whether family planning was a health or social matter. 
The administration of this program was placed in "H" of the Department of 
HEW, and the structural organization for its impl~mentation was entitled 
"The Office of Population Affairs", managed by a Deputy Assistant Secretary 
for Population Affairs. I note again that at the Federal level (as in academic 
public health), pregnancy was now firmly established as part of child health, 
while family planning was viewed by many as part ofpopulation. 

We should note that, as the 1970s close, these questions are still being; asked 
and new ones have been added. In Medicine, family planning is now being 
incorporated into family medicine, adolescent medicine, and general internal 
medicine. Hence, who is to provide primary health care to women? Shall we 
train reproductive health specialists in primary care? Or shall we train family 
physicians, internists, and nurse-practitioners in reproductive health? And in 
Public Health (including Government), we still ponder whether family plan
ning is a health matter or a social matter; whether population issues are 
health-related; and more recently, whether family planning is a primary care 
program or a categorical specialty. . 

Coincident with these changes, we noted in the late 1960s what Madison 
Avenue calls a "sexual revolution". I prefer to view it as acute (ifnot dramatic) 
change in sexual and reproductive values. What used to be OK was now 
maybe not OK. What used to be not OK was now maybe OK. This resulted 
in requests for services from health programs-especially from reproductive 
health programs-which were then unprecedented. They were sex-related; 
they had to do with sexual behavior and sexual dysfunction; women (and the 
men in their lives) were looking to physicians and other health professionals 
for help in this area. The health professionals began their pontification about 
rampant sexual ignorance and the ills of such -ignorance. However, it was Dr 
Harold Liefwho noted, through his studies at Tulane University, that health 
professionals were barely more knowledgeable (ifat all) about human sexuality 
than were the patients and clients whom they served. The move was on toward 
the inclusion of human sexuality in the medical, nursing, social work and 
psychology curricula. A sexual health care system suddenly,appeared, without 
design, without planning, and, therefore, without definitiotls, standards or a 
system for certification of proficiency. This is not to say; however, that ther.e 
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have not been some b~nefits to come from this' rather erratic process. The 
impor~nce of tIme to talk (i.e. patient counselling and education) became 
recognized as an ,important health service, or at least as an important concom
itant to health seryi~es. Through their educational programs, health profes
sionals gradually be~oIhe aware that sexuality was not limited to the genital 
and erotic, but inste'ad. involved lifelong experiences including gender role, 
intimacy and affection;. fa!llily formation, and lifestyles. Most important, 
,reproduction was seen as 'part of the total life experience in human sexuality 
rather than the other way around. 

Along with these changes dupe the important confrontations between the 
medical profession and the health ~are industry, on the one hand, and several 

, . social forces and political movements on the other, the "isms": humanism, 
consumerism, feminism, naturalism, and moralism (i.e., bioethics). 

Humanism said: "I am not a uterus ; I am a person, a human. Consider 
human values and humanistic approaches in providing me with my health 
care." 

Consumerism said: "I want a piece of the acdon-that is the policy action. 
If! buy and consume, I participate in decisions." 

Feminism said: "We view ourselves, and we want you to view us, as equal 
to men; we have and reserve the right to choose a role other than 
wife/ mother! paren t." 

Naturalism said: "We are concerned with the artificial; we are not neces
sarily content with intervention; we prefer naturalness for the sake of 
naturalness." " 

Moralism and ethics said: "For every winner, there is a loser---or, at least, 
there might be a loser" , and reminded us of the dilemmas created by innovation 
and change. 

These various social and political forces express grave concern with what 
we presumed to be progress. 

They tell us that all is not well with contraception. Good, that the newer 
methods are highly effective and more readily available. However, where is 
that effective contraceptive that is also safe and acceptable? Where is that safe 
and effective contraceptive for men? 

They tell us that all is not well with our abortion policy. Good, that 
abortion-related mortality and illegal abortions were significantly reduced. 
However, the widespread use of elective induced abortion is a source of 
troubling, painful, and agonizing ethical issues for many people in the national 
community. 

They tell us that all is not well with our sterilization practices. Good, that 
these procedures are readily available and reasonably safe. Good, that a policy 
of voluntary sterilization is in place. However, it is clear that, at least in some 
instances, the procedure is not entirely voluntary-at least to the extent that 
the decision is based on fully informed consent. 

They tell us that all is not well with the experience of many women and 
couples during childbirth in hospitals. Good, that maternal mortality is at its 
all time low and that infant mortality is falling rapidly. Good, that some of the 
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procedures performed in hospitals contribute to that decline in mortality rates. 
However, was it really the hospital setting itself which was the major reason 
for the decline in mortality rates? Is the hospital really the best place in which 
to experience birth? Is the home a better place? If not a better place, is it as 
good a place? Isn't there some way to accommodate the value of the technology 
with the needs of many couples to make the birth experience a more human 
and family-centered one? Can't we have some alternatives within the hospital 
setting? 

They tell us that all is not well with reproductive outcome. Good, that infant 
mortality rates are falling. However, our mortality rates are still higher than 
other industralized countries whose resources are not as great as ours. Low 
birth weight, premature birth, and congenital birth defects still represent 
major causes of mortality and morbidity. The health habits, lifestyles, and 
exposures of pregnant women seem to be a contributing factor, particularly as 
related to drugs, alcohol, tobacco, the workplace, environmental pollutants. 
And, finally, while we have made great strides in the reduction of unintended 
fertility through the development of organized family planning services and 
the incorporation offamily planning into the private sector, there remain over 
one million abortions per year, as well as about 300,000. births annually which 
are declared to be unintended by the parents. 

And so we learn through these confrontations-and with great discomfort 
-that our "progress" is no longer being received with the hurrahs and the 
contentment with which they were received in the 1940s_and 1950s. Society 
(and government, in particular) have grown more cautious . 

They are cautious about technological advance: its impact, Its transfer, and 
its cost-in dollars, in impact on lifestyles, in social and ethical dilemmas 
which follow. 

They are cautious about growth: its value and disvalue; its cost and impact; 
and the need for possible limitations. 

They are cautious about the quality of our environment: its importance and 
the many costs of assuring it. 

They have grown more cautious about the non-traditional (or less tradi
tional) values which emerged in the 1970s. Shall we stop? Slow' down? Go 
back? Are any of these options even possible? 

And they have grown cautious about our health goals. These goals are now 
being set within the themes and within the climate of a different Washington 
and a different United States Community. The themes are clear: fiscal con
servatism; decrease Federal spending; eliminate waste/fraud/abuse; the "buzz 
word" is restraint. "', 

The health needs of our country were described in the President's budget 
message earlier this year. They included improved ~'t<:ess to quality services, 
but with restraint in health care costs; increased knowleCi~e about disease, but 
with promotion of preventive care. Clearly, there-are issues ip the reproductive 
health field which fit these themes, and there are programs ~hich can address 
these needs described by the President. 
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Within-the pepartment of HEW (and especi'ally in "H"), the themes are 
likew~e clear arid real. I t is my view that the current HEW themes are so real 
as to represent'~ committment which I believe will cross Administrations and 
cross Secretaries: ,Tpese themes have been heard by many of you: comprehen
sive rather than c,ategorical programs; single rather than multiple sites; 
primary care progra'rns and primary care professionals rather than specialized 
programs and specialisls; prevention in addition to cure. 

It is within the framework of this continuous pattern of change and inno
vation and dilemmas and turbulence that we shall enter the 1980s. Frankly I 
have more questions than answ~rs; more hopes than predictions. 

I believe there will be more concern and more caution and continued 
. promotion of restraint. There will be an increasing awareness of the social and 
ethical dilemmas which follow change, and I think this will be especially true 
in the fields in which we labor: reproductive health and child health. There 
will be an increasing emphasis on productivity, effectiveness, and acceptabil
ity; and, especially, an increasing emphasis on proof: proof of need, proof of 
effectiveness, and proof of acceptability. 

I don/t know numbers, and I do not elect to playa numbers game. I don't 
know about the numbers of deliveries and the numbers of abortions. I don't 
know about the numbers of unintended and intended conceptions and births. 
What I think I do know is that individual sexual decisions, contraceptive 
decisions, and family formation decisions will be the more important deter
minants of those numbers than anything that we do as health professionals. 
Our role should be to assist (and to develop the capabilities of assisting) our 
clients and patients in reaching and in implementing these decisions, in ways 
that are most helpful to them. 

I do not know if the 1980s will bring us the highly effective, completely safe, 
and completely acceptable contraceptive method for which we strive. I am 
inclined to dou bt it. We were warned by Dr Roy Greep that there will probably 
be no major breakthrough in basic reproductive physiology during the remain
der of this century. He suggested that any improvements in contraceptive 
technology for the remainder of the 20th century would come from improve
ments in currently available methods . Whether he is' proven right or wrong, 
I suspect that there will continue to be an increasing interest in non-systemic 
methods with some decreasing interest in oral contraceptives and intrauterine 
contraception. I do not, however, expect these two highly effective methods to 
disappear from the scene. What I do look for is an increasing number of 
requests for services and assistance in the use of barrier methods and in the 
detection of fertile periods in the woman's cycle; for more research to improve 
both of these areas and research to clarify the risks associated with and to 
bring about improvements in hormonal and intrauterine contraceptives. 

I do not know if we shall see in the 1980s, a significant move back to the 
home as the setting for birth. What I do expect 'is an expanded system for 
providing childbirth care in low risk pregnancies with minimal technological 
intervention, with increasing involvement of persons chosen by the pregqant 
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woman, in areas set aside in hospitals for this approach, with immediate 
access to tertiary technology if suddenly needed. 

I do not know if in-vitro fertilization with embryonic transfer will become a 
frequently used therapeutic modality or biologic sport, or a commercial 
enterprise severely discomforting to our society's sexual and reproductive 
value system. . 

I do not know if women's health will become a high-priority program. What 
I do look for is increasing interest, concern, and visibility to health issues 
which are specific to women, and with more and more women participating 
in the policy as well as the clinical decisions. . 

Important as these questions may be, I believe they are subsidiary to the 
larger, more fundamental questions which we shall face in the 1980s: 

1. At what cost will we have further reduction in perinatal mortality and 
morbidity? To whom? With what Fmitations? Based on which consi· 
derations-humanistic, economic, ethical, political? 

2. On what bases will priorities be set in the allocation of health care 
resources? Will "beginning of life" resources begin to approximate 
"end of life" resources? Will birth and its antecedents be taken as 
seriously as death and its antecedents? Is there a significant'constitu· 
ency for this point of view? Are we ready for it? 

3. What is the place of optimal reproductive health and women's health 
in our country's health agenda? How are they best organized? 
Administered? 

I address the last of these questions when I submit that it is not in the best 
interests of our patients or clients or society to continue in the path of a 
fragmented, polarized, adversarial reproductive health field. I can find no 
value in our viewing-or seeming to view-pregnancy as one field, family 
planning as another, and women's health care as unrelated to either. In all 
three, the women are the same. The clinical skills are the same. The training 
is the same. The science is the same. Aren't the goals and objectives the same? 
Do we not strive for reproductive health of the highest quality and with the 
most gratifying consequences: for those, who, at the time, want to reproduce 
and for those who, at the time, don't: for those who want to and can't: and for 
those with women·specific health problems which are not related to fertility? 

Planners, policy-makers, service providers, research scientists, community 
agencies, consumers and their advocates need to take a second look at the 
fragmentation which has resulted from the previou&ly.-hoped.for-benefits to 
come from a singular emphasi~ approach. We need ,t~ look deeply at our 
purpose and then to ask: Is it realistic or appropriate t01:4: reproduction and 
reproductive health and the reproductive sciences inexorahly to either popu-
lation concern or to child health concerns? . , 

" 
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· Should_not reproductive health, instead, be dealt with as a free-standing, 
singular public health discipline which can interact with and contribute to 
child rfealtb anp population, women's health and family health? I believe it 
should. ' 

There is increasi.{ig interest in' the wholistic approach to health care. Do not 
reproductive health" programs need to be more wholistic than the current 
fragmentation allows? 'l,b~lieve that they do. 

Would Public Health (·and Government) do well to consider population as 
one field, child health as one field, and reproductive health as another. I 
believe that they would and should. 

In closing, I return to the theme of this conference and to my more specific 
assignment. Indeed, it can be said that NFP was initially "left out" of our 

" Federal family planning program. Why was that? It probably resulted from 
a mixture of factors: indifference; a high value placed on effectiveness; a high 
value placed on technology; and, a high value placed on finding a method 
which would be "ideal for all". 

I believe it also can be said that NFP is now "in"-or at least, "moving in". 
Why? Because of a vigorous NFP constituency; because of some degree of 
convergence among the various "isms" referred to earlier; and, because of 
increasing awareness that the goals and values of the late 1970s may be 
somewhat different than those of the early 1970s. 

In my opinion, this awareness of changing goals and values has contributed 
to a more realistic approach to and understanding ofNFP. The NFP methods 
are unique in the family planning system. Unlike the other methods, they are 
dependent on the physiologic, not the pathophysiologic. Unlike the other 
methods , their action is based, not on chemical formulae or mechanical 
intervention, but on learning and using. Thus, the provider's role is to teach; 
the client's role is to be motivated toward its use. 

Another contemporary understanding about NFP is that it is clearly needed 
and desired for many different reasons and by several diverse social and 
cultural groups: 

-by humanists and consumerists who want participation in decisions 

-by feminists who want self-determination 

-by naturalists who want the non-technological or the less technological 

-by moralists who want to meet their personal religious and ethical 
needs. ' 

Accordingly, I see the incorporation ofNFP into the larger family planning 
system (and into the even larger reproductive health system) not as something 
separate and apart, not as an "either-or" situation, but rather as a group of 
methods which, while unique, represent one desirable approach to the varied 
needs of our varied clientele. 
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This, then, is the direction for which I strive. Yes, I do ask for a "coming 
together" of currently disparate groups. Yes, I do ask for a re-examination of 
goals and objectives and values. Yes, I do ask for re-orientation and re
direction. 

I know of nothing valued more highly by women and their families than a 
gratifying outcome to their reproductive goals. 

I know of no field more implicitly "future" than reproduction, a field which, 
while increasingly troubled, grows increasingly important. It deserves no less 
than a full commitment to its full potential. 

DISCUSSION-SESSION 6 

Chairman--Dr. Hensey-Thank you Dr. Cushner for an obviously well prepared and most 
interesting address. Dr. Cushner's paper is now open for discussion. 

Question--From your position as an obstetrician in the Public Health system in the United 
States during the 1960s and 70s I would like if you could comment if possible on two important 
critical points for Ireland which, in the American context, were the initial development of 
family planning policy outside of the health sector and the social policy under population 
activities. This to me is a very critical lesson because ten years later we are talking of re
incorporating NFP into health, and the dynamics of those people who lived and watched those 
years is, I think, a very important one. My second remark is that, even though the USA law of 
1970 included family planning methods of people's choice, five years passed before the 
constitutency insisted on including NFP in family planning services. It seems to me that even 
though the law may spell out intentions unless interested groups and citizens carefully watch 
the implementation of regulations, the initial intentions of Parliament do not always get carried 
out. 

Question-I would like to thank Dr. Cushner for a splendid review of trends and developments 
in America. Concerning the question of personnel and manpower we are faced with the problem 
here, like in America, where we have an ever increasing number of specialists in the various 
aspects of our health services. In regard to family planning who do you think should do the 
training and provide the facilities? The physician, the nurse, or are we in a situation where 
nurses and physicians are really too heavily committed? Do we have to face training yet another 
specialist worker? Should this be from outside the health care professions? Could you also 
briefly comment on the content and training of the personnel required? 

Dr. Burger-I'd just like to make a brief comment and ask Dr. Cushner's opinion on it. It's 
my understanding that at least in some parts of the Un,ited Kingdom one of the first points at 
which school children are introduced into at least concepts of menstruation is in the teaching 
of menstrual hygiene. I have also been told that some of that teaching is really very grossly in 
error, that the word ovulation is never mentioned and whert; it has been the children were 
sometimes taught that ovulation occurs at the time ofmenstruatio,n. A lot of those programmes 
appear to be run by some of the companies that make the menstrual hygiene equipment and 
apparently some of their films are really quite misguided. I wonde~ed'in the context of teaching 
fertility awareness and family planning whether it would be appropri.at~ for the Irish Depart
ment of Health to consider that educational aspect at the end of primary sc~ool. 
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Chairman-J think we've given Dr. Cushner enough questions to handle in this session. 

Dr. !J..ushner-A-common expression in my country when one gets a difficult question to 
answer IS "there:s\one in every crowd". There are more in this crowd. First to my friend Dr. 
Lanctot, I referred'in my remarks to a healthy, vigorous NFP constituency. You heard from 

.them this morning. Dr."'Martin and Dr. Lanctot are part of that constituency that has been 
effective. There is no aqubt, and I alluded to it briefly in my remarks, that when the U.S. 
government saw fit to use-federal funds for family planning they were faced immediately with 
an administrative decision; in whose house was this money to be? And as I indicated, the health 
departments had to consider two possible houses. One was the house in which Public Health 
dealt with women and with reproduction and it was called Maternal and Child Health. Now 
we could go into a long discussion ,about how Maternal and Child Health got going at the 
beginning of the century, but it seemed natural, pardon the pun, for family planning to be 
placed into the Maternal and Child Health account. Historians have different reasons for 
explaining why Maternal and Child Health was not comfortable with family planning, and I 

. use the word "comfortable" in it's broadest sense. The fact of the matter is that the Maternal 
artd Child Health community in the United States did not embrace family planning. It was not 
taught in their courses, they resisted it's inclusion ~nd the field was a divided one. 

While that division was going on among Maternal and Child Health people, there was this 
new energetic ecologically minded "Population" constituency whose concern was too many 
numbers and finite resources on our planet and since death rates were at an all time low, from 
a social policy stand-point, their issue was not health, their issue was how to get numbers to 
slow down. One way is family planning. The bottom line is they picked up the ball and ran 
with it. ' 

It was in fact the "~opulation" constituency that was in the halls of the Congress in 1970 
advancing the legislation that has become the mainstay of our funds for family planning. I did 
not want to take the time to do this but my own direction and my own efforts are at the moment 
to try to end this decade of division. I do not find it appropriate to have pregnancy on one side 

.and family planning on the other with the two never talking to each other and women's health 
floating free as if unrelated to either. It's my contention that reproductive health is a component 
of health that deals with people at one time who wish to reproduce and at the same time do not, 
and those who wish and cannot, and those who have problems which are specific to their 
gender, related to fertility or not. The non-inclusion of family planning in Mother and Child 
Health, I believe as best as I can piece it together, was really the result of the factors I alluded 
to in my talk. 

Since the Congressional effort was coming from a Population orientation the emphasis was 
on 99% effectiveness no matter what. I mean even at that point condoms and diaphragms were· 
unacceptable because they couldn't hold up to the Pill and the IUD. The worship of the high 
effectiveness rates and the worship of reduction of population growth rates did NFP in at that 
time. I also learned a great deal from &ome of the papers yesterday. If you turn the clock back 
10 years the policy makers were dealing with what this community calls now the calendar 
rhythm method and were not even aware of the nuances of the various natural methods of 
family planning and their capabilities. 

The current budget is 165 million dollars this year for family planning services, about 80 
million dollars for reproductive family planning and population research, about 3 million 
dollars for training and 600 thousand dollars for public education. I have some views about the 
priorities in education but we don't have time to talk about that. Who shall train and who shall 
provide services and are we on the threshold ofa new specialty? On the contrary, while 10 years 
ago in the medical field family planning was put into obstetrics and gynaecology, we are now 
seeing some very definite changes in the United States. Family planning has now been 
incorporated into family practice, into general internal medicine and into the training of nurse 
practitioners and nurse midwives. And indeed there is now a clear division of opinion in my 
country as to who should be· the primary provider of primary health care to women. Should we 
train reproductive health specialists in primary care or should we train primary care profes
sionals in reproductive health? I believe that there are some things we know and some things 
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we don't. It is clear that one does not have to be a board certified obstetrician/gynaecologist to 
adequately provide family planning services. 

On the other side of the coin, we also know that primary care health professionals, physicians 
and nurses, can be taught all facets of family planning and can deliver the services effectively. 
There is clear data to indicate that fact. What we do not know is the preference of our clients. 
There is no data on attitudes, preferences, value systems etc. among women on whom they 
prefer and what are the characteristics of preference with regard to the delivery of family 
plaIUling. What kind of people would prefer the reproductive health specialists, what kind of 
person would prefer the primary care programme? 

The last question is one near and dear to my heart and that is the one raised by Dr. Burger. 
One of our most serious problems in the reproductive health field is an astronomic incidence 
and growth of pregnancy among adolescents . There have been innumerable studies done 
looking at possible causes; there are many. One that seems to be a consistent finding is what is 
called lack of knowledge about reproductive function including family planning and menstrua
tion. If you want to induce the Irish Government to take on sex education in schools, Dr. 
Burger, I will leave that to you, though I would not do that to Secretary Hensey for anything 
in the world. We are having a national debate on that issue right now and while the United 
States community is not quite ready to say that it should be taught in schools as a federal 
policy, there is a growing number of schools now including human sexuality education at the 
elementary as well as secondary school level. This includes not only the biological but the 
human value side, the psycho-social side, the cultural side. I myself still believe that while the 
educating of our young is a primary consideration it would be helpful if we could assist parents 
in learning how to teach their young. 

Question--Can the fertile period be identified through astrological means and what work is 
being done on the programming of the time of ovulation? 

Mr. Spieler-Most of the work carried out on astrological birth control has been done in 
Eastern Europe, although in the United Kingdom a method entitled Lunaception i.e. deter
mining when one ovulates according to the moon, was promoted by a woman called Meridy 
Bensen. With regard to the work conducted in Eastern Europe I would refer you to a book 
entitled "Psychic Phenomena behlnd the Iron Curtain" which includes information about the 
work of a doctor in Czechoslovakia, Eugene Jonas. With regard to programming the time of 
ovulation, I would first like to say that before one can begin programming ovulation one must 
first be able to accurately determine when in fact ovulation occurs. Nevertheless there has been 
a number of attempts to develop a regimen using gonadotrophin releasing hormones and 
steroids (similar to oral contraceptives) to programme ovulation to occur, for example, on either 
the 13th or the 14th day of the cycle. Some of these studies have been successful but it is very 
difficult to determine whether or not the ovulation that followed the "programming" would 
have occurred without the pharmacological agents that were used. Our attempts right now are 
not aimed at programming ovulation but rather on trying to define when ovulation and the 
fertile period occur. 
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Research op Natural Family 
Planning: The WHO Task Force on 
Methods for the Determination of 

the Fertile Period 

presented by 

Mr J. SPIELER 

Scientist, Special Programme of Research in Human Reproduction, World Health 
Organization, Geneva 

l. Introduction 
Research supported by the WHO Task Force on Methods for the Deter

mination of the Fertile Period addresses itself to the following questions: 

(a) How effective are the natural family planning (NFP) methods? 
What factors influence this? And in what circumstances can they be 
used? 

(b) Are there ways of improving NFP technology and can new methods 
be developed for predicting and detecting ovulation and the fertile 
period? 

(c) How can the delivery of NFP, particularly by non-physicians, be 
improved? 

(d) What are the psychosocial and psychosexual aspects of NFP that 
require research? 
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These questions fall within four of the research areas of the WHO Special 
Programme, i.e. the safety and effectiveness of current methods of family 
planning; the improvement of the current methods and the development of 
new methods; the delivery of family planning; and the psychosocial aspects of 
family planning. 

Before I provide you with a review of the rationale, activities and interests 
of the Task Force in each of these areas, I should like to mention why the 
WHO Programme is interested in research on natural family planning. First, 
but not foremost, there is the political reason, i.e. research in this area provides 
some balance to research on abortion, sterilization, birth control vaccines, etc, 
which would otherwise receive considerable rebuke from such vocal groups as 
the Vatican and "pro-life" organizations. The interests of the ecologically 
minded, "back-to-nature" groups also fall within the political reason. 

Secondly, since these methods are being promoted and used, albeit primarily 
in private sector clinics, there is a need to obtain objective information on 
their effectiveness, continuation of use, advantages, disadvantages and limi
tations. It is estimated that NFP programmes exist in about 40 developing 
countries, as well as throughout the USA, Canada, all of Western Europe, 
Australia, New Zealand and Japan. The WHO Programme's contribution,to 
research on NFP is vital as it adds credibility to a field which has been 
investigated principally by biased researchers. 

Thirdly, as recognized by all personnel involved in family planning, there 
is a need and a place for non-chemical, non-device, non-invasive and reversible 
methods within the technology for fertility regulation. 

And finally, there are no other inter-governmental or international organi
zations undertaking research on NFP in developing countries. The United 
States Government is supporting research at the national level on the effec
tiveness and improvement of NFP methods, and on the development of 
educational materials and teacher training programmes for providing NFP 
services. A number of medical research councils and international agencies 
have supported some basic studies on the menstrual cycle and ovulation, but 
not specifically for the purpose offamily planning. The Australian Government 
supported a national survey on NFP. In addition, there are a few non
governmental foundations and federations which promote, and in some cases 
support, research and development in NFP. And, now with the 1979 Health 
Act, the Government of the Republic of Ireland may also begin supporting 
research on NFP. 

The Task Force on Methods for the Oetermination of the Fertile Period 
officially began to function in 1974. The irii~ial purpose of the Task Force as 
recommended by the first Advisory Group'.to the Special Programme of 
Research in Human Reproduction during its first meeting in November 1971 
was to undertake research on the development ofm'e.thods which would permit 
women to detect ovulation. However, by the time 'the.Task Force was estab
lished, its scope had been increased to include the pn?diction, as well as the 
detection, of ovulation, and the determination of the start ,and end of the fertile 
period. 
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. During 1979 the work of the Task Force has involved 54 investigators from 
22 countries: --

,( 

2. Research ~n theVJectiveness of NFP 
Present knowledge of the physiological changes which occur during the 

ovulatory menstrual.cycle con~rms that the period during which conception 
may take place is limited to a few days, and the recognition of this fertile 
period is the physiolog(c'al basis of family planning through periodic 
abstinence. . 

Fertility-regulation based on the observation of the naturally occurring signs 
and symptoms of ovulation and\he fertile and infertile phases of the menstrual 
cycle is referred to as natural family planning (NFP). As distinct from 

. "rhythm", which traditionally refers to the use of calendar calculations to 
estimate the fertile period and is now considered obsolete, NFP methods rely 
on a sequence of detectable, bodily changes which are claimed to occur 
whenever ovulation takes place. Thus, these methods, in theory, should permit 
the detection of the fertile period irrespective of the length of the menstrual 
cycle and should be applicable in situations of regular ovulation, and in 
irregular ovulation such as occurs in oligomenorrhea, during lactation, prior 
to menopause and, in some cases, immediately following the discontinuation 
of oral or injectable contraceptives. However, further research is required to 
actually define the conditions under which NFP can be used. 

In contrast to other approaches to fertility regulation, NFP has the advan
tage that it can be used to both prevent (space or limit) or achieve pregnancy. 
If the couple wishes to avoid pregnancy, they can abstain from intercourse 
during the fertile period. Conversely, if they wish to achieve pregnancy, the 
natural methods can be used to identify the time during which intercourse is 
most likely to result in pregnancy. 

There are basic problems associated with the delivery and use of all methods 
offertility regulation. Those unique to NFP include the accurate identification 
of the fertile days of the menstrual cycle, the number of days of abstinence 
required and the implementation of abstinence if pregnancy is not desired, 
and the need for daily continued motivation and co-operation of both partners. 
These problems, especially the requirement of abstinence, are certainly con
sidered as overwhelming by many people and need careful consideration 
before NFP is suggested or adopted. 

Natural family planning appeals to people who wish to capitalize on 
knowledge of the natural process of periodic fertility, alternating with periods 
of infertility, for their approach to family planning or to those who do not wish 
to use drugs or devices because they are concerned about their side effects, 
because other methods are medically contraindicated or for religious or other 
reasons. 

Studies supported by the Task Force are shown in the following table: 
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Projects on the effectiveness of Natural Family Planning 

No. of Dates 
Title Methods Centres Subjects 

Studied 
Start-Finish 

Multicentred Clinical Ovulation Auckland 122 8/76-12/79 
Evaluation of the Method Bangalore 205 
Use-Effectiveness of Dublin 234 
the Ovulation Method Manila 147 

San Miguel 161 

Comparative Evaluation Ovulation Colombia 539 8/76-10/79 
of the Use- Method and (Bogota and 
Effectiveness of the Sympto-Thermal Palmira) 
Ovulation Method Method 
versus the Sympto-
Thermal Method 

Clinical Evaluation of Ovulation Santiago 279 5/78-12/80 
the U se-Effectiveness Method 
of the Ovulation 
Method initiated 
during the Post-
Partum Period 

In addition, a small grant was awarded to three physicians and three nurses 
from the Family Life Counselling Association of Kenya who had participated 
in an intensive NFP training course at Birmingham University. The purpose 
of the project is to investigate the use-effectiveness of the sympto-thermal 
method in 100-200 women. 

All of the above-mentioned studies include the obtaining of data on the 
percentage and characteristics of couples who can and cannot successfully 
learn and use the methods, reasons for discontinuation, difficulties experienced 
in record keeping, motivation for using NFP, etc. 

Dr Burger has already presented the objectives and design, and results of 
- tlie teacbiiig- pKase,--of tbe muIficentred -ev~iIUatlon -oltIie -ovuTatlon-mctIiod.~ -- -- - - -
The final results of the Colombia comparative study of the ovulation method 
versus the sympto-thermal method will be submitted for publication before 
the end of this year. 

Considering the fact that the preliminary results of the WHO-supported 
studies in normal ovulating women are providing results very similar to those 
reported over the past few years in the literature and the fact that the 
effectiveness of these methods appears to be influenced almost exclusively by 
the motivation of the couple, there is little justification for WHO to repeat or 
extend the current trials in additional centres. H6wev,er, the findings from the 
current studies, when they have been· completed, ma~ ..surface specific topics 
which would require further research, e.g. the use of NFP during the post-
partum period. -
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3. Research on the Development of New Methods for the Determination of the Fertile 
Period 

The ProgramI:Qe is aiming to develop inexpensive and easy-to-use technol
ogy suitable for home use, primarily in developing countries, to permit women 
to identify the fertile.a.nd infertile phases of the menstrual cycle with greater 
confidence than at present. Ideally, we are trying to devise systems which 
measure the concentration of a compound in urine or saliva and indicate 
~nambiguously whether or·~ot a woman is potentially fertile. 

Such objective methods would be useful for many purposes. By reducing 
the number of days of abstinen~, these methods could enhance the effective
ness and acceptability of NFP. T~ey would also permit limiting the use of 
barrier methods and coitus interruptus to the days of the fertile period. When 
post-ovulatory agents become available, such techniques would allow their 
use to be restricted to the ovulatory period. When pregnancy is desired, such 
techniques could improve the timing of intercourse for conception, "and would 
be useful for diagnosing infertility and monitoring the effects of infertility 
therapy. Furthermore, simple semi-quantitative techniques for predicting and 
detecting ovulation would find immediate application as diagnostic and 
research tools in laboratories which do not posseSs the expensive equipment 
required to perform radioassays. I 

It must be emphasized that the improvement of NFP is only one of the 
reasons why the Task Force is working in this area. 

Research on new methods supported by the Task Force is shown in the 
following table: 

New methods for the determination of the fertile period 
, -

Dates 
Title Methods Studied Centres No.ofSubjects _____ _ 

Physiological Studies on RIA of Steroid 
the Excretion of Glucuronides 
Steroid Glucuronides 
for the Prediction and 
Detection of 
Ovulation-main 
Study 

-Longi tudinal 
Study 

Alexandria 15/centre 
Bangkok 
(Chula-
longkorn) 
Bombay 
Havana Iba-
dan Mexico 
City 
Peradeniya 
Santiago 
Seoul Szeged 

Alexandria 
Bangkok 
(Chula
longkorn) 
Bombay 
Santiago 
Seoul 
Szeged 
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10 
5 

13 
10 
4 
5 

Start-Finish 

3/78-12/79 

1/79- 6/80 



New methods for the determination of the fertile period-continued 

Dates 
Title Methods Studied Centres No. of Subjects _____ _ 

-Other Studies 

Development of non-
isotopic assay systems 
for measuring steroid 
glucuronides 

Development of an 
enzyme receptorassay 
and enzyme 
immunoassay for LH 

Electronic Improvement 
in BBT Technology 

Enzyme-type 

London 
Mexico City 
Santiago 
Seoul 
Cardiff 

immunoassays and London 
chemiluminescent Milwaukee 
assays Paris, Rehovot 

Enzyme New York 
receptorassayand 
enzyme 
immunoassay 

Automatic London 
thermometer 

Start-Finish 

10-20 9/79-12/80 

Not applicable 11/78-1/80 
6/79-,.11/80 

Not applicable 11/77-6/80 

Not applicable 12/78-9/79 

During the past five years the Task Force has conducted research on a 
variety of other approaches, e.g. salivary and cervical enzymes, biopotential 
meters, but these lines were abandoned for reasons that included lack of 
reliability, laboriousness, questions of acceptability and feasibility of convert
ing the techniques into a simple method. 

4. Health Services Research on NFP 
Health services research on NFP supported by the Task Force aims to 

improve the delivery ofNFP by determining the minimal essential information 
required to effectively teach and use NFP, and the best ways of presenting this 
information. For this research the Task Force has developed educational 
materials in the form of a Learning Package, i.e. the WHO Family Fertility 
Education Learning Package. Dr Clarke has already spoken to you about 
these materials. It is intended that, following the completion of the pre-test of 
the Learning Package, which is ongoing in Canada, Colombia, Kenya, Korea, 
the Philippines and the United Kingdom, the materials will be amended and 
made available for further testing and public distribution. 

5. Psychosocial Research on NFP 
Research on the psychosocial aspects ofNFP is considered as high priority 

by the Task Force. Unfortunately, the Task Force has not yet initiated projects 
in this area. The identification of both competent,and interested investigators, 
the methodological problems involved in conducting this type of research, and 
the absence of project proposals for cQnsideration 'hav~ been the major obsta-
cles encountered. - " 

The necessity for research in th'e psychosocial and psychosexual aspects of 
NFP is apparent when one considers the following: 
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AlL research supported to date on the effectiveness of NFP has shown 
thatyif ab-stinence is adhered to during the fertile period, the methods are 
verY-effective. However, even in relatively well motivated couples, who at 
monthly foll~\v-up interviews declare their interest in using NFP to avoid 
pregnancy, pregnancies almost invariably result from "taking a chance". 

With the exception of one or two studies, practically no systematic behav
ioural science attention has been given to NFP. Many of the papers that have 
been published by NFP advocates disproportionately represent the views of 
highly satisfied and enthusiastic NFP supporters and users. Furthermore, the 
bias of specific values and belief$ placed on much of the findings makes it 
difficult to separate actual experience from interpretations of experience based 

, on these values. 
In 1976, the Task Force on Methods for the Determination of the Fertile 

Period conven~d a meeting of experts in NFP to obtain recommendations for 
research not presently being undertaken by WHO. Of the 37 recommendations 
offered, the following were ranked as first and second priority: 

1. Factors that affect demand, choice and use (start, continuation and 
discontinuation of use) of NFP methods. These would include social, 
educational, psychological, cultural and service aspects. Such studies 
would be valuable per se and in comparison with other methods. 

2. Assess the psychosociological integrative and disintegrative effects of 
fertility regulating methods including the impact of the methods on 
conjugal stability (including the specific effect of abstinence inherent in 
the practice of NFP) and the psychological significance of the act of 
coitus in different people and cultures. 

In 1979, the WHO Division of Mental Health produced a discussion paper 
for the Task Force on possible directions for research on the psychosocial 
factors in NFP. Briefly, it was suggested that further research could determine 
the place ofNFP in family planning programmes by answering four questions: 

1. In which cultures, subcultures and socio-economic groups can the 
demand for, and acceptance of, NFP be considered as high enough to 
warrant provision ofNFP services? 

2. Are there modes of presentation of NFP to the public which would 
increase its acceptance and stimulate demand? 

3. Which characteristics of the couple as a psychosocial dyad, and of each 
of the partners individually, are significantly related to success or failure 
ofNFP? 

4. How should the education, training and monitoring of couples choosing 
NFP be designed in order to maximize compliance? 

152 



In short, the Task Force would like to conduct research on the factors that 
affect the adoption and successful use of NFP. A profile of the successful 
user-couple would surely help to improve the delivery and effectiveness of 
NFP by screening out, or providing supplementary training and support to, 
potential non-successful users. 

'. 
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Natural F~mily Planning in 
Ireland 

Dr. E. BRADLEY 
Catholic Marriage Advisory Council, Ireland 

M¥ brief this afternoon is to talk about ,the work of the organisat~on with 
which I work, to talk about the future developmeht of this organisation in the 
context of providing a national natural family planning service and finally to 
talk about my own work in NFP. 

CMA C-A Short History 
The Catholic Marriage Advisory Council, CMAC, was first established in 

England in 1946, where there was a demand in the post-war years for marriage 
counselling to help couples facing difficulty when husbands and wives were 
reunited after the war. The initial service, therefore, was one of remedial 
counselling. Soon other needs such as educational, in the preparation for 
marriage, were provided for, followed by a medical service to provide accurate 
information and help to ~hose who wanted to plan their families, using natural 
methods offamily planning. In 1963 the first centre was established in Ireland. 

The Aims ojCMAC 
The aims ofCMAC are to initiate, to sustain and to enrich marriages. The 

primary concern ofCMAC is marriage and family relationships. The services 
that are provided are:-

(I) Educational services, which are designed to help people to prepare for 
marriage. Marriage preparation courses take place all over Ireland:-

" (a) to help the marriage relationship to mature, 

(b) to strengthen the existing bonds between newly married couples, 

(c) to build up confidence for parenthood, enabling them to do their 
task of helping their children to prepare for marriage, 
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(d) to foster responsible parenthood in family life. 

(2) Counselling services, to enable couples who are in difficulty or suffering 
from anxiety in their relationship to express these difficulties and to 
communicate better with each other. 

(3) Medical services, which are two-fold:-

(a) a family planning service, which I will describe today, and 

(b) a small but developing service in the area of psycho-sexual difficul
ties and counselling. 

CMA C Ireland 
In 1975, because of the rapid growth of centres in Ireland, CMAC in 

Ireland became independent with a central office at All Hallows College, 
Dublin, under the national director, Fr. Andy Kennedy. There are now 47 
centres throughout the country. The whole ofIreland is covered by the service 
and no area is nore than 30 miles away from a centre. These centres are the 
core of CMAC activities . In outlying areas there are some sub-centres which 
are mainly concerned with NFP and other educational activities. My personal 
concern is with the family planning services of CMAC for which I have been 
given responsibility for the last few years. 

The Family Planning Service ofCMAC 
The national director and myself reviewed the situation in Ireland in 1977. 

In the interests of providing a standardised service for the whole country, we 
divided the country into ten regions; eight of these coincide with health board 
regionsyand the last two are in Northern Ireland, which we sub-divided into 
two regions. In our visits to these areas we met the personnel working in the 
centres in these regions to assess the service that is being offered and the 
training that has taken place. 

Up to this time training was carried out at a local level, and our desire was 
to have training at a national level, up to a national standard. We also visited 
hospitals, schools, education centres and the other organisations involved in 
NFP. As a result of the visit, we recruited from experienced teachers, 70 people 
who would be prepared to go forward for a special training course to become, 
tutor trainers, involved with the training ofNFP teachers. They subsequently 
attended three residential weekends over a ·p.eriod of 18 months and 40 tutors 
were accredited, earlier this year. ' 

The Role of Tutor-training 

The responsibility ofthe tutor is:- " 

( 1) the selection and training of personnel entering 'the family planning, 
service ofCMAC, 

". 
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(2) the in-~~rvice training of existing personnel~ 

(3) t'fie accreditation of all teachers, . , 
(4) the supervision of the probationary teaching period, and 

(5) maintaining the high standard of service for each region. 

"' . The tutor work is carried out on a r~gional basis, in the ten regions I have 
described. With the number of tutors now accredited, there are on average 
approximately four tutors per region with a slight variation because of the 
population distribution. . . 

International Application 
CMAC is affiliated to the International Federation for Family Life Pro

motion (IFFLP), of which you'll be hearing more from Dr. Claude Lanctot. 
I attended their first International Congress in Colombia in 1977 and was 
asked to become a member of the committee responsible for training and 
standards. 

Selection Procedurefor Personnel 
I want to say something about the selection of personnel because this is an 

important point. Whether those who work in this field are medical people, or 
para-medical people or have no medical background, it is most important that 
they have the qualities required to be good NFP teachers. They must be able 
to relate both to the husband and the wife regarding this vety intimate area 
of their lives, an area in which t'he couple may have their own particular 
difficulties. Careful selection is therefore required. A medical background or 
a background in nursing or teaching, is something extra, a bonus, but not 
essential. To me it is the qualities within the person that are important. 

NFP Teacher Training Course 
The training programme itself for teachers consists of eight sessions which 

we have outlined for our tutors in a special handbook. The basic training 
course can be four full days of training spread out over a period of six months, 
or by having eight sessions at two to four week intervals. The tutors are 
responsible for running this training course and for the accreditation of 
teachers afterwards. This is in two parts: 

(1) a work paper, which is carried out at the end of the course, and 

(2) after a six month period of probation or teaching under supervision, an 
assessment by interview and a practical examination. 

The Role of the NFP Teacher 
The teacher must not only be able to teach and to be confident and 
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competent in all three methods ofNFP but should also have an understanding 
and some skill in counselling procedure. In addition, our tutors have a back
up consultancy service in each region and we hope they will build links with 
other educational bodies in the regions where they are working. All the tutors 
have been involved in training at a regional level and between 150 and 200 
teachers are in the process of being trained at the moment. 

Future Development 
The next area of importance is development. The way we are developing 

we will require certain service facilities: 

(1) A training team, who would be responsible for trammg and the 
maintenance of standards. The team would visit educational establish
ments, to find out the needs of people regarding information on NFP. 

(2) Regional co-ordination. People looking after the overall needs of the regions. 

(3) A research team. There are so many research projects that were outlined 
very well today by Jeff Spieler, and one in fact which he didn't mention 
but in which I would be very interested, namely research into "what do 
people know about NFP?" It might be interesting to go through the 
different professions and see what people know about NFP. 

(4) A record system. An extremely important thing (but something which has 
been found very difficult in our financial situation) is a good record 
system. We would like to be able to follow up those who don't come 
back. We need service monitoring and quality control, to see in what 
ways we can improve the services and make them available to more 
people. Could we provide a domiciliary service? These are questions 
that could all be developed. 

(5) A resource centre. The provision of a library, of a pool of information, of 
newsletters for our regions and for our tutors working in the regions, 
are essential. 

Personal Involvement 
I entered the field of NFP 13 years ago. I can place that date because our 

youngest child is 12 and a bit so I can, remember clearly when I became' , 
interested in this work. I remember I started like many people here, rather 
sceptical and wondering how this was going to work for couples. But I had 
faith enough to start, to go slowly at first, and to work away at it. Certainly 
attending international conferences helped and I 'bope that this Seminar will 
be very beneficial to every one here. I attended an In~ernational conference in 
Melbourne in February, 1978 on the ovulation methoa., which included a two' 
week training programme with the Drs. Billings. 1 must say that all who 
participated found it of tremendous value. 

\ 
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Natural Family Planning 
The ef,Tectivene.s.s of any method offamily planning depends on three things, 

and thi~s parti€ularly true for NFP:-
''. 

(1) the quality of the teaching and the follow up support; 

('2) the motivation of the couples; 

'. (3) the quality of their r~lationship, The quality of the relationship is valid 
for all methods offamily. planning, and if you've read Kristine Luker's 
book "Taking chances: ab.ortion and the decision not to contracept" 
(University of California Press, 1975) you'll see that where relationships 
are not stable, where the relationship isn't of a deep communicating 
level, where the couples are not in agreement on the methods which 
they are practising, then there are <;iifficulties. So I see it as important 
that those who offer family planning services, whether they be medically 
qualified or not, should be people who appreciate the fact that couples 
must be allowed to share their feelings on this matter and so should be 
able to facilitate couples through counselling, thus leading couples to 
autonomy.' . 

Mrs. NQREEN RYAN 

Chairperson 
National Association of the Ovulation Method of Ireland. 

The Ovulation Method of Natural Family Planning was, as you know, 
researched and developed in Melbourne, Australia by Doctors John and Lyn 
Billings. They were helped by a team of researchers including Prof. J. B. 
Brown. 

When Dr. John Billings began to teach the method he discovered that he 
could get the message across to only 80% of his clients-so he consulted with 
his wife Lyn. Later Dr. Lyn Billings and Dr. Lydia Sands joined in teaching 
the clients. They came back some time later and asked him where were the 
20% he was unable to teach-it shows how much more effective women are 
at getting the clients to learn their mucus symptoms. I mention this to 
encourage any male doctors who may have had difficulty in teaching the 
ovulation method to their clients. 

In 1971 a missionary priest, Fr. Diarmuid Hurley, came home on holidays 
to Ireland. He had heard of the work in Melbourne and visited there to learn 
all he could about this new method of NFP. When he came to Ireland he 
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began to tell his friends and relations about it. Word got around and he was 
asked to speak to various groups. One of the doctors who showed a great 
interest, at this early stage, was Dr. Bert Doyle of Wexford, and he began to 
tell his patients about it. Fr. Hurley was interviewed by one of our daily papers 
and through this many became aware of the method for the first time. 

The first centre of instruction was set up in Cork in 1972, others followed 
quickly in the city. The instructresses at this stage were women who were 
using the method and had learned all they could from literature which they 
obtained from Australia, However, they had no formal training as teachers. 
They were very conscious of the need for this so in September, 1972, a teachers' 
Seminar was held in Cork. Mrs. Maureen Ball, who had worked in Australia 
with the Billings, was holidaying in England at the time and she kindly agreed 
to come and speak to us. She gave us a thorough grasp of the method, of how 
to teach it, what was involved in the running ofa centre, etc. From then on we 
were very confident and approached the work in a more professional manner. 
An annual week-end Seminar has been held in Cork every year since. The 
average attendance at these Seminars has been around 100. This includes 
people from Britain and missionaries from all over the world. At this early 
stage, too, we published a booklet adapted from a tape by Dr. John Billings, 
which explained the method and also helped to spread knowledge of the 
ovulation method. 

Centres were then set up in other parts of the country, slowly at first and 
then at a faster rate as trained personnel became available. Centres were 
quickly established in Dublin, mainly due to the efforts of Mrs. Mavis 
Keniry-who had shown an interest on hearing of it from Fr. Hurley-also in 
Wexford where the early interest of Dr. Doyle had established a nucleus of 
women who were using the method. 

From 1974 Sr. Anne Healy, a member of the Little Sisters of the Assumption, 
spent a year or more travelling around the country, mainly in the west and 
north west, teaching the method and setting up centres. 

In 1976 it was felt that there was a need to form a National Association to 
co-ordinate the work of the centres and to ensure proper standards of teaching. 
Representatives from existing centres met in Dublin and set up the National 
Association of the Ovulation Method of Ireland, or NAOMI as it is known. 
Dr. Doyle was its first President and Dr. Martin Burke the first Chairman of 
the executive committee. Two representatives from each Health Board area / 
were to serve on the Executive Committee with three members from Northern 
Ireland. The Association has drawn up a constitution and specific duties were 
allocated to each area. There are now 79 affiliated centres in the country and ' 
to date 18,229 people have availed themselve,~ of the service. 

What work has the National Association being doing? 
It has laid down basic prerequisites for the -iel~ction of teachers, and a 

minimum training course to be followed by all prQspective teachers. The 
course can be adapted to suit local conditions, availability of lecturers, etc., 
but the basic content must be covered. 
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·Last year we initiated a course for tutors who would be responsible for 
training perstmne} in their own areas. These were.all experienced teachers 
and the4course consisted of two' intensive week-ends of study. We hope to run 
a basic tuto'rs' cQurse on an annual basis, as well as an annual meeting of 
existing tutors as pa:t of an on-going in-service training programme. 

You will see from ttJ-is tnat e.very effort is being made to ensure that the 
standard of teaching in all affiliated centres is as professional as possible. All 
our teachers are giving of their services on a purely voluntary basis, and as 
many have young families I would like to take this opportunity to pay tribute 
to the dedication and unselfishne,ss with which they approach their work. 

The National Association also publishes a newsletter which keeps centres 
.informed of the activities of the Association and of other centres as well as 
developments in NFP all over the world . We are also in the process of trying 
to s~t up a reference library which would be available to the centres. 

What happens to clients when they come to NAOMI Centres? 
Each centre must have at least two trained instructresses, and have a venue 

with at least two rooms. We encourage couples tQ come together but unfor
tunately the ladies often come alone. On the first visit we give a basic lecture 
to all those who are attending. After this lecture we try to see each client 
privately to discuss individual problems. A fortnight later the woman comes 
back for what we call the follow-up visit. She has now begun to chart her 
mucus symptoms. She is seen privately and we discuss and assess what she 
has observed. We advise her to come back for 'follow-ups' until the instructress 
is satisfied that the client understands the method. 

What other work might Instructresses do? 
They are sometimes invited to speak at semi-public meetings such as ladies 

clubs, residents associations, etc. They sometimes, on invitation, speak to the 
senior girls in secondary schools. One of our Dublin instructresses has made 
out a programme entitled "Preparation for Life" for senior schools. Of course, 
existing instructresses in a centre are always willing to heIp in the setting up 
of a new centre, and, indeed, this is how most centres were started. 

Some centres run a postal instruction service for couples who live too far 
away from a centre, and several hundred couples have successfully learned 
the method in this way. 

You may ask "How great is interest in the method?" 
Ovulation Method Advisory Service, Cork, published a booklet and to date 

over 80,000 copies have been circulated. These have gone all over the world 
and the booklet has been reprinted in South Africa and Uganda, so at least 
this number of people was interested enough to buy the book. Mrs. Quinlan 
also published a book on the ovulation method and many copies of this ~ave 
been sold so you can add substantially to the figure I have given above. 

160 



What are our future plans and aims? 
Lack of finance has prevented us from doing many things which we know 

need to be done. As a National Association we have no source of income other 
than a £5 affiliation fee from each centre and donations from honorary 
members. Even if I say so myself, it is amazing how much has been achieved 
with so little money. In order to function properly we would need some 
permanent office and staff at headquarters and at a central office in each 
health board area. We would need organisers, on a part-time or full-time 
basis, who would be free to travel to organise centres. Often requests for help 
from a particular place have had to be turned down as distance and the time 
involved was too much for already over-worked voluntary instructresses. 

I have tried in this brief time to give you an idea of our origins, an idea of 
our efforts to organise ourselves into a professional teaching service, our hopes 
and aims for the future. The motivation that keeps us going is the knowledge 
that we have helped and are helping many couples to live a happier married 
life, knowing that they have within their own capability the capacity to sol~e 
the problem of spacing their families without any outside interference. 

We feel that the natural methods of family planning can truly be called 
family planning as they are the only methods by which couples can plan to 
achieve as well as postpone a pregnancy. Other means which are euphemist
ically called "family planning" can only prevent conception. 

Mrs. JANE QUINLAN 

FamilY L-lfe Centre-Billings, Cork 

The origins of the Billings Method in Ireland have already been mentioned. 
I would like to talk on my own particular approach and the work being done 
at the Family Life Centre-Billings in Cork. 

The ovulation method-Billings appeals to many people because of its 
essential simplicity. It can be taught quickly and easily,.hence it can be 
brought to large numbers. Indeed, there are many people who see in its 
commitment to true family planning a positive answer in a time of growing 
permissiveness. 

The growth of the ovulation method moy-ement began when some individ
uals heard a radio broadcast on the methoC1 .and had their interest aroused . 
Couples began to practice the method independently of each other. The 
climate was apparently not yet right for existing, institutions to adopt and 
support this new, scientifically based method offamily planning so it was left 
to a few lay people to set things in motion. An advisory-service was established 
to promote the method but it was clear as time went by that better facilities 
were needed. 



When the Franciscan Fathers in Cork made premises available, the first 
Family L,ifeDentre was established. This centre was formally opened in 1956 
by Dr. -Ratner" the editor of "Mother and Child". It comprised trained 

, professional ihstru~tresses. Of course there was no source of income since the 
service offered was"entirely voluntary. Nevertheless the Centre was opened 
and a phone was installed. 

"NFP-the Billings Method" was written and produced to raise funds and 
for other important reasons. There was need for such a booklet, at a reasonable 
price, to help mothers who 'were without telephones and for one reason or 
another did not make follow-up. visits to the Centre. Husbands tend not to 
come to teaching centres and it ' h~lps the joint approach to decisions if the 
husbands know about the method. Ih any event the booklet would help women 
to be more confident in practising the method and to understand the latest 
medical and scientific research on reproduction. 

At the Centre we provide instruction at regular' sessions. We also operate a 
postal service which is particularly helpful to women living some distance 
away who are having difficulty in interpreting charts. This is a very time
consuming aspect of our service. 

We also provide a service at the Bon Secours, Maternity Hospital. Our 
weekly classes there attract IS to 20 mothers at anyone time which in effect 
means that up to 1,000 women come in contact annually with the Billings 
method through this service. We have now been providing the service at the 
Bon Secours for six years and in the light of our experience over this time I am 
convinced that the immediate post-partum period is a very good time to learn 
the Billings method. Motivation is high after childbirth; paternal and maternal 
feeling usually predominate over s~xual inclination so that the cycle is well 
sorted out and charted in the early months immediately after the birth; and 
finally, the mother while in hospital has the opportunity to deal with the 
practical necessity of reading the required literature before resuming her busy 
home life. On the basis of our experience in the Bon Secours, I would 
recommend that aU maternity hospitals introduce sutch a service and provide 
a lecture on the Billings method for mothers. Such a lecture would need to be 
brisk, lively, interesting and illustrated. 

The establishment of centres at doctors' surgeries· has been a recent devel
opment and one which we would strongly encourage. We would also hope 
that the practice, initiated at Millstreet, Co. Cork on October 4th 1979, of 
inviting FLC-Billings instructresses to present a programme at adult edu
cation classes will become more common. 

The provision of a teacher training course for FLC-Billings teachers is 
another very important aspect of our work. This course evolved from experi
ence gained by training instructresses when invited to help groups set up their 
own centres. 

The course operates in two modules. During the first module, students 
acquire self knowledge by charting their own cycles and attend lectures at 
least once a month during which their personal charts are evaluated. 
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Module 2 commences after three months of charting experience. Sessions in 
this module include, for example, "find-the-flaw" tests, a stimulating inno
vation which promotes pleasant participation and serves as a useful yardstick 
for student progress. Extra sessions for client chart intrepretations are also 
provided. Students are examined on the basis of their practical experience 
and are invited to help at FLC-Billings centres. 

At the end of the course students are examined in their knowledge of the 
method and successful applicants receive a certificate. Professor Jenkins 
(University College, Cork) and Professor Bonnar (Trinity College, Dublin) 
kindly consented to vet the corrected papers of our last group of students and 
both expressed approval of the standard of the papers. 

The first two teacher training courses were held over the periods September 
to May 1977-'78 and 1978-'79 and were attended by 57 trainees, 44 of whom 
became certified teachers. The majority were public health nurses now working 
in various Health Board areas. There is therefore a body of highly competent 
instructresses available whose expertise could be used with the minimum 
expense to the State in any scheme it may devise. 

Mod ule 2 of the teacher training course in particular has proved to be very 
flexible in its use. It has been us~d for intensive training in, two-day seminars, 
presented by five instructresses, in London in 1977 and again in 1978. It has 
been presented to Catholic Marriage Advisory Council instructresses, to 
smaller groups visiting FLC, and has been recently adapted to the needs of 
the Adult Education course. 

Two sessions of the third i and most recent, teacher training course (1979-
80) have now been completed. Enrolment has increased to forty one trainees 
including some school teachers who are a very welcome addition. 

FLC-Billings has developed a programme especially fOli secondary level 
schools. This programme includes talks on appreciation of the gift of sexuality; 
on the fertile and infertile periods of the menstrual cycle with particular 
emphasis on how hormonal fluctuations affect emotions and feelings; on 
inter-personal relationships and the need for discipline in dating; on contra
ception and on the dangers of drink. Boys in particular, we find, are in need 
of much help in this area and are truly appreciative of the programme. In this 
respect I would strongly recommend that all boys read "Every man a Lover" 
by Billings. 

Talks are given in as many schools as possible and as time permits. From 
experience I realise that there is an urgent need for workers and a team 
approach in this area. I also realise that not everybody feels adequate to deal, 
with this delicate subject or to handle teen~gers and for this reason I am very 
happy that teachers from various discipline~ have come forward to take the 
FLC-Billings Teacher Training Course. Based on their experience and the 
pooling of ideas it is hoped not only to spread the \York load but also to develop 
a wider programme on human relationships. .' '. . 

It is important that the approach to young peo)3le's sexuality needs be 
embedded in Christian values and that it has paren,tahupport. Commercial 
interests geared only to the creation of new markets can,.t~en exploit young 
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peb'ple often using euphemistic slogans such as "rights", "freedom" and 
"liberty". Mos-t wOI:kers in the field have seen the sad results, the disillusion

. ment ancfoft~n inarticulate bitterness that can so easily explode into violence 
against a society tqat has allowed such things to happen to young people. 
Their future can be deStroyed before it starts. 

There are a numberuf things w.hich I would like to see happen in the future 
concerning the Billings 6v;ulation Method. For instance, 

-a deeper commitment to the method on the part of the medical 
profession, ", 

-the introduction of an intensive teacher training course for members of 
the medical profession and meClical students . 

-a post-partum lecture on the method in all maternity hospitals. 

-University involvement in the accreditation of teachers and in further-
ing research on the method. 

-the development of up-to-date school programmes on fertility and 
infertility awareness. 

-pre-marriage courses that incorporate six months of charting before 
marriage. -

-the abandonment of the promotion of older methods of NFP which 
have now been superseded by the ovulation method-Billings. 

-the abandonment of advising couples that three methods of NFP are 
better than one, an argument which seems plausible to the male mind 
but confuses a woman and distracts her attention from the essential 
simplicity of observing the mucus sign-the most accurate parameter 
of her fertili ty and infertility. 

-a belief on the part of all husbands that women can interpret their own 
fertility and infertility signs. 

-r-publicity that would be fair to the achievements of the Billings method. 
A week's communication course was set up in 1974 to enable instruc
tresses to use the public media effectively when the opportunity 
knocked. We are still awaiting the knock! Furthermore, radio panel 
discussions on the whole have been neither sympathetic nor impartial. 

-clear guidance on moral issues from the pulpit. 

I would also like to see funding for workers in this field. Never did so few do 
so much for the health and happiness of others and at no cost to the taxpayer. 

Amongst the frustrations encountered by teachers of the method is a 
frequent male distrust in female ability to interpret mucus indications or when 
clients have their confidence eroded by members of the medical profession, or 
the short term 'remedies' e.g. pills and devices, that leave a trail oflong-term 
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ill effects and create bizarre patterns in the cycle which can continue for 
months or even years. Cycle regulation needs patience and encouragement 
and often the method gets blamed when it is the delicate balance of the 
reproductive cycle which is out of plumb. 

However, involvement in the movement also has itsjoys including increased 
husband/wife/family unity and happiness and the opportunity to work with 
the marvellous people who comprise and help the movement. And of course 
the joy of witnessing the coming of age of what was originally a grass root 
movement with the involvement of Professor Bonnar, WHO, and now the 
Department of Health under Mr. Haughey. 

, 
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NFP Internati.onally: an overVIew 

By 

Dr. CLAUDE A. LANCTOT 
International Federationfor Family Life Promotion, Washington D.C. 

This brief, and final presentation, attempts to summarize or review the 
international development of NFP over the last 25.years. This is a presump
tuous undertaking and I apologize in advance for any oversight or misrepre
sentations or duplication with the previous speakers. 

This overview will be presented in four sections, namely: 

• Recent development ofNFP, the last 25 years; 

• Status ofNFP in various countries; 

• Popularity ofNFP in terms of use, effectiveness and acceptability; 

• Promise or potential ofNFP . 

• Recent development of NFP over the last 25 years 
To better comprehend or visualize the development process of modern NFP 

methods I have chosen to subdivide the last 25 or 30 years into three separate 
phases (Ta ble I). 

PHASE 1 or the CLINICAL PHASE before 1955 is that period when most of 
the basic discoveries in reproductive physiology were achieved. Most of these 
were restricted however to the confines of medical practice and even more 
specifically to medical gynecology or infertility practices. This was the period 
of popularization of calendar Rhythm from the early work of Ogino and 
Knauss in the early 1920's and little or isolated experiences of medical 
monitoring of menstrual cycles using basal body temperatures (BBT). 

PHASE 2 or the PIONEER PHASE (1955-1970) was perhaps the most 
significant period in the development of modern NFP methods when pioneer 
NFP centers developed simultaneously or nearly so in various parts of the 
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TABLE I 

Development of Natural Family Planning 

1st phase, pre 1955 

2nd (Pioneer) phase, 1955-1970 

3rd (Popularization) phase, 1970-

\ 

• Major discoveries physiology of 
reproduction 

• Calendar, rhythm, (O-K) some temper
ature method 

• Medical approach dominance. 

• Major Pioneer NFP centers (Empirical 
learning) 

• Spread of sympto-thermal method 

• Initial development orO.M. by Billings. 

• Popular centres: 2nd + 3rd generation 
national programmes 

• Internationalization: IFFLP-Woomb 

• Research: Biomedical-Educational 
~Applied behavioral 

• Government funding. 

world. These initial or primary NFP centers did much of the early empirical 
testing of modern fertility monitoring techniques or the development of the 
major NFP methods as we know them today. 

These centers arose primarily in Canada, France, E~gland, Australia, 
Mauritius and Colombia and were soon beginning to correspond with each 
other. They subsequently 'explored monitoring with BBt, symptoms and 
calculations and developed reliable ways of observing and interpreting cervical 
mucus changes through the development of the ovulation method by the 
Billings in Australia. 

Their major contribution, in my opinion, was to e?,perientially develop the 
modern NFP methods in their new popular educational context, that is, 
through the training, evaluation and supervision of popular or lay educators 
who were very often either of a nonprofessional background and/or working 
on a voluntary basis. '. . 

PHASE 3 or the POPULARIZATION PHASE-this period from 1970 to the 
present witnessed a steady extension of the NFP. methods and of the NFP 
movement throughout the world. . " 

It was made possible, primarily through a significant multiplication effect 
or growth of secondary NFP centers relying heavily on the pace-setting wor:k 
of the early pioneer centers. These were of course facilitated by occasional or 
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regular NFP workshops and Congresses such as the well known ones ofPoissy 
(France)"Melbotlrne (Australia), or Los Angeles (USA) and the comprehen-

, sive workshops of St. Johns University in Collegeville, Minnesota (USA). 
Hopefully this D'ublin seminar and others like it in other countries will 
continue this trend. ,Equally important was the growing scientific base of 
modern NFP methods not only i~ a better understanding of the basic under
lying physiology and field trial studies for their effectiveness, but also in their 
better educational technology applications which Drs. Clarke and Martin 
have so capably outlined for us earlier. 

A. CLINICAL TRIALS 
(U se-Effectiveness) 

B. NFP INSTRUCTORS 

C. NFP BASIC RESEARCH 

'. 
TABLE 2 

NFP Research 

Marshall (Lancet 1968): C.M.A.C. 1966-67 
Fairfield (V.M.C.F. 1976): 5 countries 1971-74 
Los Angeles Study (HEW-in progress: compar
ative evaluation) 
WHO-Multicentre Study (5 countries) Ovula: 
tion Method Evaluation (in progress) 

-Colombian Comparative Evaluation 

NFP Curriculum Guidelines 
(a) HEW-HLF (American Model) 

(being pilot tested) 
(b) WHO (International Model) 

(being developed) 
NFP Instructors Evaluation 

(a) Various national progr~ms 
(b) Special dissertation research (Dr. M. 

Martin R.N.) 

PHYSIOLOGY: Ovulation-gametes (by 
WHO and HEW supported 
researchers) 
Post-partum/lactation 
fertility 
Premenopausal 

BEHAVIORAL SCIENCES: attitudes (A. 
Tolor) 
much more 
needed! 

Table 2 tries to spell out a few of the major recent or current research studies 
in the field ofNFP, many of which were reviewed by Dr. Hilgers in his earlier 
presentation. 

It would be important to complete this research overview by drawing 
attention to four of the most promising current areas of investigation-two 
have already been mentioned by Mr. Spieler in his description of the work of 
WHO, namely: 
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A) The refinement and production of urinary hormonal assay kits for both 
estrogen-glucuronides to predict the ovulation and hopefully the fertile 
period, and for LH and pregnanediol-glucuronide to signal or detect ovu
lation and the end of the fertile period. 

B) Electronic devices on the taking, analysis and interpretation ofBBT are 
currently being refined and undergoing clinical testing. 

In my opinion however the two most important and in the long run most 
promising areas of research are those concerned with field programs eval
uation and the better understanding of psycho-social factors. 

C) Dr. Martin in her recent NFP Model Program demonstration project, 
briefly described in her presentation, produced a prototype "Handbook of 
Operating Procedures for NFP Programs". These NFP services guidelines 
are in my opinion among the most important recent contributions and 
practical instruments for the ensured continued growth and development of 
NFP services. 

D) The field of research on the psychosocial factors remains virtually virgin 
territory as far as NFP is concerned. 

The popularization of NFP has also been greatly facilitated through both 
direct and indirect government support which has gradually appeared during 
the last ten years either to national associations or specific projects. Moderately 
liberal financial assistance from some of the major Catholic development 
agencies is also beginning to playa key role. 

Perhaps those in the audience who know of my biased views will understand 
why I must now underline the efforts of International NFP Solidarity which 
both the World Organization of the Ovulation Method by Billings (WOOMB) 
and International Federation for Family Life Promotion (IFFLP) represent. 
Whereas' WOOMB concentrates on the OM or cervical mucus parameter as 
a specific approach worldwide, the IFFLP aims especially at the development 
and support of autonomous national NFP or Family Life Associations without 
too much emphasis on fertility determined methodology. I thought it might -
be appropriate to conclude this overview by a rapid review of the life and 
activities of the IFFLP during the last five year~: 

I have summarized in Table 3 the ten years"(.1964-74) -leading to the 
Foundation Congress of the IFFLP in August 1974~ After a series off our initial 
zonal meetings in 1976-77 the 1st General Assembly of'members was held in 
Cali, Colombia, in June 1977. This was attended by over,lOO delegates from 
46 countries. 
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TABLE 3 

DEVELOPMEN T 
\ of the 

INTERlfATIONAL FEDERA TION FOR FAMILY LIFE PROMOTION 
-,. 

1 HISTORICAL BEGINNINGS 1964-1974 

1970: Meeting in Poissy, France 
1972: World NFl> tour-Cali Symposium 
1973~ International Symposium on NFP-Creation of Liaison Secretariat 

2 FOUNDING CONGRESS (AUGUST 1974) 
" -selection offounding Board ~fDirectors 

-incorporation-September 1974--Washington, D.C. (USA) 

. 3 DEVELOPMENT OF MEMBERSHIP NETWORKS BY ZONES 

-with both PRIMARY 
and SECONDARY networks 

4 INITIAL ZONE MEETINGS 

Americas: August 27 , 28, 29,1976: Tegucigalpa, Honduras 
Europe: September 17, 18, 19, 1976: Vienna, Austria 
Australasia: November 8,9, 10, 1976: Hong Kong 
Africa: tentatively scheduled March 1977 

5 FIRST GENERAL ASSEMBLY OF IFFLP MEMBERS and FIRST 
INTERNATIONAL CONGRESS 

June ~2-29 , 1977, CALI, COLOMBIA 

In Table 4 I have summarily outlined the major liaison and development 
activities of the IFFLP. One can best summarize these activities as the 
promotion ofNFP Research and the development ofNFP programs. 

TABLE 4 

IFFLP activities and priorities 

1 RECRUITMENT AND NETWORK DEVELOPMENT 

Members-affiliation-contacts-support-workshops-seminars 

2 COMMUNICATIONS AND PUBLIC RELATIONS 

Regional meetings-1st General Assembly 
Newsletters (informal) and IFFLP Bulletin and Publications 

3 NFP RESEARCH: 

Clinical use-effectiveness projects. 
Multilateral collaboration with agencies and governments: HEW & WHO 
Curriculum guidelines-pilot testing, methodology standardization. 

4 NFP FIELD DEVELOPMENT SERVICE 

Training workshops-field development agents 
Program development: evaluation-funding-skills and tools 
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• Status of NFP in various countries 
Without appropriate surveys or studies the exact status of NFP practice 

and programs in various countries remains at best a very sketchy estimate. 
One can say with certainty that in spite of very limited funds either for NFP 
research, development and services when compared with the major efforts in 
birth control through contraception, sterilization and abortion supported by 
much large private, governmental and international funding, modern NFP 
programs are beginning to grow in popularity and are spreading all over the 
world (table 5). With members and/or personal contacts in over 70 countries, 
IFFLP has national member organizations in 30 to 40 countries and it is a 
growing national movement in 30 countries iii all five continehts. The local 
picture or importance of such programmes varies significantly in terms: (a) of 
duration of these programmes-from 20 to 25 years in England, Canada and 
France to less than one year, for example in Ruanda, Sierra Leone, Liberia; 
and (b) of the significance of outside private or governmental funding 
assistance. 

Africa 

Congo 
Kenya 
Liberia 
Mauritius 

Asia 
Hong Kong 
India 
Indonesia 
Japan 

Australasia 
Australia 

TABLE 5 

Outlook on National NFP programmes 
(by continents) 

Nigeria 
Seychelles 
Sierra Leone 
Ruanda 
Zambia 

Philippines 
S. Korea 
Taiwan 

New Zealand 

North America 

Canada, and United States 

Central and South America 
Colombia Haiti 
Ecuador I;>anama 
El Salvador Uruguay 

Europe 
England 
France 
Ireland 

Italy 
Poland 
Portugal 

A few countries have succeeded in obtaining separate NFP Service funding 
from National Government, such as Australia, Canada, France, England and 
Mauritius whereas others depend almost entirely on the support of volunteers 
or the occasional help of significant outside funding. 

For example, both Colombia. and India which had small growing NFP 
movements and services up to a few years ago. have recently obtained signifi
cant outside assistance, in this case from MISEREOR (Development Funds 
from German Catholic Bishops) with help from, the government of West 
Germany so that major national expansion efforts ate currently underway. 

Beginning inJuly 1978 until December 198Q the IFFLP has embarked upon 
an ambitious NFP knowledge or technology transfer project in Africa (Table 
6) . 
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TABLE 6 
, 

IFFLP African Development Project 

Summary: 
• 2! years 1978-1980 . 
• 25 countries (to be visited) 
• 3-4 consultants: development tours 
• Trainers workshop Novein~er 1980. 

, 

Process (by country): 
• Site visit (2-5 days) " 
• Training Workshop (5 days) and fdHow-up 
• Trainers Workshop. 

Future: 
• National Organization 
• Demonstration projects 
• National expansion. 

In an initial period of two to three years a series of 20 or more African 
countries have been visited and training workshops held in interested countries 
with a final workshop to train NFP leaders scheduled in the fall ofl981. 

Various forms ofNFP association newsletters keep members of the various 
national or regional associations informed (see Appendix I) . ' 

These reflect faithfully over the years the growth and stages of development 
of various national programmes. 

It is important to recognize that NFP programmes and associations have 
everywhere grown outside (when not in opposition) and usually in quite a 
parallel fashion to other existing Family Planning Associations. I t is important 
to underline here that both the United States Government and the World 
Health Organization have developed genuine NFP research efforts in the mid 
1970's; and that the United States Government which has an elaborate 
federally subsidized family planning service (5,000 plus services centers and 
a budget of close to IOOx 106 dollars in services per year) has recently produced 
a policy that NFP services will have to be offered to all its consulting clients . 
Most of the few other governments who are financing NFP programmes are 
doing so on a separate subsidy to private agencies under a policy of usually 
similar, if not larger (by two to five times), support to the national family 
planning association. In addition to this separate and usually counter-cultural 
position ofNFP programs or associations to the many national family planning 
associations which generally promote the most recent contraceptive technology 
from the pill to the IUD and sterilization with usually abortion referral or 
service for unplanned pregnancies, it is important to recognize that the 
movement or ideological characteristics of many, if not the majority of NFP 
groups, are closely associated with the religious motivation of many of the 
initial NFP pioneers. It is accurate r believe to estimate that the NFP 
movement is at least 80% to 90% Catholic inspired. Yet in several countries 
the non-catholic users represent more than half of the overall client population. 
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Depending on the countries and the leaders (usually to the extent these have 
become lay or professional persons) a greater ecumenical or secular orientation 
is noted with better communication and collaboration with government, even 
if collaboration with national or local family planning associations remains 
exceptional. 

• The Popularity of NFP 
This remains generally limited and even decreasing in some countries from 

a family planning point of view. This appears to be linked to several underlying 
cultural aspects and especially to the recent efforts in family planning services. 
Notable exceptions are no doubt the relativ.e popularity of the Ogino method 
in Japan (used by over 50% of the family planning population) and various 
forms of NFP in France and Mauritius. Unfortunately specific and discrimi
nating surveys separating various forms of NFP from calendar or rhythm are 
rare if they exist. Yet no doubt at present in the majority of countries, other 
than Ireland and the above exceptions, NFP is not well known or very popular. 

The marked promotion of modern family planning contraceptive technology 
with its current emphasis on the most highly effective methods-namely the 
pill (and its many variations), the IUD, sterilization or abortion on demand, 
has created an often unreal expectation in the area of family planning where 
the major apparent short-comings of NFP are over emphasized, namely: (a) 
its generally quoted lower effectiveness and (b) its required period of sexual 
abstinence. 

Fortunately, recent NFP research, well reviewed during the last few days at 
this conference and a growing number of quality NFP programs during the 
last five to ten years are beginning to contribute to a change in perceptions of 
family planning and, I believe, in a renewed interest and growing popularity 
ofNFP. 

I think it is important to identify, as did a few of the ~peakers we heard 
here, the key factors of this renewed interest in NFP. Three major factors 
stand out, in my opinion: ' 

-a better understanding ofNFP effectiveness; 

-a growing awareness of the side effects of alternative contraceptive 
programmes, and 

-a growing insight into the behavioral aspects of periodic abstinence, 
and more realistic counselling. 

Briefly these factors can be summarized as (o»-?ws: 

1) NFP Effectiveness-the recent studies all confirm that method effective
ness of the major modern NFP methods is in the range of one to five 
conceptions per 100 women years. Although iise!.~ffectiveness figures will 
vary between 5 and 30 conceptions per -100 women-years, most studies 
bring out that such variables as the qualification of die NFP teachers and 
the motivation of the users (with limiters having a three to four fold better 
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'effectiveness rate than the spacers) are key elements since both fertility 
knowledge-anp.sexual behavior modification are the crux of periodic absti
nenc&in NFP. 

\ 

2) The side-effects. of the so called more advanced or hard contraceptive 
technologies: not oQly are these not 100% effective, but there is a growing 
awareness of both thhr health and broad socio-cultural side-effects or costs . 
These side effects are particularly onerous and damaging especially III 

' . developing cbuntries with limited health resources and health personnel. 

3) Better behavioral insights int~YI{FP-the few comprehensive clinical studies 
of NFP users reflects various research areas and practices in the areas of 
sexual behavior. The conjugal co-responsibility added to the self-knowledge 

'potential growth in conjugal communication which are all conducive to a 
significant independence from medical technology making the NFP users 
attracted to the autonomy and personal fertility mastery of this approach . 
These factors are increasingly valorising NFP to various consumer groups 
such as those with: 

-ecological concerns, 

-holistic health concerns , 

-self-care in teres ts , 

-feminist orientations, and 

-the mutual self-help groups. 

How these new insights are becoming linked with NFP through experiential 
discovery by the users and their promotion, and better insights provided or 
reinforced by the teachers are as many ways in which the trade off or 
compensation for the necessary periodic abstinence is beginning to occur. 

NFP is no panacea and it will probably continue for a long time to remain 
but a complement to other family planning technologies in most countries. In 
my opinion, the ratio or proportion of NFP users can probably vary between 
20 to 50% or more of all family planning users in many countries if informed 
consent was truly assured but major efforts in education in NFP and the 
provision of quality services will be needed for many ' years to come to reach 
this potential NFP user population . 

• Promise or Potential of NFP 
In reaction to the growing medicalization offamily planning practices with 

their prescriptions and medical personnel dependent technologies, such as 
oral contraceptives, intrauterine devices, sterilization and abortion, the pro
gressive development of NFP methods offers a balancing equilibrium or 
perpective such as the natural childbirth movement does in maternity care. 

The primary health care and holistic dimensions of NFP are beginning to 
be recognized and exploited. These major facets are linked with the fertility 
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awareness education component of both the NFP teachers and users. Not only 
does this represent a potentially important contribution in the management 
and surveillance of reproductive health but its important exploratory or 
diagnostic first line approach to the subfertile or infertile couples and to those 
women presenting cycle or menstrual disturbances are beginning to be increas
ingly appreciated by various consumer and professional groups. The training 
of NFP teachers and the self awareness and relative autonomy of NFP users 
conditions them in becoming excellent candidates as general community 
health educators which several NFP associations and national health minis
tries, especially in developing countries, are coming to recognize and want to 
see developed on a par if not a priority basis compared to other methods. 
Finally, the behavioral components ofNFP-its sexual behavior modification 
aspects, are bringing most NFP groups to gradually address some of the 
important components of family mental health in terms of its communication 
skills components not only between parents but also their children. This 
important dimension of NFP in terms of both marriage and family mental 
health is without doubt a growing and potential dimension of the NFP 
movement. It becomes therefore obvious that NFP practitioners, teachers, 
and trainers are called upon increasingly to use the infertility specialists or 
mental health consultants as natural consultants or referral channels. Several 
groups are already using these professionals regularly in their training or 
continuing education programs for NFP instructors or tutors and this will 
likely become an increasing community link for many NFP groups. It is 
especially interesting to observe in Ireland on how this is already an integral 
part of your Catholic Marriage Advisory Council's centres and their satellite 
NFP groups. In several other countries the emphasis is less on the immediate 
marriage counselling dimension and more on couple and marriage enrichment 
through specific link-ups with groups such as the Marriage Encounter or 
Teams of Our Lady or the more secular analogous growth or enrichment 
groups. 

The health dimension of NFP is also, in my opinion, closely linked with 
educational personnel development and the appropriate use of scarce health 
manpower in many a developing country. The primary educational approach 
and emphasis of NFP makes it less dependent on biomedical technology or 
physicians and nurses and more upon educational skills so that community 
health workers or various other extension workers who need not have extensive 
health or medical training can readiJy be used in NFP. 

As the interface between the NFP movement and the provision of NFP 
services to the community becomes more !wident, the recognition of the need 
to provide quality NFP services will also bec~me apparent, and I believe that 
the major answers to this important challenge will be along two crucial 
initiatives, namely: 

First, the innovative NFP personnel de'yelop'm~nJ policies which various 
groups or countries have begun or will have to develop, hopefully with a 
variety and careful mix of trained volunteers and, professional support 
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workers. This is a particularly delicate and important area where the most 
appropriate.cultural fit is imperativei 

See-<5.nd, the important application of NFP procedures and guidelines to 
ensure quality NFP services along models Dr .. Mary Martin has so appro
priately developed.in her presentation. As a minimum, procedures and 
guidelines must include various key components such as an out-reach 
program, quality standards for NFP teachers, standardized service records, 
follow-up guidelines, he<l;lth and counselling referral or consultations and 
some minimal administnttive.framework. This will vary in each country, 
and I believe must be cultur~lly appropriate, yet, there is no doubt that, 
whatever the delivery model(s}.chosen, the challenge to the NFP movement 
in providing quality services mti'st include some of these recognized service 
.yardsticks appropriately adapted to NFP services. 

Appendix I 

For possible liaison purposes, I include a few samples of these with the 
addresses where they can be obtained: 

1) ENGLAND: CMAC-BULLETIN, Quarterly (about 30 pages) 

Published from CMAC, Cliterow House 
15 Landsdowne Road 
London W 11, England 

2) FRANCE: AMOUR ET FAMILLE, Bimonthly (30-50 pages) 

Published by Secretariat du CLER 
65, bd. de Clichy 
75009 Paris, France 

3) AUSTRALIA: Australian Council ojNFP, 2 or 3 times/year 

Published by Newsletter 
P.O. Box 183 
Fitzrow, Victoria 3065, Australia 

4) NEWZEALAND: New Zealand Association ofNFP Newsletter 

Published by Pastoral Centre 
P.O. Box 1262 
Palmerston North, New Zealand 
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" 

5) CANADA: SERENA CANADA Newsletter (English) 
55 Parkdale 
Ottawa, Ontario KIY1E5, Canada 

SERENA EN BREF (French) 
6646, rue St. Denise 
Montreal, P.Q. H252R9, Canada 

6) UNITED STATES: Several are produced, such as for example
The Couple to Couple News 
P.O. Box 11084 
Cincinnati, Ohio 45211. 

DISCUSSION - SESSION 7 

Chairman--Dr Thomas J Murphy-We should spend about 10 minutes discussing these four 
papers and then we will leave the floor open for a general discussion including questions to any 
of the speakers who have contributed over the last two days. 

Comment-In the Irish context it is extremely disturbing this afternoon to see in such a small 
country three bodies speaking apparently at slight loggerheads. I would back up Dr Lanctot's 
appeal that these three bodies get together because it is an awful waste of our resources and our 
chances for success in the field of NFP to be simply going three different ways. The other 
comment is directed to Mrs Quinlan who mentioned that the post-natai clinics are an easy 
place .and time to teach the ovulation method. With fifteen years experience of teaching post
partum women I can't agree that this is in any way the easiest time to apply a method of this 
type for the very first time. I think that the CMAC idea of a six month pre-marriage emphasis 
is far more important and I think all three bodies should be concentrating on that time rather 
than on the post-natal period. Obviously until this is done the post-natal period will continue 
to be important. But if you want; to make the method a success, its the pre-marriage phase that 
you should be getting at. 

Comment (Mrs QUinlan)-1 don't think I said it is the easiest time, I said it's not as difficult a 
time as I originally thought. As a matter of fact I have found that teaching the Billings method 
to post-partum women is quite effective given tha~ maternal and paternal feelings are the order 
of the day rather than sexual inclinations. Consequently, by the time sexual inclination has 
returned the woman has had time to chart her symptoms for about five or six weeks. Also, the 
teaching is aimed at pointing out to her what to expect, signs of returning fertility, and she 
becomes quite confident. I could give you hundreds of charts to prove it, i.e. that post-partum 
women are defining their infertility and their returh,to fertility. This is marvelous knowledge 
because they can have intercourse on the basis of alternate nights during that time, watching 
for any little change that alerts them to the coming of fertility, and then they can abstain, find 
the peak mucus day, and know when to expect their first PQst-partum menstruation. We have 
had many women doing precisely that. _. '. 

, 
Comment-I would just very briefly like to endorse what Mrs Quinlan said. I have tau~ht the 

ovulation method and temperature method now for two years. Ninett-nine per cent of our clients 
are within six to eight weeks post-partum and we have found that this is an excellent time in 
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which to learn the method. Motivation is high, and as Mrs 'Quinlan already mentioned the 
maternal and paternal instincts are high so sex is not so important at that time in the couples 
life. These.~9men learn the variation in their cycle and are prepared for this in subsequent 

. cycles when they are b.~ck to regularity. 

Professor O'Dwyer-As oIfe who had the privilege of chairing the session yesterday in which 
there were two totally diffeh:nt methods of NFP very effectively described, I would make a plea 
as Dr Lanctot did that NFP W,orkers in Ireland who have done so much in the past 10 to 15 
years would bury their differerrces,.which seem to arise from methodology, and would work 
together in unity because if they'd~.m't somebody else will move into the void that they will 
create. 

, 
Mrs Ryan'--r am most interested and 'delighted to know that all of a sudden you are aware 

that there are three associations doing NFl> work in Ireland, and you are worried about that. 
:Now why aren't we all together? The CMAC explained to you in detail their programme, their 
criteria for selection, how they came into being, how they filled a need, and they are still filling 
a broad need. The National Association of the Ovulation Method isjust teaching the ovulation 
method from a wanted need arising from the grass roots . The Family Life Centre in Cork is 
doing the same thing and is also bringing the ovulation method to hospitals and schools . Now 
we have come to 1979 and we are as much aware as you are of the needs for family planning. 
One may question the reasons for the differences between the NFP groups in Ireland. But all 
of you know we are all independent ?eople as you all are. It will take time for these groups to 
come together. Things must be organised properly, discussions must take place. Perhaps in the 
1980s some form of a federation may take place. Nevertheless, we all have the same aim. We 
are all working in charity to help our neighbours. No matter what association we belong to we 
have a common basis to begin with. 

Dr Esther Bradley-I certainly would like to second wholeheartedly what Noreen Ryan just 
said. 

Mrs Quinlan-I would also like very much to endorse what Noreen Ryan and Esther Bradley 
said. We are all so terribly busy developing NFP that we don't have enough time perhaps for 
liaison, though we have liaison in the fact that we are all teaching to one group or another the 
ovulation method of Billings. Now I would like to talk to the disbelievers particularly to the 
men if I may . It's terribly easy for a woman to interpret th'e changes in mucus which parallel 
the development of the egg and ovulation. It's so simple and yet so many people do not believe 
it. I am coming to believe more and more that there is no reason why any man could not teach 
it too provided he learned about the changes in mucus from his wife or from another teacher Qr 

from some scientific source. The teaching of the Billings method and the interpretation of charts 
is becoming standardised and easy to teach and to learn. Women, I know, are better teachers, 
as they have experienced what they are trying to teach . Any woman can learn to identify her 
infertility and fertility within half an hour when correctly taught and I claim it's as difficult to 
give a girl the Pill if you are doing your job properly as it is to deliver the ovulation method. 
Consequently there isn't a woman in Ireland who couldn't be taught. I think that girls in school 
need to know about how their bodies work and about their fertility as well as why their emotions 
are this way and that way. If they learn this in school it will make an enormous difference to 
their entire lives. Now I would suggest that women begin telling men, and telling their doctors, 
"Yes, we can do this!" 
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GENERAL DISCUSSION 

Chairman-Dr ThomasJ. Murphy 

Question-I would like to ask Mr Spieler a question. Could he please explain what he meant 
when he said that methods for the determination of the fertile period could be used in 
conjunction with post-ovulatory agents and barrier methods? 

MrSpieler-The improvement of the practice ofNFP is only one application of new, objective 
techniques for determining the time of the fertile period. People who are not interested in NFP, 
but who are interested in fertility awareness, could use barrier methods when the urine dip
stick test (under development) indicates that they are fertile. The combination of fertility 
awareness and condoms would probably result in a much higher effectiveness rate of condoms 
owing to their less frequent but more consistent and proper use. There are several groups 
working on the development of post-ovulatory agents, post-coital agents, the day-after-pill, etc. 
Such agents need not be administered during the absolute infertile phase of the menstrual cycle, 
when there is no risk of intercourse leading to pregnancy. Kits to determine the fertile period, 
or the time of ovulation, would ensure that such agents, which either prevent, block, or disrupt 
implantation are only administered when a woman is at risk of pregnancy. 

Question-I would like to know whether Mr Spieler could estimate the proportion of research 
funds per year over the last ten years that were given to NFP compared to the research funds 
given to other methods offamily planning? 

Mr Spieler-I am unable to estimate the total amount of money spent by all international, 
national, and private agencies on NFP compared to other methods. However, over the past 
seven years the WHO Special Programme of Research in Human Reproduction has spent 
about 36 million dollars on research grants for the assessment of -the safety and effectiveness of 
all methods of family planning and for the development of new and improved methods . About 
1.8 million dollars went towards research on NFP and other methods to determine the fertile 
period. That is about 5% of the budget. In all honesty, given the lack of verbal demand on the 
part of the member states of WHO for research on NFP and the paucity of good scientists 
working in this field, especially in the developing countries, the Task Force on Methods for the 
Determination of the Fertile Period could not have absorbed much more money than it was 
allocated. I am sure that if we. had received more good projects and if there were more real 
promising leads in this field the Task Force would have been able to raise more funds. I do not 
think that it would be fair to' accuse WHO of spending more on Pills, IUDs, injectable 
contraceptives, etc. than on NFP. 

Question-Family planning and population activists throughout the world have been very 
effective as witnessed by the Population Year Conference in Bucharest. Representatives of 
Governments at the World Health Assembly have been generally united in supporting areas of 
research on fertility regulation that are not specially NFP oriented. NFP has been brilliant by 
its absence of demand at the Government level. Perhaps Mr Spieler could comment on this? 

Mr Spieler-The WHO programme is geared for the needs of the developing countries. The 
direction of the WHO programme is determined by the expressed interests and needs of the 
member States and by the programm!!'s Advisory Group and Donors. Those delegates who 
expressed the needs of their countries may not always be speaking for all of the people in their 
countries. Also there are needs which are not always exp~es_sed verbally. Nevertheless, the 
Ministries of Health in many countries do not see the neecHor, NFP research and services at a 
Governmental level as the methods are considered. as only tieing relevant to a very small 
segment of their populations, unacceptable, and/or ineffective.' Even in the absence of an 
expressed interest in NFP the programme can and has conducted research on NFP in a given 
country only with the Government's approval. One problem is that there are very few project 

179 



proposals for research on NF? coming from investigators in developing countries, and the 
programme can notjtlstify supporting NFP research in developed countries only. Those people 
in developilfg countri<;s who are perhaps in a position to prepare good protocols for research on 

·NFP are the same pedple who are fully occupied in setting up grass root service programmes 
in their countries. . 

Question-C6uld I ask if there has been any research into the ebb and flow of sexual desire 
during the menstrual cycle? ' 

Dr Lanctot-There has been a lot of very controversial research in this field. Dr. Bardwick, 
briefly mentioned this in her presentation, and there is extensive psycho-social contradictory 
literature on this subject. The methodology is particularly complex as it applies to NFP, with 
the attitude to abstinence compounded by 'the knowledge or not of the fertile period. The results 
of studies can be markedly affected by studying people who have no knowledge of the fertile 
period versus people who have knowledge of the fertile period. Some investigators have shown 
that progesterone reduces sexual drive in a female. I personally feel that because the ebb and 
flow oflibidinal forces is so coloured by the educational dimension of sexuality that it becomes 
extremely difficult to appropriately design the sampling base to consider cultural differences 
and to develop questions that do not plant ideas in peoples minds that affect their answers. I 
can give you a list of references if you write to me. There's a whole book on female orgasm, for 
example, with a chapter on the question oflibidinal drives with literature references. But once 
you begin to study the subject scientifically it becomes very controversial. From my point of 
view I have not been satisfied or very convinced with the finOings of earlier studies. On the 
other hand, from my experience particularly with grass root programmes, many women will 
say that the physical awareness such as the lubrication at the labia during days offertile-type 
mucus secretion has a direct localised stimulatory effect. How people interpret or integrate this 
is another story. 

Mr Spieler-For every study that has shown that libido increases during the fertile period one 
can find a study that shows that it doesn't. The literature on this subject is very equivocal. I 
also think that it is very difficult to design a study which is neutral and in which the questions 
raised do not beg a particular answer. 

Dr Hilgers-I'd just like to comment on that question of increased libido. I think that it's a 
very confused area and the literature is by no means conclusive. Clinically, I am impressed by 
the fact that there is a certain percentage of women who do say that there is an increased sexual 
desire at mid-cycle, during the fertile period. Whether its influenced by educational factors or 
whether its influenced by basic physiological phenomena I don't know, but one thing t~at I 
think I do know from practical experience, and sometimes we forget this, is that this increase 
in sexual desire is not the same as an irreversable urge to have genital intercourse. Some people 
think that this increased libido, if it does exist, means, like a set of dominoes, that once one is 
set into motion it leads only to one thing, and that's an act of genital intercourse. It's a desire 
which can be, and usually is, modified with non-genital expressions of love. It may be an 
increased desire to be closer to your spouse and I am not sure that it is limited just to the 
women. I think that it might very well be just as much associated with men, especially when 
you begin to know about your fertility. 

Dr Parenteau-Carreau-I would like to continue on this same line. The literature is confusing 
because "desire" is difficult to define and measure. For example, in some studies the fluctuations 
of woman's desire were quantified by the frequency of coitus, which rather reflect the combined 
desire of both the man and the woman. Many women say that they feel more creative during 
the estrogenic phase of the cycle which should lead to what I call "positive abstinence" . Dr 
Hilgers just mentioned non-coital tenderness gestures which, as I mentioned yesterday, are 
important in terms of the acceptability of periodic abstinence. It is possible for a couple to 
develop a kind of mastery permitting limited contact, touching and tenderness during the fertile 
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period. This can be fulfilling and still not lead to the high excitement that results in coitus . Men 
should be informed that the neurological pathways of erection and ejaculation are not the same. 
It is possible for men and women to be aroused and to voluntarily stay in a lower levei of 
emotion and tenderness. In sexology clinics, frequent complaints of low libido and decreased 
interest in sex are expressed by people who promote free intercourse anywhere and with 
anybody. So it's not just the frequency of coitus that is important for the feeling of fulfillment. 
The desire for coitus may cover many needs. I think there is a need for tenderness, a need to 
share and be cared for, to be recognised as a person, to be touched and to touch, as well as the 
need for orgasm. Many women from the bottom of their hearts and after many years of marriage 
express a craving for tenderness that has never been fulfilled, even in couples who have had 
intercourse very frequently. And maybe, given good conditions, periodic abstinence may give 
the couple a chance to develop this tenderness. Well, if a couple is able to develop tenderness 
during abstinence maybe intercourse will have this added dimension. Assuming that men are 
directed more aggressively towards orgasm, and women like tenderness and to be touched and 
to be hugged, my hypothesis is that the evolution of the couple towards gaining maturity would 
come about more quickly ifmen could learn more about the women's need for tenderness and 
women could learn more about the men's desire for orgasm. 

Question-I am involved with research into NFP with Professor Ian Donald, Glasgow. Some 
of you may be familiar with him. Unfortunately he was refused funds by the WHO for his 
research on detecting an increased blood supply to the ovaries and the ripening follicle during 
the fertile period. I am taking part in his research which consists of daily charting of temperature 
and mucus and using a device which the woman inserts vaginally and which lies on either side 
of the lateral vaginal fornices. It is hoped that the thermisters incorporated into the device will 
pick up the increased blood flow to whichever ovary contains the ripening Graafian follicle. We 
record the quantative value of blood supply to the ovaries on a daily basis. The results are 
correlated with the mucus and temperature recordings. Unfortunately the results have not yet 
been fully successful, but we are finding that progress is being'made. The device is picking up 
when the Graafian follicle starts to ripen and is correlating well with the Billings mucus 
symptom and temperature at that moment. Dr Donald is hoping that the device will eventually 
contain a light emitting diode. The woman just inserts this device, at no particular time during 
the day, and a red light will come on if she is going through the fertile time and a green one if 
she is not. So it will be simple, cheap and can be used by any woman of any intelligence. I 
would like to put in a plug for funds for Dr Donald to continue this research. 

Mr Spieler-The WHO Task Force has received scores of proposals for the development of 
all kinds of devices. Several years ago we supported research aimed at developing vaginal 
probes which would measure electrical impedance,or resistance, heat flow and heat flux, colour 
changes and temperature. I am sure that devices of this type can be perfected and used to 
better pin-point the fertile period and ovulation as these devices are indirectly measuring the 
effects of changing blood concentration of estrogen and progesterone. However such devices 
will have limited application, even in clinical settings. Around the time that Dr Domild 
submitted his application the Steering Committee of the Task Force decided that we should not 
support any developing projects before the feasability of the approach proposed, in minimal 
terms, was demonstrated by the applicant. Also, at the same time we realised that fOr 
cultural-acceptability reasons, and for medical reasons, the use of an electronic device with a 
vaginal probe could in no way be considered as apprtlpriate technology for developing countries. 
Remember that WlIO's interests are primarily directed to the needs of developing countries. 
I think that Dr Donald's research is very interesting but even if he is 100% successful the 
technology will be a luxury, and perhaps not very a~ceptable, even in the developed countries. 
The ovulation method and the sympto-thermal method, which rely on either no technology or 
only a thermometer, respectively, permit women to_determine when they are fertile. Devices 
like Dr Donald's, or the kits which we are developing to measure'C.ompounds in urine, will be 
useful as aids for learning NFP, for perhaps reducing the number of d!lYs of abstinence, and-foL 
assisting the infertile couple. -, '. 
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QU8{fion--At what stage of advancement are the urinary dipcsticks or similar technology for 
objecth:ely -d.etermicil}g the fertile period? 

"" .... ,Mr Spiel;;: if all o~going studies are positive, and we always assume they will be, it will 
take about three to four;.)'ears until we would be able to market a paper or dip-stick type test 
to identify that ovulation has occurred. It will take about five years to develop and market a 
dip-stick method to predict that ovulation will occur with a three to five day warning. Whether 
or not this technology will im,prove NFP per se really remains to be seen. However, such 
technology will surely be useful for treating infertility, for combination with other methods such 
as condoms, and perhaps for reduci'Il1-\' the number of days of abstinence required because of the 
imprecision of the ovulation and sympto-thermal methods. 

, 
Comment-I had a letter a few }Veeks ag'o.from Australia, and Professor Jim Brown feels that 

he will have a dip-stick on the market within'l2 months or so. 

Mr Spieler-We have liaised with Professor Brown for five years. He is a brilliant scientist but 
he has been very secretive about his work. He obviously does not want publicity. Nevertheless, 
I recently received a letter from a company here in Ireland stating that there was a television 
broadcast about a dip-stick method to determine the time of ovulation that was being developed 
by Professor Brown in collaboration with WHO. The Company was expressing its interest in 
collaborating with WHO, since during the broadcast it was stated that there was no industrial 
support for this work. The broadcast surely did not have the facts right, although I am under 
the impression that Professor Brown is now testing his kit for detecting ovulation. Professor 
Brown is doing similar work to that of the Task Force and we have been trying to work more 
closely with him so as to prevent any unnecessary duplication of efforts and expenditure of 
limited funds. 

Dr Bradley-When we were in Australia last year for an ovulation method meeting Professor 
Brown made it very clear that the women using the ovulation method were far more sensitive 
to the ripening follicle and had far more warning of ovulation than was provided by his dip
stick. I think this is worth remembering even if the kit is manufactured and made available for 
sale very soon. Professor Brown admitted that at this particular stage in his research the women 
were more accurate than his indicator. 

Comment-Perhaps one of the advantages ofa dip-stick would be that the husbands could be 
more involved in assisting their wives in the identification of the fertile period. 

Dr Hilgers-Perhaps I can make a concluding comment about dip-stick technology. I think 
there's no question that eventually there is going to be a dip-stick developed whether its this 
year, next year, or in a hundred years from now. However, one of the good things about NFP, 
that we must always keep in mind, is that it's primarily an educational process, not a 
technological process with a profit motive. People in NFP are going to evolve into providing 
their services, not so much on a voluntary basis as that is impractical, but for a small fee. But 
on the other hand nobody is going to get rich teaching NFP. I would predict in the future that 
the educational process that's involved in teaching NFP will become the hub of one of the most 
important public health education processes. I am torn more and more as I hear about the 
development of kits, not necessarily wanting to stifle their development, but at the same time 
being concerned about the profit motive and the technological dimension that it introduces into 
NFP on the one hand versus the educational importance of what we can deliver not only in 
terms of family planning itself but in terms ofa broad public health dimension which could be 
very, very important and vital to women in the future. 

Dr Lanctot-I would like to thank the organisers of the Seminar and to compliment them 
particularly on the real effort not only to bring together speakers from all over the world but 
also to bring together representative groups from the community. This to me' is a major 
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I 
accomplishment and I congratulate the Minister for Health and his advisers. I would hope that 
in the years to come we will see sign of information and better knowledge ofNFP not just at the 
grass roots but also in some of the organisations you represent. 

Chainnan-Ladies and Gentlemen, thank you very much for your attt;ntion. It remains for 
me to bring the Seminar to a close. I think that we should pay special tribute to the Minister 
for Health who is a man who is full of ideas and not afraid to put them into action. He is to be 
complimented in getting together with the World Health Organisation in putting on this 
Seminar. The officials from the Department of Health and WHO deserve the thanks of the 
people of Ireland for getting it all together and it is plain to me from just listening to the 
discussions this evening that there is a great deal going on. It's nice to think that Ireland is 
pioneering efforts in this direction. When I went in as a young doctor to the Department of 
Health, one of the first people I met there was a bright young administrative officer named Joe 
O'Rourke and that's nearly thirty years ago. He is now Assistant Secretary of the Department. 
Another of my colleagues in the medical world whom I have known all my life is Dr Jimmy 
Walsh, who is now Deputy Chiefofthe Medical Section. I know the amount of effort and work 
they have put in behind the scenes into making this Seminar a success and I see the two of them 
at the back of the hall, so I think they deserve our thanks. We welcome the World Health 
Organisation representatives and the other speakers and contributors, so many of whom have 
travelled long distances, and those who have come from outside Dublin in our own country to 
contribute to the success of this Seminar. Let's thank the Chairmen and the participants who 
helped to make the whole thing an Irish success. At the end of two days, starting at 8.30 
yesterday morning, I would think that a lot of you would be worn out, but judging from the 
standard and intensity of the debate that still continues at this hour of the evening you are far 
from it. Well thank you very much ladies and gentlemen. 
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