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Toward the Reduction of
Unwanted Pregnancy

An assessment of current public and private programs.

By 1965, “clearly the norm of fertil-
ity control [had] become universal in
contemporary America” (I, p. 394).
Yet between 1960 and 1965 at least 19
percent of all births were reported as
unwanted by the parents at the time of
conception (2, p. 1178). -

These central and seemingly paradox-
ical findings of the 1965 National Fer-
tility Study, which is the most recent
national study, provide the basic frame-
work in which current U.S. fertility
control efforts can be assessed. Family
planning has become a prevailing social
norm, practiced in some fashion at
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some time by a greater proportion of
Americans than is almost any other
social norm. But its full potential for
enabling Americans to choose freely
whether and when to have children re-
mains to be realized. The reduction of
unwanted pregnancy—that is, pregnan-
cies that are unwanted by the parents at
the time of conception—provides a
tangible objective for national policy,
while the normative nature of family
planning provides a measure of the po-
tential interest in, and public support
for, the programs required to achieve
this goal.

At the outset of this analysis a key
distinction should be made. The fertility
control situation in the United States
today is the result of the individual de-
cisions of millions of couples seeking to
realize their aspirations for themselves
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and their children. It is not the result
of a conscious national policy. Couples
who practice family planning do so be-
cause of their personal objectives, not
because of family planning’s potential
social or demographic impact. The gov-
ernment’s present family planning pro-
gram has been designed as a means of
helping individuals achieve their own
goals, not as part of an official popula-
tion policy. These millions of voluntary,
individual decisions may well add up to
a national pattern that significantly af-
fects the future growth of the U.S.
population, but they remain, both in
origin and rationale, individual—not
societal.

Discussions of policy issues often
focus almost exclusively on the pro-
fessed long-range objective, apparently
on the assumption that this is the most
crucial aspect of public policy. My anal-
ysis rests on a different view—one
that regards public policy as comprising
primarily our laws, regulations, and,
most important, the allocation of our
resources of funds and time. While the
goals that a governmental agency or
social system (or subsystem) articulates
are not unimportant, a more accurate
description of its policies is derived
from careful analysis of its budget,
which often shows disparities between
its professed objectives and its actual
priorites.

Throughout nearly all of our history,
public policy has made it difficult for
health professionals and institutions to
dispense, and for couples to practice,
family planning. While court decisions,
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beginning in 1936, have helped to mod-
erate the impact of the anticontracep-
tive Comstock laws, it was not until
1958 that the ban on prescribing con-
traceptives in public hospitals was lifted
in New York City and the way opened
for publicly financed health institutions
to provide family planning services. It
was not until 1965 that the Supreme
Court struck down the Connecticut
statute barring the use of contracep-
tives, that a number of states repealed
their restrictive laws, and that some fed-
eral funds became available to support
projects offering family planning serv-
ices. Public funds played no part in the
development of the oral contraceptive
or the intrauterine device (IUD), the
two contraceptive methods that were
developed in the last decade. It was not
until 1967 that Congress adopted any
specific legislation on family planning.
It has only been in the last few years
that some states have begun to allow
abortion for reasons other than preser-
vation of life, and only in the past year
have any states moved to allow termina-
tion of pregnancy on request. Last De-
cember the federal Comstock law was
finally repealed. Even today, laws and
customs in some states limit the provid-
ing of contraceptive information and
services in important respects. Most
states still have highly restrictive abor-
tion laws. This recital could be extended
almost indefinitely, but its conclusion is
clear: whatever success Americans have
had in controlling their fertility has
been accomplished, until very recently,
in spite of public policy, not because
of it. ’

In the last 5 years, there have been
rapid and significant changes. Federal
and state agencies have adopted policies
favoring family planning, some have ac-
tually initiated programs, and funds are
beginning to be made available. A fed-
eral family planning agency has been
established and is functioning. The pas-
sage of the Family Planning Services
and Population Research Act of 1970
(Public Law 91-572), by overwhelm-
ing majorities of both houses of Con-
gress, attests to the new situation and
suggests its potential: for the first time,

‘ public policy can become a positive
force to help Americans avoid un-
wanted pregnancy. This occurs at a
time when the technology of fertility
control makes it possible to at least en-
vision the virtual elimination of un-
wanted pregnancy as a realistic objective
of national policy and programming.
The resulting opportunity is unprece-
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dented in human history, and the way
in which our society responds to this
opportunity will, I believe, have sub-
stantial implications throughout the
world.

Bumpass and Westoff (2) have sug-
gested the considerable societal and
demographic consequences of the elim-
ination of unwanted pregnancy. In the
cohort of women aged 35 to 44 who
were nearing the end of their child-
bearing years in 1965, the elimination
of births that the respondents charac-
terized as unwanted at the time of con-
ception would have reduced their fer-
tility from 3.0 to 2.5 births per woman,
Eliminating these births would not have
been sufficient to establish exact replace-
ment for this cohort (3), but, according
to Bumpass and Westoff, ‘it would have
resulted in considerable progress toward
that objective” (2, p. 1180), particular-
ly since the study’s basic measure is re-
garded as an underestimate of unwanted
fertility (2, p. 1178).

A national policy and program to re-
duce unwanted pregnancy would thus
be justified as one component of a na-
tional population policy, the objective
of which would be to achieve a stabil-
ization of population. The other com-
ponents of a population policy pre-
sumably consist of measures “beyond
family planning,” which are primarily
designed to influence fertility motiva-
tions. Those measures which are gener-
ally discussed lack specificity, political
or ethical acceptability, or scientific or
administrative feasibility; in addition,
they are untested as to presumed effec-
tiveness (4). Given the fact that volun-
tary fertility control is already an
integral part of U.S. values, a policy
and program to reduce unwanted preg-
nancy is a logical first step in the devel-
opment of an overall population policy
because it offers the hope of a greater
impact on growth rates, at lower costs,

than does any other currently known or

proposed policy and program.

At the same time, however, the justi-
fication for a national policy and pro-
gram to reduce unwanted pregnancy is
independent of the justification for a
population policy. It is justified on its
own merits in terms of the individual
benefits of the elimination of unwanted

pregnancy and the individual conse-

quences of failure to do so. Unwanted
pregnancy affects different couples in
different ways, depending on their cir-
cumstances. For many couples, the con-
sequences of unwanted pregnancies are
significant although not overwhelming;

some of the results are increased family
stress, altered life plans, and less time
and attention for each child. Fortunate-

~ly for both the children and society,

many couples have learned to adapt in
one way or another to the arrival of
more children than they want. For
other couples, however, the conse-
quences are more serious. Unwanted
pregnancy sets off a chain of events that
forecloses some young people’s chances
in life; early pregnancy often leads to
dropping out of school, precipitous
marriage, or an out-of-wedlock birth,
followed by poor prospects for employ-
ment, the likelihood of continued pov-
erty, and limited opportunities for
themselves and their children. - For
some, an unwanted pregnancy leads to
increased risk of maternal and infant
mortality or morbidity. An unwanted
pregnancy in some families means that
modest resources must be stretched
thin; in others, it places the family be-
low the official poverty level (5). And
for many individuals and families, an
unwanted pregnancy is sufficiently dis-
astrous for them to seek to remedy it
at the hands of an illegal abortionist.
These consequences for the parents are,
of course, in addition to such conse-
quences for the children themselves as
physical and emotional neglect and
abuse (6).

Some of these consequences would
be the result of any high parity or early
pregnancy, whether or not the parents
wanted to have a child. For example,
since the official poverty level varies
with family size, any additional birth—
wanted or unwanted—would have the
effect of placing some families below
that level. A program to prevent parents
from having wanted children would vio-
late constitutional and human rights; if
confined to low-income persons, it
would also be discriminatory. The
program discussed here assumes that all
American couples, including low-in-
come couples, will have the number of
children they want, but that they will
be assisted by public policy, programs,
and resources to avoid having children
they do not want. Since poor and near-
poor parents reported that one-third of
their children born between 1960 and
1965 were unwanted at the time of con-
ception (2, p. 1179), such a program
could significantly affect the aggregate
fertility of low-income couples—with-
out violating personal freedoms. In prin-
ciple, therefore, it could also assist some
couples in avoiding officially defined
poverty associated with involuntary in-
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creases in family size. Similarly, re-
spondents in all socioeconomic groups
reported that significant proportions of
fourth births and above between 1960
and 1965 were unwanted—30 percent
of fourth births, 44 percent of fifth
births, and 50 percent of sixth or higher
order births (2, p. 1178). A policy and
program to assist couples to prevent
these births would thus affect all of the
consequences enumerated above.

In sum, then, a national policy and
program to reduce unwanted pregnancy
is related to both overall population and
social policy. The ability of individual
couples to control fertility successfully
is, under current circumstances, a nec-
essary condition either for reaching de-
fined demographic objectives or for im-
proving their social functioning and
their chances in life. However, individ-
ual control of fertility may not be suf-
ficient for attaining either demographic
or social objectives; thus, overall popu-
lation and social policy will require ad-
ditional components. Desired family
size, for example, changes with time as
a result of social, economic, and cultural
factors that are only poorly understood.
A viable population policy would thus
have to include more research to deter-
mine how these factors operate and how
their effects might be offset, if necessary
for demographic purposes, with realistic
policies and programs. Similarly, in
terms of alleviating poverty or improv-
ing health, a fertility control policy is
no substitute for an adequate policy on
income maintenance and redistribution,
on the one hand, or for a national
health policy, on the other. In both
cases, a successful fertility control pol-
icy would complement national income
or health policies and intensify the im-
pact of the limited resources made
available for these programs.

Within this framework, I outline U.S.
fertility attitudes and practices, present
the principal problems that appear to
affect the ability of Americans to con-
trol their fertility, and assess the ade-
quacy of current public and private
efforts to solve them.

Fertility and Family Planning
in the United States

A series of national studies, supple-
mented by local investigations, has dem-
onstrated that almost all American cou-
ples, regardless of income, class, or
color, have very similar fertility values
and aspirations (/, 7, 8). In 1960, near-
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Table 1. The rate of failure over a period of
12 months for various methods of contracep-
tion, and the distribution of the last method
used in 1965 (27, p. 69; 28). (Figures are
based on a sample of married couples only.)

. Method
Contraceptive F?(l}u)r ¢ used
7 (%)
Pills 4 27
Intrauterine device 7 1
Condom 16 24
Diaphragm 18 11
Withdrawal 21 7
Rhythm 28 12
Foam 29 4
Jelly, suppository,
douche, other n.d. 13
Total 99*

* Because of rounding, does not total 100 percent.

ly 90 percent of couples wanted families
of four children or fewer. Low-income
couples wanted the same number of
children as high-income couples, and
nonwhites wanted slightly fewer than
whites (7, pp. 38, 105). In 1965, more
than 87 percent of couples again
wanted four childrea or fewer (9).

This convergence in values has been
accompanied by a convergence in fer-
tility control behavior. By 1965, 90 per-
cent of white married couples and 86
percent of nonwhite married couples
had used or expected to use some meth-
od of contraception (I, p. 411). Be-
tween 1960 and 1965, the greatest in-
crease in the use of contraception oc-
curred among Catholic, nonwhite, and
young women, with couples appearing
to adopt some method of contraception
earlier in marriage. There still remained
some differences in the use of contra-
ception, based on education, religion,
and other socioeconomic factors, but
these differences diminished sharply be-
tween 1960 and 1965.

These percentages measure the use of
all methods of fertility control, includ-
ing those known to be least effective in
preventing conception. This is an im-
portant distinction, since the reliability
of the method employed is crucial to
whether or not an unwanted pregnancy
is actually prevented. Findings of the
1965 National Fertility Study reveal
widely varying 12-month failure rates
for the different methods of contracep-
tion and the distribution of methods last
used by married couples (Table 1).

While the pill was the most recent
method used by 27 percent of U.S. cou-
ples who practiced contraception in
1965, nearly two out of five continued
to rely on methods of doubtful effec-
tiveness. Typically, couples in higher

socioeconomic groups, who can afford
private medical care, tend to use the
more reliable, medical methods of fam-
ily planning, while parents in low-in-
come groups, with less access to medical
care, depend more on the less reliable,
nonmedical, drugstore methods. This
disparity stems in part from the struc-
ture of health care delivery in the
United States—a medical economy that
is dominated by private practice, in
which the precondition for securing any
health service, including medical family
planning, has been the financial ability
to employ a private physician. This dis-
parity has been reinforced by the fail-
ure, for political reasons, of many pub-
licly financed health services to provide
consultation on and supplies for contra-
ception. Although some of these agen-
cies have begun to provide services in
the last 5 years, these services are still
scattered, less than efficient, and grossly
inadequate to the need (10, 11).

Number and Timing Failures

It is evident that, within these general
patterns, many couples do not achieve
the degree of fertility control they wish,
even though individual motivations for
fertility control are subject to ambival-
ence and change with time. Couples
who have more children than they say
they want are classified as ‘“number
failures”; those who fail to have their
children when they want them are de-
scribed as “timing failures.” In the Na-
tional Fertility Study in 1965, more
than half of all U.S. couples reported
one or the other failure; about 20 per-
cent of all couples reported at least one
more child than they wanted, and about
40 percent reported at least one timing
failure (12). Since the 1965 study was
restricted to married women and does
not report the incidence of induced
abortion, and since many parents have
a propensity for retroactively rational-
izing unwanted births as “wanted,”
these estimates must significantly under-
state the extent to which U.S. couples
fail in ‘controlling their fertility. Even
understated, however, it seems clear
that unwanted pregnancy is a major
problem and affects a large proportion
of American women in the childbearing
years (ages 15 to 44). Indeed, if social
researchers had devoted significant at-
tention to unwanted pregnancy and had
conducted studies that permitted its
consequences to be readily quantified
in' terms of mortality or morbidity, we
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would probably be speaking of it as an
“epidemic.”

While failure to limit and time preg-
nancies is found among all socioeco-
nomic groups, it is more prevalent
among the poor, among nonwhites (the
majority of whom are poor or near-
poor), and among women with higher
parity and less education. Between
1960 and 1965, an estimated 15 per-
cent of all births to nonpoor couples
were unwanted, compared to 32 per-
cent among low-income couples (2, p.
1179). The annual fertility rate (births
per 1000 women) among low-income
couples in this period was 153 births
per 1000 women aged 15 to 44,
55 percent higher than the fertility rate
of 98 among the nonpoor (13). In spite
of the expressed preferences of low-
income parents for families with two
to four children, nearly half of the
children growing up in poverty in 1966
were members of families with five or
more children under age 18; the
incidence of poverty increased rapidly
from 9 percent for families with one
child to 42 percent for families with
six or more children. In terms of pov-
erty, the most significant demarcation
appears to be at the level of three
children, the number that low-income
as well as other American couples say
they want. More than 26 percent of all
families with four or more children in
1966 were poor, and 40 percent were
poor or near-poor; their incidence of
poverty was 2.5 times that of families
with three children or fewer (I4). Since
family size is one factor in the defini-
tion of poverty, these findings do not
necessarily imply a causal relation be-
tween high fertility and poverty. Never-
theless, in the 1965 study poor couples
reported that 34 to 56 percent of
fourth births and above between 1960
and 1965 were unwanted at the time
of conception (2, p. 1179).

Since the poor and near-poor con-
stitute about 25 percent of the popula-
tion, it is evident that their higher
fertility is not the only or even the
major factor responsible for U.S. pop-
ulation growth, which has been caused
primarily by the fertility of middle-class
American families. The importance of

" high fertility among the poor lies not
so much in its contribution to the na-
tional birth rate as in the handicaps it
imposes on the poor themselves.

A final factor establishing the setting
for current efforts is the nature of the
U.S. health care system. Most Ameri-
cans are expected to receive their med-
ical care¢ from private physicians and
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to pay for the services they require.
Organized service programs (usually in
the form of clinics), subsidized by pub-
lic or private funds, are established
primarily to provide care for persons
who cannot afford to pay for the med-
ical care they need. This pattern is
changing as a result of such new pro-
grams as Medicaid; however, most or-
ganized health services continue to be
designed for, and utilized primarily by,
low-income persons, and most public
funds for health services go to pro-
grams designed primarily for low-in-
come Americans.

Family Planning Programs
in the United States

Organized U.S. family planning pro-
grams in both governmental and pri-
vate sectors have.been shaped by these
basic factors. Programs in the United
States differ from national family plan-
ning programs in developing countries
in that there is no necessity to intro-
duce family planning to the majority
of fertile couples, since they practice
it in some form already. In lieu of
this objective, current programs have
two principal goals.

1) For all couples of childbearing
age: the reduction or elimination of
unwanted pregnancy (and, for the small
number who are sterile or subfecund,
of involuntary infertility) and improved
control of spacing. Toward these ends,
efforts are being made to increase the
efficiency of contraceptive practice by
improving fertility control technology
and its distribution and increasing
medical understanding of reproductive
physiology.

2) For low-income couples of child-
bearing age: in addition to the first
goal, a “catch-up” program to provide
them with the same degree of access
to effective methods of contraception
as the nonpoor already have. This can
be done by developing services that
make family planning and infertility
treatment readily available and finan-
cially accessible.

Table 2 presents these two programs
schematically. It outlines the current
fertility practices and the principal un-
met family planning needs of low-in-
come and nonpoor couples, and de-
scribes the major means in public and
private sectors of meeting these needs.
Nine distinguishable, intermediate ob-
jectives emerge; taken together, eight
of them would comprise a comprehen-
sive national program to reduce un-

wanted pregnancy, while the ninth
would reduce unwanted births. In prin-
ciple, the achievement of these inter-

~mediate objectives would take us a

long way toward the elimination of
unwanted pregnancy in the United
States. For each objective, a brief
assessment of current efforts and press-
ing needs, as well as a summary of
the directions indicated for national
policy and programming, follow.

Improvement of

Contraceptive Technology

Given the near-universal use of some
form of contraception among the non-
poor, the single most important means
of helping these couples to control
their fertility more successfully is
thought to be the development of more
efficient and acceptable methods of
contraception. This will require con-
siderable expansion of basic research in
human reproductive physiology (which
would also help to solve the problems
of sterility and subfecundity), as well
as studies to apply the findings to the
development of safe and convenient
techniques for controlling fertility. An
adequate network of mission-oriented
research institutions will need to be
created, and capable scientists will need
to be attracted to this field.

Because federal funds dominate the
financing of medical research, there
have been periodic calls for a large-
scale federal program in the develop-
ment of contraceptives to augment the
limited funds that have been available
from private foundations. In 1968, the
National Institute of Child Health and
Human Development began a modest
program in this area.

It is estimated that in 1971 only
$53 million is available, from all pub-
lic and private institutional sources in
the entire Western world, to support
research and training in reproductive
biology and methods of contraception
(15). This may be contrasted with the
report of an expert task force, assem-
bled by the National Institute of Child
Health and Human Development in
1969, which estimated that, in 1971,
$197.2 million would be required for
an effective program of biomedical re-
search and training (and $43.1 million
for research in demography, behavior,
and operations). The task force’s re-
port recommended that the field be
expanded rapidly to reach a funding
level of $322.3 million in 1974 (Table
3) (16, p. 175). The Family Planning
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however,

program, to begin in fiscal year (FY)
The Administration,

1971.
quested only $10 million (out of the
$50 million authorized) in additional

propriation for FY 1971 and has re-
research funds for FY 1972.

opposed a supplemental research ap-

and Population Research Act of 1970
authorized $145 million, above existing
authorizations, for a 3-year research

Greater Involvement
of Private Physicians

Some degree of improvement in the
efficiency of the present practice of
contraception could be anticipated if
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The question of coverage for family
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The various national health insurance
plans proposed by the Administration

and by others should be analyzed in

to provide little or no coverage (I8).
detail,
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der to determ

n  or

probable impact on the financing of
fertility control services (contraception,
abortion, and sterilization). Only in this
way can these proposals be considered
on an informed basis as the national

debate over health policy unfolds. If
national policy has as its goal the re-
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duction of unwanted pregnancy, a na-
tional health insurance program should
facilitate this process, even if special
coverage is necessary for fertility con-
trol services.

Expansion of Educational Programs

The expansion of informational and
educational activities in the area of
family planning and population, and
in such related areas as family life and
sexuality, is regarded by many as a
necessary addition to a national pro-
gram for fertility control. In recent
years, the mass media have been in-
creasingly used in this field, even in
such ostensibly sensitive areas as in-
formation for patients on the availa-
bility of family planning and abortion
services. These privately financed ef-
forts suggest a potential for massive
expansion, given adequate levels of
funding (19).

At least one state (California) has
adopted legislation that requires health
departments to provide newlyweds with
information on the availability and
location of family planning services.
The results of this law should be
evaluated to determine its suitability
as a model for other states.

Efforts to integrate courses and ma-
terials on family planning and popu-
lation problems in the curricula of
public schools have intensified, though
they are still limited by the amount of
private funds available and by con-
flicting goals among groups support-
ing these programs (20). There is, as
yet, little evidence of interest or in-
volvement on the part of the Office
of Education or state and local school
systems. A national effort in education
on family planning and population
problems would be analogous to the
revisions, supported by the National
Science Foundation and private foun-
dations, of high school mathematics and
science curricula during the 1950%;
such a national program would require
funding, over several years, of at least
$5 to $15 million (21).

‘Removal of Remaining Policy
and Cultural Barriers

In view of the recent finding that at
least one-third of all first children are
conceived before marriage (22), state
and local legal, administrative, and
cultural barriers to providing family
planning 'to unmarried persons remain
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a critical obstacle to the reduction of
unwanted pregnancy. State laws in
Massachusetts and Wisconsin prohibit
the prescribing of contraceptives to un-
married persons. But in almost all
states, laws and regulations regarding
any medical treatment of minors with-
out parental consent have been inter-
preted by many physicians and health
agencies as limiting the prescription of
contraceptives for unmarried persons
(23).

In addition, community and profes-
sional attitudes in many areas regard
contraception as inappropriate for un-
married persons. The result is that
many unmarried minors gain access to
medical family planning services only
after having paid the penalty of at least
one out-of-wedlock pregnancy. There
is a trend in a number of states to
adopt laws that permit some medical
treatment of minors without parental
consent, and this trend might be ac-
celerated by appropriate federal ac-
tivity. Adequate studies of the social
and individual consequences of these
laws would be useful to inform both
public and legislative opinion.

Repeal of Abortion Laws

As long as contraceptive technology
is imperfect, a comprehensive national
system for the reduction of unwanted
pregnancy will need to be backed up
by abortion services that are available
and accessible to those who need them.
In the last 3 years, both the legal situa-
tion and public opinion on abortion
have changed rapidly. Since 1967, leg-
islatures in 12 states have modified
their abortion laws, and abortion has
become a matter between the doctor
and the patient in four other states
(legislative proposals for repeal or re-
form are pending in at least 35 states).

These actions are almost exclusively
the result of local initiative. It is not
certain how such federal programs as
Medicaid or Maternity and Infant Care
treat abortion services in states where
they have been legalized. The Family
Planning Services and Population Re-
search Act of 1970 bans the use of
its funds to finance abortions, but its
conference report makes clear that
this is intended only to reserve these
funds for preventive services, not to
constitute a prohibitive national policy
on abortion. Competent studies are
needed to assess the impact of legal
abortion on fertility, illegitimacy, mor-
tality, and morbidity; to determine the

utilization of abortion by different seg-
ments of the population and the proba-
ble demand for abortion nationally; to

_identify constraints stemming from

professional interests that vitiate the
intent of the law; and to evaluate the
most effective and safe arrangements
for the delivery of abortion services.
Studies such as these would provide
the basis for an informed national pol-
icy on abortion, one which would com-
prehend both societal and individual
interests.

Increased Availability
of Voluntary Sterilization

The acceptability of voluntary steri-
lization has increased in the last de-
cade. Utilization of this method of
family limitation would probably in-
crease further if administrative, pro-
fessional, and financial obstacles were
removed. To provide the basis for ac-
tion at the national level to make steri-
lization more available and accessible,
these constraints should be identified
in laws; in policies and practices of
hospitals, health departments, and pub-
lic programs such as Medicaid; in
health insurance policies; and in pro-
fessional attitudes. In addition, re-
search should be pressed to discover
simpler, reversible sterilization tech-
niques, since a reversible method would
undoubtedly be the choice of many
couples.

The above programs would seek to
meet the overall needs of all fertile
Americans. In the last 5 years, the
acknowledgement that family planning
services have long been denied to low-
income couples, despite their particu-
larly acute problems of unwanted fer-
tility, has led to a major additional
program, one that more closely re-
sembles the national family planning .
programs of other countries—that is,
an effort to create an adequate network
of facilities to provide effective family
planning services for a defined popula-
tion. Since health services for the poor
are financed principally with public
funds, this effort has become a major
focus of governmental programming in
this field.

The emergence of the federal family
planning program was preceded by a
series of local initiatives, beginning in
the late 1950’s, to remove legal or
policy impediments to the provision of
family planning services in tax-sup-
ported health institutions. A decade
of state and local activity was followed
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by the enactment in 1967 of the first
positive federal legislation on domestic
family planning. This legislation estab-
lished family planning as one of eight
“special emphasis” programs in the
antipoverty program, earmarked = at
least 6 percent of federal maternal
and child health funds for family
planning service projects, and required
that voluntary family planning services
be offered to recipients of public as-
sistance. Congressional action in 1970
in adopting the Family Planning Serv-
ices and Population Research Act was
intended to provide the additional re-
sources necessary for an adequate na-
tional program.

Creation of an Adequate Network

of Family Planning Services

In 1960, no more than 175,000 low-
income persons received effective fam-
ily planning services through organized
programs (which were, for the most
part, privately financed). By 1968, the
estimated enrollment in all organized,
publicly and privately financed pro-
grams was 773,000 (10). In 1969—the
first year in which as much as $15
million in federal funds was actually
being spent in local family planning
projects—the estimated caseload in-
creased to 1.1 million (Z7). Fragmen-
tary reports from some agencies indi-
cate that the increase has continued,
leading to a projected service level
during FY 1971 of 1.6 to 1.8 million
patients. This would constitute about
30 percent of the 5 million fertile,
low-income women who are estimated
to be exposed to the risk of pregnancy,
who are not pregnant or seeking a
pregnancy, and who comprise the pro-
spective national caseload for subsidized
services. Analysis of census data on
the characteristics of poor and near-
poor women of childbearing age in-
dicates that, contrary to prevailing
biases, in 1966 an estimated 70 percent
of the 5 million were white, 63 per-
cent lived in cities, and only 14 per-
cent were recipients of public assist-
ance.

In 1969, organized family planning
services of some sort were provided in
1436 counties by 1177 local health

departments, 505 public and voluntary

hospitals, 146 Planned Parenthood af-
filiates, and 155 other agencies. Most
of these programs are very small, serve
very few patients, and appear to have
few or no staff members who are spe-
cialists in family planning. No orga-
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nized services could be identified in
1636 counties, where more than 1.1
million women in need of service live.
Almost 1000 local health departments
that provide some personal health serv-
ices did not report that they provided
family planning services in 1969; nor
did 4100 nonprofit hospitals with ma-
ternity services, including hospitals that
deliver about two-thirds of the births
to low-income mothers. In 1970, about
400 local projects received grants from
the Department of Health, Education,
and Welfare (HEW) and the Office of
Economic Opportunity (OEO) (11).
While some progress has been made
toward the development of program
planning methods, reporting systems,
technical assistance, training, and op-
erational research capability, the public
and private infrastructure available to
provide these key support services con-
tinues to be inadequate and under-
financed. A basic and urgent necessity
is the rapid development of experi-
enced, full-time cadres for the man-

~agement and development of family

planning programs in both public and
private sectors.

Increase in Public Funding

The current cost of providing medi-
cal family planning services, including
an average of two visits per year, sup-
plies, and recruitment and educational
activities, is about $60 per patient per
year. Since the number of potential
patients in low-income groups is ap-
proximately 5 million, an estimated
$300 million would be required for an
adequate national program. The com-
bined HEW-OEO budgets for family
planning service projects in FY 1971
total $55.5 million. The newly enacted
legislation authorized an additional $40
million in FY 1971, but the Adminis-
tration requested (and Congress ap-
proved) a supplemental appropriation
of only $6 million for service projects.
Since the new legislation authorizes an
additional $110 million for services in
FY 1973, federal funding could, the-
oretically, reach $165.5 million by that
time—more than half of the $300 mil-
lion required. This could only mate-
rialize, however, if existing HEW and
OEO family planning funds are con-
tinued at the same level and if the
full authorizations of Public Law 91—
572 are requested and appropriated.
The Administration’s proposed budget
for FY 1972 has requested only 60
percent of these authorizations for serv-

ices and related training activities. Fur-
thermore, there is considerable uncer-
tainty over the future of the OEO
family planning program; whether or
not the funds that have been available
through OEO for family planning proj-
ects will continue to be available if
and when those projects are trans-
ferred to HEW is also problematic.
The future of the OEO program needs
to be clarified and the future avail-
ability of all current family planning
funds guaranteed.

As of 1970, only a handful of states
had appropriated state funds for family
planning services—and these funds
were relatively small, Since many local
projects are experiencing considerable
difficulty in finding the local funds
required to match federal grants, major
emphasis must be placed on encourag-
ing states to appropriate their own
funds to complement the federal effort.
At the same time, governmental and
civic leaders should encourage private
philanthropy to expand significantly
its support of the field, in order to fa-
cilitate the development of an adequate
infrastructure for a national program.

Higher Priority for Family Planning

Apart from funding constraints, the
major problems facing the field of
family planning today stem from the
low priority that has traditionally been
assigned it in health, welfare, and
related programs and by the relevant
professions. Since 1968, some progress
has been made; agencies have been es-
tablished in HEW to administer both
the services and the research programs,
and the Office of Population Affairs
has been given administrative authority
over these programs. However, the cur-
rent staffing of these agencies is clearly
inadequate for a major national pro-
gram. The Office of Population Affairs,
headed by the deputy assistant secre-
tary for population affairs, was es-
tablished in 1970. It has four profes-
sional staff positions. The National
Center for Family Planning Services
was established in October 1969 to ad-
minister the HEW grant program for
family planning service projects. Dur-
ing FY 1971, it had a professional staff.
of 41 and was able to place at least
two full-time family planning special-
ists in each of the ten federal regional
offices. These specialists will assist
local programs. The Center for Popula-
tion Research, established in 1968 in
the National Institute of Child Health
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Table 3. Proposed 5-year budget for population research by all American agencies. [From (16)}

Dollars (millions) per year

Component
1970 1971 1972 1973 1974
Research projects
Development of contraceptives 89.2 133.7 164.5 169.5 169.5
Medical effects of contraceptives now in use 8.8 11.0 133 14.8 15.8
Population research in the social sciences 24.5 35.8 459 53.6 57.2
Operational research 6.3 1.3 10.8 14.3 19.8
Research training 20.0 250 26.0 28.0 30.0
Population research centers
Core support 13.4 16.0 20.0 18.5 17.0
Construction 15.0 10.0 5.0 10.0 10.0
Scientific and technical information 1.0 1.5 2.0 2.5 3.0
Total 178.2 240.3 2875 311.2 3223

and Human Development, administers
the research program and is allotted 21
professional positions. The OEO Fam-
ily Planning Program has seven pro-
fessional positions in the headquarters
office, but there are no full-time family
planning specialists in OEO regional
offices. Neither HEW’s welfare ad-
ministration (Social and Rehabilitation
Service) nor its education arm (Office
of Education) has more than one or
two family planning specialists on its
staff. Many individuals believe that
the priority problem will not be solved
until all family planning and population
programs are administered by a single
accountable agency, as was proposed
in the original version of Public Law
91-572.

At the state level, full-time family
planning specialists are employed in
the health or welfare departments of
only a few states; where they have been
appointed, they are typically one pro-
fessional. In no state has there yet been
established an adequate cadre for di-
recting the development of a large-
scale service network and for assist-
ing local communities.

A national survey by City University
of New York in 1970 showed that, de-
spite the mandate of the 1967 Social
Security amendments, state welfare de-
partments have thus far done very little
to provide family planning services to
recipients of public assistance (24, p.
19). Providing the 25 percent local
matching funds required under Title
IV-A (Aid to Families with Dependent
Children Social Services) appears to.be
a significant problem in many states.
In the last version of the new Social
Security bill, which passed the Senate
before adjournment in 1970, the re-
quirement for local matching for fam-
ily planning was eliminated; instead,
the full cost would be borne by the
federal government.

Finally, the responsibility for cur-
rent programs in family planning serv-
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ices and population research is lodged
in at least nine different congressional
committees, making it difficult for Con-
gress—and the public—to develop an
adequate overview of the field. To
remedy this, the establishment of stand-
ing congressional committees on fam-
ily planning and population has been
proposed, in order to provide @ means
of informing Congress and the public
on the needs and opportunities in this
field.

These, then, are some of the major
steps that appear to be necessary if the
United States is to become a society
free of unwanted pregnancy. They
share one common characteristic: each
program element requires that our so-
ciety devote more time, attention,
energy, and funds to solving the prob-
lems of voluntary fertility control than
it has heretofore; each suggests ways
in which the prevention of unwanted
pregnancy can become an objective of
conscious national policy. The need
for a comprehensive national program
becomes even more urgent with the
accumulating evidence of a rapid de-
cline in the number of children young
Americans want. Last January a sur-
vey of a cross section of young Ameri-
cans aged 15 to 21 showed that 58
percent said they want two children
or fewer (25, p. 26); only 5 years ago,
a national study showed that 34 per-
cent of married adults desired two chil-
dren or fewer (9, table 3). While the
two samples are not comparable, the
recent poll nonetheless reflects a very
remarkable change in attitude over a
short period. Together with other data
on the changing patterns of childbear-
ing, it suggests strongly that tomorrow’s
parents are adopting fertility values
very different from those of the post—
World War II generation. Whether or
not American youngsters will be able
to achieve their fertility objectives,
however, will depend in no small mea-
sure on whether or not American so-

ciety begins now to modify its priori-
ties along some of the lines suggested
here.

In conclusion, an extremely impor-
tant distinction should be made. The
program described here has nothing in
common with compulsory sterilization
of welfare recipients or any other puni-
tive program aimed at the poor or
minority groups. It is the very anti-
thesis of the kind of program suggested
in January by Vice President Agnew,
who called for “hard social judgments”
to tell welfare mothers of three or four,
“We will not be able to allow you to
have any more chidren” (26). The pro-
gram set forth here is built on volun-
tarism; it calls for public policies and
programs to help give couples the op-
portunity to carry out their own fertil-
ity aspirations, not to tell them how
many children they may or can have.
The punitive program suggested by
Agnew would be built on coercion; it
would require policies and programs
that are inhumane, unconstitutional—
and unnecessary. The major constraint
on the use of effective family planning
by welfare recipients is the failure of
our public health and social service
institutions to devote real time, atten-
tion, and funds to the provision of
family planning services. In those few
areas where local agencies have de-
veloped energetic, imaginative, and dig-
nified programs, the response among
welfare clients has been considerable.
The program outlined here would seek
to modify national priorities in such
a way that energetic, imaginative, and
dignified programs become the norm
in our health and social service institu-
tions, not the rare exceptions that, un-
fortunately, they now are.
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29. Estimates of potential users of contraception
among the nonpoor are based on the proce-
dures and assumptions employed by Campbell
(13, p. 240). He. deducts from the total in
the age group those women who are not ex-
posed to risk of pregnancy, who are sterile,
and who are pregnant or seeking pregnancy.
For the poor and near-poor, Campbell arrives
at an estimate of 4.6 million. The Dryfoos-
Polgar-Varky formula, which is basically
similar to Campbell’s but differs on some as-
sumptions, estimates that 5.3 million women
among the poor and near-poor need sub-
sidized family planning services, The figure
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averages out the two estimates.
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by the then chairman of the Senate
health subcommittee, Ralph W. Yar-
borough (D-Tex.). Stimulus for setting
up the panel came from the New York
millionairess and philanthropist Mary
Lasker, the surviving, fully active mem-
ber of the remarkable quartet that or-
chestrated the growth of the NIH’s
budget from $2.5 million in 1945 to
nearly $1.5 billion by the late 1960’s.
Her chief partners in this enterprise
were the late Representative John E.
Fogarty of Rhode Island and former
Senator Lister Hill of Alabama, chair-
men of the appropriations subcommit-
tees in the House and Senate that deal
with the NIH budget. The fourth mem-
ber of the team was James Shannon,
director of the NIH from 1955 until
his retirement in 1968.

Although Mrs. Lasker and Shannon
worked in concert to increase congres-
sional appropriations for health re-
search each year, they frequently dis-
agreed over the direction of research,
Mrs. Lasker and her allies tending to
emphasize applied over basic research
and the need to translate research re-
sults into methods of treating patients.
In particular, as a member of the
National Advisory Cancer Council,
which reviews the grant programs of the
National Cancer Institute (NCI), Mrs.
Lasker used to argue for larger budgets
for cancer research than Shannon
thought could usefully be spent.
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