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1. Intreduction

The meeting was held on two days during each of which the group addressed itself to a guite
separate problem. The first day was mainly devoted to discussions concerning the Workshop organized
by the WHO Reglonal 0ffice for Europe, the Taternational Children's Centre {ICC) and the Assocciation
for Pediatric Education in Europe (APEE) on the preventive and social aspects of paediatrle teaching.
On the second day the group considered zero-population growth, the tremds, thelr congequences and
implications, The scope and purpose document 18 glven in Antex I, the programme in Asnex II, and the
list of participants in Annex ITT. Dr P.S5. RBnisch acted as Chalrman and Secretary of the meeting,
and Dr C.F. Ruoss as Rapporteur.

Opening the meeting on behalf of Dr Leo A. kKaprio, Director of the WHO Reglonal Office for
Europe, Dr 5.K. Sokclov, Chief, Strengthening of Health Services of the Regional Office, said that
the 0ffice felt that it was now necegsary:

(1) to ldentify the special needs of mothers, children and adolescents in order to asslst
countTies to promote effective health care policles and strangthen, within famdly health ser-
vices, the personnel required to meet these needs;

(2) to bring into focus the impackt of rapldly changing gocioeconomic conditions ¢n the mother
and the child, so as to allow for early protective measures;

(3) to improve the Information on maternal snd child health required for the planning and
management of these mervices.

There had not, however, been any WHO neeting to date which dealt specifically with the problem
of population growth, especislly the go-called zero-growth in mamy of the Buropean countries.

He quoted from the Sixth General Programme of Work adopted by the Twenty-ninth World Health
Azgembly. The detailed objectives are:

“To reduce matermal, perinmatal, dnfant and ehildhood mortality and morbidity, and te promote
reproductive health and the physical and psychosocial development of the child and adolescent

within the fsmily context.

To collaborate with countries in the development and strengthening of the family health compo-
nent of health services, including fawily planning and welfare."

The tarpets should be the reduction of maternal, perinatal, infant, childhood and adelescent
mortality and morbidity by = glven percentage In saech country, promotion of the heslth of women of
child-bearing age and the physical and psychosecial development of the child within the family

context.
Dr Sokolov stated that the aims of the congultation meeting weré!

to formulate concrete proposals for activities to deal with the problem of "zero population
growth";

to prepare the Workshop on the Preventive and Social Aspects of Teaching Obatetrics and Cynae-
¢ology to be organized in 1977 by the ICC in collaboration with WHO and the APEE;

to stimulate interest in soecial and praventive cbstetrical and gynaecologleal teaching;

to explore the pussibilities for future, combined activities in the field of accial and pre-
ventive paediatrics on the one hand, and soelal and preventive cbstetrlcs and gynaecology on
the other hand. This would inelude a second evaluation of the Workshop on the Preventive and
Social Aspacts of Paediatric Teaching organized in 1975.

He concluded by wishing the group every success In thels deliberations.

2. Sacond evaluation of the Workshop on the Preventive and Social Aspects of Paedlatric Teaching,
September 1975, Paris (1CC/APEE/WHO)

The main difficulty found with regard to the first evaluatiom was to strike a balance between
the content of the Worshop and its methods of work. At the clesure of the meeting held in Paris
in September 1975 each participant handed in & number of personal objectives that he intended to
reach within the next 12 months at his local place of work. At the same time, before his departure
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from Parils, each participant was informed that after 12 months he would be asked: (1) to send in
a written account of the progreszs msde towards his personal obiectivea, (2) to complere the gques—
tionnaire sent by APEE concerning the Workshep,

At the end of November 1976, 12 out of 22 copies of the questionmeire had been returned to-
gether with 7 accounts of the progress made. We were told that 2 of the participants were no
longer in teaching positions and that their replies were therefore probsbly not valid, The results
of the evaluation were presented by Dr A.T. &chwelzer in a report; but, to summarize, he concluded
that all 12 of the responding participants reached at least a few of thelr intended objectives in
the year after the Workshop. 5ix had dropped, totally or partially, foermal lectures, and six had
started small working groups with students. These results, he felt, suggested that the Workshop
had made a considerable impact.

In the discussion which followed the presentation of this evaluarion, the group commented that
the reaching of objectives might be less important than the efforts made in attempring to reach
them, and that great attention needed to be pald to plamning the evaluation of courses before they
were actually held, 1f such evaluation was to prove worthwhile. There was some discusaion on
whether further evaluation of the Septemher 1975 Paris Workshop should continue; 1t was decided
that a further effort should be made te contact those particilpents who had failed to reply, in
order to provide a wore complete evaluation.  Thereafter the evaluation of the 1975 course should
cease.

3. Preparatory discussions on the organization of the Joint ICC/WHD Workshop on the Preventive
and Social Aspects of Teaching Obstetrics and Gynaecology, Paria, Novemher 1277

It was agreed that the course will be held in French. The ecriteria for inviting particlpants
were discussed at some length. It was felt that the number should not exceed 20 with 2 coming
from each country, and a liat of 12 or more possible countries was prepared. One participant
should be 2 dector, and one a midwife, both working in a teaching capacity and in a position of
some authority. The suggestlion was made that, 1f possible, twe participants might come from the
same lnstiltutlon as they would be mutually supporting when they returned home, This suggestion
was econsldered somewhat impractical, as was the suggestien that participants might come from an
inatitution that had already provided participants for a previous course,

It was pointed cut that it is usually the policy to allow governments to nominate people to
participate within rather broad guldelines, but nevertheless the group felt that the salection of
sultable participants was so important for the suceesa of the Workshop that the organizarions should
try to glve governments clearer profiles of the sort of persons whe should be nominated.

3.1 Content of course and its methods of work

Considerable discussion ensued about whether the course should copcentrate on the methodology
of education techniques or give priority to incressing participants' awareness of the importance
of social aspecta in obstetrics and gynascology. All were agread that both of these alms were
dezirable, but there was considerable disagreement sbout which approsch would achfeve the more
beneficial result in the long term, and whether the course met the needs of the different areas
within the European Reglon. As a compromlse golution it was propesed that the social aspects of
obatetrica and gynsecolopy should he presented within 3 framework of educational methodology.

A scheme of work for the Workshop was prepared by Dr M. Pechevis and Dr B. Fissarro with the
following genmeral objcctives:

{1} to define institutional objectives for the yndergraduaste peried of education for doctors
and midwives and to adopt them, ar least for the peried of the Workshep;

{2} to define intermediate chjectives for obstetrics and gynaecology, including psychosocial
and preventive aspecta (this implies a study of population needs and priorities in this field);

{3) ¢o definc some specific objectives for the paychosocial and preventive aspects of obatet-
riva and gynaecology;

(4) to prepare rhe related "Dossler Documentaire" (a "Dossier Docymentzire” pontaing all the
necessary matertal for the students to achleve their oblectives, e.g., articles or references,
directions on how and whare to acquire attitudes or skills, ete.);

(5} to comstruct evaluation tools for these objectives.
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Ir was felt that there should be some modification of these objectives in erder to glve more
weight to the content of social obatetrics and gynsecology in the methods of work.

With regard to the evaluation of the Workshop, 1t was agreed that the organizers should be
guided by Dr J. Gallagher, Education and Training Offlcer of the WHO Reglopal Office, whom they
would meet for further discussions in order to prepare a programme of evaluation by April 1977.
The involvement of APEE would alse be considered.

4. Zero population pgrowth

4.1 General trends in population in the past and at present {Dr P.5. Rinisch)

By 1975 the world population had risen to four billion. ‘“This represented a 60Z increase over
the 1950 level and was equivalent to an average annual growth rate of nearly 2%. The two reasons
for this are:

(1) =a decline in mortality and an increase in life expectantcy,

(2) an increase in birth zates.

However, population growth rates vary considerably in different parts of the world and all the
countries of the European Region (except Albania} have growth rates under about 1% (1.1% for Ireland,
Romania and Spain). In some countries within the Regilon rates of populatien increase have slowed
to = point where births and deaths are almost equal and if these trends in Jdiminishing fercility
continue then the high income zeglons of the world conld be facing a decline in populacion by the
end of the century. Already thizs trend has been responsible for a marked reduction in the per-
centage of the world pepulation in the more industrialized regions of the world.

From 18350 to 1900 the increased population growth rate of the more developed regliops was due
to declining death zates. Sinee 1900, however, changing birth rates have become the dominating
determinants of population growth rates in these areas and trhat dominance has been steadlly in-
creasing.

4.1.1 TFertility

Once again there is great varlability between different ecountries and repions of the world.
Several general features are apparent, however, The difference in fertility between the more and
the less developed regions 1s increasing and is probably the highest ever at the present time.

The past 25 years has witnessed the only appreciable period of years om record to dempnatrate a
major reversal of populstien trends and, during the last 10 years particularly, there has been an
asceeleration in the decline in fertiliry in the more developed reglong of the world, so that many
of them are close to, or below, replacement at the present time.

4,1.2 Social factors

Too little is koown about the effects of a decline in the population on social structure and
soeial needs, because so much attention has been devoted in the past to population growth. This
new situarion needs to be investigated urgently, with analyals and policy-orientated monitoring of
the changes in the composition of demand fox gservices and their supply.

Numerous social changes are influencing ¢urrent popuwlatien trends. For example rates of dils-
solurion of marriage for non-—mortality reasons have risen almost everywhere, and it seems that one
of the reasons for this increasing number of divorces may be that lenger life expectancy and lower
birth rates extend the period of married life aftex child-bearing.

The family unit may also become less cohesive because, with fewer siblimgs, the children may
rely more on social contacts cutside the family. In addition, ome result of the changing role of
women is the increasing economic dependence thelr families may heve upon their wage earnings, and
this in turn may result in a desire for fewer children.

3. Zero population prowth - trends and socioeconomie health consequences (Dr A.F. Beck)

The World Population Plan of Action has put forward the proposal that develeped countries

should aim at zere population growth. This results in a constant population where the number of
deaths balance the nuiber of births. At present several Burepean countrles have already reached
zero populatien growth, In 1975 four countries, the Getrman Democratlc Republic, the Fedexal Re-

public of Germany, Luxembourg and Austria, had stable or declining populations. 1f racent trends
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continue, the Unired Kingdom and Belgiom will achieve population equilibrium in 1976. These cases
demonstrate that population growth can come to a halt even without an explicit pepulation policy.
This situation has been brought about by a historical transition from a stabilized population prior
to 1750, maintained by high birth rates, high and erratic death rates and short life times, towanrds
the stabilized populatlon of the present time which is characterized by low birth rates, low death
rates and long life times. The transition hLas passed through two other phases: oné of lnereasing
population at first with lower death rates and increasing birth rates, followed by a subseguent
phase with a deeline in birch rates to the present time. When birth rates again equal death rates
the demographlc transition will have been completed.

It 15 interesting that, as implied in the previous paragraph, none of the fowr coumtries which
have new achieved zexro population growth was among the lengthening list of those with an expliecit
policy of stabilizing the population. The cessation of population growth came about as a result
of a combination of econemlc, soclal, and demographic factors. The German Democratic Republic was
the first country to bring its births and deaths inte equilibrium in 1969 in a sltuwation where there
existed both high levels of education and employment for women and relatively low numbers of young
pecple in theilr reproductive years. In the Federal Republic of Germany, the second country to
bring its populatien growth to a standstill, the number of births fell below deaths in 1972. There
the birth rate of L8 Iin 1969 fell steadily before levelling off st just wpder 10 in 1975, Austria
achieved zero populatlon growth in 1975 and since that time the German—~spesking population of Europe
has been declining slightly. These countries all have: (1) high levels of fncome: (2) high
levels of education and employment for women and (3) easy access to contraceptives. As stated
above, 1f recent trends continue the United Kingdom and Belgium will achieve population equilibrium
sometime In 1976, bringing the total of countries te silx. Together in these aix countries live
152 million people, or nearly 4% of the world population.  Although this percentage may seem small
it 1z none the less a short atep towards the eventual stabilization of world pepulation. Several
ather countries have birth rates that are now nearly belew 15, falling steadily, and approaching a
balance with death rates. France and Italy, as well as several smaller European countrles such as
Sweden, Norway, Denmark, the Netherlands and Switzerland, comprise this group.

3.1 Causes for the decresse of the birth rate

Causes for the decrease of the birth rate were outlined in Dr A.P. Beck's presentation and
included:

(1) demographic facters,

(2) altered repreoductive behaviour,

{3) the employment of women and thelr new role,

(4) the availability of housing, jobs and career possibilities,

(5) the attitudes of young married couples, which are dominated by economic and mocial con-

glderations.

Reproduction is poatponed and children today are no longer consldered a security factor for
old age.

5.2 Effects on the population structure

Immediate zero population grewths would not be possibla in most countries without consdderable
disruption to society. Many countriea had a post-war baby boom in the early 1950's and this popu—
lation is at present in the reproductive age. Even if they merely replaced themselves the number
of births would aeill rize for several years before levelling off. To produce the number of births
congistent with immediate zero growth, they would have to limit their child-bearing to an average
of only about one child. This would have effacts on the school gystem and subsegquently on the
nutber of persons entering the labour force.  Thereaftary a constant population could be maintained
only 1f this small generation In turn had twe children and thelr grandchildren nearly three children
0N an average. Then the process would again have to reverse, so that the overall effect for many
years would be that of continucus expansion and contzaction, This atate of affaira would obviously
be undesirable because of the seocial and ecomomic fluctuztiens that would result, It ia preferable
that the path to stabilization involves a minimum of fluctuation from pericd to peried in the number
of births.
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5.3 Changes In the age structure

In those countries where the population growth is at or below replacement level, should the
trend of low birth rates continue for the next decades, the age scale will become constricted from
the bottom, with fewer infants and mere people in the ¢lder age—groups. In later decades the con-
striction will inelude first the teenagers, then persons in theilr twentles and thirties and so onm,
until the middie of the next century, when all age-gtoups of high fertility level will have died
and the population will stabillize. The age scale will then have the shape of a slender bell,
indicating a drop in the total population and a slew further decrease of the population. Thiz de-
cline in birth rate will give rise to an older population and this tzemd will require many adjust-
ments.

5.4 Effect on rursl and urban regions

Zero growth for a nation will mesn an average of zere growth over all local areas. Stabiliza-
tion will be likely to slow the growth more rapldly in the largest metropolitan centres snd somewhat
less rapidly in the small and intermediate slzed centres.

5.5 Effects on soclal institutions

Tn areas with a deficit of soclal instltutions the drop in birth rvate will improve the ameni-
ties available if these are not subsequently zestricted. In rural areas, however, it will be more
difficult to justify the eatablishment or contimuation of se many seclal institutions for a declin-
ing population. Such Institutions would become farther apart and rravel requirements would, there-
fore, lncrease. Such conslderations are equally valid for all insticutions fredquented malnly by
young people. Such an effect might result in an incresse in urbanization for, in making the deci-
glon where to settle possibly for the rest of thelr lives, young couples consider the availability
of social instirurions te be sm important factor. Such young people in the ferrile ape-group are
particularly mobile and any migration will accentuate the deeline in the rural pepulation.

5.6 The effect on family life

As the birth rate declines women spend less of their lives in maternal functions. By the
time they reach 50 it is highly likely that all children have left the family home. Om the other
hend, children will have an opportunity to grow up in big families because gramdparents and even
great-grandparents will still be alive.

It can be seen, therefore, that the desirable aim is toward population stabilization. This
aim should be achieved, if possible, with minimum fluctuatlons im the number of births, while at
the same time allowing individuals freedom of choiee in thelr family planning., Most of the prob-
lems should be predicted in advance and preparations to overcome them ghould be made.

6. Zero population growth and family plamning — the present gituarion and medical tyaining
(Professor K.H. Mehlan)

Professor Mehlan endorsed the recent changes in reproductive behaviour in Europe where many
countries are showing a clear trend towards a preferemce for smaller families. The reasons for
this are:

(1) the changlng status of women,
{2} the changes in the number and duration of existing marriages,
{(3) the timing of births.

It was stressed that zero growth means a long-term stationary balance with equal death and
birth rates and an equal age structure,. Professor Mehlan felt that in the developing countries
this should be achieved by deereasing mortality and abolishing poverty in order to encourage a do—
crease in births assoclated with steady socioeconomic development, He stated that population and
economic policy im the socialist countries alms at a balanced reproduction of the population accom-
panied by a higher quality of life. He felt that decreasing reproduction causes a further aging
of the population and he did not agree that progress in industrdalizarion could be possible with a
decreasing population. He therafore felt that & somewhat limited population growth was a desivable
objective.

The health care needs were as follows:

(1) further preogress in reducing mortality and merbidity,
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(2) the improvement of geriatyic care,

(3) further development of the protection of maternal and child health.

He outlined some of the services which needed to be developed in the current situation in
ofder to achieve these aims, including marriage advisory centres, fimproved child and adolescent
health care and promotion of the desire to have childrem by improving medical care.

6.1 Training of the medical team in human reproduction and family health

The training objeetives and curricula should take account of the changing reaponsibilities of
the professions in the present demographic and medical situation. A well-dasigned programme for
teaching family planning and populatien dynamics required proper emphasia on the social, blological
and medical aspects of the problem.

7. Plenary discussilon

Two major fmplicationa for health due to declining populatien growth rates were emerging for
congideration.

(1} Because fewer children are belng born in Europe, where the infant mortality is already
very low, additienal care should be paid to the quality of children hormn. Perinatal morbi-
dity needs greater attention, with the further development af thoge tachniques that ald the
diagnosis and prevention of potemtial handicaps in the future child. The same can be said of
education, becawse if there Is going to be a diminishing work force having to aupport a pro-
portionately aging population, the work foree i3 going to need to be better trained.

(2) Birth control wethods should aim to allow families flexibility of cholce, if possible
without prejudiee to thelr future fertility, Some methode of birth contrel are obyiously
less flexible than others. For example sterllization should always be considerad permanent
and lrreversible at the present time. Other methods may have complications or undesirable
sequelae which lead to either subfertiliry or, on occasions, sterility.

Abortion is one example where such harmful side effects are being increasingly recognized.
However, even such merhoda as the intra-uterine device or the oral contraceptive pill can occa-
stonally vesult in infertility, Genltal tract infectiona eoccur, mot uncommonly, in association
with intra-uterine devices and thereby cause some degree of {nfertility. A recent survey in
Sweden puggested that over 20% of nulliparocus patients uaing this method for contraception developed
slgns of infection within three years of the lnsertien of & device. If these figures are confirmed
it may be that this form of birth eontrol will be found undesirable for nullipareus women in par-
Lieular who still have their child-bearing days shead. Ag stated above, even oral contraceptives
have been shown to give rise to a minor degree of infertility, mainly because of the delay in the
onset of ovulation which occurs after the cesgatlon of treatment. Alrhough this delay in the
resumption of noymal fertility is usually only of short duratien, a small proportion of women do
suffer prolonged amenorrhoea and failure to ovulate after oral comtraception, which can constitute
a gerloue individual problem. It can be seen, therefore, that the choice of a method of birth
control requires considezsble attention 1if potemtisal fertility is going to be preserved.

The group reallzed that WHO cannot influence, and dees mot try to influence, the demographic
policies of individual countries. At the present time within the world there are two broad areas
with different needs. Although 1t iz cbvicus that famlly planning is necessary for the health of
the developing naticns, it 4s less obvious that even in those areas where the population growth is
bacoming stable, family plaoning 15 needed to promote and improve health. The aim should be Lo
try and help individuals and nations to achieve their targets, and family plenning is still neces-
sary to improve the quality of 1ife ameng wanted children.

8. Group discussiong

The members of the consultation meeting divided inro two gmaller groups to congider the health
problems of a soelety with a diminishing population growth, and how to improve the quality of life
of families 1In such circumstances. Each group drew up a list of problems and possible ways of
resolving them. The two subgroups subsequently came together again to present and discuss each
other'a proposals. Many similar conclusions had been reached and what follows ie a composition
of the presentations of the two groups and their subsequent discussions.

The problems arising were considered throughout the reproductive lifa of an individual from
conception, through intza-uterine development to birth and subsequently through infaney, childhood,
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adolescence and adult life, wntil embaxking upon a pregnancy. Obviously there are different prob-
lems at different times in the life cycle. Such health problems can be considered in accordance
with the WHO definition of health as somatie, psychologieal or social.

8.1 Infertility

Thare are two reasons why people do not have children: because they cannot, and hecause they
do not want to, snd sometimes not wanting to leads te net being able to. Into this latter group
fall those individuals referred to earlier in whom a method of birth control leads te a greater or
lesser degree of infertiliry. There are no accurate statistiles for infertility, but in the earliex
part of this century, L0% of all couples were thought to be medically infertile. Mr P. Steptoe,
Chairman of the British Fertiliry Society, is certain thac the figure has now risen to 15%.

Many men are demonstrated to have fertility problems, but it may be rhat the men's diffidence
sbout fertility is Adiminishing rather than the incidence of infextiliry increasing.  However, it
geems likely that many more women are infertile than in the past. Women are postponing child-
bearing and are attempting to conceive at an age when they are naturally less fertile; for women
who have fertility problems, the pill has exacerbated their condition; the diminishing use of
condoms has led to an increase in venereal disease, which can physically cause damage to the repro-
ductive aystem. Multiple abortiens can endanget reproduction, and it is neo longer upusual for
women to have had two or three abortions; wmore women ate having themselves sterilized. There
are also psychological and social problems of infertility.

The effects on fertility of various methods of bizth eontrol are already under urgent review
in many centres and the results of such studies will indicate the best course of action. The
establishment of fevxtility clinles, comparable to famlly planning clinics, might be encouraged to
des] with infertility. Very little money is at present apent on the management of infertllity,
compared with that spent on family planning and there are wide differences in the quality of ser-
vies from one area to snother, between what can be done in those centzes of the highest excellence
and what is actually dene, if anything, in those areas where health care gervices are poor. The
problems assoclated with providing services for artificial insemination and adoption were also
mentioned.

9. Major problem areas

The group then tried to idemtify major problem aress relevant te the asituation eutlined abave
and, in the short time available, posaible ways of resolving these problems were suggested.

PROBLEMS ) TOOLS TO COMBAT THEM

Pre-conception

Infertility Infeftility clinics - artificial ingemination -
adoption

Anti-natalistic attitudes Research on causes - public education

During pregnancy

Genetic disorders Counselling centres

Spontanesus abortion Early antepatal care - legislation om the em
ployment of women with regard to pregpancy

Malformations during pregnancy Detection end facilities to terminate such
pregnancies

Infections {mprovement of health education and housing
conditions

Perinatal peried

Bypoxaemic morbidity Optimum conditions for antenatal care and
delivery

Low birth weight (imc¢luding prematurity) Legislation including socieeconcmlc measures -
special care baby units
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Tnfancy

Infections Immmization - education and hyglene
Nutrition Breastfeeding - education and hyglene

Handicaps Early detection and comprehensive management
services (the psychological and social effects
on the parents and the child should be considered)

The famlly and children at risk Socloeconomle meanures and legialation
{including insritutionalized children)

Childhood
Accldents WHO programme

bevelopmental and educational problems Education in fampily 11fe, including sex educa-—
tion for progpective pavents and parents

Adulthood

Birth spacing New research into the effects of age at first
pregnancy

The group realized that in a society where fewer births are taking place, increased atrention
must ba paid to the psychologlcal and soelal aspects of family health. TDoctors are becoming in-
creasingly awsare of these aspects and tools to combat these particular problems are slowly being
developed.  Many such tools invelve better educatfon and understanding of the problems by both
patients and their medical attendants, improving socleeconomic copditions generally and adapting
legi=lation.

The health conmequences of zero population growth need ecaraful gtudy. For example it may
be necessary for people to retire from employment at & later age than at present for economic rea-
sons and this will have effects which might be either henefieial or harmful te the phyaieal, psycho-
Legieal or soclal health of the individual., What 15 best for the individual may not be best for
soclety at large. Tt was stressed that there is a need to think in terms of decades or genera-
tions, rather than in years. It was suggested that a study of the problems of zero population
growth might help those developing countries with increasing population growth rates, both for the
future and perhaps by exposure to different artitudes concerning optimal population conditions for
heglth.

10. Conclusions and recommendations

There iz a need:

to study the effeacts of declining populatlon growth rates and the comaequences for health and
social institutions;

to study anew the relevance of previously accepted health statistica in the light of modern
trends in maternal and child health;

to improve tools for collecting data concerning needs, Including psychosocial needs, to estab-
lish priorities and to evaluate the consequences of action;

to investigate the social needs of countries and how far the health care services meet those
teada;

to continue endeavours to prevent the birth of handicapped children by research into the
physical and secial etlological factors involved:

to correct the incongruence between the needs and the leaming of health persommel in matters
of sccial ohatetrics and gynaecology at all levels of mediral educarion;

to convene a meeting to study the consequences of declining population growth rates, Including
contributions from experts of several related disciplines.




SCOFE AND PURFPOSE

The Regional Office for Burope has long been invelved in the promotion of family hezlth. There
can be no doubt that the health of mother and child, and all the preventive and curative health and
welfare measures designed to safeguard maternal amd child health, bear a direct relation to family
planning, as pointed ocut during the Conference om New Trends in Maternal and Child Care in Moscow,
1974, organized by this Office. A new atage has, however, been reached with the implementation of
family planning programmes, particulatly where these sre intended to protect the health of the mother
and children by judicious spacing of births. There 1s an increasing acceptance within the European
Region of the concept of plamnned families im relation not only to birth contrel but also to the
improvement of the psychologieal, physical and material quality of life. Projecting this concept
into the futurs, more and more European countries are facing zero population growth, and the accom-
panying changes resulting from a stable population. In anticipation of this transition, the time
has come to begin conaidering possible directions for action in this field.

The very strong links between this question and questions of seelal gynaecology and obstetrics,
as well as social paediatrics, are quite obvious. The present situation calls not only for direct
action in this field but alseo for teaching. For this reason, the meeting will also evaluate the
joint International Children's Centre/Association for Fedlatrie Educatlon in Burope/WHO Regional
Office for Europe Workshop on the Preventive and Soc¢ial Aspects of FPaedlatrie Teaching organized in
1975 and will prepare the Workshop om the Preventive and Soclal Aspects of Teaching Obstetzies and
Gynaecology to be held in 1877 by ICC/WHO.

Te review the sbove issues and to suggest appropriate action, the Regional Qffice for Europe is
convening a meeting in Copenhagen on 20 and 21 December 1976, with participants experienced in the
fields of moecial medicine, teaching and ¢linical work.
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ANNEX II

Monday 2(Q) December

.00 - 9,15

.15 - 10,30

11.00 - 12.15

13.15 - 14,45

15.15 - 17,00

Tuesday 21 December

9.00 - 10,30

Reglstration snd opening. Adoptlon of agenda
Introduction of participants

1. Second evaluation of the TCC/APEE/WHO Workshop on the Preventive and
Soclal Aspects of Paedlatric Teaching (September 1975) {Dr A.T. Schwelzer/
Dr B. Pissarrs)

2. Principles of social paediatrics and relatiemship to social obstetrics
and gynaecology

3. ICC/WHO Workshop on the Preventive and Soclal Aspects of Teaching
Obstetrics and Gynaecology to be held in Parie, November 1977
(Dz M, Pechevis)

DMscussions on the organization, participants and contents of the 1977
Workshop

{a) Zero-popylation growth: general trends in populatien 1in the past
and at prezsent (Dr P.S. RBniach)

(b) Zero-population prowth: trends and soclo-economic and health conge-
quences (Dr A.P. Beck)

(¢) Zero population growth and famlly planning: the pregent situation
and medical training (Professor K.H. Mehlan)

Group discussions on zero-pepulation growth
General discusaions
Conclusions and recommendations

Closing session and report
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ANNEX 111

i

LIST OF PARTICIPANTS

TEMPORARY ADVISERS
Dr A.P. Beck
2nd Gynaecological Clinie, Vienna, Austria
1

Professor M, Manciaux
Pirector General of the International Children's Centre, ChEtesu de Yongchamp, Paris, France

Professor K.H. Mehlan
Director, Institute of Hygiene, University of Restock, German Democratic Republic

Dr M, Pachevis
International Children's Centre, Chiteau de TLongchamp, Paris, France

Dr B. Fizszarro
St. Antoine Faculty of Medicine, Paris VI University, France

Dr C.F. Ruoss (Rapporteur)
Worthing and Southlands Hoapitals, Shoreham-by-Sea, Sussex, United Kingdom

Dr A.T. Schwelzer
Secretary of the Association for Pediatrie Education in Eurcpe, University Hospital, lLeiden,
Netherlanda -

WORLD HEALTH ORGANIZATION

Raplonal Office for Europe

Mics W. Haddad
Officer for Public Health Nursing/Midwifery

Pr P.S5. Ronlsch (Chairman and Secretary)
Regional 0fficer for Maternal and Chliid Health

Dr D.K. Sekolov
Chief, Strengthening of Health Services

Headquarters

Dr 5. Alexaniants
Medical Officer, Maternal and Child Health unit

t Participation expenses not paid for by WHO.




