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L. GEMERAL INTRORUCTION

What is family planning? W®hich activities are carried out in different countries under the
same of family planning activities? What is the purpeose of family planning? Is family planning
the same as contraception?

The need of individuais (especially womem) and their families teo regulate the number of
children is extremely old. There are examples cating back almost half a million years of
femgle—applied contraceptive barriers using & full range of animal, vegetable and even mineral
product s,

The family planning movement achieved momentum in the 1230s in Northern and Western Eutvpe
with the recogmition of women's and children's rights te aqual and deceat life alangside men. The
innovations of modern birth control techmology had & great influence on the development of family
planning services, as they provided a safe means to achieve the wanted number of children in the
family.

The technical sdvice for pregamey prevention has been - and still is - in such a great demand
by the population that the terms family planning and birth control are often equated. This
assumptieu is common not only for the consumers of heaith care, but also among the workers
providing family planning services. [b would be hepeficial, however, to be able to s2e family
planning in a wider context. LE can be a means to help people experience gexuality in themselves
amd in others as a natural and essential element which enriches the persecnality, to form and to
meintain lastiag and warm human relationships, and to experience 2 happy and fulfilling sexual life.

The purpose of this paper is to examine these snd related matters, by a discussion of the
definition of family planning; & presentation of various UN and WHO resolurions forming the policy
basis for rhe activities of the World Health Organization; a presemtation of past, present and
future activities erigimacing from the Family Plamning Unit of the World Health Organization's
Regional Office for Europe; and by supplying information on the various views and approaches
adopred in some of the 33 Member Stages of WHO Europe. This paper does mot attempt to give an
exhaustive description of all family planning activities in the Region, but rather to highlight
some of the significant features and trends in the field of family planning.

2. DEFINITIONS - WHAT IS MEANT BY FAMILY FLANNING?

The term “family plarning” may, due to the culfural differences within the Region, Seem
ambiguous. In some countries this term applies primarily to contraceptive services, whereas in
other countries, various counselling and advisory services are slso included. Even within one
country, the services might vary ¢omsiderably from one family planning centze to another. In some
countries there are several organizations or institutions offering family planning services, and
sometimes these orgenizetioms have very different opinions on what constitutes family planning.

In 1981 the Family Planning Unit of the Wezld Health Organization Regional Office for Europe
examined various definitions of family planning and study visits were made to Algeria, Austria,
Italy, Portugal, Romania, Sweden and the US8R. A number of Eurcpean medical schools were asked to
provide written information on how they defined family planning. This study ghows that when it
comes to the provigion of services, an impertant digtinction can be made between medical and
non-medical perceprions of family planning; services based om the former tend Lo equate family
plavning with contraception and see it only in medical terms.

The scope of family planning has been discussed in several WHO publications. Family planning
was defined and described by a WHO expert committee in 1970 (WHO Technical Reporc 3eries, Ne. 476,
1978):

"Family planning refers to practices that help individuals or couples fo obtain ¢ertain
objectives; to avoid unwanted births; to bring about wanted birthsi to regulacte the intervals
between pregnancies; to coatrol the time at which births oceur in relation to the ages of the
parents; and to determine the number of children in the family. Services that make these
practices possible include education end counselling on family planning; the provision of
contraceptives; the management of infertility; education sbour sex and parentheod; and
organizariomally related activities, such as genetic and marriage counselling, serzening for
malignaney, and adoption services."

As ¢an be seen from this definition, family planning is much more than confraception and
should mot oaly include the negative aspects of avoiding wnwanted births, but also the full
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services needed to maks it possible for a couple or an individual to plan when to have children.
Family planning thus includes the provision of adequate sevrvices for the proper timing and spacing
of births, and alse appropriate education and any neceggary administrative and informational
support.

Family planning educarion and training have many aspects. In addition te the often neglected
training of future service providers, it includes informstion to the general public and education
of young people. There are many ways to prepare young people for a future sexual life., A racent
WHO conference on the child and the adolescent in society (see EURO Reports and Studies, No. 3)
made several recommendations which were considersd essential for successful sex education., Sex
aducation should be broadened to family life education and should provide information comcerning
sex roles, parental roles, ¢hild care and family interaction, aiming to form a complete and active
personality, prepared for a happy life with a partner and & sound family life. 1In the past the
emphasis of sex education has been negative {prevention of pregnancy, prevention of sexually
transmitted diseases), whereas it should be on the positive aspects of sexuality: planning of
wanted ¢hildren and the achievement of rewarding, loving human relationships, This education in
sexuality should be related te the age and maturity of the child, and be part of 8 continuous
health education programme throughout childhood and adolescence. It should start early. Parents
should be informed about childhood sexuality in order that they can accept this as a normal part of
development. The programme should contimue in the pre-school, be integrated ince the school
currievlum and be linked to the post—school educational and health services including where
appropriate the military service.

3. POLICY BASIS AND ORGANIZATION QF FAMILY PLANNING ACTIVITIES AT WHO REGIONAL OFFICE FOR EUROPE

A number of resclutions passed by the United Nations and the World Health Assembly form tha
policy basiz for the activities of the Family Planning Unit at WHO/EURQ. Little intferest was shown
by the Uniced Nations and its specialized agencies for family planniag until the 1960s.

The reievant resolutions are presented in chronolegical order in Anmex 1.

2.1 Development of rhe concept of family planning within the World Health Organization

Before 1960 very little emphasis was put on family planning. There werm, however, some
officers within WHO whose task 1t waas, among other duties, to be invelved with family planning
matters, mainly in comnection with maternity health care.

In 1960 the UN General Assembly recognized that family planning is a basic human right among
others apd part of individual {reedom.

In the resolurions of the World Health Assemblias one can sea a comprehensive lipne of
development in the concept of family planning. It reflects rhe general liberalizstion of attitudes
tawards sexual matters and support for wemen's rights to equality with men.

In 1965 the l&th WHA recognized that the Member States need help in the area of family
planning and that WHO should be prepared to give it. Uacil 1968 family planning was often still
regarded 2s an igsue separate from other health matters. The 2lst WHA recognized that it iz an
important ¢omponmenc in basic health services, In 1975 the 28th WHA recognized the need of suppott
for reseageh im all aspects of human reproduction.

The role of primary health care was strongly emphasized by the 3lst WHA in 1978 and the Almz
Ata Conference in 1978, Family planning was integrated into the new coneept of primary health
care. The 32nd WHA in 1979 stared even more clearly the need to promote practical primary healtp
care programmes ineluding family planning,

In the WHO Seventh General Programme of Work in 1984 the programme of the Family Flanning Unit
of WHO/EURC will be listed under the heading "Sexuslity and Family Planning" reflecting the
broadening of the concept info the field of human sexual relacions., The prometiow of heglth
aspects within this context forms a new and as yet liccle explored territory.

The development of a family planning programme in the WHQ Regiemal Office for Burope evolved
parallel to these resolutioms. In 1972 it set up family planning intercountry projects funded by
the United Nations Fund for Population Activities (UNFPA). Since thenm che EURO Regional Office has
become the executive agency for numerous UNFPA=funded natiomal programmes and iz stiil organizing
nlumerous intercountry activities sueh as courses apd training workshops, social seience studies in
family planning, developing documencation and information system exchange. Most of the activities

(]
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are gtill funded by UNFPA, although WHO, through its regular budget, is taking an increasing
responsibilicy. In erder to administer these activities a ¥amily Planning Unit, headed by 2
Regional Officer for Family Planning, has been set up at the WHO Regional Qffice for Europe.
Starting with the WHO Seventh General Programme of Wark in 1984, the programme will be called
Sexuality and Family Planning, thus ewphasising that family planning is only ome aspect of sexual
health.

In this respect the programme of the Regional Office for Burope varies slightly from the
programmes of the other WHO regiomal offices. 1In the other regions family planning falls under
Mother and Child Heslth. The close links with Mother and Child Health are of course obvious, but
this involves only part of the family planning pregramme. For the delivery of family planning
services, close links are essential also with the programmes/units of Primary Health Care, Nursing
and Health Education. The EURQ family planming programme is linked to WHO Headquarters Division of
Family Health. In this coanection it vught alse to be mentioned chat although the Family Planning
Unit is responsible For social and behavioural research, it does not undertake any biomedical
research. Such bismedical research relared to family planning is the responsibilty of the Human
Reproduction Programme in WHO Headquarters.

3.2 OQbjectives — the purpose of the family olanning progrimme

The purpose of the family planning programme is te support family planning activities in the
WHO European Region. One complicating factor is immediately apparent. The WHO European Regiou
covers ao area from the Scandinavian countries in the north to North African countries in the
south, and from the Atlantic islands in the west to the Soviet Unien in the east, Within this
Region there are vast cultural and social differences. 1In listipg the Member Staras using the UN
geographical divisions of Europe it will become obvisus that family planaing has to be supported in
very different ways in the different subzones of: Eastern Furope (with the Member States Bulgaria,
Czechoslovakia, German Democratic Republie, Hungary, Poland and Romania); Netrthern Europe (with the
Member States Denmark, Fialand, Leeland, Ireland, Norway, Sweden and the Uniged Kingdom); Western
Europe (Austria, Belgium, France, Federal Republie of Germany, Loxemburg, Monaco, The Natherlands
and Switgerland); and Southern Europe (Albania, Greece, Italy, Malta, Pertugal, San Marine, Spain
and Yugoslavia). Furthermors, included in the Reglon is the entire USSR and ome counlry in
South-western Asia (Turkey) and two councries in North Africs {Algeria aad Morocea) .

The main tasks of the Femily Plamning Unit when supporting family planning activities ameng
the Member Statas of the EURD Region comsist of: .

Execution of UNZFPA funded country programmes; planning, implementation and memitering of
intercountry and country activities; preparation of reports, evaluarions, programmes propesals
erc., both for WHO and UNFPA; assistance in family planning and relared activities in the
countries as regquested; participation in steering committees, advisery groups and other meetings
related to sexuality and family plaoning. :

4. BACKGROUND INFORMATION - SOME HISTORICAL DATA ON POQPULATION DEVELOPMENT AND FAMILY PLANHING
POLICIES

The need to influence family and population size has been essential in most human societies.
As mortality (especially infant mortality) was very high and life expectancy low, the main goal of
the individual was to increase the number of children. They provided labour for the housshold,
protection for the community and old age security for the parents. This is still the reality for
the great majority of people in ruwal areas of developing countries.

Only fairly recently did this situation change, first in Northern and Western Europe and then
gradually eisewhere. The sudden drep im infant mertality, due to some very simple bur basic
changes in standards of nutrition and hygiene, resulted in the population explosion during which
most countries tripled or quadrupled their tocal pepulation in spite of the fact that there was
immense migration of "surplus' population to other ¢ontinents. Even two world wars could have but
a slight influence on population trends. :

Just as the population growth had started without deliberate actions by the countries
themselves so it started to decline as the countries reached certain economic and sducarional
levels. The decline in fertility was not dependent on the availability of any technical methods of
birch conirel.

in Northern and Westerd Europe it became unecenomic to have large families. The number of
children in the family fell due to later marriage, sexual abstinence, coibus interruptus and
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illegal abortion. Thesa methods seemed to be effecriva in reducing the fertility, bur some were
detzimental Lo health in other ways (e.g. psychosexusl dificulries and the sidea-effacts of illegal
abortions).

As modern methods of birth contrel were developed znd more widely used in Europe, fertilicy
continued to decline and this gave the impression that birth contrel was the reason for the fall in
Ehe race of population growth. This belief, although wrong, Le still held. Changing this belief
is a great challenge to family planning policies of troday.

The concept of family planning in WHO is not to ba equated with population control since it
pramarily consists of services offered and measures taken in order to allow peoaple to have the
number of children they choose at the times they choose. Thus the primary purpose of family
planning is neither to promote the birth rate where it tends to fall to a level where a given
pepulation does not reproduce irself, nor te control birth rares that are rising so rapidiy that
they are thought te threaten some perceived optimum of population density. HRather, family planning
iz a means whereby individuals may affect and shape their own health and social condition by
deciding on the number of children and spacing between them,

This is not to demy the fact that there is a causal relation between the decisions made by
individuals on how many c¢hildreen, if any, they want to have and the increase or decreass of &
population. Generally birtn control is used in order to avoid rarher than to facilitare
reproduction. Effective birth centrol usually means = longer time between births and hence fawer
children.

Family planning is, thus, undoubtedly related to population dynamics and population trands can
have a decisive influence on a government’'s policy on the provision of family plaoning services.
However, nowhere so far has the mere provision or prohibition of family plamning technolegy and/ot
sérvices been able to change the fertility and growth rate of g population without concomitanc
economic and socio~psychological changes.

The world as a whole is presently characterized by a rapid population growth. In the WHQ EURO
Region the situation iz considerably more complicated since some Member States face what they
congider a serious problem of too rapid population growth, whereas other Member States face zero .
growth or even a reduction in population.

In order to understand more fully the peculiarities of the gituation inm the EURD Regian, ir
might be helpful to consider some glabal data. UNFPA has prepared information on population J
development (United Mations Fund for Population Activities, Population Ffacts at hand, 1980), from
which the following tablas have been taken.

The annual growch rate for Europe, excludiag the USSR, is considerably lower than that
axperienced in other parts of the world (see Annex 2, Table I). In most European countries fast
population growth tock place from the late-eighteenth century to the early-twentieth century. The
situation in the WHO Region for Europe is, however, more compiicated than averages would indicate.

The differences between countries is clearly shown when we look at available data on life
expectancies, There are countries in the EURO Region whare Life expectancy is below 50 years and
countries where life expectancy is the highest in the world (see Annex 2, Tabie 1%),.

Although some countries in cthe European Region face rapid population growth amd as a result
have adopted population policies aiming at the reduction of the growth rate, most of the countries
in the Region are facing zero growth, or even negative population treads, with the implications of
an aging populatien. During the periocd 1975 te 1980, 17 countries had a population trend which
placed them below replacement level, OF these only three did net belong to the WHO Regien for
Eurape (see Annex %, Table III).

In a world with an uneven distribution of both population and prosperity, migration is likaely
to occur. The number of interregional migrants in Europe more than tripled from 1960 to 1974 (zee
Anrex 2, Table IV).

To this intervegiomal mebility must be added the intraregional mobility affecripg tens of
millions of people in Europe. Migration appears within countries as well as between countries.
Common to all these migrating movements is Cheir profound effect on the distribution of the
population and on reproduction rates. Migrants are also faced with severe cultural clashes likely .
to zffect their family planning behaviour, which will be the result of their desired fertility in
the new surrounding and the availability and acceptabliliry of services suitable co them in the hose
country.
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The Population Commission of the United Naticus Economic and Soeial Council monitors

population policies and reports on the world situatiomn.

The policies of 153 member states of the

United ¥ations and of its specialized agencies (116 developing and 42 developed countries) ware
included in the 4th enquiry, which reflected che world situation as at L July 1978. The f{ellowing
poticy trends relating to different subjects emerged:

4.1.1 MNatural increase

Higher rate desirable

23 developing countries
13 developed countries

Countries that include
13% of world popularien

WHO EURD Region

Bulgaria

Federal Republic of Germany
France

German Democratic Republic
Luxembourg

Monaco

Ussk

4.1.2 PFercility

There has been a slight but perceptible
recent yesars. Concurrently there has beep a
the world and in particular an increased use
contraceptive users in 1980 is given as "out

Lower rate desirable

45 daveloping countries

Countries that include
57% of world populatien

WHO EURC Region

Morocco
Turkay

Present rate sactlsfactory

48 developing countries
29 developed countries

Countries that include
30% of world papulation

WHO EURQ Region

Other Maember countries
in the EURGC Regien
(24 countries)

downward trend in the global level of fertility in
steady increase in contraceptive use in many parts of
of more affeative methods., A global estimate of the
of world total of about one billion couples of

reproductive ags, approximately 300 million are at present using modern merhods of contraceptien.
In developing countries it is estimated that out of approximately 600 milliecn couples about

100 million are doing so."

(Fertilicy, family and health, 1983).

Fertility is one dempgrazphie variable which usuaily is regarxded as most likely to alrer Etrands

in the naturail racte of inerease of populatrion.

Fertility rgate pearceived as

Fertility rate perceived as

too low

12 developing countries
10 developed countries

WHO EURQ Region

Bulgaria

Federal Republic of Garmany
France

German Damocratic Republic
Greece

Luxembourg

Monaco

too high

52 developing countries
1 developed country

WHOQ EURD Region

Morocco
Turkey

In the world as a whole:

Fertility rate perceived as
satisfactory

52 developing countries
3l developed countries

WHO EURQ Region

Other Member 3tates in the EURQ
Region (24 countries)
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The attitudes ¢f the Member States' governments to the rate af narural inereage, the
mortalicy, the fertility and contraception are presented in Table V (sse Annex 2).

From the 1282 Paople Wallehart (IPPF) mare vecent data are available for 30 of the 33 Member
States of the WHO EURO Region (not covered by this review are Iceland, Monaco, and San Marimo) -
The one apparent change when comparing these two dacs is that Algeria now considers its fertilicy
level too high (see Anmex 2, Tables VI-IX).

5. SEXUALITY AND FAMILY PLANNING PROGRAMME OF WHO REGIONAL OFFICE FOR EURCPE

5.1 SBituation analysais

Family planning is seen as a key eiement in primary healch care, which is the cornerstome for
actainment of Health for all by the year 2000 (HFAZOQO0).

There i3 growing agreemenrc that;

= children boxn by choice, not by accident, have a better chance of growing up in a healthy
family environment than children bern to parents whe did not want them or were not prepared to
become parents;

- people cannot choose te become parents if they do not perceive an alternative, such as the
childfree lifestyle; but there are also people who have difficulty in conceiving a child, and
these people have a right te choice;

- variations of the traditional nuclear family, .such as the childfree lifasfyle, unmarried
couplea or single parents may uwitimately strengthen our understanding of family life;

~ people experience difficulties in becoming parents as long as the eonflict betwean
motherhood/farherhood and professional activity is not satisfacterily solved.

Despire the increased acceptance of family planning at zovermmental and community levels,
there ig still a wide gap between needs and demands for family planning and its aetusl practice.
Indeed, in the Europesn Region thers are two different types of situation With regard to family
planning: on the one hand, a gradual decline in ferrilicy with a constant increase inm rthe aging
population in the developed countries, and on the other aa anpuoal growth rate of up to 3.4%4, 40-50%
af the population being under 20 years of age in the developing countrias.

In mogt Eurepean countries the problems are basically the same bur they differ in acuteness:
iimited number of free family planning advisory centres; failure of programme delivery due to
insufficient political, legislative, ecomomic and managerial support; insufficient contraceptive
methods, some of them effective but a hazard to health, others being less effeetive, not age=- or
culture-specific, or with limited recognition of the changing lifearyles of peopla; insufficient
provision of services for infertile couples; and lack of information and education for bath the
young and che adult population. The situation is worse for both women and men in those countries
where aborrtion 1s not allewed at all.

When information and education exist, there are preblems of follow—up for cerrain groups
(particularly those under 20 years) and of lack of mativation among others who seek advice but fail
Lo accept and make use of it. In addition, there is still a lack of knowledge of the social
differences in contraceptive behaviour and the consumer needs in this field. Also, inadequate
attencion is given to at tisk groups in specific life sitvations, such as migrant women and the
young. PFurthermore, health professionals sre ocften inadequately trained and prepared to mest the
requirements of family planning education and services.

There is insufficient recognition and utilizatisn of the knowledge and experience of zelf help
groups such as those concerned with health among wemen, or of the skills and resources posgesged by
women and men with experience in providing care, in the private as well as the publie spheres of
life.

Finally, rremendous cultura} changes are occurring in Burope regarding the quality of sexual
relationships and the quality of family life. Sexuality is beginning to be recognized as a value
independent of reproduction and as an important variable in the quality of life. Owver the last fow
decades it has increasingly been recognized as bringing together the physical, emotisnal,
intellectual and social aspects of human existence in a way that enriches personaliry,
communication and love. With changing sexual mores and practices, people more often approach

b3
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saxual problems in terms of sexuality itself. The greater expectations of sexuality have led Eo
recogaition of a4 greater number of sexual health problems and te 2 Cremendous increase in
sexuality-relared services that are econfusing to the consumer. The new societal scceptance of
sexuality snd its consequences have repercussions on Lamily planning and other health-related
implicaticonsg. .

The main problems relating fo this programme may be summarized as follows:

(1) family planning services and services for sexual counselling are not yet fully integrated
into the general health care systems, and are often not supported Dy leglslatan te permit
parents to decide for themselves the size of cheir families;

{2) there is insufficient training of health persounel in family planning and sexual
counselling, including the psychosocial, sexual, behavioural and managerial aspects;

(3) chere are no systematie procedures for the dissemination and exchange of informatfion on
family planning and related research findings;

{4) family planning programmes pay insufficient atfention to specific vulnersble and
nigh-risk groups, to risk conditions and to the changing roles of men and women that influence
patterns of contraceptive behaviour;

(5) there is often a lack of recognifion of an individualls right to s sarisfying sexual life
and insufficient availability or accessibility of sexual counselling and therapy for people
who may need them.

5.2 EURQ programme perspective: past activities and presgent status

The first internatiomal discussions om family planning date back to the Fifth World Health
Assembly in 1952, Until 1960, however, the organizations of the United Natiens took ounly an
academic interest in the subject. AC that time WHO iniciated a series of scientific group
meetings, burt far several years the question remained in abeyance in World Health Assemblies. It
was nof until 1963 that the lines for the development of a programme in the field of human
raproduction, family planning and population dynamics were laid down.

In 1972 the Regional Office took an important step by setting up the first intevcountyy family
planning projeers totally funded by UNFPA and by organizing a conference on the role of marernal
and child health services in family planning.

Because of Che almost total dependence om UNFPA for financing the programme, the ¢ffice’s
earlier activities were mainly concentraied on the develaping ceuntries of the Region., However,
activities have been increasing and include 2 number of the more industrislized countries. A
intercountry level, meatings, workshops on research and on feaching-learning methodology, and many
international three-week training courses in family health and family planning have been organizad,

The training activities have led to the development of a series of teaching modules: sexology
for health professionals; the role of heslth professionals in dealing with psychosocial problems
among family planning clients; immigrants and their special needs in relation to sexuality;
family planning for health professionals; & teaching kit on sexually transmitied diszases - tTecent
developments; and a handbook for erainers on the teaching/learning of certain psychosocial aspects
of family planning.

Documentation related to family health/family planning has been developed, such as the
bibliography on sexuality and family planning in migrant populations which is to be issued early in
1984,

From 1984 the progrsmme iz being called Sexuality and Family Planning thus stressing the
importance of sexual health and recognizing the close links between family planning practices,
relationships and sexuality. A number of studies were undertaken by which changing needs were
identified and formuiated, and emphasis put on provision for those most in need.

Finally, in order to develop a forum for exchange of ideas and experiences, 2 family planning
bulletin, ENTRE MOUS, was established and has appeared in Emglish and Fremch cwice a year since
1983,

5.3 Summary of work accomplished 1272-1583
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5.3.1 At country level

See Annex 3.

2.3.2 At intercountry level

The main activities were meetings and studies, and education and training programmes.

5.3.2.1 Meetings and studies

See Annex 4.

3.3.2,2 Education and training

See Annex 3.
5.3.2.3 Others

Contacts were maintained with various organizations or associations dealing with family
planning and related aspects such as Tepresented in Anmex 6.

3.4 On-going and planned activities 1984 of the Family FPlanning Unit, WHQ Regional Office for
Europe

As in the susmary of previous activities in Annexes 3 to 6, the summary of current activities
will be grouped accordiag to the three dominant themes: improvement of services; aducational
training in family planning; and vulnerable groups.
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5.5 Future programme trends

It is clear that family planning as a component of primary health care is an essenrial alement
in achieving WHO's goal of health for all by the year 2000.

The intercountry programme now evolving in respense te changing ueeds wili be continued, wich
the primary aim of promocing self-reliance by countries, particulariy those receiving UNFFA
assistance. Therefore, the major emphasis will be on suppert to national projects in developing
activities such as training or research.

Particular attention will be given to im-country training, including the latest developments
in contraceptive techniques, and to strengthening the ability of professionals to develop, execute
and assess family planning programmes, including services for sexuality and health, especially in
relation to managerial and teaching aspects. Also, more attention will be given to institution
building and the strengthening of research capabilities in the developing areas of the Regiom.

National experience in ipformatiom, education and communication will be shared in order to
strengthen programme development. The emphasis will be on family life and community invalvemenr.

Studies will be conducred on the effects of demographie and lifestyle changes on the demand
for family planning, and emphasis will be given to meeting the needs of specific vulnerable and
at-risk groups such aa migrants, youth and handicapped people.,

Special attention will alse be paid to the crucial role of men, including young men, in the
process of accepting and using family planning. Further actention will be paid to the relationship
between work and contraceptive practice and sexualiry, Last but not least, consumer needs and
participation will be given special importance

Owing to differences in approach among countries, the problems will be tackled oo a
country-by-country basis according to the priority given re them in natiopal programmes.

[nereasing attention will be given to the development of policiea, programmes and services to
ansure hesalthy and satisfying sexual lives. In the initial phase, the focus will be on defining
concepts about and identifying condirions for a satisfactory sexual life as well as studying
prevailing attitudes, behaviour, problems and pregrammes related to sexuality. As this information
accumulates, the emphasis will gradually shift rowards dissemination and the trainiag of parsonnel.

3-5.1 Programme structure: sSexuality and family planning 1986-1989

In the European Region the programmes of the WHO Regiounal Offiece are presented to the Member
States every second year through a consultation letter. This presents the governments with an
opportunity to view the entire programme of the Regiopal 0ffice, to offer their comments on
prierities and to advise on national agencies that might be involved as well as additions to the
PTOEF2mmes.,

In this consultation letter the various programmes are presented in & standardized format
stating ebjectives, targets and activities. For each programme there are a limited number of
objectives, ildentifying the arecas of concern as well as the general goal cowards which efforts ave
made. Under each objective a number of targets are specified. Theae are specific aspects of the
objective, and they are formulated in a way that makes it pessible to ascertain that thay have been
achieved, Finally, far each target a number of activities are meationed which are ta lead to the
achievement of the target.

The Sexuality and Family Planning Programme, for whieh the Family Plenning Unit is
responsible, is presented below in this standardized format.




Objestive A

1)

2)

kY

4)

5)

Targets

The use of family planning evaluation
guidelines in at least thrae countries
taking inte account differences

in soeigeultural conditions
by 1985

Linkas IFFF

Recommendations an ways of ensuring that
adolescent girls are given equal opportu-
nities for counselling and gervices related
to gexuality and family planning

by 1989

Alternative approaches to the
development of family planning
programmes, taking inte consideration
recent concern with high-technology
contraceptives

by 1984

fecommandations on improved services
fer women in migrant communities

in at least twe counfries

by 1984

Updated UNFPA study of
legislatrion affecting family
planning patterns in all Member
States

by 1990

tinks: UN, UNFPA

Qbjective B

L)
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To improve Lhe msnagemenr, coverage, evaluation and integration of family planning activicies
within health systems with emphasis on groups at risk.

Activities

Consultant services will be provided on
an ad hoe basis

Publication of evaluatisn guidelines
(by 1985)

Review of existing procedures and innova—
tive national programmes including

review of the legal position for
adolascent women seeking contraceptive
advice (1958-89)

Publication af recommendations on
offering family planning activities to
young women (1990)

Advice to governments {continuous)

To be completed in 1984

To be completed in 1984

Collection of articles and legislative
documentation on a continuous basis
Consultant study (1939)

Publication (by 1990)

To promote training in aspects of family planning and sexuality not yet widely diffused,
particularly the training of teachers and rhe development of curricula with a view to strengthening
national teaching institutioas.

Targers

Establishment of iptercountry
training in family planning

in the context of primary health
care ak an existing tralning centre
by 1984

Activities

To be completed in 1984
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)

»

4)

Updated teaching modules on various
aspects of family planning and sexuality
by L9864

intercountry teacher-training workshops
every other year on the latest developments
in contraception or on natural methods of
family planning, ia a non-religious

context

from 1986

Links: HQ, AFRO, EMRO

Evaluation of the impact of training
activities under targets 2.1.1, 2.1.2
2.1.3 and 2.1.4

by 1991

Objective C

To ensure the dissemination and exchange of relevant informatieon on developments in family
planning among national officials, project managers, field workers and interesced health parsonnel
and researchers.

L)

'

Targets

Altarnative approaches to the

deve lopment of family planning
programmeés, taking into consideration
recent concern with high-technology
contraceptives

by 1984

4 systematic procedure for the dissemination

and exchange of information
by 1986

Study of existing modules, by natienal
counterparts, comsultants and in
callaboration with WHO headquarters (1934)
Workshop in a national teaching
instirution {(1984)

Pubiication (1985)

Identification in each country of the
capacity for development and production
of specific training medules {by 1987)
Censultant to assist national team on
development, design, testing, production
and application of training medules {1984
and 1987)

Intercountry teacher training worksheops
for 18 participants each, two in French
and one in English (1986, 1%88 and 1990)
Participation in conduct of the workshops
(from 1936)

Provision of participants (from 1984)
Collaboration with ether organizations
Use of naticnal and internaticonal
lecturers from various sectors (from 1986)
Publication (mimesgraphed teport)

(1986, 1938, 1990)

8tudy of the role of former participants
in introducing expected changes as a

result of acquired knowledge and skills
{1989-90)
Publicarien {1991)

See Objective A, No. 3

Contractual agreement in l986/87 with an

expert for:

— continuous review of the relevant
literature; and

~ continuous identification of information
experiences in family planning
programmes and their digsemination to
interested parties af national level




3 A teries of publications where researchers
in the Region are invited to publish
research reports of interest which
would otherwise not have reached an
international audlence
by 1990

Objective D

To develop family planning services with emphasis on the needs of high-visk groups such as
migrant families, and to take account of changing sex roles and emerging trends and changes in

methods and demands for family planning.

Targets

1) Recommendations on improved services

for women in migrant communities
in at least two countries
by 1984

Z) An assessment of changes in sex roles and
their implications for family planning
services by 1989

3) An assessment of the foreseeable effects of
demographic and lifestyle changes on the
demand for family planning in developing
as well as daveloped countries, taking
into consideration long-term changes in
fertility
by 1992
Links: UN/ECE

by As sessment of users' views on new

contraceptive methods
by 1990

Links: HRP/HQ
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Development and updating of a necwork of
contacts within each country of the
Region, te ensure an effective
distribution of the iaformation and to
promote WHO approach to family planning
(from 1985)

Production of zn information bulletin
twice & year including systemactic readsy
feedback {starting 1983 and continuing)

Identification of existing publications
on family planning and sexuality (1986)
Feasibility study on a series of
publications (1986-87)

Identification and contractyal agreement
with a research institute to undertake
this activicy (by 1990)

Activities

See Objective A, No. 4

Survey of existing research on the chang-
ing roles of men and women {1987-88)
Analysis of fertility differences beatwesn
married and unmarried couples {198%)
Working group om the implications for
family planning services (1989)
Publicatien {1950)

Contractual agreement with a ¢entre which
has sufficient dara on demopraphic and
lifestyle changes te do the study
(1990-91)

Publication (1992)

Support and encourage ressarch on this
topic ameng selected institutions in
Europe

Consumer workshop (1990)
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3) Guidelines on ways and means for the - Analysis of family planning sctivities to
promocion of male responsibilicy asgeas male coverage (1983-39)
in family plamning = Development of indicators for assessing
by 1990 the extent of male involvement in family
planning and guidelimes Ffor prometion af
male respensibility (19907
6) Assessment of the impact of = Literature review (198%)
health profesaionals an - Consultant study of 2 limited number of
family planning counselling family planning elinics in different
and practice among elients eultural settings, ineluding intervisws
by 1938 with a sample number of e¢lients at

these clinics (1986-37)
= Report (1983)
Links: UNDP

Objective E

To encourage the development of policies, programmes and services for ensuring 4 healthy =and
satisfying sexual life,

Targets Activities

1) Review of existing definitions, concepts, = Literature survey/review of existing
principles and cenditions for a healchy and studies (1985-86)
satiafying sexual life = Meeting to analyze material and suggas:
by 1987 definitions (1987)

2) Assessment of current status of sarisfying/ —  Study with collaborating centres in
non-satisfying sexual lifa representative Member States (1987-88)
by 1989 = Meeting to analyse report (1989)

= Publicacioca {1989)

33 Analysis of sexuality and/or relationships -  Consultant yeview of literzture (1985-87)
among the disabled and the elderly - Collaborating centre to prepsze background
at home or in an institutional setting documentation for a working group (1988)
by 1989 - Working group on relationships in

the disabled and the elderly (1988)
Links: UNDP

4) Analysis of existing sexual counselling = Consultation to review existing programmes
pProgrammes in selected Member States (1985)
by 1938 - Evaluaticn by collaborating centres of a

sample of existing programmes (1984-87)

= Working group to analyze the material,
publication (1983)

5) Guidelines on appropriate legislation = Study of existing legislation (I989-90)
Lo promote sexual fulfilment - Working group to analyse the material and
by 1991 propose guidelines (1991)
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6. MAIN AREAS OF CONCERN

The most important areas of concera in the 1970s were summarized by the International Planned
Parenthood Federation (IPPF) in the Eurepean Population Conference in Strasbourg in 1%8%1. These

ware!

- Legal changes

- Replacement fertility

- Family incentives for populatiom growth

- Human rights and planned parenthood

- Migration
{IPPF Europeen Region, Postion paper}, Council of Eurcpe Eureopean Population Conferenes,
Strasbourg, 21-24 Septewber 1982.

- Legal changes: In the last two decades there has been a marked liberalization in the
legislation aof most Buropean countries as far as family planning, aberticn and sterilization are
concerned, This trend has occurred alongside reforms aimed at esrablishing legal equality between
meén and women. The development, it is claimed, counforms with previous endeavours undartzken in the

socialist countries of Europe.

- Replacement fertiliry: Maamy European countries have come to face the situation where a given
population ne Longer reproduces itself. Whether low fertility in 2 high-income country is 2
problem is primarily a matter of political judgement. The most problematic issue in this
connection is how the atfempts by povernments to raise ferrility levels could be recomciled with
the known wishes of individuals te have fewer children.

The mast plausible prognosis according to IPPF is for a continuation of sub-replacement
fertility in many Western and Northern European ¢ountries, and stationary population in the
majority of socialist aountries. The consequences of a low or daclining fertility are a subject of
debate. However, under the aircumstances of mass unemployment and overcrowding of cities it can be
argued that a negative population growth might even be beneficial in the long mun.

- Monerary incentives: In order to increase the birth rate a number of countries have for
savaral decades dsed monetary incentives such as family allowances, birth payments, maternity
benefits and maternity leave. The demographic effects have, however, been extremely diffieult to
degmonstrate.

4s early as the 1920s and 1930s birth rates were falling in some Eurcpesn countries (e.g.
Sweden). A number of socis-political measures were taken {(child ailowances, maternity leave,
improved housing, atc.) in order to change what was seen as an unfortunate and possibly disasterous
development. Today there seems Lo be & consensus among social scientists that the incresse in the
birth rate witnessed later was not a result of the measures taken but rather of changed economic
conditions 1o general.

Even though monetary incentives are now generally thought to have only a very short-lived
effeet on fertility, it must not lead to an underestimation of their value for the well being of
the family and child, In many affluent societies families with two or more children suffer
escouemie hardship which the taxation and social security systems do little to remedy. Having
families with children in poverty 13 not consistent with the official pronatalist pelicies of many
European countries and must cartainly have an influence on the attitudes of children, the mothers
and fathers of the future,

To sum up, it does not seem likely that the soclopolitical steps which can be undertaken by a
single government are Likely to lead to long-term effects on population growth. However, such
steps can greatly influence the social, economic and psycholegical conditions under which
individual couples bring up their children.

- Human rights and pianned parentheod: In addition to trying to influence fertility by positive
incentives there have also been attempts to taise the birth rate by making family planning morve
diffieult for people. These measures have, in the leng run, proved to be unsuccessful showing chat
the families cannot be forced te have children they do not want.

This issue is referred to by IPPF as humen rights and planned pareathoed. Thers are demands
for restrictienms on access to family planning services and for women to give up employment outside
the home. Even though these views are held by a small reactionary element wichin European




ICP/MCE 589 g01
RMI/79/P05
page 22

countries, several national family planning associations in Europe report an increasingly active
influence by such groups.

The policy of making contraceptive and/or post-conception services less easily available in
practice is ¢learly a reduction in choice and g limitatien of personal freedom.

- Migration: In many Western and Northern European countries migrants form a congiderable
proportion of papulation which puts a special demand om the family planning services. The question
is often seen only from the point of view of the recipient country. However, migration has a
considerable impact on the donor country.

In the times of ecomomic recession the position of migrants becomes éven more acute since
they, as a result of being remote from their cultural origin and not fully integrated into the host

tommunity, are a particularly vulnerable group.

6.1 Contraceptives

6.1.1 General considerations

The earliest condoms for men were made of animal skin formed inte sheaths. They were used
initially as protection against venereal disease and later as g means of contraception. In the
latter part of the nineteanch century the first modern barrier comtraceptives were developed -
condoms made of vulcanized rubber, diaphragms, cervical ecaps, and vaginal sperpicides. Until the
1960s thege methods were the most reliable and most widely used wesns of birth contrel in the
wmodern world {Bruce, J & 5. Bruce Schearer, Contraceptives and common sense: conventicnal methods
reconsidered, 1979),

Since the 19603 the emphasis has been on new methads: the hormonal eontraceptive (the "pili"
and injectables) and the rediscovered inctrauterine device (IUD). Both these methods introduced new
concepts in contraception. By providing individuals with the capability to control their fercilicy
with almest complete affectiveness, chese methoda opened up a new range of opportunities for
couples and for women in parficular.

Ioday consumers want contraceptive methods that are effective, safe in the short and long
teym, self-administered, and fully reversible. This is the modern concept of contraception.
However, this concept is not fully met by any of the presently asvailable contraceptives.

8.1.2 Countries with easy svailability of contraceptives

iIn Northern and Western Eurepe as well as in Eastern Europe coutraceptives have, with a few
countries as exceptions, been easily available during the entire period since the Second World
War. I many countries contraceptive practice changed drastically with the introduction of the
hormenal pill in the middle and lace 1960s.

More liberal attitudes towards sexuality in general resulted im a better availability of
conventional contraceptives, as well. In Northern and Western Europe there has alse taken place a
"normalization" of condoms. Their sale is no longer restricted to pharmacies or men’'s rooms but
they have become easily available in aimost any grocery store, gas station or supermarket. This
has greatly enhaneed the aecessibility of the condom, being now easily abtained by any adolescent
or adult, man or woman. The development of better quality condoms with improved sensitivity,
actractive ¢olours and lubrication has enhanced their uge. This is important as it is practically
the only contraceptive method with no side effects and thaf provides some protection against
venereal dissgse.

The pill and the IUD have been in t¢ommon vse for two decades. In that time there haz been a
marked reduction in gide effects and an inerease in effectiveness., The adverse side affecre af
both methods have been strongly overemphasized by the prass.

A comprehensive and easily available health care system is a prersquisite for the safe use of
both these methods. The woman should be advised to have regular check-ups and always be able to
contaet health personnel at time of extra nead or concern. Undar Chese cireumatances it can be
debated that the benafits to the health of the woman from the use of the pill or the IUD is greater
than the disagvantages. According te recent findings it seems that the incidence of mATY
gynaecological forms of cancer are significantly lower among the users of the pill than ameng

Non—ugers.
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Apparently because of the differences in the heamlth care systems in Northern and Westernm
Furope thare are countries that prefer either the pill or the IUD. The infiuence of the
pharmaceutical companies and the activities of the "wellow=press'' must also have had a certain
effect. MNorway and Finland ate countries that srrongly rely upon the IUD. About 304 of women in
the fertile age group use this method of contraception., The United Kingdom zud most Western
European countries mainly use the pill. Sweden and Denmark lie befwzen thesze two exCremes.

6.1.3 Countries with restrictions in the availability of contraceptives

In North-western Europe the notable exceptions to the general pattern have been Balgium and
Ireland. In Belgium contraceptives were not made legal until 1973, and in Ireland there was a ban
on import and use of contraceptives until the Health {(Family Planning) Act of 1979 was passad.
Before the implementation of this lagislation, the impozt and use of contraceptives ware illegal,
although pills were prescribed for reasons other than contraception and private import of
conktraceptives nob uncommeon.

The purpose of the new legislationm in Ireland is said not to make contraceptives available,
but to mske family planning possible. The basic idea is to make family planmning available only as
patt of family life, although this is of course difficult to uphold in practice. The law was
enacted as a result of a Supreme Court ruling which made the previous ban on all contraceptives
uncenstitutional. The purpese of the law was thus more to mend the gap in the legislation caused
by the Supreme Court ruling thanm to facilitate family planning or the use of contraceptives,

According to the new law, physicians as well as pharmacists can refrain from dealing with
contraceptives om consclentious grounds, i.e. physicians can refuse to presecribe them and
pharmacists are not obliged to stock them. Availability is thus in practice rather uncertain and
people living in rural areas may indeed have some problems in lecating both a symparhetic physician
and a sympatheric pharmacist., In this commection it must be noted as well that a
prescription/medical authorization is also necessary for the purchase of condoms in Ireland.

G.1.4 Practices in Eastern Eyrope

In Esstern Furope thers has traditionally been a heavy, although now waning, rel:iance on
abortion. Apart from cultural traditions this ¢an alse be explained by the actual non-availabilicy

of contraceptives.

Sinee 1982, Romania and Albania are the only countries neither manufacturing nor importing
modern contraceptives. There are, however, in many countries problems of upcaertain supplies.
According Co several surveys in the Region in the early 1970s, withdrawal remained the most
prectised method despite efforts to improve access to efficient contraception and increasing
education. (David, Henry P., Eastern Europe:; pronatalist policies and private behavieour, 1982).

Besides tha problem of ervatic supplies, the use of the pill is hampered in several countries
as only a few high-dosage varieties are available. Fear of side effects and danger to health 1s
common. Condoms are widely available, often from vending machines. The quality vazies but is
reported to be unsatisfactory (too thick and/or leaking).

f.1.5 Practices in Southern Eurcpe

For Southeru Europe and non—European Member States in the Mediterransan area, derailed
informacion is available through a receat study on family planning legislation in the Mediterranean
carried gut in rhe Family Planning Unic (Swartz, Barbara, Family planning legislatiom). The
following summary is based on the findings from this study, whieh centains a thorough overview of
the Formal legal situstion and alsae covers legal practice which sometimes is different from the
exact wording of the law. Furthermore, this study covers legislation directly related to family
planning and also that which has a mere indirect influence on fawily planning behaviour, such as
legislation on family allowances, maternity benefits, socisl security, ete.

Until quite gecently it was illegzal in most countries in the Mediterranean area to advertise
or disseminate information about contraceptien. As late as 1978, it was still a crime in Spain for
anyone to distribute information about contraception. Portugal and Ttaly alse had similar laws.

AL the present time, however, no country prohibits dissemination of information to the pubiic.

Even where information is rteadily accessible, distributien is limited by laws requiring
certain types of contraceptives Co be preseribed or fitted only by physicians. In faer, the actual
availability of contraceptives may be somewhat different from what one is led to believe from the
legislation. In some countries prescriptions are required for most contraceptives, but pills can
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wsually be bought witheut a prescriptlon at a pharmacy in spite of legal requirements. This weans
that differences betwean ecountries, 2t least ag far as the pill is concerned, are grearter than one
is led to believe by studying only legislacion.

Some countries in this area are attempting te reduce the cost of contraception. Portugal,
with a grant from UNFPA chanaeled through WHO, dispenses all contraceptives free of charge ta
family planning centres. Turkey with partigl grants from UNFPA, alsa dispenses frea
contraceptives, In Spain, payment for the pill, like other types of medication, is coverad by
social security. However, many women do not have easy access to family planning ¢entres and
therefore do not benefit from these government subsidies.

In Spain in 1977 the first legal initiacives of the Minister of Health te ancourage family
planning programmes led to the abolition of the articles in the old panal code prohibiting the use
of contraceptives. AL present, most types of contrazceptives are distributed through the social
security system. Anyone receiving them at 3 centre pays only 407 of the cost. However, thoss
buying pills at pharmacies without a preseription must pay the full cost. IUDa are discinguished
from other types of contraceptives and are considered medical appliances similar to crutches.
Ingertion is free at government family planning centres. The law is unclear as fo who isg permitted
to insert IUDs and diaphrams.

Fortugal is one of the few countries where family planning is considered z constitutional
right. Before the revolution in 1974, however, policies were pronatalist. The use, advertising
and distribucion of any form of contraception was prohibited. Despite offieial government policy,
family planning activiries had already begun in Portugal during that time. Some groups of Catholic
couwples around the country were already providing information on family planning by natural
methods. Most of the current family planning services were introduced after the revelution in
1374, 1In 1976 the Secretary of State for Health ordered thar every health centye, ag far as it was
technically possible, establish s family planning service and integrate it into maternal health
care. During this same peried, the law forbidding the advertisement of contraceptives was
revoked, Family planoing services are free of charge. Through 2 grant from WHO contracaptives
distributed through family planning cencres are also free. Although there is no law regulating IUD
ingertion, in practice only physicians insert them. Unfortunately, many refuge to do so, either
for religious reasons (considering the IUD to be similar in its effect te esarly abertion), or
because they have not received appropriate training.

In Moroeeo after the national census of 1960 and some field evaluations of che demographic
trends, the government created a National Committee for Population Study., The Ministry of Health
occupies the gecretariat.

Family planning services have been integrated within the public health services sinee 1967,
Since rhat time the five year development plan has included family planning as a component of
public health policy,

All contraceptive merhods are available on the market and family planning servicas are

avaiiable free of charge within the public health structure. Nurse-midwives insert IUDs, and in
the 1} most impertant of Portugal's 42 provinces outresch patieat services are available.

Before the Second World War the official poliey in Italy was strikingly promatalist. Both the
Catholic Church, which opposed any type of artificial birth centrol, and the governmenc, which
wanted to ineresse the population, encouraged people te have large families. In 1971, the law
prohibiting contraception was abolished, This was a first step toward government intervention in
family planning. It was mot uatil 1975, however, that the first law was passed creating official
family planning ¢entres. The effact of the 1973 legislative change was that confrsception was
legalized., It was, however, unclear whether abortion and sterilization were ineluded, Three years
later, in 1978, a new law legalized abortion. Over the past decade Italian society which was
formally very traditional hes undergone profound changes. lLaws on divorce, abortion, coutraception
and family planning centres have been passed. The next apd perhaps even more difficult step is to
ensure that these laws are implemented and that people all eover the country - im both rursl and
urban areas - have aceess to information and services on fertility regulation.

0f the countries surveyed in the Mediraerrapean study, official family planning programmes were
introduced most tecently in Greece., It is alse the enly country in the Mediterranean area which
has experienced 2 decline ia irs population growth rate. The declime ip fertility rates began as
early as the 1930s, but because statisriecal records were incomplete, it was only around 1960 that
this face became known. The studies rhat were done during this period show that the low birth rate
could be largely explained by a wide practice of illegal abortioms. Inm 1970, after new statistical
data had been analysed, it was apparent that the birth rate had dropped to its lowest point in
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modern history and that the emigration rate had become one aof the highest. Decause of this, the
population policy formulated at that time called for higher birth rates, lower emigration rates and
decenrralization and redistributiom of pepulation. This continues to be the efficial pelicy. '

Family plaaning legislation was introduced as late as 1980 to combat the extremely high number
of illegal abortions. Initially, some concern was sxpressed as to whether a family planning
programne and an official policy of encouraging population growth were mutually exclusive goals.
The Ministry of Health does not believe they are, since the main purpose of the famiiy planming
programme is not te curb the populatien but to enable couples to control the number and spacing of
the children they desire. Since modern aspects of bizth contrel have not Been included in medical
‘school curricula, knowledge of fertility comtrol and contraception is limited among practising
physicians. Illegal abortion continues to be widespread. In Greece, as in most other countries, 4
prescriptien is required for oral contraceptives but in fact this is rarely enforced in
pharmacies, In Greece IUDs must be inserted by physicians. In spite of the increased availabilicy
of contraception many CGreek women still have illegal abortions, due probably fo a historicsal
rradition which has made women consider abortion a natural event in their zepraductive history.

Since the declaration of the Turkish Republic in 1923, there have been two popularion
policies: a pronatalist policy uatil 1965 and an antinatalist poliay since that time. The first
attempt to modify the population growth poliey did not occur until 1958, when an ad hoc commiztes
was set up by the Ministry of Health te investigate the substantial number of illegal abortiens.
The report called for the law to be changed so that 'women could benefit from the harmless
contraceptive methods and devices as in other ¢ivilized countries". In 1960 the 3tate Planning
Organization was founded and it reached an agreement with the Ministry of Health on the need to
change the traditional population policy. At the same time a law om population plaoning was passed
in 1963, and subsequently the General Directorate of Population Planning within the Ministry of
Eealch decreed that the main gosl of the programme was for women to have IUDs imserted and for this
work to be done only by physicians. In 1968, oral contraceptive distribution was also parmitted,
zlthough emphasis was, and still is, om the IUD. Physicisns are still the cnly persens permitted
to insert IUDs, although trials are being undertaken where midwives are inserting these devices.
Since rhese have proved successful, the Mimistry will try te introduce a bill to permit midwives £o
engage in this practice legally.

6.1.6 The use of midwives and nurses in the distriburion of contraceptive services

Several times reference has been made above as to whether ounly physicians should be allowed to
provide contraceptive services, (e.g- to inserc IUDs}, This is a erucial issue since te a large
extent accessibility is dependent upon the number of service providers. In several countries
trained midwives and nurses also supply contraceptives which legally should anly be supplied by
physicians. Oweden alome legally permits specially trained midwives and nurses co prescribe oaral
contraceptives and imsert IUDs. In Finland public health nurses conduet & considerablie propertion
of the check~ups for the pill and IUD, At the other extreme, in the Federal Republic of Germany
only gynaecoiogists insert IUDs. Experience in Sweden has shown (e.f. also the above mentioned
experiments in Turkey) that appropriately trained midwives and nurses are fully capable of
supplying these services. Legal changes should alse be ¢onsiderad in other countries in order o
make family planning services more available.

Incressed utilizarion of midwives and nurses is likely to make services better svallable, and
also more acceptable. It has been pointed out (Barrow, R. Nita, "4 nurse's view of the role of the
physician in Family planning" in Population change: & strategy for physicians, Proceedings of the
Internaticonal Conference on the Physician and Population Change, 1974, ediced by Lucille Stepheason
Bloch, World Federstion for Medical Educatien, Bethesda, Maryland) that there are certain tole
wodels and stereotypes of the physician which exist im every socisty. Ome example is that he/she
is a persen from whom help is sought when one is ill. Therefore, a physician/patient relationship
easily evolves, aven whenm a physician is seen in a context that is not relared to illness.
Reproduction is a normal physiological process. It is not and should not be iliness orienged.
Hence a client/counsellor relstionship is considerably more relevant than a physician/patient
relationship when dealing with family planning issues. A physician is also presumably
knowledgeable in the scientific aspects of reproduction. However, it dees not follow from this
that hefshe is equally well trained and knowiadgeable in the complexities of family Llife and the
dynamics of sexual and social relationships. Listening te the patient as he relates kis physical
symptoms may be one of the things physicians have been taught; but this training does not
necessarily include actuaily hearing the person as he tries inadequately to express his problems of
life. WVery oftem, a client would nof even attempt to mention personal and sexual problems. The
physicisn is not likely to be present in the home, where the problems are most pressing. He




IC2MCH 599 gol
RMI/79/P05
page 16

kenerally is in g clinieal setting where the reazl issues involved in family planning are rarely
found. With the other members of the family plaaning team, thers are often fewer problems of this
kind. .

It is obvious that midwives and nurses and orher members of a family planning team have things
to offer which the physician finds difficult. The reduced social distance betweep the counselleT
and the client 23 compared with the physician and his patient, should be of importance in the
provision of family planning services in Europe. A client/counsellor relationship is likely teo
make it easier for the client to discuss in full his/her family planning needs, fears and hopes, so
that a selution can be found in accerdance with the life situation of the ¢lient, and the client
perceives that he/she has received assistance in solving a family plaoning problem rather than
having been given medication against pregnaney.

6.1.7 Related recommendations

This is also the view of the UNFPA Symposium on Law and Population. The follewing fext 1s an
extract of the recommendation vn contraception:

"The Symposium on Law and Population,

Bearing in mind that family planning has now become a basic aspect of health and sociceconomic
welfare:

Congidering that in many countries access to contraception, whieh is an importrant gspect of
the basic human right of family planning, may be available only to a fraction of the population,
particularly under the present wmedical Tequiremants;

Taking into account the fact that z number of countries in variouas regions have successfully
@stablished training programmes of family planning for professional paramedical apd/or auxilliary
health personnel;

Recogrizing that the experience in several countriaes has shown that such procedures as the
prescription of oral contraceprives and the insertion of IUDs can be safely and effectively
performed by appropriately trained and supervised professional paramedical and/or auxilliary health
personnel;

Recomuends chat;

l. Governments remove legal and administrative obstacles to the manufacture, display,
advertisement, sale and widespreed disrribution of contraceptives and enact such proviszions as may
be necegsary to make centraceptives readily availablej

2. Contraceptives be treated in the same manner as other products raquiring broad and regular
distribution and that limitatiens be imposed only to the extent that they are absolutely necessary
on health grounds;

5. Govermments review their regulatory provisions relaring to che prescription ¢f heormonal
contraceptives, insertion of IUDs, and other family planming procedures, weighing the risks and
benefits under nationsl conditions, with a view to maximizing the role of professional paramedical
and/or auxiliary health personnel in providing these services;

7. Governments of countries with official health insurance schemes ensure that the cast of
tontraceptives i3 covered by those schemes;...".

6.2 Sterilizatign

6.2.1 General considerations

Over the past decade, voluntary sterilization has become the most widely used means of family
planning in the world, It is estimated that almost 100 million couples or one-third of all theose
practicing contraception are using this method. (Lagal trepds and issues in voluntary
sterilization, Pepulation Report Series, 1981. Unless otherwise indicated, data presented in this
section is derived from this reporc.)

Sterilization 45 s family planning measure is much less important in the EURO Region than in
other parts of the world. In the developing countries of the EURD Region, steriligatrien is hardly
used. In the developed part of the Region sterilization is used in some countries more offen than
in others. lIn no country is it as popular as in the Unicted States.

In a worldwide perspective it is noted that the changes in the law on voluntary sterilizarion
which have takesn place over recent decades reflect increasing choice of this methed of fertility
control.
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In the EURD Region, sterilization has become mest popular in the United ¥ingdom, where it has
pasn estimated that in the late 1$70s about 21% of all married couplas practising family plaaning
used this methed. In no other country of the Region does sterilizafien account for 10% or more of
couples using family planning.

The use of either male or female sterilizationm is in many respects the besr method of family
planning for these who feel they have reached their final family size or passed repraductive life
but are scill at risk of becoming pregnant. The limited reversibility of the procedure has so far
been an obstacle to its popularity buk the situation has become considerably betzer in the last few
years with the new microsurgical techniques. The presumption is still that the persen sesking
cterilizarion, is convinced, at least af that time, of not wanting more children since the
procedure at present must be congidered irreversible.

Recent studies have found that vesectomized rabbits and monkeys develop debilitating, often
faral autoimmune diseases. Millioas of American men have been vesectomized, with no signs ta date
of any adverse health effects. It therefore seems unlikely that the findings fzom these animal
studies sre directly applicable to humans. Female sterilization fortunately remains free from such
clouds of poteatial lemg-term health risks.

6.2.2 Legal aspects of sterilizgrion

Duripg the last decade, 2 number af countries have clarified the szarus of voluntary
sterilization, so that it is no lopger a criminal act of bedily injury nor legally ambiguous and is
now an accepted medical and/or fertility regulating proceedure.

Mast of the countries of the worid can be divided into four categories according to the way
the legal system treats voluntary sterilization. The four categories are:

Countries where voluntary sterilization for contraceptive purpuses is specifically permitted

by special legal provisions (e.g. Austria, the Scandinavian countries and two republics of
Yugoslavial;

Countries whers voluntary sterilization is legal because ne law prohibits ir {e.g. the Uniced
Kingdem, although there is a special provisien in UK legislation which includes vasectomy in
the National Health Service);

Countries where special statutes or decrees make voluntary sterilizarion a criminal offence
(there are only five countries in the world, of which twe are in this region: Spain and
Turkey’;

Countries where it is unclear whether sterilizationm for contraceptive purpeses is legal aven
if an individual gives informed personal consent (e.g. Algeria, Belgium, Moroeco, USER).

In Table I {see Anaex 7), derived from the previously mentiomed issue of Population Reports,
the 1970 as well as the 1980 legal status of voluntary sterilization is given by countzy.

6.2.3 OSterilization legal by spesial statute

The laws of Demmark (1973), Iceland (1978), Norway (L977), and Sweden {1975) are almost
identical. The right to be srerilized on request is granted, only to persoms aged 25 or over. The
coasent of the spouse or & wairing period is not required. These modern laws replaced provisions
which required the approval of a board and which generally limited sterilization to medical and/er
eugenic purposes excluding conktraceptive purposes.

The Finnish law op sterilizationm dates back to 1970 and is mere strict and mere complicated
than thosze of other Nordic countries. Consent for sterilization must be sought from Che National
Board of Health, applications must be signed by both partners and there must be sgreement that
other contraceptive methods have proved unsuitable. It is no gsurprige that only about 1-Z% of
married couples have resorted to sterilization. The aim is, however, to alter the legislation soon
along the same lines as other Scandinavian countries.

The fedasral constitution of Yugoslavia, adopted in 1974, declares that it is a human right to
decide freely om the birth and spacing of children. Under this provision, all the Yugoslav
republics and autonomous provinees enacted comprehensive laws covering fertility regulation. In
Slovenia and Croatia these family planning laws include voluntary sterilization. Both limit the
right ©o voluntary sterilzatien Co persons over the age of 35.
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In Austria the new criminal code of 1974 establishad that veluntary sterilization is legal for
persons gged 25 and ovaer., The new statufe supersedes a court ruling of the 193083 which held that
sterilization was a e¢rime under statutory provisions pronibiting the inflicrion of grave carperal
injury.

6.2.4 Sterilization legal by lack of prohibition

Where no law probits voluntary sterilization, the basic legal principle appliss that acts not
forbidden by law are legal. Thus contraceptive sterilizarion of a consenting adult is legal in
virtually every area where the legal system derives from English law, since English law never had
provisiens that could be interpreted as prohibiting voluntary sterilization. In some of rthe
tountries where there is no need for a statute to legalize voluntary sterilization, court decisions
Or other health legislation have none the less confitmed the lagality.

This is for instance the case ip England and Wales where the National Health Service (Family
Planning) Amendment Act in 1972 specifically authorized local health authorities to provide
vagectomy counselling and procedures.

In the Federal Republic of Germany the Federal Supreme Court, referring to a court decision af
the 1930s, declared in 1964 that "there no longer exists any provision under which voluntary
sterilization would be punishable", Later rulings have also confirmed this deecision.

In some countries the context of certain statutes makes clear that voluntary sterilization is
generally legal. For example, in Luxembourg a 1978 law established government subsidized
counselling centres that, among other functions, provide information oo "different methods of
rontraception and voluntary srerilization".

In 1978 the parliament in Iraly legalized veluntary sterilization by repealing a provisien of
Muggelini's 1930 ecriminal coda that had made sterilizing z consenting person a crime punishable by
Ewo years in prison, According to some interpretations of the law the general provision
prohibiting acts of intentional bodily injury, still found elsewhare in the c¢ode, now applies to
voluntary sterilization. Such an interpretation seems to distort the lawmakers' intent, according
to the Population Report. It is ualikely that the legislature, by eliminating a crime wich a two
year sentence, intended to expose surgeons to the threat of 4 six to sixteen years imprisonment
under the general provizion.

5.2.53 Sterlization illegal

There are only five countries where voluntary sterilizaction, or to be more exact voluntary
sterlization for contraceptive purposes, is made illegal by a specific prohibition im the criminal
code or in a formal decree. These countries are Burma, Saudi Arabia, Scmalia, Spain and Turkey.

In most cases, these prohibitions dare baclk two decades or mare. In Turkey not anly the person who
performs the voluntary sterlization but alse the person who is sterlized commits a criminal
offence. This provision, added to the criminal code in the 1%30s, is based on the sterilization
provision of the 1930 Italian code, which was still in foree in Italy when Turkey passed its law.
In Epain, the 1963 law that prehibits voluntary sterilizarion iz still in force eaven though other
provisions limiting contraception have been repealed during the country's democratic development.

The German Democratic Republiec presents a special ease, since the law itself is unclear and
present practice i3 based onm an interpretarion, Tha Ministry ¢f Health has issued regulations
which permit sterilization only when health ressons require abaelute aveidance of pregnancy and no
other contraceptive methed is effective.

6-2.6 Legal status of sterilization unclear

In many countries it i3 not clear whether sterilizatiaen for contraceptive purposes, without
other health grounds, is legal aven when 2 person consents to the procedure. These inmelude seversl
countries of continental Europe, che counfries of Eastern Europe and some countries governed or
influenced by Islamic law.

Artual practices vary widely among these countries, In the Netherlands, Portugal and
Switzerland legal commentators have nored the legality of voluntary sterilization. In the
Nerherlands social indications, which include contraception, have long been considered a proper
basis for medical decisions. Health ingurance plans also pay for voluntary sterilization
procedures. In Portugal it has been argued that the ability to procreate is a disposable right,
and therefore the individual's consent makes sterilizarion legal, In France and Belgium, on the
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grher hand, legal doctrime still holds that veluntary sterilization is & crime., As late as 1978
the national ceuncil of the French Order of Physicians reaffirmed its position that veluntary
eterilization is forbidden. However, medical practice in France runs coptrary to such a doetrine.
No physician has ever been prosecuted for performing & veluntary sterilizatiom, and voluntary
sterilization for contraceptive Teasons is commenplace. Accovding to a 1977 survey of Freneh
physicians, queted in Population Reports, B4% of gynascologists responding reported that they had
performed tubal ligacions and S3% of urologists had performed vasectomies. Some 4% of cauples
pracricing fertility comtrol in Flanders in Belgium and 5% in France rely on voluntary
sterilization, according to fertility surveys conducted in 1975-1976 and 1978 respectively.

Furthermore, in 1975 the Committee of Ministers of the Council of Eurupe voted to recommand
that member countries "make sterilization by surgical procedure available as medical service" for
contraception. France and Belgium voted for the resolutiom without reservations. In fact enly
Ireland reserved the right not to comply.

The vote does neot change national laws, but it suggests that goveroments supperting the
resolution do not consider volumtary sterilization to be against public poliay.

in Bastern Europe sterilizatiom as z comtraceptive method is usually available only for women
whosze lives would be endangered by pregancy and is hence exceedingly rare.

The Koram is the main source of law for many Muslims. In a few countries, such as Saudi
Arabia, Islamic law based on the Kevam is dirsctly applicable and governs many areas of life. In
others it covers at least personal status and family relatioms. In a few Muslim countries such a3
Algeria, Egypt and Tunisia, seeular law is the main sougce of law, There is no central authority
in the Muslim world to decide questions of faith or of Islamic law., The Xoran does not expressly
mention sterilization. Thus, over the last decades many different views have been expressad in
Islamic countTies and discussed at various family plamning and law conferences. The consensus that
has developed can be summarized, according to Population Reports, as follows:

Parmarent sterilization should not be used for family planning purposes; sterilization for
eugenic reasons is allowed; the acceptability of stevilization fer health or social reasons may
depend on whether it is consideved justified by the Islamic concept of '"necessity'; spousal
consent to birth control measures is required.

6.2.7 Related Recommendations

The previously mentioned UNFPA Symposium on Law and Population held in Tunis in June 1974 made
the following recommendation in connection with voluntary sterilization:

“The Symposium on Law and Populatienm,

Recommends that:

1. with due regard to the legal and cultural traditions and mores, and the esconomic needs, of
the tespective countries, governments adept such legislation as may be requized to make veluntary
sterilization available for centraceptive pPurpose; ...’

6.3 Induced abertion

6.3.1 Ceneral considerations

* The term abortion denotes the termination of pregnancy affer the implantation of the
blastocyst in the endometrium but before the foetus has attainad viability. According to medical
tradition, viability is attained afrer 28 weeks of gestation, which corresponds to a fatal weight
of approximacely 1000 grams. Due to the recent advances of perinatal medicine, the latest
definition made by the Federation of International Gynascelogist Organigation (FIGD) and WHO agrees
that every newbora weipghing more than 300 grams, corresponding to approximately 22 weeks of
gestation, should be included in birth statisties. E

The two main categories of abortion are induced and spontanecus. Induced zbortions are those
initiated veluntarily with rhe intention to terminate & pregnancy, gither legally or illegally as
defined by the laws of each counfry. Where abortions are illagal they are frequently performed by
unqualified persons under unsanitary conditions tesulting in increased risks of injury and
infeccion. These higher risks also apply to self-induced abortions, regardless of their legal
SCatus. .
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The number of illegal abortions is for obvious ressons impossible to obtaim. It cam, however,
be estimated to some extent by the number of complicatrions known to be rypical to illegal
abortions: postabortal bleeding caused by retention of placental tissue and septic eadometritis.
Even the number of legal abortions is a matter of dsbate, Beporting is probably most complete
where a formal authorization procedure is necessary and all legal abortions have to be performed in
hegpitals. It is also to be noted chat the menstrual extraction procedure (uterine cavity is
évacuated by suebien technigue 1-2 weeks after tha nou-appearance of menstruarion, before the woman
is officially diagnosed as pregnant) dees not appear in the numbers of induced abortions.

Illegal abortion was widely and almost openly used as a method of fertility regulation in
North America in the nineteenth century. In many European countries the situarion must have bean
similar, Uatil recently ia all European societies abortion has been more or less officially
condemned, However, in many of the countries which have liberalized their abortion laws it has
been argued that the total Aumber of abortions did not inerease but were brought inte the cpen and
wer? ng longer 3 serious health hazard.

It has been argued, especially by the growing feminist movement in Western Europe, that making
abortion difficult both morally and in practice is a way men are able to extert control over
women. If it is impossible te eradicare itlegal abortion, it is indeed difficulr ro find reasons
for not allewing it to be performed under safe and controlled circumstances unless there is in the
background the idea of making the woman "suffer for her sin”.

In many European countries induced abortion is clearly and openly used as a method of
contraception. It ias difficulr to sea, however, that women would resort to abortion as a mechod of
choiee, if they had other alterpatives apd effective counselling in their use. Widespread use of
abortion as @ contraceptive method makes the woman constantly dependent upen the health care system
mich more $o than if she is using the pill or IUD or if the partner is using the condom.
Nontraumatic suction methods have been developed to the point where the physical side effects of
even repeated induced abortions na longer are a problem, but its expense to society clearly exceeds
the other methods and that is not including the possible paychalogical effeects,

As none of the present confraceptive methods has proved ideal or 100% effective, sbortion is a
necéssary back-up when these fail. As unpredictable as human life can be, there will always be
cireymstances when easily available early abortion is well justified. It is also interesting to
note that the number of abortions can be lowered not only by restricting the laws, but by offering
‘other alternatives and counselling as has been neted in some Nordic countries, a.g, Demmark,
Finland and Norway (sze Annex 7, Table II).

6.3.2 Legislation

Changes in abortion laws and policies as well as incidence of abortion are regularly monitored
by the Population Couneil (Tierze, Christapher, Induced aboztion, a world review, 1981), The
following discussion will be based mainiy on this publication.

During the last two decades there have been impertant changes in legislation pertaining ta
abortion in sevarsl Member States. On the whole 1t can be said thar Sguthern, Western and Nerthern
Europe have moved from restrictive lezislarion re lesas restrictive legislation, whareas at least
some countries in Eastern Europe have moved towards more restrictive legislation (see Annex 7,
Tabie III).

When abortion laws have been liberalized it has been justified both by referance to the health
effects of illegal abarticn and by reference to social equality, since safe iliegal abertions or
legal abortions abrosd are usually #asily available te rhe affluent but nat to the poor. Coenpcern

about low birth rates has been a major reason for recent restrictive legiglation in some Eastern
European counbries.

- Situation in Eastern Europe

The USSR became the first country to lepalize abortion on request in 1920. The
non=restrictive sbortion policy of the USSR was reversed in 1936, and abortion laws were uot
libaralized again until 1955, Following the example of the USSR, socialist countries of Eastern
Burope with the exception of Albania and the German Democrarie Republic liberalized their abartion
laws in 1956 to 1957, The new statutag permitted abortion on request or broadly interpreted social
indications during the first trimester.
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The Cerman Democratic Republic did net participate in the generval liberalizatien of abortion
laws during the 1950s. Ia 1965 the medical irdications were extended to CLake inte account the
weman's social environment. In 1972 legislation was enacted permitting abortion on reguest during
the first trimester.

Yugoslavia is the only country in Eastern Europe, and one of the few countries in the world,
in which @ woman's right toe a free decision on childbirth is iaid out in its constitution. This
provision was adopted in 1974. Abortions are usually free up to the tenth wesk (miner differences
axist between the republics).

In recent years some of the countries of Eastern Europe have enacted more restrictive laws.
The change was most drastic in Romania, where a 1957 statute permitting elective abortions was
reversed in October 1966 by a decree restricting elective abortion to wemen over 45 and to women
supporting four or more living children. The usual medical and eugenie indications were laft
without change.

Ia Bulgagia, abortiom on request was available from 1956 to 1968. After several modifications
of the legislation the present stipulatien is that elective abortion is available to married women
with twe or more living children, unmarried women without regards to age and married women over 40
with one liviag child.

In Czechoslovakia, a new directive issued inm 1973 restricted to only exceptional cases
aborticn on social grounds for married women without living children or with only one living
child. Abartion on medical grounds is now regulated by a2 list of approved diagneoses that limit
mantsl healrh considerations to severe disorders such ag suicidal tendencies coniirmed by
hospitalization. '

In Hunmgary, since Janwary 1974 access to abortion has been significantly restricted.
fermination of pregnancy ou request is still available to single, divorced, separated and widowed
womer. Abortiom on request is open to married women ouly over age 40 and to married women who have

had s least three liviag children or have experienced three deliveries or have twe living children
and have in addition undergone at least one abortion/still birth/ectepic pregnanecy-

- Situation in Nerrhern Europe

Demmark, Iceland and Sweden were the first Eurzopean countries outside the USSR to Lake
decisive steps towards che liberalization of shortien laws in the mid=-1930z (in the 19308 liberal
abortion lsws were also passed in Latvia and in Cataleaial. After the Second World War, Sweden and
Denmark furthar liberalized their laws, and new statutes were enected in Finland and Norway. The
statutes in the laws of the five Nordic countries were gradually interpreted in an increasingly
liberal fashion.

& Danish law of 1970 authorized termination of pregnancy on request during tha first 12 weeks
of pregnancy for all women over age 38 and for these with four or more living children. In 1973
Dermark authorized abortiom on request during the first trimester for all women. At later stages
of pregnancy abortion may he performed on special grounds.

In Finland, a liberal abortiom law was passed in 1970 permitting aborticn to be performed on
broad socizl grounds up to the léth week of pregmancy by the agreement aof two physieians. If the
women has had more than four deliveries or if she is aver 40 years, the procedure can be performed
simply on request. In 1978 the law was revised, restricting abortiom in the described
circumstances to the L2th week of pregnsncy. Beyend that peint it can be approved by the Natiomal
Board of Health up to the 20th weak.

A new Swedish law, implemented in 1975, goes even further by recognizing the woman's right, in
rhe absence of medical contraindications, te have her pregnamcy terminated up to the end of the
eighteenth week of geststion. Beyond that point, abortion can be approved in axceptional casas by
the National Board of Health and Welfare.

Iceland and Norway alse liberalized their abertiom laws in 1975. Three years later Norway
further Liberslized the legislation and is now permitting abortion an request during the first 12
weeks of zestation.

In the United Kingdom, in 1967 Parlizment passed‘a law suthorizing abortion if two physicians
were of the opimion that the continuance of the pregnancy would invelve risk to the life of the
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Pregnant woman or injury to the physical or mental health of the pregnant woman or exiating
children of her family that was grearer than if the pregnancy were terminated, or if there is a
substantial risk that if a child were born it weuld suffer from such phvsical ar mental
abnormalities as to be seriously handicapped. 7The act came into effact in 1968, and applies ro
England, Wales and Scotiand but not te Northern Ireland. Qver the past years repeated attempts
have been made in Parliament and elsewhere to restrict in various ways the 1967 Aboartion Act. 8o
far, these efforts have not mar with any success.

- Situation in Western Burope

Abortion laws were resrrictive in the Western European countries of the Region until Augtria
in 1975 permitted elective abortipons during the first trimester. Only a faw days later, France
authorized, for a period of five years, abertion on request during the first tea weeks of
pregnancy, subject te a number of provisioms. When the trial period was ended the sratute was made
permanent with only mimer c¢hanges in late 1979.

After an unsuccessful attempt at liberalization in 1974, the Federal Republic of Germany
adopted in 1976 a liberaligzed abortion law, following the guidelines set by the Constitutional
Court which had ruled the previous attempt as uncomstitutiomal. For all abortions other than those
performed to aveid 3 risk to life or hezlth deriving from physical disease or injury, the German
law requires that women be counselled concerning publie and private assistance available to
Pregnant women, mothers and children, and that she waif three days after such counselling before
the abortion is performed. The physician authorizing the sbortion is mot allowed to carry out the
procedure.

In the Netherlands a bill authorizing abortion om the requast of the pregnant woman was passed
in the lower heuse of the national legislative body in 1976 but was defested in the upper chambar.
This left the Netherlands with a restrictive law and a very liberal practice. A new proposed law
has been debated since which will leave the decision, at least formally, to the physician and not
ta the woman. Af present the decision rests entirely with the woman. In spite of the formal
illegality of abortions, almost 55,000 abortions wara performed in 1979. A peculiarity of the
situvation is thar about 75% of these abortions were performed on foraigners who came to the
Netherlands in order to obtain the abortions they would have trouble in obtaining in their home
countriaes.

In Switzerland the current law, which permits abertion on medical grounds, is aarrowly
interpreted in some cantons and very liberally in others. In Belgium and the Republic of Izeland
abortion is still illegal. Im Belgium it is estimated, however, that numerous illegal abortiens
ake place. From time to time the authoritiss prosecute some physicians who perform abortions.
Several, as yet unsuccessful, attempts have been made to have parliament approve a liheral abertion
law. In Ireland the abortion question is "solved" by Irish women seeking sbortions going abroad,
primarily Lo the United Xingdom.

- Situation in the Mediterranean Countries

In 1378 Italy liberalized its abortion law. Women azed over 18 may obtain an abertion in rhe
first trimester for medical, economic, social, family or psychological reasens or if there iz a
tisk of defect in the foefus., The woman has the right to obtain an abortion after s sevan-day
walting peried. Abortions for women under 18 years of age require eitrher parental comsent or a
special court decree. In Italy the acrual availability of abortion services is geographically very
unevenly distributed,

In Turkey termination of pregnancy is permitted only if the life of the mather is endangered
or threatened by the pregnancy, if there are abuormalities in the foetal development or a risk of
hereditary defect or where the pregnancy is a result of rape or incest. The Ministry of Health ig
presently writing a uew law which would considerably liberalize abortion, If the law is passad
abortion on demand would be legal during the first trimestar.

In Greece abortien is formally illegal but widely practiced with the silent consent of the
authorities.

In Morocco abortiom is generally illegal except when performed to safeguard the health of the
mother,
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Malts still prohibits abortion under all circumstances.
In Spain since 1982 abortien is ne looger a ¢riminal offence when there exists svident risk
for the life of the mother, when there is evident risk of congenital maiformation in the child and

in cases of rape.

In Fortugal under the currant law abortion iz & eriminal offence but propesals for changes
alang the lines of the changes in Spain have been debated in parliament.

6.3.3 Relared recommendations

it is interesting to compare these Legal practices with the recommendations issued by the
mited Narions Fund for Population Activities Symposium on Law and Population held in Tunis in
1974. Recommendation VII on aborticn contains among other things the following:

"The Sympesium on Law and Population,

Consc ious that restriccive abortion laws do not prevent women from resorting to clandestine
and dangerous measures, which result ia high zates of injury and morealicy;

Recognizing that restrictive abortion laws result in discrimination between rich and poor,
simce the former can either travel abroad for safe abortions in wmore liberal countries or
obtain safe but iilegal abortions at home;

Bearing in mind that menstrwal regulation, Lf performed prior to the time at which a possible
pregnancy could have been determined, would not vielate the anti-abortion laws of many
countries;

Recommends that:

1. & woman having an abortion in the early stages of pregnancy not be deglt with under the
penal codes, but be accorded humane treatment and effactive contraceptive adviee;

2. Aborfiom in the early stages of pregmancy be treated in the same manner as any ather
health act;

-+

6, Menstrual regulation be treaated as £alling outside the scope of restrictive abortion laws.”

6.4 Sex educationm and family planning for young peopie

6.4.1 Sex education of young people

Since it is in the ipterest of every society that their members sre secure, have self=-respace
and take a responsible attitude to their sexual life it is, of course, alse in the interest of
avery society to prepare its members for future sexuality. The preparation of young people for
sexualicy can be managed in a number of different ways. Due te the many different cultural
traditions within the Region there can be no single way. This must, however, nobt serve as an
excuse for neglecting to prepare young peopie for sexual life.

In some cases educational programmes are called "nealth and sex education', other terms known
to be used are "sex and family liviag", "study on sex and living together”, "preparation for
parenthood”, and "humanizatiom of the relations between the sexes". The term used for this kind of
sducation iz of intarest in itself since it probably refleats some cherished values of the country.

It is not only the content of the education that varies between cultures but also those to
whom it is offared. In some counbtries sex educaticn is in one form or another being given to
pre—~school children, whereas im other countries sex education is given, if at all, in the form of
biology courses for older adelesceats in secondary school.

Puberty with its important biclogical and psychological changes usually takes place during
adolescence. These changes produce 2 rapid inerease im sexual interes: and gexual behaviour.
Puberty in most cases sees the zapid development of heterosexual preferences and behaviours which
have biological roots but are profoundly influenced by the values and standards of cthe family,
community and surrounding seciety. Secial behaviour varies widely gmeng the cultures and
subcultures of the European Region, but usually progresses from group social interaction invelving
both sexes to a social attraction involving only one couple to physical attraction between a
couple. The age of first sexwal intercourse appears to be falling: in many, Lf not mest, areas of
the Region the majority im both sexes have experienced saxual incercourse before their nineteenth
birchday (EURD Reports snd Sctudies, No. 3). *
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Societies' reactions to the increase in sexual activity ameong adolescents have varied. In
some countries the special needs of adolescents have been considered and special family planning
serviees have been provided. In other countries this has net yet happenad.

in order to gather data on this development a study on family planning and sex education aof
young people was carried out during L9981 at the Family Planning Unit (Lawin, Bo, Study on family
planning and sex education of young peo le, in press), on which this presentation primarily is
based.

There should be universal recognition of the need for speclal services for adolescents sinca
sexusl activity is increasing and ir is known that adolescents in general are a particularly
vuinerable group. Not only are rhers increased health risks involved with pregnancies in younger
adolescents, but there are also serious social effects of unplanped pregnancies. FEducational plans
are ofren ruined by toe early childbearing and ofren neither the adolescent father nor the
adolescent mother is ia a position to support & child secially and economicaliy. Through numerous
studies it is known thar contraceptive use is considerably lower and less regular among adolescents
than among adults, The resson for thig is sometimes lack of zdequate knowledge, not only about
contraceptives but also about very basic facts of reproduction. The remedy is, of course,
education and still more educatian. Contraceptive use, however, is low even where there has baan
education and the adolescent abviously has a basic knowledge of reproduction and contraception.
Education itself is not enough. Knowledge of family planning has to be fransformed into active use
of family planning. The crucial facters hers ara availability and acceptability, The formal
availability of family planning is usually not sufficient. In order for the teenager to accept and
ecrually use family planning, not only knowledge about how and where te get concracaptive supplies
is neesssary but it ig zlso decessary that the adolescent accepts and recognizes that the service
18 there for their service and most importantly that they can have complete trust im if. In many
cases young people fail to use family planning and related services which are formally open Lo them
because they fear, justly or injustly, that they will be morally condemned, patronized or that
their sexual activity will be made known to patents or other paople in their immediate social
surroundings.

In the above-mentioned study it was found that no country reported any direct legal obstaclas
to sex eduycation. The abasence of direct prohibition is of course only the first prerequisite for
implemanting sex education. In cases where it is not regulared by law, a number of complications
may of course arise when trying to implement sex education. In all countries it should, however,
be legally possible to try to implement broad and comprehensive sex education.

In Eastern Europe there is usually compuisery education in responsible parenthood, the
w2 lationg between the sexes or comparable areas. This education is sometimes given as a subjecr in
itself, or sometimes integrated with other subjects, Family planning education is sometimes
included but is usually not the main purpose of the education.

Some countries in Western znd Northern Furope, notably the Scsndinavian countries, have
compulsory educatien in sexuzl matrers including family planning.

In 3outhern Europe sex educdtion, to the extent ir is given at all, is usually included in
tubjects like biology with a preference for teaching sexual anatomy rather than family planning,

local commitment is an an important aspect of sex educatiom in many, if net to say all, of the
countries where sex education iz a compulsory part of teaching in schepis. The actual, as opposad
te the formal, implementation of education on sexual matters is always dependent on the intarest
and cooperation of local authorities, such as school boards and/or headmasters. Without their
cooperation even the most impressive curriculum is anly a piece of paper.

The quality of sex education thus varies not only between countries but also within
countries., Sex aducation i3 available, to ar least some pupile, in all countries, Convargely it
can be said that even in countries where sex education is compulsory, good sex education is not
always available to all pupils.

An interesting difference was found in the above-mentiomed study batween fhe views of the
governments and the views of the projects/programmes studied. The sex education preferred by the
govermnents is characterized by a stress on the biclogical foundations of sexuality, parenthood and
contraception, a combination which could be seen as constituting a predominantly demographic
technical approach. The approach preferred by the projects/programmes studied could, on tha other
hand, be described as human relationship centred since the most important themes in the sex
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education according to the projects/programmes studied sheould be contrzception, love, sex tolas,
incercourse and abortion- The heavy emphasis put on individual relationships by ths
project/programmes was confimmed during the discussions held during study visics.

almest all project/programmes found the sex education their cliieats had received prior te

rheir initial coutsct with the projects/programmes lacking or inadequate. This was the case alse
in countries where sex education is compulsory. That some kind of education on sexual maccers is
compulsory ia schoels doss net guarantee that adequate education 1s automatically available

everywhere. Neither does it guarantee the receptivity of the pupils. Tt is cften assumed that if

sex education is suppliad the pupils will soak up information like sponges. The evidence available
suggests that this is not in fact rthe case.

6.4.2 Family planning services for young people

The matter is even more complicated concerning the availability of family planning services
for young people. In many countries the law does not permift a minor to obtain family planning
sarvices without the consent of parents or guardian., In law minors are considered to be unable to
wake informed decisions about medical treatment. Since family planning services are usually
ronsidered medical in nature the same legal requirements apply as, for instance, for surgery. Many
adolescents feel that family planning is not & subject they can discuss openly with their parents
and therefore find themselves unable to obtain the necessary permissiom.

Tn the above-mentioned study nine countries (Finland, France, Greece, Hungary, iceland,
Luxembourg, Norway, Spain and Switzerland) indicated without qualifieation that there are no
obstacles te the unlimited use of family planning services by young people. Ona country {Denmark)
fas indicated that there are no obstacles but added "legal if more tham 15 years'. Another country
(Yugoslavia) has indicated without comment not culy that there are no obsfacles to the free use of
family planming but also indicated the prerequisite Ymedical staff offering family planning
services are free to assist young people with contraception but must if the client is a miner tske
special steps (like informing the parents or the glient‘s ugual physician)". A third country

(United Kingdom) indicated that only under exceptional circumstances shall contraceptive services
be supplied tae patients under 16 without parental consent.

Some family planning centyes in areas with this type of legal restriction ignore the law and
offer the serviee to anyone who comes in for help. They do, however, often express concern that
some young people will not ask for assisfance because of their fear that they will be turned away
or their parents notified. Other centres, where the law is srrictly followed, refuse to help
adolescants.

Even where there are no formal restraints on the provision of family planning services to
young people there might, due to the fear of the public reactionm, be reluctance te provide
services. It also often happens thar even if family planning for young peeople is officially
approved en a national level the actual provisien of services is administered locally anmd it is up
to each individual health authority te decide on the level of provision., This could mean that
family planning for young people could be given low prioricty and hence scarce funding. 4s with sex
aducation, the actual implementation of programmes is usually dependent not only on legal
acceptance but also on active support by people at the local level.

Ia no country ia the Region is there a nationwide network of service provision especially for
young people. In many countries (most of the countries in Northern, Westegn and Eastern Europs)
young people are, at least formally, welcome to any family planning clinic. As has been peinted
sut above, young people are sometimes, however, reluctant te use ordinary family planning services
pecause of their lack of crust in the ataff as well as their fear of meeting parents or parents of
friends in the waiting room.

snother important aspect of availability to young people is related to the sysfem of
prescribing. Major differences in the sales regulations were found concerning only diaphrams and
condoms. Since the diaphram neads fitting it is of less importance whether it is gvailable with or
without a prescription. Comcerning condoms it may be of the utmost impertance for young people
whether they are available in shops or only in pharmacies. Sinee adolescent sexual encounters
often seem to be unpremeditated, even the smallest obstacle may be decisive. Considering this
unpredietability in the sexual encounters of most adolescents, condoms are in many ways Lo be
preferred as a contraceptive for young people. Making it easier to buy condoms would, given
suf ficient education and gcceptability, inerease the likelihood that young pesple would find
contraceptives easier ta use.
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Since young people often have lass money cthan most other groups it would be advisable to
subsidize family planning services for young people as much as pessible. This could be an
investment for che future since the social cost of unwanted pregnancy in adolescence is high.
Young peaple who have learned to use family planning properly will, of course, be more regular
users of family planning in later life and then will need less external motivation.

6.4.3 Related recommendations

Bazed on the survey of the present situation the report from the gtudy on family plannipg and
sex education of young people arrives at a number of recommendztions. In relation ro education
they are:

(a) To provide a legal basis for compulsory education on sexual matters in all eountcries.

{(b) To develop eurricula in all countries, not only for sex education ip a narrow semse but
alzo in a number of subjects taught in schoels so that sexuality, sexually relared matters and
relatiens between the sexes are given due consideration wharevar appropriage.

(e) To ensure in all countries, while developing curricula, that the education given will not
only be coemprehensive and ynderstandable for the pupils, but alao felt by them Eo be relevant.
Wnen developing such a programme, those entrusted with the task who understand rhe problems of
young people will advocate a syllabus centred on personal relationships, love, sex roles and saexual
acts ag well as contraceptiou, as opposed to the more technical demographic sex aducation, which
seems to be preferred by the government agencies.

(d) To guppert im all countries local initiatives and to undertake programmes aimed at the
motivation of loeal officials, headmasters apd teachers since this is a necegsary prerequisite for
a successful implementation of any education on saxual matters.

Concerning services for young people, measures should be taken to ensurs eggy access to family
planning. 7This may be achieved especially in urban areas by providing special clinies for
adoleseent medicine providing a broad spectzum of social, psychological and medical servicas,
family planning and sex educstion being only one aspact in their worlk.

However, within the scope of primary health care the concept of specialized service centres
has lost popularity. -For most adolescents there are the school and student health services
available in which family planning should be integrated. In a recent study en teenmge abortion in
Finland ir was discovered that the advice given by the school nurse was readily accepred by pupils.

The sehool healrh services have the advantage that one does not become stigmatized when
seeking advice. For adolescents no longer in school the scope of the scocupational health services
wherz available should be conmsidered.

Even if adelescent sexual behaviour is unacceptable, adequate services must be provided to
help young people, as well as society at large, avoid the problems associared with too early
pregnancy, Adequate provision of education and services are necessary to prevent unwantad
pregnancies as well as sexually transmittad digeases. Forced marriage, aborticn (legal or

1llegal}, ruined education plans, soclally and economically immature parents are ip the interesat of
1y one.

In order to achieve these and other related objectives discussed in the report the following
meASures were proposed:

(a) To estgblish, in all countries, special family plenning elinics for ybung people
providing aecessary contraceptive as well as counzelling services, when pussible within the
framework of sehool health services.

(b) To develop on & regional and on a nationsl level programmes f[or continued training of
service providers, where the less experienced can learn From the more experienced, and where the
more experienced through confacts with the daveloping projects and services will be able to learn
about recent developments in approaches and organization of services,

{c) To develop on a national level 2 network of contacts batwesn the service providers to
facilitate an exchange of information which 15 now zlmost torally lacking.

{d) To_develop on a ragional level through courses, seminars and working groups,
international centacts bBatween rhe sarvice providers. Such contacts are important to all service
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providers but particularly to these who work in countries where the development of services is
still in the initial phases.

(e) To strengthen the contacts bgfween the internatiocnal orginizations and
pro jects/programmes working under unfavourable circumstances since the lack of loecal support makes
monitoring and development of the project/programme extremely difficule.

(£) To develop on the natiemal level sygtems of financing under which the governments taks an

increasing respensibility for the services provided for their young citizens and enabls
pro jects/programmes to plan for lomger periods of time. The present situation with eoften unclszar
and vacertain funding does in many cases lead to misuse and waste of professional resources.

(20 To develop om & regional and on & natienal level new projects/programmes and to
strengthen already existiag ones which offer gpecial services to particularly vulnerable groups
such as migrant adolescents.

6.5 Family planning and sex educstion in the training of personnel

6,5,1 General consideratieons

It is today generally agreed that providing family planning advice and sex edycation to the
population, both young and asdults, is the respomsibility of educational and health systems
(including the seocial sector)., No matter how comprehensive amd well integrated the official plans
for the provision of these services, they generally tend to be neglected because the personnel have
receivad very little, if any, training in family planning and sex education.

At present the personnel are lefi without the necesssry means to deal with the problems of
their c¢lients or pupils. As sexual matters are an important and delicate issue for every human
being, the personal anxieties, frustrations, fears and prejudices tend to intrude in counselling,
which tends to resemble a situation when ome blind persem is Erying to guide ancther.

Hence there is an urgent need for better basic trainimg for teachers, health and social
service personnel. Through studies, seminasrs and meetings it has been the gim of the Family
Planming Unit to make Member States aware of this need.

§.5.2 fraining of health professionals

A study reviewing the teaching of family planming in schools of medicine aad nursing/midwifery
in selecred countries of the European Region was recently carried out at the Family ?lanning Unit
(Puech, F., Teaching of family plauming at medical, nursing and midwifery schools in certain
countries of the Regioa, 1979). The aim was to develop a model for the orxganization and
methodology of teaching of family plamning and to make recommendations for improvemants. The
report was widely distributed to all goverrments of the European Region, to UNFPA, and to other
interested organizations. It created great imberest and parts of fhe report were reproduced in
several professional magazines. The training of health professionals for family planning werk in
the future has not been approached systematically. Training is often inadequate, concentrating
mere on gynaecology snd obstetrics than on the social and psychological aspects of family planning.

It is evident from the copcluzions and recommendations of this repert that to improve the
quality of service (i.e. counselling on centraception, sexuality and relationships), a better
distribution of tasks and improved training is needed. With adequate tzaining including emotional,
psychosomatic and cognitive aspects (particularly the gynaecological axamination), nurses or
nurse/midwives can — as they have proved - assume responsibility for contraception. General
practitioners and midwives can effectively share the work of family planning. The survey was
restriced to medical, midwifery and nursing schools, but it should not be forgotten that family
planning remains & matter of teamwork in which psychologists, social workers, lawyers, etc., have
an essential role te play.

In medical education family planning is not a specific subject but is diffused throughout the
curriculum., It was difficult to obtain detailed information on the number of hours devoted to
individual aspects of family planning, as the teaching is integrated ip eourses in
gynaecology/obstetrics and/or other seciences such as sociology, psychelegy or psychiatry.
Therefore, it is sometimes difficult to obtain precise information as te the Lmportance attached to
family planning within the curriculum. Hence, it would be desirable for family planning to be
separately identified with a curriculum based on precise educational objectives.
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It might appear that family planning instruction is a miner, ill-defined component of averall
medical fraining. Thus it may be held that the teaching of family planning is insufficient in most
countries, This view is borme out by the disparity which may be obssrved between the limited
amount of inmstruetion included in the curriculusf and the importance of family planning in medical
practice (in Framte, for instance, about ene-gquarter of consultatioans by women concarn
contraception). It would be desirable to increase the number of hours for teaching family plamnning
including medical instruction on contraception, abortion, sterility, etc., and to give more
emphasis to the teaching of psychelogy and human relariemships. According te this study thera is
virtually no instruction of the larter subject in eertain countries, although it is good in others,
especially the English-gpeaking ones.

There is a need in nursing schools to prepare students for more responsible roles in family
planning, The urgency depends on the sociocultural and health situation of each country. However,
it would be wrong to give them an important tole only in these countries where the medical services
are lesz developed; one has only to consider the important place of nurses, health visitors and
public health nurses in countries wherae family planning has been long establighed,

In midwifery schoels it was noted that the importance and quality of the basic training is
better adapted to fufure responsibilities than that of physicians. Nevertheless, given the present
responsibilities of midwives in eaech eountry, it weuld be desirable fo strengthen - or begim in
seme countries = education in personal and sexual relationships.

Finally, it was suggested that the teaching of family plarning and in-serviee training should
be multidisciplinary. This would give each member of the family planning team a clearer
understanding of their own role and z better appreciation of the role of othars. This would
develop a working tesm based on trust and respect, gnd provide a more coordinated service and a
better armosphere for the client.

6.5.3 Training of teachers

The aducstors sheould receive training before sex education programmes are introduced inro
schools,

inclusion of sex education in teacher training curricula will give basic kpowledge and
avareness of the subject as well as make the young teacher more understanding of their cwn
sexuality and that of other people, and of differing attitudes and values.

It was aceepted that not e¢very teacher would choose to become a sex educator, or be effactive
Lf trained. Sex education is unlike education in other subjects in that it direccly, and in 8 very
personal way, relates to the decisions people make about their personal lives., It is important to
be sensitive to and respect the privacy of both the educator and the student.

Training should include knowledge of the basic facts of human sexuality and an understanding
of its developmental, psychological and social facrors; it should also provide a setting for
acquiring of the communication skills needed to tramsmit that knowledge, and for developiag empathy
with and understanding of the needs of the students. Sex educators should be given the opportunity
to develop awareneas of their own sexuality, its needs and expression, and to recognize their
particular inhibitions and 2ress of discomfort, Various rehnigues were suggested to facilitate
this type of training, other than didactic teaching.

For example, the use of small group discussions could be explored, where questionnaires on
different aspects of sex education are uzed to initiate discussion on sexual matters, A series of
case higtories presenting different situations can be used as a starting peoint for discussion of
feelings about particular behavieur or practices to allow clarification of attitudes. Role play
increases the understanding of other views and is a useful technique in studying attirudes. 1In
this way the privacy of the participant is respected, and they gain experience in discussing sexual
matters and attitudes and learning frem the views of others.

Familiarity with sex education material and audiovisual aids sheuld be acquired and the
deve lopment of material suitable for the target group and the culture should be encouraged.

There should be a commitment to in-service training education both for updating and for
intresasing skills,

It is to be noted that sex educators are not only teachers -~ they may be social workers, youth
workers, members of the peer zroup, or belong to the health professions. They would all benefir
from specific trainming in sex aducation.
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6,6 PFamily plaaning services for migrants

Due to the differences in eultural values between the eountry of origin and Lheir presant
country of work, migrants frequencly are faced with & number of problems affecting their ability te
cope. This cultursl ¢lash is often parcicularly evident in the realm of sexualicy and the family.
Patterns of sexual behaviour are ustally more restrictive in the country of origin than in the
present country of work. The absence of the accustomed social structure also affects sexual
behaviour.

At global level, the past decades have witnessed major population shifts between countries.

It has been estimated that more than 70 million pecple migrated from their homelands between 1930
and 1976, and the curreat total is probably in excess of 30 million.

Movements of peeple are associated with economic development and with regional and urban
growch policies. Migration occurs in almost every country of the werld a2t several levels. This
paper witl only discuss intermational migraticon between countries, usually from the less

industrialized southern countries of the Region to the highly industrialized countries in the
north-weast.

In Table LV (see Annex 7) some figures are presented £o convey an idea of che magnitudas of
migration and the importance of the phenomena to some of the ¢ountries in the Region.

Thaere is of course alse another side to this coim, namely the effects on the countries of
origin. In some countries for long periods entire districts are virtually without men in the
economically productive age group. Ihe remittance economy created and the proloaged absence of men
have & decisive and often destructive influence on family patterns.

Migrant women and adolescents are among groups at risk. For womenm, this is becausa the
difference between the rola they were expected to play im their country of origin and the role they
play where they presently work is greater than the corresponding difference in the roles of men.
Women whe do not work outside the home are expected by their husbands ro play their traditional sex
role in a new social setting which 13 usually not suited to this. Adeolescents are vulnerable
because if they migrated themselves they did not have time to be firmly rooted and tneorporated

. inte their culture of origin and hence will be more eagily affeated by superficial traits of the
new culture, and if they grew up in the new country as children of wmigrants they often will £ind
themselves caught between the old culfure as reflected in their homes and the new culfure as
reflected in the schools, themselves beloaging nowhere.

In the Eurcpean Region the unequal distriburion of health care is an importsant isswe and the
organization of health care services for vulnerable groups is a major challenge for primary health
care. In rhis context, migrant populatiomns in Europe deserve special attention. This has already
been recognized by some European Member States and non-governmental organizations, and concermn was
voiced during the thirty-second session of the Regional Committee for Europe in 1982.

Migrant groups come from different countries of the European Regilon, as well as from Asia,
Africa and South America. Most of the countries of origin of migrants te the Eurapean Reglon are
in the Mediterranesn area, e.g. Algeria, Greece, Italy, Morocco, Portugal, Spaim, Turkey and
Yugoslavia, with the exception of Finland from where a ceonsiderable number of emigrants have lefr
for other Scandinavian countries, especially Sweden, where rhey form the biggest single foreign
ethnic minority today. Recipient countries tend te be the more industrialized countries of
Western, Central and Northern Europe, e.g. France, the Federal Republie of Garmany, Luxembourg, the
Netherlands, Sweden, Switzerland and the United Kingdem.

All migrant groups share some of the following characteristics and thus tend to have the same
health care probliems:

- migraant populations are & sizesble group and their problems concern & large number of European
Member States;

- the overall problem of migrant populations grew mainly during the 1960s and 1970s as a
consaquence both of the labour needa of the hast countries and af the poor working and living
conditions in the countries of originy

=~ the degree of social, economic and cultural integration of these populations with the hast
- countries is still low, and close ties with the countries of origin are maintained;
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- their prospects are uncertain, and a proportion of these migrants are expected ta return to
their countries of origin in the next few years;

~ immigrants have special needs relsted to family planning and marernal and child health care.

An example of the growing interest in migrants and rheir special needs iz rhe recent
Incernational Planned Parenthood Federation project on migrants and planned parenthood. This
project grew in 1981 out of a ¢onvictisn that werk with migrants should not caly be the
responsibility of hest countries. Exchange of information and cooperation was necessary between
IPPF's member associations in countries of origin and member asscciations in receiving countries.
Data was collected on existing and past activities directed towards wigrants. Furthermore, a
survey was made of existing informationm, education and cowmunication matarials. It wag then found
Ehat rhe majority of the member associafions had no special faeilities or activities for migrants.
There was virtually no special material on this subject, and the existing material was judged as
inadequate since the information conrcent was of commonseénse type only and the audience, i.e. the
migrants, was addressed as pupils or children. Furthermore, there was seldom special training af
counsellors for migrants, Counselling was usually conducted simply by adding an interpreter.
Among the conelusions teached by this IPPF study it ia stated that "migrant needs must be
discovered rather than assumed,”

In 1982 the Family Planning Unit of the WHO Regional O0ffice for Europe also initiated a study
of migrants and their special needs in relation to sexuality and family planping in two countries.
Since the needs of migrants are dererminad largely by their cultural background, these needs can
differ considerably batween different groups of migrants. Hence the study initiared by the Family
Planning Unit concentrates on Cwo countries of origin and two countries of work. The study is
lockiag at the apecial needs of Turkish migrants ig the Federal Republic of Germany and of Moroccan
migrants in Belgium, Both host countries are highly~industrialized societies in which migrancs
form an important part of the labour force. Yet they differ censiderably in their arganization of
health care, family planning related legislation and imwigration policies. The designm of the
Present study allows for comparison between the special needs of differeat groups of migrants and
also for comparison betwsen the responses to these needs in different highly-indugtrialized
countries. The migrant groups studied alse constitute important, or dominant, segments of rhe
migrant population in the countries where the studies are being conducrad,

6.7 Key issues by subregions

1o conclude this section on major current issues in family plamning, it could help clatify
matters somewhat to feeus on the subregions and to identify major issues in this context.

Thiz will mean simplification since family planning needs and policies are quite complex in
any single countty, not to speak of regions or subregions. Yet such gimplification is probably

Justified since there are important problems which often are shared by countries in a subregiom.

6.7.1 Southern Furgpe and the nen-Eurcopean Member States in the Mediterramean area

The mzin issue seems Lo be establishing adequate family planning services on & nacional
scale. Alrhough excellant family planning facilities exist in a few places in all rhese countries,
the problem remains that these services are unevenly distributed and sometimes unavailable. The
building up of a nationwide network of family planning centres is most important. There are
lmparcant differences between the present achievements of these countries, In Maroeco, mobile
maternzl and child health/family planning units are used in remote aragg Lo reach mere people. In
Italy coverage is also quite good in rural areas in soms parts of the country whereas it is almoat
nonéxistant in other areas. Greece, to take g final example, has only a few z2lipies at present and
ls just starting a new programme with the aim of making family planning services available
nationwide,

When sefting up nationwide sarvices the training of the future serviee providers as well as
the training of the trainers is of urmost importance. Teaching and training in family planning are
in most instances lacking or insuffiecient in medical schools. During the initial stages of
building up the required family planning services these countries are heavily dependent on
internarional cooperation in order to have sufficient numbers of trainers and service providers
faught and trained,
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6.7.2 Western and Northerm Europe

There is usually a reasenable level of service provision gvailable nationwide. The emphasis
at present is on the provision of services for particularly vulnerable groups such as young people,
migrants and handicapped peaple. In order to make services equally available to these groups,
special effarts are often necessary. The projects in this field are still very much at an
experimental level and no consensus exists on how to tackle the problems. The special needs of
vulnerable groups are, of course, important also in the other gubregions. The peculiarity of
Northern and Western Burope is that when there already exists a ressonable aetwork of family
planning services, more emphasis can be put an the proviszien of the exfra services naeded for
particular groups. A few couatries in this subregion do not conform to the general patternm,
aotably Belgium and Ireland. In both thess countries gbortion is illegal and family planning
legislation in Ireland is quite diffezent from, and more restrictive than, any other in
North=western Euzope.

6.7.3 Easteru Europe and the USSR

One salient issue is how to combine pronatalist policies without reducing the availabiliry of
the mesns whereby people are able to control their fertility according to their own wishes.
Although the social and monetary incentives of pronatalist policies are credited with the higher
birth rates of ar least several of these countries during the 1970s, the latest data suggest that
their impact may be shortlived. A<cerding te a recent study {(David, Henry op.cit.) there was a

downturn in fertility by 1980 in Hunmgary, Bulgaria and Czechoslovakia, and by the late 1960Qs in
Romania.

Some observers suggest that the main impact of cash benefits paid to parents or prospective
parents has been Lo encourage ¢ouples o have first and second births sooner than they otherwise
would, without leading to the third and higher order births that would be necessary to ensure a
marked upturn in population growth. Surveys show that, for the past decade and more, twe children
have been considered the ideal family size by the overwhelming majority of couples in most
socialist countries, as in slmest all developed countries. Unleas pronatalist incentives are
progressively increased to keep pace with rising living costs and riging economic expectaticas, the
desired Family size is not likely to inerease beyond two children, and the aetual achieved family
size is likely to average out at less than twe children per woman, that is, teplacement level, a
situation similar to rhat of Northera and Western Europe.

7. FAMILY PLANNING BEHAVIOUR IN SELECTED COUNTRIES

Through the World Fertility Survey a number of reports has been published during the last few
years enabling us to view and compare family planning behaviour in differant countries in a way not
previously pessible. Let us therefore conclude this section by presenting short sketches on family
planning wishes and family plananing behaviour in a few countries with different historical
traditions and different levels of economic development.

7.1 Turkex

The results of the Turkish Fertility Survey, 1978, confirm that krewledge of coatraceptive
metheds is now widespread among Turkish women. Knowledge is defined as having heard of any
specific method te delay or avoid pregnancy. When defining knowledge this way no refersnce is made
to the knowledge of how to use a method or, far a supply method, where to obtaim it. Qf all
ever-married women, 88 report having heard of one or more methods of contraceptioni all but 2% of
these know of 2 medern method.

Of all ever~married women, 55% report having used a method of contracepbion af some sLage in
their lives. The corresponding figure among currently married fecund women is 5%%. Though the use
of contraception must be considered fairly widespread, ouly ome in three have ever used a modern
method (such as the pill, IUD, condem, ete) while ome in five have used only a tfraditional method
(such as withdrawal, douche, rhythm, or some folk methed). In order of impertance the wmaln wethods
aver-used are: wichdrawal (32%), pill (25%), douche (19%), condem (11%Z}, IUD (7%}, folk methods
(8%), ang rhythm (5%).

A substantial proportion of the women currently using 2 traditional methed have in the past
used a modern methad, a finding that suggests problems of suppiies, medieal supervision or loug
term acceptability.
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There are marked gecgraphical and sociceconomic differemcials ip ever-use, For example, ameong
women aged 25-34, 7534 in urban azeas but only 48% in rural sreas have aver used any method.
Similarly, 934 of those educared to at least the secondary level, compared with only 47% of those
illicerate, have ever used a metheod.

In zesponse to the question on the total number of ¢hildren desired nearly 90% of women stated
two, three or four echildren, with an averall mean of 3.0 children. The mean desired family size
varies lircle by age; even with numbarp of living ‘¢hildren rhe variation is not particularly
marked. 304 of those with twe livinmg children want no wore, while as many as 40% of those with
three living children state that they did not want a third child. These figures should be compared
with the actual number of bitths to ever—married women who have completed their reproductive life.
Women aged 45-49 have on an average given birth ro 6.3 children. That Turkish women on the whole
are highly motivated to practise family planning is thus shown by the comparatively low mumber of
children desired compared to the considerably higher number of children traditionally born te
Turkish wemen. The country's populacion has expanded rapidiy, from just under 19 million in 1945
to 40 million in 1975, averaging an annual growth rate of 2.5%. Around 407 of the total population
is aged under 15 years of age.

7.2 Spain

To take another Mediterranean country as an example, the demographie situation is totally
different in Spain, but the need for family planning is just as great. The annual population
growth rate is estimated at only 0.8%. As in Turkey there is a marked preference for having three
children, if choice were possible. The Fertility Survey in Spain of 1977 indicates that this
desired family size iz mueh closer te the actual family size reached by women having completed
their fertile life, The mean number of lLive births tg ever-married women aged 45-49 is 3,10,

Over half (51.1%) of the fecund women stated they did not desire to have more children. The

size of the family already reached is, of course, a variable which itnfluences the wish to have or
not to have sdditienal children, as iz seen in Table V (gee Annex 7).

The reasons given for not wanting additional children are presented in Table VI (see snnex 70

In Table VII (s2e Annex 7) we find the reasons given by those who already have two or moare
childran but in spite of that wish to have additiensl children.

In the Spanish Sugvey it was found that almost 10% of the ever-married woman did not know of
any effactive contraceptive method and 7% did not knew of any method at all (methods considerad
effective were the pill, the IUD, abstinence, the diaphragm apd the condom), Knowledge about
contraception varied markedly, however, between differenr groups of woman. Of greatest importance
appearsd to be the level of education and place of residence., Some 20% of illiterate women did not
know of any method at all, neither did 13% of the women who could vesd and write but had no formal
gducation. Among women with elementary studies only 5% did not knew of any method and among women
with a certificate of educarion only 2% did not know of any merhod,

About 13% of the women who lived in municipalities with less rhan 10 000 inhahitants were not
aware of any method. This percentage gradually decreased as the size of the municipality
increased, and in large metropolitan areas such as Madrid and Barcelona only 3% of the women did
not know of any methods,

At regards knowledge about the various methods it was found that the pill was best known
(known to 89% of ever-married women), withdrawal and condom to about 704 of the ever-married women
and 53% knew about the rhythm methoed, It was also found that the percentage of women knowing about
family planning mechods decreased with the age of the woman.

As concerns the use of family planning it was found chat among ever-married women 255 had used
one of the effactive merthods at some time, whereas 35% had used only non-effective methods. As can
be seen in Table VIII (see Annex 7), there iz an almost fivefold increase ip the use of sffective
metnods when comparing the oldest with the youngest age group.

Approximately 50% of currently married non-pregnant women were using a method at the time of
the survey. Withdrawal is the most popular method used (237 of women exposed te the risk of
bregnancy were using this method), followed by the pill (12%), rhythm (6%), condom (5%) and
abstinence (2%). The remaining methods (IUD, diphragm, prolenged lactation and contraceptive foams
and other metheds) ware each used by only about 1% of rhe womesn,
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$trong Teasons for additional suppert for family planning services were found in the Spanish
survey which pointed to the fast that 79.1% of the womeén exposed to the risk af pregnancy and who
did not wsnt any additicnal children did not use any effective contraceptive method. This
percentage decreased £o 52.2% among women aged 24 years or younger, but vas as high as 92.2% smong
women aged 45 years and over. Spanish women thus appear to be strongly motivated to use family
planning and are on the whole knowledgeable about family plannipg methods bub there appears LO be
serious shorteomings in the availability of family planaing services sinece eight out of ten women
not wanting additiomal children do not use any effective family planning methed.

7.3 Hungsry

The Humgarian Fertility Survey, 1980, found a completely different picture. The annual growth
rate is only 0.2%. Family planning services are also more widely available than in the two
countries discussed previously.

The Humgarian birth rate observed at the end of the last cemtury (around 40 per thousand) was
one of the highest in Burcpe. In the following decades birth rates decreassd cantinuously with a
slight fluctarion and in 1962 it reached the minimum of 12.9 per thousand. That year this was the
lowest in Europe. Partly due to populatien policy measures by the government, partly due to the
growth of the number of women reaching child bearing age, birth rates increased slowly uncil 1975,
Since then a fall inm the birth rate can be observed, and the erude live=birch rate of 1977 was l6.7
and that of 1979 only 15.0 per thousand. In Hungary fertility sugveys were carried out in 19358,
1966, 1974 and 1%77; rthus changes in fertility behaviour can be monitored very closely. Other
surveys also show a significant decline in the number of children born in wedlock {and in Hungary
illegitimacy rates are very low, only 5% to 6% of children being bora out of wedlock, partly due to
nigh numbers of "forced marriages"; in 1974 to 1978, 254 of all marviages were followed by the
birth of a mature child within nine months).

The reduction in the aumber of children born in wedlock affects mainily women in the second
half of reproductive age, whereas the fertility of 15 to 29 year old women has not changed in the
last three decades.

In Table IX {see Annex 7) we find that the average number of children born to women
approaching the end of their fertile period has decreased from 2.53 in 1949 te 1.91 in 1977.

In Hungary, as im many other countries, there are important differences in fertility behaviour
between rural and urbam areas. The average number of living children is 0.6 = 0.7 higher for
femalaes living in rural areas as compared to those living in the capital. The aducational level is
also important. The combined influence of place of residence and educational level is demonstrated
in Table X (see anmex 7), in which it can be seen that the average wumber of living children to
women with limited education living inm rural areas iz 3.1, whersas the corresponding figure for
women with university education living in Budapest is enly l.l. Furthermore, the zable indicates
that the lavel of education is mpre impoartant than the urban/rural difference. When looking at
women who have achieved a maximum of five years of schooling we find an urban/rural difference of
1.1 child (Budapest 2.0 versus rural areas 3.l) whereas the corresponding difference for those with
a university degree is only 0.4 children (Budapest 1.1 versus rural areas 1.5).

The Hungarian fertility survey also shows that fertility is comsiderably higher ameng women
who are economicaliy dependent (i.e. not in paid employment) than women who are nat = the average
number of live births for the former group being 2.2 and for the latter being i.5.

Knowledge about contraceptives and their use is well spread in Hungary. Nipety-six per cant
of the women knew some effective contraceptive and 94% of the married females had a knowladge of
the pill and its use. Almost 70% of the respondents knew about IUDs, the same prepertien also kaew
about the condom.

In the last two decades family planning practices have changed remarkably. A considerable
portion of Hungarian women have traditionally used contraception combined with abortion to control
their fertility. In 1950, 37%, in 1946, 444, and ia 1977, 30% of the women used this combination
of contraception and abortion to plan their families. During the same period the proportion of
women ysing contraception only, witheut reiiance on aberfiom, tose from 21% im 1358 to 527 in
1977. As can be seen im Table XI (see Anmex 7) the proportion of women not using any medern method
of family planning decreased from 24% to 124.

From Table XII (see annex 7} it is possible to see how contraceptive preferences have changed

over the last decades, With the introduction of the piil and the IUD thers has been a marked
reduction in dependence on withdrawal.







