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INTRODUCTION

A Working Group on Family Planning and Sex Education of Young
People was convened by the WHO Regional Office for Europe and held in
Copenhagen from 1 to 5 November 1982. The meeting was attended by a
total of 11 temporary advisers from eight countries, from UNESCO and
from the International Planned Parenthood Federation (IPPF), together
with staff and consultants from the Regional Office and WHO head-
quarters. The disciplines represented included education, sociology, psy-
chology, paediatrics, demography, obstetrics and gynaecology, family
planning and psychosexual medicine. The meeting was opened on behalf
of the WHO Regional Director for Europe by Dr A.H.W. Wahba, Di-
rector, Development of Comprehensive Health Services, WHO Regional
Office for Europe.

Scope and purpose

To explain human sexuality, biological, physiological, psychological and
social factors have to be considered. Security, self-respect and appreciation
of the self, including the body, are important prerequisites for rewarding
sexual experiences. An adequate understanding of this and of the various
roles played by men and women, primarily in their own but also in other
societies, is necessary for the fulfilment of the individual in his/her sexual
capacity as well as in his/her capacity as a partner and as a father or
mother. Learning how to relate to others as potential partners requires the
support of the older generation. The individual needs to be informed about
basic biological, physiological, psychological and social facts. In order to
acquire security and self-respect, which are important for rewarding re-
lationships, the young need not only basic facts but positive reinforcement.

Since it is in the interest of every society that its members are secure, -
have self-respect and take a responsible attitude to their sexual life, it is in
the interest of every society to prepare its members for future sexual
activity.



In view of the above, the WHO Regional Office for Europe has con-
ducted a study on family planning and sex education of young people,? the
emphasis being on identifying the various strategies used in different
countries for providing such services. The report on the study served as a
background document for the Working Group, which consisted of people
from international organizations working in the field, resource persons
working with programmes found to be of particular interest during the
study, and people in responsible positions from countries intending to start
or recently having started programmes of family planning or sex education
for young people.

The purposes of the Working Group were:

— to review the present situation in the Region, and to discuss ob-
stacles to and develop strategies for the further development of
family planning and sex education for young people;

— todiscuss the special merits and shortcomings of various approaches;

— toidentify human and organizational resources for follow-up and to
issue recommendations on the provision of family planning and sex
education for young people.

The meeting reflected growing WHO interest in vulnerable groups, of
which young people are one.

A system of plenary sessions and small group discussions was used. In
the plenary sessions invited papers were presented asan introduction to the
particular topic under consideration. The meeting was divided into two
groups — one made up of those primarily involved in education, the other
of those primarily involved in providing family planning services. Issues
discussed were reported back in the plenary sessions and a record was kept
of major points raised so that they could be incorporated in the final
recommendations. C

DEFINITIONS

General definition of adolescence

The report on a meeting on service-oriented research in adolescent fer-
tility,b convened by the Regional Office in 1978, contains a comprehensive

@ Jewin, B. Sex and family planning: how we teach the young. Copenhagen, WHO
Regional Office for Europe,. 1984 (Public Health in Europe, No. 23).

b Service-oriented research in adolescent fertility: report on a WHO Meeting. Copen-
hagen, WHO Regional Office for Europe, 1979 (EURO Reports and Studies, No. 1).
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and detailed definition of adolescence and its concomitants, from which
the following definition of adolescence was drawn.

In general terms, adolescence may be defined as a period of transition from
childhood to adulthood. This transformation involves three mam types of
maturation: physical, psychological and social.

A detailed account of the stages of maturation is to be found in the
aforementioned report.

Adolescence is a state during which there are great variations in physi-
cal and mental development. Sociocultural and legal differences between
countries also make it difficult to tay down a universal definition of the age
range of adolescence.

Sometimes the term “young people” is used instead of “adolescents”.
The introduction to the questionnaire sent to all Member States of the
WHO European Region in connection with the above-mentioned study on
family planning and sex education of young people states:

Young people should here be understood as children and adolescents below
the age when people in your country usually marry or start to cohabit under
marriage-like conditions.

General definition of family planning

Family planning was defined by a WHO Expert Committee in 19707 as
follows:

Family planning refers to practices that help individuals or couples to attain
certain objectives: to avoid unwanted births; to bring about wanted births; to
regulate the intervals between pregnancies; to control the time at which births
occur 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 and counselling on family planning; the provision of contraceptives;
the management of infertility; education about sex and parenthood; and organ-
izationally related activities such as genetic and marriage counselling, screening
for malignancy, and adoption services.

REVIEW OF THE PRESENT SITUATION IN THE REGION

A multiplicity of changing conditions has created a new situation world-
wide. Better nutrition and social conditions have resulted in earlier de-
velopment and growth, with puberty, the onset of sexual activity and the
possibility of pregnancy occurring at an earlier age.

¢ WHO Technical Report Series, No. 476, 1971, p. 8.



Anincreasing movement from rural areas to towns, migration to other
countries and the dwindling impact of religion have combined to reduce
the acceptance of previous precepts and practices. Education has been
extended and has delayed the adoption of adult roles and responsibilities,
so that adolescence has been prolonged, making it even more important
for society to provide information and services that facilitate the transition
from youth to responsible citizenship, and to minimize early unwanted
pregnancy — with its risks to the health and life of mother and child —and
the penalties of disruption of education and training that can lead to
economic disadvantage and continuing financial dependence on society.

Sex education for young people

Sex education for young people in the European Region ranges from areas
where it is a compulsory and accepted part of the school curriculum to
areas where it is non-existent. In no country is it prohibited by law.

Even in countries where it has been compulsory since 1971 and inte-
grated into the school curriculum, the specific aim of preventing sexual and
personal problems due to ignorance of sexual matters has not been com-
pletely met, as judged by data presented by one participant and based on a
questionnaire to schoolchildren. It is recognized that knowledge alone will
not prevent emotional and personal problems in this essential area of life,
but the findings revealed a lack of preparation even for immediate events
such as puberty. Twice as many boys (25%) as girls (12%) reported that
they had had no information prior to the event and were unprepared for the
biosocial changes of menarche and spermarche. The median age when
information on sex was introduced was 12-13 years for boys as well as
girls, and only a minority had had any sex education before the age of
10 years.

The primary source of sex education for boys was the teacher (53%),
with mothers (5.5%) the next most frequent source, while for girls mothers
(41%) and teachers (32%) were quoted. Fathers played a very small part.
As a group girls were better informed at an earlier age and had knowledge
of a wider variety of topics. Boys were found to be much more dependent
on teaching at school.

The fact that fathers were hardly ever mentioned may reflect the fact
that in many societies they spend less time with their children and are less
involved in their intimate care. It may, however, also be due to the fact that
women relate sex to reproduction and babies, which provides an easier
introduction to the topic, whereas many men relate it more to pleasure or
desire, which may be harder to share.

It was recognized that not all teachers are naturally adept at sex
education, although their skills can be improved with training, which
should be part of the basic teacher-training syllabus. Similarly, doctors
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and nurses may have the factual knowledge that would appear to make
them suitable sex educators, but they may be unskilled in communication
and would also benefit from further training.

The contribution that could be made by young people themselves to the
format of sex education was considered, and it was appreciated that a
better understanding of what was appropriate for inclusion at different
stages could be gained by listening to them. For example, younger children
defined sex as what they felt about their bodies, its development and its
differences rather than about coitus and pregnancy. Emotional concerns
of older children can involve getting to know the opposite sex socially and
the practice of petting before considering a full sexual relationship. Groups
of young people have been known to plan their own programmes of sex
education to include what was of interest to them at different stages, and
with suitable speakers to address them on what they wanted to hear about.
As well as reliable factual information on physical development, con-
ception, contraception, sexually transmitted diseases, pregnancy and birth,
they wanted to understand about masturbation, abortion, homosexuality
and the range of the sexual spectrum, and particularly to be able to discuss
intensity of feelings and how to relate responsibly to the opposite sex.

~ The question was asked ““Is it really so bad that youngsters should
experience the romantic young love of which they are physically capable, if
they are also emotionally stable and mature enough for it, if homes and
schools can provide them with adequate and psychologically desirable sex
education?”. It was recognized that many young people had sexual re-
lationships. Surveys have recorded considerable variation in the age of first
coitus; for example, in one country 34 of males and 17% of females had
experienced coitus by the age of 18, whereas in another the figures were
59% of males and 37% of females. In a representative sample from a city in
a third country about two thirds of the girls, but only one third of the boys,
had experienced intercourse by the age of 16. Given this incidence, a
programme of sex education and provision of contraceptive services was
considered essential to enable the young to reach adulthood without the
burden of early pregnancy. '

Obstacles to sex education for young people

In countries where sex education is not part of the accepted curriculum and
is being introduced and expanded, great sensitivity has to be exercised to
allow for public opinion and cultural and religious mores. Sectors of the
public may consider that, because of their own moral values, information
given in a sex education programme could have a corrupting influence on
the young and they will try to prevent its introduction. The term “sex
education’ may be an obstacle in itself, as it is often seen in isolation
as ‘“‘education in sexual intercourse” rather than as a preparation for
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adulthood. A variety of terms has been used to try and place it in a wider
context and make it acceptable to local culture:

— health and sex education

— education for family life

— humanization of the relationship.between the sexes
— preparation for parenthood

— education for responsible parenthood.

Obstacles to the provision of sex education were identified under the
following categories: '

— obstacles within society
— obstacles within the service system -
— obstacles within the target group.

Obstacles within society
Legal '
— Dissemination of information, such as being unable to discuss
abortion in some countries

— Specific restrictions, such as the mass media restricting the adver-
tising of contraceptives -

Cultural

— Unacceptability by the local authority

— Parental resistance ‘

— Lack of public awareness of the problem

— Resistance by religious groups

— Traditional values (e.g. sex roles), attitude towards marriage, etc.

— Socioéconomic aspects - ' '

— Educational level

— Demographic aspects, such as pronatalist or antinatalist govern-
ment policy

— Ethnic minority groups with different values

— Auvailability of educational programmes -

Obstacles within the system

— Resistance to change at management level
— Lack of sex education in curricula for teacher training



Conflicting messages/information from different sources
Conflict between values transmitted in formal and informal systems

Obstacles within the person providing education, sometimes lead-
ing to avoidance of dealing with sexuality by medicalizing the issues

Vertical teaching systems
Lack of consultation between teachers and school health personnel

Traditionally organized systems, classroom teaching, didactic
teaching, etc.

Lack of specific integration of information in the curricula

Lack of sex education material appropriate to the needs of adol-
escents both within and outside the school

-Lack of knowledge about the concerns of adolescents

Lack of adolescents’ influence on what they want to learn, and lack
of involvement in the teaching. -

Obstacles within the target group

Inhibition:when working in groups

Lack of trust in teachers (due to their attitude, sex, age appearance,
lack of knowledge, etc.)

Different stages of sexual maturation among members of the target
group

Lack of trust of the school system (confidentiality, etc.)

Pressure from peer groups (values, behaviour)

Culture conflict as with children of migrants and young migrants
Physical or mental handicap

With the identification of some of the obstacles, it will be easier to
develop strategies to overcome them at the different levels.

: Famlly planning services for young people

Whereas most governments try to remove the stigma attached to teenage
pregnancy and are aware of its incidence, there is not always agreement on
the provision of family planning services for young people and these vary _
throughout the Region. In some countries family planning for young
people is available within the national health service, from family doctors
as ‘well-as family planning clinics and special centres for the young. In
others the outlets are few and the provision of contraception to those under
18 may be prohibited by law.



Even when contraception for young people is legal, services may be
limited because of the fear that being seen to provide facilities will be
considered an encouragement to early and premarital intercourse and
promiscuity. ‘

Most young people do not consider the term “family planning” as
being relevant to them; they are not usually planning a family. Contra-
ception, birth control or youth advisory clinic may be terms easier to
identify with.

Publicity is essential in settmg up a centre if full use is to be made of it. It
should be directed at both young people and the professionals caring for
them. Posters, leaflets, articles in newspapers, professional journals and
popular magazmes read by teenagers, and radio and television are valuable
in publicizing services, their location and openmg times.

Referrals from health workers and other sources can be facilitated by
“open house” meetings of local health staff, doctors, public health nurses,
midwives, school, college and other educational representatives, social
workers, youth workers, child care personnel and other interested
workers. Given an opportunity to visit the centre, learn about the services
offered and meet the staff, they may find it easier to refer young people they
have recognized to be in need of contraceptive provision or counselling.

Contraceptive services tend to be female-orientated as the methods
prescribed are usually used by the woman. Young men may feel they are
not encouraged to be responsible or to use contraception. Where an effort
is made to make them feel welcome at centres, both by the attitude of the
staff and by the provision of some obviously male-orientated reading
material, young men may attend both to accompany their partner and
share in the consultations, or to. obtain contraceptives (condoms) for
themselves. They may use the opportunity to discuss their problems or
sexual anxieties — a facility which is not readily available elsewhere.

In addition to clinic- and family doctor-based services, nonclinic-based
counselling or informal youth advisory services may play an important
role in contacting the nonconforming youngster who would not approach
an authoritarian or clinical service. Once initial contact has been made and
confidence established, direct personal referral to the clinical service can be
made more successfully.

Where there is opposition'to the provision of statutory services, it may
be preferable for an independent or voluntary organization to set up pilot
projects. If the work is monitored and evaluated, and reports are written
for wide circulation to the health and education authorities and to the
media for public dissemination, the need and the way of meeting it will be
demonstrated and the pilot projects may provide a model for.inclusion in
national health services: ‘



Obstacles to family planning services for young people

Where there are legal constraints on the provision of contraception for
minors, and parental rights over children are paramount, the setting up of
a service may not necessarily benefit the intended target group, since a
considerable proportion will not use the service if it is conditional on
parental consent.

If the local situation concerning pregnancy, abortion or incidence of
sexually transmitted diseases has not been researched and the findings
made known to policy-makers and the public, sympathetic support may
not be forthcoming. Where termination of pregnancy is not legally avail-
able, provision of contraception becomes even more important.

In response to pressure from religious and traditionalist groups that
oppose easier access, regulations and new interpretations have recently
been introduced in some countries of the Region that have made it harder
for young people, who know they are at risk and would benefit from
contraception, to be seen using the services.

In some areas the medical profession does not give family planning
high priority if it does not value it as a preventive health measure or if it
finds it medically uninteresting and unchallenging. Financial consider-
ations have been known to be an obstacle if the practitioner gains a
proportion of his income from terminating pregnancies and providing
private services, or on the other hand if he fears that he will lose the family
as patients if he antagonizes the parents by providing birth control for their
children. .

There are many obstacles within the target group, including lack of
knowledge and of factual information. There may also be fear of services
and medical procedures, myths about the safety of available contraceptive
methods, and even difficulty in accepting the fact of a sexual relationship.
Obstacles to the provision of family planning can be identified under the
same categories as those for sex education.

Obstacles within society
Legal
— Age of consent, age of consent to medical treatment, age of majority
— Contraception and its provision
— Abortion and its availability

Cultural

— Parental opposition

— Religious opposition

— Cultural and religious nonacceptability of certain methods



Lack of understanding or acceptance of adolescent lifestyles
Lack of public awareness of the problems

Socioeconomic

Medical insurance systems excluding‘ young people
Health services budget limitation
Demographic issues, pronatalist or antinatalist government policy -

Government policies regarding services — centrally funded or
independent

Low priority given to adolescents
Low priority given to family planning in general

Obstacles within the service system

Restrictive laws and regulations

Lack of knowledge among service personnel
Negative attitudes of staff to young people’s sexuality
Lack of facilities, trained personnel, funds, etc.

Lack of anonymity, uncertainty about confidentiality
Excessive fees for adolescents

Lack of appropriate information

Lack of contraceptive methods acceptable to adolescents or
providers

Geographical inaccessibility

Unsuitable opening hours

Lack of sufficient data for planning -
Lack of appropriate training programmes
Low medical priority of family planning

Obstacles within the target group
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Resistance to the idea of contraception

Lack of knowledge about availability and use of services
Lack of trust in'the services provided

Lack of forward planning

Resistance to planned use of contraception

Fear of side effects of contraception

Fear of medical examination



— Peer pressure
— Attitudes of adolescent males and females towards responsibilities

— Adolescent tendencies toward risk-taking behaviour, social re-
volt, etc.

— Sexual stereotyping (mass media influence)
— Wish for a child

DEVELOPMENT OF SEX EDUCATION PROGRAMMES

Development of curricula

Programmes are most effective if they have the support of the education
authorities and if time is given to deciding what factual matter should be
included to give adequate knowledge of mental, physical and emotional
factors, and how responsible attitudes towards sexuality could be devel-
oped. Itis important to stress the positive values of an understanding of the
nature of sexuality and its significance in responsible human relationships,
and to stress the equality of the sexes despite their different roles.

Sex education that is integrated throughout the school curriculum
from preschool level to primary school and secondary school is preferable
to a single course of instruction in the final year. By that time much
information, possibly inaccurate, will have been acquired, and anxieties
and ignorance about sexual matters will not have been relieved.

Three stages in the development of a sex education programme were
described.

— Existing curricula in all subjects taught at school were studied
and evaluated to determine to what extent the subject could be
incorporated.

— Pilot studies were implemented, introducing experimental curricula
_into selected schools for evaluation.

— Final curricula were developed and are to be evaluated.

There would be a great variation in planning programmes for different
areas that would reflect social conditions and expectations. For example,
in a more liberal setting, marriage would be less important and the fre-
quency of the single-parent family would be recognized, whereas in more
conservative areas sexual behaviour could only be discussed within a
marital context.
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A basic core of information should be included, adapted to different
age groups. The content could be repeated at different levels of child/adol-
escent development, since different questions would be asked, but in-
formation given should not be more than is asked for at any stage.

The curriculum should include information about the male and female
body and its functions, changeés that occur at puberty and the variations in
both the timing of the event and in outcome of physical development that
might lead to anxiety. Reproduction, conception and contraception, preg-
nancy and childbirth would be included. An understanding of the sexual
spectrum and the place of homosexuality, masturbation and sexually
transmitted diseases should not be overlooked.

Sex education should be part of a broader programme (e.g. “healthy
lifestyles”, “preparation for adulthood”) that builds an understanding of
the moral values needed to provide rational bases for making decisions,
develops objective and understanding attitudes towards sex in its various
manifestations, and fosters an appreciation of the positive satisfactions
that honest and considerate relationships can bring. o

Training of staff

For optimal effect, the training of educators should begin early, before sex
education programmes are introduced into schools.

Inclusion of sex education in teacher-training curricula will give basic
knowledge and awareness of the input of the programmes, as well as
making the young teachers more understanding of their own sexuality,
that of other people, and their differing views.

Not every teacher will elect to become a sex educator, or be effective if
trained. Sex education is unlike educationin general in that it directly, or in
a very personal way, relates to the decisions people make about their lives.
It is important to be sensitive to and to respect the privacy of both the
educator and the student. '

Training should include knowledge of the basic facts of human sexu-
ality and an understanding of developmental, psychological and social
factors, but should also provide a setting for the acquirement of the
communication skills needed to transmit that knowledge, and develop
empathy and understanding of the needs of the students. Sex educators
should be given the opportumty to develop an awareness of their own
sexuality, its needs and expression, and recognize their particular inhib-
itions and areas of discomfort. Various techniques were suggested to
facilitate this type of training, rather than didactic teaching.

For example, the use of small group discussions could be explored,
- where questionnaires on different aspects of sex education are used to
initiate discussion on sexual matters. A series of case histories presenting
different situations can be used as a starting point for discussion of feelings
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about any particular behaviour or practice to allow clarification of atti-
tudes. In this way the privacy of the participants is respected, and they gain
experience in discussing sexual matters and attitudes and learning from the
views of others. ,

_Role playing increases the understanding of other views and is a useful
technique in studying attitudes.

Familiarity with sex education material and audiovisual aids should be
acquired, and-the development of material suitable for the target group
and the culture should be encouraged. C o

There should be a commitment to continuing education both for
updating and for increasing skills, and this should be met by inservice
training. .

The use of language in sex education was discussed. It was agreed that
there may be discomfort or opposition to the use of vulgar or colloquial
expressions for bodily functions and sexual parts, but it was recognized
that, without an understanding of the nonmedical terminology, communi-
cation would be difficult. It was felt appropriate to acknowledge and be
familiar with these terms, but to introduce and familiarize students with
less emotive and acceptable language that would enable them to talk about
sexual feelings and functions more freely.

Sex educators are not only teachers — they may be social workers,
youth workers, members of the peer group, or belong to the health pro-
fessions. They would all benefit from specific training in sex education.

Implementation of programmes

Parental influence can vary from being completely prohibitive and dis-
couraging any consideration of sexual matters, to allowing sexual ex-
pression only within marriage, to being understanding and supportive of a
young person’s sexuality and encouraging sex education. Many parents are
unaware of the changing pressures that their children face and their
concepts of the problems may be quite irrelevant to their children’s life.
They may express retief that another agency such as the school is taking the
responsibility, or may regret their own inability to play a more useful role,
particularly in the early years of childhood. Many parents would welcome
further education to enable them to be more informed and helpful to their
children, and it was agreed that both radio and television programmes
directed towards adults could give them better information and support in
this role. During adolescence there may be a need for privacy between
parents and their offspring, and another adult such as an aunt, uncle or
older person may be a more acceptable confidant to the young person.
Magazines and newspapers read by young people could be a useful
source of information, and material presented on film and television, and
more recently on video, has a wide impact. Values portrayed-in the media
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and in popular culture and music might not be those that would encourage
stability and social responsibility, but they could be used as examples to
discuss the values portrayed and assess such attitudes.

Other agencies involved in family planning have become involved in
sex education. Partly as a result of this, there has been a shift in emphasis of
both content and methodology of sex education where programmes have
been in use for some years, To begin with, teaching was formal and subjects
were introduced according to the medical model, concentrating on repro-
duction. Educators were often medical personnel.

Specialists now offer their skills to teachers and other professional
educators, and prefer not to attend a school for a single session that is
usually devoted to contraception and sexually transmitted diseases and is
held just before school-leaving age. There is also more emphasis now on
personal relationships and sexuality, which is perceived as more than
sexual intercourse. More attention is paid to the importance of sexuality as
avalue initself and in a social context. The format of teaching has changed
from the single “lecture” to an integrated programme, or series of visits,
and the method of education has changed. In place of the didactic lecture
there is greater use of participatory techniques, such as role playing and the
use of quizzes, and particularly inthe older age groups there is a preference
for small group discussions in which the teacher acts as a facilitator to
encourage expression of opinion that allows the students to talk about
matters that directly concern them.

There are some schemes whereby young volunteers have been trained
as reliable conveyors of information to their peer groups, and have been
able to refer those in need to the appropriate service. This is most effective
for groups that have left school and may have had madequate sex edu-
cation, and who are sexually active but not confident in approaching
established medical sérvices for advice. There is a high turnover rate of
young volunteers because of their educational or employment commit-
ments, and the system of training has to be continuous, but the long—term
effect is beneficial in producing an increasing number of informed in-
dividuals who continue to act as resource and referral advisers to their
peers. :
Telephone answering services are provided by some famlly planning
agencws These are w1dely used to give information on factual matters such
as provision of services, use of contraceptives, etc. Also, because of their
anonymity, they are preferred by many young people concerned about
their sexuality or sexual relatlonshlps and wishing to discuss them with an
informed person.

Some groups of young people are pamcular]y vulnerable, and liable to
be overlooked in sex education programmes. One such group are migrants,
who may have to adjust to different cultural practices and' expectations
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which may conflict with their upbringing. The identification and training
of suitable members of a migrant community to act as links and inter-
preters is important in dealing with this problem.

Another group likely to be overlooked comprises the physically or
mentally handicapped, particularly if they are isolated in particular edu-
cational institutions or hospitals catering for their disability, or are con-
fined to their homes. This may be due to a reluctance to recognize the
sexuality of handicapped people and their need of expression In some
areas programmes have been established to educate those caring for the
handicapped so that they can provide sex education and recognize the
sexuality of those they care for and provide for its expression.

Nonmedically-based counselling services for young people are particu-
larly important. Their informal, open-door approach and use of trained
counsellors has allowed them to be used as an alternative source of
information, and by young people who are uncomfortable with established
services. Although they deal with a variety of problems, including home-
lessness, loneliness and drug and alcohol abuse, a number of the young
people they see may have problems related to their sexuallty that require
understanding and counselling.

The role of libraries accessible to young people in providing books on
sexual matters should not be overlooked. This is a popular and important
medium of sex education in matters that are of particular concern to the
individual.

DEVELOPMENT OF FAMILY PLANNING SERVICES
FOR YOUNG PEOPLE

Sex education by itself neither prevents nor promotes sexual activity in
young people. The provision and use of contraception should be given
priority if pregnancies in young women are to be reduced and young
people are to be able to express their sexuality without unnecessary fears.
This is obviously easier in those countries where family planning services
are already established, but there is a need for services to include this
particularly vulnerable group in areas where provision is still bemg'
developed.

Experience shows that the beneficial effects of providing services, as
indicated by pregnancy rates in the target group, takes from 3 to 10 years to
become apparent. This reflects initial hesitation — particularly before
possible pregnancy makes consultation necessary — until the service is
accepted with confidence and can be used before or early in a sexual
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relationship, as much early sexual activity is unpremeditated and may not
be within an established relationship. Where adequate services are pro-
vided, national rates of pregnancy that end in birth or abortion have shown
a decline over the years. Where abortions are legal, the birth rate may be
reduced initially by increasing‘use of abortion, but as the use of contra-
ceptive services increases there is a reduction in the total pregnancy rate
and a corresponding reduction in the abortion rate. This has been noted
particularly where the sex education programme has stressed the responsi-
bility of both partners. An awareness of the hazards of sexually trans-
mitted diseases has led to an increased acceptance and use of the condom
early in relationships However, most young people still make their first
contact with a service-providing unit when they thmk they might already
be pregnant.

With increasing knowledge and availability in some countries of post-
coital contraception that can be used up to 72 hours after intercourse, more
young people are presenting themselves after unprotected coitus. This may
result in a decreasing number of abortions, but is also important in
establishing contact with a service which, if acceptable, will allow dis-
cussion and provision of future contraception.

The place of family planning services for young people in the health service
structure

To ensure the widest coverage, services should be provided at a number of
outlets, both integrated into the existing services and by setting up special
services aimed at the target group. This would also allow some choice on
where to go for advice, an important factor if services are unacceptable ina
particular setting, usually due to lack of empathy with the provider or a
fear of lack of anonymity.

Integrated services

Integrated services mclude family doctors or general practitioners who are
willing to provide contraception, maternal and child health clinics and
other community-based services, school health services, and outpatient
clinics attached to hospitals. Where services are integrated and use the
same premises, they can be made more readily acceptable by providing a
special service for young people at different hours, and/or by using dif-
ferent staff who are sympathetic to the needs of the young.

Where there is full integration with services for adults, there may be
anxiety about reception and anonymity. However, where only an inte-
grated service is provided a large proportlon of the target group will not
come forward if a special approach is not offered.
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Special services for young people

There is a variety of services for young people which have an important
role to play in the provision of contraception.

~— Adolescent clinics have been established in some areas to counsel
young people on medical and general problems; sexual and repro-
ductive aspects are also dealt with.

— Student health services attached to universities and colleges of
further education can be, and often are, used to provide contra-
ceptive advice. '

— Contraceptive clinics for young people allow an approach that is
directed at the target group, and is recognized by them as being
prepared to offer help, so that initial reluctance to attend may be
lessened.

The special service units also have a role as a training facility for staff
who may then work in the integrated services, and in this more flexible
setting can test and evaluate new approaches.

Services for young people should respond to the needs of their local
target group and to changes in the group, such as the presence of new
immigrants. They should also be prepared to provide new services if a need
becomes apparent, for example screening for rubella, infection testing, or
pregnancy counselling.

Where different services are provided for young people, the value of an
advisory or coordinating committee to exchange information and ideas at
local as well as national levels is important. Such a committee should
include representatives from the social and educational services, youth
workers and service providers. The possibility of including representatives
oflocal young people, so as to allow them to present their views, should be
considered.

Sexually active young people from rural areas often have no access to a
central service. In rural areas in many countries, early pregnancy usually
results in marriage. Priority there could be given to the training of mid-
wives as providers of contraception, as they are usually local people.

Roles and training of staff

In providing family planning services for young people the attitudes of the
providers are crucial. Those responsible for the organization and planning
of services, decision-makers, politicians, administrators, local authority
officials, and the professionals directly involved should therefore under-
stand the importance of family planning for the self-esteem, physical and
mental health, and future life of young people. They should understand the
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special needs and difficulties of young people seeking advice about sexu-
ality and contraception,

The type of service offered and the personnel employed may depend on
the sources of funding and not only on the intention of the service unit, for
example within an integrated health service unit staff may be assigned who
have no particular interest in family planning or young people. Reception
staff, physicians, nurses and midwives may then be confined to traditional
roles. 7

General practitioners and gynaecologists have mostly been responsible
for prescribing modern contraceptive methods such as oral contraceptives
and intra-uterine devices (IUDs). Where they have not had any special
training their interest may be mainly technical, and they may give family
planning a low priority if it is not felt sufficiently challenging.

Until family planning and its implications and consequences can be
introduced into the undergraduate medical curriculum, provision should
be made for special training of doctors in the techniques and skills re-
quired, particularly if they are to work with young people.

As the psychosocial aspects are so 1mportant in dealing with young
people, other categories of health and social service personnel should be
included and trained to provide services. Nurse/midwives are particularly
suitable. From their professional training they are accustomed to pro-
viding health care, and as they are usually women they may relate more
easily to young girls. With extra training nurse/midwives can become
providers of contraceptive care, including prescribing oral contraceptives
and inserting IUDs. Where this has been done, it has been found that their
approach, knowledge and involvement with local people makes them
hlghly acceptable by the target group, and that the standard of medical
care is maintained.

Doctors can then be used as instructors, and for referral and consul-
tation in certain difficult cases that the nurse/midwife has been trained to
recognize. The use of nursing personnel as chaperons for doctors and for
clerical duties is an extravagant use of personnel. :

Services are better coordinated when the unit works as a team that hasa
common recognized goal — to provide the most acceptable service for the
young person — and when each member of the team understands his/her
own role and accepts that of others as complementary.

Inservice training is extremely important. Training will vary for dif-
ferent categories of staff, but there will be some factors in common. There
are various requxrements in the provision of inservice training.

— A handbeok or manual should be available for reference and as a
means of updating both procedure and contraceptive technology. It
would outline the aims and purpose of the unit with which it would
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expect the staff to be in sympathy, for example a willingness to give
young people contraception advice.

— Training in communication skills should be given; this could in-
clude the use of role playing to gain experience of working with
clients.

— Group meetings should be held to give experience in discussing
sexual matters, gain understanding of staff members’ own sexu-
‘ality, and examine their personal/cultural values. This would lead
to greater understanding of the sexual morality and traditions of
different religious, social and ethnic groups. Where staff members
have a varied national and ethnic background, they can contribute
to the exchange of knowledge.

— Working alongside an experienced colleague would facilitate
training,.

— Regular staff meetings should be held. The purpose of such meet-
ings would be to discuss management of the service, case-work and
any conflicts that arise between staff, or complaints from clients.

— Weekday or weekend meetings could be held for updating. Pro-
fessional staff would be expected to attend professional meetings
and read the relevant journals.

Service acceptability and the client

The following criteria are proposed to encourage attendance.

Publicity. Itisessential that available services are widely publicized to
encourage maximum utilization.

Reception. Initial contact either by telephone or with reception staff
must be welcoming if young people are to feel encouraged to attend.

Access. The centre should be geographically situated where there is
easy access, either on foot or by public transport. Directions should be
clear on informative literature, and signposting should be easily visible.

Hours of opening. These should be adapted to the needs of young
people. If it is not possible to provide daily opening, the early evening
and/or Saturday mornings might be suitable for those in education or
employment. In a busy service it might not be possible to allow open access
without long queues building up, but there is a need for young people to be
seen when they arrive, i.e. when their motivation is strong, particularly if
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there is the possibility of a pregnancy or a request for post-coital contra-
ception. A combination of open access and appointments would allow best
use of personnel, but flexibility is important.

Confidentiality. This must be respected by all members of the service.
Clients should appreciate that no information will be given to anyone or
any other agency without their permission.

Credibility. It shouid be established that the service has a positive
attitude to the sexuality of young people.

Milieu. Given a choice, an informal setting is preferable to a clinical
one. It should allow for groups of young people coming for mutual support
and to view the centre. Music may be provided in the waiting areas,
providing some background cover when confidential information is being
exchanged. Drinks or snacks may be available while clients wait.

The staff team. The team should be motivated to work with young
people, and be prepared to continue with inservice training.

Complaints. There should be established channels to deal with com-
plaints from clients or staff. Complaints should be followed up to check
deficiencies in service or personnel, and action taken to correct them.

Types of service. The services provided will vary according to dif-
ferent settings and local demand, but the following have priority.

— Contraceptive provision should include the widest variety of methods
available, and include oral contraception, IUDs, barrier methods
such as diaphragms, condoms and spermicides, and instruction in
natural methods of family planning when requested.

— A pregnancy testing service is necessary, particularly one that uses a
method that can be employed at the centre, and the result obtained
in a short time so that appropriate action may be taken. Other
services may include pregnancy counselling and the decision of its
outcome, to continue or refer for abortion where possible.

— Psychosocial problems will present in the family planning services
and trained personnel should be provided to deal with them.

— General counselling on other aspects of growing up may be pro-
vided, and the inclusion of a trained counsellor or social worker in
the team is of great benefit.
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— Infection testing is valuable if there are the laboratory facilities for
bacteriology and referral to other services is not deemed suitable.
Screening of young women for immunity to rubella can be in-
cluded, and sometimes early treatment of subfertility and advice on
preparation for parenthood may be given.

CONCLUSIONS AND RECOMMENDATIONS

Education

Guidelines for educational programmes

General principles

1. Sexuality in sex education programmes is often presented in a negative
fashion; it should be portrayed in a positive manner with the emphasis on
understanding, mutual tenderness, delight and responsibility.

2. The young people’s own concerns about their sexuality should be
considered in planning sex education programmes and disseminating
information, and the value of peer groups should not be neglected.

3. Research is an important tool in changing attitudes and creating
public and official awareness of problems.

Recommendations

1. There should be further research into adolescents’ own perception of
their needs in sex education and better dissemination of research findings,
which can be done through clearing-houses and other mechanisms, in
order to raise the level of public and official awareness.

2. Guidelines for sex education programmes and for sex educators
should be laid down in written form by each individual programme
designer according to local situations, so as to provide a framework to
safeguard the dignity and integrity of both student and teacher,

3. Sex education should be age-specific, beginning early in life before
school age. In this, parents play a crucial role. Channels should be de-
veloped to give parents the appropriate knowledge and skill to give in-
formation and educate their children.
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4. Asthe emphasisin sex education is frequently focused on reproductive
practice and consequences, and is directed at girls, more emphasis should
be given to the roles and responsibilities of both sexes.

5. Sex education must be an integral part of education in every school
system, to be implemented before puberty and enforced by legislation.

Content of educational programmes

Recommendations

1. The basic content of every sex education programme will be infor-
mation on human anatomy, reproductive physiology, family planning and
emotional aspects.

2. Owing to the various cultural and socioeconomic conditions in dif-
ferent countries, the content of sex education programmes should be
tailored to meet individual requirements, but will contain basic infor-
mation on human anatomy, reproductive physiology and family planning.

3. Since little written/audiovisual material is aimed specifically at adol-
escents, a greater variety of educational target-group material should be
produced. - - o )

4. The ways in which sexuality and sexual relations are portrayed in the
popular media and advertisements should be considered in all sex edu-
cation programmes, stressing the importance of equality between the sexes
and the emotional aspects of sexual relationships.

Educational staff and their training

General principles

1. The minimum requirement for a good sex educator is a basic know-
ledge of the facts concerning human sexuality, proficiency in communi-
cation skills, and experience of group work.

2. Inorderthatsex education can be taught with empathy, sex educators
should be specially trained over and above their basic qualification.

3. Sex educators should be willing to continue and update their training.
This can be facilitated by inservice training.
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Recommendations

1. Ministers of education and of health should ensure that training in sex
education is included in the basic content of all training programmes for
teachers and health professionals.

2. Teachers who are currently working in sex education programmes
must be given additional training.

3. Institutions providing sex education training should offer continuous
revision courses and inservice training, and sex educators should be willing
and encouraged to attend these courses.

Services

Guidelines for the provision of family planning services for young people

General principles
1. Sex education is not really effective if there is no family planning
service to back it up.

2. Since cultural and socioeconomic settings vary, adolescent service
models will vary accordingly.

3. A guarantee of confidentiality is essential before adolescents can feel
confident to make use of the service, and no information should be
disclosed without their express permission. However, they should be
encouraged to discuss the situation with their parents.

4. The credibility of services for voung people depends largely on the
supportive attitudes of staff towards adolescent sexuality.

Recommendations

1. To make family planning accessible to young people, legal obstacles
should be removed. It is the duty of concerned organizations, individual
professionals and groups to work towards this end.

Orgadization and setting of family planning services for young people

General principles

1. A successful service usually displays the following characteristics: it is
well publicized; it is geographically accessible with convenient opening
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hours; it has a welcoming and informal atmosphere; and the staff are
selected for their suitability in working with young people.

2. Experience has shown that initial contact between serv1ces and adol-
escents is often the result of feared pregnancy

Recommendations

1. Governments should recognize and ensure appropriate funding for
the establishment of family planning services offered to young people.-

2. All services for young people shonld provide pregnancyrtesting.

3. Pilotservices should be set up and supported atlocal level to provide a

" model for the natlonal level.

4. Centres that do not offer comprehensive services should have estab-
lished channels for referring clients to the relevant services. '

5. For overall coverage it is necessary to depend on adolescent services
integrated within a comprehensive family planning network, but it is
recognized that separate additional services will always be essential.

6. Provision of services should be adaptable to meet changing needs.
7. Services for young people should be provided by multidisciplinary
teams.

Staff and their training

General principles

1. Personnel should be supportlve towards adolescent sexuality and the
provision of specific family planning services for adolescents.

2. An understanding of and acceptance of the sexuality and cultural
values of other groups is needed (such as sexual minorities, ethnic and
- religious groups, and the physically.»and mentally handicapped).

3. Owing to the nature of the work, it is important that mdlvrdual staff
members feel at ease with their own sexuality.

4. Itisimportant that the different categones of staff recognize and agree
on each other’s roles and acknowledge the importance of each other’s
contribution to achieve a common goal.
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5. Nurse/midwives and pharmacists are often an overlooked resource in
delivering family planning services.

Recommendations

1. Staff working with young people within integrated family planning
services and separate young people’s services should have some special
training in understanding adolescent sexuality and behaviour.

2. During training, personnel should be made aware of their own cultural
values and sexuality so that they may be more sensitive to differences in
others.

3. Inservice training, including continued support and updating, should
be provided for all categories of staff.

4. Training for providing family planning for young people should en-
compass not only the medical aspects but should include psychological,
social and emotional factors.

5. Midwives and suitable nurses should be trained for the delivery of all
kinds of contraceptive service. Where legal barriers prevent such a role,
these obstacles should be removed.

General recommendations

1. There should be coordination at national and local levels between
departments of health and education and other concerned bodies in the
provision of sex education and family planning services.

2. There should be greater collaboration at the international level be-

tween relevant bodies (intergovernmental and nongovernmental organiz-
ations) engaged in research on sex education and services for young people.
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RESUME

Introduction

La réunion a été suivie par onze conseillers temporaires dont un de I’Organisa-
tion des Nations Unies pour ’Education, la Science et la Culture (UNESCO)
et un de la Fédération internationale pour le Planning familial (IPPF). Parmi
les disciplines représentées figuraient ’éducation, la psychologie, la pédiatrie,
la démographie, I’obstétrique et la gynécologie, la planification familiale
et la médecine psycho-sexuelle,

La réunion faisait suite a une étude sur la planification familiale et
I’éducation sexuelle des adolescents effectuée en 1981 par le service de la
planification familiale. Le projet de rapport de cette étude, qui présente
de maniére critique les stratégies appliquées dans divers pays pour fournir
aux adolescents des services de planification familiale et d’éducation sexuelle,
a servi de document de base pour le groupe de travail.

Discussion

Les participants ont examiné les obstacles qui s’opposent dans plusieurs
pays a I’éducation sexuelle et a la fourniture de services de planification
familiale aux adolescents.

Ils-ont étudié les conditions de I’élaboration des programmes d’éduca-
tion sexuelle en mettant l’accent sur les contenus de ces programmes, la
formation du personnel et la mise en cuvre des programmes. Ils ont égale-
ment étudié la création de services de planification familiale pour les adoles-
cents en insistant notamment sur les réles du personnel et sur sa formation
ainsi que sur la fourniture de services acceptables pour le groupe cible.

Recommandations
Education
Directives pour les programmes éducatifs

1. 1l faudrait étudier de maniére plus approfondie la conception qu’ont
les adolescents de leurs besoins en matiére d’éducation sexuelle et diffuser
plus largement les résultats de ces recherches, par le biais de bureaux de
centralisation des informations ou de tout autre moyen, afin de sensibiliser
davantage le public et les responsables.
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2.  Des directives pour I’élaboration des programmes d’éducation sexuelle
et a lintention des éducateurs sexuels devraient étre rédigées par les diffé-
rentes personnes compétentes, en fonction des conditions locales, et fournir
ainsi un cadre permettant de protéger la dignité et I'intégrité tant de ’étudiant
que de ’enseignant. ‘

3. Lducation sexuelle devrait étre adaptée a 1’age et débuter tot dans
la vie, avant I’ge scolaire, quand les parents jouent un role crucial. 1l faut
pouvoir fournir aux parents les connaissances et les moyens nécessaires pour
informer et éduquer leurs enfants. ‘

4. Lducation sexuelle étant souvent axée sur la reproduction et ses
conséquences, et destinée aux filles, il faudra souligner davantage a ’avenir
les roles et les responsaiblités des deux sexes. :

5.  Lducation sexuelle devrait faire partie intégrante de I’éducation
dans tous les systémes scolaires. Elle devrait avoir lieu avant la puberté et
étre rendue obligatoire par la 1égislation en vigueur. )

Contenu des programmes éducatifs

6. Etant donné que les conditions culturelles et socio-économiques varient
selon les pays, le contenu des programmes d’éducation sexuelle devrait étre
congu en fonction des besoins individuels, tout en contenant des informations
de base sur ’anatomie humaine, la physiologie de la reproduction, la planifi-
cation familiale et les aspects émotionnels. '

7. Comme il existe peu de ﬁrogramm’es éducatifs audiovisuels destinés
spécifiquement aux adolescents, il faudra en accroitre la production.

8. Tous les programmes d’éducation sexuelle devraient tenir compte de
la fagon dont les grands moyens d’information et la publicité décrivent la
sexualité et les relations sexuelles et insister sur l'importance de Iégalité
. entre les sexes et sur les aspects émotionnels des relations sexuelles.

Le personnel enseignant et sa formation

9. Les ministéres de ’éducation devraient veiller a Iinclusion de la forma-

tion & 1’éducation sexuelle dans tous les programmes de formation de base
des enseignants et des professionnels de la santé. -

10. Les enseignants qui appliquent déja des programmes d’éducation
sexuelle devraient recevoir une formation complémentaire.

11. Les établissements qui donnent une -formation en éducation sexuelle
devraient offrir des cours permanents de mise a jour et de formation en cours
d’activité; les éducateurs sexuels devraient étre disposés & suivre ces cours et
y étre encouragés. ‘ . :
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Services

Directives pour la fourniture de services de planification familiale
aux adolescents

12.  Afin de rendre la planification familiale accessible aux adolescents,
les obstacles juridiques doivent étre levés. Les organisations, les différents
professionnels et les groupes concernés ont le devoir d’agir en ce sens.

Organisation et mise en place de services de planification familiale
a lintention des adolescents

13.  Les gouvernements devraient reconnaitre la nécessité de créer des
services de planification familiale pour les adolescents et veiller i ce que ces
services disposent de moyens financiers suffisants.

14. Tous les services pour les adolescents devraient fournir les moyens
de diagnostiquer une grossesse.

15. Des services pilotes d’appui pour adolescents devraient étre créés et
aidés au niveau local afin de servir de modéle pour le niveau national.

16. Les centres qui ne proposent pas tous les services devraient diriger
leurs clients vers les centres compétents.

17.  Afin d’assurer une couverture d’ensemble, il faut que les services pour
adolescents soient intégrés dans un réseau général de planification familiale,
mais des services distincts complémentaires auront toujours un role essentiel
a jouer.

18.  Les services fournis devraient pouvoir suivre I’évolution des besoins.

19.  Les services pour adolescents devraient étre fournis par des équipes
pluridisciplinaires.

Le personnel des services de planification familiale et sa formation

20. Le personnel travaillant avec les adolescents soit dans les services intégrés
de planification familiale, soit dans les services indépendants pour adolescents,
devrait recevoir une formation spéciale lui permettant de comprendre la
sexualité et le comportement des adolescents.

21. Pendant la formation, il faudrait faire prendre conscience au personnel
de ses propres valeurs culturelles et de sa sexualité, afin qu’il soit plus réceptif
a I’égard des différences qui existent chez les autres.

22. La formation en cours d’emploi, y compris les enseignements perma-
nents de soutien et de mise a jour, devrait étre assurée a I'intention de toutes
les catégories de personnel.
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23. La formation 2 la fourniture de services de planification familiale pour
les adolescents devrait recouvrir non seulement les facteurs médicaux, mais
également les facteurs psychologiques, sociaux et émotionnels.

24. Les sages-femmes et les infirmiéres devraient étre formées en vue de
fournir tous les moyens de contraception. Si des obstacles légaux s’y opposent,
il faudrait les lever. S LT )

Généralités :
De nombreux éléments, en matiére d’éducation sexuelle et de: planification
familiale, se recoupent ou sont complémentaires. En conséquence :

25. il faudrait instaurer une coordination 2 1’échelon national et local
entre les départements de la santé et de I’éducation et les autres organismes
concernés par I’éducation sexuelle et la fourniture des services de planifica-
tion familiale;

26. il faudrait développer la collaboration internationale entre les organi-
sations intergouvernementales et non gouvernementales intéressées, engagées
dans des activités similaires et qui font de la recherche dans le domaine de
I’éducation sexuelle et des services pour les adolescents.-

Les participants 2 la réunion ont estimé qu’il serait souhaitable de
compléter le rapport du groupe de travail par plusieurs études sur le terrain,
dans différents pays, et d’organiser une réunion pour réexaminer la situation
dans trois ou quatre ans.
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ZUSAMMENFASSUNG

Einleitung

An der Arbeitsgruppe nahmen 11 Berater auf Zeit teil, darunter ein Berater
der Organisation der Vereinten Nationen fir Erziehung, Wissenschaft und
Kultur (UNESCO) und ein Berater der International Planned Parenthood
Federation (IPPF). Zu den vertretenen Fachbereichen gehérten: Erziehungs-
wissenschaften, Psychologie, Pidiatrie, Demographie, Geburtshilfe und Frau-
enheilkunde, Familienplanung sowie Psychosexualmedizin.

Die Tagung fand zur Aktualisierung der Studie iiber Familienplanung und
Sexualerziehung Jugendlicher, die von der Abteilung fir Familienplanung im
Jahre 1981 durchgefiihrt worden war, statt. Der Entwurf des Berichts iiber
diese Studie, in welchem die Strategien der verschiedenen Linder hinsichtlich
der Umsetzung der Familienplanung und Sexualaufklirung Jugendlicher be-
schrieben und erdrtert werden, diente als Grundlage fiir die Arbeitsgruppe.

Diskussion

Die Tagungsteilnehmer besprachen sich iiber die in einigen Lindern angetrof-
fenen Hindernisse in bezug auf die Sexualerziehung und die Organisation der
Familienplanungsdienste fiir Jugendliche.

"Es wurde untersucht, inwieweit Sexualerziehungsprogramme unterstiitzt
werden, wobei der Schwerpunkt auf den Aufbau von Lehrplidnen, die Ausbil-
dung der Mitarbeiter und die Durchfihrung der Programme gelegt wurde.
Ferner wurde der Ausbau der Familienplanungsdienste fiir Jugendliche unter-
sucht, und besondere Aufmerksamkeit wurde der Rolle und der Ausbildung
der Mitarbeiter und der Umsetzung der von der Zielgruppe erwiinschten
Dienste gewidmet.

Empfehlungen
Erziehung
Richtlinien fiir Aufklirungsprogramme

1. “Es miiten weitere Nachforschungen angestellt werden, um herauszufin-
den, welche Vorstellungen die Jugendlichen selbst iber ihre Bediirfnisse in
bezug auf Sexualerziechung haben, und die Ergebnisse dieser Untersuchungen
miifiten auf breiterer Basis bekanntgemacht werden, z.B. durch Informations-
austauschzentralen oder sonstige Einrichtungen, um diese Probleme in das Be-
wuBtsein der Offentlichkeit und der einschligigen Dienststellen zu bringen.

33



2. Nach Mafigabe der ortlichen Voraussetzungen sollten die jeweiligen fiir
die Programme Verantwortlichen schriftliche Richtlinien fir die Sexualauf-
Klirungsprogramme und fiir die Sexualerzieher ausarbeiten, um diesem Be-
reich einen Rahmen zu geben, der die Wiirde und Integritit sowohl der Schii-
ler als auch der Lehrer wahrt.

3. Sexualerziehung sollte dem Alter angepaBt sein und im frithen Kindes-
alter (vor der Einschulung), in dem den Eltern eine wesentliche Rolle zufillt,
beginnen. Es sollten Mittel und Wege gefunden werden, den Eltern das not-
wendige Wissen zu vermitteln, sowie die Befihigung, dieses Wissen an ihre
Kinder weiterzugeben. R ) :

4. Bei der Sexualaufklirung wird hiufig der Schwerpunkt auf den Zeu-
gungsvorgang und dessen Folgen-gelegt und meist werden nur die Midchen
einbezogen; es sollte jedoch die Rolle und Verantwortlichkeit beider Ge-
schlechter unterstrichen werden. - . o

5. Sexualaufklirung sollte in jedem Schulsyétem ein intégr'aler" Bestandteil
“der Erziehung sein, vor der Pubertit erfolgen und gesetzlich vorgesehen
werden. ' : — -

Umfang der Aufklirungsprogramme

6. Wegen der unterschiedlichen kulturellen und sozialskonomischen Vor-
aussetzungen in den verschiedenen Lindem sollte der Umfang der Sexualer-
ziehungsprogramme auf die jeweiligen Bediirfnisse zugeschnitten sein, sie
sollten aber grundlegende Informationen iiber die Anatomie des Menschen,
den Zeugungsvorgang, Familienplanung und emotionale Gesichtspunkte bein-
halten. , . -

7. Da es kaum spezifische éudioviéueﬂe_'ﬁnte'rrichtsunterlagen fir Jugend-
liche gibt, sollte eine grofere- Vielfalt an Lehrmaterial speziell fir diese Ziel-
gruppe ausgearbeitet werden. S

8. Die Art und Weise, in welcher Sexualitit und sexuelle Beziehungen in-
_den Volksmedien und in Anzeigen dargestellt werden, sollte in allen Sexual-
erziehungsprogrammen Beriicksichtigung finden; unter Hervorhebung der Be-
-deutung einer Gleichbehandlung der Geschlechter und emotionaler Gesichts-
punkte. . : . o

Erzieher und derenAu._sbildung » o .

9. Die ;Unte;ﬁchfsnﬂnist,e_rien sollten sicherstellen, daf eine Unterrichtung
in Sexualerziehung in die Grundausbildung im Rahmen jeglicher Berufspro-
gramme fiir Lehrer und Fachpersonal des Gesundheitswesens aufgenommen
10. Lehrer, die Sexualkundeunterricht erteilen, sollten eine zusitzliche Aus-
bildung erhalten. o - ’ o
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11. Institutionen, die eine Ausbildung in Sexualerziehung vermitteln, sollten
fortlaufende Weiterbildungskurse und interne Lehrgiinge anbieten, und Sexual-
erzieher sollten zur Teilnahme an derartigen Kursen bereit sein und dazu mo-
tiviert werden.

Einrichtungen
Richtlinien iiber Familienplanungsdienste fiir Jugendliche

12. Um den Jugendlichen Familienplanungsdienste zuginglich zu machen,
soliten die gesetzlichen Hindemisse beseitigt werden. Es ist Aufgabe der be-
troffenen Organisationen, die Titigkeit von einzelnen Fachleuten oder Berufs-
gruppen dahingehend auszurichten.

Organisation und Einrichtung von Familienplanungsdiensten fiir
Jugendliche

13. Die Regierungen sollten sich iiber die Notwendigkeit der Einrichtung von
Familienplanungsdiensten fiir Jugendliche bewuSt werden und sicherstellen,
daf die entsprechenden Geldmittel zur Verfiigung gestellt werden.

14. Alle dera.ttigeh Einrichtungen fiir Jugendliche sollten Moglichkeiten fiir
die Durchfiihrung von Schwangerschaftsnachweisen bieten.

15. Zusitzlich sollten als Modell fiir Einrichtungen auf Landesebene rtliche
Versuchszentren fiir Jugendliche geschaffen und gefordert werden. '

16. Zentren, die keine umfassenden Dienste anbieten, sollten iiber Moglichkei-
ten verfligen, die Ratsuchenden an die entsprechenden Stellen zu verweisen.

17. Zur allgemeinen Erfassung ist es notwendig, daB die Einrichtungen fiir
Heranwachsende integraler Bestandteil eines umfassenden Netzes fir Fami-
lienplanung sind, es wird jedoch davon ausgegangen, daf Sondereinrichtungen
als Zusatzdienste stets unbedingt erforderlich sind.

18. Das Dienstangebot solite den sich indemden Bediirfnissen angepafit wer-
den konnen.

19. Dienste fiir junge Leute soliten in Form von multidisziplindren Teams an-
geboten werden.

Mitarbeiter und deren Ausbildung

20. Personen, die entweder in integrierten Familienplanungsstellen oder in
besonderen Einrichtungen fiir Jugendliche mit jungen Leuten arbeiten, sollten
iiber eine Spezialausbildung verfiigen, um Verstindnis fiir die Sexualitit und
das Sexualverhalten Heranwachsender aufzubringen.
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21. Wihrend der Ausbildung sollte den Mitarbeitemn ihre eigene Kultur und
Sexualitit ins BewuBtsein gebracht werden, damit sie dem unterschiedlichen
Verhalten anderer aufgeschlossener gegeniiberstehen kénnen.

22. Fiir Mitarbeiter aller Kategorien sollten interne Lehrginge einschliefilich
fortlaufender Forder- und Auffrischungskurse angeboten werden.

23. Die Ausbildung auf dem Gebiet der Fami]ienplanungsdiériste fiir Jugend-
liche sollte sich nicht nur auf die medizinischen, sondemn auch auf die psycho-
logischen, sozialen und emqtionalen Gesichtspunkte erstrecken.

24. Hebammen und geeignetes Pflegepersonal soliten fiir die Durchfiihrung
jeglicher Art von Empfingnisverhiitungsmainahmen ausgebildet werden. Wo
dies aufgrund gesetzlicher Bestimmungen nicht méglich ist, sollten derartige
Hindernisse abgebaut werden.

Allgemeines

Auf den Gebieten Sexuﬂeﬁiehmg und einschliigigé Dienste gibt es viele
Uberschneidungen und Doppelgleisigkeiten. Deshalb sollte es:

25. auf nationaler und lokaler Ebene eine Koordination zwischen den Ge-
sundheits- und Unterrichtsministerien sowie den anderen zustindigen Stellen
hinsichtlich der Sexualerziehung und Familienplanung und ‘

26. auf internationaler Ebene zwischen den einschligigen mit diesen oder
dhnlichen Aufgaben befafiten nichtstaatlichen und zwischenstaatlichen Orga-
nisationen eine engere Zusammenarbeit und Forschungstitigkeit im Bereich
der Sexualerziehung und dazugehérigen Dienste fiir Jugendliche geben.

Die Tagungsteilnehmer hielten es fir angebracht, den Bericht dieser
Arbeitsgruppe durch verschiedene Feldstudien in mehreren Lindemn zu
erginzen und in drei bis vier Jahren eine neue Tagung abzuhalten, um die
Lage zu iiberpriifen. S ‘
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PE3SIME

BBegnenune

B paGoTe IAHHOI'O COBEmMAaHHMA MPHHAIH y4YacTHe ORMHHANATE
BPEMEHHHNX COBEeTHHKOB, B TOM YMCJie OIMH NpeIncCTaBHTesE: OOH
Mo BONpocaM o0pas3OBaHHWA, HAYKH U KYJILTYpH (HECKO) M omuH
NPeCTABHTENM: MexmyHapomHOH delepaimy OGMECTB pPeryJMpOBaHHA
YMCJIEHHOCTH HapomoHaceJyieHHA (MOOPUH). CpemM YYaCTHHKOB
COBeMaHWA CHlJIH CTIEUHAJMCTH B OOJIACTH OOPA30BaHUA, NCHXOJIO~
TWH, TeIHaTPHH, IeMorpadHH, axKymepCTBa, I'MHEeKOJSIOWHM, [JiaHW—
POB3aHHA CEMbH H [ICHXOCEKCYAJIBHOH MeOWLMHN.

CoBemaHye CelJI0O OPraHH3OBAaHO B PAa3BHTHE HCCJIENOBAHWA,
MTOCBAMEHHOI'O BOMPOCAM IMNJIAHHPOBAHMA CEeMbH H MOJIOBOI'O BOCTIH—
TaHHUA MOJIOOeXH, MpoBeNeHHoro B 1981 r. nompasfesieHHeM Mo
IVIAHHPOBaHHN CEeMbH. HCXOMOHHM JOKYMEHTOM COBEMAHWA CITYXWI
MPOEKT OTJYeTa OO0 HCCIIEAOBAHMM, COONEPEANMHI MATEPHANH IMCKYC—
CHH M ONMHCaHHe CTPAaTEerHH, HCTIOMB3YEeMHX B PA3JIMYHNX CTpaHax
NIPH OCYMECTBJIEHHH NEeATEJIbHOCTH [0 MVIAHWPOBAHMI CeMbH W
MOJIOBOMY BOCITIUTAHHMD MOJIONEXH.

luckyccusa

Ha cosemaHWM Onim TPOAHAJIMBHPOBAHKN [TPENATCTBHA, KOTO—
phle BCTPEeYanTCA B Pas/IHYHNX CTPAHAX MPH OPraHU3AlMH [NOJIOBO—
'O BOCIIHTAHUA MOJIOOEeXH, A Takxe ayx0 IUIaHHPOBaHHA CeMnbH,
MPeOHA3HAYEeHHHX ONI1 3TON0 KOHTHHIEHTA.

BHJIM PACCMOTPEeHH BOMPOCH Pa3paGOTKH IMPOrpaMM [OJIOBOrO
BOCITHTAHHA, NPH DTOM OCHOBHOE BHHMaHHE (U0 YIEJSISHO COCTaB—
JIeHMI0 YYEeOHHX IMPOrpaMM, MNOAIOTOBKE [1€pCOHARA H OCYyMECTBJie-
HUI0 NPOrpaMM. DBh/M TakXe pacCMOTPeHN BOPOCH CO3IAHHMA
Ty x6 MJIAHMPOBAHHA CeMBbH [UIA MOJIOJIEXH, NPH 3TON 0coBoe BHMH—
MaHWe GWJIO yheneHO ¢yHKUMAM H TIORQrOTOBKE MMEePCOHANIA, a Takxe
BOIMMPOCaM OPraHHU3aUMK CJyx0, DOCTYMHHX VIR TOH LeNieBOH
IpyTIm.
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PexOMEeHIALMH -
ObGyuexnue

YKasaHuA N0 COCTABJIeHHN . [TPOI'PaMM OOYJYEeHHA

1. HeofxoouUMO MPOOOJIXHUTE U3YYEeHHe BOMpoca O TOM, KakK caMma
MOJIOIeX:h OUEHWBAaeT CBOW MOTPeOHOCTH B IOJSIOBOM BOCMHTAHWH,
MHpEe PacHpPOCTPaHATE Pe3’yJIbTaTH HayuyHHX Pa3spaboToK, HCTOMB-
3yA A 2TOro GAaHKU OaHHHNX WM IpyrHe MeXaHWsMl, C TeM,
yTOGH TOBHCUTH YPOBEHb OCBEIOMIIEHHOCTH Hacenemm 2] odmmxa—
JIBHHX OPraHOB O coc'rom-mu oen B aToHA oénac'm

2. Cocraswrem OTOEeNBHEX MPOrpPaMM OOJIXHH C Y4YeTOM MECTHHX
YCJIOBHI TIOAI'OTOBHTEH B ITMCBMEHHOM BUIE YKa3aHWA Mo nporpaM—
MaM TriOJSIOBOI'O BOCITMTAHHA, a TaKxXe YKas’aHMA WA CNeuHaJIHiCTOB
10 MOJIOBOMY BOCITMTAHMI, UEeJIb KOTOPHX — OOeCIeuMT: CooTBeT-
CTBYKHY® ITHIECKYD OCHOBY B3aWMOOTHOMEHMH MEeXIY CTYOEHTOM
H npernoaaBaTeNieM. ‘

3. InA Kaxnod BO3PACTHOH I'PyMrH JOJEHA OMTH PaspadoTaHa
oTneNnpHaA nporpamma [OJSIOBOIO BOCTIMTAHHMA. HauMHATR ero Halo -
B paHHeM BOSpacTe IO MNOCTYIUIeHHA IleTed B MKOJly, T.e. B
Mepuol, KOorga poJi poaHTesied ocoBGeHHO BeyMKa. HeobxomMo
onpefesSMT: MEeXaHH3Mh, KOTOpse NO3BOJIAMM OH POMMTESIAM [OJy-
YaTh 3HAHWA U HABHKH, HeoOXomvMie A mld)opm{ponar-ma U
BOCIUTAHUA neTeH. ,

4. MOCKONBKY CEeHYAC OCHOBHOE BHHMAaHHEe B [IOJIOBOM BOCIIMTa-=
HUM HEepeIKO yIeJiAeTCA BOMpocaM, CBA3aHHHM C BOCIIPOHM3BOICT-
BOM U ero IOoC/eNCTBUAMH, a Taxkke B CBA3SH C TeM, 4YTO TaKoro
pofa BOCIIUTAHWE B OCHOBHOM ITPOBOIWTCA cpemd IOeBOYEK, cnemy~
eT neNaTeh COSBUMHA YTIOPp Ha pom: - O‘I'BeTCTBe!-ﬂ'IOCTb oboux
I10JIOB. .

5. TonOBOE - BOCITMTaHHE fIOJIKHO CTaTh COCTABHOW 4acCThbl'
mporpaMM oOydeHHA B KAaXnod Mxose, OCYMECTBJIATHCA OO HacTym—
JIEHHWA NiepHoaa MOJIOBOM 3penoc'm U HOJIXHO Ou'n:. 3aKpervieHo B
saxouona'renbnon MOoPAIKE.
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ConepxaHue NMpOrpaMMd COYUYeHMA

6. ConepxaHWe NPOorpaMM MOJOBOMO BOCHHTAHHA IOJIZHO OTBe—
YaTh KOHKPETHHM KYIBETYPHMM H COLMASBHO—-3KOHOMHYECKHM YCJIO-
BUAM PasJMYHHX CTPaH, OOHAKO MPH 3TOM cleqyeT MpegyCMOT—

pPeTh BKJIGUEHME B STH MPOrpalMl OCHOBOMOJArammed uHGOPMALMH
IO BOMPOCAM AHATOMMH YesIOBeKa, (MSHOJIOI'MH BOCIIPOH3BOACTEA,
[IIRHUPOBAHHA CEeMBH, a TaKXe M0 3MOLMOHANMBHHM ACTIEeKTaM.

7. YuuTHBAA He3HAUHTEJNILHHNH oO0beM BUINEeO—-3BYKOBHX MaTepdHa—
JIOB, MOMI'OTOBJIEHHNX CITIELMAJILHO A MOJIODEeXH, HeoOXOOHMMO
YBeJHMUYHTE BHITYCK PA3JMYHNX YUeOHHX MATEepHAaJIOB UIA OAHHOH
LIeneBOH I'DYINH.

8. B pamxax BCex NMpOrpaMM NoJIOBOIO BOCITMTAHHA HeOOXOOHMO
AHAM3HPOBATE METOIM, HCIOb3yeMhie Hanbosiee MNOMmyJIAPHHMHA
CPeICTBaMHM MACCOBOH HHPODMALMH W PEeKJBMOH, NPH OTOCPaXeHHWH
ABJIEHUH XHM3HH, CBA3AHHHNX C CEeKCYaJIbHOCTBK H TIOJIOBHMH OTHO—
MEHMAMH, T@IPH 3TOM OCOO0e BHUMAHWE IOJIXKHO CHTER YIEJIeHO
npoGneMaM PaBeHCTBa MI0JIOB, & TaKXe DMOLMOHABHHM acCTleKTaM
MOJIOBHX OTHCUEHHH.

[IpenomasaTeNIbCKHA COCTAB H ero NoaroTOBKAa

°. MuHHCTepCcTBa OOPA30OBaHUA MHOJIXHH OOECTIeUHTE: BKJIMYEHHEe
BOIMPOCOB MOAI'CTOBKH B OOGJIACTH T[IOJIOBOI'C BOCIIHTAHHA B OCHOB—
Hple nporpaMmi oOyYeHMA BCeX NpenofapaTeliel H MeqpaGoOTHUKOB.

10. JonoyHUTEe NIBHYY NOArOTOBKY OOJIXHN ITPOHTH ITPEriofaBaTelsH,
KOTOPHEe OCYMECTBJIINT ITPAKTHYECKYR IOeATeIbHOCTE IO MporpaM—
MaM IIOJIOBOI'O BOCTIMTAHMA.

11. VYupexneHHA, B KOTOPHX OCYNMECTBAAETCA MNOAIOTOBKA B
OOGJIACTH TNOJIOBOIC BOCTIMTAHHWA, [OO/IKHH OPraHW3SOBWBATE MNOCTOAH-
HhEe KYPChl MOBMMEHHA KBAJMPHKALMH H yuelOy 0e3 oTpuBa OT
[NPOH3BONCTEA, a NpenolaBaTesM B OONMACTH MNOJIOBOTO BOCITHTAHHA
IOJIXHH CTPEeMMTBCA K yvYele Ha TakHX Kypcax, IUIA 4ero cregyer
Pa3bACHATE MM HEOOXOMMMOCTE NOCEMEeHHA KYPCOB.
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CryxCu

YxasaHuAa o opr’ar-msamm CJIYKG nnax-mponar-mn cem:u IJIA
MOJIONeXH - '

12. Urobtu ciyxECH MJIAHHWPOBAHWA CeMbH ChUTM LOCTYITHHNMH IJIA
MOJIONEXH, -HEOOXONHMO YCTPaHHTb npenﬂ'rc'rsm OPUIIIECKOro
XapakTepa. JOCTHEEHWE STOH UeNH ABAASTCA 3afayveil COOTBET-
CTBYIaMHX opr'amdsamm orrnenbx-mx npocbeccuox-xa.m:.mx PabGOTHHKOB

U rpyrl.

OpraHusalmA H CO3JaHHe CNYXO MJIAHWPOBAHUA CeMBbH IUIA
MOJIONeXH )

13. TMpaBUTeNMBLCTBA OOJKHH [TPH3HATH HEOOGXOMMMOCTS - CO3JAHMA
onyx0 IJIAHWMPOBAHHA CeMBH UIA MOJIOOeXHd H oﬁecnenm'rb Bbi JeJie—
HMe HeOOXOIMMHX A 3’1‘01"0 cpenc'na ‘

14. Bce cnyxm'nnax-mpos‘am CeMbH I MOJIOAEXH IOOJIXHBI
NPOBOIUTL aHAJM3H A YCTAHOBNEHHMA OGepeMeHHOCTH. |

15. HeoO6XOoImMMO CO3IaBaTEk BCTIOMOIaTeSIbHHE SKCNEPHMEHTAJIBbHbNE
CNYECs INA MOJIOOEXHW M OKAas3HBaTh HM MOMNEPAKY Ha MECTHOM
YPOBHE, STO MO3BOJMT PaspatoTaTs MOIESk MOJOCHHX cnyxﬁ ona
HCTIOIb3OBAHHA Ha Ha.LMOHaJTbHOM YPOBHe.

16. lleHTpil, He pacrnosaramye KOMUIEKCHHNMHY CJIYX0aMy, IOOJIEHH
paspaloTaTk CHCTEMY Han'paBJ'leHHH MalLMeHToB B COOTBeTCTByKlIIHe
CITy XOnl .

17. B uesAX OXBaTa BCEro HAaCeJIeHHA B NepByWw ouepefb HeoO-
XOIMMO HWHTEIPHPOBATH CJIYXCH IUIA MONOOEXH B CeThb KOMIUIEKCHBIX
CJIYXG TUIRHWPOBAHWUA CEMbH, OOHAKO MPH_ 3TOM, 1O OCMEeMYy MpH3-~
HaHW®, cregyeT paccma'rpuna'rb OTIEeNILHO OEHCTBYNMHMe CIIYXCH B
KayecTse Baxﬂor'o nonommem:ﬂoro KOMITOHEHTa OfmeN CeTH.

18. Heo6XomIMO OOECTIeUHTE BOSMO!IU-!OC_TB MEepecTpoOriKy nefATesb—
HOCTH CIyx0 B COOTBETCTEHM C H3MEHAKMHMHCA NOTPECHOCTAMA.

19. JleATenMBHOCTH ‘CnyxG OIA MOJIOOEXH NOJIXHA OcymeCTWH
C TOMONMBI0 MHOIOMHCLMIVIMHAPHHX Gpurag.
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[lepcoHan ciay=0G H ero noaroToBka

20. [llepconan, paGoTaAKMHA C MOJONEXBO B HHTEIPHPOBAHHHX
conyx6ax IUIAHHPOBAHHA CeMbH WIH B OTHENBHO NEHCTBYRMHMX CITYyX—
Gax 1A MOJIONEeXH, DOJIXEH MMPONTH OnpeliesfieHHWH KYpC CreuHanb—
HOM TIOAI'OTOBKH, YTO [C3BOJIMT PAGOTHMKAN MOJIYYHTEL Jydmee
npeancraBfieHHe O MOBefeHWH W CEeKCYAJIbHOCTH MOJIONeXH.

21. B xome Takoro pofa MNOAIOTOBKH NEpPCOHANY CIYXRO IOIXHO
GTH OKA3aHO CONEACTBHE B OCOSHAHMH CBOHMX COOCTBEHHHX Mpol-
JIeM, CBA3AHHHX C KYJBbTYPHHMH LEHHOCTAMH ¥ CeKCYyaJIbHOCTBN,
YTO MO3BOJIUT UM C CONble OTBETCTBEHHOCTBR MOOXOOHTE K

npoGneMaM Opyrux Jmnet.

22. Bce KaTeropHM MepCCHANA IOJIXHH OHTHL OXBaveHH MOIIOTOR~
KOH 0Oe3 OTPHBa OT MPOM3BOOCTBA, BKJMOYAA yuelSy Ha Kypcax
YCOBEPMEHCTBOBAHHA K Ha MOCTOAHHWX KYPCAX MOBNMEHHA
KBaymHKalMH.

23. Tlonroroeka NepCoHa/A MO BOMPOCAM OPraHH3alMH CIYXG
TUIAHHPOBAHUA CeMBbH [UIA MOJIONeXH NOJIXHA BKJIYATE HE TOJIBKO
MeIMIIMHCKHEe, HO TAaKXe [ICHXOJIOTHYECKHe, COLMAIBLHHE W DMOLMO-
HaJIbHNE ACIIeKThH.

24. AKYNEPCKHI U COOTBETCTBYNMHMI CECTPHHCKMI MEepCOoHa OoS-
XEH NMPOUTH OOyuYeHHe BCeM MeTOLAM MPeNyTIPEXNEHHMA GepeMeHHO—- |
CTH. B Tex cayvyasx, KOr'fa CYyMeCTBYNT 3aKOHOIATEJSIbHHEe
MMPENATCTBHA WIA TakKoro poia OeATEeNIbHOCTH, 2TH IPENATCTBUA
JOJIXHN OCHTB YCTPAHEHH.

Ofmue noJSIOXEHHA

MHOI'He acneKkTu MNOJIOBOrO BOCTIMTAHHA M IOeATEeNIHbHOCTH
COOTBETCTBYIMHX CJTYX0 COBNABANT H B32HMHO MOOMNOJHANT OPYTr
mpyra. B CBA3H C 3THM:

25. Heo0XO MO KOOPIMHHPOBATE HA HAUMOHAJIBLHOM H MeCTHOM
YPOBHAX REATEJIbHOCTEL YUYPEeXNeHHH 3IpPaBOOXPAaHeHHA H ofpasoBa-—
HHA, @ TaKXe NPYI'HX 3aHHTEPEeCOBAHHHX OPraHOB B OGVRACTH
MTIOJIOBOI'O BOCTIHTAHMA H OPraHH3alLIMM NEeATEeIHLHOCTH CJTyxG [UIaHu-
POBaHUA CeMbH, H
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26. HEOOXOOMMO PasBHUBATH COTPYIHWYECTBO HA MEXAyHAPOOHOM
- ypOBHE MeXJly COOTBETCTBYHMMMH MEXNPaBHTEJILCTBEHHMMH W He-
[MPABUTEILCTEEHHHNY OPraHW3aLMAMM, [TPOBOOANMMH aHAJIOTHYHYD
NEeATeNBHOCTD U MCC/EeNOBaHHA MO BOMPOCaM [MOJIOBOI'O BOCIHTAHMA
Y npoGJsieMaM, CBASAHHHM C LEeATEeBHOCTBI CHYEOG WA MOJIOJeXH.

YYacTHMKH COBeMaHMA MpHMJIM K BHBOOY O TOM, WTO Cwuio Ou
nesiecooBpasHo Mocsie MOAroTOBKH oTvyeTa o padore JaHHOM Ipyn—
N [POBECTH PAN HUCCNSNOBaHWH B DTOH OONacTU B Pas/MUHAX
CcTpaHaX, a 4Yepes TPH-YEeTHpe I'Oflla OPraHHWSOBaThk COBemMaHHe
U1 PACCMOTPEHHA IIOJIOXEHUA nell.
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