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EDITORIAL

Gauden
Galea

On the 19-20th of September, 2011

the United Nations (UN) held its first
High Level Meeting on Noncommuni-
cable Diseases (NCDs). The fact that

this was only the second time that the
UN has held such a meeting on health
(the first being in 2001 on HIV/AIDS)
speaks to the significance of NCDs and
the impact they have on all societies. At
present 63% of deaths globally (just over
36 million deaths per year) are due to
NCDs, primarily diabetes, cancer, chronic
respiratory diseases and cardiovascular
diseases. These NCDs spare no one — they
affect men, women and children, all ages
(one quarter of all NCDs attributable
deaths occur below the age of 60), all
levels of societies and all countries — and
have huge human and economic costs.

It is a cost that we are far too familiar
with in the WHO European Region. The
changing context in Europe, due to an
ageing population, economic transitions
and urbanization and globalization has
lead to an alarming increase in NCDs. Of
the 6 WHO regions the European Region
is the most affected by NCDs. Presently,
NCDs account for 87% of all deaths

and 77% of the overall disease burden

in the Region. This growth in NCDs
places increasing strain on health systems,
economic development, the overall health
of large segments of the population and
increases health inequalities within and
across countries in Europe. As result
NCDs represent a major challenge to
sustainable development, including the
attainment of the Millennium Devel-
opment Goals, for both Europe and

the world. With the number of NCDs
expected to continue to increase in the
coming decades it is evident that focus on
this emerging public health challenge is
urgently required.

In this regard, it is crucial that the link-
ages between sexual and reproductive
health (SRH) and NCDs are recognized
and addressed. To date these issues have
often been addressed as two separate enti-
ties and there has been a failure to explore
and understand the relationship of the
two across the life continuum of men and

women, especially in their productive and
reproductive years. Yet there are many
parallels between NCDs and SRH in
terms of vulnerabilities and risks for and
as a result of ill health, such as, poverty,
inequity, social determinants of health
and socio-cultural factors. Both SRH and
NCDs:

+ are financially debilitating for
individuals and families, due to a
combination of medical costs, costs
of transportation to and from health
services, time associated with infor-
mal care giving, and lost productivity;

+ lead to lost opportunities for children
as a result of decreased spending
potential on education and food; and

+  place a particular burden on women
and children, due to lost opportuni-
ties and increased caregiver and work
burdens, both inside and outside the
home.

Tackling the complex interaction between
SRH, NCDs and development will not be
easy. The highest level of engagement is
required from policy makers and govern-
ment, civil society and private sectors.
Action needs to encompass the following
key points:

+  Reduce the exposure to risk factors,
+  Enable health systems to respond,

+  Set targets and measure results,

»  Advance multisectoral action,

+  Strengthen national capacity, and

+  Promote international cooperation.

The WHO Regional Office for Europe has
taken a key leadership role in ensuring
that sustained commitment and action is
given to these 2 public health priorities
within the European Region. Through
the development and implementation

of important strategies and plans, such
as The WHO Regional Strategy on Sexual
and Reproductive Health and the Action
Plan for implementation of the European
Strategy for the Prevention and Control of
Noncommunicable Diseases 2012—2016,
we are working with Member States to
implement effective programmes and

address the underlying risk factors that
affect SRH and NCDs. In addition, with
the adoption of the Tallinn Charter at the
European Ministerial Conference in 2009,
there has been renewed emphasis on
health systems strengthening, recogniz-
ing the importance of universal health
coverage and strong primary health care
in improving access, availability and
quality of health services for prevention
and treatment of disease and disability,
services which can impact greatly on the
burden of disease due to poor SRH and
NCDs. Furthermore, the new European
policy for health, Health 2020, builds

on progress made to date in the area of
NCDs and SRH and takes advantage of
the new momentum for action on NCDs
and public health to work towards gain-
ing better health for all in Europe .

It is my hope that this issue of Entre Nous
will provide the reader with a critical
assessment of both the linkages between
SRH and NCDs and the realization that,
with the right political commitment and
action it is possible to improve the health
and lives of men, women and children
globally, now and for future generations.

Dr Gauden Galea,

Director, Division of
Noncommunicable Diseases and
Health Promotion,

WHO Regional Office for Europe,
gga@euro.who.int



WOMEN'S HEALTH BEYOND REPRODUCTION:
MEETING THE CHALLENGES

The following article
is reprinted from:
Bulletin of the World
Health Organization
2012;90:478-478A.

Women’s health and noncommunicable
diseases are both generating increasing
interest within the international com-
munity. Over the past two years major
action platforms have been launched in
these areas, including the United Nations’
Global Strategy for Women’s and Chil-
dren’s Health and the Political Declara-
tion of the High-level Meeting of the
General Assembly on the Prevention and
Control of Non-communicable Diseases.
However, the intersection and relation-
ships between the two areas have not been
adequately explored and, as a result, the
health needs of women beyond reproduc-
tion remain largely unaddressed.

Strong historical ties between the concept
of women’s health and that of reproduc-
tive health have led to a concentration of
international attention and resources on
maternal health and human immuno-
deficiency virus infection, especially in
low- and middle-income countries. Fruit-
ful results have been reaped, yet women’s
health is not limited to women’s repro-
ductive capacity; it extends throughout
the life-cycle and encompasses emerging
priorities in chronic and noncommu-
nicable disease control. A view in which
progress in maternal health is measured
merely in terms of survival of childbirth
is outmoded.

It is time for priorities in women’s health
that are set in accordance with the un-
folding demographic and epidemiologic
transition and with breakthroughs in
public health and medicine. Chronic and
noncommunicable diseases exemplify the
new and often ignored challenges that
are emerging in women’s health. Deaths
from breast and cervical cancer have

outstripped maternal deaths (273 500 in
2011), which have declined substantially
over the past three decades (1, 2). Over
the same period, breast cancer incidence
and mortality have increased at annual
rates of 3.1% and 1.8%, respectively

(2). Furthermore, trends in breast and
cervical cancer illustrate the geographical
polarization and protracted nature of the
epidemiological transition and the over-
lapping and complex challenges facing
health systems in the field of women’s
health (3, 4). In 2010, breast cancer killed
269 000 women in low- and middle-in-
come countries and cervical cancer killed
247 000 (5). At the same time, cervical
cancer incidence and mortality have
become increasingly concentrated in low-
and middle-income countries and hence
in women who are poor (6). The same is
true of diabetes, cardiovascular diseases,
mental disorders and other health condi-
tions.

Women'’s health in low- and middle-
income countries is further complicated
by the gender-specific nature of some
demographic changes. Although women
live longer than men, they experience
poorer health according to conventional
belief. Policies and programmes must
therefore address women’s health holi-
stically and from a life-course perspective
that focuses on providing women with a
continuum of care. A growing evidence
base, mainly from high-income countries,
on the diseases and disabilities affecting
women beyond reproduction supports
this approach. Funding is needed to
identify gaps in addressing women’s
health problems and to foster innovative
ways of developing life course interven-
tions (7).

More broadly, health systems must target
and meet disease-specific priorities and
systemic challenges synergistically, as
envisioned in a diagonal approach to
health systems strengthening (8). Such
an approach avoids the pitfall of clas-
sifying diseases into discrete categories
and allows the development of common
delivery platforms that consider shared

risk factors across diseases to optimize
available resources.

To move this agenda forward, more
evidence from low- and middle-income
countries is needed. This involves taking
stock of existing research, conducting new
research, capturing a range of experiences
and initiating a broader, community-en-
gaging dialogue on women’s health with

a focus on health systems and on chronic
and non-communicable diseases.

Through a special theme issue on
women’s health beyond reproduction

to be published in 2013, the Bulletin is
inviting critical assessment of the global
challenges involved in women’s health
beyond reproduction. We welcome papers
that look at the health of women in low-
and middle-income countries throughout
the lifespan and from a perspective that
embraces gender inequalities and social
determinants. We wish to encourage the
following types of papers in particular:
critical appraisals of the opportunities

for diagnosing and treating the full range
of conditions affecting women (e.g.
cancer, cardiovascular diseases, diabetes,
infertility, incontinence, peri- and post-
menopausal disorders, etc.); assessments
of health system responses to noncom-
municable diseases and chronic illnesses,
including mental ailments and age-related
disabilities; studies of multi-stakeholder
approaches and cost-effective ways to
address women’s health needs beyond
reproduction, as well as future trends and
projections. The deadline for submis-
sions is 1 December 2012. Manuscripts
should respect the Bulletin’s Guidelines
for Contributors and mention this call for
papers in a cover letter. All submissions
will go through the Bulletin’s peer review
process. Please submit to: http://submit.
bwho.org

Flavia Bustreo, MD, MSc,
Assistant —Director General, Family,
Women’s and Children’s Health
WHO headquarters, Geneva
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WHAT ARE NONCOMMUNICABLE DISEASES, HOW
DO THEY LINKWITH SEXUAL AND REPRODUCTIVE
HEALTH AND HOW DO WE ADDRESS THEM?

Definition of noncommunicable
diseases
Noncommunicable diseases (NCDs)
are chronic diseases that are generally
slow in progression and of long dura-
tion (1). The WHO considers four main
diseases to predominate in this area:
diabetes, cancer, cardiovascular diseases
and chronic respiratory diseases (text
box 1) (2). However, while these may be
the most common diseases contributing
to morbidity and mortality associated
with NCDs, other diseases such as mental
illness and musculoskeletal disorders,
also contribute significantly to the global
burden of illness due to NCDs. As well,
some of these chronic conditions are also
linked to infection. For example, infection
with human papilloma virus (HPV) can
cause cervical, anal, rectal, vaginal, vulvar
and oral cancers.

Risk factors for NCDs arise from
a combination of modifiable (those
characteristics that we are able to change,
such as behaviours and actions) and non-

Text Box 1.

THE FOUR MAJOR NCDS (1-3)
Cardiovascular:

This refers to a group of diseases of the
blood vessels, heart and/or outcomes of
diseased blood vessels leading to decreased
blood supply to tissue. Examples include
ischemic heart disease, stroke, congestive
heart disease and hypertensive disease. It
causes 50% of all NCD deaths.

Diabetes:

This is a metabolic disorder where due to
either lack of insulin production or sensitiv-
ity, the body is unable to properly control
glucose (sugar) levels in the blood. It causes
a high burden of disability (kidney disease,
blindness, amputations, cardiovascular
disease) and is a risk factor for other causes
of death.

Cancer:

Cancer is caused by rapid growth and divi-
sion of abnormal cells in the body, which
can then spread or invade other parts of the
body. It is the second largest cause of death
worldwide.

Chronic Respiratory Diseases:

This refers to diseases of the airways and
other lung structures.They account for 7% of
global deaths and common disease include
asthma, pulmonary hypertension, chronic
obstructive pulmonary disease, respiratory
allergies and occupation lung diseases.

modifiable factors (those characteristics
that we are unable to change, such as sex,
age, genetics). Poor diet, physical inactiv-
ity, tobacco use and harmful alcohol

use are the four major modifiable risk
factors for NCDs commonly addressed
by the WHO (3). These four risk factors
are closely associated with globaliza-
tion, rapid urbanization and economic
transition and the lifestyle changes that
accompany them.

Burden of disease due to NCDs
and its relationship to sexual and
reproductive health

Globally over 63% of deaths worldwide
are attributable to NCDs: more people
die from NCDs than all other causes
combined (Figure 1) (3). These deaths af-
fect all countries, both sexes and all ages.
Of the 36 million deaths due to NCDs

in 2008, 18 million were female (4).
Currently 25% of deaths due to NCDs
occur among people under 60 years of
age and four out of five deaths due to
NCDs occurred in developing rather than
developed countries (3). Within the
WHO European Region NCDs are also
the leading cause of death and disability,
with 86% of the deaths and 77% of the
disease burden due to NCDs (5). Vulner-
able and marginalized populations are at
particular risk, becoming ill and dying
earlier and being further pushed into
poverty due to catastrophic medical costs.
While already at epidemic proportions,
the burden of disease due to NCDs is
expected to increase in the future as a re-
sult of an ageing population demographic
and globalization of unhealthy lifestyles
associated with rapid urbanization and
economic shifts.

From a sexual and reproductive health
(SRH) perspective this means that a
growing number of women in their
reproductive years will be exposed to risk
factors for NCDs and develop NCDs.

For example, presently, worldwide, heart
disease is the leading cause of death in
women (Figure 2), even during repro-
ductive years, killing 9.1 million women
annually (4). This increasing rate of expo-
sure to risk factors and NCDs in women

of reproductive age means that SRH
needs will also change and that outcomes
will also be affected, primarily adversely.
For example:

+ Women who smoke (a leading risk
factor for cardiovascular disease)
and use the contraceptive pill are
more likely to suffer a stroke, heart
attack or blood clot than women who
do not smoke and use the pill (6).
Furthermore, in developed countries,
smoking has been identified as the
most important modifiable cause of
poor pregnancy outcome, causing
preterm labour, low birth weight and
placental abruption (7). Smoking can
also cause premature menopause.
Women who smoke are more likely to
enter menopause 2 years earlier than
women who do not smoke (Figure
3) (8). It has also been identified as
a risk factor for cervical, vulvar and
vaginal cancers (9). Thus as the rate
of smoking in women continues to
increase globally, it can be expected
that an increase in adverse pregnancy
outcomes, limited contraceptive
options, premature menopause, and
genital cancer will also occur.

+  Overweight and obesity, a conse-
quence of physical inactivity and poor
diet, is also increasing. Obesity is a
known risk factor for anovulation, a
common cause of infertility, as well
as a risk factor for breast and uterine
cancer and a risk factor for type 2 and
gestational diabetes (4). Currently
over 300 million people worldwide
have diabetes, half of which are
women (4). Pre-existing diabetes
is considered a high risk state in
pregnancy, for both the women and
the foetus, that requires specialized
care and carries significant risk of
adverse outcomes such as congenital
anomalies and stillbirth. In addition,
globally 1 in 25 pregnancies’ develops
gestational diabetes which is asso-
ciated with perinatal complications
and increased risk of type 2 diabetes
for both the women and her offspring
later in life (4). As a result diabetes



Figure 1: Global burden of deaths due to NCDs (1).
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is a well recognized maternal health
issue.

From a positive perspective, the increas-
ing rate of NCDs in reproductive aged
individuals also means that existing SRH
services (such as antenatal care, routine
well women check ups, gynaecological
visits, sexually transmitted infection/HIV
clinics, infertility clinics, youth friendly
health services, family planning services,
etc.) may offer an opportunity to pro-
mote primary and secondary prevention
for NCDs.

While these are just a few examples of
the linkages between NCDs and SRH, it is
important to recognize that the underly-
ing factors that place individuals, espe-
cially women, at risk of adverse health
outcomes in both domains are cross
cutting and similar. The burden of NCDs
and poor SRH is highest among the most
vulnerable, that is those who lack decision
making power, who live in poverty, who
lack access to education and informa-
tion and who lack access to affordable

health services. Women are particularly
disadvantaged in terms of prevention and
survival. For example, women make up

60% of the world’s poor and poverty is
known to limit healthy lifestyle choices,
access to care and negatively affect
mortality, for both NCDs and SRH (10).
Furthermore, given that globally 2/3rds of
the illiterate adult population are female,
prevention efforts targeting improved
access to care, diet, physical activity and
smoking cessation and alcohol use may not
always be accessible by women, depend-
ing on the format used (10). Address-

ing these underlying themes of poverty,
education, gender and access is crucial to
combating both NCDs and ill SRH.

Reversing the trend

If efforts in development are to succeed

it is clear that urgent action must be
taken to address NCDs and the burden
of human and economic costs associated
with them. Research has shown that effec-
tive interventions are available and that
NCDs are largely preventable. Building
on the Global Strategy for Prevention and
Control of Noncommunicable Diseases, the
WHO?’s Global Status Report on Non-
communicable Diseases 2010 provides a
framework to introduce population and
individual interventions based on “best
buys” — cost effective, evidence based and

Figure 2: Leading cause of death in women globally (4).
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WHAT ARE NONCOMMUNICABLE DISEASES, HOW
DO THEY LINKWITH SEXUAL AND REPRODUCTIVE
HEALTH AND HOW DO WE ADDRESS THEM? (conmivuep)

Figure 3: Impact of smoking on onset of menopause (8).
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feasible interventions that can be imple-
mented in any resource setting. In doing
so the framework targets decreasing the
four main risk factors through primary
prevention approaches and health pro-
motion and enhancing care for people
already living with NCDs. This approach
is outlined below.

Population wide interventions

Low cost population wide interventions
that target the major risk factors for
NCDs are cost effective and attainable in
countries of all income levels. Recogniz-
ing that many interventions may be bene-
ficial, the following have been recognized
as best buys due to their ability to rapidly
prevent disease, disability and death.
These include: banning smoking in public
places; warning about the dangers of
tobacco use; bans on tobacco and alcohol
advertising and sponsorship; high taxes
on tobacco and alcohol; reducing salt in-
take and content of food; replacing trans-
fat with polyunsaturated fat in food; pro-
moting awareness about diet and physical
activity; vaccination against Hepatitis B;
and vaccination against human papillo-
mavirus (HPV) to prevent cervical cancer.
Additional cost effective interventions
include: nicotine dependence treatment;

promotion of adequate breastfeeding and
complementary feeding; enforcing drunk-
driving laws; restricting marketing of
unhealthy foods (high sugar, fat and salt
content), particularly to children; food
subsidies and taxes to promote healthy
diets; protection against environmental
and /or occupational risk factors for
cancer; and screening for breast, prostate,
colon and cervical cancer.

Individual interventions

These interventions specifically target
individuals who are either at high risk of
developing an NCD or who already are
afflicted with them. In order to do so in a
cost effective, organized manner, it is best
that these interventions be integrated into
primary health care. Doing so strengthens
health systems and ensures early detec-
tion and treatment of NCDs. Sustainable,
cost effective individual interventions
identified as best buys include: admin-
istration of aspirin to people who have
had a heart attack; a regimen of blood
pressure medication, aspirin and statins
(anti-cholesterol medication) in people
who are at high risk of a cardiovascular
event; screening for cervical cancer at age
40 and removal of any identified cancer-
ous lesion; early case finding for breast

cancer (50-70 years of age) via mam-
mographic screening and treatment of all
stages; early detection of colorectal and
oral cancer; counseling, blood pressure
and glycemic control, and foot care for
diabetics; and treatment with inhaled
corticosteroids and beta -2 agonists for
people with persistent asthma.

Priorities for action

Beyond the population and individual
level I “best buy” interventions, the
framework identifies key actions that
must be prioritized if these interven-
tions are to be successful in reducing the
burden of disease attributable to NCDs.
These include the need for:

+ acomprehensive approach;

«  multisectoral action;

+  surveillance and monitoring;

+ functional and strengthened health
systems; and

+ sustainable development and civil
society and private sector participa-
tion.

Recognizing the important linkages
between NCDs and SRH additional focus
should also be placed on:

+ addressing the double burden of
diseases through enhancing synergies
and integration between exisiting
NCDs and SRH programmes;

+ promoting gender sensitive health
systems that respond to the needs and
priorities of both sexes in addressing
NCDs and SRH; and

+ adopting a lifecycle approach towards
health promotion, prevention and
treatment that builds greater aware-
ness of the linkages between SRH and
NCD:s for all.

Finally, in order to adequately address the
vulnerabilities that place people at risk

of NCDs and poor SRH additional effort
should focus on: developing enabling
conditions to combat poverty; ensuring
equal access to education and informa-
tion for both men and women; and
ensuring affordable health services.



The Action Plan for Implementation
of the European Strategy for the
Prevention and Control of Non-
communicable Disease 2012-2016

In 2010, the WHO Regional Committee
for Europe called for the development of
a new European policy for health, Health
2020, which responds to the changing
context of health in Europe, particularly
the rapid and alarming growth of NCDs
both within and across countries of the
Region. Health 2020 was approved at

the 2012 Regional Committee Meeting
(resolution EUR/RC60/R5) and builds
on the previous commitment made by
the Regional Committee in 2006, of a
comprehensive, action-oriented strategy
for the prevention and control of NCDs
in the European Region, the European
Strategy for the Prevention and Control
of Noncommunicable Diseases (resolu-
tion EUR/RC56/52). While a separate
policy, Health 2020 also links with and
builds on the core principles of another
key WHO Regional Office for Europe
policy, the Action Plan for Implementation
of the European Strategy for the Preven-
tion and Control of Noncommunicable
Disease 2012-2016, adopted at the 2011
Regional Committee Meeting (resolution
EUR/RC61/R3). Recognizing the need to
strengthen efforts for NCD prevention
and control in the European Region, the
WHO Regional Office for Europe devel-
oped the Action Plan to help build public
health capacity, identify specific areas of
action and support Member States in the
development of national health policies
and plans. The following overarching
principles guide the Action Plan from
implementation to evaluation:

+ A focus on equity;

+  Strengthening health systems;

+  Health in all policies;

+  Alife course approach;

*  Empowerment;

+ Balance between population based
and individual approaches;

+ Integrated programmes; and

+ ‘Whole of society approach’

While adapting an all encompassing
vision for NCD prevention and control,
the Action Plan provides Member States
with evidence based, prioritized tools and
interventions that can produce maxi-
mum impact and are achievable in the
European Region, mindful of existing
resources and time frames. Its ultimate
vision is for “A health promoting Europe
free of preventable noncommunicable
disease, premature death and avoidable
disability” (5).

Conclusion

The increasing burden of NCDs has
direct consequences for and links to
SRH, altering not only the SRH needs of
men and women but also hindering any
progress that has been made to date in
the field of SRH. Yet, despite the increas-
ing burden of NCDs, there is hope that
we can reverse the trend. The majority
of these diseases are preventable and the
knowledge and understanding exists to
enable society to prioritize and take ap-
propriate action in addressing this serious
epidemic. It is action that cannot wait,
for better health for all and continued
sustainable development depends on it.

Lisa Avery, MD, MIH

Editor, Entre Nous,

WHO Regional Office for Europe,
averylisa@hotmail.com
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ince the 1994 International

Conference on Population and

Development in Cairo, improve-
ment of sexual and reproductive health
(SRH) has been one of the priorities of
public health in many countries. Focused
efforts towards achieving the Millennium
Development Goals (MDGs), including
the improvement of maternal health and
universal access to reproductive health,
further built upon these SRH priorities.
Yet when analyzing progress made in
achieving the MDGs, noncommunicable
diseases (NCDs) quickly emerged as an
important factor influencing develop-
ment progress.

NCDs kill more than 36 million people
each year and more than nine million of
all deaths attributed to NCDs occur be-
fore the age of 60 (1). The WHO “2008-
2013 Action plan of the global strategy for
the prevention and control of noncommu-
nicable diseases” provides Member States
and international partners with steps
on how to prevent and control the four
major NCDs - cardiovascular diseases,
diabetes, cancers and chronic respiratory
diseases and the four shared risk factors -
tobacco use, physical inactivity, unhealthy
diets and the harmful use of alcohol (2).

Of the six WHO regions, the European
Region is the most affected by NCDs, and
their growth is startling. Common risk
factors are hugely increased by lifestyle
and demographic changes and by social
determinants of health. This is one of the
reasons why WHO Member States have
requested the WHO Regional Office for
Europe to develop norms and standards,
guidance and public health tools to help
countries implement effective pro-
grammes and address risk factors. As
part of its commitment to addressing
NCDs, the WHO European Regional
Committee in 2011 adopted the “Action
Plan for implementation of the European
Strategy for the Prevention and Control of
Noncommunicable Diseases 2012—2016”
(3).

What are the linkages between these
two important public health priorities,
SRH and NCDs? It is a question that
proves challenging to answer, for many

reasons. To begin with, what starting
point do we use to begin looking at link-
ages? Should it be intrauterine develop-
ment, birth or later periods in life? Fur-
thermore, very often reliable, comparable,
national, age and sex disaggregated data
on the incidence of NCDs and their risk
factors are missing. Research exploring
the linkages between NCDs and SRH is
also sparse, and to date policies address-
ing both these areas at country level also
fail to emphasize or recognize the linkages
between NCDs and SRH which have both
been identified as public health priorities
within the WHO European Region. For
example, healthy nutrition and physical
activity is an important to prevent obesi-
ty, diabetes and cardiovascular diseases as
well as, to improve one’s SRH, yet rarely is
it presented in such a way.

This article aims to explore some of
the linkages between these two areas. By
no means comprehensive the goal is to
provide a snapshot of a few relevant areas
where these linkages occur.

NCDS and adolescents

One of the best comparable and reliable
sources of data regarding the health of
adolescents (11, 13, 15 year olds) is the
Health Behavior in School-Age Children
Survey (4). According to this survey

10 to 15% of adolescents in European
countries report being overweight and
obese according to their body mass index
(BMI). Identification of risk and protec-
tive factors for negative body image,
obesity, unhealthy weight-reduction be-
haviours and disordered eating can sup-
port the development of relevant inter-
ventions for a broad spectrum of weight
related problems. Negative body image
can be associated with low self esteem,
which in turn can lead to increased drug
and alcohol use, which can lead to risky
sexual behaviour (regretted sexual activity
and/or sexual activity without a condom).
In addition overweight and obesity in
adolescence predisposes individuals to in-
creased risk of adverse SRH consequences
later in life, such as infertility and uterine
cancer.

Entre Nous

NCDs and contraception

Visits for contraceptive counseling for
youth who are either sexually active or
considering their sexual debut represents
one of the first opportunities for a medi-
cal professional to identify and address
the relationship between NCDs and
SRH. This consultation may be the first
time that a thorough medical history is
taken, including measurement of blood
pressure and provides the opportunity to
diagnose the first symptoms of NCDs if
present. In addition, the WHO Medi-

cal Eligibility Criteria for Contraceptive
Use (5) includes most of the NCDs and
provides evidence on conditions which
represent an unacceptable health risk if
the contraceptive method is used, how
the diagnosed chronic disease may influ-
ence the effectiveness of the contraceptive
method and lists conditions that expose
a woman to increased risk as a result of
unintended pregnancy, such as diabetes,
complicated valvular heart disease, high
blood pressure, etc.

Using an integrated approach to
improve the quality of primary health
care services, including school health and
youth friendly health services, is among
the priorities of health systems strength-
ening activities in many countries. It is
essential to ensure that services are offer-
ing integrated services and not missing
the opportunities to act early. In the case
of SRH and NCDs it is important to dis-
cuss not only ways to prevent unintended
pregnancy and sexually transmitted infec-
tions, but also crucial to discuss healthy
lifestyles issues such as diet, physical
activity, smoking, drugs and alcohol use.

NCDs and pregnancy

Preconceptional care can be seen as
preventive medicine for maternal and
child health. It represents an impor-
tant opportunity for the identification
of and optimization of pre-exisiting
NCDs in reproductive aged women
prior to becoming pregnant. NCDs such
as diabetes, cardiovascular disease and
chronic respiratory diseases, as well as
the four shared risk factors - tobacco use,
physical inactivity, unhealthy diets and
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the BMI (greater than 30 kg/m?) and the overview of some of the linkages between
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In reproductive aged women (15-49 priority that requires action at all levels:

years old) polycystic ovarian syndrome individual, societal and governmental.
(PCOS) is a common hormonal disorder. 11

The classic symptoms are irregular peri-
ods, hair growth in a male body pattern
and weight gain. PCOS is often part of

a metabolic syndrome that involves risks
for diabetes, cardiovascular disease, as
well as uterine pre-cancer and infertility.
Gynaecologists are often the first medical
professional involved in their care as the
symptoms of irregular periods and infer-
tility are the main reason for seeking help.
Addressing her risks for diabetes, dyslipi-
demia and cardiovascular disease through
screening and counseling during this visit
is equally as important as addressing her

Gunta Lazdane, MD, PhD
Programme Manager,

Sexual and Reproductive Health,
Division of Noncommunicable
Disease and Health Promotion,
WHO Regional Office for Europe
gla@euro.who.int
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Introduction

Currently, over 1.5 billion of the world’s
population is obese; significant increases
have and are occurring in both developed
and developing countries (1-3). By 2015,
the WHO projects that 3 billion adults
will be overweight and more than 700
million will be obese (3). Particularly
concerning is the fact that the obesity
rate is rising more in women than men,
including women of reproductive age (1,
2). More than 50% of pregnant women
in the United Kingdom are overweight

or obese (defined as a Body Mass Index
(BMI) of 230 kg/m2 or more at the first
antenatal visit) (2, 4). Contributing to
the issue of overweight and obesity is the
trend in pregnancy of gaining excessive
weight. Approximately 40% of pregnant
women gain more weight than the recom-
mended 11-15 kg (5). This excess weight
gain is a risk factor for becoming obese
in the first year after delivery or later (6).
The growing trend in obesity among
reproductive aged women is alarming as
obesity is closely associated with preg-
nancy complications, for both the mother
and the foetus.

Metabolism in obese pregnant
women

Two factors influence foetal growth and
development — genetics and the mater-
nal environment. Fat and carbohydrate
metabolism change during pregnancy.
Environmental signals to the foetus from
obese women that influence foetal devel-
opment include adjustments in the pla-
cental transfer of nutrients (glucose, fatty
acids, amino acids), hormones (insulin,
leptin, adiponectin), oxygen and inflam-
matory factors. The metabolism of obese
women at conception may affect foetal
development and the postnatal health of
the child, as well as result in adverse preg-
nancy outcomes (7, 8). The type of obe-
sity is important (Figure 1). Lower-body
adipose tissue (‘pear-shaped’ women)
depots are insulin-sensitive and can
efficiently store fat. Non-obese women
store fat accumulated during pregnancy
predominantly in lower-body depots, and
this is associated with a benign maternal

adaptation of metabolism and physiology
to pregnancy. Central obesity (‘apple-
shaped’ women) is associated with fatty
acid excess and fat accumulation in the
liver, pancreas and placenta. Oxidized
lipid products may be the link between
maternal obesity and placentally related
adverse pregnancy outcomes such as mis-
carriage and pre-eclampsia (8, 9).

Obesity and pregnancy
complications

Obesity can cause different pregnancy,
delivery and postpartum complications
for pregnant women. Most studies have
reported an association between increased
BMI and subfertility, which is commonly
related to ovulatory dysfunction. Obesity
may also have a negative impact on the
success of infertility treatment (10). Large
population — based retrospective studies
have shown lower pregnancy rates and
lower birth rates in obese women who
undergo in vitro fertilization (10).

Once pregnant obese women also have
an increased risk of miscarriage, foetal
congenital anomalies, thromboembolism
(blood clots), gestational diabetes, pre-
eclampsia, stillbirth and excessively large
babies (11-13). Studies have shown that
obese women are 3.2 times more likely
to develop gestational hypertension, 3.3
times more likely to develop pre-eclamp-
sia and 4 times more likely to develop
gestational diabetes when compared with
pregnant women of normal weight (12).
In fact, the risk of developing gestational
diabetes is strongly influenced by exces-
sive maternal pregravid weight. Regard-
less of whether gestational diabetes is
present, fasting glucose levels are higher
in obese pregnant women than in non-
obese pregnant women; high levels of
glucose in maternal blood can cause high
sugar and insulin levels in the foetus, as
well as excessive weight gain (macroso-
mia) (13).

Preterm delivery is also increased
among morbidly obese women. Risk of
preterm premature rupture of mem-
branes and of induced preterm delivery
(as a result of the development of preg-
nancy complications) are 1.5 times higher
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Figure 1. Apple and pear shaped
obesity.

in obese women than in normal weight
women (3).

During delivery and the postpartum
period obese women also have a signifi-
cantly increased rate of prolonged and/
or obstructed labour, caesarean delivery,
intra-operative and anaesthetic compli-
cations, postpartum haemorrhage and
postpartum infectious morbidity, such
as wound infections (11-14). Postpar-
tum thromboembolic complications
(blood clots in the legs or lungs) are also
increased (11-14). The risk of caesar-
ean delivery increases with higher BMI
and is greatest in the morbidly obese
group: these women are 13 times more
likely to undergo caesarean section when
compared with normal weight women
(14). Instrumental delivery (vacuum
extraction, forceps delivery) is also more
common in obese women (12). Increased
risk of maternal morbidity and mortal-
ity associated with obesity has been well
described. More than one quarter of the
women who die in pregnancy in the UK
are obese (15).

From a foetal and newborn perspec-
tive, stillbirth and neonatal death are
also elevated (15). Obese women have
a 5-fold increased risk of stillbirth and
infant mortality increases with increas-
ing maternal obesity (4). Even when
accounting for mode of delivery, neonatal
mortality is increased in infants of obese
and extremely obese mothers after spon-
taneous births and after preterm births
(16). Furthermore, there has also been an
association reported between maternal
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obesity, delayed initiation of, short dura-
tion, and/ or lack of breastfeeding. This
is of public health concern because of the
apparent association with increased arti-
ficial feeding and greater risk of obesity
in children (17). Childhood obesity is
positively correlated with maternal BMI.
Children of obese women are at risk of
becoming obese even when they are born
with normal birth weight (2). Obesity in
childhood strongly predicts adult adipos-
ity. Thus, overweight and obese states

in pre-pregnancy and overweight and/

or obesity in pregnancy are preliminary
events in a multi-factorial process that
extends from mother to child and affects
both their short and long term health.

Discussion and conclusion

Reducing the adverse consequences

of maternal obesity is a public health
priority. Ideally, treatment of overweight
and obese women of childbearing

age should begin prior to conception.
Recommendations for the counseling
and management of obese parturients
include: women should be encouraged
to loose weight before conception and
enter pregnancy with a BMI < 30 kg/m2;
obese pregnant women should receive
counseling about weight gain, nutrition,
and food choices; they should be advised
that they are at increased risk of medical
complications and that regular exercise
during pregnancy may help to reduce
some of these risks; and they should be
advised that their foetus is also at in-
creased risk of adverse health outcomes.
Additionally, as obese women commonly
have pre-existing medical conditions, it is
important to recognize and address these
underlying medical issues in order to
optimize care (18).

Addressing the consequences of obesity
at both the individual and population
level needs to be a priority of all health
providers and public health specialists so
that appropriate awareness and advocacy
can lead to opportunities to improve both
prenatal and lifelong health. Failure to do
so will carry significant negative health
consequences for generations to come.
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IRON AND HEALTH

Introduction

Globally, nutritional disorders (including
under and overnutrition) are a significant
health problem, with the burden of illness
disproportionately affecting women, chil-
dren and vulnerable groups (for example,
the poor and the least educated). Of the
nutritional disorders, iron deficiency
anemia is the most common, with over
30% of the world’s population (2 billion
people) suffering from the disorder (1).
Within the WHO European Region
21.7% of (11.1 million) pre-school aged
children, 25.1% (2.6 million) of pregnant
women and 19% (40.8 million) of repro-
ductive aged women are affected (1). Its
consequences are not insignificant: poor
pregnancy outcome, impaired intellectual
and physical development, increased risk
of morbidity and mortality and decreased
productivity at school and at work (2-4).
These health consequences undermine
the human capital of countries and the
resulting social and economic costs pose a
serious threat to development.

Iron and iron deficiency anaemia

Iron is an important micronutrient. It is
a constituent of haemoglobin (an iron
protein compound in the blood that
transports oxygen), and a component

of enzymes crucial for metabolism,
hormones and neurotransmitters. Iron in
foods exists in two forms: haem (in meat
and meat products) and non-haem (in
foods of vegetable origin). It is widely re-
cognized that the intake of animal foods
is the most important dietary determi-
nant of the iron status of a population.
The primary reason is the high bioavail-
ability of heme iron. In many countries
iron is also available though fortified
foods and/or through programmes that
promote supplementation of the diet
with iron.

Anaemia occurs when there is a de-
crease in the number of red blood cells
in the body. Iron deficiency anaemia
occurs when there is not enough iron
in the body to make hemoglobin. It is a
common public health problem found all
over the world. While it is true that it is
more prevalent in low resource settings,

it is also prevalent in industrialized high
resource settings as well. The cause of
iron-deficiency anaemia is multifactorial,
however in several studies the major fac-
tors for iron-deficiency anaemia were low
dietary iron intake, low dietary absorp-
tion, hemoglobinopathies and chronic
ongoing blood loss (the former being the
more common causes in low resource set-
tings and the latter in high resources set-
tings) (1, 5-9). It is well documented that
the simultaneous ingestion of tea, coffee
or dairy products reduces the absorption
of iron, while ascorbic acid increases it
(10-12). Research results also indicate
that the inhibitory effects of dietary poly-
phenols (i.e. from tea) on iron absorption
can be offset by ascorbic acid, however it
seems that the simple addition of vitamin
C rich foods might not be enough to
erase the bioavailability reduction effect
of tea (10-12). Additionally, in low
resources settings, infection with parasitic
worms and malaria remains a leading
cause of iron deficiency anaemia (1).
Among reproductive aged women in
low resource settings, it is widely accepted
that low dietary iron intake, inappropriate
food practices and inadequate percep-
tions contribute to anaemia (2, 5, 6,13).
As a result, pregnant women and children
of young age are at higher risk of iron
deficiency anaemia. It causes a num-
ber of adverse maternal, perinatal and
infant health outcomes, such as: preterm
birth, low birthweight, impaired infant
growth and psycho motor development,
depressed immune function and altered
cognitive development (2-4). Further
more, anemia is thought to be an un-
recognized factor in 20% of all maternal
deaths (3) and to potentially increase risk
of the development of noncommunicable
dieseases later in life (2).

The first 1000 days and links to
noncommunicable diseases

Good nutrition in pregnancy and (but
not limited to) the first 2 years of life is
increasingly regarded as a critical time-
frame for children’s present and future
health. Scientific evidence suggests that
the roots of noncommunicable diseases,

including risk for obesity and cardiovas-
cular disease later in life, have links with
nutrition and may arise from nutritional
disorders and behaviours that are present
during this time (2, 14, 15). This period
of life seems to be of particular impor-
tance as the dietary habits and feeding
patterns are introduced and established,
as well as, parental feeding practices.

For example, healthy eating begins with
breastfeeding, as well as, appropriate and
timely introduction of nutritious comple-
mentary foods. Breastfeeding is unani-
mously recognized as ideal infant feeding
and although mechanisms are still to be
explained, it is associated with a reduc-
tion in obesity risk in childhood, as well
as, a lower likelihood of undernutrition
and infections (2, 14, 15,). Similarly, the
effect of complementary feeding on de-
velopment and nutrition related diseases,
although equally complex, has been a fo-
cus of many recent discussions and links
have been identified between complimen-
tary feeding practices and their potential
role in the obesity epidemic, as well as, in
child survival and development. Given
that the prevalence of iron deficiency
anaemia is significant in pregnant women
and children, addressing it during this
time frame becomes ciritical, especially
given the potential links to future risk for
noncommunicable diseases later in life.

How to address iron deficiency
anaemia

While eliminating iron deficiency anae-
mia has been a priority on the global
development agenda for many years,
doing so remains a challenge. Given the
multifactorial nature of the disease an in-
tegrated approach is required. It is crucial
that the underlying contributing factors
are identified so that they can be effec-
tively prevented and/or treated. Where
iron deficiency is the most frequent cause
iron fortification and/or supplementa-
tion programmes can be useful for
preventing anaemia, however, efforts in
the field of nutritional education suited
for families’ dietary practices, including
capacity building for health profession-
als, combined with higher availability of



iron-rich foods are also needed (1, 16).
Therefore, the most critical recommenda-
tion from the public health perspective is
to underline the huge importance of an
appropriate and adequate diet integrat-
ing a rich conjunction of iron rich foods
and dietary modifications. Recommended
dietary modifications include heme iron
consumption, intake of vitamin C and
protein with meals, and discontinued tea
and coffee consumption with meals for
risk groups. In environments where iron
deficiency is not the only cause of anae-
mia, prevention and treatment should be
combined with other measures as well,
such as treatment for infections and other
micronutrient supplementation.

As anaemia affects almost two-thirds of
pregnant women in developing countries
and contributes to maternal morbidity
and mortality, as well as adverse peri-
natal outcomes, women of childbearing
age and children should be a priority
group for intervention. They should be
provided nutritional education regarding
food sources of iron, especially prior to
becoming pregnant, and taught how food
choices can either enhance or interfere
with iron absorption.

Conclusion

Iron deficiency anaemia is both an indica-
tor of poor nutrition and poor health. Its
detrimental health consequences, specifi-
cally for pregnant women and young chil-
dren, and its effect on work productivity
in adults, represent a significant public
health challenge that requires action and
commitment from international agencies,
governments and individuals. Not only
should strategies be built into existing
programmes and policies, but also reflect
the local context and aetiologies of iron
deficiency anaemia in specific popula-
tions and settings.

Joao Breda, PhD, MPH, MBA,
Programme Manager,

Nutrition, Physical Activity and Obe-
sity Programme,

Division of Noncommunicable Dis-
eases and Health Promotion

WHO Regional Office for Europe,
jbr@euro.who.int

References

1. de Benoist B, McLean E, Egli I, Cog-
swell M (eds). Worldwide prevalence
of anaemia 1993-2005: WHO Global
Database on Anaemia. Geneva: WHO,
2008.

2. Victora C, Adair L, Fall C et al.
Maternal and child undernutrition:
consequences for adult health
and human capitol. Lancet 2008;
371(9609):340-357.

3. Balarajan Y, Ramakrishnan U,
Ozaltin E et al. Anemia in low and
middle income countries. Lancet
2011;378(9809):2123-2135.

4. Allen LH. Anemia and iron deficien-
cy: effects on pregnancy outcome. Am
J Clin Nutr 2000, 71(5 Suppl):1280S-
4S.

5. Ahmed F, Al-Sumaie MA. Risk fac-
tors associated with anemia and
iron deficiency among Kuwaiti
pregnant women. Int ] Food Sci Nutr
2011;62(6):585-592.

6. Baig-Ansari N, Badruddin SH, Kar-
maliani R et al. Anemia prevalence
and risk factors in pregnant women
in an urban area of Pakistan. Food
Nutr Bull 2008 Jun;29(2):132-9.

7. Grant CC, Wall CR, Wilson C et al.
Risk factors for iron deficiency in
a hospitalized urban New Zealand
population. J Paediatr Child Health
2003;39(2):100-6.

8. Hashizume M, Shimoda T, Sasaki
S et al. Anaemia in relation to low
bioavailability of dietary iron among
school-aged children in the Aral Sea
region, Kazakhstan. Int J Food Sci
Nutr 2004;55(1):37-43.

9. Keskin Y, Moschonis G, Dimitriou
M et al. Prevalence of iron deficiency
among schoolchildren of different
socio-economic status in urban Tur-
key. Eur J Clin Nutr 2005;59(1):64-71.

10. Hogenkamp PS, Jerling JC, Hoekstra
T et al. Association between con-
sumption of black tea and iron status
in adult Africans in the North West
Province: the THUSA study. Br ] Nutr
2008;100(2):430-7.

11. Hallberg L, Brune M, Rossander L.
The role of vitamin C in iron absorp-

12.

13.

14.

15.

16.

tion. Int J Vitam Nutr Res Suppl
1989;30:103-8.

Nelson M, Poulter J. Impact of

tea drinking on iron status in the
UK: a review. ] Hum Nutr Diet.
2004;17(1):43-54.

Barennes H, Simmala C, Odermatt
P et al. Postpartum traditions and
nutrition practices among urban
Lao women and their infants in
Vientiane, Lao PDR. Eur J Clin Nutr
2009;63(3):323-31.

Gluckman P, Hanson M, Mitchell
M. Developmental origins of health
and disease:reducing the burden of
chronic disease in the next genera-
tion. Genome Medicine 2010;2:14-17.
Tracking progress on child and mater-
nal nutrition. A survival and develop-
ment priority. New York: UNICEF,
2009.

Iron deficiency anaemia: assessment,
prevention and control - A guide for
programme managers. Geneva: WHO,
2001.

Joao
Breda



REPRODUCTIVE HEALTH AND TOBACCO:
COMBATING THE INCREASE IN FEMALE
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Increase in female tobacco use

One of the most striking things about
smoking prevalence in the WHO Euro-
pean Region in the last two decades has
been the increase in smoking by women
and girls (1). There are many factors that
help explain this phenomenon. One pre-
vailing theme is that social and cultural
constraints are weakening in the majority
of countries and it has become more
acceptable for females to use tobacco.
Additionally, women’s spending power

is increasing and cigarettes are becoming
more affordable, especially in countries
where taxes on tobacco have not been
raised.

However, the magnitude of the impact
of marketing by the industry is indisput-
able. Historically, tobacco use was initially
adopted by men (first in industrialized
countries), and with the recent decline in
males, multinational tobacco companies
have seen the relatively high percentage
of non-smoking women as an attractive
target (1).

Through skilful and successful market-
ing, particularly through the false por-
trayal of smoking as a symbol of female
empowerment, the tobacco industry has
created a fast growing market for women
and girl smokers. The theme of empower-
ment inspired a variety of marketing cam-
paign slogans, including Phillip Morris’
well known 1968 cigarette advertisement,
“You've come a long way baby” (2). The
impact was and continues to be significant.

Studies investigating the correlation
between Gender Empowerment Measure
(GEM) and Gender Smoking Ratio (GSR)
reveal that in countries with higher female
empowerment, female and male smoking
rates are closer to being equal (2).

The WHO European Region has the
highest prevalence of female tobacco
smoking (22%) in the world, with the
majority of other regions trailing behind at
3-5% (3). In Europe (as with the Ameri-
cas), the female to male adult smoking
ratio is approximately 1:2. Furthermore, in
the WHO European Region, women with
higher education are more likely to smoke
than those with lower education. The gap
between males and females is especially

Figure 1. Current and ever use of cigarettes among adolescents aged 13-15,

Global Youth Tobacco Survey (6).
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narrowing among youth and adolescents
(3). Already, there are several countries
that have more women or girls smoking
than men or boys, and unless further ac-
tion is taken, this trend will continue and
have devastating effects — and this should
not be an option (Figure 1).

Effects of tobacco on pregnancy

Tobacco harms nearly every organ of the
body and is responsible for a great toll in
diseases and death, with its health effects
generally observed several decades after
onset of use (1). However, there are also
more immediate health effects among
female smokers, such as adverse repro-
ductive outcomes that follow a life course.
Smoking can make it more difficult for
a woman to get pregnant. During preg-
nancy, women who smoke are more likely

than other women to have a miscarriage or
a stillbirth (1). Smoking can cause prob-
lems with the placenta, such as separation
of the placenta from the womb too early
(abruption), causing bleeding and danger
to both the mother and baby (1). Smoking
during pregnancy can cause a baby to be
born too early or to have low birth weight.
This increases the chances of sickness, and
in a few babies, death (1). Babies born to
women who smoke are more likely to have
certain birth defects, like a cleft palate, and
are also more susceptible to childhood
obesity (1). Furthermore, smoking, by
either or both parents, harms the children
by exposing them to second-hand smoke,
putting them at higher risk of sudden
infant death syndrome, acute respiratory
infection, ear problems and more severe
asthma (1).
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Role of health professionals

The role of health professionals is key.
They are a highly respected and trusted
source of information and advice. They
serve as role models and are in contact
with a high percentage of the popula-
tion and can be instrumental in helping
change health behaviour. In fact, after be-
ing intensively advised by a physician (4)
the increased chance of quitting smoking
successfully is 84% (4). Even receiving
quick advice by a physician helps, result-
ing in an increased chance of quitting
successfully of 66% (4).

Traditionally, smoking cessation pro-
grammes for women have tended to focus
only on smoking during pregnancy (1).
While such programmes are important,
there is a need to develop broader pro-
grammes designed to support women in
stopping smoking throughout their lives.
There is good evidence from a recently
updated Cochrane Library review that
standard smoking cessation approaches,
while successful in helping pregnant
women to stop smoking, have only a
limited impact with only a 6% increase
in the overall number of women stop-
ping smoking in a life-time. A life-course
approach should be taken. Tobacco control
messages in maternal health programmes
should not just focus on the health of
the foetus but also on the health benefits
for the mother, which could support
long-term quitting. Health care provid-
ers should always ask about a partner’s
tobacco use and encourage partners to
support cessation during pregnancy and
beyond (1).

Additionally, service managers should
be given the capacity to implement
system-level interventions to facilitate the
effective provision of tobacco cessation
services in primary health care settings.

In many countries, health systems are not
set up to integrate tobacco prevention and
treatment into routine patient care. In
some countries, large portions of health
professionals are users of tobacco them-
selves. For example, key findings from the
Global Health Professions Students Survey
include:

+ Over 20% of student health profes-
sionals currently smoked cigarettes in
over half of the countries,

+ Most recognized that they were
role models in society and that they
should receive training on counseling
and treating patients to quit using
tobacco, and

+ Very few had received formal training
in smoking cessation techniques.

Conclusion

The tobacco industry has taken a tailored
approach to targeting women in their
campaign efforts, and the tobacco control
community must do the same. The WHO
Framework Convention on Tobacco Con-
trol is a powerful legal instrument to help
stakeholders approach tobacco control
with a gender equality framework. Article
14 of the WHO Framework Convention
on Tobacco Control and its Guidelines
addresses the importance of cessation.
Evidence supports this, stressing the need
for health professionals to play an impor-
tant role in asking about tobacco use and
encouraging partners to support cessation
during pregnancy and beyond.

Kristina Mauer-Stender,
Programme Manager,

Tobacco Control Programme,
WHO Regional Office for Europe,
kma@euro.who.int
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ALCOHOL AND

SEXUAL AND REPRODUCTIVE HEALTH

Introduction

For the past decade, alcohol consump-
tion (recorded and unrecorded) among
adults in the World Health Organization
(WHO) European Region has remained
at a consistently high level of approxi-
mately 12.5 litres per capita per year,
which is more than double the world
average (1). As one of the main risk fac-
tors for burden of disease in Europe and
globally, alcohol consumption is causing
extensive harm to both the drinker and
to individuals other than the drinker

(2). Alcohol is a necessary cause of more
than 30 diseases and has been associated
with many communicable and noncom-
municable diseases, including various
cancers, cardiovascular diseases, and liver
diseases (3). Recent evidence shows that
what is relevant for harm is not only the
level of consumption but also the pattern
of drinking; that is, in addition to how
much alcohol is consumed, it also matters
if alcohol is consumed in heavy drinking
episodes, which are especially detrimental
for health (3).

Alcohol has an impact on some issues
relevant to sexual and reproductive health
(SRH). In addition to being a risk factor
for sexually transmitted infections (STIs),
alcohol is a cause of adverse perinatal
conditions, including low birth weight
and fetal alcohol syndrome (1).

Issues related to alcohol and SRH, and
in particular alcohol use during pregnan-
cy, have been the focus of international
alcohol policy measures. Furthermore,
measures that target reductions in popu-
lation alcohol consumption may also be
expected to have consequences for SRH.
The new WHO publication “Alcohol in
the European Union. Consumption, harm
and policy approaches (2012)” highlights
some such evidence-based interven-
tions, which are recognized by WHO as
among the “best buys” in alcohol policy.
These include price measures, such as
tax increases and minimum pricing, and
reductions in alcohol availability and
exposure to alcohol marketing (see text
box 1).

Alcohol, STIs and Unintended
Sexual Consequences
Several meta-analyses have found an asso-
ciation between alcohol consumption and
human immunodeficiency virus (HIV)
infection and other STTs (4, 5). Studies
investigating the relationship between
alcohol consumption and risky sexual
behaviour and alcohol consumption and
STIs, however, have suffered from some
design limitations that have made it dif-
ficult to infer causality from the findings.
These limitations include an inability
to exclude confounders, an inability to
establish a temporal relationship, and
assessment of global associations rather
than event-specific associations. A recent
meta-analysis attempted to address these
limitations and clarify the relationship
between alcohol and risky sexual behav-
iour by evaluating randomized controlled
trials that investigated the relationship
between alcohol consumption and the in-
tention to engage in unprotected sex (6).
The review found that increases in blood
alcohol concentration were associated
with increases in intentions to engage in
sex without a condom.

Some studies have also investigated
the relationship between alcohol and
unintended sexual consequences among
adolescents. Results from the most recent
European School Survey Project on Alco-
hol and Other Drugs (ESPAD) showed
that, within the past year, approximately
7% of students reported that they had
engaged in sexual intercourse they regret-

Text Box 1.

ted the next day because of alcohol use
and 9% had engaged in sexual intercourse
without a condom because of alcohol use
(7).

The findings from the meta-analysis
and the ESPAD provides further support
for the need to consider alcohol con-
sumption when addressing sexual
health.

Foetal Alcohol Spectrum Disorders
(FASD)

Since the Middle Ages, alcohol has

been known to cause birth defects and
developmental disorders. The impact of
alcohol consumption during pregnancy
will vary depending upon the timing of
exposure on embryonic development. It
is during the first eight weeks of embryo-
genesis that the primary teratogenic
effects occur, while exposure later in preg-
nancy may affect growth and behavioural
and cognitive disorders.

The diagnosis of Foetal Alcohol Syn-
drome (FAS) is based on a set of criteria
comprised of abnormalities in three main
categories: growth retardation, character-
istic facial features, and central nervous
system anomalies (including intellectual
impairment). The intellectual impair-
ment associated with FAS is permanent,
and FAS is now regarded as the leading
preventable cause of non-genetic intel-
lectual handicap.

It is not possible to identify any safe
level of alcohol consumption during
pregnancy, but the birth defects are more

This new report, produced by the WHO Regional Office for
Europe and the European Commission, analyzes alcohol
consumption patterns and alcohol related health harms,
and reviews the most recent evidence in the area of
alcohol policy.



severe with increasing alcohol consump-
tion during pregnancy.

The incidence or prevalence of FAS
or Foetal Alcohol Syndrome Disorder
(FASD) varies across populations. It is re-
ported to be highest for African American
groups in the United States, indigenous
groups in the United States, Canada,
and Australia, and coloured/mixed races
in South Africa. Studies show there are
a substantial number of women in the
European Union who continue to drink
during pregnancy. It is estimated that this
ranges from 25% in Spain to 35%-50%
in the Netherlands and even higher rates
in the United Kingdom or Ireland (79%)
(8).

Research has shown that knowledge
is a necessary, although not sufficient,
factor for eliciting behaviour change. The
knowledge of women, both in the general
community and within high-risk groups,
of the risks associated with alcohol con-
sumption during pregnancy is limited. In
2007, France introduced health warn-
ings on alcohol products, and this was
followed by media campaigns to increase
the knowledge of the health effects on
the foetus during pregnancy. As a result
of the labelling and media campaigns,
the knowledge that alcohol should not be
used during pregnancy increased from 82
to 87% among pregnant women (9).

Discussion

The impact of alcohol on SRH has been
proven to lead to adverse SRH conse-
quences. Alcohol use is linked to unsafe
sex, regretted sexual behaviour, increased
risk of STIs, FAS and low birth weight.
Young people are especially vulnerable, as
are pregnant women.

The WHO European action plan to
reduce the harmful use of alcohol 2012
— 2020, recognizes the vulnerabilities
of these 2 groups and suggests possible
policy options that target these groups
specifically. The most effective alcohol
policies are linked to prices, availabil-
ity and marketing mechanisms. In this
regard, the WHO recommends protecting
young people by decreasing the avail-
ability of alcohol products. This includes

higher age limits for buying alcohol,
decreasing the number of outlets and
making it more difficult to buy alcohol
by altering opening hours and increas-
ing alcohol prices either by taxation or

a minimum alcohol unit price. Alcohol
marketing and sponsorship activities that
target young people should be regu-
lated. Furthermore, community actions
are important in enforcing restrictions,
reducing the number of outlets (on- and
off- premise) and providing information
and guidance for young people in schools
and educational institutions on alcohol
and the harmful consequences.

For the special target group of preg-
nant women, the WHO recommends that
all midwifery and obstetric services en-
sure that all pregnant women are offered
information and advice about drinking
during pregnancy. The general practition-
er is often the first to meet the pregnant
woman, and advice on alcohol consump-
tion during pregnancy should always be
given. Any women in a high-risk group
should immediately be referred to spe-
cialist services.

By increasing awareness of the SRH
issues related to alcohol and adapting
policies that address these issues, policy
makers in the WHO European Region,
and globally, can participate in working
towards a decrease in the unintended
SRH consequences and ill health that is
linked with alcohol consumption.

Lars Moller,

Programme Manager,

Alcohol and lllicit Drugs,

WHO Regional Office for Europe,
LMO@euro.who.int

Julie Brummer,

Consultant,

WHO Regional Office for Europe,
Jbrummer44@yahoo.com
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CAPACITY BUILDING IN THE DEVELOPMENT OF

ORGANIZED CANCER SCREENING AND EARLY DIAGNOSIS

PROGRAMMES IN MEDITERRANEAN COUNTRIES

Summary

Inequalities in access to early detection,
diagnosis and treatment services are

the major reason for the sharply higher
cancer mortality rates in many non-
European Union (EU) Mediterranean
countries, compared to EU Member
States. Although the incidence of cancer
in non EU Mediterranean countries is still
well below that in the EU countries, non
EU Mediterranean countries are expected
to experience the highest increase in
cancer burden in the coming two decades.
The increasing trends can be attributed

to many factors including population
ageing and exposure to risk factors, such
as smoking, unhealthy diet, physical in-
activity and environmental pollution.

In order to assists countries with facing
these problems, the Italian Ministry of
Health in collaboration with the French
Ministry of Health and the WHO, is
financing a project of capacity building to
help develop programmes of organized
cancer screening and early diagnosis. The
project objective is to facilitate dialogue
and to exchange experiences on cancer
prevention and control between EU and
non EU countries in the Mediterranean
Area.

Project description

The project is under the scientific over-
view of the Centre for Cancer Prevention
of Piedmont, based in Turin, Italy and

is coordinated by the Department of
Prevention (ASL TO1) of Turin, which

is responsible for the administrative and
organizational aspects. The project is
assisted by a steering group that includes
representatives of the Ministries of Health
of Italy and France, the French National
Cancer Institute, the WHO, the Interna-
tional Agency on Research of Cancer, as
well as, international experts from Spain,
France, Israel and Malta.

The project aims to train selected
public health decision makers of non-EU
Mediterranean countries on the decision
making process in the field of early detec-
tion of cancer. Participants have the op-
portunity to discuss the following issues:
how to set priorities for comprehensive

cancer plans, including early detection
and screening; how to choose suitable
strategies based on best evidence, country
needs, health priorities, resources and so-
cio-economic characteristics; and how to
evaluate the appropriateness of ongoing
activities in countries where a national/
local screening strategy already exists.

The project’s capacity building focus is
delivered through training organized in
several residential workshops. During the
workshops participants revise and discuss
general principles of cancer screening
and early diagnosis programmes. They
also have the opportunity to learn from
others’ experience, to share their own
experience and to agree on common defi-
nitions. Participants are invited to assess
needs and identify priorities for their
country situation. Long distance and/or
on site assistance is evaluated case by case,
according to country needs and according
to both tailored plans of collaboration
and available funds. Scholarships, specific
trainings and exposures/internships in
European cancer screening centres are
also offered to non-EU Mediterranean
country participants according to avail-
able funds.

Countries involved in the project

The project started at the end of 2010.
Countries included in the project were
formally invited by the Italian Ministry of
Health to select one or two Public Health
Officers for participation in the train-
ing. Recommended criteria for candidate
selection were: good knowledge and
work experience in the field of cancer
prevention; involvement in the defini-
tion of national plans on early diagnosis
and cancer control; and responsibility of
transferring international guidelines and
strategies discussed during the workshops
into local needs, capacities and expertise.
As selection of candidates was a crucial
issue for the success of the initiative, the
WHO Regional Offices and the WHO
Representatives working at national

level were asked to actively collaborate
and support the National Ministries of
Health in identifying the most appropri-
ate persons eligible for the training. At

the end of the process, countries formally
indicated their candidates for the training
programme. To date the following coun-
tries have participated in the first phase of
the project: Albania, Algeria, Bosnia and
Herzegovina, Croatia, Egypt, Gaza Strip
and West Bank, Jordan, Lebanon, the
former Yugoslav Republic of Macedonia,
Montenegro, Morocco, Serbia, Syria,
Tunisia and Turkey. Of note, Israel was
not included, since well established gene-
ralized population-based cancer screening
programmes already exist in the country.
Additionally, Libya, due to the internal
political situation of the country at the
time of recruitment, did not participate
in the first phase, but has recently joined
the project with a country candidate.
Candidates selected were asked
to collect and send to the workshop
organizers information about the
resources and organizational structure
of their national health systems together
with their country cancer data. Informa-
tion was collected through a standardized
Country Profile Questionnaire with the
aim of describing the epidemiological
situation and the cancer control capa-
city in each country and with the aim of
contributing to the discussion during the
first workshop. Results from the question-
naires will be published soon in the first
report of the project, which will contain
an overview of the cancer burden in the
Mediterranean Area and single report
sheets on each individual country situa-
tion.

Current status of the project

The first workshop was held in Rome at
the Italian Health Ministry’s premises
between the 21st and 23rd of June 2011.
Among the 28 candidates selected, a total
of 19 attended the workshop. During the
workshop the following international
agencies had the opportunity to present
their mission and initiatives in the field
of cancer control: the WHO (Cancer
Control Office); the UNFPA; the Union
for International Cancer Control; the
International Atomic Energy Agency; and
the Internatioanl Agency for Research

on Cancer. Power point presentations



prepared by the speakers are available

upon request to the project secretariat at
euromed.cancer@asltol.it

The workshop held in Rome represents
the first step of the training project. The
information collected from candidates
was used to: improve knowledge on
the current national situation in each
country; to start discussion around
agreement on a common definition for
screening and early diagnosis; to dem-
onstrate current contradictions among
cancer screening programmes; and to
highlight needs and priorities within and
across countries. A general overview on
the principal elements of cancer screen-
ing was offered to participants through
formal presentations. A non explicit and
important objective of the workshop was
to start building a collaborative network
with the country participants to assist
them in defining priorities. At the end
of the workshop participants agreed
to revise the original information they
had collected on the cancer situation in
their country, incorporating what was
“learned” during the workshop. They
were also asked to send a proposal of col-
laboration, based on an initial assessment
of their needs.

Participants at the first workshop
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Next steps
During the first workshop the request for
training courses emerged as the main
priority for all participants. In this
context the project has established col-
laboration with the European Partner-
ship for Action Against Cancer (EPAAC).
Launched in 2009, EPAAC is a partner-
ship of key stakeholders and leading
cancer experts, that encompasses 36
associated partners and over 90 col-
laborating partners, in a joint response
to prevent and control cancer. Presently
EPAAC is launching the European School
of Screening Management (ESSM) a
two-week intensive training course on the
principles, organization, evaluation, plan-
ning and management of cancer screen-
ing programmes. Recognizing the added
benefit of such a programme, the project
has negotiated with EPAAC to open up
the ESSM target audience of participants
(EU Member States) to include non EU
project participants as well.

In addition to ESSM training, a
second workshop has been planned for
December 2012, which will be held in
Morocco. Based on feedback and experi-
ences to date, the project appears well
suited to continue to build capacity in
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cancer screening and early diagnosis
programmes. Its participatory nature and
collaborative environment have been es-
sential in helping to make it a success thus
far. It is our hope that by the project’s

end many more non EU Mediterranean
will be well equipped to deal with the
increased burden of cancer predicted over
the next decades.
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BUILDING THE FUTURE
IN SHAPING ADOLESCENT LIFESTYLES
AND ENVIRONMENTS

n a seminal report published in

2010, the World Health Organization

stressed noncommunicable diseases
as the leading cause of death, in high, as
well as, low and middle income coun-
tries (1). With the exception of sexually
transmitted infections, including HIV, the
threat to adolescent health, both in the
short and long term, belongs essentially
to these noncommunicable diseases.
Indeed, the report states that “Noncom-
municable diseases are caused, to a large
extent, by four behavioral risk factors
that are pervasive aspects of economic
transition, rapid urbanization and 21st-
century lifestyles: tobacco use, unhealthy
diet, insufficient physical activity and the
harmful use of alcohol” (1). In addition
to these four factors, as far as adolescent
health is concerned, one should also add
issues such as mental health, violence and
unsafe sex. Thus, it can easily be under-
stood that adolescents represent both a
resource and a target for interventions, as
many habits and lifestyles adopted during
this period of life will impact on their
future health and well-being. To respond
to these challenges, decision-makers and
health professionals should keep in mind
several concepts and principles:

1) The sooner the better.

If select behaviors acquired during
adolescence have a long-term impact on
health, it is probably due, among other
factors, to the fact that these behaviours
partly affect both the development of

the brain and emotional health already
during early puberty (2). As young people
are exposed earlier and earlier to multiple
types of incitation’s in a world of growing
influence of internet and of informa-
tion and communication technologies,

it would seem effective to implement
educational interventions targeting these
behaviours during late childhood and
early adolescence.

2) Policies should prioritize prospective,
comparable data and indicators for
adolescent health, behaviours and
interventions.

Although progress has been made over

the last decade (3), we still lack good
mortality and morbidity data to be able
to monitor the progress that is made over
time through educational and environ-
mental interventions. Adequate long term
follow up of adolescent health indicators
should be a fundamental aspect of all key
policies. In this respect, emphasis should
be placed on assisting low-income coun-
tries within the WHO European Region
to build a systematic database of agreed
upon indicators, disaggregated by age.

As far as indicators other than mortality
or morbidity are concerned, such as
health behaviors, the Health Behaviour
in School-aged Children survey is a good
example of a long standing multi-country
compilation of adolescent lifestyles and
health determinants (4), whose results
help to assist decisions makers in setting
priorities, selecting preventive interven-
tions and measuring changes across time.

3) Utilization of a combination of
strategies to shape behaviours and
improve health.

Both educational and environmental
approaches should be applied in efforts
to positively shape adolescent health
and health behavior. In several areas of
adolescent health, good evidence of what
type of interventions work or do not
work exists. For instance, we now know
that youth participation in educational
programmes such as lifeskills, usually
school-based, is effective (5) and we also
know that modifying the school climate
to improve social skills, participation,
respect, coherence and connectedness
has a positive impact on mental health
and/or substance use (6). Even if some
successful measures are context specific,
in most instances, they should inspire
regional or national governments to de-
sign well balanced prevention and health
promotion strategies (7).

Adapting lessons learned from
sexual and reproductive health to
noncommunicable diseases

A specific area in which the effectiveness
of the combination of different strategies
is provided is the one of adolescent sexual

Entre Nous

and reproductive health. Several years
ago, a systematic review of the effective-
ness of various preventive activities in the
area of HIV was conducted by experts
from several UN agencies including the
WHO (8). Recommendations from this
report emphasized the need to prioritize
and implement on a large scale multiple
strategies, including: curriculum-based
interventions in school; the training of
health care providers; the improvement
of access to health counseling and care;
and the spreading of preventive messages
through mass media. One important con-
dition for the success of such an approach
is that the messages delivered through
these various strategies/channels must be
congruent.

This type of multichannel approach to
adolescent sexual and reproductive health
has been used since the early eighties in
Switzerland, as a response to 2 key events:
1) the HIV/AIDS epidemic and 2) the
lowering of the mean age of first sexual
experiences and intercourse among adole-
scents. As a result, in many parts of the
country, sexual education is implemented
in the schools at various stages of the edu-
cational curriculum, access to health care
is universal and most regions offer family-
planning facilities; also, young people, as
the rest of the population, have benefited
from a national campaign promoting the
use of the condom, which has also been
made easily available to adolescents (9).
As a result, Switzerland has one of the
lowest rate of adolescent pregnancies and
abortions in the world (10).

Just as prioritization of adolescents in
national sexual and reproductive health
programmes was needed to help shape
positive sexual and reproductive health
behaviours and outcomes in this popula-
tion, similar prioritization of adolescents
in national noncommunicable diseases
programmes is also essential for prevent-
ing noncommunicable diseases. Adapta-
tion of similar types of multichannel
approaches should also be applied to
prevention programmes in attempting to
positively shape adolescent behaviour and
health where noncommunicable diseases
are concerned. For example, policy and



legislation should focus on protecting the
rights of adolescents by protecting them
from harmful behaviours and substances
through targeting of taxation, marketing,
advertising and age limits on harmful
products. Schools can provide important
knowledge and life skills to adolescents
and their families to help promote posi-
tive activities and behaviour. Access to
youth friendly health services can provide
adolescents with essential counseling,
prevention and treatment. Families and
communities can influence adolescent be-
haviours through engagement, monitor-
ing, understanding and support. Media
and information technology can be used
not only to promote healthy lifestyles

and behaviours, but also to reach hard to
reach adolescent populations.

Conclusion

Adolescents have the right to enjoy the
greatest attainable standard of health.
Therefore, in Europe as in other parts of
the world, governments, health care pro-
viders, educators, families and communi-
ties share in the responsibility of ensuring
that when it comes to noncommunicable
diseases, adolescents’ are provided with
the opportunities, the respect, the infor-
mation, the participation, the services, as
well as, a safe and secure environment to
protect their right to positive health and
development.
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DIABETES AND PREGNANCY:
IMPROVEMENT IN THE CARE OF
DIABETIC PREGNANCIES

Introduction

Despite considerable progress in global
medicine, diabetes, whether type 1, type
2 or gestational diabetes (GDM) remains
one of the largest and most challenging
clinical problems of the modern age.
The number of people with diabetes is
projected to rise from 171 million in 2000
to 366 millions in 2030 (1). As a result
diabetes is felt to represent a global non-
communicable disease pandemic.

The rising incidence and prevalence
of diabetes, means many young adults
of reproductive age are affected and, as a
result, that more pregnancies are compli-
cated by diabetes. Diabetic pregnancies,
whether type 1, type 2 or GDM are a
high-risk state for both the woman and
the foetus/child. Recent epidemiological
data show that in many parts of the world
the number of pregnant women with type
2 diabetes now exceeds that of women
with type 1, reflecting the growing burden
of type 2 diabetes. Unlike type 1 diabetes,
type 2 is strongly associated with obesity,
which is also increasing in the developed
world (2). The link with obesity is also
seen with GDM. While the prevalence of
GDM may range from 0.6 to 15% of all
pregnancies depending on the popula-
tion studied and the diagnostic tests
employed, the risk of developing GDM
is about two, four and eight times higher
among overweight, obese and severely
obese women, respectively compared
with normal-weight pregnant women (3).
Diabetes in pregnancy might have a role
in the increasing prevalence of diabetes in
the world (4). About one-third of women
with diagnosed GDM have diabetes in the
subsequent pregnancy (5) and up to 70%
of women manifesting GDM will go on to
develop type 2 diabetes over time (6).

In this article we highlight the
Lithuanian experience with diabetes and
pregnancy and how this has evolved with
time.

Pathophysiology of diabetes in
pregnancy

Pregnancy is characterized by increased
insulin resistance and reduced sensitivity
to insulin action. Women who are not

able to overcome this resistance end up
having high levels of sugar in the blood
(hyperglycaemia). In women who do not
have diabetes before becoming pregnant
this leads to the diagnosis of gestational
or pregnancy diabetes. Women with pre-
existing diabetes (type 1 and 2) often have
worsening of their disease in pregnancy
and are at increased risk of: worsening
eye and kidney disease during pregnancy,
if present prior to the start of pregnancy;
congenital malformations due to poor
glucose control in the first trimester, the
period of organogenesis; and spontane-
ous abortions. Women with diabetes are
also at increased risk of other complica-
tions such as hypertensive disorders of
pregnancy, infections and preterm labour
(7).

Diabetic pregnancies also carry risks
for the foetus and newborn, such as:
excessive growth (macrosomia); delayed
lung maturation resulting in increased
respiratory distress after birth; metabolic
abnormalities after birth, including low
blood sugar; risk of shoulder dystocia
(getting stuck at delivery); risk of opera-
tive delivery (forceps or vacuum); and
increased perinatal mortality. In fact, the
perinatal mortality rate amongst the new-
borns of diabetic mothers is four to five
times higher than in the general popula-
tion (8). Studies have also shown that
infants born to diabetic mothers are at
much greater risk of developing obesity,
diabetes and cardiovascular complica-
tions alter in life (2).

Improved glucose control in women
with diabetes, both before and during
pregnancy, can lead to improved maternal
and foetal outcomes. It is this concept
that is the backbone of our approach to
diabetes care in pregnancy in Lithuania.

Organization and elements of
diabetes care in pregnancy

In Lithuania the perinatal mortality rate
associated with diabetic pregnancies has
been very high for a long time, even with
modern foetal surveillance methods.
The main reasons were felt to be due to
limited experience in the management
of diabetic pregnancies (due to limited

numbers of diabetic pregnancies) and
poor maternal glucose control, either
before and/or during pregnancy. As a
result it was felt that very specific and
well-organized centralized pregnancy care
was needed.

In 1994, two departments, Endocrino-
logy and Obstetrics and Gynaecology,
joined together to establish centralized
care for diabetic pregnant women at
the Kaunas Hospital of the Lithuanian
University of Health Science. Prior to this
time, endocrinologists on a regional basis
performed medical care during preg-
nancy, with most women coming to Kau-
nas Hospital only for delivery. Currently,
with the establishment of centralized care,
85% of all Lithuanian diabetic pregnant
women receive their care at Kaunas Hos-
pital. This means that diabetic pregnan-
cies are supervised in one centre, from
the beginning of pregnancy onwards, by
a multidisciplinary team of experienced
specialists: an endocrinologist, an obste-
trician, a dietician, a diabetes nurse and
a neonatologist. Ideally women with pre-
existing diabetes who are contemplating
pregnancy are also referred for precon-
ceptional care prior to pregnancy. Evalua-
tion and treatment by a multidisciplinary
team experienced in the management of
diabetes before and during pregnancy
helps to involve and empower the patient
in the management of her diabetes and
to assure effective contraception until
stable and acceptable glucose control is
achieved.

Once pregnant, all women with pre-
existing diabetes are hospitalized three
times: at time of pregnancy diagnosis,

24 weeks and 35 weeks gestation. These
hospitalizations allow for review of both
glucose control, foetal growth and sur-
veillance and detection of any worsening
or superimposed complications, all of
which help determine ongoing manage-
ment. Regional physicians perform the
follow-up of pregnant women between
these hospitalizations. Intensified insulin
regimens with self-monitoring of blood
glucose, medical nutrition therapy and
physical activity are necessary compo-
nents of care. Tight blood glucose control



Dalia
Kotryna
Baliuta-
viciené

Tomas
Birzietis

Figure 1.The perinatal mortality rate in diabetic pregnancies at
Kaunas Hospital of the Lithuanian University of Health Science.
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during pregnancy is very important,
which reduces the risk of macrosomia
and its associated consequences.

For women who do not have pre-
existing diabetes, universal screening for
GDM is done at 24-28 weeks gestation,
using the 75-gram glucose tolerance test.
As per WHO recommendations, GDM is
diagnosed when the 2-hour glucose level
is 7.8 mmol/l or higher. Although there is
controversy regarding which diagnostic
standards to use for GDM, there is agree-
ment that excellent blood glucose control
with medical nutrition therapy, physical
activity and, when necessary, insulin will
result in an improved perinatal outcome.
The diet is the cornerstone of treatment
for GDM (9).

In all diabetic pregnancies, if the foetus
is not macrosomic and is in good condi-
tion the delivery is planned as near as
possible to the expected birth date. After
birth the detection and management of
neonatal low blood sugar (hypoglycae-
mia) and other neonatal complications
must be assured. Early breastfeeding is
advised to avoid this and to stimulate lac-
tation. Women with a history of GDM are
screened for diabetes 6 — 12 weeks post-
partum using nonpregnant criteria since
all these women have a greatly increased
subsequent risk for type 2 diabetes.

Since establishing the centralized ver-
sion of care for diabetic pregnancies we
have witnessed a decrease in the perina-

tal mortality rate associated with these
pregnancies at the Kaunas Hospital of the
Lithuanian University of Health Science
(Figure 1).

Conclusion

Our experience in Lithuania has shown
that the establishment of a centralized
multidisciplinary model of care has

been successful in improving care and
outcomes in diabetic pregnancies. In view
of the large health and socioeconomic
impact that diabetes has in general, but
particularly on women and children,
there is a need for concentrated efforts to
increase information and awareness about
diabetes at all levels of society, including
the development of alternative models of
service delivery when possible.
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EFFORTS OF THE ROMANIAN MINISTRY
OF HEALTH TO INTRODUCE ORGANIZED
CERVICAL CANCER SCREENING
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Background

Romania has the highest numbers of
deaths related to cervical cancer in the
WHO European Region. In comparison
with 1980, over the last 30 years, this
indicator has worsened in Romania. This
is in sharp contrast to what has happened
with maternal mortality. In the same
time period maternal deaths in Romania
decreased from 83 deaths per 100 000 live
births in 1990 to 24.03 in 2010 (Figure 1
and 2) (1).

Although knowledge of modern
contraceptives is high in Romania,
contraceptive use remains low with only
23% of women and men using modern
contraceptive methods and only 10% of
persons aged 15 to 49 using condoms (2).
Condom use at first sexual intercourse
increased during the last years, but at
the same time the average age of starting
sexual activity decreased. While the level
of knowledge is high, risky behaviours
also remain high (2).

The health policies of the govern-
ment during the last 20 years reflect that
reproductive health was a priority (3-7).
The decrease in both maternal and infant
mortality can be explained by the focused
interventions of the Ministry of Health
(MoH), supported also by the economic
development of the country. Conversely,
the apparent plateauing and even worsen-
ing of mortality due to cervical cancer can
be explained by the lack of any coherent
intervention, despite better economic
conditions and increased financing of
the health system. The “Report of the
Presidential Commission for Romanian
Public Health Policies Analysis and Devel-
opment” published in 2008, recognizes
specifically cervical cancer as problem
that reflects the “inability of the Romani-
an health system to answer the real need
of the population” (8).

Cervical cancer screening:
past and present

Historically, the National Public Health
Programme of Prevention and Control of
Non-Communicable Diseases organized
screening programmes for the entire
population and high-risk groups. The

sub-programme of cancer prevention and
control provided regional opportunistic
screening programmes for cervical, breast,
prostate and colorectal cancer. Unfortu-
nately, due to lack of resources, screening
of the entire population was not possible,
and the programmes were limited to cer-
tain districts selected on the basis of their
technical capacity. As a result, these exist-
ing opportunistic screening programmes
relied on one centre that developed its
own network based on several primary
care settings within the regions.

Only one region of the country, the
North West, where both the University
town of Cluj and the Institute of Oncolo-
gy are located, had an organized screening
programme for cervical cancer that was
based on a population based approach
and respects the European Union agreed
upon clinical quality guidelines (2).

The MoH’s Reproductive Health
Strategy (RHS) of 2003-2007 already
advocated for organized screening for
cervical cancer, as a well defined country-
wide implemented national programme,
providing authorities with a technical
platform for prioritization of cervical
cancer screening. In 2008 the screen-
ing programme in the North West was
recognized as an example of best practice
and included as a key component in the
National Cancer Plan developed between
the MoH and the Federation of Patients
Associations.

Implementing this type of nation wide
screening proved challenging. The first
cervical cancer screening programme
designed to cover the entire country
and shift from an opportunistic one to
an organized one was approved in 2009
but never implemented (4). The main
reason for this was decreasing alloca-
tion of financial resources due to the
economic crises, however, other factors
also contributed to its delay. For example,
while the general practitioner (GP) is the
main entry point for a patient into the
system, GP’s were trained only to provide
counseling and referral to a special-
ist gynaecologist, rather than actively
participate in screening. In addition dual
coordination of the programme at district

level represented by the district health
authority and district health insurance
house, and dual coordination at national
level between the two oncology institutes
from Bucharest and Cluj, lead to organi-
zational challenges. Furthermore the de-
centralization process that was occurring
throughout the country meant that roles
and responsibilities of local authorities,
which the majority of hospitals were now
under, and district health authorities were
unclear. Given all of these factors it was
decided that implementation of the cervi-
cal cancer screening programme needed
to be delayed in order to rethink its
organization, introduction and scale up.

In June 2012 the new cervical cancer
screening programme was approved (5).
The specific objectives of the programme
are: early detection of cervical cancer;
referral of patients with incipient lesions
to specialized diagnosis and treatment
facilities and services; increase the popu-
lation’s awareness of cervical cancer; and
encourage the use of screening services.
There are important changes within this
programme: it sets as its target the entire
female population between 25 - 64 years
of age; it involves GP’s not only for coun-
seling, but also for collection of samples;
and its technical supervision and manage-
ment is the responsibility of a special
commission nominated by the MoH,
rather than the MoH and National Health
Insurance House. In this regard, the
national coordination of the programme
was delegated to the National Institute of
Public Health. There are 8 regions group-
ing all 41 districts where the coordination
at local level will take place. The regional
coordination centres will have the main
role in implementation of the programme
with specific duties such as selection of
providers, training of GP’s, financing, and
information and awareness campaigns,
as well as, planning for screening of the
female cohorts.

In line with the efforts of the Roma-
nian MoH to tackle cervical cancer, the
intention to introduce the HPV vaccine
is worthy of mention. In 2008 the MoH
decided to include the HPV vaccine in its
vaccination programme. It was intended
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vaccine into the national immunization
programme was stopped and postponed.
While issues around perceptions and
communication played a significant role
in the poor success of the programme,
additional contributing causes are cur-
rently under analysis. It is seen in the
social and health care field as an impor-
tant case study.

Conclusion

In Romania, the healthcare reform in the
1990s were marked by a gradual approach
to changes while the following decade
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ith the rapid globalization

that is occurring in today’s

society, cardiovascular disease
has emerged as the single largest cause
of death worldwide, causing 17 million
deaths in 2008 (1). This represents 30%
of all deaths and 50% of deaths due to
noncommunicable diseases (NCDs).
Further more 80% of the CVD burden
is due to tobacco use, physical inactivity
and unhealthy diets (2). Presently heart
disease is, in fact, the leading cause of
death in women, killing 9.1 million
women annually, even during reproduc-
tive years (3). The increasing burden
of cardiovascular disease during these
reproductive years has significant impli-
cations: heart disease is now the leading
cause of maternal death (both indirect
and overall) in western countries, includ-
ing the United Kingdom (Figure 1) (4, 5).
The Confidential Enquiry into Maternal
Deaths in the United Kingdom has served
as an invaluable source of evidence for
the growing burden of obstetrical and
neonatal morbidity and mortality due to
cardiovascular diseases, leading to the de-
velopment of clinical practice and policy
guidelines to improve care.

Cardiovascular disease and
pregnancy

In the United Kingdom, the incidence of
heart disease in pregnancy is 0.9%, with
minimal change over the past several
decades (7). Yet despite this stability in
incidence, the severity of heart disease
and its risk in pregnancy appears to be
increasing. The maternal mortality as-
sociated with heart disease reported in
the most recent confidential inquiry for
2006-2008 was 2.31 per 100 000 materni-
ties, more than double that reported in
the late 1980’s (Figure 2) (4). Of these
the leading causes of death were acquired
heart disease such as ischemic heart
disease and myocardial infarction, aortic
dissection, cardiomyopathy and sudden
adult/arrhythmic death syndrome, while
deaths from congenital heart disease and
pulmonary hypertension have continued
to decrease (4). The increase in deaths
due to acquired heart disease is a reflec-

tion of the rise in risk factors such as
advanced maternal age, unhealthy diet,
smoking and physical inactivity, leading
to increased rates of diabetes, hyperten-
sion and obesity in reproductive aged and
pregnant women. In the 2006-2008 report
the importance of risk factors related to
lifestyle is striking: 60% of the women
who died from cardiac disease were over-
weight or obese; and all of the women
who died from ischemic heart disease or
myocardial infarction had identifiable
risk factors such as obesity, age older than
35 years, smoking, diabetes, pre-existing
hypertension, family history and parity
greater than 3 (4). Equally concerning was
the finding that in 46% of the maternal
deaths due to ischemic heart disease, care
was considered substandard, highlighting
the fact that acute coronary syndrome
was repeatedly not considered as a cause
for chest pain in pregnant women (4).

Recommendations for care (6, 7)

A team approach is essential in caring

for women with cardiac disease. Women
with known pre-existing cardiac disease
should be referred for preconceptional
counseling with an obstetrician and
cardiologist to ensure that appropri-

ate investigations, counseling regarding
maternal and foetal risk of pregnancy and
optimization of maternal health can oc-
cur. Once pregnant regular antenatal care,
again with an obstetrician and cardiolo-
gist should occur in order to monitor and
optimize maternal and foetal health and
plan for labour and delivery. Close atten-
tion should be paid to screening for con-
genital cardiac disease in the foetus (in
women with congenital cardiac disease),
screening and preventing the develop-
ment of anemia, the functional status of
the mother, the growth of the foetus and
the development of any superimposed
cardiac and non cardiac complications
such as chest pain, shortness of breath,
palpitations, hypertension, diabetes,
haemorrhage, infection etc. Consultation
with an anesthesiologist is also warranted
in order to optimize care during labour
and delivery, with the plan for delivery
varying depending on the underlying

cause of cardiac disease (i.e. need for
invasive cardiac monitoring, prophylaxis
against spontaneous bacterial endocar-
ditis, ability to push/bear down, use of
appropriate medications for prophylaxis
against postpartum haemorrhage etc).

In general cesarean section is necessary
only for obstetrical indications. Given the
significant hemodynamic challenges that
occur during the immediate postpartum
period close monitoring of the women is
crucial for the at least the first 48 hours.
The need for any additional measures
such as anticoagulation for thrombo-
prophylaxis or increased monitoring in
the postpartum period should be part of
the team discussion around the delivery
plan. In addition, advice about contracep-
tion should also be provided. For women
with new onset of heart disease that is
diagnosed in pregnancy referral should
immediately be made to a team of spe-
cialists (obstetricians and cardiologists)
with expertise in the care of women with
cardiac disease in pregnancy.

Of special note, given the increased
incidence of deaths due to acquired heart
disease, care providers need to have a
higher index of suspicion and lower
threshold for investigation for cardiac dis-
ease in pregnant or postpartum women,
who present with complaints of severe
chest, back or epigastric pain, that may
radiate to the jaw or neck or be associated
with symptoms of vomiting and short-
ness of breath, and/ or clinical signs such
as tachycardia, tachypnea, acidosis and
agitation. The index of suspicion should
be even greater in women with underly-
ing risk factors such as obesity, smoking,
hypertension and diabetes. Appropriate
investigations include an electrocardio-
gram (ECG), cardiac enzymes, arterial
blood gases, computed tomography
pulmonary angiography and an echocar-
diogram (4). It is crucial to emphasize
that ischemic heart disease can present
with atypical features in pregnancy and
that pregnancy should not be a con-
traindication for further investigation or
treatment.



Figure 1.Leading causes of maternal death per 100 000
maternities, United Kingdom, 2006- 2008 (4).

Figure 2.Indirect maternal deaths from cardiac disease
(congenital and acquired), United Kingdom, 1985- 2008 (4).
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The European Registry of
Pregnancy and Heart Disease

In response to the recognition that
maternal deaths due to cardiac causes
were increasing in the developed world, in
2007, the European Society of Cardiol-
ogy established the European Registry

on Pregnancy and Heart Disease in order
to learn more about the consequences

of heart disease on pregnancy outcome
(both maternal and foetal) and how to
best provide care for these women. At
present over 40 countries are participat-
ing in the registry, providing important
information that will ultimately help
improve counseling advice regarding
maternal and foetal risk both before and
during pregnancy, as well as, clinical care
protocols and treatment interventions.
Findings from their recently published
article “Outcome of pregnancy in patients
with structural or ischaemic heart disease:
results of a registry of the European
Society of Cardiology” emphasized that
as long as adequate preconceptional care
and high quality specialized care during
pregnancy, delivery and the postpar-

tum period are available and accessible
the majority of women in developed
countries can go through pregnancy and
delivery safely (8). More information on
the registry can be found at: http://www.
escardio.org/guidelines-surveys/eorp/sur-
veys/pregnancy/Pages/welcome.aspx
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Conclusion

With the global increase in cardiovascu-
lar disease, including among women of
reproductive age, it is critical that health
care providers are aware of the increasing
burden of cardiac disease in pregnancy
and the contributing role it plays in
maternal death in the developed world.
While public health and individual efforts
should focus on targeting modifiable risk
factors such as obesity, smoking, poor
diet and physical inactivity to prevent
cardiovascular disease, initiatives such as
the Confidential Enquiry into Maternal
Deaths and the European Registry on
Pregnancy and Heart Disease will help
raise awareness of cardiac disease in preg-
nancy and ensure quality care is delivered
through evidence based clinical protocols,
programmes and policies.

Lisa Avery, MD, MPH

Editor, Entre Nous,

WHO Regional Office for Europe,
averylisa@hotmail.com
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Non-communicable diseases and adolescents. An opportunity for action,
AstaZeneca Young Health Programme, 2011.

This report explores the relationship between NCDs and adolescent health, emphasizing the crucial role that
adolescence plays in both the development of NCDs and behavioural patterns that can prevent or hasten NCD
related ill health. Available in English at:
http://www.jhsph.edu/research/centers-and-institutes/center-for-adolescent-health/az/noncommu-
nicable.pdf

Global status report on noncommunicable diseases 2010, WHO, 2011.

Developed as part of the implementation of the 2008-2013 Action Plan for the Global Strategy for the Preven-
tion and Control of Noncommunicable Diseases, this report presents the current status of noncommunicable
diseases, as well as baseline data from which to monitor progress for Member States. Available in English at:
http://www.who.int/chp/ncd_global_status_report/en/

Gender, women, and the tobacco epidemic, WHO, 2010.

This report focuses on the growing tobacco epidemic among women, highlighting the current situation, identi-
fying research gaps and profiling successful solutions for tackling this public health priority. Available in English
at:

http://www.who.int/tobacco/publications/gender/women_tob_epidemic/en/index.html

The adolescent with a chronic condition, WHO 2007.

This discussion paper focuses on the increasing incidence and prevalence of noncommunicable in adolescents
and provides evidence based suggestions on how to address these condition in a holistic, youth friendly way.
Available in English at:
http://www.who.int/maternal_child_adolescent/documents/9789241595704/en/index.html

Global Status Report on Alcohol and Health 2011, WHO, 2011.

This comprehensive report aims to help Member States decrease the adverse health outcomes
due to the harmful use of alcohol. It provides a thorough overview on patterns of consumption,
health consequences and policy responses. Available in English at:
http://www.who.int/substance_abuse/publications/global_alcohol_report/en/index.
html

2008-2013 Action plan for the global strategy for the prevention and control of noncom-
municable diseases, WHO 2008.

Written for international development partners, this document addresses the rapidly increasing burden of non-
communicable diseases in low- and middle -income countries and its serious implications for poverty reduction
and economic development. Available in English and French:
http://www.who.int/nmh/publications/9789241597418/en/index.html
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Action Plan for implementation of the European Strategy for the Prevention and
Control of Noncommunicable Diseases, WHO Regional office for Europe, 2012.

Adopted in 2011 this action plan identifies priority action areas and interventions for countries to focus on
over the next five years (2012-2016), as they implement the European Strategy. Available in English at:
http://www.euro.who.int/en/what-we-publish/abstracts/action-plan-for-implementation-of-the-
european-strategy-for-the-prevention-and-control-of-noncommunicable-diseases-20122016

Noncommunicable diseases prevention and control in the South-eastern Europe Health
Network. An analysis of intersectoral collaboration, WHO Regional office for Europe, 2012.

An overview of the developments in the field of tobacco and nutrition in south eastern Europe, this publication
highlights the concept of “best buys” and contains recommendations on key action to strengthen intersectoral
collaboration in the prevention and control of NCDs. Available in English at:
http://www.euro.who.int/en/what-we-do/health-topics/noncommunicable-diseases

The Global Economic Burden of Non-communicable Diseases, World Economic Forum
and Harvard School of Public Health, 2011.

This excellent report analyses the overall costs of NCDs to the global economy, one of the first to look beyond
the human costs and explore the financial burden. Available in English at:
www.weforum.org.

Non-communicable diseases: A priority for women'’s health and development,

NCD Alliance, 2011.

Released by the NCD Alliance, this report focuses on the specific needs and challenges of girls and women at
risk of, or living with NCDs. Available in English at:

http://ncdalliance.org/resources/reports?page=4

Comprehensive Cervical Cancer Control: A guide to essential practice, WHO, 2006.

This publication, produced by the Departments of Chronic Diseases and Health Promotion and Reproductive
Health and Research, provides comprehensive practical advice to health care providers at all levels of the health
care system on how to prevent, detect early, treat and palliate cervical cancer. Available in English, French,
Russian, Spanish, Arabic, and Chinese at: 31
http://www.who.int/reproductivehealth/publications/cancers/9241547006/en/index.html

Useful websites
The Noncommunicable Disease Alliance: www.ncdalliance.org
World Economic Forum: www.weforum.org

NCD net: Global noncommunicbale diseases network: http://www.who.int/nmh/publications/
9789241597418/en/index.html

WHO Regional Office for Europe Noncommunicable diseases: http://www.euro.who.int/en/
what-we-do/health-topics/noncommunicable-diseases

European Partnership for Action Against Cancer: www.epaac.eu
Taskforce on Noncommunicable Diseases and Women's Health: www.womenandncds.org
Health 2020: http://www.euro.who.int/en/what-we-do/health-topics/health-policy/health-2020
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