Discrimination Against Women and Young Girls
in the Health Sector
In August 2006 a survey was sent by the European Institute of Women’s Health to a series of
expert advisors in eight European countries requesting information for a report to the
European Parliament on the topic of “Discrimination Against Women and Girls in the
Health Sector”. The questions were as follows:
1. How would you describe the state of women’s health in your country?
2. Are there any specific health policies for women?
3. Are health policies that are supposed to affect both women and men, designed differently
for men and women?
4. Choose three issues from the list and describe how they apply to women in your country:
•

Cancer

•

Drug abuse

•

Sexually transmitted

•

Reproductive health

infections

•

Eating disorders

•

Alcohol

•

Osteoporosis

•

Smoking

5. Are there any healthcare policies specifically for young girls?
6. Have you an example of ‘best practice’ in women’s health in your country?
7. Can you tell us anything more about how gender influences patterns of health in your
country?
As specified in the tender, the countries for this study were Belgium, Bulgaria Germany,
Greece, Poland, Portugal, Sweden and the United Kingdom (UK).

We include a short

summary for each of these countries followed by the information received from each country
expert.
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Belgium
Belgium is a diverse mix of local governments, languages and population groups. Because of
this diversified system, national data are not always available for review. Much of the readily
available data was some years out of date and material was difficult to compare.
Some figures worth mentioning about Belgium include a relatively high incidence of breast
cancer (48/100,000), with the figures for cervical cancer the lowest of the eight countries
reviewed. In relation to young people and sexually transmitted infections, Belgium was third
lowest of the countries reviewed for chlamydia, and the lowest for gonorrhea in 15-19 year
olds (1/100,000) (1996). There appears to be a high incidence of young girls engaging in
health controlling behaviour. Figures on diet and weight control show regional differences:
37.1% of 11 year olds, 47.4% of 13 year olds, and 54.8% of 15 year olds in the Flemish
population control their weight, although this drops dramatically amongst the French
speaking population (16.6, 16.9, and 24.7% respectively). The problem of data being
obtained from unrepresentative focus groups was a recurring theme of research on women’s
health in Belgium.
The following was submitted by Els Messelis, Higher Institute for Family Sciences.
Introduction
From Belgium, a federal state:
http://www.bruxelles.irisnet.be/en/region/region_de_bruxellescapitale/belgique_etat_federal.shtml
The state structure of Belgium has had a certain effect on the development of the health
sector. Unity in diversity is inevitably complicated. This is true for Belgium and for Europe as
a whole. The challenge is to make diversity an asset while at the same time preventing and
settling conflicts.
During the past 25 years, Belgium has established federal structures in which decisionmaking powers have been divided among:
•

the State,

•

the three Regions (the Brussels-Capital Region, the Flemish Region and the
Walloon Region),
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•

the three language communities (the French-speaking Community, the
Flemish Community and the German-speaking Community).

•
The
That

In addition, there are ten Provinces and 589 Communes.

territory of the
of

Brussels-Capital

the

Flemish

Region is bilingual, French and Dutch.
Region

is

Dutch

speaking.

The Walloon Region, meanwhile, includes French-speaking territories and the Germanspeaking cantons. The French-speaking and Flemish Communities in the Brussels Region
have their own areas of competence in regard to persons and institutions. At national level the
legislative bodies are the House of Representatives and the Senate; in each Region and
Community, the parliament is known as the Council. Executive bodies such as the State, the
Regions and the Communities each have their own Government, with Ministers and, where
appropriate, Secretaries of State. (CIA World Factbook, 2006)
One widely accepted definition of health is that of the World Health Organization (WHO). It
states that ‘health is a state of complete physical, mental and social well-being and not merely
the absence of disease or infirmity’ (WHO, 1946). This holistic definition is taken into
account when describing the health of (older) women and young girls in Belgium.
Women’s’ health
Belgium counts over 10 million citizens, with the following age structure:
•

0-14 years: 16.7% (male 883,254/female 846,099)

•

15-64 years: 65.9% (male 3,450,879/female 3,389,565)

•

65 years and older: 17.4% (male 746,569/female 1,062,701) (2006)

The population growth is 0.13%, the birth rate is 10.38 births/1,000 population, and the death
rate is 10.27/1,000 population.
The gender ratio is:
•

At birth: 1.04 male(s)/female
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•

Under 15 years: 1.04 males/female

•

15-64 years: 1.02 males/female

•

65 years and over: 0.7 males/female

•

Total population: 0.96 males/female (2006)

The infant mortality rate is:
•

Total: 4.62 deaths/1,000 live births

•

Male: 5.2 deaths/1,000 live births

•

Female 4.01 deaths/1,000 live births (2006)

The life expectancy at birth is:
•

Male: 75.59 years

•

Female: 82.09 years (2006)

The total fertility rate is 1.64 children born/woman (2006)
After the Netherlands, Belgium was the second European country to legalise euthanasia in
2002. In the first year two hundred people died in this manner. Since then rates have steadily
risen.

In

2005

deaths

reported

as

such

reached

360

(http://www.lifesite.net/ldn/2006/feb/06020707.html).
Teenage pregnancy rates are on the rise. In 2003 there was a 4% increase in teenage
pregnancy rates, as compared to 2002. It was also found that between a quarter and a third of
pregnant teenage girls had planned their pregnancy. ‘Jeunesse et Sexualité’ (Youth and
Sexuality), a non-profit organisation, noted that many of the girls becoming pregnant have
difficulties in school or at home and view their pregnancy as a part of growing up or as a way
to start a new life for themselves. Despite the rise in teenage pregnancies, abortion rates have
not changed. (Belgium News, Expatica.com , accessed at: http://www.pregnancyinfo.net/in_the_news1.html).
Data is available on the history of abortion rates in Belgium, compiled by Wm. Robert
Johnston

(last

updated

10

May

2006)

(Accessed

at:

http://www.johnstonsarchive.net/policy/abortion/ab-belgium.html ).
Historical abortion statistics, Belgium
year

live births

1965
1966
1967
1968

155,496
151,096
146,193
141,984

abortions,

abortions,

legal

abroad

miscarriages

abortion
ratio

abortion %

2,131
2,022
1,860
1,730
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1969
1970
1971
1972
1973
1974
1975
1976
1977
1978
1979
1980
1981
1982
1983
1984
1985
1986
1987
1988
1989
1990
1991
1992
1993
1994
1995
1996
1997
1998
1999
2000
2001
2002
2003
2004
2005

141,799
142,168
141,527
136,304
129,424
123,674
119,693
121,034
121,852
122,592
123,825
124,398
123,792
120,241
117,145
115,651
114,092
117,114
117,334
119,779
120,904
123,776
125,924
124,774
120,848
116,513
115,638
116,208
115,864
114,276
113,469
116,284
115,592
114,014

year

live births

150
600
2,073
2,500
1,462
600
12,000
400
300
300
200
200
200
100
100
100
(5,000)
100

(3,500)
22,262
10,380
10,737
11,243
12,628
26,788
11,999
12,734
13,762
14,775
14,791
15,595

abortions,

(2,800)
(2,500)
(2,300)
(2,200)
14,600
(1,800)
(1,500)
(1,500)
(1,400)
(1,300)
21
22
8
8
abortions,

legal

abroad

1,737
1,616
1,580
1,471
1,392
1,276
1,227
1,088
1,083
1,035
979
990
891
853
839
789
714
746
706
676
715
682
648
651
597
507
580
508
492
513
515
457
387

miscarriages

1
4
15
18
11
5
100
3
2
2
2
2
2
1
1
1
44

0.1
0.4
1.4
1.8
1.1
0.5
9.1
0.3
0.2
0.2
0.2
0.2
0.2
0.1
0.1
0.1
4.2

1

0.1

28

2.7

201
107
112
116
232
247
118
125
131
139
130

16.7
9.6
10.0
10.4
18.9
19.8
10.6
11.1
11.6
12.2
11.5

abortion
ratio

abortion

In Belgium (2004), 75% of the sexual active women between 15 and 49 years old had used
methods of contraception in the 12 months previous to the investigation. The percentage of
sexually active women who used methods of contraception decreases steadily with the age.
Methods are used by 84% for girls of 15-19, and it decreases steadily to 63% for women

5

between 45 and 49 years. The difference between the two age groups (the youngest and the
oldest) is significant.
Of the women who used contraceptive methods, 60% chose the pill, 13% an intra uterine
device, 8% a barrier method (a diaphragm, a spermicidal substance, a condom) and 12%
sterilisation. Other, less frequent, methods were patch or vaginal ring (2.1%), a stick or a
puncture pill (0.8%), the morning after pill (0.2%) or another method (periodic abstention,
withdrawal) (1.9%).
Birth control is used across Belgium by sexually active women. Three quarters of women
use a method to avoid an undesirable pregnancy. The average age of the first pregnancy is 28
years (in the 1970s it was 24 years). The increase in the average age of the first pregnancy is
an indication of the tendency in women (and men), to concentrate on the development of a
professional career before they start thinking about having children. In this respect it is not
surprising that 4 out of 5 women – before the age of 30 say that they use contraception.
Between 30-34 years, the percentage decreases (to 72%). The use of contraceptives therefore
serves to delay pregnancy. Nevertheless it is alarming that 16% of the young, but sexually
active girls, indicate that they don’t use a method to avoid a (unwanted?) pregnancy.
Mortality rates in Belgium (World health Statistics, 2006):

Leading causes of death for men and women (different age groups):
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Belangrijkste doodsoorzaak naar leeftijd (%)
2002
Mannen
Perinatale verwikkelingen (35%)
Ongevallen privé-sfeer (16%)
Vervoersongevallen (9%)
Vervoersongevallen (14%)
Vervoersongevallen (50%)
Vervoersongevallen (50%)
Vervoersongevallen (41%)
Zelfdoding (34%)
Zelfdoding (29%)
Zelfdoding (22%)
Zelfdoding (13%)
Longkanker (13%)
Longkanker (17%)
Longkanker (17%)
Longkanker (18%)
Ischemische hartziekten (15%)
Ischemische hartziekten (15%)
Ischemische hartziekten (15%)
Ischemische hartziekten (13%)

< 1 jaar
1 - 4 jaar
5 - 9 jaar
10 - 14 jaar
15 - 19 jaar
20 - 24 jaar
25 - 29 jaar
30 - 34 jaar
35 - 39 jaar
40 - 44 jaar
45 - 49 jaar
50 - 54 jaar
55 - 59 jaar
60 - 64 jaar
65 - 69 jaar
70 - 74 jaar
75 - 79 jaar
80 - 84 jaar
>= 85 jaar

Vlaams Gewest

Vrouwen
Perinatale verwikkelingen (41%)
Ongevallen privé-sfeer (20%)
Vervoersongevallen (17%)
Vervoersongevallen (39%)
Vervoersongevallen (31%)
Vervoersongevallen (38%)
Zelfdoding (29%)
Vervoersongevallen (14%)
Borstkanker (15%)
Borstkanker (13%)
Borstkanker (16%)
Borstkanker (19%)
Borstkanker (16%)
Borstkanker (15%)
Borstkanker (11%)
Ischemische hartziekten (13%)
Ischemische hartziekten (13%)
Cerebrovasculaire ziekten (13%)
Hartinsufficiëntie (12%)
Bron : MVG administratie gezondheidszorg

Specific health policies for women
There is no separate body coordinating the activities of the different institutions that has
responsibility for the development of state policy in women’s health, or for monitoring its
implementation. Nor is there a separate Minister, Department or other sort of governmental
structure that is specifically devoted to women and health issues.
Since 2004, the National Council of Women in Belgium has been putting together an
inventory of all health policies that affect women (Genderwetswijzer Gezondheid, 2004). The
report includes policy documents which concern contraception, cancer, breastfeeding,
cholesterol, gynaecology, menopause, osteoporosis, patient rights, pregnancy, etc., etc.
•

The State

The Federal Ministry of Social Affairs and Health: (www.rudydemotte.be); Rijksinstituut
voor Ziekte- en Invaliditeitsverzekering (R.I.Z.I.V.) or INAMI (l'Institut national d'assurance
maladie invalidité)
Various websites with interesting information on health:
www.gezondheidsgids.be; www.e-gezondheid.be;
www.gezondheid.be;
http://www.iph.fgov.be/epidemio/epinl/crospnl/hisnl/table04.htm;
http://www.wvc.vlaanderen.be/gezondheidsindicatoren/ .
•

The Three Regions
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The Flemish Region
A substantial number of governmental institutions are very much involved in policies and
activities relevant to the field of health in the Flemish region:
The Flemish Ministry of Welfare, Health and Family (www.ingevervotte.be); Vlaams
Instituut voor Gezondheidspromotie (V.I.G.; www.vig.be); Het Lokaal Gezondheidsoverleg
(Logo’s;

www.provant.be

or

www.vig.be);

Ondersteuningscel

Logo’s

vzw

(www.ondersteuningscellogos.be); Sensoa (www.sensoa.be); Vereniging voor Alcohol- en
andere Drugsproblemen (V.A.D.; www.vgc.be). Mutualiteiten (www.riziv.be).
•

The Brussels Capital Region

A number of governmental institutions are involved in policies and activities relevant to the
field of health in the Brussels Capital Region: such as: Brussel Gezonde stad; Administratie
Vlaamse Gemeenschapscommissie, Lokaal Gezondheidsoverleg Brussel (www.vgc.be ).
•

The Walloon Region

No current information is available at the moment.
The main objectives in health are included in Global, Inclusive Policy. Nevertheless, it is
sometimes necessary that women in Belgium should be an object of particular concern and
protection by all state organs and public institutions related to their health. A substantial
number of legal procedures and specific policies have been designed to address women and
health issues.
Women are usually subject to research initiatives in relation to diseases typical for the female
population such as osteoporosis, breast and cervical cancer.
Three primary issues and how they apply to women
•

Breast Cancer

(http://www.tegenkanker.net/rubriek.asp?rubid=117 )
Breast cancer is the most prevalent oncologic disease for Belgian women. Oncological
diseases, and especially breast and cervical cancer, are considered a major priority of the
national health policy. There are many legislative and regulative documents dealing with the
management of these diseases. Many health professionals are involved in the prevention,
early detection, treatment and rehabilitation after breast cancer. One out of ten women in
Belgium gets the disease before they reach the age of 75. One out of three women does not
survive the illness. For this reason, in Flanders, breast cancer screening is organised for
women between 50 and 69 years. Every two years they are invited for a free mammography.
The age group 50-69 was selected because it appeared that a generalised screening does
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reduce mortality caused by breast cancer. There has not been sufficient research into the
effect of breast cancer outside these age limits.
•

Eating and weight disorders
(Bayingana, e.a., 2006)

Weight disorders
In Belgium, the Body Mass index (BMI) is used as an indicator. Over the age of 18, the BMI
is a very stable measure. The average value for the Body Mass index for persons of 18 years
or older in Belgium is 25.1 - a value which exceeds the under score for overweight (25). On
average the inhabitants of Belgium are too fat. This average is significantly higher for men
(25.6) than for women (24.7).
Excess weight – an analysis. The discussion of obesity distinguishes between overweight
persons (BMI higher than 25) and obese persons (BMI higher than 30). Forty four per cent of
the adult population (18 and over) are overweight. This proportion is much larger for men
(51%) than for women (38%).
Underweight – an analysis. Approximately 10% of the Belgian population has low weight.
Six per cent of these cases are underweight, while 3% of the Belgian population has extreme
underweight. After correction for age, it can be determined that the female population
especially has problems with (extreme) underweight; 14% in comparison with the male
population (5%). Underweight is a bigger problem in the younger age groups, for both men
and women, than in other age groups.
Lack of exercise, in combination with drastic changes in eating patterns have resulted in what
we can call an epidemic of obesity. Excess weight impacts on blood pressure, etc. in the short
term, but the long term impact is much greater. A huge part of the population in Belgium does
not recognise weight and eating disorders as a real threat. It is not easy therefore for policy
makers to address prevention.
Eating disorders
Eating disorders occur mainly in women: 90-95% of the anorexia nervosa patients are
women. Epidemiological studies in Belgium have shown that eating disorders have increased
over the last years.
Anorexia nervosa
Predominantly adolescent girls and women between 15-24 years, with a peak around 18
years, suffer from anorexia nervosa (accessed at: www.vlaanderen.be, 06 October 2006).
Bulimia nervosa
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It is accepted that 5 out of 100 women in Belgium have bulimia, but there is some doubt
about this figure. Among other factors, this relates to the fact that researchers do not always
use the same criteria, and frequently set limits at 15-25 years. Older women are frequently
excluded because bulimia is considered, just like anorexia nervosa, especially as an
adolescent girls’ illness. There are no official figures for Flanders, but the number is thought
to be approximately 15,000 women. About 1000 new patients recover annually. Bulimia is 3 5 times more apparent in urban areas than in rural areas (Johan Vanderlinden, UZ health letter
120, 1-9-2001).
In addition to anorexia nervosa and bulimia nervosa, more and more women and men are
suffering from binge eating disorder and Anorexia Athletica disorder.
More information is available on:
http://www.eetstoornis.be/
http://www.eetexpert.be/
http://www.self-help.be/zelfhulpgroepen/zelfhulpgroepen.htm
http://www.wvc.Flanders.be/gezondsporten/sport/eetstoornissen.htm
http://gezondheid.infoblog.be/eetstoornissen
Specific healthcare policies for young girls
There are no healthcare policies designed particularly for young girls in Belgium. However
there is a strong tradition of school healthcare services with

a preventive and health

promotive orientation (e.g. use of alcohol, tobacco, etc.) and several centres of expertise,
such as the V.I.G. (www.vig.be), Sensoa (www.sensoa.be). This last organisation has stated
that they have circulated a considerable amount of information concerning the use of modern
methods

of

contraception

(http://www.jongereninformatie.be/xcms/lang__nl-

BE/554/default.aspx; http://www.sensoa.be/jong/flash.html).
An example of ‘best practice’ in women’s health
•

Media campaign emphasises the 'Move it or Lose it' theme of World
Osteoporosis Day.

The theme ‘Move it or Lose it’ was the focus of the Belgian media campaign for World
Osteoporosis Day 2005. With the support of WOD patron Sabine Appelmans, (former world
class tennis player), the Belgian Association of Osteoporosis Patients, hand in hand with ‘the
Belgian Bone Club’, issued press notices and gave interviews on radio, TV and print media.
Dr. Christiane Pouliart of the Belgian Association for Osteoporosis Patients, appearing on
radio and major news stations, underlined the benefits of exercise. She noted that tai-chi in
particular is beneficial for the elderly. “European studies have shown that women over 80
years of age who practice 15 minutes of tai-chi two times a day reduce their risk of fracture
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by

half."
•

Media campaign emphasises the field of women’s healthcare, especially
breast cancer.

The

project

is

called

‘boezemvriendinnen’

(VIVA

SVV)

(http://www.boezemvriendinnen.be/boezemvr.htm): breast awareness for women.
VIVA-SVV boezemvriendinnen are volunteers who motivate other women to take part in
breast cancer screening. Boezemvriendinnen is a project in which women support and
encourage each other to take part in breast cancer screening.
Further examples of Belgian initiatives for women’s health
•

In Belgium, women live longer than men but they
are more often ill…

The medical world in Belgium is conscious of the health differences between men and
women. A great number of medical statistics have been categorised by sex and/or age,
although a combination of both is sometimes lacking. However, access to these statistics does
not mean that the health care is designed specifically for either men or women even though it
has been seen that women live longer than men but, are more often ill.
Gender differences occur in many aspects of health. As an example, we will have a closer
look at the results of the MERI project (Geerts & Messelis, 2004).
Since the 1990s we have had good database at our disposal which compiles information about
the general health of elderly men and women. Macro-information is available on the general
and physical health problems of women, though not always in comparison with men. Data are
mainly about menopause, osteoporosis and fractures. Data that relate to causes of death are
also available, and these include gender comparison. Heart-related and vascular problems, as
well as cancer, are the most important causes of death for both sexes. Men die most often
from lung cancer and women from breast cancer. Within the oldest category (75+), the most
frequent cancers are prostate for men and colon/rectum for women.
When it comes to serious health problems and the consequent disabilities they can generate,
men are affected more frequently than women. Women are more often confronted with
various ‘lighter’ physical ailments and disorders.
Data are also available with regard to chronic complaints. We have information

on

prevalence and, to a lesser extent, longitudinal data at our disposal which relate to chronic
complaints and discomforts (such as high blood pressure, etc.). Almost half of those aged 65
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and over have to deal with chronic ailments. Within these data there is no mention of
methodical gender differentiation within the various age groups. Some data reveal that these
problems affect women of 65+ much more than men, as they appear to suffer more from
physical constraints. There are no data available to overtly contradict these genderdifferences.
We hardly deal with research material that inquires into illness within an individual span of
life and the coping processes used to address illness. However, we do have data available
about health perceptions, which differentiate between age and gender. These differentiations
are highly relevant. The older the people concerned, the less positive their perception and, in
general, men are more content than women. Many gender-bound differences of health
perception are related to the difference in life expectancy: women tend to live longer than
men. This means they have to cope more often with experiences of loss (situations that are
often very stressful), and that they - in absolute figures - have to deal with age-related
illnesses much more frequently. This is especially the case when one looks at data in regard to
mental disorders.
The prevalence of dementia increases greatly after the age of 85. The findings on whether or
not women are at a greater risk of developing dementia are contradictory. Some research
shows that women stand a smaller chance of developing dementia, whereas other statistics
show that proportionately they are afflicted with it much more often.
The occurrence of psychological issues, sleeping disorders, and anxiety problems increases
with age, and are therefore more frequent among women.
There are few data available that differentiate methodically between age and gender. When
the distinction is made, however, the conclusion is the same: women suffer more from
psychological problems than men, even when age differences are taken into account.
The pattern for suicide is different. Several sources indicate that the number of suicide
attempts decreases with age, and even though women attempt to end their lives more often
than men, men die more often as a result of suicide. Alongside objective and subjective
factors relating to the health of women and men, it is also important to gather information
about health behaviour. There are data available about medical consumption, or more
specifically, about how often doctors are consulted. Generally speaking, the elderly appear to
consume more than young adults. The findings show that there is a tendency among to
women consume more than men, regardless of age group. Within the different age groups the
distinction according to gender is rarely made.
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We did not find much information about the use of medication; generally speaking, however,
we could deduce from existing material that women take more medicines than men. These
findings are often linked to differences found in terms of psycho-social problems. Another
indicator in terms of health behaviour is what we call ‘healthy lifestyle’. When it comes to
preventative health behaviour, most information focussing on women, as well pre-emptive
actions undertaken by women, has to do with breast and cervical cancer. Generally speaking,
preventative action is taken less by women over 60, even in terms of breast examinations and
pap smears.
With regard to domestic care, we have access to data that are specifically differentiated
according to age: the older the age category, the higher the degree of dependency, and
therefore the need for domestic care. There are several extensive databases available but these
do not distinguish gender within the differing age groups. Several pieces of data address the
question of what older people are able to cope with. In other words, to what extent can they
help themselves? A few observations:
1. there is a wide array of information available on this subject;
2. however, sometimes there is a lack of a methodical gender analysis of the results;
3. there is little method when it comes to making this concept (‘the ability to help oneself’)
operational. This makes a comparison of the research data rather difficult.
The existing trend has been confirmed by recent research into standards of living. In general
terms, elderly people show a strong ability to help themselves, although depending on the
activities, 10-40% of people aged 75 and over need care at home.
The gender-differences found relate mostly to the fact that women score less when it comes to
features of mobility. If one looks at a wide range of domestic tasks and chores, they are less
able to help themselves than men of a same age. In comparison to men, women take better
care of themselves and their own health. In view of women’s life expectancy they do rely on
institutional care more often than men. In 2001, 80% of the people aged 95 and over were
living in a residential home. This translates into a predominance of women, as they represent
four fifths of this age group. We have data at our disposal about the use of day care centres,
clinics, psychiatric institutions, and residential homes. Two restrictions are important in this
respect:
-

there are many more facilities for older people for which we have no methodical
registration data yet;

-

in all the information about ‘institutional care’ we found no data that methodically
combined a differentiation in terms of age with one in terms of gender.

Conclusion drawn from the MERI project (Geerts & Messelis, 2004):
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There is not enough useful data available on many aspects of older women’s situation in
Belgium. On certain topics we hardly have any information, or the information we do have is
not differentiated according to age or gender.
Regardless of the above, one cannot deny that there has been a positive evolution in terms of
the amount of information available, but there are still many gaps in our knowledge. Our
analysis showed that certain themes are well-documented, such as older woman’s
employment situation. Other themes, such as the ability to help oneself, are also reported on
sufficiently, but it is still difficult to obtain a general picture from the information available.
There were several subjects in this study for which it was not easy to gather information. If
we could derive the situation of older women in our society from the data, there were still
inconsistencies and shortcomings; little attention has been given to diversity within the group
in terms of age, ethnic origins, etc. Generally speaking, we can say that older women are still
too invisible in the data, and even if they are rendered visible as a group, not enough attention
is drawn to the diversity within. We not only need a higher quantity of figures, we also need
data of a different quality.
Furthermore, it is important that the existing data can be compared, as this is after all the
essence of scientific development. A lot remains to be done in this respect as well. It seems
vital to us that the existing figures are more carefully attuned to each other, so that not only
their scientific use but also their social value increases. The ageing of the population is a huge
social challenge for Belgium. The demand for more research, and a research institute etc. has
been voiced at several levels in recent years. It seems therefore very important to us,
particularly in view of the feminisation of this ageing population, that attention is
systematically given to gender-specific research and statistics. This is also important in the
context of equal opportunities policies. The feminisation of the ageing population is a crucial
factor in social terms: it is consequently very important that the process can be underpinned
scientifically. We need scientific means with which we can reveal and measure the treatment
of and discrimination against women objectively. Equal opportunities policies must be based
on a better awareness of reality. This is why gender statistics must be compiled methodically,
taking account of age differences as well. Gender data must be compiled and developed for
older people too, so that government policy for this group of women can be systematically set
on the basis of the information drawn (Geerts & Messelis, 2004).
Main Reference:
Highlights of Health in Belgium (http://www.euro.who.int/document/e88544.pdf )
http://www.bruxelles.irisnet.be/en/region/region_de_bruxellescapitale/belgique_etat_federal.shtml
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http://www.umsl.edu/services/govdocs/wofact2006/ (CIA World Factbook, 2006)

http://www.lifesite.net/ldn/2006/feb/06020707.html

http://www.pregnancy-info.net/in_the_news1.html
http://www.johnstonsarchive.net/policy/abortion/ab-belgium.html
http://www.who.int/whosis/whostat2006/en/index.html (World health Statistics, 2006)
http://www.rudydemotte.be
http://www.gezondheidsgids.be
http://www.e-gezondheid.be
http://www.gezondheid.be
http://www.iph.fgov.be/epidemio/epinl/crospnl/hisnl/table04.htm
http://www.wvc.vlaanderen.be/gezondheidsindicatoren/

http://www.ingevervotte.be
http://www.vig.be
http://www.provant.be
http://www.ondersteuningscellogos.be
http://www.sensoa.be
http://www.vgc.be
http://www.riziv.be
http://www.tegenkanker.net/rubriek.asp?rubid=117
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http://www.vlaanderen.be
http://www.eetstoornis.be/
http://www.eetexpert.be/
http://www.self-help.be/zelfhulpgroepen/zelfhulpgroepen.htm
http://www.wvc.Flanders.be/gezondsporten/sport/eetstoornissen.htm
http://gezondheid.infoblog.be/eetstoornissen

http://www.jongereninformatie.be/xcms/lang__nl-BE/554/default.aspx
http://www.sensoa.be/jong/flash.html

http://www.boezemvriendinnen.be/boezemvr.htm
http//www.own-europe.org (Geerts, C. & Messelis, E. (2004). Living conditions of women
50+ in Belgium, MERI project, Vrije Universiteit Brussel)
http://www.iph.fgov.be/epidemio/epinl/crospnl/hisnl/table04.htm (Bayingana K, Demarest S,
Gisle L, Hesse E, Miermans PJ, Tafforeau J, Van der Heyden J. (2006). Gezondheidsenquête
door middel van Interview, België, 2004. Afdeling Epidemiologie, 2006; Brussel.
Wetenschappelijk Instituut Volksgezondheid,
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Bulgaria
Bulgaria has the lowest life expectancy of the eight countries reviewed. It also has one of the
highest levels of women in the labour force, though this is not always an indicator of
economic scale or autonomy. Bulgaria has recently begun to address many of their female
focussed health activities as equality issues.
The health programme for women focuses strongly on reproductive and sexual health.
Bulgaria has a well-developed system of oncological care, with a wide range of services to
detect breast cancer. This may be the reason that death rates from breast cancer are among
the lowest of the countries reviewed. Cervical cancer however, remains relatively high,
though as it is now a focus of the recent health planning this may be changing. This level of
incidence could be connected with early sexual activity. Bulgaria shows a high number of
teenage mothers, an indication that sexual activity probably begins early. The highest
percentage of live births were in the under 15, 15-19 and 20 –24 year age groups, and this
drops sharply (in comparison to other countries) when the older age groups were reached.
There were many areas of research on Bulgaria in which data were not available for
comparison with other countries. These included statistics on age-specific death rates for
malignant neoplasms in children aged 0-14, the proportion of women reporting HIV
infection, the characteristics of newly reported HIV infections, data on girls’ perceptions of
health and bodyweight, their eating behaviours, and on sexual behaviour. As many of these
areas are commented upon in the comprehensive report submitted by Bulgaria, it suggests
that data is available on a local basis and that language and transcription differences may be
making this material difficult to access internationally.
The following material was submitted by: Albena Kerekovska, Faculty of Public Health,
Medical University of Varna.
Women’s health
The general and reproductive health of Bulgarian women has been observed to be
deteriorating over recent decades, characterised by the following features:
•

Very low crude birth and total fertility rates

Bulgaria has one of the lowest birth rates in the world. From 13.3%o in 1988, births in
Bulgaria have declined to 7.7%o in 1997 (the lowest in Europe) and despite the slight
increase since late 1990s, it is still one of the lowest birth rates in Europe - 9.0%o for 2004.
Total fertility declined from 1.81 in 1990 to 1.29 lifetime births per women in 2004, reaching
its lowest rates of 1.09 in 1997 [20]. For the last 15 years it has not exceeded 1.3, which is
substantially lower than the level of 2.2 - necessary for replacement of the population.
•

High teenage pregnancy and birth rates
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Bulgaria ranks among the countries in Europe with the highest birth rates in young
(adolescent) age of maternity, indicating 1994 and 8.9 per 100 live births in 2002
[17].inefficient family planning. Related to it is the high proportion of low birth weight births
- increasing from 5.7 per 100 live births in 1986 to 7.2 in 1994 and 8.9 per 100 live births in
2002 [17].
•

High proportion of out of wedlock births

The proportion of out-of-wedlock births has enormously increased for the last decades - from
8% in 1960 to 28% in 1996 to reach the level of over 45% of all live births in 2004 [8,21].
•

High abortion rates

Abortions have exceeded the number of births since late 1980s until 2000. Although
decreasing for the last few years, abortions rates are still high in Bulgaria - about three times
the EU average. Particularly high abortion rates are observed in the youngest age groups – up
to 20 years of age [2 ]. The high rate of teenage births and abortions is alarming as well as the
decreasing age of first sexual intercourse [8].
•

Low use of modern methods of contraception

Contrary to the high abortion rates, there is a low rate of using modern contraceptive methods
and means for protection from unwanted pregnancy and STDs in Bulgaria [8].
•

Low life expectancy of Bulgarian women

Bulgarian women have one of the lowest life expectancy at birth in Europe [22] (estimated at
75.9 years for 2005)[21].
•

High maternal mortality by European standards

Indicators for maternal deaths per 100,000 live births have been unstable for the last 15 years,
and yet about 4 times higher than the EU average. Maternal mortality rates are much higher in
the rural areas of the country - 25.5 per 100,000 live births than in the urban region - 16.5 per
100,000 live births [17].
•

Increasing morbidity trends for many diseases

Morbidity rates for gynecological and sexually transmitted diseases, as well as for chronic
disabling conditions, such as depression, osteoporosis, diabetes, hypertension, arthritis,
metabolic and immune system disorders are rather high among Bulgarian women [17]. The
increasing incidence (over 1.5 times for the last 15 years) and the high mortality rates of
breast and cervical cancer are very alarming [20]. A very low proportion of women undergo
screening for early detection of these diseases. For the last decade, the incidence of eating
disorders (anorexia and bulimia) has been constantly increasing among young Bulgarian girls
and women.
•

High prevalence of unhealthy lifestyle behaviours

Typically, there is a high prevalence of unhealthy behaviours among which smoking, drug
and alcohol abuse, unhealthy dietary habits and low physical activity are particularly
worrying.
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Specific health policies for women
There is neither a separate body coordinating the activities of the different institutions,
responsible for the development of the state policy in women’s health and monitoring of its
implementation, nor is there a separate Minister, Department or other sort of governmental
structure that is specifically devoted to women and health issues. However, a substantial
number of governmental institutions are very much involved in policies and activities relevant
to the field, such as: The Healthcare Committee at the National Assembly; The Ministries of
Health, Labour and Social Policy, Education and Science, Youth and Sports; The National
Centre of Public Health and the National Centre of Health Information; National Social
Security Institute; The State Labour Inspectorate and the State Agency for Child Protection;
The National Committee of HIV/AIDS and STD Prevention and Control; The Regional
Inspectorates of Public Health Prevention and Control with their Health Promotion Divisions,
etc. At the same time numerous health, women and youth-oriented non-governmental
organisations are very active in the area of women’s health, sexual and reproductive health
and family planning. The main NGOs working in the area are: The Centre of Women’s
Studies and Policies Foundation; Women’s Initiative for Health Foundation; The Bulgarian
Family Planning Association, Gender Education, Research and Technologies Foundation;
National Association of Women with Oncology Diseases; Association ‘Women without
Osteoporosis’; National Anti AIDS Coalition; Bulgarian Fund for Women; National
Association ‘Women in Science’; International Women's Club of Sofia; Women’s Alliance
for Development; Bulgarian Women's Party, etc.
‘Women and health’ is also a part of gender equality issues. Currently in Bulgaria, there is a
set of separate structures and institutions addressing gender equality issues (including
women’s health). These are: Institutional Mechanisms to the Legislative (Human Rights and
Religious Affairs Committee at the National Assembly - sub-committee on Women’s Rights
and Gender Equality; Commission for Protection against Discrimination, reporting to the
National Assembly; Parliamentarian Ombudsman, reporting to the National Assembly);
Institutional Mechanisms to the Executive (National Council on Equality between Women
and Men to the Council of Ministers; National Commission on Combating Trafficking in
Human Beings; Equal Opportunities Department at the Demographic Policy, Social
Investments and Equal Opportunities Directorate at the Ministry of Labour and Social Policy;
Consultative Commission on Equal Opportunities to the Minister of Labour and Social
Policy); Institutional Mechanisms at the Local Level (Gender Specialists to the
Municipalities; Public Councils to the Municipal Councils; Local Commissions on
Combating Trafficking in Human Beings; Local Public Mediators).
Gender-sensitive health policy design
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Women are an object of particular concern and protection by all state organisations and public
institutions related to their health. A substantial number of legal procedures and specific
policies have been designed to address women and health issues. Examples are the legislative
acts providing special protection of women’s rights and health. Provision of equal access to
healthcare is a fundamental principle of healthcare delivery according to the Law on Health of
the Nation [7] with priority however being given to children, pregnant women and mothers.
According to this Act, the protection of reproductive health is a major obligation of the State,
as women and adolescent girls represent the main focus of the policy in this field. Women in
reproductive age, pregnant women and mothers of small children receive special treatment in
the National Labour Code [4] and the Health and Work Safety Act [5] with respect to health
protection and provision of safe working conditions. According to the Law on Protection
against Discrimination [6], the Council of Ministers formulates State policy and adopts
national strategy on gender equality. Equality of women and men in their access to healthcare
and preservation of the generative functions of women are treated in the National Action Plan
for Promotion of Gender Equality. The principles of gender equality are observed in the
conducting of a number of national programmes such as: the National Programme for
Prevention of, treatment and rehabilitation of drug addicts (with a view to the generative
functions of girls and

women); National Programme for Smoking Restraint; National

Programme for Mental Health and Action Plan toward it [14]; National Strategy and Work
Programme for Preventive Cancer Screening [9] (where breast and cervical cancers are main
focus groups). The National strategy and programme for Treatment and Control of HIV/AIDS
and STD also especially focus on young people, adolescent girls and women [11].
A main priority of the National Health Strategy ‘Better Health for Better Future of
Bulgaria’ [10] is the reproductive and sexual health of the population where the health of
pregnant women, mothers and newborns represent a key strategic area for interventions.
Improving the health status and healthcare provision for mothers, pregnant women and
adolescent girls is a main strategy goal to be achieved. The reproductive health and sexual
culture including education, prevention and healthcare are the highest priorities of also the
National Strategy for Bulgaria’s Demographic Development (2006-2020) [2] and the National
Strategy for Youth Development.
The predominantly female eating disorders (such as bulimia and anorexia) are partially
treated in the National Mental Health Programme and Action Plan and the Action Plans on
Food and Nutrition [1,14]. The healthy eating habits and nutrition problems of young girls
and pregnant women, as well as the breast feeding issues, are substantially treated in the
National Action Plan ‘Foods and Nutrition’. Women are also among the main risk groups
addressed by the National Programme for Limitation of Osteoporosis [19] and the main focus
group within the National Family Planning Programme. Another programme that is
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particularly focused on women is the Maternal Health Programme [13] – aimed at the
preservation of women’s health status during pregnancy, birth and post-birth period. It
incorporates a package of preventive check-ups, dispensarisation and treatment activities
provided by the GPs and obstetrical specialists and guaranteed by the National Health
Insurance Fund budget. Within the Risk Groups Prevention Programme, women at risk for
breast and cervical cancer are also receiving special attention and services within the health
insurance package.
Women are usually subject to more health research initiatives in relation to their reproductive
health, or to diseases typical for the female population, such as osteoporosis, breast and
cervical cancer, eating disorders, etc. For instance, one of the main programme directions of
the Centre for Women’s Studies and Policy Foundation in Bulgaria is women’s health.
However, special protection for women is provisioned by the research legislation [7], as for
instance pregnant and breast-feeding women are normally not considered eligible for
experimental treatment in clinical trials.
Three primary issues and how they apply to women
•

Breast Cancer

Breast cancer is the most prevalent oncologic disease in Bulgarian women. Over 36,000 of
them currently suffer from it, and the incidence of the disease is constantly increasing with
over 3,500 newly registered cases per year. The trends of increasing incidence and mortality
rates and the younger age of diseased women are particularly unfavourable. A major problem
for the country is the late detection of disease, which explains the high and continuously
increasing breast cancer mortality rates (rising from 19.6 per 100,000 women in 1981 to 27.2
per 100,000 in 2000) [17,20].
Oncological diseases and especially breast and cervical cancer are considered a major priority
of the national health policy. There are many legislative and regulative documents dealing
with the management of these diseases, including the National Programmes for Preventive
Cancer Screening and Risk Groups Detection [9]. Many health professionals are involved in
the prevention, early detection, treatment and rehabilitation of breast cancer. GPs’ Public
Health Care package, for instance, include manual breast examination of women aged 31-69,
on an annual basis, and risk assessment. All women included in the risk groups should receive
a preventive check-up exam (including mammography) once a year by a specialist (breast
surgeon) according to the National Framework Contract (signed annually between the
Bulgarian Medical Association and the NHIF) [18]. All these activities are financed by the
National Health Insurance Fund (NHIF) and carried out according to the Ministry of Health
Ordinance for preventive check-ups and dispensing and the Ordinance for the main package
of health activities guaranteed by NHIF budget [15,16]. In all cases where breast cancer is
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suspected by the clinical examination, mammography and needle biopsy are performed. The
obligatory procedures followed in breast cancer detection are: mammography, needle biopsy,
excision biopsy, and consideration by the Oncological committee.
The system of oncological care has long been developed in Bulgaria. The complete treatment
and care for all oncological (including breast cancer) patients are entirely carried out by the
Regional Dispensaries for Oncological Diseases - specialised territorial units providing
integrated care to cancer patients. All breast-cancer diagnosed patients are registered in the
Dispensary and receive a complete service. These units provide treatment and care at all
stages of the disease, from screening through to the care of the advanced disease. They are
financed by the Ministry of Health and the National Health Insurance Fund. All therapies and
interventions

(operative,

radiotherapy,

chemotherapy,

hormone

therapy,

physical

rehabilitation, medication) are covered by the health system. Treatment and care for patients
registered in the Regional Dispensaries for Oncological Diseases are free and easy to access.
There are both national and regional surveillance systems of all cancer cases in Bulgaria
including breast cancer. The National Centre for Active Oncological Treatment and the
Regional Dispensaries for Oncological Diseases (their departments of Cancer Control) are
responsible for the registration. Cancer surveillance is mandatory and the data is collected by
systematic reporting to the National Cancer Register.
Breast cancer receives substantial media and public attention. Annually, a national week
devoted to breast cancer and a breast cancer awareness campaign take place. A great number
of women and health-related NGOs, associations and self-help groups are active in the field.
•

Osteoporosis

In Bulgaria, the magnitude and burden of osteoporosis is not properly assessed. Data on
prevalence of disease, its risk factors and complications is incomplete. It is estimated that
about 820,000 Bulgarian women have an increased risk for bone fractures. Hospitals’
registries reveal that over 92,000 women have at least one vertebral fracture; every year over
4,000 women suffer hip fractures and 800 of them die within a year due to osteoporotic
complications; the average period of hospitalisation after a hip fracture and the ensuing
operation is 30-35 days [19].
The only practically functioning programme for now is the ‘Treatment of Osteoporosis with a
Pathologic Fracture Programme’ [12], which involves only menopausal women with
osteoporotic fractures. The diagnostic and treatment procedures, the specialists’ follow-up
exams, and part of the medication for the women included in this programme are covered
within the health insurance budget. There are also many specialised healthcare units across
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the country, which have the necessary equipment and professional expertise for prevention,
diagnosis and treatment of osteoporosis; however, as these activities are not covered by the
insurance or the state budget, they remain largely unaffordable for the population.
The current situation in the country is characterised by insufficient knowledge of the
population in prevention of disease and its complications; unhealthy risky lifestyles;
inadequate legislative regulations and access to healthcare facilities; lack of resources for
preventative, diagnostic and treatment procedures (i.e. bone densitometry exams are not
reimbursed); lack of organised population-based prevention programmes, methodological
guidelines and medical standards for applying a complex approach for the prevention,
diagnostics and treatment of the disease; large proportion of hidden disease; lack of national
information system and osteoporosis register; negligence of primary prevention initiatives and
exclusive focus on complications treatment [19]. In recognition of the problem, a National
Programme for Limitation of Osteoporosis in the Republic of Bulgaria (2006-2010) has been
recently developed to make osteoporosis one of the priorities of the Bulgarian health policy. It
aims at: setting the foundations of a coherent national policy for reduction of risk factors for
osteoporosis and enhancing protective factors through the implementation of legislative,
administrative and public measures to limit the incidence of the disease; estimating the exact
number of ill people and people in danger of osteoporosis through setting up a National
Information System; improving the access for those who are ill and those at risk of
osteoporosis to qualified prevention, diagnosis and treatment [19]. A main target group of the
programme is the menopause, pregnant and breast feeding women. The establishment of a
national network of 56 specialised centres for prevention, screening, diagnostics, treatment of
disease and its complications is planned within the programme, however, resources are not
secured and programme activities are not implemented.
•

Eating Disorders (Anorexia, Bulimia)

The incidence of anorexia and bulimia in Bulgaria is constantly increasing. National data
reveals that over 250,000 young girls and women suffer from the disease. At the same time,
the state policy and healthcare provisions for this category of patients are completely
inadequate and insufficient. There is no a National programme on the prevention, treatment
and rehabilitation of these eating disorders. The National Medical Standard on Psychiatric
Diseases (a document of the Ministry of Health) does not envision these problems. Moreover,
there are no specialised clinics or medical centres for specifically treating such disorders. For
the moment, anorexic patients are treated

in ordinary out-patient facilities, receiving

consultations by a number of specialists (psychiatrist, gastroenterologist, endocrinologist,
gynecologist, diet-therapist, etc.). Neither the consultations with the team of relevant
specialists, nor the medication treatment are reimbursed by the state budget or the insurance
fund. As this treatment is rather expensive, it is usually not affordable for most of the
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anorexic patients. As there are no specialised inpatient structures for treating these disorders
in indications for hospital treatment, such patients are usually treated in the psychiatric
hospitals (in wards for addiction problems) or in other hospital wards, according to the
complications. Very recently a clinical pathway has been developed for reimbursement of the
costs for their inpatient treatment.
A current public and professional debate is going on to discuss the problems of these patients.
The Ministry of Health is planning to establish special sectors in the psychiatric hospitals and
develop specialised standards and programmes for treating the psychogenic eating disorders.
There is pressure also for the establishment of specialised hospital and territorial day-care
centres for continuous treatment after hospital discharge. The National Action Plan on Food
and Nutrition [1] and the National Programme and Action Plan on Mental Health [14] also
have some goals and targets directed at anorexia and bulimia, however, a special national
policy and programme on these eating disorders is urgently needed.
Specific healthcare policies for young girls
There are no healthcare policies designed particularly for young girls in Bulgaria. Healthcare
services for young girls are provided mostly by the GPs. Apart from diagnostic and treatment
activities, annual preventive check-up exams and health education and promotion activities
are also obligatory within the GPs’ Public Health Care package. However, in practice they are
not fully implemented. In cases of specialised care needs, young girls are referred by the GP
to relevant specialists within the health insurance package. Additional healthcare services are
also provided to girls with certain problems and diseases within the National Risk Groups
Programme and Chronic Diseases Dispensing requirements, but they are distinguished from
the boys with the same problems and at the same age [15].
The admirable tradition of school healthcare services, destroyed during the Health Service
reforms, has been recently restored, losing however its predominantly preventive and health
promotive orientation. The currently existing school health services are too medically
oriented and are exclusively focused on emergency cases occurring at school, such as acute
health problems or trauma accidents. There is no systematic health education in schools,
including education on sexual and reproductive health, despite the elective health education
programmes introduced in the school curricula. The activities in this field depend on the
commitment of the school authority, teachers and health care providers. There is a lack of
coordination and collaboration between the institutions in the field of sexual and reproductive
health promotion, education and service delivery concerning adolescents in schools. Schools
health care providers are not well informed about the opportunities for sexual and
reproductive health services, which limits the referral choices and efficacy in dealing and
solving health and other problems of the adolescents.
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Sexual counselling for young girls should be available in all GP and Ob./Gyn. practices but in
practicality, in the majority of casеs, it is not performed. An additional service provided
specifically to young girls is the rubella immunisation at the age of 17, which is obligatory
within the national immunisation regulations and is covered by the insurance package.
Abortion services are freely accessible in Bulgaria. They are free of charge to girls under 18
years of age and can be performed with the informed consent of one of the parents.
Other possibilities for receiving heath and sexual education and family planning services are
within programmes and projects carried out in the community or school environment, where
different NGOs and the health promotion departments of the Regional Inspectorates of Public
Health Protection and Control are mostly involved. There is a need for improving the
accessibility of health services that meet the sexual and reproductive health needs of
adolescent girls, especially in small towns and villages.
An example of ‘best practice’ in women’s health
An example of well functioning practice in the field of women’s healthcare is the Maternal
Health Programme [13], securing free access for each woman to systematic healthcare
activities from the beginning of the pregnancy till 42 days after birth delivery. This
programme encompasses early registration and systematic medical monitoring of the whole
pregnancy by primary and specialised healthcare units and professionals. Pre-natal
diagnostics, genetic disease prevention, regular pregnancy monitoring exams and
consultations are carried out according to the schedule for the term of pregnancy, depending
on pregnancy risk estimation and presentation of specific complications. Home visits by the
GP or the specialist are also provided whenever needed. All programme activities are
delivered to the women free of charge and are covered within the health insurance package.
The concrete activities are regulated in the Ordinances of the Ministry of Health (the
Ordinance on Prevention Exams, Dispanserisation1, and the Ordinace on Determining the
Main Package of Healthcare Activities Guaranteed by the NHIF [15,16]). In normal
pregnancies, healthcare is delivered by a GP or a specialist obstetrician, according to the
woman’s choice. Increased risk pregnancies are monitored by an obstetrician. There are still
some problems with access to specialised outpatient obstetric services in remote rural areas.
Birth deliveries in Bulgaria are carried out in specialised obstetric in-patient units with the
attendance of an obstetrician. The woman is free to choose the institution. Inpatient healthcare
for birth delivery is covered by the insurance package [18].

1

Systematic monitoring of priority high risk population groups
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Further examples of Bulgarian initiatives for women’s health
Examples of initiatives specifically directed at women’s health can be presented within the
following strands:


Legislative initiatives

‘Women and health’ issues are specifically treated in a number of legal documents, such as
the Law on Health of the Nation; the Health and Work Safety Act; the National Labour Code;
the National Framework Contract; Ordinances for preventive check-ups, dispensarisation,
main packages of healthcare activities guaranteed by the insurance fund budget; specific
regulations of human reproduction, family planning, human rights and research activities, etc.


Health care system activities provision

Services developed specifically for women are essentially limited to reproductive needs,
especially childbearing, referring to expanding and improving maternal and child health
systems. Such services are provided by the outpatient sector (GPs and Gyn./Obst. specialists)
and the inpatient facilities (specialised hospitals or wards) within the insurance package or
out-of pocket. Family planning counselling and services do not constitute an integral part of
reproductive health services. Sexual health education and promotion of the reproductive
health of women are important elements in the obligatory package of activities of the Public
Health Care system, but are not fully implemented. There is an easy access to free abortion
services, while contraceptives are not reimbursed, and are therefore not largely affordable.
Women from rural areas throughout the country have particularly limited access to
specialised health services.


Initiatives as part of national strategies, programmes and plans for action

Initiatives directed at protecting and improving women’s health are contained in many of the
national level strategies, programmes and action plans, such as the: National Health Strategy;
National Strategy for Bulgaria’s Demographic Development; National Strategy for Youth
Development; National Strategy and Programme for Treatment and Control of HIV/AIDS and
STI; National Family Planning Programme; National Food and Nutrition Action Plan;
National Action Plan for Promoting Gender Equality; National Programme of Equal Women
and Men Opportunities in the Accession to the EU and the Equal Opportunities for Women
and Men Monitoring Programme; National Programme for Monitoring Violence against
Women; National Programme for Prevention, Treatment and Rehabilitation of Drug Addicts;
National Mental Health Programme and National Action Plan toward it; National Strategy
and Work Programme for Preventive Cancer Screening; Risk Groups Prevention Programme;
Maternal Health Programme; National Programme for Limitation of Osteoporosis, etc.
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Research and surveillance initiatives

Studies and surveys on: women and cancer; women’s sexual and reproductive health; medical
aspects of trafficking in women; occupational health and women, and others are carried out
by state or scientific institutions or within international project activities. Data from the
existing System of Vital Registration is also used in epidemiological studies in women’s
reproductive health.


Projects, campaigns, seminars, round tables, local initiatives, etc.

The Bulgarian Sexual and Reproductive Health Peer Network was set up as a part of the
‘Strengthening the National Reproductive Health Programme’, a project funded by UNFPA.
This involves the elaboration of a comprehensive combined health, sexuality and life-skills
educational package for students aged 12-18. This will become part of the school curriculum,
and lectures in safe sexual practices, birth control, and HIV/AIDS prevention will be
delivered at youth clubs and education centres across Bulgaria.
Through different projects supported by the PHARE Programme of the EU and international
organisations like ‘School Health Promotion’, PHARE ‘Family Planning Project’, ‘Youth
Education in Bulgaria’, ‘Prevention of STDs and AIDS’ and others, sexual education and
health promotion work with young girls and women has been performed.
The Gender Research and Technologies Foundation project ‘Challenging the health reform in
Bulgaria: advocacy campaign to include reproductive health services in the social security
payments’ has been carried out in order to raise the awareness of decision-makers on the
issues affecting the reproductive health of women, and provoke a discussion on the need of
inclusion of reproductive health and family planning services in the social security payments.
It hopes to convince the decision-makers that they should look for a resolution to the
demographic crisis in a proactive way by launching prevention and information programmes
for adolescents which will decrease the incidence of teen-age pregnancies and increase the
trust in family planning services.
The Bulgarian Family Planning Association plays a significant role in providing sexual
education, family planning counselling, and reproductive health services to young people
(more than 85% of whom are women). Working actively on the ‘Sexual and reproductive
health education in school’ project, the association provides sexual education interactive
sessions in schools across the country.
Within the project ‘A Call to Osteoporosis Action’ funded by the European Commission, a
number of initiatives directed at the limitation of osteoporosis have been performed. A Forum
of the Bulgarian Gender Equality Coalition dedicated to the problem of osteoporosis was
carried out on the World Osteoporosis Day in partnership with the ‘Women without
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Osteoporosis’ Association presenting the European initiatives in the area of osteoporosis –
reports on the disease, audit report of osteoporosis policy developments and
recommendations.
A National Breast Cancer Awareness Campaign is carried out annually within the Breast
Cancer Awareness Month – seeking to raise public awareness for prevention and cure of
breast cancer, and funds for educational and preventive activities and the provision of
equipment (mammographs) for the more remote parts of Bulgaria.
A round table discussion ‘The costs of women’s reproductive health in Bulgaria’ was
organised by the Gender Education, Research and Technologies Foundation as a part of a
larger international campaign in CEE of the ASTRA network for sexual and reproductive
health and rights of women.
Further gender influences on patterns of health
Gender differences in the health of the Bulgarian population can be summarised as having the
following characteristics:
•

Crude and age-specific mortality rates distinctions

The crude and age-specific mortality rates are considerably higher in men than in women in
all age groups. The age group at most risk is men between the ages of 40-59 years, whose
death rates are much higher than those for women. In 2002 for instance, the number of deaths
for women during that age span represented 16.4% of all female deaths, whereas this
proportion was two times higher for men – 31.5% [3]. The proportion of increase in the death
rate is also higher among the male population.
•

Life expectancy indicators

There is a growing gap between male and female life expectancy at birth. Since the mid 1960s
the male mortality rate, particularly that of men who should be in their prime, has increased –
negatively impacting upon life expectancy figures, while female life expectancy stagnated. In
1970, there was a one year difference between the two sexes. Now it is about 6.5 years in
favour of women (68.9 years for men and 75.6 for women for 2004 [17,22]. While life
expectancy has been slowly increasing since 1998, healthy life expectancy has been declining
for the two sexes and all age groups, and is lower than the average in EU countries. Data for
2000 reveals 60.8 years HALE at birth for the male and 65.2 for the female population [17].
•

Disease specific morbidity and mortality gender distinctions

Bulgarian men have higher morbidity and mortality rates than Bulgarian women for
circulatory system diseases (1009.4 per 100,000 men against 927.5 per 100,000 women for
2003)[17]. Data on stroke incidence and death rates reveals a marked gender and regional
gradient from very high rates in males living in rural areas, to less elevated rates in females
living in urban areas. Men also have significantly higher morbidity and mortality rates from
respiratory and external diseases (i.e. accidents and poisonings) than women. Lung cancer
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deaths, for instance, have risen only slightly for the female population since the 1970s, while
rising steeply for middle-aged males. Standardised Death Rates (SDR) for external causes are
higher for the male (83.9 per 100,000 in 2002) compared with the female population (25.8 per
100,000) [17]. Heart attack incidents in men are two times higher than women. Gynecological
and sexually transmitted diseases, as well as some chronic disabling conditions, such as
cancer, depression, osteoporosis, diabetes, hypertension, arthritis, metabolic and immune
system disorders represent a major cause of morbidity and mortality among Bulgarian
women. The increasing incidence (over 1.5 in the last 15 years) and mortality rates of breast
and cervical cancer are very alarming. For the last decade, the incidence of eating disorders
(anorexia and bulimia) has been constantly increasing among young Bulgarian girls and
women. As a result of these diseases and women’s health behaviour, the incapacitating
morbidity in women is higher than in men.
•

Health-related behaviours gender differences

Some health-related behaviours are more prevalent in men, such as smoking, alcohol and drug
abuse, whereas physical inactivity and unhealthy dietary habits prove to be more common
among the female population. Women are more likely to show healthcare seeking behaviour
than men.
Main reference documents:
1. Council of Ministers (2005) National Action Plan ‘Foods and Nutrition’ of the Republic
of Bulgaria (2005-2010) (Accessed at: http://www.evroportal.bg/article_view.php?
id=727191 ).
2. Council of Ministers (2006) National Strategy for Bulgaria’s Demographic Development
(2006-2020) (Accessed at: http://www.mlsp.government.bg/bg/docs/index.htm ).
3. Golemanov, N. (2000) The sex differences in mortality: biological fate of lifestyle.
Review of the Institute of Demography. Bulgarian Academy of Science. Population,
Anniversary Issue, pp. 47-61 (in Bulgarian).
4. Government of Bulgaria (1986) Labour Code. Official State Gazette No. 26 of 1.04.1986
and No. 27 оf 4.04.1986.
5. Government of Bulgaria (1997) Health and Work Safety Act. Official State Gazette No.
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Germany
Germany has a high life expectancy (81.4 for women in 2004) but risky behaviours are also
evident. For example, an increase in smoking figures since 1985 have most likely been
affected by the merging of the two Germanys. Cardiovascular diseases are the leading cause
for mortality and cardiovascular risk factors such as physical inactivity, smoking, obesity,
and alcohol consumption are widely spread.
The main percentage of births occur during the ages of 25-34, and the incidence of teenage
births is relatively low. Indeed fertility itself is low, and figures indicate an increasing
proportion of adults living in a household with no children.
Causes for concern are osteoporosis and the high rate of breast cancer. While the prevalence
and incidence rates of osteoporosis in Germany not certain, it is noticeable that there is a
dramatic increase in the incidence affecting women between the years of 50-65 (23.3%) and
75+ (59.2%).
The following material was submitted by Birgit Babitsch Center for Gender in Medicine,
Charité-Universitätsmedizin Berlin and Ulrike Maschewsky-Schneider, Berlin School of
Public Health, Charité-Universitätsmedizin Berlin.
Women’s health
Girls and women make up the majority of the population in Germany (51%) (StatBa 2006a).
In general, the health situation and life expectancy have improved in Germany since 1970. In
this time, mortality has declined and patterns of morbidity have begun to change (RKI 2006).
Gender differences are still more or less the same; though some changes can be observed. The
situation for German women can be characterised in more detail by the following features:
•

Low crude birth and total fertility rates

The total number of births decreased from almost 1,300,000 births in 1960 (Federal Republic
of Germany) to 706,700 births in 2003. A reduction in the total number of births can also be
seen in the GDR; but there were differences in the development of the total fertility rates in
the Federal Republic of Germany and the GDR, with strong distinctions after the reunification
(StatBa 2003). Due to the economic and social transformation, a dramatic reduction in the
total fertility rate in the new Länder took place (1990 to 1994: 1.52 to 0.77). Since then the
total fertility rate has increased in the new Länder (1.3, StatBA 2006a) and approached nearly
the same level of the former territory of the Federal Republic. The fertility rate is low in
Germany and has remained at 1.4 since 1997 (StatBa 2003). Germany ranks low worldwide
and has the second lowest birth rate in EUR-A (reference 2002) (StatBA 2003, BMFSFJ
2006a, WHO 2006).
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•

Increasing proportion of single parents

The family structures in which children live in Germany have changed drastically (i.e. with
more single parents), with the number of families with only one child increasing, as well as
the percentage of childless women, (most notably women with a high level of education)
(BMFSFJ 2003, 2006). In the age group 35 - 44 years, 27.6% of women and 42.4% of men
live in household without a child in the former territory of Federal Republic, and 18.1% of
women and 38% of men in New Länder (BMFSFJ 2006a).
The proportion of single parents in the population is rising: In 2005, 2,600,000 single parents
lived in Germany. The rate rose by 15% between 1996 and 2005. Different rates are noticed
between the former territory of the Federal Republic (18%) and the new Länder (8%)) (StatBa
2006b, 2006c). Single parents are predominantly women (87% of this group are mothers and
13% are fathers). The main reason for becoming a single parent is divorce/separation (men:
43%, women: 40%). EuroStat data shows that 2.4% of all households are single parent
households (BMFSFJ 2003). Using this rate, Germany ranks middle of the distribution
compared with other European countries.
•

High abortion rates in single women and childless women

The total number of abortion is declining slightly in Germany. 124.023 abortions were
reported in 2005 (StatBa 2005). Different patterns can be observed between the former
territory of the Federal Republic and the new Länder (StatBA 2006a). Whereas the rate in the
latter has declined by 19%, an increase can be found in the former territory of the Federal
Republic (6%). In 2005, 40.6% of the women who had an abortion were childless and 50.9%
were single. Both rates have increased since 2000. The rate of abortions in 18 years old and
younger women/girls rose between 2000 - 2005 from 4.7% to 5.8%. The abortion rate in the
15 - 18 year age group amounted to 0.5% in 2005. The abortion rates in Germany were below
the EUR-A average in 2004 (HFA-DB 2006).
A recently published study focusing on pregnancy and abortion in young women (15 - 17
years), who attended pro familia counselling, shows that the number of abortions in this
particular group has exceeded the number of births since 1998 (pro familia 2006). The study
shows that 8 – 9 per 1,000 women in this age group became pregnant and 5 per 1,000 of them
decided to have an abortion. When compared with international data Germany features at the
lower end of the distribution. Furthermore, the study has shown a strong relationship between
teenage pregnancy and socioeconomic status. The ratio of young girls with a secondary
general school certificate is five times higher than in the group of young girls with a general
university entrance qualification. 92% of the pregnant young women did not use methods of
contraception.
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•

Use of modern methods of contraception

A recent study conducted by the BzGA (2003) shows that 77% of all participants (20-44 year
old women and men) use methods of contraception. The rate in women and men younger than
30 year-old amounts to 85%. Oral contraception was most frequently used (55%) followed by
condoms (36%) and the loop (12%). The methods of contraception differ according to age
and family situation. In the younger age group (under 30 ), a higher percentage use oral
contraception than in the older age group (30 - 44 years) (74% vs. 45%). Women and men
who are not in a relationship use condoms more often than women and men living in a
partnership (69% vs. 31%).
•

Gender gap in life expectancy is declining

Life expectancy is increasing in Germany, but since 1990 it has been more pronounced in
men. Gender differences in life expectancy at birth declined from 7 years in 1990 to 5.7 years
in 2002/2004 (StatBA 2006d, RKI 2006). The gain in life expectancy in men reflects the EUA average, whereas the gain in women is slightly lower than the EU-A average (reference
frame 1990-2001, WHO 2006).
•

Low maternal mortality

Maternal mortality has declined considerably since 1960. In 1960, 106 women died per
100.000 live births, compared with 4 women per 100,000 live births in 2003 (StatBA 2006a).
The maternal mortality rate in Germany is below the EUR-A average in 2001 (HFA-DB
2006)
•

Changing patterns in morbidity trends for many diseases

It can be stated that there has been a shift in morbidity (RKI 2006) even though the gender
differences remain nearly unchanged. While cardiovascular diseases are still the leading cause
for mortality, a decline in morbidity can be found as well as in mortality (RKI 2006). For
cancer the trend is more diverse and related to the affected organ. A dramatic increase in lung
cancer in women seen between 1990 - 2004 (48 %). Furthermore, the rates for mental
disorders, diseases of the muscloskeletal system, and infectious diseases have risen (RKI
2006). In mental health conditions the increase is noticably stronger in women.
•

High prevalence of unhealthy lifestyle behaviours

Cardiovascular risk factors such as physical inactivity, smoking, obesity, and alcohol
consumption are widely spread in the German population (RKI 2006). Every third person
smokes, and every sixth woman and every third man drinks alcohol in amounts which are
harmful to health. Half of the women and two thirds of the men are overweight or obese. An
improvement can be observed in eating behaviours, where the intake of healthy food has
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increased. Smoking trends in women and men are opposed: The rates of men have decreased
while the proportions for women have increased.
Specific health policies for women
There are only a few legal regulation/specific health policies for women in Germany. Most of
them have been developed in the context of reproductive health and occupational safety and
health (e.g. Protection of Working Mothers Act; Law on Parental Leave). Special attention is
accorded to women in some areas of the new Medical Products Act (adopted since 2005). A
breast cancer screening programme was adopted in 2004, to include women between 50 - 69
years of age. Implementation is still in progress (Kooperationsgemeinschaft Mammographie
2006). A disease management programme ‘Breast Cancer’ was also adopted in 2004 (BMG
2006).
There has been an increasing awareness in regard to gender-related issues and a gender
mainstreaming strategy was adopted by the Federal Government in 1999. The equality of
women and men is codified in Article 3, para 2, sentence 2 of the Basic Law as a national
objective. Since then, the cabinet decisions in the Federal Government have applied gender
mainstreaming strategies to achieve this goal. In 2000, gender mainstreaming was included in
the Joint Rules of Procedure of the Federal Ministries and this approach is now observed in
all political, normative, and administrative measures of the Federal Government.
Additionally, an Interministerial Working Group on Gender Mainstreaming (IMA) was set
up, lead-managed by the Federal Ministry of Family Affairs, Senior Citizens, Women, and
Youth (BMFSFJ 2006b). Due to this obligation, specific gender projects have been conducted
in each of the Federal Ministries and the reflection of gender and its impact has been included
into new laws (e.g. §20, SGB V [social security statutes]) and as a requirement in research
grants.
Women’s health is not coordinated or developed by a separate body or a separate minister for
women’s health, though there is a department which is specifically devoted to women and
health issues in the Federal Ministry of Health. The Federal Ministry of Health conducted two
different gender mainstreaming projects (BMG 2006). Furthermore, in the Ministry of Family
Affairs, Senior Citizens, Women, and Youth several initiatives have been conducted with
respect to women’s health (e.g. national women’s health report, several activities in the field
‘violence and women’s health’, Bundeskoordination Frauengesundheit [Federal Coordination
of Women’s Health] financed from 2002-2005). Additionally, other governmental institutions
have been involved in policies and activities relevant to the field (e.g. Ministries at state level,
Federal Centre for Health Education (BZgA), who run a database for women and health; the
Robert Koch Institute (RKI), who integrate the gender perspective into health reporting; and
Associations for Health Promotion at state level) For an overview of these initiatives, see:
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BZgA 2006 – a database on women’s health). The Landtag (State Parliament) of North
Rhine-Westphalia (NRW) convenes a commission of enquiry on the future of women-centred
health care in NRW (‘Zukunft einer frauengerechten Gesundheitsversorgung in NRW’).
Different university departments and scientific associations put specific focus on women’s
health/gender health (for overview see the BZgA 2006 database on women’s health).
Examples are: the Institute of Public Health Sciences at the Technical University Berlin, the
Centre for Gender in Medicine, Charité – Universitätsmedizin Berlin, the Centre for Public
Health at the University of Bremen, and the Bremen Institute for Prevention Research and
Social Medicine (BIPS). There are work groups focusing on women/gender and health at
Deutsche Gesellschaft für Sozialmedizin und Prävention e.V. (German Society for Social
Medicine and Prevention), Deutsche Gesellschaft für Medizinische Soziologie e.V. (German
Society for Medical Sociology); Deutsche Gesellschaft für Verhaltenstherapie (German
Society for Behaviour Therapy); Deutsche Gesellschaft für Public Health (German Society
for Public Health), and Deutsche Gesellschaft für Psychosomatische Frauenheilkunde und
Geburtshilfe (German Society for psychosomatic gynaecology and obstetrics).
Many women, youth, and health-oriented non-governmental organisations have been very
active in the area of women’s health, sexual and reproductive health and family planning, and
have contributed to important debates and changes (for overview see the BZgA 2006 database
on women’s health). Examples of NGOs working in this area are: the [Feminist] Women's
(and Girl’s) Health Centres, International centre for women’s health, who until 2006 offered
the Koordinationsstelle Frauengesundheit (women’s health co-ordination office), women’s
health networks on national level and federal state level (e.g. Berlin, Lower Saxony, SaxonyAnhalt), Arbeitskreis Frauengesundheit in Medizin, Psychotherapie und Gesellschaft (AKF working group of women’s health in medicine psychotherapy and society), Deutscher
Ärztinnenbund (German Association of Female Physicians), and Deutscher Frauenrat (a
national council of more than 50 nation-wide women's associations and organisations).
Gender-sensitive health policy design
In the Basic Law, the equality of women and men is regulated as a national objective. Several
legal procedures and specific policies have been designed to address women’s and health
issues (see above). To our knowledge, and despite the above mentioned, only one policy
difference exists which reflects biological and/or epidemiological differences between women
and men. The cancer screening covered by the statutory health insurance is different for
women and men (women: malignant neoplasms of the genitourinary system (starting from 20
years), malignant neoplasms of breast and skin (starting from 30 years), and colon carcinoma
(starting from 50 years); men: malignant neoplasms of skin (starting from 45 years), and
colon carcinoma (starting from 50-55 years).
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Three primary issues and how they apply to women
•

Alcohol

In 2004, the alcohol consumption was 10.1 litres per population (DHS 2006). The rates have
declined since 1991 (GBE-Bund 2006, see also OECD 2006; RKI 2006). The most common
consumed alcohol product is beer, though this is 50% more popular with men than with
women (RKI 2006). Germany ranked fifth compared with other EU countries in 2005 (DHS
2006, see also RKI 2003).
Approximately 1,600,000 persons are addicted to alcohol (RKI 2006). The age-standardised
mortality rates for alcohol-related deaths are 8.3 per 100,000 women in the former territory of
the Federal Republic and 16.7 per 100,000 in the New Länder; the rates in men are 26.5 per
100,000 vs. 65.1 per 100,000 (RKI 2006). The data of the National Health Survey 1998
showed that 16% of women and 31% of men have a higher alcohol consumption than the
tolerable upper intake level of alcohol (TOAM) (RKI 2003). The Drug and addiction report of
the Federal Government showed that in the 19 –59 year age group 1,700,000 women
consumed more than 20 g pure alcohol, and 3,800,000 men 30 g pure alcohol (RKI 2006).
The Drug Affinity Study found that 34% of the 12 - 25 year old women and men consume
alcohol regularly (meaning at least once a week) (RKI 2006). The rates are higher in young
men than in young women (beer: 35% in young men and 8% in young women; spirits-based
Alco pops: 20% in young men and 11% in young women). Young men consume on average
96.5 g of pure alcohol, with one quarter consuming up to 120 g of pure alcohol; the figures in
women are 39.2 g of pure alcohol ( on average) with 8% consuming more than 120 g of pure
alcohol (BZgA 2004a). The supply of spirits-based Alco pops has increased the alcohol
consumption in adolescents dramatically. The Drug Affinity Study showed that 39% of young
women and 45% of young men consumed once a month spirits-based Alco pops; with 7% of
the females and 14% of the males in this age group consuming them at least once a week.
Among young women, spirits-based Alco pops were the most popular alcohol product. Due to
legal regulations (‘Act for Improving the Protection of Young People against the Dangers of
Alcohol and Tobacco Consumption’), a special tax and the legal obligation to prohibit the sale
of alcohol to underage youth were introduced in 2004 and have lead to a reduction in the
consumption of spirits-based Alco pops in youth: The rates decreased from 28% in 2004 to
16% in 2005 (in young men: from 27% to 14%; in young women: from 30% to 14%) (BZgA
2005).
Binge drinking is common among young people in Germany. The Drug Affinity Study found
that 25% of female and 43% of male 12 - 25 years-old had drunk five or more glasses of
alcohol in succession in the last month; for 6% of young women and 14% of young men this
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occurred this 3 to 5 times in that time period (RKI 2006). Binge drinking is often connected
with the consumption of spirits-based Alco pops (RKI 2006). Binge drinking is also found
frequently among adults. The Epidemiological Drug-Survey data showed that in the age
group 18 - 59 years 44.6% of men and 16.1% of women consumed an amount of alcohol
which could be classified as ‘binge drinking during the last month’ (RKI 2006).
Different campaigns have been developed for primary and secondary prevention (for
overview see: Drogenbeauftragte der Bundesregierung 2002, 2005, 2006). The Federal Centre
for Health Education offers special programmes for young people (such as ‘Alcohol Responsibility sets The Limits’) (BzgA 2006). Further alcohol prevention programmes are
provided by the German Head Office for Dependency Matters (DHS) (DHS 2006) and by
health insurances.
•

Smoking

The results of a representative German Telephone Survey (2003) conducted by the Robert
Koch Institute showed that every third person in Germany smoked (RKI 2006). If persons
who had ever smoked are included, the rate amounts to 60%. 28% of women and 37.3% of
men were smokers. Since 1980, the rates in men have decreased, while the rates for women
are increasing. Therefore, smoking behaviour in women and men has equalised. This is
especially true for the younger age groups (BZgA 2004b, RKI 2006). In 2003, the proportion
of smokers was higher in Germany than the EU-A average (HFA-DB 2006).
In 2004, 35% of the 12 - 25 year age group were smokers (this figure refers to young people
who classify themselves either as regular smokers (21%) or as occasional smokers (14%)).
Four per cent of these are heavy smokers (BZgA 2004b). Differentiated by gender, the rates
are 36% of young men and 35% of young women. A slightly higher percentage in young
women than in young men has never smoked (52% vs. 35%). Young women and men start
smoking at similar ages (average age of smoking the first cigarette: young men 13.6 years,
young women: 13.7 years; average age of starting to smoke daily: young men 15.7 years,
young women: 15.6 years) (BZgA 2004b). The proportion of smokers among young people
has changed: From 1993 to 1997, a remarkably strong increase can be observed (young men:
21% to 27%; young women: 20% to 29%). The increase was more pronounced in the younger
age group (12 to 17-olds). Since 1997, the rates are declining, but data diven in Health
Behaviour in School-Age Children showed that more 13 to 15 year-old boys and girls in
Germany are smokers, than in the other 35 European countries/regions (RKI 2006).
Further gender differences exist in smoking behaviour. Men are more often heavy smokers
(20 cigarettes/day or more) than women (47% vs. 31.2%) (RKI 2006), though there are only
minor differences in the age group 12 to 25 years (young men: 13%; young women 12%)
(BZgA 2004b). Fortunately, a constant decline has been observed in the proportion of heavy
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smokers in this age group between 1993 and 2004 (young men: from 39% to 13%; young
women: from 28% to 12%).
Young smokers (12 to 25 years) do not tend to be convinced smokers: only 35% do not intend
to stop in the future (BZgA 2004b). This attitude is similar in both young women and young
men. Asked if they intended to stop smoking: Young men are more likely than young women
(31% vs. 27%) to quit smoking (BZgA 2004b). 72% of young smokers have already made
one or more attempts to give up smoking. Since 2001, attempts at cessation have increased
substantially (rising by 11%). The rates are similar in women and men.
Tobacco consumption is the cause of approximately 110,000 to 140,000 deaths per year.
Different campaigns have been developed to prevent smoking or to encourage smoking
cessation (for overview see: Drogenbeauftragte der Bundesregierung 2002, 2005, 2006). The
Federal Centre for Health Education offers special programmes to young people (such as the
‘Smoke-free’ youth campaign for tobacco prevention or the ‘Be Smart - Don’t Start’
campaign), as well as to pregnant women or families with (young) children (BzgA 2006). A
new NGO – ‘FACT’ – (‘Women Active Contra Tobacco’) was founded in 2006, to advance
prevention strategies for girls and women.
•

Osteoporosis

Prevalence and incidence rates of osteoporosis in Germany are uncertain (GBE-Bund 2006,
RKI 2006). However, some sources give an insight into the occurrence rate. The BoneEVAStudy analysed data from statutory health insurance and billing data for outpatient health
visits (2000-2003) (Häussler et al. 2006). Based on this data, prevalence rates were estimated
at 9.7% in men and 39% in women of at least 50 years of age. This means that around
6,482.086 women and 1,321.672 men are affected. A dramatic increase can be seen in regard
to ageing in women and men (women: from 23.3% (at 50-65 years) to 59.2% (at 75+); men:
from 7.1% (at 50-65 years) to 16.1% (at 75+)). 4.5% of this group suffered from fractures.
Gaps in pharmaceutical treatment were identified in this study.
Women have a higher risk for osteoporosis and fragile fractures. The risk for fragile fracture
is two to three times higher in women than in men (RKI 2006). The results of the
representative 2003 German Telephone Survey showed that 14.2% of women at least 45 years
old were diagnosed with osteoporosis (Scheidt-Nave & Starker 2006). 15% of this group
reported a physician-diagnosed fragility fracture. Prevalence rates increase with age: 3.4% in
the age group 45-54 years had osteoporosis vs. 23.7% in age 75 years and older. The same
pattern can be observed regarding fragility fracture: 0.3% in the youngest age group vs. 6.1%
in the oldest age group. Guidelines for physicians on osteoporosis were developed and
published in 2003 and updated in 2006. These made recommendations on prevention,
diagnosis and therapy for women after menopause, and for men of 60 years and older
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(AWMF 2006, DVO 2006).

Different NGOs such as Bundesselbsthilfeverband für

Osteoporose e.V. (the National Self-help Organisation for Osteoporosis), Kuratorium
Knochengesundheit e.V. (the Board of Trustees for Bone Health), the National Initiative
Against Osteoporosis, and medical/scientific associations such as the German Academy of
The Osteological and Rheumatological Sciences are focusing on osteoporosis, and provide
patient as well as expert information (IOF 2006).
Specific healthcare policies for young girls
There are no special health care policies designed particularly for girls/young women in
Germany. There are however a lot of activities focusing on the health of young girls. There
are several organisations/institutions which are particularly aiming at girls/young women such
as e.g.:
-

BzGA, which developed several campaigns for adolescents regarding addiction,
HIV/AIDS, contraception, relationships and pregnancy/motherhood (www.loveline.de,
http://www.prevnet.de/)

Women's and Girls’ Health Centres offer special programmes, activities and counselling for
girls.
An example of ‘best practice’ in women’s health
Examples of ‘best practice’ in women’s health
Young Girls/Boys: The Federal Centre for Health Education (BZgA) offers different
approaches and programmes including scientific research and surveys regarding health
promotion/prevention to young girls and boys. The BZgA developed also gender-specific
material for drug prevention in this age group.
Women’s Health: A database for “Women’s Health and Health Promotion” is provided by the
Federal Centre for Health Education (BZgA) (www.bzga.de/frauengesundheit). The database
collects different sources of information (e. g. reports, links, scientific publications) related to
the following topics: scientific basics, life course, life style, diseases, social conditions,
addiction, and organisations.
Health Reporting: The principle of gender mainstreaming has been integrated in the Federal
Health Reporting. Different health reports have recently been published, such as GBEBooklets, which focus on specific health or social conditions; focus reports which provide
more in-depth information to certain topics (the latest focused on health of women and men in
middle age) and the national health report which is broader in scope. The main responsibility
for the federal health reporting is taken by the Robert Koch Institute on behalf of the Federal
Ministry of Health. All health reports can be downloaded free of charge.
Violence: Until now, violence is often not taken into account as a cause of injury and health
problems in the health care setting. The aim of the NGO S.I.G.N.A.L. e. V. (www.signalintervention.de) is to improve the health care for women who have been abused. Good
experiences have been collected in the „SIGNAL Intervention Project Ending Violence
Against Women“ at the Charité Universitätsmedizin – Campus Benjamin Franklin. The main
approaches are raising awareness, sensitisation of the providers in the health care system,
improving the contact between provider and patient, initiating prevention and intervention of
violence by providing the abused women with reliable and appropriate support and treatment.
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The NGO develops educational material for health professionals and offers train-the-train
workshops.
Gender in Medicine: The Center for Gender in Medicine (GiM) was established in 2003 at the
Charité – Universitätsmedizin Berlin. The main aims of the GiM are to study sex- and genderspecific differences in the biological basis of clinical syndromes, in the manifestation and
course of diseases, in prevention, diagnostics and therapy as well as in health care structures;
to promote this specific research in the above areas; to implement research findings in
medical practice; to mediate the research findings to the public, policy makers, authorities,
and institutions of the health care system, to adopt the findings into medical education at the
Charité; to create a curriculum and to integrate it into medical education.

Further gender influences on patterns of health
Gender differences on the health of the German population can be summarised as follows:
•

Crude and age-specific mortality rates distinctions

There has been a decrease in all-cause mortality since 1970 though the leading main causes of
death have remained the same during this time period. The crude and age-specific mortality
rates are considerably higher in men than in women. A reduction in all-cause mortality in
Germany occurred for both sexes between 1990 and 2004 (men: 29.4%, women: 25.3%) (RKI
2006). However in the same time frame, the age-specific mortality rates decreased to a greater
extent in men (from 1,119.2 to 790.6/100.000 inhabitants) than in women (670.1 to 500.8).
Furthermore, the decline is more pronounced in the new Länder than in the former territory of
the Federal Republic (men: 34.8%, women: 36.7% vs. men: 27.7%, women: 22%). Germany
ranks 8th in its mortality rates when compared with European countries (RKI 2006).
•

Life expectancy indicators

The life expectancy at birth has improved for women and men, especially for those in the new
Länder (RKI 2006, StatBA 2003). Between 1990 and 2002/2004, the life expectancy
increased in Germany by 2.8 years in women and 3.8 years in men (RKI 2006). This increase
is more pronounced in the new Länder (men: 5.3 years, women: 4.6 years; former territory of
the Federal Republic: men: 3.4 years, women: 2.4). While the differences in health between
Western and East Germany have been reduced, the life expectancy of women in the former
territory of the Federal Republic and the new Länder (former GDR) is now nearly the same.
Slight differences still exist in men’s life expectancy.
The life expectancy at birth for women is 81.6 years in 2002/2004 and 75.9 years for men.
From 1990 to 2002/2004, the gap between male and female life expectancy at birth narrowed
slightly: from 7.3 years in 1990 to 6.6 years in 2002/2004 in the new Länder, and from 6.4 to
5.4 years in the former territory of the Federal Republic. Furthermore, regional differences in
life expectancy exist. The life expectancy of Germany is lower than the European average
(EU-15 and EU-A) (RKI 2006, WHO 2006).
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Women live longer than men with similar complaints and illnesses (7.6 years vs. 5.9 years).
The healthy life expectancy in Germany is 74 years in women and 69.9 years in men in
2000-2002. Compared with other European countries Germany is above the EU-A average
(WHO 2006).
•

Disease specific morbidity and mortality gender distinctions

Over four-fifths of all deaths are due to non-communicable conditions (WHO 2006). 4 out of
10 deaths are caused by cardiovascular diseases (CVD), 2 by cancer, and 1 by external
causes. The two main diseases accounted for 69.3% of all death in men and 73% in women in
2004. Since 1990, a considerable decline in the mortality of cardiovascular diseases, and to a
smaller degree for cancer, can be stated for both sexes. The mortality rates have decreased for
cardiovascular diseases by 38.2% in men and 33.1 in women; for cancer by 18.7% in men and
15.8% in women (1990 to 2004). An increase in mortality exists for diseases of the nervous
system and sensory organs (men: 13.2%, women: 10.1%), endocrine, nutritional and
metabolic diseases in men (12.7), and lung cancer in women (48%) (RKI 2006).
Gender differences exist in the ranking of the causes of death:
in women:
1: chronic ischemic heart disease, 2: heart failure, 3: acute myocardial infarction, 4: stroke, 5:
malignant neoplasms of breast;
in men:
1: chronic ischemic heart disease, 2: acute myocardial infarction, 3: malignant neoplasms of
trachea, bronchus, and lung, 4: heart failure, 5: other chronic obstructive pulmonary diseases
(StatBA 2006d).
Important to mention is the dramatic increase of lung cancer in women; in 2004, for the first
time, it ranked under the first ten most important causes of death (7th rank). Diseases where
the death rates for men are at least twofold higher than those for women are behavioural
disorders, diseases of the respiratory system, and external causes. Lower rates in men than in
women can be found for diseases of the musculoskeletal system and diseases of the skin and
subcutaneous tissues.
Gender differences can also be observed in the disability-adjusted life-years (WHO 2006).
The top 5 conditions are:
for men:
1: neuropsychiatric conditions (24.3%), 2: cardiovascular diseases, 3: malignant neoplasms,
4: digestive diseases, 5: unintentional injuries;
for women:
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1: neuropsychiatric conditions (24.3%), 2: cardiovascular diseases, 3: malignant neoplasms,
4: sense organ diseases 5: musculoskeletal diseases.
The following gender differences exist in regard to the most important diseases for the
population’s health in Germany (RKI 2006):
Diabetes: In Germany approximately 4.000.000 million people live with diabetes, which
mean every 20th person is affected. Up to the age of 70, men more frequently have Type-2
diabetes, in the older age groups the rates are higher in women. The rates are similar in men
and women for Type-1 diabetes.
Myocardial infarction: The mortality rates have decreased in men and in women (with the
one exception being women older than 90 years). An increase in the incidence rates can also
be observed in men, though only partly so in women. In the 25 - 54 year age group, the
incidence rate has risen in women. Gender differences in the occurrence of myocardial
infarction decline with age and are strongest in the younger age groups.
Stroke: Men are more often affected by stroke than women. A reduction in mortality has been
observed since 1990. One third of the patients die during the year following a stroke.
Cancer: The most important malignant neoplasms causing death are lung cancer for men and
breast cancer for women. The incidence rates of lung cancer are declining in men, but rising
in women. An increase in the incidence rates can be seen for prostatic carcinoma and colon
carcinoma (in both women and men).
Muscoskeletal diseases: Chronic back pain during the course of a year was reported by 22%
of the women and 15% of the men (1998, representative study results, age group 18-65). This
difference persists in all age groups. More women than men have osteoporosis. 72% of all
femoral fractures occur in women.
Depression: The prevalence rates for depression are 15% in women and 8.1% in men in
Germany (1998, representative study results, age group 18-65).
Dementia: Every year 200,000 new cases of dementia are reported. Women are more affected
than men (2/3 vs. 1/3). This due to the incidence of Alzheimer’s disease, where large gender
differences exist.
Further examples of German initiatives for women’s health
Documenting available health data
Sources

Short description

Sex/Gender

Provider

Links

distribution
(possible/standardised
available)
Health
Reporting
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Online database with aPossible/ to some extentInformation

andhttp://www.

broad scope of healthstandardised available
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related
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In-patient

and

out-Possible/ to some extentHealth Insurances (private and
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no
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health

(statutory
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health

insurances)
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health
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insurance)
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ekammer.de
Rehabilitation

/
derhttp://forsch

Probably possible/ notForschungsportal
standardised available

Deutschen Rentenversicherung ung.deutsch
erentenversic

Sources

Short description
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National
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Greece
It appears that there has been no tradition of systematic data collection in Greece.
Comparable data on health is available primarily from outside sources such as that collected
by the WHO, the World Bank and Eurostat. Similarly to Belgium and Bulgaria methods of
governing, a lack of local data sharing, language, and transcription differences may be
hindering international access to data.
Nevertheless, available data show that Greece has a rising number of women in the labour
force (1980 - 30%; 2004 - 41%); and that live births are predominantly in the 25-34 year age
groups, with relatively low numbers of deliveries in under 15s, and a slightly below average
number of deliveries in the 15-19 age group. There are no figures available for the incidence
of breast or cervical cancers. The one area where data seem to be freely available for
comparison is smoking statistics.
The following material was submitted by Dr. Constantina Safiliou-Rothschild, Executive
Council and Founding member, 50+Hellas.
Women’s health
It appears that there is no evidence in Greece of discrimination against women and young
girls in the health sector, but because there is little relevant research, this cannot be stated
with confidence.
According to the WHO Core Health Indicators (2006), Greek women have a high life
expectancy (82 years); a relatively low maternal mortality (10 in 2000) and low adolescent
fertility (4.4 in 1999); in fact, one of the lowest total fertility rates in Europe and the world
(1.2 in 2004). Although there are no detailed data on the use of contraception, the existing
evidence shows that, despite its illegality, abortion, a relatively safe, medicalised procedure
widely practiced by doctors, is estimated to have been responsible for almost half of the sharp
postwar decline in the Greek birth rate. Even after contraception was legalised in 1980,
women rejected female contraceptive methods and abortion, and male methods of birth
control remain the principal means of controlling fertility (Georges, 1996). These trends are
further confirmed by the very low level of knowledge of basic contraceptive issues: only
30.6% of women were able to answer correctly 50% or more of the questions on knowledge
of basic contraceptive issues (Tountas, et al., 2004).
Despite Greek women’s high life expectancy their morbidity rates are rather high, mainly
because of the high rates of smoking and low take-up of existing tests (to measure bone
density, and the Papanikolaou test) and not following the recommended preventive measures
against osteoporosis and cancer of the cervix. For women under 20 a notable cause of death
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is road-traffic accidents (RTAs), since 5 women per 100,000 women under 20 die on the road
(in contrast to the average of 3.8 women in EU); for women 20-44 years old, suicides are the
least frequent in EU with 1.2 per 100,000 while the average for EU is 4.9; for women in the
45-64 age group, cancer is the most important cause of death although (at least up to 2003)
this is lower than the EU average (17 per 100,000: the EU average was 29.1). Furthermore,
the rate of mortality from breast cancer is also smaller for Greek women (37.6) than the EU
average of 48.2 per 100,000. Finally, for women in the 65-84 year age group, heart disease
and strokes are the most important causes of death and again the annual average of 316.1
women per 100,000 is lower than the EU average of 450.5 women (health.in.gr/news, 2006).
While this picture tends to portray a relatively good picture of health for Greek women, it is
quite possible that their health state may deteriorate as the number of cars and RTAs, as well
as the numbers of young and middle –aged women who smoke, have significantly increased
since 2003.
Specific health policies for women
I have not been able to find any women-specific health policies, except policies referring to
pregnancy leaves and women’s rights to employment after childbirth which, at least officially,
are the ones adopted by the EU.
Gender-sensitive health policy design
Gender in health policy is only addressed to the extent that where certain diseases are more
frequent for women than for men, programmes and health services are more intensely
directed towards women. This, of course, is not very equitable to men who, for example,
suffer less often than women from osteoporosis, but who after the age of 50, have a higher
risk of osteoporosis than of prostate cancer (health.on.gr/news 2005). On the other hand,
younger women with heart problems may not be receiving timely diagnosis and treatment
because it is still believed that women are less vulnerable than men to such diseases before
they reach 60. There has been no data collected that allows us to map the existence of such
trends.
Three primary issues and how they apply to women
•

Cancer

Epidemiological evidence from many countries has shown that smoking causes morbidity and
deaths not only from different types of cancer but also from vascular and respiratory diseases
(Vineis, et al., 2004). The very high rate of Greek women who smoke, as well as the negative
impact of passive smoking when partners smoke, is responsible for high rates of different
types of cancer (lung cancer, bladder cancer, hepatocellular carcinoma) as well as of chronic
obstructive pulmonary disease (Rebelakos, et al., 1985; Kuper, et al., 2000; Kalandidi, et al.,
2004 and 2005; and Dockery and Trichopoulos, 2004). There is no enforced formal policy to
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limit smoking in any public, work or entertainment space. In addition to their partners and
friend smoking, practically all women are exposed to a smoking environment all day long: at
work, when they take a taxi, when they go to the bank and when they go to a restaurant or a
night spot. However, there are no studies of the impact of women’s exposure to these
additional sources of passive smoking.
•

Smoking

Although 44.9% of the Greek population are smokers (that is two out of three Greeks are
smokers), there is considerable evidence that more women than men smoke, especially in the
younger generations. A European study found for example that in the south of the country
more women than men smoke daily at the age of 15 as well as among all adults (Currie et al.,
2000). A study of 657 students from three secondary schools in Athens city centre (with an
almost equal number of boys and girls) found that girls had a significantly greater intention of
smoking than boys possibly because girls more than boys consider smoking as risky, selfassertive behavior (Koumi and Tsiantis, 2001 Also Crisp et al. suggest a link between
smoking and fears of gaining weight among adolescent girls (Crisp et al., 1999). According to
data presented in the Greek journal Apogevmatini many more women than boys smoked
continuously during all types of entertainment (summer movie theatres and concerts as well
as closed jazz clubs and other types of clubs). Three out of four 15-18 year old girls and two
out of three 15-18 year old boys smoke, as do four out of five 18-25 year old women and
three out of four 18-25 year old men (Apogevmatini, 2000). In addition, data presented at the
9th Greek Conference of Chest Diseases, showed recent statistics indicating that lung cancer
will soon become the most common cause of death for women, surpassing breast cancer
(Apogevmatini, 1997).
•

Osteoporosis

In Greece, more than half a million women are estimated to suffer from osteoporosis, with
women representing 80% of all sufferers. One-third of women under 50, one in five women in
the 50-59 age group, and more than half of women 70-79 years of age suffer from
osteoporosis, according to the president of the Greek Society for the Study of the Metabolism
of Bones. Hip fracture is the most dramatic complication of osteoporosis: About 15,000
persons over 70 fracture their hip every year in Greece, 75% of whom are women. All of
them must be operated

on and about half of them die within two years because of

complications after the operation (Iatronet, 2006). There is an average annual increase of
7.6% of hip fractures (Paspati, Galanos and Lyritis, 2004) and the predictions for the future
are very pessimistic because of the increased rate of ageing, inappropriate diet and lack of
physical exercise. Despite the many risks of fractures due to osteoporosis, Greek women seem
to be indifferent to these risks and do not follow the recommended treatments as directed.
About 60% of the women stop the treatment early, thus aggravating the condition because of
decreasing bone density. It appears that women are willing to follow the treatment more
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faithfully if it can be taken once a month or once a year. In a recent study presented at the
congress of Greek Society for the Study of the Metabolism of Bones 93.6% of women
suffering from osteoporosis said that they would prefer a monthly treatment to the weekly
treatment they are currently following. Other Greek studies presented at the same congress
showed that the greater part of the Greek population has a very low level of vitamin B despite
the many sunny days in Greece. It is possible that women, afraid of contracting cancer, avoid
exposure to sun; it is possible also that there is insufficient intake of vitamin B with the food,
or that the digestive system does not absorb it. One in three older women suffering from
osteoporosis lack vitamin B and this lack can lead to softening of bones and weakening of
muscles (Pathfinder News, 2006).
Specific healthcare policies for young girls
In Greece, regardless of the existence or not of specific healthcare policies, NGO’s fill
important needs. The NGO ‘Friends of Adolescents - Centre for the prevention and
Healthcare of Adolescents (KEPYE)’ functions within the University of Athens. It is staffed
by academics with training and expertise in adolescent medicine and healthcare in
cooperation with other specialists. It includes paediatrics, endocrinology, psychological
support, obesity advice, gynaecological, child surgery and infectious diseases services. This
Centre offers advice, diagnosis, preventative and curative treatment to adolescent girls for
such problems as anorexia, obesity, menstruation difficulties, the condyloma virus, cervical
inflammations, pregnancy and abortion, as well as information on contraception and sexually
transmitted diseases. The Centre shows considerable sensitivity and tries to adjust the hours,
the interviews and the services in a such a way that they can be better attended by adolescent
girls.
An example of ‘best practice’ in women’s health
In 2005 the prominent female mayor of Athens organised a pilot programme (to be more
widely rolled-out at a later date) in an Athens department aimed at informing and sensitising
women to timely diagnosis and treatment of breast cancer. In cooperation with the newly
established ‘Centre for the Prevention of Breast Cancer’, women 45-69 years of age were
invited to come for a free mammography and preventive breast examination
(www.cityofathens.gr. 2006). There have on occasion been additional campaigns regarding
breast cancer but it is difficult to assess the extent to which such programmes covered the
entire Athenian or Greek population of women. It is, of course, quite controversial stopping
the programme at 69 years, since there is considerable evidence that breast cancer can also
occur after this age.
Within the context of INTERREG programme, the ministry of Health and Welfare undertook
a study in Serres, a city in Macedonia concerning women’s sexual life, frequency of
abortions, and their experience of violence. The women did not report any significant problem
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with their sexual life or with violence against them; instead, they mentioned that their most
important health problems were breast cancer and cancer of the cervix, depression and
psychological problems. Death statistics in the area showed that these two types of cancer
were the two most important causes of women’s deaths. The women also mentioned the lack
of information regarding different contraceptive methods and their efficacy (National School
of Public Health, 2000).
There have also been many lectures and public campaigns aimed at women concerning
osteoporosis and the needed prevention and treatment.
Further gender influences on patterns of health
It does not appear that gender significantly influences the patterns of health in Greece, except
as indicated above.
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Poland
Health is improving in Poland, though there are still significant differences between urban
and rural areas, with healthcare being more difficult to access in the rural areas. Eurostat2
reports a relatively high incidence of live births in Poland in the 15-29 year age groups,
though with very low incidences for under 15s.
Poland has one of the highest incidences of chlamydia of the countries reviewed.. Of all
female illnesses and deaths, the highest number are due to breast cancer. Poland has a
slightly higher prevalence of smoking than the EU average. Among women, this appears to
have been decreasing since 1996.
In 2005 a new Department for Women, Family and Counteracting Discrimination was
established, charged with coordinating activities connected to the status of women and
families in society. Current moves to address women’s health appear to have a strong focus
on reproductive health and procreation. The 1996-2005 National Health Programme has
been working to improve general health across society by addressing issues around smoking
cessation, reducing alcohol use, a reduction in Road Traffic Accidents, and early diagnosis
and active care for people with ischeamic heart disease.
2

Eurostat: Key figures on Europe - Statistical pocketbook 2006 edition. Data 1995 -2005
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The following material was submitted by Maria Wasilewska, Ministry of Labour and Social
Policy, Chief Specialist
Women’s health
•

Legal guarantees of health protection

The Act on Public Financing determines the organisation and finance of the universal health
insurance offered by the National Health Fund. It stipulates that all health services connected
with pregnancy, child delivery and puerperium, and for children under 18, will be provided
free of charge by health service institutions, irrespective of entitlement to health care under
the health insurance scheme. Health services for pregnant women and children under 18 cover
medicines free of charge, and are distributed according to the rules set forth in the Act.
The Council of Ministers’ Directive (5 October 1993) defines the scope of social welfare and
legal aid to pregnant women and mothers bringing up a child. These women are entitled to an
allowance (PLN 120 in cash for each child delivered) and in-kind benefits (e.g. a layette) as
defined in the Directive. Furthermore, the entitled person is reimbursed in total for all
expenses incurred for treatment at public health institutions in connection with pregnancy,
childbirth and puerperium, as well as for medicines prescribed by gynecologists and
obstetricians, and any necessary hygienic items.
A person bringing up a child under 18, irrespective of his/her income level, is entitled to
obtain family, psychological, legal and pedagogical counselling at educational and health
service institutions free of charge.
•

Demographic situation

In 2002, for the first time, the population growth rate in Poland showed in the negative (5700). In 2003 the growth rate fell further, to –14,100; in 2004 it was 7,400, and in 2005 –
3,900. Life expectancy for women has increased: in 2002 it was 78.8 years (70.4 for men), in
2003 – 78.9 years (70.5 for men), in 2004 – 79.2 years (70.7 for men), and in 2005 – 79.4
years (70.8 for men). In recent years there was no significant growth in the birthrate of live
children. In 2002 it was 9.3 per million, and in 2005 9.5 per million. The number of births is
linked to the level of women’s fertility, defined as the birthrate of live children per 1000
women. In 2002 and 2003 fertility of women between 15 and 40 years of age was 35 per
million, in 2004, 36 per million, and in 2005 it increased to 37 per million.
The rate of illegitimate childbirths grew by almost 1/3 in the years 2002 – 2005. In the early
1990s there were some 6-7% of children born out of wedlock, and in recent years this has
increased to 13-16%. Among them, the rate of children born to widows and divorced women
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is about 2% and remains constant. However, the share of unmarried mothers doubled in that
period.
Since 1999, the number of newborn children left by mothers at the hospital for reasons other
than health problems has been increasing. (in 1999 – 737 newborns, in 2000 – 861, in 2001 –
899, in 2002 – 1018, and in 2003 – 1090). In 2004 there was a slight decrease of the number
of newborns left in hospitals, to 1072.
Demographic data for the years 2002 - 2005
Item
2002
Number of births of live353.8`

2003
351.1

2004
356.1

2005
364.4

children (in thousands)
per 1000 residents
9.3
Number of children per1.249

9.2
1.222

9.3
1.227

9.5
1.242

woman
Birth of live children to51

55.5

61

67.2

single

mothers

(in

thousands)
Source: Central Statistical Office, Statistical Yearbook 2004
There is a tendency for women to decide to have a first child at an older age, which is a
consequence of various socio-economic factors. In 2004, most women decided to have a child
when they were 25-29 years old. Four years earlier they belonged to the same age group or
were younger. Currently more and more mothers decide to give birth to their first child when
they are even older, that is between 30-34.
•

Self-assessment of health state

Self-assessment is used in social research monitoring the state of the population’s health. The
results obtained indicate that only a small percentage of people are fully satisfied with the
state of their health. Less than 13% of Poles assessed their health as very good in 1996, and in
2004 about 11%.
In general, women assessed their health as worse than that of the men. Only one in nine
women assessed it as very good, and one in five as bad or very bad. Among men, one in
seven thought his health state was very good, and one in seven believed it to be bad. ‘Good’
and ‘satisfying’ health assessments predominated. The results of self-assessments were worse
in case of people living in rural areas.
Sixty per cent of women in the 15 years or older age group assessed their health state as
worse than good (rather poor, bad or very bad). In the case of men, that indicator was 49%.

55

Age is one of the most important factors influencing responses to questions about the state of
health. In case of most people, life quality decreases with age, due to various ailments, chiefly
physical. Among women in the 15-29 age group, 80% assessed their health state as good or
very good, while in case of those in age group of 60-75, there were only 6% assessmented as
such. By the age of 35-39 every second woman is dissatisfied with her health and assesses it
as less than good.
Health conditions are dependent on various factors. The biological process of ageing, linked
to the age of a person, and congenital and genetic defects seem to be most important among
them. Other factors that directly influence the state of health and its assessment include the
level of education, and economic and family situations. Factors indirectly influencing health
and its assessment include such factors as lifestyle, knowledge about health, prophylactic
examinations, diet, and living and working conditions.
In general, those who are better educated, in a better economic situation, and who have
professional work enjoy better health. A poor family financial situation increases the risk of a
low health self-assessment among both women and men; the influence of poor economic
conditions was stronger, however, among women.
Low health self-assessments can be justified by the frequency of various ailments and chronic
diseases. Most adults in Poland suffer from chronic diseases. The only group among the
interviewed population that did not suffer any such disease were in the over 15 age group
(less than 38%). More than 62% of people indicated at least one out of the list of 27 diseases
and chronic diseases. The amount of women suffering from chronic diseases was larger than
men (68% and 55%, respectively) and gender differences were visible in every age group.
•

Health of the Polish population

The health of the Polish population has been improving gradually since 1991. Life expectancy
increased by 3.9 years for women (4.5 for men) in 1991-2004. In rural areas life expectancy
for women is higher than for men, but the differences are insignificant.
As in previous years, diseases of the cardiovascular system, malignant tumours, and external
causes such as injuries and intoxication are among main reasons for demise. In this respect,
Poland is similar to other EU countries.
The results of the Study of the Health of the Polish Population, carried out by the Central
Statistics Office in 2004 show that in Poland more women suffer chronic diseases than men
and that is true in all age groups over 15 years old (in 2004, 57% and 44%, respectively). The
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share of people (mostly women) suffering chronic diseases and the number of such diseases
increase as the population gets older. Women more often than men report hypertension and
coronary heart disease (without heart attack), spondylopathy or discopathy, migraine and
headache, arthropaty, neuropathy and thyroid diseases. Men more often suffer chronic peptic
and duodenal ulcer disease, coronary heart disease with heart attack, stroke and epilepsy.
The incidence of death caused by cardiovascular system diseases has decreased in recent
years. This is especially true in regard to men and groups within the younger population. In
2002-2003, the rate of premature death under 65 years of age, caused by coronary heart
disease (standardised indicator per 100 000 persons) was 94.96 and 91.83, respectively. The
rates for the EU-15 during the same period were 51.97 and 50.8, respectively (National
Institute of Hygiene, Medical Statistic Unit, data source: HFA, WHO).
The number of hospitalised patients suffering cardiovascular system diseases in Poland is
similar to other EU member states: 2915 patients per 100 000 people in 2004 (the EU 15
average in the same year was 2424.48).
The implementation in 2003-2005 of the ‘National Programme of Cardiovascular System
Diseases Diagnostics and Treatment’ (POLKARD) proved to be very successful and its
extension for the years 2006 – 2008 has been approved.
The death toll due to malignant tumours had not changed in recent years, and in case of some
types of cancer, e.g. colonic carcinoma or pulmonary carcinoma in women, has even
increased. Malignant tumours are the main cause of death in women. The rate of premature
death, under 65, per 100 000 people due to malignant tumours in Poland was 104.6 and
102.65 in 2002-2003, respectively (standardised indicator). The EU average for the same
period 15 was 79.87 and 78.97 respectively (National Institute of Hygiene, Medical Statistic
Unit, data source: HFA, WHO).
The highest number of illnesses and death are due to breast cancer - 11 750 (20%) of new
cases in 2004 and 4950 deaths (12.9%). Next are colonic carcinoma – cases affected: 5700
(9.6%), deaths: 3900 (10.1%); and pulmonary carcinoma - 7781 (8.1%) occurrences and
4700 (12,2%) deaths. At fourth and fifth place in the ranking are endometrial carcinoma and
cervical carcinoma. In connection with this, in 2005 A long-term National Programme to
Combat Cancer was introduced in 2005 to counter this disease, which will run till 2015.
The rate of death caused by external causes seems to be falling. Among the reasons for deaths
in this group, death in road traffic accidents (RTAs) predominate. The 2002 – 2003
standardised rate of premature death in accidents, in persons under 65 years of age per
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100 000 persons, was 54.06 and 53.19 respectively. This includes respectively 13.42 and
13.03, deaths from RTAs. In the EU-15 the average was 33.12 and 33.57, with 10.4 and 9.8 f
these being RTAs (National Institute of Hygiene, Medical Statistic Unit, data source: HFA,
WHO).
•

Use of health services

The use of health services, including hospitalisation, medical advice in primary medical care
institutions and specialist advice is closely connected to the health condition of the
population.
In 2003 almost 21 million Poles (56% of total population) used at least one kind of health
service. There were more women, 12.5 mln (63%) than men, 9.1 million (48%); more
residents of urban areas, 13.5 million (59%) than rural areas, 7.5 million (52%), among those
who did so. In 1996 the share of people who used at least one kind of health services was
similar, 57%. In 2003 47% of women (and 36% of men) used the services of primary health
care (first contact or the family doctor); the services of specialists were used by 24% of
women (17% of men), dentists - 18% women (13% men), and 8.7% of women (6.7% of men)
were hospitalised or used other form of closed health care institution.
In all age groups, women use primary medical care services more often than men, except in
the oldest group (75 or more), where the share (62%) is the same for both sexes. A total of
12,414, 000 services (11,660,000 in 2003) were used in outpatient specialist, gynaecological
and obstetrics clinics Of these, 909.9 were from primary medical care doctors. There are total
of 582 gynaecological and maternity wards in hospitals (not including Ministry of Defence
and Ministry of Internal Affairs and Administration hospitals), for 20 293 patients. This
includes beds for 1654 patients in University clinics, and 83 places for girls under 18.
•

Use of social welfare

A total of 93.9 thousand persons stayed in all kinds of social welfare institutions: 50.3% of
these were women, and 4.2% children under 18. In 2004, out of 1154 permanent social
welfare institutions 64 (5.2%) were social welfare homes for mothers with children under 18,
or for pregnant women.
•

Accessibility of health care

The health service act ensures finance from public resources and this important legal
provision has improved the accessibility of health care services.
Furthermore, on Poland’s accession to the EU, under the provisions on coordination of social
welfare systems, defined in Council of Europe Directives No 1408/71 (EEC) and 574/72
(EEC) and Council of Europe Directive No 859/2003 (EEC), social welfare benefits for
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Polish citizens who are insured and who remain in EU or EFTA territory are financed or
reimbursed by the National Health Fund (according to certain conditions).
Specific health policies for women
Currently there is no separate office with responsibility for women’s affairs in Poland. In
2001 the Government Plenipotentiary for the Equal Status of Women and Men was
established. In June 2002 the Plenipotentiary’s scope of duties was extended to counteract
discrimination on the grounds of age, social and ethnic origin, political views and social
orientation. In November 2005, the new government liquidated the position of the
Government Plenipotentiary for Equal Status of Women and Men and the Secretariat. In
December 2005 a new Department for Women, Family and Counteracting Discrimination
was established at the Ministry of Labour and Social Policy, charged with coordinating
activities connected to the status of women and families in society. It is also tasked with
counteracting discrimination.
The Ministry of Health is responsible for the organisation of the health protection system, as
well as for the creation and realisation of health policy. The Ministry also supervises the
activity of National Heath Fund. A substantial number of governmental institutions are also
very much involved in policies and activities relevant to the field, such as: Krajowe Centrum
ds.

AIDS

(www.aids.gov.pl),

Krajowe

Biuro

ds.

Przeciwdziałania

Narkomanii,

(www.narkomania.gov.pl), Ośrodek Diagnostyczno – Badawczy Chorób Przenoszonych
Drogą Płciową (www.std.bialystok.pl), Państwowa Agencja Rozwiązywania Problemów
Alkoholowych (www.parpa.pl).
Numerous health, women and youth-oriented non-governmental organisations are very active
in the area of women’s health, sexual and reproductive health and family planning. The main
NGOs working in the area are: Federacja na Rzecz Kobiet i Planowania Rodziny, Centrum
Praw Kobiet, Towarzystwo Rozwoju Rodziny, Polskie Towarzystwo Oświaty Zdrowotnej,
Polskie Towarzystwo Higieniczne, Stowarzyszenie ‘Pomocna dłoń’, Demokratyczna Unia
Kobiet.
Women’s health problems are also part of gender equality issues. Currently in Poland there
are many separate institutions and structures addressing gender equality issues, including
women’s health. These are, among others: Stowarzyszenie Współpracy Kobiet NEWW
Polska, Ośrodek Informacji Środowiska Kobiecych OŚKa, Zieloni 2004, Fundacja Partners
Polska, Koalicja KARAT (KARAT Coalition).
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Gender-sensitive health policy design
The Constitution of the Republic of Poland guarantees health under Art. 68 par. 2 and ensures
all citizens of both sexes, irrespectively of their financial situation, equal access to health
services financed from the public funds. This includes access to specialist care for children,
pregnant women, people with disabilities, and older people. Pregnant women are entitled to
health care free of charge, even if they are not insured, and this covers the full scope of health
services, not only those connected with their pregnancy (e.g. dental care). The cost of such
services is covered under the state budget. In addition, the Act guarantees children and young
people under 18, and women during pregnancy and puerperium, the right to additional health
services in regard to dental care and the materials used for this purpose.
Women’s health is an object of particular concern and protection by all state public
institutions. A substantial number of legal procedures and specific policies have been
designed to address women’s health issues. Examples are seen in the legislative acts
providing a special protection of women’s rights and health.
According to the Act of 7 January 1993 on family planning, protection of the human embryo
and the conditions governing the permissibility of abortion, the government and selfgoverning bodies are obliged, within their scope of responsibilities defined in special
regulations, to provide all pregnant women with health, welfare and legal services, in
particular through:
1. providing a pregnant woman with prenatal care and medical care,
2. providing a pregnant woman with welfare care, if she is in a difficult material situation,
during pregnancy, childbirth and puerperium,
3. providing pregnant women access to detailed information about the rights, benefits and
services to which the woman, or parents and their children are entitled, and to information
about institutions and organisations providing psychological and social support and
dealing with adoption issues.
During the years 1996-2005, the National Health Programme was implemented in Poland.
The purpose of the Programme was to improve health condition of the society and was
addressed to all, children and youth, women and men. However, some of the operational
targets focused primarily on men. These were:
•

reducing the widespread habit of tobacco smoking,

•

reducing and changing of structure of alcohol drinking and reducing the damage to health
caused by alcohol drinking,

•

reducing the number of accidents, especially road accidents,

•

improving the early diagnostics and active care over people from the ischeamic heart
disease risk group.

60

Additionally, within the framework of the Programme to Combat Cancer launched in 2005,
one of the important aims are screening, diagnostics and treatment of prostatic carcinoma in
men.
Three primary issues and how they apply to women
•

Cancer

Malignant breast cancer is the main cause of female deaths from tumours in Poland. More
than 4 000 women die of it annually and their number is gradually growing: in 1991, 4198
women died, and in 2003 4942. The total female death rate from breast cancer increased
from 21.4 in 1991 to 25.1 in 2003 (per 100 000 women). The rate of registered women dying
from breast cancer increases with the age of the woman: it is 8 per 100 000 women of the age
group 30-44 years, and 105 per 100 000 in the group of women over 75 (2003). The
occurrence of deaths from breast cancer varies in the different parts of Poland and when
analysed by age group (every 15 years), is seen to be higher in urban areas than in rural ones.
Large variations are observed in the oldest women’s groups – here the death rate of women in
urban areas is almost twice that of those living in rural areas. Changes have been observed
that indicate that the prognosis is more positive for women living in urban areas than in rural
areas: the death rate from breast cancer decreases in all age groups among women living in
towns, while among women living in rural areas it increases in the age group of over 60,
though it remains at the same level for women 45-59 years old.
Many women in Poland die from cervical carcinoma: in 1990 there were 2070 cases and in
2003 1825. Deaths from cervical carcinoma in Poland feature as one of the highest in Europe
and although it is dropping, the decrease is at a slower pace than in most other countries. The
standardised death rate of women in Poland in the years 1990-2002 dropped from 10.4 to 8.4,
while it dropped from 3.5 to 2.4 during the same time in other EU countries (5)(based on data
from European Health for all database, WHO Regional Office for Europe, Copenhagen,
Denmark).
•

Sexually transmitted infections

In Poland, the risk of sexually transmitted infections is growing, as a result of the increased
risk behaviour of children and young people, earlier and earlier sexual initiation and
spreading prostitution. This is also true among people coming from countries where the rate
of venereal diseases and HIV/AIDS infections is high. Furthermore, the number of diagnostic
examinations and screenings are dropping, so that the number of registered cases may not
reflect the real epidemiological situation. Because many sexually transmitted infections,
including Chlamydia infections, are asymptomatic and diagnoses of these diseases are
complicated, the real number of those infected is unknown.
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The number of registered cases of venereal diseases dropped more than six times in the years
1990-2003, from over 10000 to 1600. The incidence of venereal disease also dropped, from
12.0 to 2.4 per 100 000 women (42.7 to 6.3 for men).
In the early 1990s, the highest incidence of venereal disease was among women in the 20-24
year age group (ca. 50 per 100 000 women) and in the age groups 15-19 years and 25-29
years (over 30 per 100 000 women). From the mid-1990s the structure of incidence within
age groups has changed and now the predominant rates are in the groups of 20-24 and 25-29,
with 6-7 cases per 100 000 women. A cause for concern is the incidence of syphilis among
girls in the age group of 15-19, which hasn’t changed for several years and is higher than
among young men.
•

HIV infections, incidence and number of deaths resulting from AIDS

It is estimated that in Poland there are some 20,000-30,000 persons infected with HIV. From
the discovery of the first HIV infection in 1985 to 31 March 2006, 10,034 Polish citizens
were discovered to have the virus. Out of this total, 1,757 contracted AIDS, and 822
subsequently died.
Over 1 million anti-HIV screenings are carried out in Poland each year, out of which some
90% are obligatory tests for blood donors. The greatest incidence of HIV occurs among those
who take drugs by injection. Drug addicts account for at least 50% of all persons infected
with HIV. The remainder are homosexuals and bisexuals, persons maintaining hazardous
heterosexual relationships, and blood donors. A relatively high incidence of HIV is noted
among female prostitutes – 10 out of 1,000 screenings in 2003, and – since the middle of the
1990s – among the children of mothers infected with HIV: 15 out of 1,000 screenings in
2003. For over 25% of those infected with HIV, there is no information on the probable
method of transmission. Most of the persons diagnosed with AIDS are men (81% of all cases
in 1986-2004). At the time of detection, women are usually younger than men; the disease is
usually detected among women aged 20-29 (as opposed to 30-39 in the case of men). Almost
all (92%) of the cases are urban dwellers (4) according to figures from the National Institute
of Hygiene, www:pzh.gov.pl/epimed
In the 1990s, the annual number of new cases of AIDS in Poland was relatively constant, but
is nevertheless growing. Thus, in 2000, 93 cases of AIDS were discovered among men, and
28 among women, whilst in 2004 there were 12 new cases among men and 37 among women.
The incidence figures give a similar picture.
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Women have equal access to anti-retrovirus (ARV) treatment. During pregnancy, all women
receive ARV drugs, and since 2006 they can take advantage of free HIV screenings. On
account of social and biological factors, women are particularly at risk of contracting HIV,
which is why some preventive action, e.g. multimedia campaigns, are devoted to women.
This year, women were targeted in a multimedia informative-education campaign called
‘Women and HIV,’ organised by the UNDP.
•

Reproductive health

Female mortality connected with reproduction
In Poland there is a clear decrease in the number of deaths of mothers for reasons connected
with reproduction (pregnancy, childbirth and puerperium). In the period 1990 – 2003, the
absolute number of maternal death for obstetrical reasons fell by more than a factor of three:
from 52 deaths in 1990 to 14 in 2003. During this period, the greatest number of deaths
occurred among mothers aged 30 and over, and was higher than the total number of deaths for
women in childbirth. On the other hand, there were fewer deaths for women in childbirth
among mothers with the greatest reproductive activity, i.e. aged 20-29. The most usual cause
of death among mothers are haemorrhage, infections, extra-uterine pregnancy, embolism and
hypertension.
The reduction of mortality in childbirth may be proof of improvements in medical care during
pregnancy and childbirth, of increased health awareness among women themselves, and of
the generally good social and economic status of women. Other factors connected with the
mortally of women for the above reasons is age (child-bearing women over 35 are at greater
risk), the number of pregnancies (greater risk from the fourth child onwards), and short
intervals periods between births.
•

Access to methods and resources encouraging conscious procreation

An Act on family planning, protection of the human embryo and the conditions governing the
permissibility of abortion is in force in Poland. Pursuant to this act, abortions are legal in only
three cases:
1. when the pregnancy puts the woman’s life and health at risk,
2. when pre-natal tests and other medical circumstances have revealed a major likelihood
that the embryo may be irreversibility injured or its life jeopardised
3. where there is reasonable suspicion that the pregnancy was the result of a crime.
In 2004, 193 abortions were noted (174 in 2003). Of this number, 62 were dictated by risks to
the life and health of the mother (59 in 2003), 128 were dictated by medical considerations
regarding the embryo (1,122 in 2003), and 3 were dictated by the fact that the pregnancy was
the result of a crime (3 in 2003 ).
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Pursuant to the above mentioned Act, government administration and terrestrial selfmanagement bodies (?statutory services?) are obliged, within the scope of their
responsibilities, to ensure that citizens have free access to reproductive measures and
resources.
At present, infertility is treated under contracts agreed between the National Health Fund and
health establishments. Services for patients are financed by the Fund. Unfortunately, in vitro
treatment is not covered by the Fund.
The most modern medical contraceptive resources are now registered in Poland. They are
generally available if paid for in full. However, the National Health Fund Partly-refundable
Drugs List contains drugs that are used to treat hormonal disorders and which are also
contraceptive substances. One drug (Diane 35), which is registered as a dermatological drug
with additional contraceptive action is 50% refundable.
In 2004 the Act was amended, whereby the age of pregnant women subject to preventive
checkups was lowered. The National Health Fund has concluded contracts providing benefits
under prevention and health promotion programmes, including prenatal tests. Tests are to be
provided for women aged over 35 (until now, the age threshold was 40).
Non-invasive and invasive pre-natal tests are provided by health care establishments and
private and group medical practices. Non-invasive pre-natal tests (e.g. ultrasound scans) are
now a standard feature of medical care for pregnant women. Invasive tests (amniopunction
and cardocenthesis) are performed on instructions from a gynaecologist if there is a suspected
genetic disorder or fault with the development of the embryo, or if the embryo has an
untreatable disease that may endanger its life. However, the number of such tests is still
unsatisfactory. In 2004, 3,420 prenatal invasive tests were performed (192 more than in
2003), as a result of which 242 embryonic disorders were noted, and 18,163 genetic
consultations were provided.
In 2003 there was a case in which a doctor refused to perform a pre-natal test despite the
presence of indications for performing it.
Help for pregnant schoolgirls
Pregnant schoolgirls have a particular right to receive help to continue to complete their
schooling. Under the regulations in force in Poland, schools are obliged to grant leave to
pregnant schoolgirls and other assistance necessary for them to complete their education,
reducing as far as possible any delays in progress with their schooling. Leave is granted at
their request.
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The Ministry of Education maintains no statistics on pregnant schoolgirls and cannot divulge
such statistics. Nevertheless, according to figures from the Central Statistical Office, in 2003,
45 children were born to mothers aged 14 and less (6 less than in 2002), and 22,570 were
born to mothers aged 15-19 (1,828 les than in 2002).
Specific healthcare policies for young girls
There are no healthcare policies designed particularly for young girls. Healthcare services for
young girls are provided mostly by pediatricians (up to the age of 18) and by GPs. In cases of
specialised care needs young girls are referred to relevant specialist within the health
insurance system.
There is no information on treatment for girls up to the age of 18, as part of standard
treatment by GPs. Doctors in public health centres provide vaccinations against German
measles for girls aged up to 14. In 2004, 98.4 % of these girls received this vaccination
(97.8% in 2000).
As with all children, girls are under the care of their GP.
In 2004 there were 9.051 girls aged up to 18 in the maternity wards of hospitals (out of a total
of 1,022,070 patients).
In 2002, there were 2 cases of girls aged 0-19 suffering from breast cancer, and 22 cases of
girls suffering from a tumour in the genital organs. A total of 487 tumours were discovered
among girls aged up to 19.
In regard to venereal disease, 27 new cases were discovered among girls aged 15-19 in 2004.
Of these, 20 cases were syphilis, including 18 cases of early syphilis and 7 cases of
gonorrhoea, representing 1.8 cases per 100,000 people (compared to 2.4 in 2004).
•

Teenaged pregnancies

The prevention of teenaged pregnancies is a vital social task. Both social and medical
considerations call for efforts in that direction. Young people are not prepared for the
parenting role. A teenaged pregnancy involves more risks than that of older females. The fact
that the majority of teenaged girls can become pregnant does not mean their bodies have
sufficiently developed for pregnancy and childbirth to proceed properly.
Pregnancy greatly increases the nutritional requirements of a girl’s still developing system.
Nutritional deficiencies adversely affect both her developing system and that of the foetus,
and delayed foetal development is most common amongst teenaged girls. (33% of the time in

65

girls giving birth before the age of 16, 20.3% between the ages of 17 and 18 and 12.6% in
girls who have celebrated their 18th birthday). The most common problems connected with
teenaged pregnancy are toxaemia, protruding placenta, pelvic positioning of the foetus and
urinary tract infections.
The experience of many countries has shown that teenaged girls rarely avail of good medical
care during pregnancy in comparison with older women. That is especially disadvantageous
in view of those pregnancies’ higher risk factor.
An example of ‘best practice’ in women’s health
Many health programmes and campaigns have been carried out under the National Health
Programme for 1996-2005. Examples include:
- the Initial Neural Tube Defect Prevention Programme — The practice of supplying folic
acid to women of reproductive age became widespread in order to prevent congenital defects
of the neural tube in infants;
- As part of the HIV/AIDS prevention programme in schools educational leaflets have been
developed and distributed. Anonymous free testing for HIV/AIDS infection has been carried
out in combination with pre- and post-testing counselling;
-

The State Agency to Resolve Alcohol-Related Problems has dealt with foetal damage
caused by alcohol use by pregnant women and taken steps to preventing alcohol
consumption by pregnant women; a brochure on Foetal Alcohol Syndrome has been
published;

-

The ‘Pink Ribbon’ breast-cancer-prevention programme has also been conducted in postjunior-secondary schools.

-

Optimum pregnancy care is a programme to prevent premature births and underweight
infants by promoting healthy behaviour;

-

Elimination of sexually transmitted infections — the introduction of diagnostic and
therapeutic methods to deal with infections caused by type B streptococcus bacteria in
women and their children.

Additionally, many programmes aimed at detecting tumours were carried out:
-

A screening programme aimed at early diagnosis of breast cancer (mammogram testing
for women aged 50-59) was carried out;

-

A programme for the early detection of cervical cancer (cytological tests for women aged
30-59) was conducted;

-

Taxoids in the treatment of cancer of the ovaries (financial resources at the health
minister’s disposal were earmarked for the purchase of taxoid-type medications used in
chemotherapy);
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-

A programme to care for families with a history of malignant tumours — early detection
and prevention of malignant tumours in families with a high genetically conditioned risk
of contracting breast, ovary, colon and uterine membrane cancer.

-

The National Programme to Combat Tumours was established on the basis of a law
passed in 2005

Further gender influences on patterns of health
Gender actually has no influence on health patterns in Poland. Instead, a kind of positive
discrimination towards women can be observed. Some National Health Programmes have
focused on women’s health by including breast and cervical cancer screening programmes.
To summarise, the following gender-related characteristics of Polish society may be
distinguished:
•

Use of medical services

Gender is one of the basic factors differentiating people’s approach to the use of medical
services. Amongst the young, middle-aged and elderly, men avail themselves of medical
services less often than women. Only amongst children are there more male than female
patients.
A higher incidence of TB is noted amongst men (5,873 in 2004) than women (2,818 in
2004). The number of new TB cases has been falling each year (8,791 in 2004 compared with
10,960 in 2000). At the same time, the number of people registered in mental-health clinics
has increased (from 82,645 in 2000 to 127,533 in 2004).
•

Gender differences in health-related behaviour

In the 1990s, two lifestyle-related behavioural irregularities capable of affecting people’s state
of health emerged. Lifestyle factors included: a low level of physical activity, obesity,
tobacco smoking, the use of psycho-active substances and excessive alcohol consumption.
In general, men are more active physically than women. More men go in for intensive
physical work-outs and sports as well as other activities requiring physical exertion. But in
middle age (30-59), it is men who spend more time watching television than women who go
for walks or ride bicycles.
Cigarette smoking is, or was, the addiction of most Polish males. Most male smokers are
strongly addicted, smoking 20 or more cigarettes a day.
Men consume alcohol decidedly more often than women. The largest share of drinkers is
found amongst men between the ages of 30 and 39. Younger women drink more often than
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older ones, and town-dwelling women are more likely to drink than those living in rural
areas.
Neurological disorders have been systematically on the rise, including those related to stress,
and their incidence is higher amongst women than men.
•

Life expectancy and mortality

The life expectancy for men is relatively short, and is eight years shorter than for women. The
principal causes of death have been circulatory disease and external factors.
Male mortality due to circulatory disorders is 3.5 times higher than that of women in middle
age and more than twice as high for people past retirement age.
Increased mortality due to malignant tumours has been noted both amongst men and women.
Tumours pose a greater death threat to males than females, particularly as regards bronchial
and lung tumours. The latter are among the causes of death related to smoking.
Men and town-dwellers have a higher death rate due to cirrhosis of the liver which is linked to
alcohol consumption.
Main reference documents:
1. Badanie GUS „Stan zdrowia ludności Polski’ przeprowadzone w 1996 r.
2. Badanie GUS „Stan zdrowia ludności Polski’ przeprowadzone w 2004 r.
3. Badanie GUS „Ochrona zdrowia w gospodarstwach domowych’ w 2003 r.
4. Sprawozdanie Rady Ministrów z wykonania w roku 2003 ustawy o planowaniu rodziny,
ochronie płodu ludzkiego i warunkach dopuszczalności przerywania ciąży oraz skutkach
jej stosowania.
5. Sprawozdanie Rady Ministrów z wykonania w roku 2004 ustawy o planowaniu rodziny,
ochronie płodu ludzkiego i warunkach dopuszczalności przerywania ciąży oraz skutkach
jej stosowania.
6. Governmental documents of Ministry of Heath, Ministry of Labour and Social Policy and
Chancellery of the Prime Minister prepared for Council of Ministers
7. Duży Rocznik Statystyczny 2004, GUS
8. Podstawowe dane z zakresu ochrony zdrowia.’ GUS 2004
9. www.nfz.gov.pl
10. www.mz.gov.pl
11. www.federa.org.pl/
12. WWW.stat.gov.pl
13. Podstawowe informacje o rozwoju demograficznym Polski
do 2004 roku
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14. Romuald Dębski, Ciąża i poród u młodocianych, Wychowanie seksualne i Planowanie
Rodziny w Polsce, TRR,1997
15. „Finansowanie ochrony zdrowia w Polsce. Zielona księgą’ Ministerstwo Zdrowia
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Portugal
In Portugal life expectancy is rising, and has now reached the EU average. The leading
female causes of death in Portugal are diseases of the circulatory system(THIS VALUE JUST
LIKE THIS DOES NOT MEAN ANYTHING). In particular, the rate of mortality due to
cerebro-vascular disease is much higher than the European average.
In Portugal, as in the majority of EU partners, the fertility rate as displayed very significant
variations over recent decades. Nowadays births tend to be in the 20-34 year age group.
Despite the actions developed within the scope of family planning that contributed to a
significant decrease in the percentage of live births by adolescent mothers (from 10.6% in
1979 to 5.0% in 2005), Portugal still has the second highest rate in the former EU-15.
Let us mention that abortion was prohibited by law until very recently (except for a few
stringent exceptions); until that time, around 5,000 women were hospitalised each year due
to complications related to illegal abortions. In the beginning of 2007 through a referendum
abortion became legal in Portugal for pregnancies up to 10 weeks.

Portugal sits at the lower end of the spectrum for deaths from breast cancer (28.7 per
100,000 population) and has a reasonably low death rate for cervical cancer (3.8 per
100,000 population). Breast cancer is however the primary cause of death among women
aged 35-54 years, and cervical cancer appears as one of the ten main causes of death among
the 35-44 year age group.
Portugal has the lowest rate of females smoking among the countries reviewed and of deaths
resulting from for lung cancer. Girls in Portugal begin smoking at a later age (13.2) than all
other countries reviewed, except Greece (14.0), and have by far the lowest rates for girls
engaging in dieting and weight control behaviour.
Portugal has the highest percentage of women per population (51,9%), as well as one of the
highest percentages of women in the labour force.
The following material was submitted by Julian Perelman, Céu Mateus and Ana Fernandes,
National School of Public Health, Universidade Nova de Lisboa, Ana Rita Laranjeira and
Vasco Prazeres, Directorate-General of Health, Ministry of Health.
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Women’s health
Women’s health in Portugal appears to be related to historical issues, namely the
establishment of democracy in the 70’s. The last 30 years are characterised by improvements
in the majority of social and demographic indicators. Corollary, health indicators show a
remarkable development.
Nowadays, health indicators in Portugal, for both men and women, are roughly comparable to
indicators for other Western European countries. We briefly review the main issues on
women’s health, mostly relying on reports by the WHO (2003 and 2004) and the United
Nations (2005) reports, and on Bentes et al. (2004).
•

Life expectancy at birth

Life expectancy increased consistently over the last 20 years for both men and women in
Portugal. Life expectancy for women was 74.6 years in 1980, and 80.5 years in 2002. This
last indicator is similar to the OECD average (80.6). However, there is a remarkable
difference in life expectancy between men and women (6.7 years) in Portugal, as compared to
the OECD average (5.9 years).
Similarly to European life expectancy trends, in last decade Portuguese rates showed
considerable improvements regarding this indicator. Moreover, there are significant
differences between men and women rates; in 2004, life expectancy at birth was 81 years for
women and 74.5 years for men.
•

Fertility rates

Following Western Europe countries movement, the fertility rate has been decreasing over the
last 20 years, from 2.2 children per woman aged 15-49 years in 1980 to 1.5 in 2005. Although
this number is considered low (the necessary level for replacement of the population is 2.2), it
is still higher than in other Mediterranean countries (Spain, Greece, Italy) and than in all
Eastern European countries.
•

Subjective health and chronic diseases

The commonly accepted concept in public health literature is that women die later but are in
worse health than men (Annandale, 1998). This statement seems to be confirmed by statistics
from the National Health Interview Survey. The survey, conducted in 1998/1999, points to a
worse self-perceived health status for women: 24.2% women stated being in a bad or very bad
health condition, compared to 15.2% of men. As for chronic conditions, the survey shows
higher rates of women declaring to have diabetes, epilepsy, asthma, hypertension and back
pain.
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•

Causes of death

Diseases of the circulatory system, namely strokes, coronary disease and ischemic heart
disease are the leading causes of mortality in Portugal (Directorate-General of Health, 2007).
In 2001, those diseases accounted for 31.2% of all the deaths among women. In particular, the
rate of mortality due to cerebrovascular disease is much higher than the European average
(905.7 vs 457.0 per 100,000 for women older than 65). On the contrary, rates are lower for
ischaemic heart disease (342.2 vs 539.5 per 100,000 for women older than 65).
The issue of cerebrovascular disease is one of the major public health concerns in Portugal, in
particular for women’s health. The National Programme for Prevention and Control of
Cardiovascular Diseases was launched in 2003; in 2006 were implemented Referencing
Networks for Cardiovascular Emergencies, with a greater involvement of emergency Fast
Tracks for myocardial infarction and stroke, so as to improve accessibility of emergency
patients to the most suitable hospitals (Directorate-General of Health, 2007).
Cancers are the second cause of death, and the highest cause among women aged 25-64 years.
Gastro-intestinal tumours are the most frequent type of cancer among women (4% of all
deaths), followed by breast cancer (3.3%). Breast cancer also represents the main cause of
years of life lost. Yet, the age-standardised mortality ratio is still lower than the OECD
average (83.3 vs 113.9 per 100,000 in 2002), and has experienced a higher decrease. Lung
cancer accounts for a lower percentage of death among women (1%), but the age-standardised
mortality ratio has increased by 17.9% between 1995 and 2002, for an average 11.7% in other
European countries.
Finally, external causes (mainly, motor vehicle traffic injuries and suicide) should be
mentioned as the second most common cause for years of life lost among women. The
standardised mortality ratio for motor vehicle traffic injuries (RTAs) is 7.4 per 100,000, while
the European average is 4.3. In addition, the numbers in Portugal have been decreasing at a
slower pace than elsewhere in Europe.
In a nutshell, deaths due to cerebro-vascular disease and to external causes, as well as the
increase in mortality due to lung cancer, are nowadays the main causes of concern.
•

Maternal mortality

Regarding maternal mortality, alike other indicators, the improvements are considerable;
maternal mortality rates present a declining trend, from 42.9 per 100,000 (living births and
stillbirths) in 1975 to 5.3 per 100,000 in 2003.
•

Reproductive health
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In Portugal, 98% of the deliveries are attended by a skilled attendant. The maternal mortality
ratio is consequently very low (8 per 100,000 live births), among the lowest in Europe.
We may advance two main causes of concern related to reproductive health in Portugal. First,
the rate of caesarean sections is extremely high in Portugal (one in four births), i.e. the second
highest rate in Europe after Italy. A recent paper by MacDorman et al. (2006) reveals the risks
of caesarean sections in terms of neonatal mortality, among deliveries without indicated risk.
Second, there are in Portugal 20 births per 1,000 women aged 15-19. This is the highest rate
among the former EU-15, e.g. twice the figure for Spain. However, the number of births in
this group presents a decreasing trend. Taking for example the period 1985 to 2004, the
proportion of births in 15-19 years old girls decreased 49% (from 10.4 to 5.3%).
•

Contraception

According to data from the National Commission for Equality and Women’s Rights (CIDM),
the percentage use of the contraceptive pill increased from 52.3 to 62.3% between 1993 and
1997, and the use of condoms from 9.3 to 14.6%. Nearly 80% of women in fertile age use a
reliable birth control method.3.
•

Abortion rates:

Portuguese abortion law was quite restrictive until very recently (a referendum legalized
abortion in February 2007). It was legal in certain situations upon the woman request: if it
was the only way to prevent serious physical or psychological injuries or death to the woman
(during the first 12 weeks); if there was a high risk of serious disease or malformation to the
newborn (during the first 24 weeks); if the pregnancy was the result of a sexual assault
situation (during the first 16 weeks). According to published data, in 2004 were performed
834 legal abortions in NHS hospitals. As referenced by Dias et al. (2000), many abortions
were practiced clandestinely in Portugal (the highest rate in Europe), putting women’s lives in
risk (according to the WHO, 17% of maternal death in Europe are due to unsafe abortions).
•

Lifestyle behaviour

Related to the increase in women’s death due to lung cancer, the major concern is the
continuous increase in smoking habits among young women, while rates remain stable or
decrease among men. A similar observation holds for alcohol consumption. We detail this
issue further.
•

Violence against women

This study was conducted with a representative female sample in fertile age (15-49
years), so it only gives evidence for women and not men’s reality regarding contraception.
3
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Lisboa et al. (2005) interviewed 2,300 women at health care centres and concluded that
33.6% had been victims of violence in previous years (physical, sexual, psychological or
other). The authors emphasise the dramatic consequences of that on the health condition of
abused women when compared to non-abused. Results show important differences, not only
in terms of injuries and their consequences, but also in terms of psychological health. Notice,
however, that the sample only considers women seeking for care at health care centres, so that
results cannot be extrapolated to the country as a whole.
Specific health policies for women
Women’s health in Portugal appears to be strictly related to sexual and reproductive health
issues; in that sense the politics in this matter have been orientated to focus specific domains
concerning family planning. That is to say that women’s health has not yet been considered as
an independent field, instead it has been closely associated with specific pathologies or
domains such as pregnancy surveillance, delivery, screening for cervix and breast cancers.
Despite not being an independent field with clearly defined boundaries there has been an
investment in projects concerned with gender issues, namely related to domestic violence and
its implications to women’ physical and psychological health. Also organisations such as
CIDM (Commission for Women’s Equality Rights), APEM (Portuguese Association for
Women’s Study) or APF (Portuguese Family Planning Association), among others, have been
carrying out efforts to include gender and equality issues into women’s policies in general,
but also in the domain of health care.
According to the authors, the answer by the Bulgarian team holds for Portugal: ‘There is
neither a separate body, coordinating the activities of the different institutions, to be
responsible for the development of the state policy in women’s health and monitor its
implementation, nor a separate Minister, Department or other sort of governmental structure
that is specifically devoted to women and health issues’.
However, specific issues related to women’s health are explicitly mentioned in the Ministry’s
attributions, through a series of governmental institutions:
•

Ministry of Labour and Social Solidarity: Mission Structure against Domestic Violence,
and Commission for Equality in Employment Rights and at Workplace (promotes non
discriminatory practices between men and women at workplace, in particular through
protection during maternity and paternity)

•

Presidency of the Council of Ministers: the Commission for Equality and Women’s
Rights briefly expresses a concern for inequalities between men’s and women’s health, in
particular when chronic diseases are present.

•

Ministry of Health: the Directorate-General of Health states domestic violence has one of
its concerns and started to advocate more systematically a gender perspective as an
important health determinant.
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We were able to identify at least 50 non-governmental organisations (NGOs) oriented
towards defending women’s rights. However, none of them states women’s health as its main
objective. The role of the Association for Family Planning (APF), an active NGO in the field
of reproductive health, should be highlighted. This Association has organized several sexual
education courses, and provides free consultations to people aged between 10 and 24 years in
Lisbon.
In Portugal, regarding women’s issues, a much stronger focus is set on gender inequality in
labour market participation and working conditions. In addition, there is a lack of knowledge
on women’s health in Portugal. The lack of evidence may certainly prevent the
implementation of gender-oriented health policies. Recently, the Ministry of Health has
ordered a report on gender related inequalities in health and health care (Fernandes et al.,
2006). This represents an important lead towards bring about evidence on this issue.
Gender-sensitive health policy design
Regarding health policies it cannot be said that different male and female conditions are
clearly addressed. There are some initiatives that begin to focus on sex and gender as health
determinants (example of that are some reports conducted by Directorate-General of Health,
namely regarding young people’s health). However, despite this on-going interest,
particularly in the academic domain, up till now we can not say that men and women health
needs are being taken independently in a systematic way. Giving evidence of some of these
initiatives, the Directorate-General of Health is now starting a project that aims at establishing
a core of research and planned action regarding sex and gender as health determinants. The
project will allow putting into practice gender mainstream in health policies at three different
levels. First, by characterising more deeply mortality and morbidity trends in Portugal, in the
last decade, stressing sex and age differences and similarities. Concurrently, sex and gender
critical approach will be addressed in order to account to biological and social determinants of
health. Second, by conducting quantitative and qualitative approaches to address how
sensitive are health professional in their current practices to sex and gender issues. Finally, by
attending to legal, normative and technical documentation in health sector, namely how sex
and gender have been acknowledged as determinants of both men and women health status.
In Portugal, equity in health care is the object of the second paragraph of the ‘Lei de Bases da
Saúde’ (Health Comprehensive Law). Quoting the law, ‘it is a major objective to reach
equality among citizens in access to health care, independently of their economic condition
and place of living, as to achieve equity in the distribution of resources and the use of
services’. In other terms, inequity is mainly understood as unacceptable differences related to
socio-economic status, and no reference is made to gender. Several groups are specifically
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quoted as requiring particular attention: children, teenagers, pregnant women, elderly,
disabled persons, and drug addicts. Women are not considered as a vulnerable group; it is
implicitly considered that equity has been achieved between men and women in access to
health, as in many other countries.
However, beyond this basic statement, one may identify the adoption of a gender perspective
in specific areas of governmental action. The Ministry of Health identifies four areas of
priority intervention: the health of the elderly, control and prevention of oncologic diseases,
control and prevention of cardio-vascular diseases, and prevention of HIV/AIDS infection
(DGS, 2004). Let us briefly review those issues to check whether gender is accounted for.
The National Programme for the Health of the Elderly explicitly integrates a gender
perspective. It is recognised that health determinants are related to gender, and that one must
account for the biological and social differences between men and women. However, this
gender perspective is not explicated among the strategies for action.
The National Oncologic Plan sets screening of cervical and breast cancer among its main
priorities. Nevertheless, no gender perspective is adopted as far as cancers that are not
specific to women are concerned.
The National Programme for Prevention and Control of Cardio-vascular diseases adopts a
gender perspective in its major aims. In terms of strategies for action, the gender perspective
is essentially present concerning smoking habits. It is stated that smoking habits among
women under 15 years old reduces the protective action of estrogens. In addition, the tobaccorelated risks for conception, pregnancy, feeding, premature birth and infant mortality are also
quoted.
The National Coordination for HIV/AIDS infection does not adopt any gender perspective.
Three primary issues and how they apply to women
•

Breast and cervical cancer

Breast cancer is the primary cause of death among women aged 35-54 years in Portugal.
Cervical cancer, although it has a lower impact on mortality, appears as one of the ten main
causes of death for women in the 35-44 years age group. In addition, mortality due to cervical
cancer has increased among 45-54 year olds and women older than 75 during the period
1990-2002.
A National Oncology Plan was adopted in 2001 recommending the following:
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•

A mammogram every 2 years for every woman aged between 50-69 years.

•

Screening for cervical cancer every 3 years for every woman aged 30-60 years (after 2
negative yearly screens)

The National Health Plan 2004-2010 declares breast and cervical cancer as public health
priorities. It also sets a 60% screening goal for both diseases for 2010 (on the target
population). However, the strategy of the Health General Directory (DGS) is solely based on
increasing physicians’ awareness about screening, and does not include any systematic and/or
national screening programmes. Screening is merely ‘opportunistic’, that is, women in the
target group will be recommended to be screened when consulting for any reason. There are
regional or local experiences of systematic screening, including sending letters to women in
the target group and keeping registers of mammograms. However, there is no systematic
screening at the national level, covering all regions.
One should notice, however, that primary care consultations in Portugal are provided at public
health care centres at low prices, and screening can also be performed at those centres.
A study conducted by the Portuguese National Health Observatory (Branco et al., 2005), in
2004, observed the preventive practice for both diseases, using a sample of 1,149 women
older than 18. The two main results were the following:
•

80.1% women aged 40-69 years had a mammography in the last 2 years.

•

71.4% women aged 30-60 years were screened for cervical cancer over the last 3 years.

The authors conclude that preventative practices for breast cancer were good, as the
percentage of women being screened can be considered high (values obtained for Spain and
Denmark amount to 79 and 71%, respectively). The authors indicate that results obtained for
cervical cancer are consistent with those obtained in the literature for other countries. The
values were below the ones obtained in the UK, Sweden and Denmark (around 80%), but
higher than the ones in France, Spain and Italy. According to the authors screening practices
for breast and cervical cancer can be considered fair in Portugal both when compared to other
European countries and to national public health targets. We should however stress the
limited number of people surveyed; this certainly represents a major drawback, and
precaution leads us to avoid conclusive statements regarding this issue.
•

Reproductive health

As already referred, the main issue of concern is probably the high rate of teenage births, the
second highest in Europe. We also previously mentioned that abortion has been legalized very
recently. As for the use of the abortive pill (RU 486), it is now allowed to be acquired by
hospitals.
Family planning consultations have been organised in Portugal since the late 70s. However,
its larger diffusion goes back to the early 80s. Access to family planning consultations for
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patients younger than 18 has been allowed since 1984. Nowadays, all health centres propose
at least one family planning consultation per week. It is important to remind that since 1984
that family planning consultations and contraception are free of charge in the NHS; in
addition, pregnant women, children younger than 12 and low-income categories are exempted
from payments. Health care centres are also obliged by law to have free contraceptive pills at
disposal (Decree-law nº 259 of the 17/10/2000).
The main difficulty, however, lies in the limited number of health care centres in certain
regions, resulting in long waiting lists and frequent use of emergency services at public
hospitals. According to Bentes et al. (2004), Portugal has one of the lowest numbers of
physician contacts per person in Europe. There were in Portugal 3.23 physicians per 1,000
habitants in 2004, compared to a 3.48 EU average (Santana, 2005). The number of skilled
nurses is also among the lowest in Europe. The geographic distribution of health care centres
is claimed to be inequitable in regard to poor and isolated areas (Bentes et al., 2004).
Finally, sexual education courses are compulsory at public secondary schools (representing
82% children in 2002). However, although they have been enforced by law since 2001, they
are poorly organised in practice, mostly due to lack of skilled staff.

•

Alcohol consumption and smoking habits

The issue of alcohol consumption is particularly relevant in Portugal, as it is the 2 nd highest
alcohol consumer in Europe (14 litres per capita in 2000, WHO 2003). The Portuguese
National Health Survey includes questions on alcohol consumption. Marques-Vidal and Dias
(2005) describe the trends in alcohol consumption in Portugal using 83,733 questionnaires
answered in 1995, 1996, 1998 and 1999. Those authors indicate that the prevalence of
drinkers decreased in men and remained stable in women (although percentages are still
almost the double for men). However, alcohol consumption slightly decreased among
younger people, both male and female.
As for tobacco, Portugal remains among the lowest consumers in Europe (WHO, 2003),
although the percentage of smokers has increased between 1995 and 1998 (from 18.1 to
19.2%, DGS 2005). The proportion of smokers is much higher among men: 30.5% of men
older than 15 were smokers, compared to 8.9% women. However, Santana (2005) writes that,
taking 1995 as reference, the increase in the total number of smokers was essentially due to
women. Data from the WHO (2004) are particularly enlightening: in 1997/1998, there were
10% smokers among 15-year-old girls, compared to 13% for boys. This proportion was
completely reversed in 2001/2002, with 19.5 girls smoking and 13.1% boys. In other terms,
there is a huge increase in the proportion of girls smoking, while the proportion of boys
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remains stable. In addition, in 2001/2002, the percentage of smokers among girls exceeds the
EU average, while this is not the case for boys.
•

Sexually transmitted infections

Regarding HIV/AIDS, there were 27.013 cases registered in Portugal in 2006. Distribution by
sex highlights an over representation of men, that accounted 82.5% of the new cases in the
last 20 years. However, women vulnerability has been well documented, namely gender
patterns that reinforce inequalities. Female condom is in fact the only method in women
control now available to prevent both unplanned pregnancy and HIV infection. In Portugal,
female condom was commercialised during 90’s although it ended out being retrieved for
weak acceptation. Taking into account these issues, it is now being conducted an investigation
that aims at determining the acceptability of female condom. The study is orientated towards
a female sample in order to determine satisfaction regarding this method, women’s perception
about partner’s satisfaction and determinants of its use.
Specific healthcare policies for young girls
There are no healthcare policies designed specifically for young girls. Although, infant and
juvenile health program, which frames the provision of health care to the youngest, take into
consideration boys and girls separately. Also, a national health program to the youngest
(10-24 yrs) is now in course. In this regard sex and gender issues are clearly defined as health
determinants; moreover, there are established recommendations to assemble health issues in
young people in a sex and gender perspective as a way of accomplishing girls and boys needs.
Also, there are health services designed and organised for young people; the degree of
differentiation various between services although there are some that offer a variety of
healthcare and other support to attain to young people needs. Despite not being exclusive for
young girls evidence suggest that they are the main users.
An example of ‘best practice’ in women’s health
An example of a good practice is the creation of the network of health promoting schools (the
response to this question is based on the study carried out by Loureiro, 2004). This network
intends at integrating health promotion into every aspect of the school setting (curriculum,
healthy practices in daily routines, improve working conditions and relationships with
community health providers).
Although this is not a specific Portuguese initiative (this programme is part of the European
Network of Health Promoting Schools, a project of the European Commission), it is worth
mentioning its success in Portugal and its impact on integration of sexual education at school.
In 2003, one third of the students in the public system were enrolled in one of the schools of
the network. In a nutshell, the purpose of this network is to integrate health promotion into the
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overall dynamics of the school, creating formal links with health care centres and national
representatives for health and education. Preliminary evaluations indicate that this programme
increases students’ self-esteem and improves relations between students and staff, and is a
good example of the benefit of specialised services in health promotion, and the development
of the educational potential of the health care services.
Our main interest lies in the impact of the network on the implementation of sexual education
at school. Loureiro (2004) has compared schools inside and outside the health promotion
network along this dimension. As already mentioned, the organisation of sexual education
courses at school became compulsory in Portugal in 2001. A questionnaire was sent to 5,000
schools 8 months after the law was voted in, and 4,267 valid answers were received. Loureiro
(2004) shows significant differences between members and non-members of the network. In
particular, school membership is associated with better integration of sexual education in the
curriculum. In addition, member schools have been integrating sexual education into the
whole education process, working in partnership with health professionals (health centres,
municipality, NGOs). They also have a higher likelihood to develop strategies with parents’
and students’ associations. Although all schools report a lack of competence in sexual
education, this lack is much higher among non-member schools. This experience certainly
shows the potential of the health promoting network to increase schools’ awareness about
health issues, the existence of health resources in the community, and the possibility, for nonprofessionals (teachers), to contribute to health education, and sexual education in particular.
One example of best practice are the health units to support the provision of care in the most
vulnerable context or groups. At the moment there are 9 working units distributed for all the
country; all orientated towards special intervention in maternal and infant health care and
family planning. Besides healthcare provision there are also health promotion intents; these
units are conceptualised in non bureaucratic, confidential and gratuitous standards, which has
been promoting access to healthcare to the most vulnerable ones.
Further gender influences on patterns of health
Women’s health in Portugal has experienced a huge improvement since the late 70s and the
implementation of the National Health System. This system, financed by taxation, ensures all
citizens nearly free access to primary care centres and public hospitals. Between 1980 and
2000, the female life expectancy increased from 74.6 to 79.7 years old, infant mortality
decreased from 24.3 to 5.5 per 1,000 live births, and perinatal mortality dropped from 22.4 to
5.2 per 1,000 total births. Bentes et al. (2004) indicate that ‘the successful evolution in infant
mortality (…) may in great part stem from more than 30 years of well-defined policies,
strategies, programmes, and selective investments in perinatal, maternal and child care’.
Indicators clearly show huge improvements in men’s and women’s health since the 1974
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Revolution, with Portugal reaching health levels comparable to other Western European
countries. The dramatic improvements in maternal health are worth noticing.
Gender has not been a major issue of concern in Portugal. Health care policies have been
mostly oriented towards reaching socio-economic equity in access and efficiency in health
care provision. Indeed, Portugal appears as the EU country with the highest level of
inequity in access to specialist care, e.g. (see Van Doorslaer et al., 2004). Portugal is also one
of the poorest countries in Europe, and is confronted with an important lack of health
provision (both equipments and skilled staff). Most scientific contributions also focus on
those two areas of research (equity and efficiency objectives).
Consequently, there is a lack of information about gender differences in health and health care
in Portugal, and a subsequent absence of gender orientation in health policies. A recent paper
by Fernandes et al (2006) shows that women have a lower access to high-technology
treatments for cardio-vascular diseases, although this represents the first cause of death for
both men and women. This result might be a sign of discrimination or prejudices about
women in the medical profession. It may also reflect socio-economic inequalities in the
Portuguese society, with women having a poorer access to care. The particularly high wage
gap between men and women would certainly advocate in favour of this last argument.
Health indicators give clear evidence about how gender patterns determine men and women
health status. Besides some pathology related to biological vulnerabilities or other associated
with sex, there is epidemiological evidence that highlights inequalities in health status in a
diversity of ways. If we look to life expectancy or mortality rates, namely those due to violent
causes, there are no doubt that men are at most risk of suffering a premature and avoidable
death. Also lifestyle patterns, such as smoking or drinking appear to be more prevalent in men
(despite women’s progressive movement towards these behavioural patterns). Besides this
epidemiological standpoint, we ought to explore how gender influences provision of
healthcare; for that the Directorate-General of Health is conducting a study that aims at
exploring gender awareness among health professionals, in academic and clinical domain.
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Sweden
Although Sweden has 21 independent County Councils/regions in its decentralised healthcare
system, there is none of the difficulty of accessing statistics that has been seen in other
decentralised states, such as Belgium. In addition, for some time now, Sweden has led the
field in addressing gender equity. The National Board of Health and Welfare (NBHW) was
commissioned in 2002-2004 by the Ministry of Health and Social Welfare to analyse gender
equity in health care, and to propose actions to diminish gender disparities.
Sweden has the highest life expectancy of the countries studied (82.7 years in 2004), and
shows the highest number of women in the labour force. Births tend to be in the 25-34 year
age group, with the lowest figures of all eight study countries in the age groups under 24.
Cancer is the second most common cause of death among women in Sweden, after circulatory
disease. The most common cancer among women is breast cancer, which shows as one of the
higher rates in the study group (although this may be attributable to the longevity of Swedish
women). Other common cancers are cancer of the colon, lung cancer, uterine cancer, skin
cancer (excluding melanoma) and melanoma. Sweden has one of lowest rates for cervical
cancer (3.6 per 100,000 population).

Smoking in adult females dropped from 27% in 1985 to 19% in 2002/2003. Although close to
the average, Sweden has one of the younger ages for girls starting smoking (12.8 years).
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Dieting and weight control rise from a low average in early teenage years to the third highest
of the figures in the study group by the time girls are 15 year olds.
Use of condoms as contraceptive protection is reported as low by girls in Sweden (58%,
compared to 89% in Spain), but this may be because other contraceptives are also in use, and
considered as sufficient protection.
The following material was submitted by Pia Maria Jonsson, Karolinska Institute, Stockholm
Women’s health
Swedish women have one of the longest life expectancies in the world: 82.4 years at birth
(2003). As in the early 1990s, Swedish men still rank highest in longevity among men from
the EU countries, while Swedish women now rank after women from France, Spain, and
Italy. Hence, compared with the other EU countries, the life-span trend seems to have been
more favourable for men than for women in Sweden.
The term ‘avoidable mortality’ refers to certain medical conditions, e.g. lung cancer, which
can be influenced by national health policy measures (so-called ‘health policy indicators’), or
conditions such as gall stone problems, which can be influenced by various medical
interventions (so-called ‘medical care indicators’). An analysis of the health policy indicators
shows that male mortality is significantly higher than female mortality, but the rate for
women is increasing, while it is decreasing for men. The rise in the female mortality rate is
due primarily to increasing morbidity and mortality from lung cancer. Maternal mortality in
Sweden is very low, only 3-4 cases per year.
The proportion of individuals with poor self-rated health is 7 per cent among women as
compared to 6 per cent among men. The proportion has increased slightly since the early
1980s, but there was a minor decrease between 2000/2001 and 2002/2003.
The proportion of individuals on a long-term sick leave (more than 60 days) has been higher
among women than among men and increased dramatically in the late 1990s /early 2000s.
Due to the constraints to the social security system, a more restrictive attitude towards sick
leave emerged. Instead, many women were then given early retirement. The most common
diagnoses causing long-term ill health among women are diseases of the musculosceletal
system and psychiatric disorders. Many of the women now on long-term sick leave or
disability pension have been employed by the public sector, i.e. health care, the school system
etc.
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As with men, there are social gradients in both morbidity and mortality among women. These
differences seem not to have diminished during the last few decades.
Specific health policies for women
On the national level, the National Public Health Institute and the National Board of Health
and Welfare (NBHW) monitor the health situation of both men and women. The NBHW was
in 2002-04 commissioned by the Ministry of Health and Social Welfare to analyse gender
equity in health care and to propose actions to diminish gender disparities (see: Gender equity
in health care in Sweden - Minor improvements since the 1990s, Jonsson PMJ Schmidt I,
Sparring V, Tomson G.; Karolinska Institutet Division of International Health (IHCAR)
Health Systems and Policy (HSP) research group, 2005). However, there is no special
national institution responsible for the implementation of policies to improve women’s health.
In the decentralised healthcare system of Sweden, 21 independent County Councils/regions
are responsible for the financing, organisation and delivery of health services. Some of the
counties have set up specific programmes focusing on women’s health. Well-established
disease-specific policies targeted at women include, e.g., screening for breast cancer (see
below) and cervical cancer (see below) as well as intensified prevention and treatment of
circulatory diseases among women. The Swedish Federation of Counties and Local
Authorities has tried to enhance gender equity in health care in a ‘mainstreaming’ project, but
much of the focus of the federation is on gender equity among employees.
Gender-sensitive health policy design
According to The Swedish Health Care Act, good health and equal access to care for all
residents of Sweden is the main goal for the health service. Generally speaking, the
formulation of national policies, strategies and programmes has not distinguished the different
needs, prerequisites and power of men and women, but have been gender-blind, with a few
exceptions. When gender-specific approaches have been applied, e.g., in connection to the
formulation of national guidelines for cardiac care, the evidence-base presented has been
scarce.
Three primary issues and how they apply to women’s health
•

Cancer

Cancer is the second most common cause of death among women in Sweden, after circulatory
disease. The risk of contracting cancer by the age of 75 years has been calculated to be 27
percent for women as compared to 30 percent for men in Sweden. During the period
1994-2003, the numbers of new cases of cancer increased by 0.5 percent per year in women
and 1.1 percent per year in men.
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The most common cancer disease among women in Sweden is breast cancer, followed by
cancer of the colon, lung cancer, uterine cancer, skin cancer (excluding melanoma) and
melanoma.
Approximately 30 percent of all the cancer cases in women are breast cancer, which has
increased during the last decade by 1.5 percent per year. Mortality in breast cancer, however,
is not increasing, which can be explained by early and improved diagnostics. A general
screening programme with mammography was started in some counties in the mid-1980s and
in the last of the counties in 1997. In all parts of the country, mammography screening is now
offered to women in the age groups 50-69 years and most of the counties also invite other age
groups for screenings in the interval between 40 and 74 years.
During the last decade, lung cancer among women has increased by 2.6 percent a year, while
the trend for men has been a decrease by 0.8 percent a year. This is explained by the delayed
effect of trends in gender-specific smoking habits. The relative 5-year survival rate in lung
cancer is somewhat better in women than men, 15 percent as compared to 10 percent. The
risk of contracting lung cancer varies between socio-economic groups and is lowest among
the highest social classes. This applies for both women and men. Certain occupations, e.g.
female journalists, run a higher risk of lung cancer.
While breast cancer, lung cancer, skin cancer and melanoma are increasing in women, other
forms of cancer are decreasing. Cervix cancer has decreased due to the general screening
programme, which has made it possible to treat pre-cancerous stadiums of the disease. Also,
cancer of the ventricle is becoming less common, probably partly due to improved treatment
of Helicobacter pylori.
•

Sexually transmitted infections

In Sweden, the classic STIs gonorrhea and syphilis are today uncommon. Gonorrhea is more
often found in men than women and in most cases imported from Asia. The number of new
cases in 2003 was approximately 600, which can be compared to nearly 40.000 annual cases
in the early 1970s. The number of new cases of syphilis in 2003 was 180, three out of four
cases appearing in men.
In contrast, clamydia has become a major STI challenge with approximately 27.000 new
cases reported in 2003 and with a clear upward trend in incidence. Of all the new cases, 50
percent were in women, regardless of age group. Clamydia is most common among young
women, 75 percent of the new cases occurring in the age groups 15-24 years. The increase in
the numbers of new cases may be explained by changing sexual behaviour among young
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people. Especially individuals having sexual debut under the age of 15 have been found to be
at high risk for both STI and unwanted pregnancy.
Of all the 7.300 cases of HIV reported in Sweden, 29 percent have been women. Today, more
than 3.200 HIV-infected persons live in the country. Of the newly reported cases,
approximately 40 percent are women, among infected heterosexual persons 60 percent.
Extremely few pregnant women are carriers of HIV. All pregnant women are offered HIVtesting, and if found to be infected, medication is started to prevent infection of the foetus.
•

Reproductive health

In 2003, Swedish women gave birth to 1.71 children per woman. There has been a slight
upward trend, which has been interpreted as a consequence of current female cohorts having
waited for giving birth later than was the norm with previous cohorts. The average age of the
mother at first delivery was 28.6 years.
There were 93.000 deliveries in 2002, corresponding to 5.5 percent of all women aged 15-44
years. In 1.400 deliveries twins were born. Very close to 100 percent of all the pregnant
women in Sweden pay regular visits to maternal care centres. Except for routine monitoring
of the pregnancy, the centres give psychological support, enhance breast feeding and try to
prevent alcohol and tobacco use during pregnancy. During the last two decades the proportion
of smokers in early pregnancy has decreased from 31 to 11 percent. Of other risk factor
overweight has become more common among the mothers. As alcohol consumption has
increased in the general population, it has become more important to inform about the
tentative negative effects of alcohol during pregnancy. Abstaining from alcohol use during
pregnancy is one of the prioritised public health goals set up by the Swedish Parliament in
2003.
As mentioned before, the maternal mortality rate in Sweden is very low, as is the perinatal
mortality rate, 5/10.000. Of all the deliveries in 2002, 74 percent were uncomplicated vaginal
deliveries. Yet, serious perineal ruptures are fairly common, occurring in approximately 4
percent of all vaginal deliveries. In some counties the corresponding figure is more than 5
percent. The Caesarean section rate has increased from 11 percent in 1990 to 17 percent in
2004. The rate varies between counties from 13 to 21 percent of the deliveries.
Despite easy access to birth control, the abortion rate in Sweden is 18-20/1000 women aged
15-44 years. The relationship between the number of abortions and deliveries is close to one
abortion per three live-born babies. The abortion rate has been relatively constant since 1975,
when the current legislation on abortions and birth control was introduced. The introduction
of prescription-free acute P-pills in 2001 does not seem to have had any major impact on
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abortions. Teen-age abortions are relatively common, 24/1000 women aged 15-19 years.
According to a population survey from the 1990s, there is no social gradient in the occurrence
of abortions.
Specific healthcare policies for young girls
Many of the national policies dealing with reproductive health implicitly focus on young
girls’ problems, like smoking cessation during pregnancy. The legislation against female
genital mutilation was sharpened in 1999 to protect young girls from cultural minorities
where this tradition has been applied.
Areas where at least local (county) policies have been implemented include prevention of
alcohol and drug abuse, prevention of teen-age pregnancies, protection against STI,
prevention of overweight, and suicide prevention.
An example of ‘best practice’ in women’s health
The establishment of the Centre for Gender-specific Medicine at the Karolinska Institutet
exemplifies the fact that only through systematic research can the evidence-base for gendersensitive health care be created. For details, see www.ki.se/cfg .
Further gender influences on patterns of health
See: Gender equity in health care in Sweden - Minor improvements since the 1990s, Jonsson
PMJ Schmidt I, Sparring V, Tomson G.; Karolinska Institutet Division of International Health
(IHCAR) Health Systems and Policy (HSP) research group, 2005
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United Kingdom
There are wide variations in health across the UK, as it is made up of sharply contrasting
socio-economic regions in Scotland, Northern Ireland, England and Wales. Nevertheless,
there is a reasonably high life expectancy (80.7 in 2004), and has one of the highest number
of women in the workforce (46% per 100,000) of the countries studied. Women in Northern
Ireland are more likely to experience poverty than men, while in England mothers in the
lower social groups are two and a half times as likely to smoke before or during pregnancy,
and over four times as likely to smoke during pregnancy than the more privileged. The UK
has one of the higher incidences of deaths from breast and lung cancers, though with the
introduction of national screening programmes and new improved treatment over the past
three decades, rates are falling.
There are a relatively high number of teenage births, though in general births occur in the
20-34 year age groups. The incidence of chlamydia is high, but the National Strategy for
Sexual Health and HIV, published in 2001, included targets to reduce prevalence of this and
other STIs.
The following material was submitted by Hilary Thomas, Centre for Research in Primary and
Community Care, University of Hertfordshire and Annie Dillon, National Women’s Council.
Women’s health
Life expectancy at birth for women in the UK is 80.5 which, while improved, is less than
some other European countries. In common with the rest of the EU 25 the major cause of
death is circulatory disease followed by cancer. 65.3% of women in the UK population
perceive that their health is good or very good.4
Given that the UK comprises Scotland, Northern Ireland, England and Wales there are
differences in relation to women’s health status based on social, economic and regional
variations as well as the diversity of women and the experience of marginalised groups.
Some brief examples are presented.
In England5 people in affluent areas live longer than those in deprived areas, for women in the
lest deprived fifth of areas they live on average 2 years longer than those in the most deprived
areas.
From 2000 to 2005 the gap in smoking levels between mothers in different socio-economic
groups increased In England. Mothers in the lower social groups are two and a half times as
European Commission (2006) Health in Europe 1998 - 2003
DH (2006) Health Profile in England
http://www.dh.gov.uk/assetRoot/04/13/95/22/04139522.pdf
4
5
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likely to smoke before or during pregnancy and over four times as likely to smoke during
pregnancy. Levels of breastfeeding are lower amongst women from lower socio-economic
groups and a larger proportion give up breastfeeding by six weeks. The proportion of mothers
who breastfeed is higher amongst minority ethnic groups. (Health Profile in England, 2006)
In Scotland long-standing illness, health problem or disability for women is 53.1% compared
with men 46.9% (2003)6
In relation to gender inequality and Social Determinants of Health women in Northern Ireland
are more likely to experience poverty than men, with women comprising almost two thirds of
all income support claimants and women more likely to be employed in service sector and
low paid jobs.
In relation to diversity of women, some groups are more disadvantaged than others, e.g for
example Traveller women’s life expectancy is significantly lower than the mainstream
population and they are more likely to describe their health as ‘poor’ or ‘very poor’
In addition, the take up of screening services was low with only one third reported to have
had a smear test. (2006)7 In relation to disabled women, a study by the Equality Commission
of Northern Ireland found notable inequalities in areas of mental health, emotional well-being
and employment.8
Women from Indian ethnic background have higher rates of CVD
Specific health policies for women
There is no actual overall policy which provides a coherent policy approach to women’s
health, and which takes account of women’s inequality, or of women as a diverse health
population. Where statistical information is used it is not always disaggregated by gender e.g.
the Chief Executives report to NHS Statistics Supplement 2006. Many policies are presented
in a gender-neutral fashion, e.g. ‘Our Health Our Care A New Direction for Community
Services’; The Goals of the National Service Framework for Coronary Heart Disease. The
are exceptions including in the areas of Sexual Health, Sexual & Domestic Abuse and Mental
Health9 policies e.g. in 2000 the NHS Plan recognised the need to develop distinctive
approaches for women and made a commitment to the provision of a women-only day centre
CSU (2003) Scottish Household Survey, Scottish Executive
The Royal Hospitals, An Munia Tober, DSD (2006) Perceptions of Health and Health
Services by the Traveller Community in the Greater Belfast Area
8
Disabled Women in Northern Ireland: Situation, Experiences and Identity (2003)
http://www.equalityni.org/uploads/word/diswomenni1003.doc
9
This section compiled with reference to Department of Health (2006) Supporting Women
Into The Mainstream; Commissioning Women-Only Community Day Services (. (See also
www.dh.gov.uk and www.nimhe.csip.org.uk
6
7
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in every health authority by 2004. The subsequent Implementation Guidance for the Women’s
Mental Health Strategy ‘Mainstreaming Gender and Women’s Mental Health’ was published
in 2003. This document gave recognition to the range of services and support responsive to
women’s requirements already developed by women’s groups in the voluntary sector. A range
of approaches, which would meet women’s needs within the context of mainstream services
and establish a more flexible target for primary care trusts (PCTs) to have a women-only
community day service in place by 2004 were also specified. This NHS deliverable remained
a priority for 2005/06 across all regions. The guide ‘Supporting Women Into the Mainstream’
published in 2006 is intended to support the development of community-based women’s day
services alongside the work to refocus day services for adults of working age, both male and
female. The National Institute for Mental Health in England (NIMHE) National and Regional
Development Centre Leads for Gender and Women’s Health provides good practice examples
for use by local PCTs10 (Primary Care Trusts/Local Health Boards).
A new policy development that will have an impact on the approach to women’s health policy
and programme development and service delivery is the Gender Equality Duty [GED]11,
which comes into force in April 2007. The GED is being introduced as part of the Equality
Bill (2005). It requires public authorities to promote gender equality and eliminate sex
discrimination.

Instead of depending on individuals making complaints about sex

discrimination, the duty places the legal responsibility on public authorities to demonstrate
that they treat men and women fairly. All public authorities, including health providers,
education and local government have to comply. The duty will also apply to charities,
voluntary and private sector organisations that are providing a public service. Services
provided by organisations under contract, such as community transport, will also be covered
by the duty.
Gender-sensitive health policy design
In general the policies that are specific to women or men are related to issues that are gender
specific such as cervical cancer for women, breast cancer for men, and are included in overall
policies such as, for example, that relating to cancer. Where policies are related to health
issues that affect both men and women they are often gender neutral.
Three primary issues and how they apply to women

10
11

See: www.csip.org.uk
www.eoc.org.uk
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•

Cancer

Cancer is the 2nd biggest killer of women in the UK. The past three decades have seen
progress in reducing the impact of cancer, with death rates from breast and cervical cancer
falling as a result of the introduction of national screening programmes and new improved
treatment.
A cancer plan was published in 2004 with a programme of investment and reform. At that
time death rates overall were higher than in Europe, partly due to late presentation at primary
care level and variation of services, according to geographical area. The plan contained
targets to reduce the risk of cancer including through: Early detection, Smoking reduction
programmes, particularly to target disadvantaged groups, Dietary programmes to increase
fruit and vegetable consumption and promotion of exercise. Postmenopausal women were
specifically mentioned in relation to reducing risk of breast cancer through reducing obesity.
The NHS Breast Screening Programme was introduced between 1988 and 1991 for all
women. Recently published research has shown that breast cancer death rates fell by 21.3% in
women aged 55-69 between 1990 and 1998. 30% of this fall was attributed to screening and
the rest to improvement and other factors (The Cancer Plan 2004). The Breast Screening
Programme invites all women aged 50 to 70 for free routine breast screening every three
years. There has been a substantial rise in the number of cancers detected, which is mainly
due to the expansion of the screening programme since 2001 to include women up to age 70
(previously it covered women aged 50 – 64) combined with the introduction on an advanced
screening technique, called two-view mammography (Two x-rays are taken of each breast). In
England those aged 70 and over are strongly encouraged to self refer.
Cervical Screening Programme NHS, England: The Cancer Plan (2004) notes that ‘the
cervical screening programme in this country is a success story’ (p35). Since introducing
computerised call and recall the coverage rate of the screening programme has gone up to a
national average of 85%. The cervical cancer death rate has been falling by 7% each year.
•

Sexually transmitted Infections (STI’s)

The National Strategy for Sexual Health and HIV published in 2001 included targets to
reduce prevalence of STIs, HIV and AIDS as well as reduction of untended pregnancy rates
and promotion of contraception services for those who need them. The strategy has a ten year
time frame and takes a gendered approach, and takes account of the impact of such STIs as
HPV on women in relation to Cervical Cancer. As part of the programme a National
Chlamydia screening programme has commenced.
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Specific healthcare policies for young girls
Amongst EU15 member states, prior to expansion in 2004, the UK had the highest proportion
of births to mothers aged under 20. Teenage conceptions are more than twice as likely to
occur in the most deprived areas, than in the least deprived.
However, there is no specific mention of gender.
(Health Profile of England 2006 p53)12
The Teenage Pregnancy Strategy13 has set targets to:
•

Reduce by 50% England’s 1998 under-18 conception rate by 2010, with an interim target
of a 15% reduction by 2004

•

Achieve an established downward trend in the under 16 conception rate by 2010

•

Reduce the inequality in rates between the fifth of wards (local electoral areas) with the
highest under 18 conception rate, and the average ward rate by at least 25% by 2010

•

Increase to 60% the participation of teenage parents in education, training or employment
to reduce their risk of long-term social exclusion by 2010.

An example of ‘best practice’ in women’s health
•

The Sandyford Initiative (www.sandyford.org)

The Sandyford Initiative is part of NHS Glasgow, and supported by Glasgow City Council.
All services are free of charge, and available without the need to be referred by a doctor or
another practitioner. The Sandyford Initiative was launched in Glasgow in 2000 when it
brought together the Centre for Women's Health, Family Planning, The Steve Retson Project
(for men who have sex with men) and Genitourinary Medicine. The aim is to provide services
using a social model of health. The initiative provides sexual and reproductive health services
for women, men and young people in Glasgow, as well as counselling, information and a
range of specialist services.
The Sandyford initiative has a website with sections for staff and for service users. This staff
part of the site has been specifically designed to provide background information for health
professionals, policy makers and other interested parties.
There is also a section of the site designed for the public (click here) and for GPs in Glasgow
(click here).
In general, there appears to have been a move from a focus on women’s health specifically
and to incorporate it within equality focussed structures. For example In the past year as part
of restructuring of health boards in Glasgow the Women’s Health team were disbanded and
DH (2006) Health Profile in England
http://www.dh.gov.uk/assetRoot/04/13/95/22/04139522.pdf
13
http://www.dfes.gov.uk/teenagepregnancy/dsp_Content.cfm?PageID=85
12
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restructured into a new equality team. The focus includes a social, economic and inequalities
in health, with women’s health incorporated in this health promotion work.
It is worth noting that five years ago Glasgow Women’s Health, which was part of the
Healthy Cities Programme defined a model of women’s health as follows:
‘The Glasgow Model of Women's Health identifies the need to invest in women in order to
overcome inequality, to adopt a model of health which takes social factors into account, to
involve women, to work in partnership across agencies and to develop city wide
strategies.’ (2000/01)
•

Mental health policies

The mental health policies (as mentioned above) are notable because they

include a

recognition of women’s specific mental health/ill health experience and need. A notable
example of best practice is the women-centred responsive approach taken as well as the
recognition of such services developed by women’s voluntary organisations in response to
past gaps in service provision.
Further gender influences on patterns of health
•

Sexual Abuse and Domestic Violence

There is now a recognition at policy level14 that sexual abuse and violence are causative
factors in physical and mental ill health in children, adolescents and adults both women and
men. There is a gender and equality perspective, with a high economic and social burden on
health services. Currently a programme to tackle the root causes of mental and physical ill
health, which takes a whole system approach, is underway.15
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CONCLUSION
Time constraints dictated that there should be a quick turn around of information for these
country reports. However, not only were some advisors unavailable when the questionnaire
was sent, but because of the varying availability of statistics, the task proved far more difficult
for some to complete than for others. Many responses arrived too late to be included in early
versions of the report to the European Parliament; in addition, despite every expert being sent
the same pro-forma, responses and level of detail varied greatly.
Furthermore, questions were interpreted differently, and descriptions were given of
governance and systems that proved difficult to compare. Reporting tended to centre on
conditions suffered only by women, rather than the disadvantage women experience in
diagnosis or treatment of all conditions, or on gender-specific research and the issues this
raises.
In all, nearly 100 pages of material was received, not including supporting reports and
documents. When added to material already being included for the report, we had around six
times the projected size of the final report.
The logistics of preparing the European Parliament report in a short time frame meant that
much of the material could not be included. Some results conflicted with data already
gathered, but time did not allow for deeper analysis. Lengthy explanations of local
governance, culture and socio-economics, which might have shed light on certain types of
discrimination, had to be deleted.
Quite often, data was not comparable because it had been drawn from a variety of dated
reports. For example, in the 2003 WHO publication describing incidence of, and deaths from,
cervical cancer, the data dated from 1993 (Portugal), 1996 (Belgium and Poland), 1997 (UK),
1998 (Germany), 1999 (Sweden), and 2001 (Bulgaria) – a span of eight years. In this time
political, economic and social conditions had changed immensely in many of the countries
reviewed.
It seems apparent from some of the responses received, that contemporary data is actually
available on a localised basis. Differences in language, transcription, governance and software
may be making this material difficult to access internationally.
In response to the question asking for an in-depth country overview of three issues from a list
of eight common conditions, the break down was as follows16:
NB: some responses combined the subjects. They are entered here under separate
headings
16
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Condition

No. of reports

•

Cancer

7

•

Sexually transmitted infections

4

•

Smoking

3

•

Osteoporosis

3

•

Reproductive health

•

Alcohol

2

•

Eating disorders

2

•

Drug abuse

3

-

It has been seen then that the difficulties of gathering timely, comparable information - even
in a simple format - are immense. A platform is sorely needed that would allow the linking
and exchange of information in a widely – and immediately - accessible format.
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and
Annie Dillon, N.W.C.I
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