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Abstract 
 
 

 

The First Focal Points Meeting on Women and Child Health was held in Copenhagen, Denmark at 

the World Health Organization Regional Office for Europe in December 1995. At this initial 

meeting a decision was taken that general meetings should be held once per biennium to review 

and discuss development in women’s and children’s health, continue to provide new 

recommendations and to set up new strategies for further improvement in this area.  This report 

represents the summary of the Second Meeting for Focal Points on Reproductive Health / Health of 

Women and Children held in Copenhagen at the World Health Organization Regional Office for 

Europe in May 1998.  The meeting programme included presentations by participants of their 

respective country characteristics on women’s and reproductive health and child health, 

presentations by individuals, international organizations and WHO staff members working on 

directly related programmes.  This meeting ended with a set of recommendations and suggestions 

for priorities pertaining to the next biennium. 
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Foreword 
 
 
 
Introduction 
Dr A. Brandrup-Lukanow, Regional Adviser Women’s and Reproductive Health 
Dr V. Mangiaterra, Regional Adviser, Child Health and Development 
Dr K. Staehr-Johansen, Regional Adviser Quality of Care and Technologies 
 
It is our great pleasure to welcome you here on behalf of the Family and Reproductive Health Unit, 
the Programmes of WRH and CHD and of the Unit for QCT. We hope that you have had an easy 
journey, that you will find the three days together worthwhile and refreshing and that you will go 
back home with many new ideas and stimulation to work at country level. It is our task now to 
introduce you to the scope and purpose of this meeting. 
 
We would like to remind you that this is the second meeting of its kind, and that in holding this 
meeting today, we are following up on the request and recommendation for a biannual meeting of 
national focal points in Reproductive Health from the whole European Region - and 
Representatives from 46 countries are present here today. 
 
You will recognize many of the topics in the programme as reflecting the topics of the last meeting, 
the report of which you have among your documents, and reinforcing them. What we have tried to 
do in this programme is to pick up particularly on the request to discuss reproductive health not 
only in the context of health preventions and services, but also to reflect the health of women and 
children in the social context; therefore we have included in the programme of this year sessions on 
women's and children's rights and their implications for health. This is also reflected in the 
selection of background documents distributed to you. 
 
The scope and purpose of this meeting are, above all, to take a comprehensive and holistic 
approach, which covers all the areas from antenatal care to socio-psychological aspects of the 
health of children, women and adolescents. Then we hope to arrive at a list of recommendations or 
joint action plan to take us through this biennium 1998/1999 towards the Health For All targets for 
the year 2000. 
 
A lot has been achieved, many Member States have adopted the recommendations of ICPD, the 
Beijing Conference, and the Safe Motherhood programme, and are applying more appropriate and 
cost effective technologies in antenatal, perinatal and post-partum care. 
 
Nevertheless, many young women are still dying of preventable causes - about 25% of the maternal 
mortality in our Region is still due to the consequences of unwanted pregnancies and abortions, 
another 50% are due to hemorrhage, gestosis of septic complications. Many families are losing the 
newborn sons and daughters due to perinatal complications, acute respiratory infections and 
diarrhoeal diseases and. 
 
Adolescent Health is an issue which we are all only just beginning to recognize as an area of 
priority concern, since we are all used to seeing youth as the incorporation of energy, health and 
vital potential. At the same time, adolescence is a period of risk taking in all areas, and we as 
health professionals have to recognize this and respond to the need for protection, advice and 
presence. 
 
Violence in the family, violence against women and child abuse are only beginning to be 
recognized as challenges for the health sector as well as presenting a challenge for society as a 
whole. 
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In all Member States, there are population groups requiring special attention and resources, 
women, men and children who have come as refugees or immigrants, hoping for a better, more 
protected life. Often they meet unexpectedly harsh conditions and health services which do not 
respond to their needs. 
 
Finally, how do we know whether our actions are leading to the goals we set? For this we need to 
collect data, we need to determine objective indicators which will provide us with feedback as to 
whether we are on the right path. Deciding on which data are relevant, will point us in the right 
direction, since this, in itself, is a process of deliberations and consensus decisions. 
 
These are the issues we would like to touch upon during this meeting. So let us now start on our 
work and a successful meeting. 
 
Thank you for your kind attention. 
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Executive summary 

 
The Second Focal Points Meeting on Women’s and Reproductive Health and Child Health was 
attended by representatives from forty-six Member-States from Western Europe, Central and 
Eastern Europe and the Newly Independent States. 
 
Among the resource persons were the Chief of Maternal and Newborn Health / Safe Motherhood, 
WHO-HQ, Assistant Director, Rome Operational Division, WHO Europe Centre for Environment 
and Health, Head of the Department of Mother and Child Health, Ministry of Health, Israel, 
representatives from the Department of Health and Children, Ireland and General Directorate for 
Health, Lisbon, Portugal, representatives from European Network Central Asia, IPPF, Chairman, 
Global Strategy Task Force, SIDS, Australia, academicians and researchers from LSHTM, UK, 
University of Padova, Italy, University of Heidelberg, Germany, University of Toronto, Canada, 
and Danish Institute for Clinical Epidemiology, Copenhagen as well as the Regional Advisers an 
Co-ordinators of many programmes and projects of the WHO Regional Office for Europe. 
 
The scope and purpose of the meeting were to review and discuss developments in women’s and 
children’s health in Europe during the last biennium and to draw up national policies and strategies 
for further improving the health of women and children with particular reference to reproductive 
health / safe motherhood, perinatal care and the health of infants, children and adolescents.  The 
other main purpose of the meeting was continuity of the networking and follow up the 
recommendations of the last focal points’ meeting particularly with respect to intersectoral 
cooperation, the application of a holistic concept in women and child health, and attention to 
groups in need of special assistance. 
 
After the initial session on the scope and purpose of the meeting, presented by Regional Advisers 
of Women’s and Reproductive Health and Child Health Development Programmes, WHO-EURO, 
a keynote presentation was given by the Chief of Maternal and Newborn Health / Safe 
Motherhood, WHO-HQ, where the speaker emphasized the comprehensive response to the health 
needs of women and children. After this, six sessions on various topics were conducted. 
 
Those were on Women’s health and rights, Reproductive Health and Family Planning, Perinatal 
Care, Adolescent Health, Child Health and Development, and Data Collection and Processing in 
Women’s and Child Health. Sessions included presentations from resources persons as well as 
participants from different Member-States.  Presentations from resource persons focused on new 
ideas, concepts and technology to the participants countries which may be useful for further 
development of maternal and child health in the countries of the region. 
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Presentations and discussions focused on the new concept of reproductive health  and family 
planning including women’s rights, violence against women as well as the health needs of 
adolescents, as adopted during the Global Conference on Safe Motherhood in Sri Lanka in 1997, 
the Fourth World Conference on Women in Beijing in 1995 and International Conference on 
Population and Development in September 1994, the concept of use of effective / appropriate 
technology in perinatal care, holistic approach to pregnancy, the concept of child protection, the 
integrated approach to manage childhood illness, intraprofessional collaboration and community 
involvement in the process of care. 
 
The following main conclusions and recommendations were drawn and emphasised and approved 
by all the countries present. 
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Conclusions and recommendations 
 
 
 
1. Reproductive Health 
 
There is a shift to the conceptualisation and implementation of comprehensive reproductive health 
services.  Therefore, there is growing awareness of the true burden of reproductive ill-health 
related to pregnancy, childbirth, reproductive tract infections (particularly Sexually transmitted 
infections, including HIV / AIDS) and violence against women. 
 
Therefore enforced efforts should be made to: 
 
• Integrate the prevention and treatment of sexually transmitted infections and / or to strengthen 

the referral links between classical reproductive health services and STI Services. 
• Further decrease the rate of abortions and abortion complications by improving access to 

emergency contraceptives. 
• Review present practices of abortion with regard to safety of the techniques applied (e.g. 

surgical / chemical methods). 
• Improve accessibility and use of reproductive health services for minorities / immigrants. 
 
 
2. Recommendations regarding perinatal care: 
 
In the majority of the European Region Member States perinatal related causes of child death are 
one of the main public health priorities in maternal and child health. Given the fact that the 
majority of pregnancies are monitored in a health service setting and the majority of deliveries in 
the region occur in hospital, the primary target of interventions in perinatal care should be the 
maternity and neonatal wards. WHO perinatal care strategy is promoting essential and appropriate 
holistic care, inter-professional exchanges, essential drugs and equipment and the  mobilization of 
maternity procedures and protocols. 
 
The following principles and values in perinatal care are recommended in the European context. 
Perinatal care should 
 
• be evidence-based 
• be demedicalised 
• be appropriate technology 
• be multidisciplinary 
• be holistic 
• be family-centred 
• be culturally appropriate 
• involve women in decision-making 
• respect the privacy, dignity and confidentiality of women. 
 
 
3. Child Health 
 
In developed countries, Sudden Infant Death Syndrome (SIDS) is the largest cause of infant 
mortality in the one month to the one year age group. 
Recommendation that steps be taken by all Member-States to prevent SIDS: 
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• To identify high-risk existing child care practices, in particular infant sleep position, smoking 
during pregnancy and during first year of the infant life. 

• To identify a possible methodology for standardising of autopsy protocols in all cases of 
sudden infant health. 

• To collect information on post-perinatal deaths by case and number. 
 
Integrated Management of Childhood Illness: 
IMCI is an integrated approach combining improved management of childhood illness with aspects 
of prevention including nutrition, immunisation and other important influences on child health.  
The approach is currently being piloted in Kazakhstan and based on the experience, it is 
recommended to be introduced in other countries, particularly those with high under –5 mortality 
rates. 
 
Child abuse and neglect 
Child abuse and neglect is an emerging public health issue.  It is identified that 5 millions of 
children in Europe are in danger. 
 
Representatives of Member-States are requested: 
• To provide a key contact to collect information on child abuse. 
• To fill out the questionnaire. 
• To collect information for the www. 
 
Injuries and accidents in childhood 
Injuries are one of the major causes of death for children and adolescents all over Europe with 
major prevalence in CCEE/NIS.  Experience from some countries in the European Region 
demonstrates that preventive interventions are possible. 
 
Representatives of the Member-States are requested to formulate common strategies focusing on: 
-  Developing realistic national targets for injury reduction 
- Legislation and international codes 
- Individual attitudes and lifestyles through education 
- Social factors to combat marginality 
 
4. Adolescent Health 
 
The sexual and reproductive health needs of young people must be central features of any 
reproductive health strategy.  Since adolescents are neither children nor adults, they need health 
programmes that are designed to meet their special needs. 
 
• Examples of good practice have been established in many countries of the region.  However 

there are at services level still largely confined to local initiatives.  There is need to develop a 
youth-friendly reproductive health care system. 

• With respect to health promotion and health information, the potential of close cooperation 
with the education sector and with school health services, where they exist, should be further 
explored and strengthened (HNSC and ENHPS). 

• There is need for further improvement of the knowledge base on adolescent health. 
• The peer group is the most important group of young people.  The practice of supporting and 

recruiting peer leaders and youth groups into health education and service initiatives should be 
spread further. 

• There is need for open space in the Internet. 
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Keynote Presentation 
 

Pregnancy is special, let’s make it safe! 

Inaugural presentation by Dr Jerker Liljestrand, Chief, Maternal & Newborn Health/Safe 
Motherhood, WHO Headquarters, Geneva 

 
 
This year, the World Health Organization has chosen Safe Motherhood as the theme for World 
Health Day. It is significant that WHO’s 50th Anniversary is not celebrated by highlighting its 
successes but rather by pointing to an area which remains a great challenge as well as a very 
current health problem for underserved and underprivileged groups. Safe Motherhood is also a 
challenge in Europe and I would like to address some of the global issues involved that have a 
special relevance for the European region.  
 
Let me start by emphasizing that making motherhood safer builds on basic human rights. To ensure 
that pregnancy and birth are safe, women need access to services and not only to maternal health 
care services. Planning a pregnancy requires family planning education, and much remains to be 
done in Europe to provide young people with guidance in this field. Friendly and accessible family 
planning services for adolescents, with accessible contraceptives and STI care, is not available in 
all European countries. In the former Soviet Union, where the incidence of STIs is rapid, such 
youth-friendly services should be a priority. Contraceptive information should be accessible to all 
age groups, however, and not exclusively to adolescents – today it is certainly a human right to 
have access to such information.  
 
Another human rights issue in Safe Motherhood is abortion. Repeated abortions are linked to a 
higher maternal and perinatal mortality. Where abortion is legal, efforts must be taken to ensure 
that it is safe. In addition, post-abortion care should always be available, whatever the legal 
situation in the country. This includes compassionate and non-discriminatory treatment, 
counselling and contraceptives. Access to emergency contraception reduces unwanted pregnancies 
and abortions. Emergency contraception is today a common intervention  easily accessible to 
women in some countries but unfortunately, not in all.  
 
In maternal health care, it is important to remember that pregnancy and birth are not a disease but a 
normal life-process that needs to be protected while complications are also addressed promptly. 
For pregnant women, evidence-based quality care is essential. This in turn requires well-trained 
and well-informed staff but also requires avoiding over-medicalization. The latter implies not only 
avoiding over-using hospital beds, but also involves listening to patients and strengthening non-
physician professional groups such as midwives and nurses. Furthermore, it requires health 
promotion. In some countries, for example, a belief has been cultivated through the years that the 
health care system is responsible for the health of the individual. This belief must be counteracted 
by appropriate policies to create an environment which supports individuals to take responsibility 
for their own health.  
 
Certain maternal health issues demand a broader approach. They cannot be solved by action in 
health care or in one segment of health care exclusively. On the contrary, they require an 
interaction between different segments of the health care system and often also with the 
community. Three examples of this are improving the practice of breastfeeding, addressing 
STI/HIV or strengthening referral care for maternal and perinatal/newborn complications. 
Breastfeeding is depressingly infrequent in some European countries while in others consistent 
efforts have been very successful in increasing its prevalence and duration. Preventing rapid spread 
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of STIs requires a combination of public awareness, education, access to care as well as STI 
screening, care in family planning and maternal health care services. Effectively organized referral 
care networks in maternal-newborn care, such as solving turf battles between hospitals and clinics, 
can save many lives. 
 
How can we strengthen the process of changing and improving? Interaction between health care 
staff and authorities is one way. Conscientious health care staff have unique opportunities to raise 
issues and to suggest intersectoral approaches. Another way is through local initiatives. What can 
we do in the local community? Are women’s groups active? Are schools active, are they teaching 
health education, are they in need of support? Professional organizations have a great potential role 
to play and, in recent years, some of them in Eastern Europe have shown good examples of 
initiatives which can improve health and health care. Finally, ministries need to consult also with 
non-governmental organizations and independent experts apart from the professional groups 
already mentioned.  
 
Unfortunately, perinatal and maternal mortality and morbidity remain health challenges also in the 
European region. There are 7000 maternal deaths yearly in the CEE and NIS, and many more 
perinatal deaths. Most of the maternal deaths and many of the perinatal deaths could be prevented 
at low cost. I hope I have given you some insight on how this can be done.  
 
Pregnancy is special. Let’s make it safe.  
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Session 1: Women’s Rights and Health 
 

1.1 The role of the NGO Sector in promoting Reproductive Health 
and Women’s Rights 

by Ms Carol Jacobsen, European Network Central Asia, International Planned Parenthood 
Federation (IPPF) 
 
 
The IPPF was established 1952. It is working in 160 countries around the world, and is the world’s 
largest nongovernmental reproductive health organization. 
 

Promoting rights of the individuals to reproductive health 
 
 

IPPF European Network 
Austria Lithuania 
Belgium Luxembourg 
Cyprus Netherlands 
Czech Republic Norway 
Denmark Poland 
Estonia  Portugal 
Finland Romania 
France Russian Federation 
Germany Slovakia 
Hungary Spain 
Iceland Sweden 
Ireland Switzerland 
Italy Turkey 
Latvia United Kingdom 
 

Maternal mortality in Europe 
per 100 000 live births 

Turkey 

Romania 

Hungary 

Bulgaria 

United Kingdom 

Czech Republic 

Norway 

 
Source: UNFPA – The State of World Population 1997. The Right to Choose: Reproductive Rights and 
Reproductive Health 
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IPPF European Network 
• Promoting access to reproductive and sexual health services and information 
• Supporting local NGO networks Establish national member organizations 
• Focus on advocacy, services and governance 
 
Advocacy 
• Public affairs, including media work  
• Parliamentary programme  
• Information production and dissemination  
• Counteracting the work of the anti-choice movement 
 
Services 
• Assistance in quality medical services and standards  
• Promoting a holistic approach to individuals' reproductive health including the human right to  
 reproductive health 
• Demonstrating, through institutional development, sustainable services 
 
Governance 
• Ensure appropriate representation of all different groups - particularly young people 
• Develop guidelines for NGO practice and voluntary bodies 
• Increase and develop a greater understanding and commitment to democratic principles and  
 procedures in the region 
 
France 
• Leading human rights organization 
• Working to ensure women - particularly migrant women - are treated without discrimination 
• Ensuring legislation does not prohibit women's rights 
• Providing counselling and services throughout France 
 
Latvia 
• Promoting access to affordable' effective methods of contraception and STI prevention 
• Providing training to service providers and teachers 
• Condom promotion for young people 
• Cost recovery retailing of condoms and oral contraceptives 
 
Russian Federation 
• Creating and maintaining comprehensive reproductive health services and education 
• Developed network of 52 branches across the Russian Federation and pilot youth clinics 
• Training of medical profession in provision of quality services 
• Countering myths and disinformation as actively promoted by the anti-choice movement 
 
Denmark 
• Promoting highest possible standards of reproductive health and rights,and sexuality education 
• Campaigning for comprehensive access to sex education for young people 
• Provision of counselling and the development of school resources 
• Promoting international reproductive health programmes in association with Government 



 

 11

Czech Republic 
• provide training and education in reproductive health, including child abuse and domestic  
 violence 
• 48 seminars on reproductive health during 1997 
• national seminar on new trends in contraception and sexuality education created confidential 

telephone hotline 
 
Slovak Republic 
• improving health and status of women and promote access to safe abortion 
• analysis of national contraceptive knowledge, attitude, practice and behaviour 
• creation of model clinics, including clinic for young people 
• working with the media to increase understanding or reproductive health 
 
Central Asian Republics 
• establish a family planning movement through grassroots organizations 
• developing and disseminating up-to-date medical and related information training of service  
 providers, media, and other women's health organizations 
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1.2 Health issues of minority women living in western Europe 

by Dr Assia Brandrup-Lukanow, Regional Adviser, Women’s and Reproductive Health, WHO 
Regional Office for Europe 
 
 
The Regional Office for Europe of the World Health Organization, Copenhagen, hosted a meeting 
entitled “Working Group Meeting on Health Issues of Minority Women Living in Western Europe” 
on 24–25 November 1997. Six Member States of the European Region were represented 
(Denmark, Italy, Norway, Sweden, Switzerland and the United Kingdom). Presentations covered a 
wide range of subjects including: immigration statistics (it is estimated that approximately 20 
million people, or 4% of the total population of western Europe, belong to immigrant groups); 
health needs of minority women living in Italy; pregnancy and birth issues; and female genital 
mutilation (FGM), with a particular focus on Somali women living in Denmark. Other 
presentations included in-depth discussions of mental health and the risks of misdiagnosis, 
experience with providing health care for immigrant women in Norway and sexual health including 
approaches to HIV/AIDS prevention among ethnic minorities. All participants felt that regardless 
of social or economic status, equity in health care and social inclusion of minorities, especially 
women, are vital for the total well-being of a community.  
 
An important result of the meeting was in the form of recommendations to such bodies as the 
Regional Office, governments and health services. A larger meeting on this topic is being planned 
for 1999 to include WHO Member States, the International Organization for Migration (IOM), the 
European Union (EU) and a group of medical professionals and immigration experts to form a 
strong network for follow-up and monitoring of these issues.  

Recommendations 

Participants from six countries of the European Region (Denmark, Italy, Norway, Sweden, 
Switzerland and the United Kingdom), along with health professionals and representatives of 
NGOs such as FORWARD, came together to discuss the health needs of women belonging to 
minorities living in western Europe1. The discussion and recommendations focused mainly on the 
health needs of women belonging to immigrant communities and living in these countries. It was 
decided that the recommendations should be limited to these groups. 
 
Preamble 
1. Everyone has the right to health and well-being, as laid down in the global and regional health 

for all document. 
2. Efforts of governments of the Member States and of the multi-lateral health organizations 

should be focused on reducing health status differences between geographical areas and socio-
economic groups. 

3. All services provided must be based on respect of human rights and the dignity, integrity and 
individual choice of the person seeking health care. 

4. For the well-being of the totality of a community, the social inclusion of minorities is essential. 
5. The decisions of national and local governments with respect to these groups should be based 

on the principle of equity and compassion. 
 
6. Access to health and health information services must be provided to all groups of society 

without discrimination. 
7. In all countries there is evidence of growing inequity in health care affecting particularly 

weaker socio-economic groups including migrants. 

                                                      
1 Contributions in writing were submitted by France, Germany and Portugal. 



 

 13

8. The memorandum of understanding between WHO and IOM which is presently being prepared 
may form the basis to jointly implement the recommendations below. 

 
The working group recommends: 
 
To WHO: 
• That the World Health Organization (WHO) assist Member States in research, data collection 

and monitoring of progress as well as provide comparison between countries and 
identification of best practices. 

• The WHO strengthens its normative role with respect to equity in health care. 
• The work of WHO networks such as healthy cities in migrant health is strengthened. 
• A larger meeting on this topic be held in 1999 involving WHO Member States, IOM, the 

European Union, the European Commission, FIGO, representatives of national medical and 
paramedical associations and representatives of minority groups, national medical 
associations, nurse/midwife associations and refugee institutions and lawyers with experience 
in immigration law; Funds for this meeting should be raised by the participating institutions 
and, if possible, the meeting should be hosted by the European Commission. 

• A strong network for follow-up and monitoring of these issues should involve the above-
mentioned organizations as well as cities/communities with large immigrant populations, 
policymakers and politicians, NGOs and pressure groups, social workers, and educators. 

 
To governments: 
• That national and community resources are allocated to provide the necessary services within 

the public health structures. 
• That sensitisation to cultural differences (and to explicit and implicit racism) and specific 

needs of migrant women should be included in the training curricula of universities, for health 
professionals nurse-midwifery schools and post-graduate training. 

• That research on health needs of the target groups is enhanced. 
• That services are organized accessibly and without cultural, racial or class barriers. 
• That health service provision should particularly take into account the trauma of migration and 

the changes in community structure encountered by migrant women as a contributing factor to 
disease and ill health. 

• That services should be sensitive to gender relations within the communities concerned. 
• That every effort be made to legally facilitate the professional work of health professionals 

belonging to migrant communities in the host country. 
• That in order to insure that newly developed services respond to the real needs of women 

belonging to minority groups, it is essential that these women are included in the planning and 
conceptualisation phase (it is not sufficient to plan services only with the leaders of minority 
groups who are usually men and may not be concerned about health issues specific to women). 

• The Working Group commends the General Medical Council of the United Kingdom for 
putting the issue of racial inequality within the National Health Service high on its agenda and 
recommends that other countries follow this example. 

Specific health problems to be addressed by health services 
In line with the recommendations of ICPD in Cairo and the recommendations of the Women’s 
Summit in Beijing, health services should address health needs of women in the life-cycle 
approach, taking into consideration the needs of the different phases in the life of migrants. In 
particular the following areas of concern have been identified by the countries participating in this 
meeting: 
 
A. Health services 
• Should address reproductive and sexual health and rights, obstetric care. 
• Female genital mutilation, though a sub-topic of reproductive health, should be considered not 

only as a health issue but as a human rights issue. Health services, education services and 
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legislation should be directed towards eliminating female genital mutilation and other harmful 
practices in a culturally sensitive way. There is a need for European Member States to have a 
policy against female genital mutilation. Cooperation on legislation between countries to 
prevent loopholes is recommended. 

• Services to address and deal with complications of FGM should be provided. 
• Should address mental health needs, in particular depression resulting from uprooting and the 

trauma of migration and isolation within the host community. 
• Should address ill health related to changing patterns of nutrition, e.g. malnutrition, obesity, 

diabetes, anaemia, hypertension, as well as genetic conditions, etc., and blood dyscrasias such 
as sickle cell anaemia. 

• Should provide information on and treatment of infectious diseases such as tuberculosis, 
HIV/AIDS, STIs as well as addressing irrational fears of infections and myths related to these 
diseases. 

• Health services should be sensitised to recognizing when women have been forced into 
prostitution and provide help and information about social and legal services to which women 
can turn. 

• Health services should also offer counselling and rehabilitation for refugee or immigrant 
victims of torture and domestic violence. 

• Interpreters/cultural mediators working in health and health information services should be 
trained on the specific terminology, especially with respect to sensitive issues around sexuality 
and gender. 

 
B. Health information and education 
• In developing health information and educational materials on the priority health areas defined 

above, care should be taken that these are culturally and linguistically appropriate.  
• Also, it must be taken into consideration that not all women belonging to migrant communities 

are literate, and therefore other forms of disseminating information such as films, plays, 
dance, music and posters should be explored. The imagery used must be appropriate. In order 
to insure that the materials produced are understood by the target groups, pre-testing is 
essential before large-scale dissemination.  

• The important role of community-based organizations in raising awareness in the migrant 
community should be recognized and supported financially and structurally by the public 
sector. 

• Community-based organizations should receive information on how to mobilize resources to 
fulfil their needs.  

• Professional members of the communities should be involved in the provision of health 
services and health education as well as planning the training of other health workers. 

 
C. Access to health care 
• Members of the immigrant communities should be covered for health care. 
• Migrant communities must be informed of their rights within the social security systems of the 

host countries as well as given practical information such as location of clinics and 
governmental and non-governmental services. 

• Contrary to the belief that providing additional and specific services will be costly to the 
public sector, it is probably more cost-effective to invest in appropriate health promotion and 
disease prevention services than to cope with the costs arising from untreated and 
unrecognized disease, pregnancy complications, etc. 

 
D. Follow-up 
A general memorandum of understanding is being prepared between IOM and WHO. It is 
recommended that the issues above should be addressed in this framework. 
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Annex A: List of background documents 
 
Female Genital Multilation 
A joint WHO/ UNICEF/ UNFPA Statement 
World Health Organization, Geneva 1997. 
 
Health for all targets 
The health policy for Europe, WHO Regional Office for Europe, 
Copenhagen, September, 1991. 
 
International Organization for Migration, Geneva, Switzerland 
Migrant Women and Mental Health Misdiagnosis 
 
Report on and abstracts from: 
3rd European Colloquium on Ethnopharmacology/1st International Conference of Anthropology 
and history of Health and Disease 
Genoa, Italy, 29 June 1996 
 
The Runnymede Bulletin: Newsletter of the Runnymede Trust, October/November 1996 
Europe and Ethnic Minorities in Britain 
 
Bulletin of: 
Foundation for Women’s Health, Research and Development (FORWARD) 
15 October 1997 
 
Female Genital Mutilation: Report of a WHO Technical Working Group 
Geneva, 17-19 July 1995 
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Session 2: Reproductive Health and Family Planning 

2.1 The challenge of rising trends of sexually transmitted infections in 
eastern Europe 

by Dr A. Gromyko, Regional Adviser on HIV/AIDS/STI, WHO Regional Office for Europe 
 
 
During the last two years, a significant decline in the incidence of AIDS has been observed in the 
European Region. Even with an adjustment for reporting delays, the number of AIDS cases 
diagnosed in 1997 is 27% less than in 1996. This is attributable to the effectiveness of the HIV-
preventive efforts continued by the Member States since the beginning of the epidemic and the 
introduction of treatment of HIV infection in 1996. 
 
However, due to the tremendous socioeconomic changes and the wide spread of illicit drug use in 
countries of eastern Europe, an abrupt increase of HIV infection has been observed in some 
countries of the former USSR, particularly in Ukraine, the Republic of Belarus and the Russian 
Federation. Working as a cosponsor of the Joint United Nations Programme on HIV/AIDS 
(UNAIDS) in close collaboration with this Programme, the WHO Regional Office concentrates its 
efforts in areas where WHO has a comparative advantage such as epidemiological surveillance, 
control of sexually transmitted infections facilitating spread of HIV infection, and safety of blood 
and blood products, being also involved in preventive aspects such as HIV prevention in prisons, 
HIV prevention among having sex with men, and among injecting drug users. A number of 
intercountry and country activities have been conducted in these areas during the last year, 
particularly: an intercountry meeting of HIV prevention in prisons held in Warsaw in December 
1997, the establishment of country projects on prevention of HIV among MSM in Kazakhstan, 
Kyrgyzstan and Belarus, and support to HIV prevention along the border areas in central Europe. 
 
Moreover, an extensive epidemic of other sexually transmitted infections and particularly syphilis 
has been observed in many countries of the former Soviet Union during the last five years. The 
slight decline in the incidence of syphilis in 1997 in some of these countries could be attributable 
to the effectiveness of the control measures undertaken by the national STI programmes. Since 
1996 the WHO Regional Office for Europe has had intensive discussions through intercountry 
meetings and country visits to the national programmes advocating the adoption of appropriate 
policies with regard to STI case management such as introduction of treatment with long active 
antibiotics, preservation of confidentiality of the STI patient information, and involvement of 
reproductive health and primary health care staff in treatment of STI although other factors such as 
more wide involvement of the private practice in the treatment of STI patients or simply saturation 
of the susceptible population could not be excluded. 
 
In order to mobilize the international community in providing assistance to the affected countries to 
control the epidemic of sexually transmitted infections, WHO, in collaboration with UNAIDS, has 
established an International Task Force on Urgent Response to the STI epidemic in countries of 
eastern Europe. Many international organizations such as UNICEF, UNFPA, World Bank and 
other partners such as USAID, DIDF UK, GTZ Germany have agreed to unite their efforts in 
providing assistance to the affected countries. The secretariat of the Task Force is located in the 
WHO Regional Office for Europe. 
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In 1998–1999 WHO-EURO plans to continue to assist the countries in the following areas: 
 
• promote current approaches to prevention of HIV and sexually transmitted infections; 
• pursue further the development of appropriate policies with regard to STI case management; 
• capacity building in national AIDS and STI programmes bringing the knowledge of best 

practice; 
• promotion of integrated approach to HIV and STI prevention and care; 
• development of best practice sites as a means of dissemination of WHO policies and practices 

in STI case management; 
• mobilization of international assistance to the affected countries through the mechanism of the 

Task Force on STI prevention and care. 
 
Multisectoral approach at the national level and unification of national and international efforts are 
required to stop the spread of HIV and other sexually transmitted infections in eastern Europe. 
 
 
 
 



 

 18

2.2 WHO/UNAIDS Policy on STI Prevention and Care through 
Reproductive Health programmes 

by Dr Karl Dehne, Department of Tropical Hygiene and Public Health, University of 
Heidelberg, Germany 
 
 
A programme is made out of a set of activities; an activity is made out of a set of tasks. 
 
In the scheme below (Table 1), activities and tasks in bold are integrated, the others are not. The 
case of Activity 3 can be illustrated with an example. Within the vertical control programme of 
tuberculosis, one of the activities is passive case finding and treatment. One can decide to integrate 
the detection of suspects into the polyvalent health services (task 1), as well as the treatment and 
follow-up of the patients diagnosed with tuberculosis (task 3), but not to integrate the diagnosis 
(task 2). One of the reasons for not doing so may be the fact that, due to a lack of resources, there 
are no microscopes available in the polyvalent health services. The diagnosis will be made by a 
specialized service; once it is made the patient is referred back to the polyvalent health service. 
 
Some activities within a programme definitely should not be integrated when there are no valid 
technical arguments to do so, e.g. quality control, epidemiological surveillance, fundamental 
research, etc. These activities still need the involvement of specialized staff. 
 
Table 1. Integration of programmes versus integration of activities or tasks 
 

 
 
 
Source: Integration of Family Planning Services in Zimbabwe: discussion paper. B Criel, ITM Antwerp, Belgium, 
26/6i95 
 
 

Prototype model for providing STI/HIV services in MCH/FP programmes 

Case finding and treatment of asymptotic women, women not recognizing and/or reporting 
existing symptoms and those that report symptoms associated with STIs through: 
• risk assessment by asking questions on behavioural risk factors  
• clinical history taking  
• general clinical examinations  
• pelvic examinations wherever possible  
• if signs and/or symptoms are identified categorize into syndromes  
• provide appropriate curative treatment on site preferably by same person making diagnosis at 

the same time of diagnosis  
• encourage partner notification by client for screening 
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HIV/AIDS management through 
• HIV testing and counselling through referral to nearest specialist site for clients with signs and 

symptoms of HIV/AIDS or for asymptomatic individuals requesting testing 
• IEC on prevention of HIV transmission and signs and symptoms of HIV/AIDS to all clients 
 
Finding and treatment of maternal syphilis 
• screening all antenatal clients on first visit for syphilis infection through referral for test 

and/or result  
• encourage contact tracing through partner notification 
 
Information and education to prevent new infections and to improve health seeking 
behaviour if infected through 
 
• raising awareness of signs and symptoms of the possible infections  
• education on safer sexual behaviour and practices  
• promoting condom use  
• holding group health talks and/or individual consultation with clients at clinics  
• distribution of print materials by making them available in waiting rooms and during 

consultations  
• group and/or individual talks within the clinic catchment area through community health 

workers  
• advertising availability of services 
 
Approaches 
The goal of providing STI/HIV care and prevention services can be accomplished by different 
approaches. Some of these approaches involve offering services directly, and others involve 
arranging for referral to services offered elsewhere. Some advantages and disadvantages of these 
approaches are shown below in Table 2. 
 
Table 2. Advantages and disadvantages of different approaches to STI/HIV management in 
MCH/FP clinical settings 
 
Approach Advantages Disadvantages 
Each MCH/FP provider trained to manage 
STI/HIV 

• One stop for client improved satisfactio
• Follow-up assured 
• Quality of services known 
• Record keeping facilitated 

• Significant need for additional training
• Additional management burden regardin

supervision, supplies and logistics 

Refer to designated provider in MCH/FP cl
trained to manage STI/HIV 

• STI/HIV training necessary for limited 
number of personnel 

• Outcome of referral easily ascertained 
• Quality of services known 
• Record keeping facilitated 
 

• STI/HIV care dependent on key personn
• Additional management burden regardin

supervision, supplies and logistics 
 

Refer to designated STI/HIV provider in 
another service site 

• Limited number of designated sites 
facilitates referral system, records and 
communication 

• Links can be made with high quality 
referral services 

 

•More difficult record keeping and outcom
referral potentially unknown 

•Quality of services not ensured 

Refer to non-designated STI/HIV care 
elsewhere 

• Easy •Difficult to ensure communication links 
•Outcome of referral unknown. 
•Quality of services not known 

Source: Adapted from Fox FJ, et al. (1995) Improving reproductive health: integrating STI and contraceptive services. 
JAMA. 50(3&4):129-136. 
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Table 3. Levels of STI/HIV services in MCH/FP clinics 
Level of service Infrastructure needs 
Available in all clinics: Prevention services  
Staff educated to: 
• recognize STI/HIV risk behaviour 
• recognize and manage physical exam findings suggestive of ST

such as genital ulcerations, abnormal vaginal discharge, cervica
mucopus, abnormal cervical appearance, genital warts where pe
examinations are routinely performed for other reasons 

• refer and educate symptomatic STI/HIV patients appropriately
• discuss HIV testing procedures and counselling issues 
• demonstrate condom use 
• discuss STI/HIV prevention and contraceptive options 

 
 
 
• systems for confidentiality 
• space for private conversation 
• educational materials on HIV and STIs 
• condoms 
• systems for supervision, quality assurance and evaluation 
 

STI/HIV clinical service provision with no laboratory support
All the above plus 
• Staff educated to perform: 
• Syndrome management of symptomatic clients 
• Epidemiological management of partners of symptomatic male

(referred partners) 
• (Risk assessment as case finding tool. Low sensitivity and 

specificity but may be appropriate in high prevalence setting).
 

 
 
All of the above plus 
• treatment guideline 
• privacy for examinations 
• drug availability 
• partner referral system 
• light, gloves, soap, water 
 

STI/HIV clinical service provision laboratory support 
All the above plus 
Staff educated to order, acquire specimens and interpret: 
• diagnostic tests, either bedside or laboratory based, for STIs an

HIV 
Staff educated to: 
• perform pre-p

test HIV counselling  
• manage HIV 

infection as appropriate 
 

All of the above plus 
• examination tables 
• specula and ability to sterilize specula 
• supplies ant equipment for bedside laboratory tests (light 

microscope, microscope slides, sterile swabs, saline solution, 
potassium hydroxide, pH paper, examination light 

• clinic supplies and equipment for laboratory tests done in the 
laboratory (see Appendix A for laboratory requirements) 

• syphilis and HIV serology: blood drawing equipment, test 
tubes, cotton wool, alcohol, labels, pens/pencils, laboratory 
submission/report forms. 

• cervical cytology: cervical scrapers, fixative, labels, 
pens/pencils, laboratory submission/report forms. 

• cervical gonococcal or chlamvdia infection: sterile sw
refrigerator to store transport media, transport media or cu
media, transport containers to maintain appropriate condi
(CO2 environment, temperature), labels, pens/pencils, labor
submission/report forms 

 
Source: Personal communication with Gina Dallabetta. Family Health International, Arlington, VA. 
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2.3 The role of emergency contraception in preventing unsafe 
abortions 

by Dr Assia Brandrup-Lukanow, Regional Adviser, Women’s and Reproductive Health, WHO 
Regional Office for Europe 

 
 
Emergency contraception services have recently been introduced in several European countries. 
The following presentation reviews evidence of the effectiveness of respective clinical regimes and 
services. 

The ideal emergency contraceptive should be: 

• effective 
• safe 
• no side effects/no cycle disturbance 
• easy to administer 
• tolerates lengthy interval since intercourse 
• cheap 
 
In 1964, the Amsterdam police brought a girl of 13 who had been raped by 3 men, to our 
department. She was in midcycle and we asked a veterinary doctor about the estrogen dose used 
for dogs after "unwanted" mating and started to administer postcoital EE in a similar fashion. 

A. Haspels, 1994 
 
Hormonal Emergency Contraception: 

Yuzpe Regimen 

Formulation Tablets per dose Doses required 
EE 50 µg + NG 0.50 mg  

or 
EE 50 µg + LNG 0.25 mg 

2 
 

2 

2 
 

2 
EE 30 µg + NG 0.30 mg  
or  
EE 30 µg + LNG 0.15 mg 

4 
 

4 

2 
 

2 
EE = ethinylestradiol NG = norgestrel LNG = Levonorgestrel 

 
Levonorgestrel in emergency contraception 

 Number of cycle Dose/time Pregnancies 
Kovacs L et al. (1979) 150 0.75 mg/immediately 0 
Hoffmann K (1984) 205 0.6 mg/<12 hours 

 
6 (2.9%) 

Ho PC and Kwan M
(1993) 

410 0.75 mg x 2/<48 hours 12 (2.9%) 
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Yuzpe regimen vs Levonorgestrel in emergency contraception 
 

Efficacy of Emergency Contraception 

   Mifepristone1

   Yuzpe Regimen2 
 
Number of women treated 597 589 
Expected number of pregnancies 35 34 
Observed number of pregnancies 0 9 
1 a single dose of 600 mg 
2 100 µg ethinylestradiol + 1 mg dl-norgestrel twice, 12 hours apart 
 
(data from Glasier et al., 1992 and Webb et al., 1992) 
 

Disadvantages of Yuzpe regimen 

1. Limited effectiveness 
2. Two doses, 1 2 hours apart 
3. Relatively high incidence of nausea and of vomiting 

 
 
Reasons why pregnant teenagers (13-19 years) who had heard of emergency contraception failed 
to obtain it  
Reason Percentage of 

teenagers 
(N = 119 ) 

Active decision not to use it 21.0 
Did not recognize contraceptive failure 2.5 
Risk-taking behaviour 67.2 
Risk recognized but failed to access health services 5.9 
Failure of health services once accessed by teenagers 2.5 
Undetermined 0.8 
Total 100.0 
 
(Pearson et al., 1995) 

 
Sources of knowledge about emergency contraception among 14–16 year olds in United Kingdom 
Source Percentage of pupils* 

(N=1 121 ) 
School 
Magazines 
Friend 
Family member 
Leaflet or poster  
General practitioner, family planning clinic, etc.  
TV and radio  
Cannot recall 
 

39.0 
37.9 
22.6 
17.6 
16.6 
9.2 
4.6 
21.6 

 
*Since more than one source could be given, percentages add up to more than 100% ((from 
Graham et a/., 1996) 



 

 23

 
Mechanical methods of emergency contraception 
 
Disadvantages of IUD for emergency contraception 
1. May be difficult and painful to insert 

• timing not ideal 
• women seeking EC often nulligravidla 

2. Risk of infection 
• new sexual partner, rape 

 
The Consortium for Emergency Contraception 

Member Organizations of the Consortium for Emergency Contraception 

• Concept Foundation  
• International Planned Parenthood Federation (IPPF)  
• Pacific Institute for Women's Health  
• Pathfinder International  
• Population Council  
• Program for Appropriate Technology in Health (PATH) UNDP/UNFPA/WHO/world Bank 

Special Programme of Research, Development and Research Training in Human Reproduction 
(HRP) 

 
"The goal of the Consortium for Emergency Contraception shall be to broaden knowledge and 
availability of hormonal emergency contraception through mode! introduction strategies 
specifically designed to ensure safe, effective and appropriate patterns of emergency contraceptive 
use." 
 
Consensus Statement on emergency contraception 
with recommendations on: 
• methods 
• policy and regulatory issues 
• IEC/advocacy  
• service delivery, monitoring, evaluation 
(Contraception 1995; 52: 211–213) 
 
 
The Consortium for Emergency Contraception : Five-year workplan 
 
A. Phase I:  
 1. establishment of a public sector -private sector partnership: Gedeon Richter 
 2. identification of dedicated product(s) for introductory activities: Postinor-2 (Fertilan) 
 
B. Phase II:  Development and evaluation of model introduction strategies in four selected 
countries (Kenya, Indonesia, Sri Lanka, Mexico) 
 

1. establishing broad focal support and involvement  
2. baseline study and needs assessment  
3. drug regulatory issues  
4. field-testing of educational materials  
5. defining provider training needs 
6. outreach strategies to reach potential clients  
7. assessing alternative distribution systems  
8. evaluation 
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C. Phase III: replication of successful model introduction strategies 
 
1. research dissemination: regional seminars for leading clinicians 
2. replication projects in 10–12 countries 
3. global research dissemination activities 
 
Phase III -  priority countries, by region and provisional priority within each region 

Africa Asia Europe–Middle East Latin America 
South Africa 
Nigeria 
Burkina Faso 
Ethiopia 
Zambia 
Zimbabwe 
Madagascar 
Tanzania 
Ghana 
Tunisia 
Morocco 
Sierra Leone 

Pakistan 
Bangladesh 
India 
Nepal 
Vietnam 
Philippines 
Thailand 
Cambodia 
Laos 
 

Turkey 
Romania 
Egypt 

Colombia 
Brazil 
Jamaica 
Chile 
Peru 
Panama 
Ecuador 
Uruguay 
Costa Rica 
Honduras 
Nicaragua 
 

 
Schering PC4 units sold in the United Kingdom since launch 
 

 
 
Conclusions 
 
1. Emergency contraception has the potential to reduce the number of unwanted pregnancies and 

the number of induced abortions but this potential sadly remains largely unexploited for no 
good reason. 

2. Family planning programmes and providers are failing in their duty to give quality service to 
their clients if they do not provide emergency contraception. 

3. The newly established Consortium for Emergency Contraception is a unique collaborative 
venture of seven major organizations dedicated to bring hormonal emergency contraception 
into the mainstream of reproductive health care worldwide. 
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2.4 Concept of Quality of Care Management 

by Dr Kirsten Staehr Johansen, consultant, Quality of Care and Technologies, World Health 
Organization Regional Office for Europe 
 
 
Behind the concept for the creation of the World Health Organization (WHO) were the ethical and 
moral concerns identified in 1946 as “huge variations in mortality and morbidity which could not 
be explained by economic or genetic factors and represented not only health hazards but also a 
threat to peace”. 
 
In 1980, the HFA strategy was adapted to the European region. In 1984, a series of targets and over 
200 indicators for health-related outcomes and health services to be achieved by the year 2000 was 
endorsed by the European Member States. These included specific targets on technology 
assessment and quality of services, which were seen as increasingly important aspects of any health 
care system. By 1988, however, HFA indicator monitoring demonstrated that, in spite of significant 
progress in the area of technology assessment, it had little or no influence on the quality of health 
care. The 1991 revision of the HFA targets for the European Region therefore modified Target 31 
on quality: By the year 2000, there should be structures and processes in all Member States to 
ensure continuous improvement in the quality of care and appropriate development and use of 
health technologies. The target on technology assessment was replaced by one on health and ethics, 
stressing accountability to the public. 
 
In 1984, a programme on Quality of Care and Technologies was created to assist European 
Member States, as well as countries from other WHO Regions, in implementing quality assessment 
and management. As the differences in mortality and morbidity outcomes of non-communicable 
diseases could not be reduced successfully in the same way as communicable diseases, other 
systems, indicators and mechanisms were needed. A “top-down” approach alone was not effective 
and therefore a supplementary “bottom-up” model was developed. Using this model WHO, 
together with health care authorities and providers, patients, industry and payers, created a series of 
indicators and data collection tools to improve the quality of health care services. 
 
The concept of quality of care is based on monitoring of health-related and health services 
outcomes which, in turn, have as their fundamental component the quality indicator, a variable 
whose value indicates the level or degree of quality. Differing from other methods for evaluating 
care, indicators, in the form of core data sets, put the patient at the centre as the key to the 
successful outcome of care and, similarly, addresses resource utilization. Core data sets, or basic 
information sheets (BIS), are the tools par excellence for the collection of data on health status and 
use of technologies, which can be used to monitor and compare outcome and cost of care, as the 
basic tool for developing and managing the quality of health care services. 
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 Examples of Quality Indicators for Quality Core Datasets 
Priority Conditio True Outcome 

Indicators 
Intermediate Outcome 
Indicators 

Process Indicators Structure  
Indicators 

Perinatal Care Maternal mortality Eclampsia Caesarean section rate Maternity Clinic 
  Diabetes  Forceps/vacuum  Delivery room 
 Intrapartum death Bleeding Hysterectomy w/in 48 hrs  Obstetrician 
 Perinatal mortality Apgar score 

Birth asphyxia 
 Nurse 

  Pre-term delivery  Surgical equipment 
Hypertension Stroke Blood pressure Smoking cessation General practitioner 
 Myocardial infarc

Death 
Albuminuria Compliance with a

hypertensive treatment 
Cardiologist 

Depression Suicide Severity scale Compliance with a
depressant treatment 

Psychiatrist 
Psychologist 

Diabetes Blindness HbA1c 
Retinopathy 

Blood glucose monitoring 
Proliferative retinopathy 
treated with photo-coagulat

Endocrinologist 
Ophthalmologist 
Laser 

 Renal failure Microalbuminuria Compliance with anti-
hypertensive treatment 

Dialysis equipment 

 Amputations Foot ulcers Education on foot care Chiropodist 
 Myocardial infarction

stroke 
Angina pectoris, by-pass 
surgery 

Blood pressure monitoring 
smoking cessation 
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2.5 The challenge of improving outcomes in diabetes pregnancy - 
The role of the St Vincent Declaration (SVD) 

by Dr Isuf Kalo, Acting Regional Adviser, Quality of Care and Technologies,WHO Regional 
Office for Europe 

 
 

The provision of antenatal care to women with diabetes in the European countries varies widely. 
Without adequate care, stillbirths and perinatal mortality may exceed 10%. The rate of major 
congenital malformations is twice that of non-diabetic pregnancies. One of the goals of the St 
Vincent Declaration is to achieve pregnancy outcomes in women with diabetes that approximate 
those of non-diabetic women. To do so, interdisciplinary teams should intensify the care of women 
with diabetes before conception and maintain this care throughout the pregnancy. 
 
The SVD Diabetes Programme has been endorsed by all 51 Member States of the WHO European 
Regional Office. Thirty-three of these have formulated national diabetes programmes in order to 
achieve the SVD targets. 
 
WHO/IDF guidelines have been formulated for diabetes in pregnancy management to improve 
outcomes. A Basic Information Sheet for Diabetes in Pregnancy has been developed to monitor 
health care activities at various stages and the final outcomes of diabetic pregnancies. 
 
At the European Consensus Conference on Quality Indicators for Perinatal Care, held in 1993 
under the aegis of WHO European Regional Office, 23 essential indicators, including 
psychological and physical wellbeing quality indicators, for the collection of aggregated data on 
obstetrical care, were agreed upon. Data collection facilitates the measurement and comparison of 
outcomes of perinatal care and thus allows the identification of centres of best practice and 
dissemination of the knowledge and expertise of such centres. Although overall progress has been 
achieved, the quality of care of pregnant women with diabetes is still unknown due to the lack of 
data on their birth outcomes. Of 33 national SVD liaison persons who completed a questionnaire 
related to SVD implementation, only 11 provided data on diabetes in pregnancy. Of these, only two 
have data based on a national diabetes register while the others used as source local or regional 
birth registers. The data provided on pregnancy outcomes varied widely, implying a need for 
discussion of the quality, accuracy and reliability of data collection. 
 
Reports are available which demonstrate that the targets set for diabetes in pregnancy outcomes are 
realistic. Iceland and Norway have reduced the rate of complications in pregnant women with 
diabetes, and in the Czech Republic, Latvia, Lithuania, Poland, Portugal, Slovenia and Spain 
encouraging successes have been reported. More impressive are the successes achieved by 
enthusiastic individuals in Albania, Belarus, Georgia and the Russian Federation despite the many 
problems and lack of funds facing these countries during this difficult time of transition. 
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Session 3:  Perinatal Care 
 

3.1 Safe Motherhood - Perinatal Care in the European Context 

Dr Viviana Mangiaterra, Regional Adviser, Child Health and Development, WHO Regional 
Office for Europe 
 
 
The main objective of this session is to outline strategies for effective implementation of 
intervention in perinatal care in the WHO European Region. Several Speakers will address the 
main issues in this field after my presentation. 
 
Why do we think that the European region needs specific approaches in perinatal care? As an 
introduction, I would like to present an overview of the epidemiological trends and thereby the 
rationale for this session. 
 
Maternal mortality has practically disappeared in western countries, while it is still one of the 
causes of high mortality in women in CEE/NIS. This slide shows the epidemiological trends and 
gives clear evidence of the high mortality in this part of the European Region. 
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In comparing the trends, you can see how far many of the eastern countries have to go to reach the 
European targets or to reach at lease the same level. If we look in detail at the causes of the 
mortality we can summarize the most frequent causes of maternal mortality as (reported from data 
recorded in pilot districts in eastern countries) haemorrhage, septicaemia and eclampsia. 
 
 

Causes of maternal deathsCauses of maternal deaths
CARAK pilot districts, 1997CARAK pilot districts, 1997

Haemorrh. 
29%

Septicaemia 
29% Others

1%

Gest/Eclam. 
41%

 
 
A high percentage of this mortality is related to abortion. 
 

Europe Abortion

•Every year                 9 000 000

•Every month                750 000

•Every day                        25 281

•Every hour                        1053

•Every minute                         18

 
 
A large number of abortions in eastern countries is very often due to the lack of contraceptives and 
abortion is still the only method of family planning for women there. 
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When we compare the priority issues between eastern and western countries, we see that in 
CCEE/NIS there is a lack of integrated approach to reproductive health and high maternal mortality 
and morbidity. 
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Looking at the epidemiological trends for infant mortality rates, the inequity between western and 
eastern countries is even more evident than for maternal mortality. This is particularly true taking 
into consideration that infant mortality is an indicator of socioeconomic status. This slide shows 
how the epidemiological trend in CCEE/NIS regarding infant mortality is 10.15 times higher than 
the infant mortality recorded in Western countries. If we analyse the neonatal period for the causes 
of neonatal deaths, we see how infectious diseases represent 42% - these data are recorded from 
pilot districts in which WHO EURO is working. 
 

Causes of neonatal deaths
1997

Asphyxia
21%

Injures
11%

Infec D.
42%

Premat.
10%

Cong. An.
11% Others

5%
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Again, if we make a comparison between causes of infant and child mortality in the WHO 
European region we see how in Eastern countries infectious diseases represent an important issue 
as well as vaccine preventable disease and nutritional disease, while in western countries SIDS, 
accidents/injuries and neoplasia are. However, perinatal diseases are causes of infant mortality all 
over the region. While in western countries prematurity and low birth weight are major causes of 
these deaths, in eastern countries the highest percentage of perinatal deaths is still due to infectious 
diseases. 
 

Causes of infant and child mortality
in WHO European Region

Eastern countries Western countries

•Perinatal diseases

•Infectious diseases

•Vaccine preventable 
diseases

•Nutritional diseases

•Perinatal diseases

•Neoplasia

•Accidental injuries

•SIDS

 
 
The need for joint efforts to reinforce perinatal care strategies is evident to all concerned. All 
activities promoted in WHO EURO in addressing safe motherhood in perinatal care interventions 
are based on the recommendations of the Mother baby package policy. For several years our focus 
has been on supporting the CCEE/NIS countries to adopt this policy package in order to reduce the 
particularly high maternal and infant mortality rates. 
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The Mother-Baby Package policy is based on interventions dealing with ante-natal care, delivery 
care, identification and correct management of obstetric complications, neonatal care and post-
partum care. 
 
Most maternal and neonatal deaths could be prevented if women had access to basic care during 
pregnancy, childbirth and the post-partum period. Most of those deaths occur shortly after delivery. 
Quality of care in this ciritical moment is the most important intervention in prevention of 
mortality and morbidity in mothers and babies. 
 
Given the fact that the majority of the deliveries in the European region occur in hospital, the 
primary targets of WHO EURO interventions have been the maternity and neonatal wards, where 
our programmes have undertaken intensive training of health staff in CCEE/NIS countries in 
essential and holistic care. The WHO programmes have, in addition, developed perinatal strategies 
for the whole European region, promoting inter-professional exchanges, developing tools and 
methods for addressing holistic care and appropriate revisions to maternity procedures and 
protocols. 
 
In this context a task Force on Perinatal Care was initiated during a meeting in Venice in April 
1998, in order to technically support the implementation of WHO's different components of 
perinatal care programmes in the region. A panel of 34 experts from western, central and eastern 
Europe participated in the Task Force workshop. 
 
The European region, indeed, with its regional peculiarities, should not only address the global 
WHO recommendations, but also its regional specific needs. There are values and principles that 
are particularly important to be recommended in the European context, as summarized in this slide. 
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• Care for normal pregnancy and birth should be de-
medicalized
• Care should be based on the use of appropriate 
technology
• Care should be regionalized
• Care should be evidence based
• Care should be multidisciplinary
• Care should be holistic
• Care should be family centred
• Care should be culturally appropriate
• Care should involve women in decision-making

Values and principles for
perinatal care in the European

context

 
 
 
What we want to promote especially in the WHO European region - is that normal pregnancy and 
birth should be de-medicalized. Pregnancy and birth are a normal event for over 80& of women. 
We should treat pregnant women not as if they are sick by as though they are experiencing a 
physiological process. 
 
There is a trend in our Region towards the medicalization of maternal and baby care through 
specialized technology based models. Over-medicalization can lead to an increase in unnecessary 
caesareans and deliveries or surgical procedures during pregnancy and child birth. An emphasis on 
hospital based methods of care can contribute to inequities in the quality of care provided for 
women and babies. In fact, investigating in advanced technology services in major hospitals often 
decreases the provision of good quality of care in health centres serving the majority of population. 
 
We want to promote care based on the use of appropriate technology for pregnancy, birth and post-
partum in order to maintain the intervention as cost-effective. This means using only technology 
that gives solid benefits to mothers and babies and to use it only when it is needed. Therefore 
identification of approaches and technologies that would benefit low resource settings is essential 
in order to prevent and treat the complications. With a relatively small scale investment many 
health care facilities can upgrade their physical infrastructure to meet minimum standards. 
 
Consequent to this principle, we want to promote the regionalization of care. Maternal health 
services need to be as close to people's homes as possible. Peripheral facilities need to have basic 
supplies and equipment as well as trained staff. However, an effective referral system is necessary 
when complications occur during pregnancy, delivery or after the baby's birth. In order to develop a 
regional system of perinatal and neonatal health, it is essential to obtain political commitment and 
establish clear policies and service protocols including roles and duties of different categories of 
personnel at various levels of the health system. 
 
We want to promote the fact that care should be evidence based, meaning that policies, guidelines 
and standards of practice should be based on up to date results of scientific studies. Improving 
training and updating care providers' skills is very important in our Region and this training should 
be competency-based. The knowledge and skills learned should be evidence based too. 
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We want to promote in our Region that care should be multidisciplinary - Obstetricians, midwives, 
paediatricians, nurses, psychologists, economists, health administrators are all involved in the care 
of women and babies during pregnancy and birth. We need to learn and to promote ways of 
working together in an inter-professional team approach. 
 
We want to promote the fact that care should be holistic. Preventing maternal and newborn deaths 
and illness is an issue of social justice and human rights and it should incorporate the needs of 
women and babies including biological, social and emotional needs, respecting human right for 
women and children. In the same way, we want to promote the respect for privacy, confidentiality 
and dignity of pregnant women and babies when they enter of hospitals and clinics. In promoting 
breastfeeding, the Baby-Friendly Hospital Initiative, rooming-in, skin-to-skin contact and the 
kangaroo method for pre-terms, we address not only the medical and nutritional needs but also the 
emotional and psychological needs of both mother and child. 
 
Therefore care should be family-centred meaning that the most important unit in pregnancy and 
birth is the family - not a doctor, not an institution, not a hospital not even a woman or a baby alone 
but the family unit - this is the primary focus of our care. 
 
Fathers and family should not be excluded from the birth event. All parents and newborn infants 
have the right to be in close contact from the time of birth. Closeness between mothers and infants 
should be promoted in all circumstances, including after caesarean or after other medical 
interventions affecting the women and the infants. Parents should be involved in the care of new-
borns with problems including their active participation in the actual care and in the decision about 
treatments. Consequently, we recommend to open our hospitals to the fathers and to other members 
of the family. This is another reason why we recommend early discharge of the mother and baby 
after delivery. In fact the family should be re-united as soon as possible after delivery. 
 
Care should involve women in decision-making. Each woman should have a central role in all 
aspects of this care including participation in the planning, carrying out and evaluations of the care. 
 
I think all these values should be taken into consideration following the presentations of the 
speakers, and during our discussions in this session. I also hope that all these values will be 
translated into recommendations for effective interventions in perinatal care in the European 
Region. 
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3.2 Perinatal care and appropriate technology  

by Adriano Cattaneo, WHO Collaborating Centre, Trieste, Italy 
 
 
The experience of many countries in the use of biomedical technologies for perinatal care shows 
that there has been a widespread introduction of sophisticated equipment without previous 
assessment of effectiveness, adequate clinical engineering support, training of staff, evaluation of 
costs, careful planning of the needs, and assessment of possible and more appropriate alternatives. 
As a result, the impact, if any, has been far less than expected, costs are increasing (while budgets 
are shrinking), there are frequent breakdowns (and no way to fix them), resources are diverted from 
more important priorities, and the overall approach to health care tends to be de-humanized. 
 
Health technologies, defined as methods used by health professionals to promote health, and to 
prevent, treat and rehabilitate disease, either hard (diagnostic and therapeutic equipment, drugs, 
vaccines) or soft (diagnostic and therapeutic skills, guidelines, health education), should be 
assessed before they are introduced into practice. Their effect, in terms of harm and benefit, must 
be known. Technology assessment should be applied to all new technologies, to those supposed to 
represent an improvement over existing ones, and to old technologies when the evidence of their 
effectiveness is weak. If technologies are not assessed and validated, or if they are incompletely 
validated and uncertainty exists, wide variations are observed in health care practice. The well-
known variability of the average number of echographies per pregnancy in different settings is a 
classic example. 
 
But technology assessment is just the initial step in the decision-making process. Not all the 
technologies of proven effectiveness are appropriate in all settings. The problem a technology 
addresses may not be a priority in terms of health and social needs. Or, for a priority problem, an 
effective technology may not suit the available human, material and financial resources. It may also 
happen that resources are available, but the effectiveness of a technology may be impaired by 
managerial constraints within the health sector or in related sectors. Or other obstacles may 
emerge: resistance of providers, irrational demand of users, commercial pressure of manufacturers. 
In general, the decision to introduce a technology must take into account, in addition to 
effectiveness, all the following factors: 
 
• safety and hygiene 
• manpower needs (number, type, training, monitoring) 
• needs for supplies and consumables 
• needs for fuel and electricity needs for maintenance and repair 
• other effects on the health and social systems cost, cost/effectiveness and cost/benefit legal 

and ethical problems 
• other unforeseen problems, both short- and long-term. 
 
Only a positive answer to all or most of these questions, or better a balance in favour of positive 
answers, makes a technology appropriate for a given setting (and inappropriate for other settings). 
The economic and social cost of widely introducing a technology without previous assessment of 
its effectiveness and appropriateness may be very high. Let us make some examples, using well-
known perinatal problems that constitute priorities in most settings: 

1. Technologies for monitoring labour: 

There are basically four technologies available to tackle this problem: 
 
• careful clinical observation of contractions, dilatation, descent, amniotic fluid, and fetal heart 

beats;. 
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• a partograph, or a cervicograph, with alert and action lines that prompt the operator's response 

when crossed; 
 
• cardiotocography (CTG), external or internal, intermittent or continuous, to monitor the 

variation of fetal heart frequency; 
 
• laboratory investigation, mainly the measurement of fetal Ph now, but blood flow or oxygen 

tension measurements in the future. 
 
Technology assessment tells us that all these technologies are effective, though in different degrees 
for different problems (Table 1). But what about appropriateness? Table 2 is a matrix that can be 
filled in with minuses (– – for strong, - for some negative effect) or pluses (++ for strong, + for 
some positive effect); 0 can be used for neither negative nor positive effect. The balance of 
negative and positive scores will vary from place to place. Clinical observation and partograph will 
probably turn out to be appropriate everywhere, intermittent CTG only at secondary and tertiary 
levels in settings with a relatively rich and developed health care system, continuous CTG and Ph 
measurement only in advanced institutions where research is carried out. 

2. Technologies for thermal control of the newborn 

The most commonly used technologies to keep the newborn infant warm are: 
 
• A warm room, kept at a temperature that suits the needs of different neonates (very LBWI, 

LBWI, sick or normal neonates). This temperature may not be comfortable for staff and 
mothers. 

 
• Kangaroo mother care (KMC), defined as early, prolonged and continuous skin-to-skin 

contact between the mother (or a substitute) and the newborn infant. 
 
• A water-filled heated mattress, placed at the bottom of a cot and kept at 37°C by an electric 

heating plate regulated by a thermostat. 
 
• A radiant warmer, with overhead heating elements on an open cradle (from very simple 

systems to electronically controlled machines with probes to monitor the infant's temperature). 
 
• Various types of air-heated incubators, with temperature and humidity control and oxygen 

supply, with single or double wall, manually or servo-controlled. 
 
The effectiveness of these technologies varies too(Table 3), depending on the outcome considered. 
The above-mentioned matrix (Table) can be used to assess appropriateness. KMC would probably 
be appropriate everywhere. Most primary level maternity units would probably do well with a 
warm room or water-filled heated mattresses. Radiant warmers and incubators may turn out to be 
appropriate only for regional referral centres, and modern expensive incubators only for the few 
neonate intensive care units. 

3. Technologies for feeding newborn infants 

There are two technologies available: breastfeeding and formula feeding. It is so obvious (meaning 
that the evidence is so overwhelming) that the only effective and appropriate technology 
everywhere and for every newborn (including a very LBWI) is breastfeeding that technology 
assessment is no longer needed. Nor is the assessment of appropriateness. In this case the question 
must be moved a step forward: what technologies are effective and appropriate to protect 
breastfeeding where it is threatened by formula feeding? and to promote it where it has already 
been partially or completely abandoned in favour of formula feeding? or to discourage formula 
feeding where it has become an accepted technology? In our armoury we have: 
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• information, education and communication at community level; 
 
• various types of training of health workers; 
 
• changes of routines (Baby Friendly Hospital Initiative) before, during and after delivery; 
 
• national, local and institutional policies; 
 
• national laws and international codes; 
 
all technologies that, on their own or combined, have already shown to be effective. 
 
In this decision-making process we are currently helped, at least in terms of effectiveness, by a 
large body of literature systematically reviewed by the Cochrane Collaboration and available 
through the Cochrane Library (CL) or in the book “A Guide to Effective Care in Pregnancy and 
Childbirth” (2nd edition, 1995), edited by Enkin, Keirse, Renfrew and Neilson. WHO, with its 
Reproductive Health Library (RHL), does participate in this effort too, focusing particularly on 
those health problems and technologies that are priorities in developing countries and countries in 
economic transition. Even before the CL and RHL were available, WHO used to collect all the 
objective information available on harms and benefits of specific technologies, to issue guidelines 
and training materials. Unfortunately, for too many technologies, even the evidence on 
effectiveness is scarce, and further research is needed. And evidence of effectiveness, as stated 
above, is insufficient for decision-making. 
 
The course on “Perinatal Care: Planning for Appropriate Technology”, organized by our WHO 
Collaborating Centre, is an attempt to make health professionals in charge of perinatal care aware 
of the principle and methods of technology assessment and decision-making, hoping that planning 
for the purchase and use of equipment will be guided by these principles. Rather than dealing with 
all possible kinds of technology, the course uses important problems commonly found in perinatal 
care, such as the exploration of the pregnant uterus or the thermal control of the newborn infant, as 
models for the discussion on appropriate or inappropriate decision-making and planning in 
different settings. Current developments of the technologies used to address these problems are 
presented by covering the literature on technology assessment, by reviewing the indications for 
each piece of equipment, by analyzing what is known in terms of cost-effectiveness and cost-
benefit, and by presenting the advantages and disadvantages of non-technology based alternatives. 
 
The course is intended for doctors and public health professionals who take decisions about 
technologies for perinatal care. It is therefore aimed at directors of large hospitals and at public 
health managers at national and sub-national level who are in charge of maternal and child health 
services. The course is offered to participants from any country, but is particularly suited for health 
professionals coming from countries with an intermediate level of development, as poor countries 
can not even afford to think about expensive technologies. The course is developed in five 2-day 
modules for a total of 10 days: 
 
1. a first module to review basic principles and methods on data collection and use of indicators, 

evaluation of screening tests, randomized controlled trials, cost/effectiveness and cost/benefit 
ratios, health and social impact of technologies, medical ethics, and health service planning; 

 
2. three technical modules to discuss the indications, use, manpower needs, maintenance, 

effectiveness and cost/effectiveness of technologies to tackle assessment of the pregnant 
uterus, premature labour and rupture of the membranes, fetal distress and prolonged labour, 
thermal control of the newborn, neonatal asphyxia and resuscitation, and respiratory distress 
syndrome; and 
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3. a final module on appropriate planning for the use of the above-mentioned technologies at 
different levels of the perinatal care system. 

 
Three courses have been successfully run so far in Trieste, with 62 participants from countries in 
Europe, the Middle East, North and Sub-Saharan Africa, and Latin America. One of the problems 
with the course is the different settings participants deal with: this implies that discussion and 
exercises tend to be rather theoretical, far from the specific reality of decision-making and 
planning. We have therefore decided to conduct the course in a more homogeneous setting. For the 
first time this year the course will move from Trieste. It will be run in July in Recife for a group of 
participants in charge of perinatal care in six states of north-east Brazil. Three of our teachers will 
join local teachers, and the programme will be adapted to local needs. The final workplan will be 
discussed with local health authorities for subsequent implementation. Should this course be 
successful, we intend to offer the course annually to other countries. 
 
Table 1: Effectiveness of different technologies for monitoring labour 
 
Problems Technologies 

 Clinical 
observation

Partograph Intermittent CT Continuous CT Ph 

Hypoactivity ++ ++ 0 +/0 0 
Hyperactivity ++ ++ 0 +/0 0 
Mechanical 
disproportion 

+ ++ 0 0 0 

Asphyxia and f
distress 

+ + ++ + ++ 

Progress and desc + ++ 0 0 + 
 
Table 2. Factors to be considered for decision-making regarding the appropriateness of 
technologies for monitoring labour, in addition to effectiveness 
 
Factors Technologies 
 Clinical 

observation
Partograph Intermittent CT Continuous CT Ph 

Safety      
Hygiene      
Manpower      
Maintenance      
Supplies      
Electricity      
Cost      
Health system      
Society      
Ethics and law      
Other      
 
Table 3. Effectiveness of different technologies for thermal control of the newborn 
 
Problems Technologies 
 Warm room KMC Water mattress Radiant warmer Incubato
Hypothermia + ++ + + + 
Breastfeeding + ++ +/0 +/0 0 
Bonding + ++ 0 0 0 
Growth + + + + + 
Morbidity + ++ + +/0 +/0 
Mortality + + + + ++ 
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Table 4. Factors to be considered for decision-making regarding the appropriateness of 
technologies for thermal control of the newborn, in addition to effectiveness 
 
Factors 
 

Technologies 

 Warm room 
 

KMC Water mattress Radiant warmer Incubator

Safety      
Hygiene      
Manpower      
Maintenance      
Supplies      
Electricity      
Cost      
Health system      
Society      
Ethics and law      
Other      
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3.3 WHO appropriate technology for birth: Fortaleza and beyond 

by Beverley Chalmers (Ph.D) WHO Collaborating Centre in Women's Health, Centre 
for research in Women's Health University of Toronto, Toronto, Canada 
 
 
In 1985 WHO published an article in the Lancet entitled Appropriate Technology for Birth. In the 
same year WHO also published the book Having a baby in Europe. These publications were both 
controversial and aroused discussion and debate throughout the region and even beyond its 
borders. 
 
These publications emerged following a series of events that had occurred over the preceding six 
years. They began with the declaration of the International Year of the Child in 1979. The Regional 
Committee for Europe, in examining the issues surrounding child health, were concerned with a 
number of factors including: the increasing use of technology in perinatal care (for example, the 
rising rate of caesarean sections by 2 or 3 times 1970 rates); the increasing demands of women for 
control over their births; and the continuing challenge of preventing infant deaths in both 
developed and developing countries. 
 
This concern led to the establishment of a perinatal task force which was empowered to study 
perinatal care in the European Region. This group consisted of 15 multidisciplinary members who 
met annually with subcommittees meeting more often at intervals. This team conducted a vast 
literature search and review on perinatal issues. It also conducted a survey of 23 of the 32 Member 
States in the Region (at that time) concerning perinatal services, mother–infant contact practices 
and alternative approaches to birth care. The results of this survey were published in the book 
Having a Baby in Europe. 
 
This report stimulated the convening of 43 “Birth” Conferences in the 23 Member States of the 
European Region as well as further afield in Canada, USA, Australia and China. These, in turn, led 
to three significant interregional (EURO and AMRO) covering: 1.) appropriate technology for 
prenatal care; 2.) for birth and 3.) for after birth. The Consensus Statements emerging from these 
conferences were published as, for example, in the Lancet article Appropriate Technology for 
Birth. 
 
Despite the extensive research, debate and discussion surrounding these conclusions, some readers 
remained sceptical about the WHO recommendations. Questions were asked about the scientific 
basis of the recommendations, and whether these were not simply the conclusions of some ‘left-
wing’, radical and extremist birthing advocates. 
 
It became possible to answer this question in 1989 with the publication, Effective Care in 
Pregnancy and Childbirth (Chalmers, I, Enkin, M, Kierse M. Oxford: Oxford University Press, 
1989) (ECPC). A comparison of the WHO recommendations for birth, and the findings of 
randomized control trials as reported in ECPC, indicated an almost one-to-one correlation between 
the two. As summarized in the Appendices of the 1989 publication, similar recommendations for 
an extensive list of interventions in pregnancy and childbirth emerged in both documents. These 
included: 
 
Forms of care that should be abandoned such as: 
 
• failing to involve women in decisions about their care 
• involving doctors in the care of all women 
• insisting on universal institutional confinement 
• prohibiting siblings from visiting 
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• routine use of gowns and masks in newborn nurseries 
• separating healthy mothers and babies 
• routine water/glucose for breastfed babies 
• routine formula for breastfed babies 
• scheduled breastfeeding 
• distribution of free formula samples 
• leaving mothers unattended during labour 
• routine shaving 
• routine enemas 
• routine electronic fetal heart monitoring without scalp blood sampling 
• restricting maternal position in labour 
• routine episiotomy 
• routine repeat C/S after previous C/S 
• routine induction at >42 weeks 
• routine sedatives/tranquilizers 
 
On the other hand, forms of care that reduced the negative outcomes of birth included: 
 
• providing enhanced support for women  
• unrestricted mother–infant contact  
• little benefit from a C/S rate higher than 7%  
• an upright labour position 
 
In 1992 the British Journal of Obstetrics and Gynaecology published a further report WHO 
recommendations for birth revisited(Chalmers, B. 1992, 99, 709-710) in which the following 
conclusion was reached: 
 

The WHO recommendations for appropriate technology for birth, as developed through survey 
research, discussion and debate, are strongly endorsed by the findings of carefully controlled, and 
critically evaluated, randomized control trials. 

 
Since this time a number of programmes have developed which have incorporated these WHO 
recommendations/evidence based practices into them. These include the WHO Safe Motherhood 
programme, the WHO/UNICEF Baby Friendly Hospital Initiative both on a global level and the 
CARAK programme on a regional/subregional level. The CARAK project incorporates a variety of 
interventions including maternity care, neonatal care and breastfeeding, family planning, nutrition 
and the integrated management of childhood illness. City specific or regional specific programmes 
have also been developed including, for example, the Canada/WHO/St Petersburg Maternal–Child 
Health Programme. 
 
These programmes share a number of values and approaches which include: 
 
• Promoting appropriate use of technology in perinatal care; 
• Endorsing a de-medicalized approach to care with sensitivity and concern for the woman and 

her family’s psychological needs during pregnancy, birth and parenthood; 
• Encouraging a woman-centred approach to care in which the woman becomes the most 

important person in delivery rather than the attending caregivers; 
• Encouraging skin-to-skin contact at delivery and kangaroo care thereafter, particularly for 

preterm and sick babies; 
• Not separating mothers and babies after delivery; 
• Supporting and promoting breastfeeding, with the introduction of the BFHI; 
• Introducing more effective methods of infection control; 
• Providing training in resuscitation; 
• Providing essential equipment and drug supplies; 
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• Encouraging regionalization of care and referral of the baby in utero rather than postpartum; 
• Encouraging rooming-in for mothers of pre-term and sick babies, with concern for the 

consequences of improved survival rates of low birth weight babies in terms of the increased 
and special social, psychological, educational and medical care needs of both babies and their 
parents, noting the frequent practice of institutionalizing babies with special needs in the 
former Soviet Union region; 

• Bringing fathers and other family members into the hospital during labour, delivery and the 
postpartum period, and noting the example of Estonia regarding family-centred care with 
fathers rooming in with their wives and babies during the postpartum period; 

• Improving access to information and educational materials previously denied during the Soviet 
regime and encouraging a multidisciplinary team approach to care-giving, and promoting a 
family-centred approach to all aspects of care. 

 
It is proposed that these values and approaches be integrated into a programme of perinatal reform 
to be endorsed by WHO and implemented as a recommendation arising from this meeting. 
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3.4 SIDS: An example of a cost effective intervention - Our goal: 
To further reduce postneonatal mortality by reducing deaths from 
Sudden Infant Death Syndrome (SIDS) 

by Kaarene Fitzgerald, representing SIDS International Global Strategy Task Force 
 
 
The sudden and unexpected death of a child causes enormous grief for parents and families. When 
a child has died from an unknown cause such as in the case of Sudden Infant Death Syndrome 
(SIDS) this grief is compounded by the question “Why Did My Baby Die?”. Despite 20 years of 
dedicated research efforts there are still no answers. We can reduce the risks but we still do not 
know the mechanism of death. 
 
As infant mortality has decreased substantially in the western world the enigma of SIDS has 
become increasingly more prominent. 
 
The shock and life changing results of a SIDS death on a family can cause tremendous social 
impact and loss of function. Grief is a normal response to a devastating loss. Properly planned and 
supported community-based networks can provide effective low cost care. The power of peer 
support is often underestimated. Bereavement issues can be normalized with appropriate family 
and community support. 

Is SIDS something new? 

In the eighth/ninth century BC, the Assyrians used a bronze head of Pazuzu to protect against 
Lamashtu who was known for her attacks on unborn and newly born babies – apparently 
miscarriage, stillbirth and cot-death were attributed to her. (Art and Empire, Treasures from 
Assyria in the British Museum) 
 
It is believed that one of the first recorded cases of SIDS was in the Bible “and this woman’s child 
died in the night because she overlaid it...” (1 Kings 3:19,22). 
 
In English, SIDS is also known as cot death or crib death. 

What is the definition? 

The definition of SIDS is “the sudden death of an infant or young child which is unexpected by 
history and in which a thorough postmortem examination fails to demonstrate an adequate cause of 
death”.(Beckwith 1969). 

How is a diagnosis made? 

A careful postmortem examination by a forensic or paediatric pathologist, clinical history review 
and, in some centres an event scene investigation, are undertaken. Once all known causes of infant 
mortality are eliminated, SIDS as a diagnosis becomes one of exclusion. Protocols for autopsy and 
event scene investigation have been developed by the Global Strategy Task Force (GSTF). ICD 
Code 798, which commenced in 1975, is used. 

About SIDS 

• In developed countries SIDS is the largest cause of infant mortality in the one month to one 
year age group. 

• SIDS is most common in the two to five month age range. About 80% of all deaths occur in 
the one to six month age range. Between six to 12 months 15%. A further 5% of SIDS are over 
12 months of age. 

• In the 1 980s SIDS accounted for about two deaths per thousand live births. 
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• Of those who die 60% are male and 40% are female. 
• About 60% of SIDS infants have some type of mild infection. After careful postmortem 

examination these infections appear to be insufficient to have caused death. 
• SIDS occurs in both breastfed and bottle-fed infants. 
• Deaths have occurred in cots, prams, car seats, bassinets, in fact anywhere that babies sleep. 
• There is no consistent warning signs that these infants will die. 
• We know SIDS is not contagious. 

Why has postneonatal mortality decreased in many countries? 

There is strong evidence that the risk of SIDS is higher when infants sleep prone (tummy). At least 
19 case-control studies have shown this with odds ratios between 1.2 to 14.1. 
 
Following several of these epidemiological studies particularly in Hong Kong (Lee 1989), New 
Zealand (Nelson 1989), Avon (United Kingdom) (Fleming 1990), the Netherlands (Engelberts 
1990), and Australia (Dwyer 1991), Reducing the Risks of SIDS campaigns commenced during the 
1990s in many countries with an immediate decrease of approximately 50% in postneonatal 
mortality. 
 

 
Whilst the mechanism of death is not understood it is believed that some infants are born at risk of 
SIDS. By providing a safer sleeping environment the “triggering factors” for some vulnerable 
infants are removed, leading to the saving of lives. 

Reducing the risks of SIDS – health promotion programmes 

There are three main recommendations, all based on sound research: 
  
1. Sleep baby supine (back) 
• Healthy full-term babies should be placed to sleep on the back. 
• Those infants who suffer from GOR or other medical conditions may be better slept on their 

side or prone. 
• Healthy infants can and do protect their airways when supine. They are not at increased risk of 

choking, providing that swallowing and arousal are intact. (Jeffery 1996) 
• Since the risk reduction campaigns commenced, there has been no increase in deaths due to 

aspiration. (Fleming 1994) 
• Supine sleeping does not increase apnoea or cynanosis. (Ponsonby 1997) 
• Hospitalizations for “apparent life-threatening events” (previously called near-miss SIDS) 

have decreased according to data from Britain and Norway. (Willinger 1994) 
 
2. Keep baby smokefree, before birth and after 
• Smoking during pregnancy and during baby's first year of life increases the risk of SIDS by 

4.09 times. 
• If both parents smoke the risk increases a further 2.41 times. (Blair 1996) 
 
3. Make sure baby's head remains uncovered during sleep. 
• Studies have shown that between 16–22% of SIDS infants were found with their heads 

underneath or tangled in bedclothes. In one major post-intervention study after adjusting for 
variables such as sleeping environment, sleep position, exposure to tobacco smoke, the odds 
ratio was 21.58 (Fleming 1996). 
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• It is recommended that baby’s feet be put to the foot of the “cot” as shown on the diagram in 
the KIDS&SIDS brochure. 

Reducing the risks – further advice 

• Breastfeeding: Everyone agrees breastfeeding is best for most babies. However there is no 
consistent evidence that it decreases the incidence of SIDS. 

• OPT Immunization: Several studies have demonstrated lower rates of SIDS amongst 
vaccinated infants. 

• Bedding: A firm, clean, dry mattress is recommended, along with layers of blankets rather 
than duvets or quilts. 

• Dummies/Pacifiers: Some studies have shown these may reduce the risk of SIDS. 
• Bedsharing/co-sleeping: There is an increased risk of SIDS when mothers who smoke and 

bed share with their infant. However, in some low SIDS incidence countries bedsharing is 
common. Further research on this complex issue (and others) is being undertaken through the 
International Child Care Practice Study (coordinated by Dr Tony Nelson, Hong Kong). 

• Hyperthermia/Hypothermia: Current research shows that infants being too hot or too cold 
increases the risk of SIDS. Prone sleeping infants are more susceptible to overheating 
(Williams 1996). Supine sleeping infants, who are loosely tucked in, are more vulnerable to 
SIDS. (Wilson 1994) 

SIDS International 

• is an organization which provides a forum for national SIDS organizations, along with 
individuals or groups in countries who are working towards establishing a national SIDS 
Organization. 

• is an international forum to discuss global issues related to SIDS including, supporting the 
performance of autopsies, death/event scene investigations, emergency response education, 
referral of newly-bereaved parents to SIDS groups and/or support services and training and 
support standards. 

SIDS Global Strategy Task Force (GSTF) 

• consists of four working parties each of 20 international experts in pathology, 
epidemiology, developmental physiology and education;  

• develops global strategies to protect infant life, offers leadership, advocacy, international 
cooperation and promotion of research. It aims to avoid unnecessary duplication and the 
spread of misinformation about SIDS research findings. 

Current GSTF activities 

• Pathology: the development, endorsement and implementation of legislative and culturally 
acceptable autopsy and death/event scene protocols. 

• Epidemiology: the development of evidence based statements, child care practice studies and 
methodologies to understand risk factors within a cultural context of high risk groups.  

• Developmental Physiology: the development of guidelines for the use of research in clinical 
management strategies. The development of a resource directory for placement on the 
worldwide web.  

• Education: to outreach to countries with low awareness of SIDS. Ascertain levels of service 
and representation of indigenous, migrant and minority groups. A Core Curriculum and 
Curriculum Notes Manual for training health professionals has been developed for the 
worldwide web. 

An effective intervention for SIDS comprises: 

• Research, development and production of brochures and educational resource materials 
• Use of media and public relations programmes  
• Strong policy, program development and practice  
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• Education and training of all those who come in contact with pregnant women and new 
parents, in particular, medical personnel, midwives, nurses, and community health workers 

 
In the countries where Reducing the Risks of SIDS programmes have commenced, thousands of 
infants lives have been saved. 
 
A key element in the success of SIDS programmes including Reducing the Risks is the strong 
collaboration between researchers, clinicians, health professionals and SIDS Organizations. The 
power, passion, commitment, advocacy and fundraising abilities of SIDS parents and others 
working in SIDS Organizations has driven many of our advances. This model can work effectively 
to improve services for all concerned. 
 
A culturally appropriate, strong interprofessional collaboration, along with community and family 
involvement, can lead to cost effective programs in other countries to further reduce postneonatal 
mortality. 
 
SIDS International and the GSTF look forward to continuing collaboration and the development of 
joint activities. 
 
(Note: References and other information can be obtained through the Australian SIDS On-Line 
Catalogue (ASOC) on www.sidsaustralia.org.au or by faxing Joanna Durst, Librarian, ASOC, 
Int + 61 3 9822 2995.) 
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3.5 Quality Development in Perinatal Care – The Obstetrics & 
Gynaecology Quality Indicators (OBSQID) Project 

by Tom Weber, Hvidovre Hospital, Denmark 
 
WHO European Region 
5 000 000 births annually 
over 50 000 newborns “damaged” or suffering perinatal death 
 
The OBSQID concept 
1. Data collection 
2. Identification of centres of best practice, i.e. centres with low CS rates, low perinatal mortality, 

etc. 
3. Twinning centres of best practice with centres in need 
4. Improved outcomes in needy centres and possibly in other centres learning from the above 

process 
 
Data collection 
1. Case-based: Basic Information Sheet 
2. Aggregated: Perinatal Aggregated Data 
 
Both collection tools have been tested early in the project 
 
Status quo and the future 
1. Hospital, regional or national data are collected, applying the BIS (EpiInfo or paper-based) or 

by other means 
2. These data are aggregated and used to fill in the PAD – either using the Internet homepage or 

by mail/fax to the OBSQID centre 
3. Statistics comparing different centres/regions/nations can immediately be found on the 

OBSQID homepage (anonymized). Available to all Internet users, user-friendly, free of charge 
– as many statistics and cross tabulations as are required. 

4. Validity of statistics: responsibility of reporting centres/regions/nations 
5. Any request for contact to centres of best practice can be forwarded to the OBSQID centre – 

maintaining anonymity 
6. The impact of ultrasound on perinatal mortality 
7. Wellbeing and violence during pregnancy 
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Session 4: Child Health and Development 
 

4.1 Accidents and Injuries in the European Region 

by Mr Dinesh Sethi, Health Policy Unit, London School of Hygiene and Tropical Medicine, 
UK 
 
 
Injuries are a major unrecognized problem impairing the health and welfare of children and 
adolescents in the transition countries of Central and Eastern Europe and the Newly Independent 
States. Compared to the European Union, mortality rates from injuries, poisonings and violence are 
nearly 5 times higher in the Newly Independent States and 2.5 times higher in Central and Eastern 
Europe. 
 
Death rates from injuries in childhood and adolescence are highest in the Newly Independent 
States, followed by the countries of South Eastern Europe and then by Central Europe, where rates 
are only slightly higher than in Western Europe. The Profile of childhood deaths from external 
causes differs from that in the West, with for example much higher death rates from drowning at all 
ages and from poisoning in young children in most transition countries. 
 
Injuries account for much of the difference in mortality in childhood between East and West. If 
rates of mortality from these causes in childhood were reduced to the average from the European 
Union, depending upon age, up to 80% of the difference in total mortality in childhood between 
East and West would be eliminated, and nearly 32,000 deaths in the age group 1-19 (31% of all 
deaths at this age) would be prevented each year. 
 
The scale and extent of this problem has not been appreciated either within the transition countries 
themselves or more broadly in the European or global community. This lack of visibility and the 
absence of ownership of the problem has meant that prevention programmes are either non-existent 
or poorly developed and uncoordinated within most transition countries. Moreover, international 
agencies and donors have yet to acknowledge the magnitude of this problem, and to begin to 
address it, alongside their other priorities for the transition countries. 
 
Effective intervention strategies to reduce the burden of injuries have been developed in a number 
of countries, mainly in the West. With suitable adaptation to the local context, it is likely that many 
of these could start making an impact on the high levels of mortality and morbidity from injury in 
the transition countries. However, before improved intervention programmes become a reality, 
injuries need to have a higher public profile. Non-governmental organizations and local pressure 
groups could play a key role in advancing the issue, bringing it to the attention of the media and 
politicians, and in advocating appropriate public health and social policy approaches. The growing 
private sector should similarly be challenged to contribute to an enhancement of wellbeing and the 
promotion of greater safety and security through its efforts. 
 
More detailed and precise information needs to be collected concerning the nature and 
determinants of injury in the transition countries and the results of such exercises need to be widely 
disseminated and debated. The development of effective public health strategies in the transition 
countries of Europe is a particular challenge because of the current political and economic realities 
that they face. Nevertheless, it is apparent that injuries in children present a major, tangible and 
preventable burden to these societies that urgently needs to be addressed. International donors and 
institutions can play a key role in these processes in helping bring the problem to light. They can 
also assist the development of an appropriate response through supporting the development of local 
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capacity, advocacy, research, and facilitating linkages and partnerships with those working in the 
West where effective injury control strategies have been implemented. 
 
Injuries in children and adolescents are a priority area in the transition countries: 
• Mortality rates compared to the European Union are nearly 5 times higher in the Newly 

Independent States and 2.5 times higher in Central and Eastern Europe; 
• If rates of mortality from these causes in childhood were reduced to the average for the 

European Union, depending upon age, up to 80% of the difference in total mortality in 
childhood between East and West would be eliminated, and nearly 32,000 deaths in the age 
group 1-19 (31% of all deaths at this age) would be prevented each year; 

• The profile of childhood deaths from external causes differs from that in the West, with for 
example, much higher death rates from drowning at all ages and from poisoning in young 
children. 

 
The policy response in transition countries is weak: 
• Few transition countries appear to have national programmes for injury control among 

children, with failure to disseminate basic information concerning the problem; 
• This reflects a lack of awareness of the problem in government and among the public at large. 

The heritage of communism has meant that in most countries there are few organs of civil 
society (non-governmental organizations and pressure groups) campaigning and drawing 
attention to the issue. 

 
Effective injury prevention programmes exist: 
• In the West in particular, a number of countries have developed effective strategies that can be 

situated within a general framework for injury prevention; 
• Although the specific programmes will need to be tailored to the situation of each transition 

country, the knowledge that effective programmes have been developed elsewhere provides a 
powerful reply to those who regard injuries as largely beyond systematic approaches to 
control. 

 
Wherever possible base action on evidence: 
• Resources are constrained, priorities many, and careful selection of areas for attention, and for 

interventions is warranted; 
• Effective interventions can be adopted from elsewhere but need to be cautiously implemented, 

adapted to the local context and carefully evaluated. 
 
Priority areas for future action: 
 
Increase the visibility of the issue: 
• The incontrovertible evidence, that injuries in children are a major problem in the transitional 

countries, needs to be widely disseminated at a national and international level to establish the 
basic case for action; 

• Some of the unusual features of the distribution of deaths from external causes in the 
transition countries (eg the importance of drowning) are particularly surprising and can 
therefore be used to attract the attention of the media, policy-makers and service providers to 
the problem; 

• The demonstration of the problem needs to go hand in hand with information that highlights 
that effective injury prevention programmes do exist. 

 
Obtain more detailed information: 
• The information presented, based on available data, is too crude to serve as a basis for 

formulation of prevention programmes in specific countries. Much more detailed, country-
specific information on the occurrence and circumstances surrounding particular types of 
injury need to be collected and analysed if effective interventions are to be developed; 
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• Attention should be given to examination of the economic burden of injuries and of the cost-
effectiveness of interventions as these will help strengthen the policy response; 

• More specific information is also required concerning the existing approaches to injury 
prevention in each transition country, together with an assessment of stakeholders, including 
the organs of civil society, without whom effective multisectoral and co-ordinated 
programmes are unlikely to develop; 

• Attention should be devoted to understanding the attitudes, perceptions and perspectives of 
communities and societies to risk-taking, risk situations, and appropriate public health and 
social policy. 

 
Identify priority areas for action: 
• On the basis of existing mortality data it is evident that certain childhood injuries require 

particular attention. These include motor vehicle accidents, drownings and poisonings in 
under-fives. These areas should be highlighted for particular attention both nationally and 
internationally; 

• Within the transition countries the major burden of childhood injury appears to fall on the 
Newly Independent States and SE Europe, rather than Central Europe. International priorities 
in dealing with the problem need to reflect this variation. 

 
Strengthen within-country resources: 
• Persons within state institutions responsible for injury control need to be brought into contact 

with effective initiatives in other countries, whether in the region or outside; 
• Non-governmental organizations and campaign groups with a focus on injuries, whether at a 

local or national level, need to be supported and developed, as these will play a crucial role in 
getting injuries onto the policy agenda. 

 
Extend contacts between East and West 
• Research and policy development in the transition countries will benefit from maintaining and 

extending contacts between East and West. Many of the European initiatives on injuries have 
tended to pay scant attention to the transition countries, despite the scale of the problem; 

• The preparation of country analyses mentioned above could best be done as part of an 
international collaborative effort between East and West, that in turn will help strengthen 
national expertise and knowledge; 

• East-West contacts at the level of non-governmental organizations need particular facilitation. 
 
Formulate targets for injury reduction: 
 
• Within the framework of existing international initiatives, such as Heath for All, realistic 

national targets for injury reduction should be set with a focus on the specific priorities of 
each country; 

• International organizations should prioritise steps to ensure a reduction in East-West 
differences, particularly in view of the planned expansion of the EU. Injuries in childhood 
should be regarded as particularly sensitive markers of progress in children's health and 
welfare in countries which have been largely successful in controlling communicable diseases. 

 
International agencies to prioritise injuries in children 
• National and international donor organizations and institutions can play an important part in 

bringing the issue to the attention of policy makers in the transition countries and in helping to 
develop improved prevention strategies; 

• Resources at a national and international level will need to be committed if the steps outlined 
above are to be implemented. 
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4.2 Child abuse: How to address children’s rights in promoting 
health of children 

by Dr Paola Facchin, Department of Pediatrics, University of Padua, Italy 
 
 
Violence is one of the most relevant threats to community health at the end of this millennium. It 
troubles most developed countries and disadvantaged ones, and is acute or “epidemic”, in the form 
of conflict between countries, ethnic groups, and different communities; or is persistent or 
“endemic”, in the community, in organized groups or in the family itself. The relevance of the 
problem is enormous, in terms of life and health potential lost, disability and psychical outcome.  
 
It is however difficult to estimate correctly the impact of violence on a population. It depends on 
the range of manifestations (war, discrimination, maltreatment, exploitation, etc.) and of the 
complexity of their outcomes monitoring.  
 
Children are without doubt the least protected from violence. They pay the highest price, and they 
suffer the most bitter consequences of society conflicts, extremist cultures, marginality and 
poverty. Children are more vulnerable not only because of the difficulty to defend themselves due 
to their physical weakness, but also because of their dependence on adults for their very survival, 
and because of the lack of direct representation of their rights. This exposes children to all possible 
kinds of injury against their person and development. The more we consider what child growth and 
development require as an essential element of loving care, the more serious such injuries are. In 
the European Union countries, it is estimated that there are 600 000 abused children per year. This 
estimate increases at least six times in case of war (30/1.000 in Croatia) and even more so in cases 
of social link-breaking, extreme poverty and marginality. In Russia and in the newly independent 
Asian states, exhaustive estimates on child maltreatment are not available. Nevertheless the 
phenomenon is likely to be relevant. In the European Region, we can assume that there are at least 
5 million children in danger. Moreover, other aspects have been added to the traditional approach 
towards child protection, due to the growing public awareness of, for example, sexual exploitation, 
pornography, paedophilia, etc. The WHO European Region is acting to build new strategies to face 
the problems of child protection. The first problem to deal with is, what do we mean by child 
protection? This definition should be extended to the 52 countries of the European Region, taking 
into account the great differences among them. 
 
Social organization, economic conditions, cultural and religious habits and life perception are 
completely different amongst the countries. Therefore the concept of child protection itself requires 
more levels of interpretation: 
 
The first one regards the child’s own survival and the health prerequisites, such as in wartime, 
extreme poverty, ethnic and religious persecutions, etc.; 
 
The second one relates to predominant culture and attitude towards childhood among different 
societies, such as child labour and child exploitation, child weddings, religious and social practices 
and habits, etc.; 
 
The third one is inherent to the child’s life within the family, in larger communities and in relation 
to institutions, such child abuse and neglect. 
 
These levels are closely linked to each other and are interdependent. For example, the lack of 
prerequisites undoubtedly involves also the subsequent levels. 
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During wartime or in extreme poverty conditions, background, cultural and psychological factors 
increase the frequency of child abuse and neglect; furthermore the lack of social protection and 
administrative and community surveillance may prevent the support of high-risk situations and 
often the treatment of abused children. Moreover, even the advantaged countries experience wide 
gaps in the life conditions of some subgroups, and inequities between them and other countries. In 
fact the problem of refugees, and immigrants is now an urgent issue in European countries. 
Because of this, child protection in Europe requires coordinated, but specific and different 
interventions. 
 
To create common strategies sufficiently broad to cover each level, but not so general that they are 
merely pronouncements, it is necessary to project multidisciplinary actions, which should be: 
 
• on many plans of action; 
• flexible and adjustable to different geographical and social situations, with different 

complexity degrees; 
• modular, and able to be independently activated in different periods and sequences. 
 
Strategies should be drawn up on the following four topics: 
 
1. Monitoring of child abuse conditions 
 
The goal of this strategy is to get estimates, comparable and dynamic, and covering as many 
countries as possible, of the frequency and type of child abuse. 
 
The contents of this strategy include both current statistics and dedicated monitoring. 
 
It covers several possible sub-projects. Concerning current statistics, cooperation with 
EUROSTAT may be useful in order to select operative definitions and classification criteria to use 
in current health and legal statistics. 
 
Links that the European Union is to implement concerning the monitoring of injuries, perhaps 
including voluntary ones, could be of value. 
 
A first step could be an inventory of present available information, its sources and flows, 
definitions and accounting used. A concerted effort should be made to homogenize definitions and 
classifications between countries through a working group and, eventually, a consensus conference. 
Information produced by administrative processes is often subject to certain bias and is generally 
not of high quality, but there are relevant advantages. For instance, it is free, available, routine and 
thorough. I believe that using all available information from different sources, from administrative 
health and legal processes, could be worthwhile. 
 
Similar actions could be taken for specific surveillance, registers or “ad hoc” studies. The most 
effective action could be a network of small area-based surveillances to define quantitative and 
qualitative characteristics of the phenomenon. 
 
2. Training 
 
The goal of this strategy is to spread knowledge and professional skills on diagnosis and actions to 
help abused children and offenders. 
 
The contents of this strategy include the creation and diffusion of training kits as well as tutorial 
and support activities among countries and centres. 
 
The first step is to increase public awareness and professional skills in the countries especially in 
the less developed countries. We could organize specific links between countries so that some can 
support tutorial activities for others. Twinning of countries could be established in which stronger 



 

 53

countries could take support the weaker ones. A dynamic network of European centres could be 
created to support, possibly through telematics, the phases of diagnosis and the first intervention in 
favour of abused children. 
 
For this proposed strategy, it is essential to coordinate existing networks and to improve 
cooperation among those already working in this field. These could be a great resource for the 
European Region. Following the first planning stage, we could suggest strong connections with 
ISPCAN, the International Society for Prevention of Child Abuse and Neglect. 
 
Older active groups, for example, humanitarian professional associations, etc. could be contacted. 
 
3. Prevention 
 
The goal of this strategy is child health promotion and the decreasing incidence of child abuse and 
neglect. 
 
Contents of this strategy include actions on family health, mother-child relationship promotion and 
support in vulnerable situations. Three types of action could be suggested: the first one including 
health family promotion activities such as interventions in favour of the mother-child relationship, 
the support of pregnant women, delivery and birth care, etc. These interventions are already part of 
the WHO strategies for mother and newborn health The second type of action is to support and 
improve vulnerable family health, helping families through situations of vulnerability and their 
associated complexity of problems. The last type of action is the screening of high-risk families to 
select cases requiring specific monitoring intervention or treatment. 
 
There is disagreement about the conditions and the results of these two last approaches. The first 
one follows a holistic vision of the problem; it essentially improves the protecting factors and 
actively offers interventions to the whole population. It does not make discriminations. Moreover it 
leads to greater compliance. Finally, exhaustive and continuous population monitoring allows early 
detection of new vulnerable situations, thus getting a more efficient performance. 
 
The last approach selects subgroups of population in order to concentrate upon their interventions 
and resources. This approach is based on risk factors, their identification and contrasts; it reflects a 
common approach to be found in other prevention fields. The main advantage of this approach is 
on the concentration of resources and subsequently their more rational utilization. At present, the 
main handicap is the low efficiency of the screenings; they have a low sensitivity and a very low 
positive predictive value (around 1%). 
 
Advantages and disadvantages for both approaches concern the balance between economic costs 
and social costs. This balance can be defined only by taking into account the main culture as the 
prevalent guide and finally the available resources in each country. 
 
4. Research 
 
The goal is improving available knowledge about etiology, phenomenology, long-term natural 
history, efficacy of treatment, etc. The contents of this strategy could include the creation of 
research networks on several subjects, common data banks, clinical trials, etc. 
 
The improvement of knowledge is a key element in child protection. The many aspects of damage 
due to lack of protection are still unknown. Child abuse and neglect have been studied for a long 
tine. Even so, long-term natural history and the action of some individual and family protecting 
factors are not completely known. The lack of objective and shared elements of the evaluation of 
abused children and the treatment of perpetrators is another great problem. Therefore a major goal 
is to create new networks working at international level, and to coordinate the actions of the 
existing ones. 
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To activate these strategies, the following points have been included in the agenda for next months: 
 
• making work a network of professionals and centres that can support and partially carry out 

the actions 
• investigating the state of art via a questionnaire. This questionnaire has to be filled out for 

each country and therefore has to be simple, easy to fill in, able to highlight the fundamental 
aspects of the present condition in the Region. It is divided into the following sections: 
 
Section I: Awareness of the problem monitoring and epidemiological data. This section is 
divided into three parts: the first part is dedicated to current statistics, the second to registers 
or surveillance systems and the third to “ad hoc” studies. 
 
Section II: Training. In Allis section information about pre-service and in-service training of 
several professionals will be collected. 
 
Section III: Child protection system. It provides a description of legislation legal system and 
health and social services for each country. 
 
Section IV: Prevention. In this section, preventive programmes eventually implemented in 
some countries can be described. 
 
Section V: Participation in the European programme. This section explores the available assets 
for the strategies. 
 

• Establishment of a new Internet site, updating the activities undertaken and connecting the 
centres and the professionals involved in the strategies. 

 
The page consists of an introduction which briefly presents the context in which strategies on 
child protection will be implemented, and which lists the four strategies described above. The 
words: monitoring – training – prevention – research – agenda and news - state of art – data 
available and participant centres – are active. By clicking onto these words, other pages open. 
As regards the first four words, objective and intervention sub-areas are described. Clicking 
them opens a further page which describes actions already undertaken, what is being done and 
indicates connections possibilities. Clicking onto agenda and news gives information about 
meetings, deadlines, events, etc. The page on state-of-art and data available gives information 
about child protection for every country in the European Region. First a map of the Region 
and a list of the countries appear. By clicking onto a specific country, areas appear showing 
the available epidemiological data, laws, social and health organization. 

 
These pages could be very useful, and we ask your help to make available information about your 
countries. 
 
Finally the page related to participant centres includes news and addresses of participants. 
 
Will you kindly work positively together with us by: 
• suggesting comments, criticisms, advice about this idea; 
• directly participating in this enterprise; 
• giving us the name of one or more strategic persons on child protection in your country able to 

be point of reference for us; 
• filling out the questionnaire; 
• giving information about your country for the web page. 
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4.3 Integrated Management Childhood Illness (IMCI) 

by Dr Ivan Lejnev, Child Health and Development, WHO Headquarter, Geneva 
 
 
Every year, some 12 million children die in the world before they reach their fifth birthday, many 
of them during the first year of life. Seven I n every ten of these child deaths are due to diarrhoea, 
acute respiratory infections (mostly pneumonia), measles, malaria or malnutrition - often a 
combination of these conditions. The European Region, even with its own particular trends, does 
not differ much from the worldwide picture, and this is particularly evident in those countries in 
process of transition. Projections based on the global burden of disease analysis completed in 1996 
indicated that these conditions will continue to be major contributors to child death in the year 
2020 unless significantly more effort is applied to their control. 

 
 
The Integrated management of Childhood Illness (IMCI) approach is considered to be one of the 
most effective strategies in the control of these diseased. IMCI is a strategy developed by WHO 
and UNICEF. It provides basic care for the most common childhood illnesses, as well as preventive 
measures, and improved family and community practices. IMCI is a broad strategy.  
Its aims are to: 
• reduce deaths; 
• reduce the frequency and severity of illness and disability among children; 
• contribute to improved growth and development. 
 
The strategy addresses the five major life-threatening conditions of childhood: Acute respiratory 
infections (ARI), diarrhoea, measles, malaria, malnutrition and other associated conditions. Three 
components of the IMCI strategy have been defined: 
• improvement in case management skills of health staff through provision of locally adapted 

guidelines on integrated management of childhood illness; 
• improvements in the health system required for effective management of childhood illness; 
• improvements in child care at family and community levels. 

Distribution of 11.6 million deaths among children less
than 5 years old in all developing countries, 1995

Acute Respiratory
Infections

19%

Diarrhoea*
19%

Measles*
7%

Malaria*
5%

Other
32%

Perinatal
18%

* Approximately 70% 
of all childhood 
deaths are associated 
with one or more of 
these 5 conditions

Malnutrition*
54%

* Based on data taken from The Global Burden of Disease 1996, edited by Murray CJL and Lopez AD, and Epidemiologic evidence for a
potentiating effect of malnutrition on child mortality, Pelletier DL, Frongillo EA and Habicht JP, AmJ Public Health 1993;83:1130-1133
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The CHD programme is promoting the introduction of IMCI in the countries of the Region with 
high mortality and morbidity rates under five years of age. 
 
In the European Region, health system reform is one of the major concerns, particularly in the 
countries in transition. This involves decentralisation of management and capacity building at 
district level, including responsibilities for training and drug management, and the promotion of 
essential services. In that process, the IMCI approach  may play an important role by providing a 
tool for child health care at primary level which currently does not exist. The IMCI strategy could 
be a vehicle for revising and updating treatment guidelines and improving case management at 
primary level. IMCI could also be a tool for reducing the current number of unnecessary hospital 
admissions and a tool for more rational drug use. In the home setting, the IMCI strategy represents 
a tool for promoting appropriate care-seeking behaviours, improving nutrition, preventive care and 
correctly implementing the prescribed care. 
 
Several countries in the region have indicated interest in introducing IMCI as a strategy for 
improved child health care. There is, however, no previous experience in how this strategy will 
work in the European Region and particularly in the countries in transition. A pilot approach for 
the introduction of IMCI to the region was therefore proposed at an intercountry meeting on IMCI 
in July 1998 in Copenhagen and Kazakhstan was suggested as the pilot country. 
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4.4 Nutrition in the Life Cycle 

by Dr Aileen Robertson, Regional Adviser, Nutrition Policy, Infant Feeding and Food 
Security, WHO Regional Office for Europe 
 
 
 

Lifecycle: the proposed causal links 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: Ending Malnutrition by 2020: an Agenda for Change in the Millenium. ACC/SCN Geneva, 
2000.
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Session 5: Adolescent Health 
 

5.1 Adolescent health and development programme (ADH) family 
and reproductive health 

by Dr Robert Thomson, Adolescent Health and Development, WHO Headquarter, Geneva 
 
Why a special focus on adolescents? 
 
As a child approaches adolescence, major physical, psychological and social changes occur that 
can shape an individual’s entire life course as well as have an impact on their offspring. There is 
growing acknowledgement that what happens – or does not happen – during this critical phase of 
transition from childhood to adulthood, has significant implications both at the individual level, 
and for public health. From the public health perspective, there are several important 
considerations: 
 
There are health problems which are more prevalent in adolescents than in children or in adults 
 
• There are risk factors for health problems which are different for adolescents than for adults 
• There are more serious consequences of some health problems in adolescents, than in adults 
• There are health problems which need to be dealt with differently in adolescents than adults 

and children 
 
Who are we? 
 
ADH is a small programme within the Family and Reproductive Health (FRH) programme area. 
Our staff team consists of 5 professional staff (including 3 in fixed-term posts (1 of which is 
vacant), 1 in a short-term post and an associate professional officer), and 2 general service staff. 
Our budget for the 1996–97 biennium was just over $2 million. 
 
ADH was established in 1990, although it must be said that activities relating to the health of 
young people were initiated by WHO over 30 years ago. It would be fair to say that ADH has made 
a valuable contribution to the field, in its seven years of existence. In the words of an independent 
external evaluator, “The consensus view is that the influence of the work done by the ADH 
programme in shaping the content and structure of programming for adolescents worldwide, until 
recently undertaken by just two professionals, has been substantial and impactful. (J. Paxman, 
February 1996). 
 
What we see as our role, and what we are doing ? 
 
As indicated in the Meeting of Interested Parties that was held in June 1997, an important shift in 
ADH’s programming direction has taken place during the 1996–97 biennium. This new direction 
can best be characterized as a narrowing of our focus, but not of our interests. In essence, we are 
now focusing our efforts on a short list of priority issues, in line with: 
 
• our assessment of the needs in the field (as an increasing number of countries embark on 

adolescent health-related initiatives); 
• our mandate as a technical programme in WHO's headquarters; and  
• our capacity (in terms of both human and financial resources). 
 
The goal that we are working towards is a world in which adolescents are able to acquire the 
information, build the skills, access the health services and live in the supportive environment they 
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need for their health and development. In order to contribute to the efforts of organizations – both 
within and outside the United Nations system – who are also working towards this goal, our efforts 
are directed at synthesizing best practices, fostering ‘learning by doing’, and developing 
methodologies and tools in the following three areas. 
 
1. Improving the response of the health sector to the needs of adolescents2. 
2. Improving the capacity of families and communities to support the health and development of 

adolescents. ; 
3. Strengthening the monitoring and evaluation of country-level efforts to improve adolescent 

health. 
 
In addition, we are working to catalyze and to support the activities of other programmes within 
WHO and of other key partners3, in the field of adolescent health. 

                                                      
2 We have identified a set of – often interrelated – priority health problems: 
• health problems resulting from too early, unwanted and unprotected sexual activity; 
• health problems resulting from substance use/abuse: 
• mental health problems; 
• health problems resulting from accidental/intentional violence,; 
•  endemic diseases. 
 
3 Our operational partners include WHO’s regional and country offices, other agencies in the United Nations 
system (such as UNICEF and UNFPA) and organizations outside the system (such as the International 
Planned Parenthood Federation). 
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5.2 The European Health Promoting Schools network and the 
Health Behaviour in School Children Survey – Two European 
Initiatives 

by David Rivett and Vivian Rasmussen, Integrated Health Development, WHO Regional 
Office for Europe 
 
The European Health Promoting Schools Network 
 
The Council of Europe, the European Commission and the WHO Regional Office for Europe 
joined forces in 1991/1992 to create the European Network of Health Promoting Schools. 
Beginning as a pilot project in four of the countries of central and eastern Europe, the network now 
includes over 500 pilot schools with 400 000 students, in 37 countries. More than 2000 schools are 
linked to the network through national or regional arrangements. Over the past three years, the 
Network has expanded rapidly. The reason for success? The Network is seen by the health and 
education sectors as a consolidating initiative, gathering together existing knowledge and 
understanding about health promotion in the school setting, within a network of pilot schools. With 
partnership as both method and goal, the Network provides a flexible framework in which schools 
can determine their needs and work to meet them in their own ways. Participating pilot schools 
commit themselves to promoting health in schools by making them safe and health-enhancing 
social and physical environments. 
 
The network does not belong to the international organizations but is supported by them. It belongs 
to the participating schools with the primary objective of improving and protecting the welfare of 
pupils, teachers, non-teaching staff and the wider community. 
 
The Health Promoting Schools aims at achieving healthy lifestyles for the total school population 
by developing supportive environments conducive to the promotion of health, to be achieved by: 
 
• the creation of a supportive school environment with effective links to the families and 

community: 
• the offering of opportunities for, and requirement of commitment to, the provision of a safe 

and health-enhancing social and physical environment; 
• the facilitation of twinning and other exchanges to strengthen the project’s European 

dimension 
 
Every child and young person in Europe has the right, and should have the opportunity, to be 
educated in a health promoting school. 
 
Areas of innovation and change for the European Network of Health Promoting Schools 
 
• creating a health promoting school environment 
• introducing new teaching and learning methodologies 
• promoting democracy in the classroom 
• research and evaluation 
• reorienting management practices 
• building health into the curriculum 
• fostering relationships with the community 
 
The project is an agent of change moving the focus of health promotion and education into the 
school setting. 
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The Health Behaviour in School Children Survey 
 
The Health Behaviour in School-Aged Children (HBSC) study is a WHO Regional Office for 
Europe collaborative cross-national study. The HBSC study was initiated in 1982 by researchers 
from England, Finland and Norway. The first round of data collection took place in these three 
countries and Austria in the 1983/1984 school year and subsequent surveys have taken place since. 
The last round of data collection took place throughout 28 countries, involving 1300 children in 
each of three age groups: 11, 13 and 15 years old. Samples are randomly selected from schools 
and/or classes to be nationally or regionally (with a population of at least 1 million) representative.  
 
The data are collected through anonymous self-completion questionnaires administered in the 
classroom under “examination” conditions. An international standard questionnaire, which is 
designed to minimize reporting error, is used in all participating countries. All HBSC data are 
cleaned and re-ordered to a consistent format for inclusion in an international data file held at the 
University of Bergen, Norway. 
 
Topics covered 
 
Each HBSC survey includes a core set of questions covering: 
• health-related behaviours such as tobacco use, alcohol consumption, exercise patterns, leisure 

time activities, dietary habits and dental hygiene; 
• general health, physical ailments and medication use; 
• psychosocial adjustment including mental health, and peer and parental relationships; 
• demographic characteristics such as age, gender, household composition and perceptions of 

socioeconomic circumstances. 
 
Added value 
• development of health promotion policy 
• disseminate findings to relevant audiences 
• promote cross disciplinary research about young people 
 
Further information about these two initiatives can be obtained from the Health Promoting Schools 
website on http://www.who.dk/tech/inv/hps/.htm 
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5.3 Adolescent Reproductive Health Projects in Tallin and Tartu - 
Integrating Health Education and Services 

by Dr Ene Tomberg, Chief Specialist, Social Welfare and Health Care Department, Tallinn, 
Estonia 
 
I would like to start my report by a situation analysis. 
 
The Estonian Medical Birth Register was established in 1992 and is part of the Estonian Medical 
Statistics Bureau. The function of the register is to measure fertility in the Estonian Republic 
(Fertility rate per 1000 women of childbearing age (birth weight at least 500 g.). The basic 
document for data collection data is the birth certificate. 
 
During the period 1992–1996, the birth rate per 1000 women in childbearing age has continuously 
decreased. In 1992, number of births registered was 18 191 and fertility rate 48.2. In 1996 these 
were 13 229 and 35.9. 
 
During this period, the average age of pregnant women has increased slightly from 25 to 25.4 
years). The number of employed pregnant women has decreased, the number of housewives and 
unemployed has increased. The marital status of pregnant women has changed significantly: the 
number of married women has decreased (66.4% in 1992, 52.3% in 1996), and the number of 
women cohabiting, as well as single and divorced women has decreased. 
 
During the last four years, the number of women attending the Women’s Health Clinic before 12 
weeks of pregnancy has continuously increased (46.2%; in 1992; 59.6% in 1996). 
 
Considering the relatively high number of young pregnant women, we have to consider them very 
often as a risk group. They are have no employment, no home and no fixed income, all of which 
will make the life of their future baby unstable. 
 
Because of this, it is important to work with young people, inform them about family planning and 
the means of contraception. Does the term “family planning” mean only how many children to 
have? For young people of 13–14 years of age, it is difficult to understand why they need family 
planning, when they even have not yet thought about having a family. 
 
The basis of forming a happy family depends on the knowledge of young people, on what they 
want out of life and how they can achieve their aims, without having to experience something they 
would regret later – abortion, giving birth to an unwanted child, sexual abuse or sexually 
transmitted infections. The foundation for a healthy, happy family life is established at a young 
age, when an informed and self-confident young person can behave responsibly so that a 
relationship with a partner becomes a pleasant experience for both people. 
 
How often young women choose abortion as a method of getting rid of an unwanted pregnancy is 
recorded by the Estonian Medical Abortion Register: 
 
In 1997, the number of registered abortions was 19 157 and the average age of women requesting 
abortions was 28.32 years 
 

School education should also include sexual education, including different aspects/motives of 
sexual behaviour, anatomy and physiology, hymen, the psychological problems related to sexuality, 
sexuality as an important and positive part in human life, etc. Young people should certainly have 
knowledge of the means of contraception, as well as how to avoid sexually transmitted infections. 
Unfortunately, real life and discussions with young people reveal that just knowledge alone of 
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contraceptive devices is not enough to motivate young people to use them, particularly when such 
information is given apart from all the other issues concerning sexuality. 
 
An enormous amount of work in preparing youth for future sexual relationships has been done by 
the Estonian Family Planning Association, founded in 1994. In 1995, the FPA of Estonia became 
an associate member of the International Planned Parenthood Federation. The purpose of the 
Family Planning Association of Estonia is to improve the reproductive health of everybody living 
in Estonia. The Association is concerned about high abortion rate and decreasing birth rate. In 
family planning, the Association is for free choice based on good information and, like the IPPF, 
believes that it is the right of every individual and every couple to control their fertility and to have 
the knowledge and means of doing so. 
 
Planned activities in the Family Planning Association of Estonia 
 
1. To increase cooperation between various occupational groups and different governmental and 

nongovernmental organizations. 
 

2. To influence government policy on family planning, sexual education and reproductive health. 
 
3. To analyse the situation and needs in the field of family planning and work out a national 

programme for family planning. 
 
4. To promote the use of modern reliable methods of contraception and influence the availability 

of contraceptives. 
 
5. To support youth counselling centres and improve the quality of counselling in the existing 

services, with special emphasis on the rights of the clients. 
 
6. To create family planning and sexual education information materials and to educate health 

personnel and health educators. 
 
How can we inform young people about sexuality, reproductive health and health in general? Do 
we believe that when young people have been informed about what is good for them, that they will 
behave accordingly. Information forms only a premise for future behaviour. That is why youth 
health education should consider the two aspects: 
 
1. Behaviour is influenced mostly by long-term habits. Therefore an active, healthy way of life 

should already be emphasized from early childhood. 
 
2. The forming of good habits includes not only knowledge but also the emotional component, the 

pleasantness of the activity. 
 
The Ministry of Education has introduced to the school programs the health education for 
implementing the health education program, one part of it are the reproductive health issues. In the 
health promotion process there are three important factors: 
 

Initiative, organization, implementation 
 
We as medical persons have initiated the health education process, including issues regarding  
grammar and high schools programmes. 
 
According to Erik Centerwall the youth has to face the following key words: 
 

SEXUALITY, REPRODUCTION, LOVE, IDENTITY, PLEASURE 
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The youth will start the chain by identity: who I am? It is their main question. The young are 
interested in the changes in their body and at the same time they are comparing themselves to their 
age group ( the size and form of the breasts or penis etc).In conclusion one wants to know if he/she 
is like the others, because in the teenager age no one wants to be different from the others. 
 
How to organize the sexual education so that it were not boringly plain lectures in the classroom? 
There are working open Youth Services in the Republic, the number of which is 14 at the moment. 
In Tallinn there is the Youth Service at the Birth Clinic and at the Health Clinic, the Children 
Clinic started their Youth Service as well. In Tartu the Women Health Clinic opened their Youth 
Service . Everyone, in spite of age can visit the youth Service. 
 
In sexual education the following terms are considered: 
 
��the activities are carried out in small groups or individually 
 
��the conditions for open dialogue between the youth is encouraged, as well as between the adult 

consultants (doctor, psychologist, midwife) 
 
��an adult is both the leader and the guide of these discussions. 
 
One should always speak about the pleasure that is the essence of sexuality. Any young person 
should no let one self only be used, but one should always get pleasure from sexual relations. At 
the same time the young people should be taught how to protect oneself during the sexual 
intercourse. 
 
All the Youth Services are working under the guidance of Estonian Family Planning Association, 
they use the same logo. The Youth Service employees have gone through special training in the 
youth counselling. They can use all the written information like booklets and flyers to give out to 
the customers of the service free of charge. Family Planning Association initiated and sponsored so 
called 'yellow suitcase', that includes the lectures material (in Estonian and in Russian) for the 
youth about the anatomical and physiological changes in the body, different contraception methods 
and the examples of contraceptives. The suitcases have been delivered to the health education 
teachers to carry out the health education lessons at the schools. 
 
What do the young get from the Youth Service? 
 
��Consultation of the doctor or midwife about the means of contraception 

 
�� Group lectures and discussions about the basis of the family planning 
 
��Video-films (copied by Family Planning Association and with the Estonian subtitles) about 

safe sex and contraception 
 
��Free contraceptives for the first two months of active sexual life 
 
��Free pregnancy tests. 
 
According to the Health Insurance law in Estonian Republic all children and full-time students are 
covered by Health Insurance, the youth have an access to free medical service and they can buy the 
contraceptives with 90% discount by the doctor s receipt. 
 
The question about the financing of the Youth Services arises. 
 
There are several financial resources for the Youth Services and they may differ for service: 

 
��local government budget 
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��contractual agreements with the local health insurance 
 
��different programs of Ministry of Social Affairs, 
 
��trainings through the Estonian Family Planning Association 
 
��relations of local government foreign partners abroad. 
 
Do young people visit the Youth Services?  
 
According to the monthly report of Tallinn Youth Service 377 young people visited the service 
within the 20 working days. There is a wide interest and the young come also from their health 
education lessons at school to listen the lectures and to get answers to their very actual problems in 
the sphere of sexual life. 
 
The further plans include widening the network of the Youth Services, so that the consultation aid 
would be accessible in each town and region. 
 
In the development phase of so called "Tiger s leap" in school education - giving each pupil the 
knowledge in computers and opening the Internet centres: it is necessary to educate the youth also 
in safe sex, modern contraception devices and in family planning issues. 
 
The Youth Services working here have close connections with the AIDS Prevention Center by 
cooperation of it the different information materials are prepared. The cooperation project "from 
Youth to Youth" has started, the aim of which is to help forming the conscious responsibility in 
sexual behaviour to prevent HIV, sexually transmitted infections and unwanted pregnancy. The 
project includes lectures at schools and at AIDS Prevention Centre, work in the streets, at summer 
camps, seminars for different youth groups, massive events e.g. at Tallinn Town Hall Square and 
educating the new youth leaders. 
 
Only the cooperation of different programs and centres enables us to prepare the youth for the safe 
and pleasurable sex life. 
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5.4 Obstacles and Opportunities in the Development of 
Adolescent Reproductive Health Care 

by Gunta Lazdane, President, Family Planning Association of Latvia. 
 
 
Family planning and reproductive health in the countries of central and eastern Europe and the 
newly independent states of the former USSR are in a stage of transition, as has almost every area 
of life been in these countries since they regained independence. While conditions for women's 
health are generally improving, there are a lot of problems concerning adolescents. 
 
The psychological status of young people is influenced by the atmosphere in the family and 
society, by the economic downtown. 
 
A large number of all induced abortions in the countries of eastern Europe are in the age group of 
19 years and younger. Adolescents delivered 18.9% of all babies in Latvia in 1995.There is a 
tremendous increase in the incidence of sexually transmitted infections in most of the countries of 
eastern Europe which has a great influence on the reproductive health of the population and 
teenagers. The number of sex workers has grown over the last years and 10% of prostitutes in 
Latvia are adolescents. 
 
Sexual education is taught in every fourth school in Latvia. However, there is no certification 
programme for teachers, nor is there an accepted teaching programme for all forms. 
 
There is only one Youth Health Centre in Latvia with a population of 2.6 million where young 
people can seek health services concerning their reproductive health and sexual life. There is a 
special lecture course delivered to young people there, that helps the adolescents to understand 
themselves better. 
 
As to information and education in eastern European countries a lot is done by the 
nongovernmental organizations and their volunteers. There should be governmental support in the 
prevention of factors influencing the reproductive health of the adolescents. 
 
 
Introduction 
 
In eastern European countries the reproductive health needs of adolescents have been largely 
ignored by the present reproductive health services, though the importance of adolescence as a 
stage of development in the life of the individual has recently received international recognition. 
The Programme of Action of the International Conference on Population and Development held in 
1994 in Cairo stated: 
 
"Governments, in collaboration with nongovernmental organizations, are urged to establish 
programmes to meet the needs of adolescents and address adolescent sexual and reproductive 
health issues, including unwanted pregnancy, unsafe abortion, sexually transmitted infections and 
HIV/AIDS' (ICPD Programme of Action, 1994). 
 
Many nongovernmental organizations have defined young people as the target group of their 
activities As a nongovernmental federation of voluntary associations, the International Planned 
Parenthood Federation (IPPF) declares in its Strategic Plan – Vision 2000 "... institutional barriers 
continue to obstruct the provision of effective programmes that could not only prevent the rising 
incidence of adolescent pregnancy, abortion and sexually transmitted infections, but could also 
help young people to realize their sexuality in positive and responsible manner." 
 



 

 68

Eastern European countries have embarked on a difficult transition process from an authoritarian 
political system to democracy, from centrally guided economies to open market systems, from 
abortion to contraception and from ignorance to knowledge. 
 
Latvia is one of these countries and can be used as a typical example of the processes influencing 
the lifestyle and the reproductive health of adolescents. 
 
Political and economical situation 
 
According to the United Nations definition Latvia, since the restoration of full independence in 
1991, belongs to the group of countries with economy in transition. This transition period has 
created changes in the political life and economy of the country, lifestyle, priorities and the living 
standards of the people. While many people in Latvia have encountered difficulties in coping with 
the transition, young people are a particularly vulnerable group. 
 
Adolescents comprise a large part of the world's population. In many countries they form 20–25% 
of the population (Fathalla, 1990). 
 
In Latvia the percentage of adolescents is 13.5 (1994) with the estimated population of 2.6 million 
(1993) and the average life expectancy of 67.2 years. 
 
In 1995 the income per capita in Latvia was 37 Ls (1 USD =0,55 Ls). The trade unions of Latvia 
have estimated that in 1995 the expenses for food in Latvia had to be 31 Ls (Latvia, Human 
Development Report, 1996). A survey of household budgets indicated that the poorest spent only 
one fifth of the amount spent by the rich on food (Latvia, Human Development Report, 1995). 
Large families encountered the greatest difficulties. 
 
Thus, it is not surprising that the birth rate has decreased, the natural increase was negative t.i. –7.4 
in 1995. These difficult times have also led to a reduction in the birth rate in most of eastern 
European countries. In April 1996 7.0% of the economically active population in Latvia were 
registered as unemployed. Officials believe that "hidden unemployment" caused by work 
stoppages, unpaid leave, and a reduction of the work week might have totalled an additional 6–7% 
of the population. 
 
With the economic downturn, the number of families (single parents, families with many children, 
the unemployed, alcoholics, drug addicts and families raising a disabled or seriously sick child) 
that are unable or unwilling to take care of their children has grown. On 1 July 1995 about 1/6 of 
the Riga population (132 754) people were registered as the indigent in social assistance agencies 
(Health in Riga, 1996). From infancy to adolescent years, children encounter serious problems in 
those families, such as poverty, alcoholism and violence. 10% of the convicted persons are under 
the age of 18. In 1995 there were 6511 children without parental support or supervision. These 
factors influence the level of education. There were 2500 school-age children that did not attend 
school in Latvia in 1995 (Figure 2). In the school year 1994/95, 6.2% of the school children of 
Form 9 were expelled from school. Their average age was 15 years. 
 
The social environment affects the process of psychological changes in adolescents. Every fourth 
child in Latvia is born outside marriage, almost two thirds of all marriages in Latvia are divorced 
(Figure 4). 
 
The proportion of children born to unmarried mothers has increased in all eastern European 
countries. It is greatest in Estonia where 41% of all new mothers in 1994 were unmarried while 
only 25% in 1989. In Hungary the proportion increased from 12.4% in 1989 to 19.3% in 1994, in 
Poland from 5.8% to 9% and in Russia from 13.5% to 19% (Karlen, Hagner, 1996). All these 
social and economical problems lead to the factors that directly influence the reproductive health of 
adolescents . Unfortunately not all of them are studied or registered by the authorities and no data 
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are available. This study will focus on the trends in adolescent pregnancy and the incidence of 
sexually transmitted infections in Latvia today. 
 
Teenage pregnancy 
 
There are no data about average coitarche in Latvia. However the average age of sexual debut of 
200 women attending the contraceptive clinic in Latvia and participating in collaborative study 
with the Institute of Clinical Bacteriology, Uppsala University was 18.97 + 0.14 years, in Sweden –
16.01 + 0.13. 
 
There is a trend towards an increase in the number of teenage pregnancies in Latvia. Most of these 
pregnancies are unwanted and unplanned. 20–30% of the first pregnancies in the age group of 19 
years and younger result in induced abortions. In 1995, 14.5% of all induced abortions (25 933) in 
1995 in Latvia were in this age group, and this percentage is increasing from year to year. 0.24% 
(64 cases) of these induced abortions of the women of age of <19 years were over the 12th week of 
gestation and there were two cases of criminal, unsafe abortions in this age group in Latvia in 
1995. If we summarize all types of abortions (including spontaneous ) among teenagers, almost 
3000 pregnancies in this age group end in abortion every year in Latvia (2952 cases in 1994, 3146 
in 1995). 
 
The total number of deliveries in Latvia in 1995 was –21 620, the birth rate has been decreasing 
from 1991. 
 
There were 3262 deliveries by mothers of 19 years and younger (10 under 14 years) in Latvia in 
1994 and 3114 (12) in 1995 respectively. 
 
There are a few small studies characterizing the course of pregnancy and delivery in this age group 
in Latvia. In the study group of 306 adolescent mothers which delivered at the Riga Maternity 
Hospital in 1995 (Miltina et al., 1996) 54.6% were unmarried, 68.6% without an occupation, 31% 
of these women for the first time attended an antenatal clinic over the 22nd week of gestation. 
14.4% of the study group were multigravidas and 10% multiparas. There was a higher incidence of 
urogenital tract infections and anaemia in comparison with 300 cases of the control group – women 
who delivered at the age of 20–25 years. There was 7.5% of premature deliveries (5.1 % in the 
control group) in the group of pregnant women of 19 years and younger. 
 
There are registered maternal death cases in the age group of 19 years and younger in Latvia: one 
case in 1991, two in 1994 and one in 1995. Social, physical and psychological factors are all 
associated with adolescent pregnancy and their reproductive health after their deliveries at a young 
age. As teenage pregnancies occur more frequently among young women of lower social 
background, it has often been explained that the poorer outcomes of those pregnancies were due to 
social characteristics rather than to the young age of the mother. However, recent studies aimed at 
disentangling the different factors behind the adverse outcome of teenage pregnancies have 
indicated the independently negative impact of young maternal age (Chenet, 1996). 
 
Sexually transmitted infections among adolescents 
 
Adolescent sexual activity is increasing worldwide. Premature sexual intercourse results in 
increased risk of sexually transmitted infections (STIs). Sexual intercourse at a very young age has 
also been associated with an increased risk in cervical cancer. 
 
During the recent years there has been a dramatic increase in the total number of cases of sexually 
transmitted infections in Latvia; the average age of the patients suffering from STIs is decreasing. 
The morbidity with syphilis has increased by 30% in the 9 months of 1996 in comparison with 
1995 and up to 10% of these patients are adolescents. The same trends are apparent in the 
incidence rate of gonorrhoea and chlamydia infection. 
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In many societies, adolescents face pressures to engage in sexual activity. Young women, 
particularly low-income adolescents, are especially vulnerable. According to the data of the Moral 
Police of Latvia every tenth registered prostitute in Latvia is a teenager (figure 10) and it is typical 
that they are badly informed about how to protect themselves. In 1995 the youngest sexually 
transmitted syphilis case in Latvia was a 12 years old girl (Fig.7 & 8). The same as in the whole of 
the former communist bloc, all forms of sexual molestation of children have been a virtually 
forbidden topic of discussion. Consequently the inadequacies of experience and knowledge by the 
police and social authorities is a great obstacle. For the same reason there are no facts and statistics 
compiled. There are no data about sexual violence in the family, however, when analysing the 
number of articles in newspapers and journals dedicated to this topic, the number of cases seems to 
be increasing. 
 
Adolescent contraception 
 
The number of people using modern, effective methods of contraception Is low in the countries of 
Eastern Europe. In accordance with the data of the Bureau of Medical Statistics of the Latvia 
Republic (Riga, 1996) only 18,9% of fertile age (1544) women used combined oral contraception, 
intrauterine device or had surgical sterilization performed. Contraceptive prevalence rate. is. 
estimated at 23.4% in Estonia (1994), 11 % in Romania (1992), 59% in Czech Republic (1994) 
(Family Planning and Reproductive Health in CCEE/NIS, 1995). There are no data about the 
condom users in Latvia and contraception among adolescents. In 1994 and 1995 3121 adolescents 
were consulted by the gynaecologist, and family planning counselling was effected (Zumente, 
1996). In 53.8% of cases condoms were recommended as well as they were informed about the 
emergency contraceptive methods. In 30.1 To combined low dose oral contraceptives were 
prescribed. However in order to evaluate the use of contraceptives among the adolescents there is 
the need for more detailed studies to be performed.  

 
Adolescents are to buy prescribed contraceptives for a full price. The Latvian Association of 
Obstetricians and Gynaecologists has turned to the government to find a possibility to finance 
contraceptives for teenagers and has explained the benefits this may bring to the future health of 
the population. However, this has not been possible as yet due to the economic situation in the 
country and the budget deficit. 
 
Sexual Education 
 
Sexual education plays an exceedingly important role in the postponement of sexual involvement, a 
decrease in untended adolescent pregnancies and the rate of SID (Dexeus, 1996).While the 
increasing rates of pregnancy and STIs among young women indicate the necessity for education 
targeted at girls and boys, sexuality education is in fact needed for all age groups in Latvia. Well 
co-ordinated efforts to improve sex education in Latvia are made for the benefit of young people. 
"Health promotion" activities are become increasingly popular. Sexual education has not been 
incorporated yet as a comprehensive part of the school curriculum. On a voluntary basis it has been 
taught in approximately 250 schools (there are 1000 schools in Latvia). More than 600 teachers 
have sought training to become health education teachers. There is no certification programme as 
yet, nor is there an accepted teaching programme for all forms. 
 
Information, education and communication work is carried out by the non-governmental 
organizations, such as the Latvia's Association for Family Planning and Sexual Health, the Health 
Education Teacher Association etc. 
 
The Youth Health Centre which was organized in February 1993, has been attended by 20 000 
young people to get more information about their reproductive system, health, contraception, 
sexuality and other topics (Busa, 1996). 
 
In Estonia sexual education is part of the health education program included in the curricula of the 
fourth, seventh and tenth forms. Health education lessons are conducted by teachers of various 
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specialities, health workers and psychologists. The treatment of family planning and sexual life at 
schools is often unsatisfactory due to the lack of suitable teaching materials and/or the insufficient 
training of teachers. In this respect the situation in Latvia is the same as in Estonia. 
 
In Lithuania the Catholic Church has a strong influence on the government, especially on the 
ministers of education and health care. This influence interferes with the introduction of a family 
planning program and also sex education. This happens, as it were, to "save life and moral values 
of society" . 
 
Health Care Services for Adolescents 
 
The Youth Health Centre in Riga is the only medical institution in Latvia which specializes in the 
provision of medical service for adolescents. The teenagers may get consultations of a 
gynaecologist, a urologist and a psychologist. In other out-patient clinics chidden below 18 are to 
pay a reduced fee for a consultation (l/5th of the usual fee). Unfortunately, the attitude of the 
gynaecologist towards young people is not always welcoming and friendly, the specialist 
sometimes fails to provide a certain degree of privacy, which discourages adolescents to seek 
medical attention. 

 
Several new youth health centres are going to be organized in smaller towns in the near future. 
 
Adolescent Reproductive Health Research Needs 
 
All the aforesaid data prove that no research has been performed to evaluate the reproductive 
health of adolescents in Eastern Europe. Statistical data are not available or difficult to compare 
because standardized definitions are not used in every country. The results of the research ought to 
he the source of reliable information which could be used to find the correct ,the most 
cost-effective ways how to solve the problem. These results should be the basis for national 
long-term programs of improvement the reproductive health situation among the adolescents in 
Eastern Europe. 
 
Conclusions 
 
Most of the factors characterizing the situation in Latvia and other countries of eastern Europe (the 
high rate of unwanted pregnancies and induced abortions, the high incidence of STIs) have a 
negative influence on the reproductive health of adolescents. There should be governmental 
support to introduce health and sexual education in the school curriculum and to improve the 
accessibility to the family planning consultations and medical professionals. Special funds should 
he raised to provide 
adolescents with cheap, modern and effective contraceptives or contraceptives free of charge. 
Non-governmental organizations are to be supported in the process of providing information for 
young people on the problems related to sexual and reproductive health. 
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5.5 How Adolescent Health is Addressed in Israel 

by Dr Adaya Barkay, Head, Department of Mother and Child Health, Ministry of Health, 
Israel 
 
Background information 
 
Israel has a population of 6 million out of which 29.8% are below the age of 14. This compares 
with 17.2% in Denmark, 22% in the USA and 19% in France. 
 
The fertility rate in Israel is comparatively high: 2.88 (Denmark's fertility rate is 1.8). While the 
Jewish fertility rate is 2.56, the rate in the Arab population is 4.69. 
 
Israeli legislation concerning youth, 1949 
 
By law, children must attend school for 11 years: from five years of age (pre-school) until 16 years 
of age (must complete year 10). Compulsory education is free of charge. 
 
A girl can get married with the Court's permission after she turns 16. 
 
The legal age of adulthood is 18, but there are two exceptions whereby the law permits children to 
act without parental consent before they turn 18: 
 
• A juvenile (minor) does not require the consent of her parents for pregnancy termination (the 
termination is performed free of charge). 
• Any youth can apply for an HIV/AIDS blood test without parental consent. 
 
Some causes of adolescents' mortality and morbidity in Israel 
 
Suicide 
 
Most attempts are made by adolescent women in the 15--4 age group. In 1994, there were 416 
successful suicide cases. Apparently, youth suicide is due, in many instances, to family conflicts 
and social difficulties. Although lower than European rates, suicides are on the increase in Israel. 
 
Goffin et. e1 (1997) adds that for every successful suicide there are 35 cases of attempted suicides. 
Similar to many western countries, attempted suicide is three times more prevalent in girls, while 
more boys succeed in their attempts Suicide attempts have been recorded from as early of 10 years 
of age By the age of 17 the number of suicide attempts multiplies by 11. Suicide was attempted 
mainly jumping from high buildings, hanging, and the use of weapons. 
 
Violence 
 
More boys have reported exposure to violence. In the 6th and 7th grades,16.4% of the boys and 
5.3% of the girls reported having been involved in a scuffle in the year prior to the survey. The 
rates drop in the 10th and 11th grades to 9.3% and 4.2% respectively. 
 
Police records indicate that between 1992 and 1994, 4,800 assaults were reported. 20% of them 
occurred within a school. Corrective Youth Services data show that in 1990–1994, there has been 
an increase of 31% in the number of juveniles that were referred for violent behaviour. Data of 
youth referred for observation because of violence show an increase of 46% up to 14 years of age 
when compared to previous years, and an increase of 33% of youth aged 17 and over (Har-El et al, 
1996). 
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Misuse of medicine and psychoactive substances 
 
Around 26.9% of children studying in grades 6 to 12 have reported to smoke a cigarette in the 12 
months prior to the survey. Smoking rates rise rapidly and at grade 10–11, 46% of the students 
smoke at least one cigarette a day. Also of concern is the rate of girl-smokers: from 6% in grades 
6-7, the rate rapidly increases to 38% by the time girls get to grade 11. Around 8.5% of the 
respondents have need "uppers", slimming pills, sleeping pills or anti-anxiety drugs not for medical 
purposes (Har-El et al, 1996). 
 
Injuries 
 
A recent study (Goffin et al. 1997) indicates that injury is the highest cause of death under the age 
of 17. The most common causes of death is 'car accidents' (51%), drowning (9%), suicide (7%) and 
falls and burns with 5% each. It is of concern that of all the emergency department admissions for 
injuries, the rate of the 15–17 year olds is one of the highest. In this age group, car accidents are 
asked intentional injuries are the most common cause of admission. 
 
Sexually transmitted infections 
 
Around 20% of students in the higher grades (10–11) have engaged in sexual intercourse. Nearly 
one half of them have had more than one sexual partner. These rates are much lower than US rates. 
A considerable proportion of sexually experienced students have reported to have had unprotected 
sex in the last time. In fact, 20% of sexually active boys have not used a condom in their last sexual 
intercourse. This is in comparison with 40% in the United States (Har-El et al, 1996). 
 
Specific Services for Youth 
 
School health 
 
The Ministry of Health provides school health services under the auspice of the Department for 
Mother, Child and Adolescent Health. These services are protected by the law and cover 100% of 
the students in all compulsory educational institutions. The School Health Service provides 
elements of preventive medicine as well as health promotion interventions. Nurses and doctors who 
undergo ongoing specialised training. They immunise all the students, perform vision, hearing and 
development tests according to a set of guidelines and a structured programme Health promotion 
and health education programmes are currently undergoing rapid development but have not yet 
reached, in my opinion, the required scope. 
 
The Israeli Defence Force (IDF) 
 
Since Israeli legislation requires the conscription of both boys and girls over the age of 18, a large 
proportion of Israeli youths spend between two to three years in the armed forces. The Education 
Corps and the Medical Corps of the IDF are operating health promotion programmes in 
conjunction with the Ministry of Health's Public Health Services. The programmes are suitable for 
the needs of the armed forces as well as the needs of the youth. Immunization programmes and 
comprehensive screening tests are also performed in this setting. 
 
Two segments of the population are not exposed to these activities: a part of the non-Jewish 
minority and the entire ultra-orthodox Jewish sector. We do not have sufficient data on these youth 
groups. 
 
I would like to add that paradoxically, cigarettes are sold at a lower cost within the armed forces 
canteens. The consumption of alcohol, beer in particular, has been increasing among uniformed 
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personnel. These are counter productive for public health programmes. However, illegal drug use is 
severely punished in the IDF. 

 
The Formal and informal education systems 
 
These systems allocate a considerable level of their resources to a number of comprehensive 
programmes concerning relevant, current health issues. They also account for problems diagnosed 
by the Ministry of Health and by any other Organization involved in adolescent health in Israel. We 
also encourage the activity of Health Promoting Schools. 
 
Nongovernmental Organizations 
 
There is a wide range of nongovernmental organizations in Israel, which target mainly youth. Some 
of the main activities are: 
 
• "Open Door": Sexual health education, including contraception. 
 
• Attentive ear": An open telephone line providing mental health support service. 
 
• "E.L.E.M.": Focuses on detached youth and engages mainly in outreach programmes at less 
       traditional settings including the streets, deserted houses and town squares. 
 
• Open telephone lines: provide advice and support for sexual abuse victims. 
 
Youth Migration Health Services  
 
Migrant Youth Health Services target mainly migrant children and youth at bonding schools and 
focus mainly on sexual health education and mental health education. This is due to the higher 
level of difficulties resulting from the migration process affecting migrant youth. 
 
Health promotion programmes 
 
Out of 39 health promotion and health education programmes funded by the Ministry of Health, 14 
are targeted at youth. 
 
 
Future plans 
 
Adolescent health has been awarded the highest priority in the 1998–1999 work plan. Recent data 
indicate an increase in eating disorders including anorexia and bulimia, and a sharp rise in violent 
behaviour among youth. The Ministry of Health acts to periodically amend the guidelines and 
change professional attitudes to these issues particularly among school nurses and doctors. The 
Ministry of Health developed a specific training programme for all 150 school doctors. 
Additionally, the Ministry encourages an interdisciplinary approach, particularly in the area of skill 
development for earlier detection of eating disorders, drug misuse and other symptoms among the 
teacher and school health professionals. Parents are encouraged to become actively involved in the 
treatment of their adolescent children and are instructed to refer them without delay and with no 
hesitation whenever in doubt, to mental health services specializing in youth. 
 
In order to increase awareness, the Ministry of Health and the Ministry of Education have directed 
school principals, educational advisors and teaching staff to incorporate a variety of educational 
activities pertaining to health issues in a number of settings: in staff room, throughout the 
curriculum, in less formal occasions and in cooperation with parents. 
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What else should be done? 
 
1. We must improve data collection and analysis methods; particularly those pertaining to data 
collected from the health charts of each student. The medical chart included all the details from 
birth, as it follows the student from the Mother and Child Health Clinic and on to the end of his or 
her schooling. 
 
2. We must make better use of the existing school health services. 
 
3. We must act for earlier detection of children at risk: for this reason we must act for an attitudinal 
change and behavioural changes among many of our doctors and nurses. 
 
4. We must act for legislative changes, for examples, regarding uncontrolled advertising of tobacco 
and alcohol products and the promotion of dietary preparations. 
 
5. Improved enforcement of existing legislation concerning the supply of alcohol and tobacco 
products for under-aged people, and of driving while under the influence of alcohol. 
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5.6 Peer Education Project - Experiences from Local AIDS 
Initiatives in Portugal 
by Dr Beatriz Calado, Division of Maternal health and Family Planning, general Directorate for 
Health, Lisbon, Portugal 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
                        PORTUGAL       Health Regions 

 
1995 
Inhabitants 9 371 319 
Birth rate 10.8 per 1000 
Mortality rate 10.4 per 1000 
Fertility rate 41.8 per 1000 
Number of children per woman 1.4 

 
 

Age group distribution, 1995 
(Adolescent population: 1.423 800 = 14.5%) 
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Infant mortality – per 1000 live births 

 
 
 

Perinatal mortality (28 weeks+) – per 1000 live births 

 
 
 

Maternal mortality – per 100 000 live births 
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Births by place of birth  

         Thousands 

 
 
 
 

Specific fertility rates by age group 
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Contraception 
 Last survey 
 
• 1993 – 8 districts 
• 70% of women in fertile age use a sage contraceptive method 
• Target – 80% at year 2002 
 
 
 

Health Promotor’s Association 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 
Haja Saúde 

 
 

 

 

 

 

 



 

 83

Birth in adolescents 
(<19 years old) (% of total births in the year) 

 
 

Live births in adolescents 
In 1996 live births in adolescents represents 7.1% of total births 

 
 

Percentage of total births 
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Young health animators project 
 
They are: 
A Sub-project from PEPT 2000 – Education For All Programme  
whose goal is  
• to reduce low school attendance/ absenteeism and 
• to eliminate early school-leaving 
An integrated inter-institutional work project: 
• Schools/bureau of the Educational area – Setubal city 
• Health Care Centers/Setubal District Coordination 
• Portuguese Youth Institute 
• Local government authorities 
• Parents associations 
• Childhood Protection Committee 
 
Their goals: 
To promote health among teenagers in school: 
• by making schools more attractive through entertain-pedagogical activities, 

making possible different and healthy ways of having fun on sparetime-activities 
and promoting behaviours, feelings and attitudes that may contribute to the 
development of students as individuals and as part of a group. 

• by training small groups of "peer-leaders" and promoting their work with other 
students, so that they can be free human beings able to plan and follow their life 
project and to make their own decisions when necessary. 

 
They do: 
• Young health animators are training in areas, such as: physical, sexual, 

environmental, civil, nutritional education, cultural personal development, 
communication and drama, using entertain-pedagogical techniques 

• Meetings and debates with parents and teachers 
• Entertain-pedagogical activities involving pupils and/or teachers 
• Sharing experiences with other regional programs, organizing activities together 
• Publication of educational and promotional material 
• Activities on Health topics with pupils not directly involved in the project 
• Organization and/or participation in meetings and/or exhibitions in and outside 

schools as a way of bringing our activities to public notice. 
 
How? 
• The strategy consists of working on factors that are health-promotors in 

adolescents such as: self-esteem, assertiveness, cognitive flexibility, social 
support background and resilience. 

• The program is developed weekly, during the school year, in proper places at 
schools. 

• Beyond the regular activities, meetings with students from several schools having 
a similar project will take place in youth hostels. 

• Our work aims at every youngster, not only the so called "problem-students" 
(unsuccessful at school, older than their fellow-students on the same study-level, 
coming from disfunctional families, with a total lack of expectations from school) 
but also the sucessful ones on social, personal and study levels. 
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Young health animators project 
 
They have achieved: 
• Reduced rates of early school-leaving in the schools we are working with 
• Increased number of youngsters integrating in the project every year 
• Developing behaviors of cooperation among the young health animators (Y.H.A) 

themselves and between them and the community 
• Developing the self-esteem of the Y.H.A 
• Increasing assertiveness of the Y.H.A 
• Increasing the Y.H.A’s capacity of conception, organization and control of the 

activities 
• Improving the way the child and young care organizations relate and work 

together 
• Improving the relationship between the institutions participating in the project 
 
 
Health promotion for migrants’ community (Amadora) 
 
• To provide migrant communities with informed people able to act in the 

community as health promotors in order to influence attitude and behaviour 
regarding the prevention of STDs including AIDS 

• To provide technical and practical training in social and medical issues of AIDS to 
volunteers that will support people with HIV infection 

• To carry out studies in these communities aiming at a better knowledge of their 
behaviour 

• To exchange experience with European cities where there are a similar presence 
of migrants 

• To study appropriate training methodologies and educational materials 
 

Peers programme “Haja  Saúde”(Cheers for health) 
 
Partnerships:  
- Ministry of Health 
- Portuguese Youth Institute 
- Family Planning Association 
Target group: 
-Adolescents aged from 14 to 18 
Objectives: 
- To develop a National Youth Agents Network 
- To train and support 300 individuals as information agents 
- To train 3000 individuals as information agents helpers 
Specific objectives: 
- Information and prevention on SDTs including AIDS, hapatitis and tuberculosis 
- Improvement of the ability of adolescents for positive attitudes and feelings 
- Making adolescents able to inform actively their peers 
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Hospital internments 
Age 10-19 in 1996 

 
 

Infectious and parasitics   677   591 
Neoplasms   861   936 
Endocrine,nutritional, metabolic and immunity disorders   362   406 
Blood diseases   364   347 
Mental disorders   242   310 
Nervous system and sense organs   946   825 
Circulatory system   382   196 
Respiratory system 1815 1459 
Digestive system 3556 2614 
Genitourinary system 1616   973 
Complications of pregnancy, childbirth and the puerperium        - 8384 
Skin and subcutaneos tissue   835   739 
Musculoskeletal system and c. tissue 1066 1055 
Congenital anomalies   800   560 
Conditions originating in the perinatal period       4       7 
Syntoms, signs and ill defined conditions   801   818 
Injury and poisoning 7046 2562 
 

 
 

 
  Main health problems for youths 

 
 

• Pregnancy 
• Violence 
• Drug addiction 
• AIDS 
• Chronic disabilities and congenital anomalies 
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Session 6: Data Collection and Processing in 
Reproductive Health/Women's and Child Health 

 

6.1 Demonstration of OBSQUID Tools for Data Collection and 
Feedback 

Quality of Care and technologies, World Health Organization Regional Office for Europe 
 

6.2 Health for all database - Access and Installation Instructions  

Demonstration of database set up and use by Dr Remigijus Prokhorskas, Health Statistician, 
WHO Regional Office for Europe 
 
The Health For All Database (HFA-DB) contains data on key health statistics (HFA indicators) for 
European countries and includes software to display these data in a user-friendly way. The HFA 
indicators include data on mortality, morbidity, health services, lifestyles and some other health-
related topics. These data can be easily displayed in the form of maps, different types of charts or 
tables. 
 
The WHO Regional Office for Europe collects statistical data from various sources, primarily from 
national counterparts on health statistics. Updated HFA-DB issues for distribution are produced 
and placed on Internet twice per year. 
 
 
The HFA-DB can be downloaded to your PC from Internet: 
 
1.  Via WWW: 
• Connect to home page of WHO/EURO's World-Wide Web Server at www.who.dk 
• Select "Country Information" 
• Download instructions and HFA statistical database. 

 
2.  Via FTP: 
• Connect to ftp.who.dk 
• Use ANONYMOUS as user-id and your own Internet ID as password 
• Choose files from the directory HFA 
• The files SETHFAWD.EXE and README.HFA contain correspondingly the database and 

the appropriate instructions  
• Switch to binary mode before receiving the .EXE file. 
 
Hardware and software requirements:  
 
• 386 or higher IBM compatible PC 
• Mouse 
• VGA or Super VGA screen mode 
• About 8 Mbytes free space on hard disk 
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For WINDOWS version of the HFA-DB: 
• MS WINDOWS 3.1 or higher 

• 4 Mbytes of RAM 
 

For DOS version of the HFA-DB: 
• MS DOS 5.0 or higher 
• About 520 Kbytes of free RAM 
 
 
Installation and starting up 
 
• Create a directory (e.g. HFADB) on your hard disk and download the files from Internet or copy 
them from distribution diskettes into this directory 
 
• Run the SETHFA*.EXE to decompress files. 
 
• After installation you may wish to delete SETHFA*.EXE to save space. 
 
• Start WINDOWS version of the program by running WHFA.EXE (or HFA for DOS version). 
 
• Read Help text first.  
 
• From Parameters menu select up to five indicators, countries and years which you are interested 
in. Select any graphical or tabular data display option to view these data. 

Contact 
If any problems occur during access, installation or work with the HFA-DB please contact:  
 
Epidemiology, Statistics and Health Information Unit 
WHO Regional Office for Europe 
Scherfigsvej 8 
DK-2100 Copenhagen 
Tel: (+45) 39 17 14 82 or (+45) 39 17 14 39 
Fax: (+45) 39 17 18 95 
E-mail: RPR@WHO.DK or BCW@WHO.DK 
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Annexes 

Instruments for collecting information 
 
 
RAPID ASSESSMENT TOOL 
 
PART 2 
 
INSTRUMENTS FOR COLLECTING 
INFORMATION 

 
SOURCES OF INFORMATION METHODS AND INSTRUMENTS 
 
For possible sources of existing Check-list of issues to understand the information please refer to 
Annex 1 of overall situation of adolescents in the Part 1 of the rapid assessment tool district V 
country (Instrument I) 
 
Staff in relevant government Individual interviews (Instrument II) departments (health education 
and youth affairs) in youth serving Non Government Organizations 
 
 School-going adolescents Focus group discussions (Instrument III) 
 Administrative staff in schools Individual interviews (Instrument IV) 
 Teachers Focus group discussions (Instrument V) 
 Parents Focus group discussions (Instrument VI) 
  : 
 Adolescent patients User-system interaction method: 
1. Learning about the perspective of Health care 
providers in clinics in/near adolescent patients 
through individual schools and in the district 
hospital interviews 

(Instrument III) 

2. Learning what health care providers 
Administrative staff in the health believe are 
adolescents perspectives and facilities referred to 
above learning about their own perspectives 
through individual interviews. 

(Instrument VII) 

3. Gathering objective information about
 the service through individual interviews
 with health care providers (above)
 administrative staff and observation 

(Instrument IX) 

 
 
Other providers of sexual and Individual interviews (Instrument X) reproductive health services in 
the district: private medical practitioners pharmacists and traditional healers 
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INSTRUMENT I. 
Check-list of Issues to Understand the Overall Situation of Adolescents in the 
District V Country 
 
1. CONTEXT: 
 
1.1 The political and socio-economic situation in the district V country 
1.2 The cultural perception of the Place' of (male and female) adolescents 
 
2. SOCIO-DEMOGRAPHIC SITUATION: 
 
2.1 Distribution of the adolescent population: age sex urban/rural location 
2.2 Family structure 
2.3 Marriage/cohabitation patterns 
2.4 Educational levels and school/college enrollment levels among adolescents 
2.5 Employment levels among adolescents 
 
3. HEALTH STATUS OF ADOLESCENTS: 
 
3.1 Main causes of mortality by age and sex 
3.2 Main causes of morbidity by age and sex 
3.3 Fertility rates by age 
 
4. LAWS & POLICIES AFFECTING ADOLESCENT HEALTH: 
 
4.1 (Laws and policies on) Sexual activity 
4.2 (Laws and policies on) Marriage 
4.3 (Laws and policies on) Access to health information and services 
 
5. INSTITUTIONAL RESPONSES IN THE AREA OF ADOLESCENT HEALTH: 
 
5.1 Initiatives of government bodies Non Government Organizations and the 
commercial sector in promoting and preventive health 
5.2 Initiatives of government bodies Non Government Organizations and the 
commercial sector in curative health and rehabilitation 
 
6. KNOWLEDGE & ATTITUDES OF ADOLESCENTS: 
 
6.1 Awareness of main causes of mortality and morbidity 
6.2 Attitudes to taking steps to avoid these health problems 
6.3 Perception of health related needs 
 
7. BEHAVIOURAL PATTERNS OF ADOLESCENTS: 
 
7.1 Fertility (and contraceptive use) behaviour 
7.2 Substance use behaviour 
7.3 Health care seeking behaviour 
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INSTRUMENT II. 
Check-list of Issues to Cover in Individual Interviews with Staff in Relevant 
Government Departments (Health Education and Youth Affairs) and in Youth 
serving Non Government Organizations) - at the district levels 
 
 
1. What do you think are the most important goals for adolescents (in this district) today? 
Note: Responses to this may include gaffing a good education finding a good job serving their 
community supporting their family etc. 
 
2. Are there any things (in this district) that may prevent them from achieving these goals? 
Note: Responses to this may include 'gaffing into bad company' lack of opportunities gaffing a 
fatal disease like AIDS. If a health problem is identified use that to lead into the next question. If 
not ask them about threats to health and then lead into the next question. 
 
3. What are the most common health problems that adolescents (in this district) 
face today? 
Note: If health problems associated with too-ear/y unprotected and unwanted 
sexual/ activity are not mentioned 'name' them and ask for reactions. 
 
 4. What needs to be done to contribute to the healthy development of adolescents 
and to assist them when they have health problems (and what is currently being 
done in this district)? 
Note: In addition to finding out the viewpoints of members of this influential group 
on what needs to be done try to draw out information on what is being done (to 
understand which organizations are active in this area what they are doing how 
they relate to each other and what their interests and concerns are). A/so try to 
obtain a sense what the local sensitivities and tensions are (in relation to working 
with ado/ascents). 
For additional information on key informant interviews please refer to Annex 2. 
 
Rapid Assessment Tool - Part 2 Instruments for Collecting Information I  
 
5. Do you feel that you/your organization is able to carry out its responsibilities in 
helping adolescents stay healthy and develop into well-adjusted adults? 
Note: Probe further. If the answer is yes find out what help they need to continue 
doing this. If the answer is no find out what is preventing them from carrying out 
their responsibility and what help they need. 
 
6. What are your views about the health education programme which addresses 
matters relating to sexual and reproductive health being conducted in the 
school? 
Note: 'Health education' may have been identified as one of the important things 
that needs to be done. If not do so yourself and probe to find out their views fend 
the underlying reasons for the same J. 
 
7. What are your views about the provision of heath services relating to sexual and 
reproductive health in clinics within/near the school? 
Note: Providing good quality health cervices' may a/so have been identified as 
something that needs to be done. If it has not been named do so yourself and 
probe to find out their views. If they fee/ this is wrong ask them where in their 
view ado/ascents with health problems associated with too early and unwanted 
sexual/ activity go for help currently and whether they would be happy if things 
stayed that way. 
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INSTRUMENT III. 
Check list of questions/issues to Cover in Focus Group Discussions with School 
Going Adolescents3 
 
Note: For each group put down the age range the sex and the educational level (which classes the 
ado/ascents are in). 
 
Their perspectives on their life-circumstances 
 
1. What is it that members of the group like the most (and like the least) about their school? 
 
2. What do members of the group do when they are not at school? Note: Probe for information on 
whether they have to work either within their homes or outside the home (in a farm/shop/workshop 
run by someone within their families or by someone outside the families). Also probe for 
information on what they define as 'free time' whom they spend it with and what they do. 
 
3. Whom do members of the group live with? Note: Probe regarding the 'typical' family structure 
and household composition. 
 
4. What are the things that members of the group like the most (and like the least) about the 
neighbourhood and the town/city they live in? Note: Probe for information on their sense of 
belonging and security. 
 
Their perspectives on the future 
 
What are the hopes and aspirations of members of the group for the future? 
 
Note: Probe for information on what their hopes and aspirations are for the short and long term 
and on factors that could prevent them from attaining them. 
 
Their perspectives on health problems that affect them and for ongoing preventive and curative 
health initiatives 
 
1. What are the 5 main health problems that affect boys/young men or girls/young women of 
your age in this area? 
Note: If problems resulting from too early unprotected and/or unwanted sexual/ activity are not 
mentioned spontaneously raise them yourself in the following way: Are you aware of what health 
problems can arise from ? 
 
2. What are the causes of the health problems that you have mentioned? 
 
For additional information on focus group discussions please refer to Annex 3. 
 
 
Note: Try to go beyond biological causes (such as The female Anopheles mosquito transmits 
malaria or AIDS is the end result of infection with HI v”) to draw out factors in the environment 
that cause these problems. 
 
3. Are there any organizations (within or outside your school) which are working to help you 
avoid the health problems you mentioned? 
Note: Try to find out if there are ongoing initiatives within and outside the school/ setting and what 
they think of them. A/so find out what is actually being done as part of these initiatives. 
 
4. What do young people like yourselves do when affected by the health problems that you 
mentioned? 
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Note: If health problems resulting from too-ear/y unprotected and/or unwanted sexual activity 
such as unwanted pregnancy or STIs are mentioned in response to question 1 pose the question in 
as shown below to find out if they can obtain appropriate preventive health products/services such 
as condoms and contraceptives and curative ones such as STI diagnosis and treatment: 
 
• If a young man wants to get some condoms for his use where could he get some? 

 
• What is it that young people like yourselves would do if they get an STI ? 
 
• What is it that a girl/young woman would do if she discovers that she is pregnant? 

 
If the responses suggest that they would approach a health facility in the area try to find out the 
following issues: who the providers of such services are whether they can reach and use clinics 
with ease (within or outside the school/ setting) if they do experience problems in trying to reach 
and use the clinics what are they and what in their opinion could be done to improve the situation. 
 
5. Whom would young people like yourselves like to get help from when affected by the 
health problems you mentioned? 
Note: Probe further to get a good description of what they perceive as the ideal situation. 
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INSTRUMENT IV. 
 
Check-list of Questions/issues to Cover in Individual Interviews with Administrative Staff in 
Schools 
 
Questions about the health education programme in the school which addresses matters relating to 
sexual and reproductive health: 
 
1. How and when was the education programme (addressing sexual and reproductive health issues) 
started and how has it developed over time? 
Note: Probe for information on plans to sustain/further develop the educational programme. 
 
2. Is there a government body at the district V provincial/national level which oversees the 
education programme in the school. What support does this body (do these bodies) provide to the 
education programme? 
 
3. What categories of school staff are involved in conducting activities which are part of the 
education programme? 
 
4. Are individuals/organizations from outside the school involved in the education programme in 
any way? 
Note: Try to find out who they are in what way they are involved and what is the underlying reason 
for involving them. 
 
5. Has the school experienced any problems in conducting these activities? 
Note: The focus of this question could be at two levels. Firstly on practical problems within the 
school such as lack of willingness of teachers to take on the 'additional burden' without extra 
payment and secondly on problems outside the school such as the resistance of parents to the 
education programme. Try to identify the most serious problems and how they have been dealt 
with. 
 
Questions about health services that relate to sexual and reproductive health provided in the 
school/near the school: 
 
1. Are any of the following health services provided within the school: 
 
a. Regular monitoring of growth and (physical and mental) development 
 
b. Periodical checks for the identification of problems (such as visual or auditory disorders) or 
communicable illnesses (such as tuberculosis) 
 
c. Ongoing provision of first-aid and the treatment of common illnesses (such as gastroenteritis or 
malaria in endemic areas) 
 
d. Periodical monitoring of chronic health problems (such as asthma and epilepsy) 
  
e. Administration of medication (such as anti-helminthes) vaccines and nutritional supplements 
 
f. Provision of health services that relate to sexual and reproductive health 
 
Note: If all/any of the services listed above are being provided probe to find out how this is done. 
In some places there may be a clinic situated in the school with full-time staff and in other places 
there may be only occasional visits by a mobile team. Try to find out which 
district/provincial/national level body oversees the work of the providers of such services how they 
are perceived (by the administrative staff). 
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2. Is there a clinic near the school which provides services relating to sexual and reproductive 
health (in case they are not provided within the school)? 
 
Note: If there is such a clinic try to find out: 
 
• If there is there is a mechanism for information exchange and referral with the clinic (and 
how this mechanism works 
• How the clinic is perceived (by the administrative staff). 
• Important not. In relation to all the questions listed above, try to find out what they think/feel 
about the current situation and about what could be done to improve it. 
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INSTRUMENT V. 
 
Check-list of Questions/issues to Cover in Focus Group Discussions with Teachers 
 
Questions about the health education Programme in the school which addresses matters relating to 
sexual and reproductive: 
 
1. What in your view are the objectives of the school's health education programme (which 
addresses matters relating to sexual/reproductive health)? 
 
2. What activities are conducted as part of the education programme? 
Note: Try to find out if there are classroom activities (such as teaching or essay writing 
competitions) and outside-classroom activities (such as health clubs). 
 
3. Which classes in the school are involved in these activities (and what is the average age of the 
students in the class in which these activities are started)? 
Note: Try to find out their impressions of how appropriate this cut-off mark is. 
 
4. Are staff members from the school involved in conducting these activities? If so what categories 
do they belong to? 
 
5. Do you conduct any activities? If so describe the activities you conduct. 
 
6. Have you received any special training to conduct these activities? If so describe what training 
you have had and what are your impressions about it. 
 
7. Do you get any ongoing/periodical technical support? If so describe what support you get and 
what are your impressions about it. 
 
8. Is there is a curriculum for the education programme? 
Note: Try to find out what topics are covered and what teaching methods are used ? Also try to 
find out whether in addition to information provision activities aimed at promoting positive 
attitudes and building skills are part of the education programme. 
 
9. In your opinion is the education programme achieving its objectives? 
Note: Try to draw out the reasons underlying the (positive or a negative) answer. 
 
10. Have you experienced any problems in conducting these activities? 
Note: The focus of this question could be at two levels. Firstly on practical problems within the 
classroom such as lack of teaching materials and secondly on practical problems outside the 
classroom such as the lack of commitment of the principal to the education programme. Try to 
identify the most serious problems and how they have been dealt with. 
 
11. Are individuals/organizations (especially parents) from outside the school involved in the 
education programme in any way? 
Note: Try to find out who they are in what way they are involved and what is the underlying 
reason for involving them. 
12. Are students involved in planning conducting assessing the impact of the education programme 
in any way? 
Note: If the answer is yes probe for a concrete example or two. 
 
Questions about health services relating to sexual and reproductive health provided in the 
school/near the school: 
 
1. Are any of the following health services provided within the school: a. Regular monitoring of 
growth and (physical and mental) development 
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b. Periodical checks for the identification of problems (such as visual or auditory disorders) or 
communicable illnesses (such as tuberculosis) 
 
c. Ongoing provision of first-aid and the treatment of common illnesses (such as gastroenteritis or 
malaria in endemic areas) 
 
d. Periodical monitoring of chronic health problems (such as asthma and epilepsy) 
 
e. Administration of medication (such as anti-helminthes) vaccines and nutritional supplements 
 
f. Provision of health services that relate to sexual and reproductive 
health 
Note: If all/any of the services listed above are being provided probe to find out how this is done. 
In some places there may be a clinic situated in the school with full-time staff end in other places 
there may be only occasions/ visits by a mobile team. Try to find out which 
district/provincial/national level body oversees the work of the providers of such services 
what is the relationship between the providers of these services and the school/ staff 
how they are perceived (by the teachers) 
 
2. Is there a clinic near the school which provides services relating to sexual and reproductive 
health (in case they are not provided within the school)? Note: If there is such a clinic try to find 
out: if there is a mechanism for information exchange and referral with the clinic (and how this 
mechanism works) how the clinic is perceived (by the administrative staff). 
 
3. Are providers of health services in the school and/or health staff from clinics situated nearby 
involved in the education programme? Note: Try to find out how this is done. 
 
4. As part of the education programme do you provide information to the students about the health 
services relating to sexual and reproductive health services provided within the school or in clinics 
nearby? Note: If the answer is yes try to find out how this is done.
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INSTRUMENT VI. 
 
Check-list of Questions/Issues to Cover in Focus Group Discussions with Parents 
 
Note: For questions 1-5 probe for responses in relation to both adolescent males and females. 
 
1. What do you think are the most important goals for adolescent boys and girls today? 
Note: Responses to this may include getting a good education finding a good job serving their 
community supporting their family etc. 
 
2. Are there any things that may prevent them achieving these goals? 
Note: Responses to this may include 'getting into bad company' lack of opportunities gaffing a fatal 
disease like AIDS. If a health problem is identified use that to lead into the next question. If not ask 
them about threats to health and then lead into the next question. 
 
3. What are the most common health problems that adolescents face today? 
Note: Again if health problems associated with too-ear/y unprotected and unwanted sexual activity 
are not mentioned 'name' them and ask for reactions. 
 
4. What needs to be done to contribute to the healthy development of adolescents and to assist 
them when they have health problems (and who should take the lead in doing this)? 
Note: Probe further. In addition to identifying what needs to be done and naming the responsible 
individuals and organizations find out whether they feel that they are meeting their responsibilities 
(and why they feel that way). 
 
5. As parents do you feel that you are able to carry out what you believe is your responsibility to 
help your son/daughter stay well? 
Note: Probe further. If the answer is yes find out what help they need to continue doing this. If the 
answer is no find out what is preventing them from carrying out their responsibility and what help 
they need. 
 
6. What are your views about the health education programme which addresses matters relating to 
sexual and reproductive health being conducted in the school? 
Note: 'Health education' will almost certainly have been identified as one of the important things 
that needs to be done. Refer to that when raising this question. Probe further. In what way have 
you been involved and are being involved in the education programme. 
 
7. What are your views about the provision of health services relating to sexual and reproductive 
health clinics within/near the school? 
Note: Providing good quality health services may also have been identified as something that 
needs to be done. If it has not been named do so yourself and probe further. If they feel this is 
wrong ask them where in their view adolescents with health problems associated with too early 
and unwanted sexual activity go for help currently and whether they would be happy if things 
stayed that way. 
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INSTRUMENTS VII. VIII. and IX. Used for the User-system Interaction Method. 
 
Notes: 
 
1. If the clinic is situated within a school all me patients are likely to be students. If on the other 
hand the clinic is situated elsewhere in a community the (older children and the adolescents could 
be non school goers. This has implications both for the data collection (the questions in instrument 
Vll will need to be rephrased depending on the situation) and data analysis (the situation including 
the health status of non school-goers may be different from that of school-goers and they may face 
different obstacles in reaching and using health services). 
 
2. In many places the clinics are likely to be government-run. However in some places a youth 
serving Non Government Organization may be providing health services to adolescents and other 
population segments. 
 
For additional information on the User-system interaction method please refer to Annex 4. 
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Instrument VII. 
List of Questions for Individual Interviews with Adolescent Patients (To Learn 
About Their Perspectives) 
 
Their source of information about the clinic: 
 
How did you find out about this clinic? 
Note: Try to find out what could be done to make ado/ascents aware of the clinic 
and the services it provides. 
 
Their perspectives on the Procedures followed by the clinic: 
 
1. Did you choose to come to the clinic yourself or were you sent here by someone? 
 
2. Did you come here alone or were you accompanied by someone? 
 
3. Did you have to make an appointment in advance or could you drop-in without one? 
 
4. What formalities did you have to carry out before being seen by a health care provider? 
 
5. Did you have to pay for the service you were provided? Note: Try to find out what could be done 
to improve the contact they had with the clinic. 
 
Their perspectives on the clinic staff: 
 
What are your impressions about: 
 
· the health workers who dealt with you 
 
· the other staff you came into contact with? 
 
Note: Try to elicit suggestions on their image of 'youth friendly' staff. 
 
Their perspectives on the clinic environment: 
 
What are your impressions about: 
 
 · the location 
 · the working hours 
 · the facilities (premises equipment drugs and supplies) 
 · the displays and handouts 
 · the ambience ( mood' ) 
 · the privacy provided? 
 
Note: Try to find out what could be done to make the environment more 
 
accessible and acceptable to young people. 
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Their impressions on whether or not their needs were met: 
 
1. What was the reason for your coming to the clinic? 
 
2. Did the clinic help solve your problem/provide you with the what you needed? If not were you 
asked to come back later or to go elsewhere? 
 
3. Would you come to the clinic again if you have the same (or another) 
problem/need? 
Note: Probe to find out the reasons underlying the responses given. 
 
Their perspectives on youth participation: 
 
In your opinion: 
 
· are adolescents involved in the clinic's activities? 
 
· would clinic staff welcome their suggestions/involvement? Note: Try to find out the reasons 
underlying the responses given. 
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INSTRUMENT VIII. 
 
List of Questions for Individual Interviews with Health Care Providers (To Learn What They 
Believe Are Adolescents' Perspectives and to Learn About Their Own Perspectives 
 
Note: When posing questions probe for responses in relation to both adolescent males and females. 
 
Regarding community support: 
 
Are community leaders/members well aware of the nature of the health and other services it 
provides to adolescents? If so are they supportive of its work? Note: Try to find out what the health 
care provider thinks/feels about the current situation and about what could be done to improve it. 
 
Regarding publicity of the services Provided by the clinic: 
 
1. Are adolescents being informed about the health and other services provided by the clinic? If so 
how is this done? 
 
2. How do you think most adolescents find out about the clinic (and the services it provides)? 
 
Note: Try to find out what the health care provider thinks and feels about the current situation and 
about what could be done to improve it. 
 
Regarding youth Participation: 
 
Are adolescents involved in the activities of the clinic? If so how are they involved? 
 
Note: Try to find out what the health care provider thinks/feels about the current situation and 
about what could be done to improve it. 
 
Regarding the policies of the clinic: 
 
1. Would you say that the confidentiality of a patient's details/records are maintained by the staff in 
this clinic? 
 
2. Do you and other health care providers in the clinic insist on the consent of parents/guardians 
before any medical procedures are carried out? 
 
3. Do you and other health care providers in the clinic withhold the provision of certain drugs and 
supplies to patients who are below a certain age or are unmarried? 
 
Note: Try to find out what the health care provider thinks/feels about the current situation and 
about what could be done to improve it. 
 
Regarding the procedures followed by the clinic: 
 
1. Do adolescents usually choose to come to the clinic by themselves or are they sent here by 
someone? 
 
2. Do adolescents tend to come to the clinic alone or are they generally accompanied by someone? 
 
3. Do patients have to make an appointment in advance or could they drop-in without one? 

 
4. What do patients have to do and approximately how long do they have to wait before they see a 
health care provider? 
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5. How much are patients charged for the services provided by the clinic? 
Note: Try to find out what the health care provider thinks/feels about the current situation and 
about what could be done to improve it. ; 
 
6. What systems are in place to accept referrals from other places and to refer patients for services 
(that are not provided by the clinic)? 
 
7. What systems are in place for following up patients who have been seen/treated at the clinic? 
 
Regarding the clinic staff: 
 
1. In your opinion what impressions do your adolescent patients have about: 
 
· health care providers like yourself who deal with them 
 
· the other staff they come into contact with? Note: Probe to find out what the health care provider 
feels about the adolescent patients. 
 
2. Have you received any special training and do you get any ongoing/periodical support to work 
with/serve adolescents? Note: Try to find out what the health care provider thinks/feels about the 
current situation and about what could be done to improve it. 
 
Regarding the clinic environment: 
 
In your opinion what impressions do your adolescent patients have about: 
 
· the location 
- the working hours 
- the facilities (premises equipment drugs and supplies) 
- the displays and handouts 
- the ambience ( mood') 
 
· the privacy provided? 
Note: Try to find out what the health care provider thinks/feels about the current 
situation and about what could be done to improve it 
 
Regarding the array of services provided BV the clinic: 
 
1. What the 5 most common reasons for adolescents to come to the clinic? 
 
2. Does the clinic provide the health and other services needed to solve the health problems (and to 
meet the other needs) that adolescents come to the clinic with? If not are there arrangements in 
place to refer patients elsewhere for help? 
 
Note: Try to find out what the health care provider thinks/feels about the current situation and 
about what could be done to improve it. 
 
Regarding utilization of/satisfaction with the clinic. 
 
1. Is this a clinic that is meant for adolescents only? If not what is the proportion of (male and 
female) adolescents among the patients who come to the clinic? 
 
2. In your opinion are there any obstacles that prevent adolescents from coming to the clinic? 
 
Note: Probe to find out what they think the obstacles are. Then go beyond that to find out what 
could be done to overcome them who would do it and the feasibility of doing it. 
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3. In your opinion do your adolescent patients generally leave the clinic feeling that they have got 
what they wanted? 
Note: Probe to find out the reasons underlying a positive or negative response. 
 
4. In your opinion do adolescents who have received help come back here if they have the same or 
another problem/need again? 
Note: Try to find out what the health care provider thinks/feels about the current situation and 
about what could be done to improve it. 
 
Regarding linkages with schools: 
 
1. Are you involved in health education work (on issues relating to sexual and reproductive health 
and on other issues) in schools nearby? If so describe in what way you are involved. 
 
2. Are you aware of any formal arrangement that exists between the clinic and the school: 
 
 · for health care providers from the clinic to visit the school to conduct education sessions to 
carry out check-ups or to provide curative health services for students to be sent to/brought to the 
clinic when they need help? 
 
If so please describe the arrangement. 
Note: Try to find out what the health care provider thinks/feels about the current 
situation and about what could be done to improve it. 
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INSTRUMENT IX. 
Check-list of Issues for Gathering Objective Information About the Health Facility 
 
Note: When gathering information pay special affection to issues relating to both adolescent males and 
females. 
 
Community support 
 
Are community leaders/members well informed about the existence of the clinic the nature of health and 
other services it provides and are they supportive of its work? 
 
Awareness of/publicity about the clinic's existence 
 
1. Are adolescents in the area aware of the clinic's existence and of the nature of health and other services 
it provides? 
 
2. Are there activities aimed at informing adolescents in the community about the health services 
provided by the clinic? 
 
Youth participation 
 
Do adolescents appear to be involved in the activities of the clinic? 
 
Policies of the clinic 
 
1. What is the degree of confidentiality that exists in the clinic? 
 
2. Do the clinic staff insist on the consent of parents/guardians before any medical procedures are carried 
out? 
 
3. Do the clinic staff withhold the provision of certain drugs and supplies based on age and marital status 
considerations? 
 
Procedures followed by the clinic 
 
1. Can adolescent patients come to the clinic without being brough or sent to it by an adult? 
 
2. Can a patient drop-in without an appointment? 
 
3. Is. the case-registration/case-retrieval system a cumbersome and/or time 
consuming one? 
Note: Describe what patients have to do and how long they have to wait on 
average before being attended to? 

 
4. Do patients have to pay for the services they receive? If so is there is a system for reducing/waiving the 
charges in needy cases? 
 
5. What systems are in place to accept referrals from other places and to refer patients for services (that 
are not provided by the clinic)? 
 
6. What systems are in place for following up patients who have been seen/treated at the clinic? 
 
The array of services provided BV the clinic and its referral linkages 
 
1. Are the sexual and reproductive health services required by patients provided by the clinic? 
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2. If not are there functional systems for referring them to elsewhere (where these services are 
being provided?) ; 
 
The clinic staff 
 
1. Do they appear to be: 
 
· competent and efficient? 
 
· interested and concerned? 
 
· understanding and considerate? 
 
· trustworthy? 
 
2. Do they appear to be able and willing to devote adequate time for their consultations with each 
patient? 
 
3. Can patients request to see a health care provider whom they have interacted with at a previous 
visit? 
 
4. Have they undergone special training and do they get ongoing/periodical support to work 
with/serve adolescents? Is there a system to assess their performance (and to reward them for good 
performance and to penalize them for poor performance)? 
 
The clinic environment 
 
1. Is the clinic located in a place which is not difficult time consuming or expensive to get to? 
 
2. Is the clinic open at times when it is convenient for adolescents to reach and use it? 
 
 
3. Are the facilities in good condition? 
 
4. Are educational materials on display and available as handouts for patients to take away? 
 
5. Is the milieu of the clinic appealing and friendly? 
 
6. Are the consultation/examination/treatment rooms private and is there privacy in the waiting 
area and in the entrance/exit? 
 
The utilization of and the ambience of the clinic 
 
1. Is this a clinic meant for adolescents only ? If not what appears to be the proportion of (male and 
female) adolescents among the patients who come to the clinic? Note: This information could be 
obtained from the clinic records. 
 
2. Do adolescents who come to the clinic appear to be at ease? 
 
3. How do the clinic staff and adolescents appear to relate to each other?
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INSTRUMENT X. 
 
Check-list of Questions/issues to Cover in Individual Interviews with Other Providers of Sexual 
and Reproductive Health Services 
 
Note: When posing questions probe for responses in relation to both adolescent males and females. 
 
1. Do adolescent males and females come to you for help when they have health problems? 
 
2. What are the 5 most common health problems that they come to you for help (and how do you 
deal with them)? 
Note: Try to find out whether in their view the nature of the health problems affecting adolescents 
has remained unchanged over the last decade or whether there has been a (recent) change. 
 
3. Why do you feel that they come to you for help when they have these health problems? 
Note: Try to find out if adolescents come to them for some kinds of health problems and not for 
other (and the reasons for this). Also try to find out what their impressions are regarding the 
availability accessibility (including the quality) of sexual and reproductive health services 
provided by the government sector. 


