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Abstract

Background: Cancer causes are varied and interrelated. It can be 
internal to the body, related to genetic aspects or external to the body 
which relates to the environment and living habits, as well as social 
disparities in which individuals are inserted. By realizing that social 
stratification exposes individuals to different risks, and therefore to a 
higher or lower vulnerability, which is directly related to the social con-
text in which the individual is inserted, this study aims to understand 
the relationship between the social determinants of health and Ges-
tational trophoblastic disease, according to the conceptual framework 
of Dahlgren and Whitehead. 

Methods: A descriptive study whose population was comprised of 
the medical records of women diagnosed with GTD. It was held in 
an obstetrical clinic of a Brazilian Northeast maternity of reference. 
The period was from June to August 2015. 119 medical records of 
women with GTD were identified between the years 2012-2013. To 
understand the relationship between the SDH and the factors related 
to GTD it was adopted the conceptual framework of Dahlgren and 
Whitehead.

Findings: For each layer of the framework was made a correlation 
with the data found among the woman. About the first layer it was 
observed that the prevalence of GTD cases occurred among women 
aged between 13 and 19, corresponding to 49.9% (n = 59) of the 
women analysed. Related to the second layer, it was found that there 
was prevalence of oral contraceptive use with 32.8% (n = 39) of ca-
ses. The marital status that prevailed among women was single with 
42% (n = 50). About the third layer it was not provided information 
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Introduction
Cancer is the nomenclature used for more than 
100 diseases that have in common the uncontrolled 
growth of cells that invade tissues and organs [1]. 
Among the various types of cancer, there is gesta-
tional trophoblastic disease (GTD) which is a term 
that covers all tumours involving the placental tissue 
[2].

Cancer causes are varied and interrelated. It can 
be internal to the body, related to genetic aspects 
or external which relate to the environment and 
living habits, as well as social disparities in which 
individuals are inserted, that interfere with access to 
primary prevention, early diagnosis, recommended 
treatment and rehabilitation [1,3].

The actions of Health Promotion (HP) which aim 
to improve the quality of life are defined as em-
powerment of people and communities to modify 
the social determinants of health (SDH), which re-
present the social, economic, cultural, ethnic-racial, 
psychological, behavioural and environmental fac-
tors that influence the health-disease process [4]. 

However, these do not relate simply as cause and 
effect [5].

The National Committee of Social Determinants 
of Health adopted the model of Dahlgren and Whi-
tehead [6] to explain the relationship between the 
levels of the SDH and the health status of the po-
pulation. This one aims to explain how the different 
social conditions affect the production of health in-
equalities [7, 8]. The SDH model addresses in five 
layers, according to the level of coverage from the 
most proximal layer that includes individual charac-
teristics to the most distal layer which depicts the 
macro determinants [8, 9].

By realizing that social stratification exposes indi-
viduals to different risks, and therefore to a higher 
or lower vulnerability, which is directly related to the 
social context in which the individual is inserted, this 
study aims to understand the relationship between 
the social determinants of health and Gestational 
trophoblastic disease, according to the conceptual 
framework of Dahlgren and Whitehead.

related to social and community networks on the medical records. 
According to the fourth layer, the prevalent education level was less 
than 8 years of study (48.7%). Regarding to occupation, 38.7% (n 
= 46) of women were housewives. Related to the salary, 6.7% (n 
= 8) of women indicated have up to 1 minimum wage as income. 
Most women live on the countryside (60.5%). Related to the fifth 
layer it was found on the literature the need of intersectorial actions 
to solve the health inequities to promote an appropriate enviroment 
of health.

Conclusion: It is understood that GTD has multifactorial etiology. 
Despite of the major influence of the genetic factor, the influence of 
social determinants on health outcomes of these women cannot be 
neglected. Therefore, it is essential for health professionals to unders-
tand the individuals in their entirety considering the various aspects 
that involve their lives.
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Methods
This is a descriptive study enrolling a sample of 119 
medical records of women diagnosed enrolling a 
sample of 119 medical records of women diagnosed 
with GTD identified between the years 2012-2013. 
The data included: sociodemographic and gynaeco-
logical-obstetrical data; data related to clinical as-
pects of the disease and data relating to the data 
for the post-molar outpatient follow up. The study 
was approved by the Ethics and Research Commit-
tee (#1121575).

For this study were reviewed all the results and 
conducted a secondary analysis of data, by organi-
zing the variables according to the social determi-
nants of health based on the conceptual framework 
of Dahlgren and Whitehead [6]. In spite of existing 
other more complex models, this was chosen be-
cause of its simplicity and easy understanding by 
several public as well as the graphical display of the 
various determinants [9].

The model highlights the importance that non 
clinical factors have on the health status of the indi-
vidual and the population [7]. The framework starts 
addressing the characteristics of individuals that in-
fluence their potential and their health conditions. 
The next layer refers to behaviour and individual 
lifestyles, such as access to information, possibilities 
of access to food and leisure facilities. Subsequently, 

it refers to the social and community relationships 
that express the level of social cohesion which is of 
fundamental importance to the health of the po-
pulation.

The fourth layer analyses conditions of life and 
work, including the influence of the socioeconomic 
gradient in health status of individuals. Lastly are 
the macro determinants that have great influence 
on other layers and also include supranational de-
terminants [9, 10]. (Figure 1)

Results and Discussion

Age, sex and hereditary factors
This category is the basis of Dahlgren and White-
head model and it influences on the individual’s 
health conditions [11].

It was observed that the prevalence of GTD cases 
occurred among women aged between 13 and 19, 
corresponding to 49.9% (n = 59) of the women 
analysed. This data confirm others researchers who 
have found that the occurrence of a molar pregnan-
cy is strongly correlated with maternal age occurring 
mainly in women under the age of 16 years and 
above 45 years [12].

Despite not having been evaluated the presence 
of molar previous pregnancies, Stevens et al [14] 
argue that the risk of developing GTD gradually 
increases with the molar amount of previous preg-
nancies. This information reinforces the influence of 
genetic factors in the development of this patho-
logy.

Rachad et al [15] argue that the concurrence of 
several factors, including the high concentration of 
B-HCG hormone during early pregnancy and the 
mutation in the receptor gene of the follicle stimula-
ting hormone (FSH) contributes to the development 
of the GTD.

These aspects are also present in Hyperstimula-
tion Syndrome Ovarian (HSO), which is an adverse 
effect of ovarian stimulation using medications to 
increase the FSH in vitro fertilization (IVF) [15]. Seve-

Figure 1:  Model of the conceptual framework of 
Dahlgren and Whitehead.
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re HSO presents an estimate to happen in at least 
1% of all gonadotropin cycles and may favour the 
development of GTD [16].

Controlled ovarian stimulation is a key part of IVF, 
however when it is held an exogenous administra-
tion of low doses of follicle stimulating hormone 
may occur cancellation of an IVF cycle due to an in-
sufficient response. And when it is held high doses 
of FSH may also happen cancellation of an IVF cycle 
due to the risk of hyperstimulation ovarian syndro-
me. Therefore, it is necessary to know the patient 
ovarian response, so the gonadotropin doses must 
be individually adapted to reduce the chances of 
occurring inappropriate ovarian responses [17].

In vitro fertilization constitutes an expensive pro-
cedure and it is not offered by the public health 
service. Thus, although the procedure is not part 
of the reality of women studied, the authors consi-
dered valid to reinforce the influence of IVF in the 
incidence of GTD.

Lifestyle of individuals
This layer refers to the choices taken by individuals 
which can generate short or long term effects. The 
suspension of a habit that is detrimental to health 
will consequently result in a reduction of risk factors 
and prevention of specific diseases, thus contribu-
ting to the maintenance and restoration of health 
[18].

Despite the only 6 (5%) women having perso-
nal background of smoking and 3.4% of alcohol 
consumption, the literature does not mention such 
habits as risk factors that contribute to the develo-
pment of GTD.

A total of 69.7% (n = 83) of the participants 
have not had none previous abortion. This data 
are corroborated by another study showing that 
only 19.7% of molar and 5.4% of non-molar preg-
nancies, there was a history of abortion in the last 
pregnancy [13]. 

In regard to contraceptive methods used by wo-
men, there was prevalence of oral contraceptives 

with 39 (32,8%) cases, 14 (11,8%) in use of injec-
table and only 5 (4,2%) has the use of condoms 
as a choice of contraceptive method. Almasi study 
[13] confirm this data, which found that 23% of 
molar pregnancies and 3.7% of non-molars were 
using oral contraceptive pills before pregnancy. So 
the use of oral contraceptives has been associated 
with an increased risk for developing this disease 
(Seckl; Sébire; Berkowitz 2010).

The marital status that prevailed among women 
was single (n = 50; 42%), followed by married (n 
= 33; 27,7%). However, studies have shown that 
there is no relationship between the incidence of 
gestational trophoblastic neoplasia and promiscui-
ty [19].

Social and community Networks
It is related to family support, colleagues, neigh-
bours and the community. It is called social capital 
and it has a positive impact on the health status of 
people [5].

Despite the aspects related to this layer have not 
been addressed, it was found in the literature data 
that reinforce the relationship of social and commu-
nity networks with cancer patients. Several studies 
found depict the importance of social support as a 
help in fighting the disease.

The support group has been considered very im-
portant for women, once most patients associate 
the disease with negative feelings. The network of 
social support, including support groups, helps to 
cope with the disease and the stages of treatment, 
also to improve self-esteem [20].

The disease experience is characterized by in-
dividual and subjective aspects, ranging from the 
moment of the diagnosis to the adaptation of the 
new condition. The feelings of fear and insecuri-
ty may hinder this process of adaptation, then it 
is suggested that these people can count on the 
support structured by family, friends, work and re-
ligion [21].
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Conditions of life and work
This layer refers to the conditions of life and work 
and the availability of food, access to healthy envi-
ronments and essential services such as health and 
education. It presents that the socially disadvanta-
ged individuals are differentially exposed to vulne-
rability and risks health [10].

The education level prevalent among women was 
less than 8 years (48.7%). This low level of educa-
tion influences the difficulty in entering the labor 
market and aggravating factors such as the fact that 
most are adolescents and youth, make the chances 
of employment even more challenging. Low edu-
cation can influence both the lack of adherence to 
self-care and the understanding of the health con-
dition [22, 23].

Regarding to occupation, 46 (38,7%) women 
were housewives, while 26 (21,8%) were students, 
12 (10,1%) had as occupation agriculture and 25 
(20,4%) of the remaining women were in category 
‘other’, with less prevalent occupations. The occu-
pation has a direct impact on monthly income, and 
understanding that most women did not have a 
steady job as an occupation, it is possible to infer 
that low income is a variable that affects these wo-
men.

Related to the income, 8 (6.7%) women indica-
ted have up to 1 minimum wage as income (US$ 
4,020.00 per year). However, this feature cannot 
be accurately assessed due to lack of information 
in the medical records. Nevertheless, studies show 
that low income level makes people opt for foods 
high in sugar and fat, though cheaper, it has low 
nutritional value [24].

According exposed by Seckl, Botelho and Ngan 
[2, 19, 25], the nutritional deficiency increases the 
risk of development of GTD. According to Botelho 
[25], the GTD tends to be less prevalent in deve-
loped countries and Ngan [2] shows that the im-
provement in socioeconomic conditions and diet in 
some Asian countries, for example, have resulted in 
a decrease in the number of cases. More specifically 

Vitamin A deficiency and decreased beta-carotene 
intakes are associated with increased risk of deve-
loping GTD [26, 27].

Most women live on the countryside (60.5%), a 
factor that can make difficult the access to health 
services to early detection of disease, as well as the 
return to specialized health centre for post-molar 
follow up.

To be followed by experts after treatment is es-
sential to monitor a possible recurrence or malig-
nant transformation, and for those women who 
predominantly are on the countryside the access to 
the return may be more difficult, which may reduce 
adherence to necessary follow up [28, 29]. Studies 
show that early detection of the malignant form, 
followed by appropriate workup, promotes healing 
of almost all patients with complete preservation 
of reproductive capacity [30], and improved the pa-
tients’ quality of life [31].

Economic, Social and Environmental 
conditions
The last layer of the model refers to macrodetermi-
nants which have an influence on other layers and 
it is related to socioeconomic, cultural and environ-
mental conditions of society. It also includes supra-
national determinants such as the mode of produc-
tion and consumption of a city, state or country and 
the process of globalization [32].

Although data collection does not have contem-
plated aspects related to this layer, the literature 
shows a relationship between GTD and the econo-
mic and social differences to the global level.

It is estimated that the global incidence of GTD 
is 1:1,000 pregnancies [33]; in Asian countries and 
Latin America the incidence is three to six times 
higher than that reported in Europe or North Ame-
rica [34]. In Brazil it is estimated that the disease 
affects 1: 200-400 pregnancies [29] about five to 
10 times more frequent than in North America 
and Europe [35]. This fact confirms the assump-
tion that women living in underdeveloped or de-
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veloping countries have greater vulnerability to the 
emergence of GTD.

In Brazil, it is noted that the lack of knowledge 
about prevention and early detection, lack of access 
to health services and aspects relating to cultural 
issues are crucial in maintaining the high incidence 
of cases of these cancers [36].

The intervention in the health system should seek 
to reduce the differentials in consequences of the 
disease, including the improvement of service qua-
lity to the whole population, support for the pa-
tients, access to rehabilitation care and equitable 
financing mechanisms, preventing further impove-
rishment caused by the disease.

The CSDH [37] emphasizes the importance of in-
terventions at the macro, intermediate and micro 
level about SDH, in order to reduce inequalities re-
lated to social stratification, in addition to require a 
coordinated intersectoral action encompassing va-
rious levels of government. It should also be accom-
panied by more general policies of crosscutting that 
seek to strengthen the cohesion and expand the 
“social capital” of vulnerable communities and pro-
mote social participation in the design and imple-
mentation of policies and programs. Thus, through 
collaborative intersectoral actions, it is possible to 
eliminate health inequities to promote the health 
of the general population.

Conclusions
Finally, it is understood that GTD has multifacto-
rial aetiology. Despite of the major influence of the 
genetic factor, the influence of social determinants 
on health outcomes of these women cannot be ne-
glected.

On the first layer it was found that the most pre-
valent cases GTD were in patients with extreme age 
and the presence of genetic factors. Regarding the 
lifestyle of individuals most women lacked history 
of smoking and alcohol consumption, most were 
single and were using OCT. Regarding the Commu-

nity networks, the literature provides that support 
networks are richly effective in fighting the disease 
for women. Regarding the conditions of living and 
workingthe majority had less than 8 years of schoo-
ling, family income at or below the minimum wage, 
did not have a steady job and were from the coun-
tryside. Regarding macrodeterminants, the literature 
shows the need for intersectoral action to minimize 
the inequalities that compromise health and favor 
the disease process.

Therefore, it is essential for health professionals 
to understand the individuals in their entirety, con-
sidering the various aspects that involve their lives, 
in order that, by understanding the social determi-
nants of health, they can act effectively in the pre-
vention, early diagnosis, post-discharge treatment 
and follow-up of GTD.

As study limitation, there is the fact that they 
were not collected data related to the layers’ Com-
munity network and support “and for the macrode-
terminants, so the discussion was made only on the 
basis of available literature. Also, the non-fulfillment 
of important data on the admission form of the 
records found.

It is suggested that further studies related to the 
understanding of SDH influence on health outco-
mes to be made, so that the inequities found to be 
solved in order to improve care and the population’s 
quality of life through actions to promote proven 
beneficial health.

Abbreviations
GTD Gestational Trophoblastic Disease 
HP Health Promotion 
SDH Social Determinants of Health 
BhCG Human Chorionic Gonadotropin
FSH Follicle Stimulating Hormone
HSO Hyperstimulation Syndrome Ovarian 
IVF In Vitro Fertilization
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