
1 1 

Health care systems for Women from a 
Sexual and Reproductive Health and 
Rights perspective. 

 

December 2013 

Prof dr  Marleen Temmerman 

Director, Department of Reproductive Health and Research, WHO  

 



2 2 



3 3 

WHO HQ Geneva 



4 4 



5 5 

Universal health Coverage 

The goal of universal health coverage is to ensure that 
all people obtain the health services they need 
without suffering financial hardship when paying for 
them.  

This requires: 
• a strong, efficient, well-run health system; 
• a system for financing health services;  
• access to essential medicines and technologies; 
• a sufficient capacity of well-trained, motivated 
health workers. 
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Universal Health Coverage 

 Universal coverage is firmly based on the WHO 
constitution of 1948 declaring health a fundamental 
human right and on the Health for All agenda set by 
the Alma-Ata declaration in 1978.  

Equity is paramount. This means that countries need to 
track progress not just across the national population 
but within different groups (e.g. by income level, sex, 
age, place of residence, migrant status and ethnic 
origin). 
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Context: global landscape and opportunities 

World Health Assembly, 2012 

 

 

"The unprecedented momentum 
for better health that marked the 
start of this century continues … the 
MDGs unleashed the best of human 
ingenuity and creativity … universal 
health coverage is the best way to 
cement the gains made during the 
previous decade … this is the anchor 
of WHO as we move forward"  

 

 
Margaret Chan 

Director-General, World Health Organization 
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Principal Health Systems 

1. Primary health service delivery system 

2. Health workforce 

3. Leadership and governance to assure quality 

4. Health systems financing 

5. Supplying medical products and technologies 

6. Health systems information 

7. Communities and households 
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Health sector is more than public health 
services 

 Mistake to think that the public sector service 
delivery system is “the health system” 

 Public sector is never the whole “health system” 
– Leaves out households 

– Private finance, Private supply chain 

– Private workforce training 

 Health systems are plural 

 There is no “system” there are “systems”, 
dysfunction in one affects others 
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Sexual and reproductive health 
is fundamental to the health, 
well-being and participation of 
girls and women in their 
communities. 
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The problem  

 Persistent challenges, elusive solutions to achievement of 

universal access to sexual and reproductive health 

 Despite gains, morbidity and mortality associated with 

sexuality and reproduction remain unacceptably high 

 Negative effects of gender unequal norms 

 The disproportionate ill-health burden experienced by women, 

young people and the poor in relation to reproduction 

 The politicization of issues and denial of problems 

 High unmet needs, less demand satisfied 
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 Study Group for the Global Investment 

Framework for Women’s and Children’s Health 

Building a Global Investment Framework  
for Women and Children 
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Conceptual framework 

13 
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A compelling investment case 

• Only 23 of 74 Countdown countries on track for MDG 4 and 
9 countries for MDG 5a. MDG 5a least likely to be achieved 

• More than 180 million child deaths (including stillbirths),  
and over 5 million maternal deaths could be prevented 
2013-2035 

• Additional investments of US$ 5 per capita would produce  
6 times the economic and social benefit by 2035 

14 
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Fragmentation & women’s health 

 A fragmented approach to women’s health has 
potentially slowed progress, especially in controversial 
or sensitive topics, e.g.: 
 Contraceptive services 
 Comprehensive sexuality education 
 Failure to include contraception in post abortion & 

postpartum care 
 Promotion and protection of sexual and reproductive health 

and rights 

 Integrating information & services for sexual and 
reproductive health is essential to optimize health 
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Task-shifting as a partial solution 

 

 

Less specialised health workers are trained to take on tasks usually 
performed by more highly trained health workers 
 
Can also imply that services are delivered closer to the community 
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The aim of the WHO OPTIMIZE 4MNH 
Guideline 

 Formal and informal task 
shifting common - WHO 
receives many queries 

 

 The aim of the guideline: to 
develop recommendations 
regarding which mother and 
newborn healthcare can safely 
and effectively be moved to 
less specialised health workers 
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The panel considered 8 types of health 
workers 
 in community or primary health care 

settings: 

1. Lay health workers 

2. Auxiliary nurses 

3. Auxiliary nurse midwives 

4. Nurses 

5. Midwives 

6. Associate clinicians 

7. Advanced associate clinicians 

8. Non-specialist doctors 

 

Stage 1: 
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The panel considered 57 interventions 
 Interventions that research has 

shown to be effective for 
maternal and newborn health 

— when delivered in facilities, 
or 

— when delivered by more 
highly trained cadres of 
health workers 

Stage 1: 
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The panel considered all combinations of 
health workers and interventions 

 

 Invervention 
+ cadre= 

Yes Uncertain No 

Where there was uncertainty, the question was 
included in the guideline 
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OPTIMIZEMNH Guidelines:  
innovative approach  

 

 Traditionally, WHO (and other) guidelines have 
focused on evidence regarding intervention 
effectiveness when making recommendations 

 

 The  current guideline focuses on complex health 
systems interventions and has chosen to: 

– Systematically assess evidence of effectiveness, 

– Systematically assess evidence of acceptability and 
feasibility 
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How is task-shifting to 
midwives perceived?  
 

 Task shifting that increased the ability of midwives to provide 
more holistic or continuous care was acceptable, while other 
approaches were seen as a threat 

 Barriers to sustaining changes in midwife practice included: 

 Distrust of the new roles among patients 

 Lack of adequate clinical supervision and confidence 

 The ways in which roles are influenced by professional 
hierarchies 
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After almost two years of work.... 

 The guidelines give: 

– 34 instances of 
“recommend” 

– 39 instances of 
“recommend with 
targeted monitoring and 
evaluation 

– 44 “recommend in the 
context of rigorous 
research” 

– 18 “recommend against” 



24 www.optimizemnh.org 
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Next steps – “adapt, not adopt” 

 The contextualisation of the recommendations is 
essential 

 

 Policy makers need support in adapting the 
recommendations to their national/local settings 

 

 The qualitative research has provided a good  
overview of implementation considerations that 
policy makers should consider  
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Optimizing the delivery of key interventions 
to attain MDGs 4 & 5 through task-shifting 

sharing (Optimize4MNH), April, 2012 

Key recommendations from systematic reviews  

 Lay health workers: 

– Promotion of healthy behaviours for MNH 

– Distribution of oral supplements (iron/folate, vit. 
A, Ca, anti-malarials) 

– Oral misoprostol for PPH prevention 

– Social support during labour 

 Auxiliary nurses 

– Misoprostol/oxytocin for PPH prevention 

 Auxiliary nurse-midwives 

– Neonatal resuscitation 

 Advanced associate clinicians (NPC) 

– Vacuum extraction 

– CS with monitoring and evaluation 
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 Guidelines on task shifting and sharing for the provision of family planning products and 
services were prepared as part of the Optimizing Maternal and Newborn Health 
guidelines.  

 The guidelines identified which methods may be provided by community health workers or 
Lay health workers, auxiliary midwives and auxiliary nurse midwives, and other mid-level 
providers, either fully or under monitoring and evaluation or under rigorous research. 

Expanding family planning coverage through task 

shifting/sharing 
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Florence Nightingale - 
founder of “modern” nursing 

19th Century nurses: 
• Maintained 

cleanliness of wards, 
• Ensured patients took 

their medicines,  
• Cared for patients. 
• FN opposed by 

doctors as she was a 
woman and did not 
understand medicine 

Baroness Thonge, Addis 
2013 
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UK Nursing Today 

Nurses can choose to specialise in  
Advance Practice Nursing  
 

APN responsibilities include: 
 Patient consultation and diagnosis 
 Chronic disease management 
 Prescription of drugs (independently from GPs since 2006) 
 Ordering and interpretation of diagnostic tests (e.g. ultrasound) 
 Counselling and health education 
 Contraception and Sexual Health (CASH) including LARCs 
 
Plus creation of NEW SUPPORT CADRES: Healthcare Assistants and Assistant 
Practitioners, whose numbers have more than doubled since 2001 
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Why the nursing reforms? 

1. Improving Quality of Care 
 

 Just as effective at performing specialist tasks, including LARCs (numerous studies) 
 Higher client satisfaction due to: 

– Longer consultations, 
– Providing more information to patients, 

 Freeing up doctor appointments for other patients 
 

2. Shortage of doctors: 
 The EU’s European Working Time  
       Directive limited Doctor hours in 2003 
 APN role formalised in 2004  

 

3. Cost efficiency: 
 Reduced patient treatment drop-out rates 
 Replacing inpatient costs with lower  
       outpatient costs 
 Lower salaries 
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LARCs 

 1970s: 6 individual nurses were providing 
IUD (Kings College Hospital London) 

 No attempt to ‘scale up’ nurse provision of 
LARCs until 2003:  

 • Publication of accreditation and training guidelines by 
Royal College of Nursing 

• 2011 London Audit: 37 nurses fitting IUD and 126 providing 
implants 

NUMBER OF NURSE LARC PROVIDERS 
REMAINS TOO LIMITED 
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UK has the highest teenage pregnancy rate 
in the European Union 

Teenage fertility rate 4 times as high as Slovenia 
or Denmark 
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UK Method Mix 

*Office of National Statistics 2009 
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 Today, 1.4% of the UK’s contraception users use 
implants, or 145,000 women 

 Increasing this to 12.3% of contraception users 
would mean an additional 1.086m women using 
implants 

 Surveys suggesting that 1/3 young British people 
would use implants and another 1/3 haven’t yet 
heard of them suggests this is not such an unrealistic 
ambition! (e.g. LARC Consumer Research Report 2009) 
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 Doctor Salary: £105,000 p.a. 

 Nurse salary: £29,000 p.a. 

 35 minutes per implant insertion 

 

Salary cost of providing 1.086m implants with: 

 Doctors: £55.5m 

 Nurses: £15.3m 

UK’S CONTRACEPTIVE IMPLANT TASK SHARING 
SAVING: £40M 
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Post 2014 Agenda 

 Opportunity to redefine the 
global agenda for reproductive 
health & development 

 Reflecting on and reinforcing 
ICPD programme of action 

 Considering progress on MDGs 

 Developing next steps 
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Defining a new agenda 
 Commit to a comprehensive, evidence based approach to 

sexual and reproductive health services for all individuals 
 
 Three cross cutting, priority issues are highlighted in 

processes reviewing ICPD and related MDGs: 
 Urgent need to reduce inequality 
 Empower girls and women to promote development 
 Young people, and fulfillment of their unique needs, are 

essential 
 

 Reaffirm the centrality of human rights protections and 
prioritize specific actions required to achieve a 
comprehensive and integrated approach to sexual and 
reproductive health and rights 
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Beyond 2014-2015 

 While impressive progress has been made towards 
objectives of ICPD Programme of Action and MDGs, 
significant inequities exist 

 How best to integrate services – not yet well established 

 Progress on controversial topics in sexual and 
reproductive health has been minimal or slow 
 Sexuality education 
 Reduction of maternal mortality 
 Elimination of unsafe abortion 
 Contraceptive services and information 
 Sexual and reproductive health and human rights 
 Violence against women, including 

• Early, forced marriage 

• Female genital mutilation 
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Conclusions 

 Integration of women's health care where possible 

 Vertical approach might add value in specific projects 

 Avoid fragmentation in the future agenda 

 MDGs agenda not finished 

 Basic ICPD principles to be integrated 

 SDGs agenda planning  
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Yes, we can, if we care! 

“ It takes two to make a child but a village to 
raise a child”. We are all part of that global 
village! 


