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EXECUTIVE SUMMARY 
 

  
 The elaboration of strategies for the strengthening of national and district reproductive 
health plans and programmes was identified as one of the key issues deserving priority 
consideration in the region, during a joint planning mission with AFRO by members of the 
Team on Technical Cooperation with Countries (TCC) of the Headquarters' Department of 
Reproductive Health and Research (RHR).  In response to this felt need, it was resolved that an 
intensive, goal-oriented meeting of Regional Advisers in Reproductive Health would be an 
ideal forum for sharing and documenting experiences and research updates on strategies and 
mechanisms for strengthening and developing reproductive health plans at district and national 
levels.  Accordingly, a meeting was convened in August 2000 by TCC/RHR with the following 
goal, objectives and expected outcome: 
 
 Goal 
 

To share inter-regional experiences and foster collaboration towards the development of 
plans for improving reproductive health programmes. 

 
Objectives 
 
1. To share experiences from each of the six regions, based on best case scenarios or a 

model plan/programme for reproductive health care delivery. 
 
2. To share challenges in the management and implementation of reproductive health 

programmes, based on experiences with the United Nations Development Assistance 
Framework (UNDAF) and sector-wide approaches. 

 
3. To draw up a strategy for assisting countries in the development and strengthening 

of national and/or district reproductive health plans and programmes. 
 

 
Expected Outcome 
 
The outline of a reference report for use at national or district level in drawing up or 

strengthening reproductive health plans and programmes, and the implementation of relevant 
strategies. 

 
 The meeting outlined a framework for programme managers, which takes into account 
the experiences of reproductive health care delivery within the UNDAF system and the sector-
wide approach. 
 
 It encourages programme managers to outline a strategic plan for the development and 
strengthening of reproductive health plans.  Such strategic planning entails the adaptation of 
norms and/or tools to a given or changing situation.  It takes into account the underlying 
determinants or variables that affect the delivery of reproductive health care such as gender and 
sociocultural perspectives.  The planning process should encompass answers to the following 
questions: 
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 what are the current reproductive health situation and needs?- situation analysis or 

needs assessment; 
 

 what has been done about it? - response analysis; 
 

 what should be done about it?- strategic planning where a programme seeks to change 
or improve a specific situation through appropriate interventions; 

 
 how should progress and achievements be monitored and evaluated? - a programme 

assesses the effectiveness/impact or the outcome of its intervention(s). 
 

 Programme managers are encouraged to initiate programmes that build on existing 
structures and resources and to form partnerships.  Such partnerships could include the 
formation of national or district reproductive health committees or a reproductive health Task 
Force, which includes representatives of the private sector, non-governmental organizations 
(NGOs), donors, academic institutions, community leaders and professional bodies.  Such 
committees should have clearly laid out terms of reference and help outline the steps to be 
taken in order to change the current situation, including identifying needs, setting priorities and 
implementing and testing interventions. 
 
 Programme managers need to be aware of available resources and tools for various 
aspects of reproductive health, as well as evidence-based and culturally-sensitive information, 
education and communication (IEC) messages, which may be available.  There should be 
explicit involvement of all key stakeholders in the planning and implementation process. 
 
 Thus the RH strategic planning process should provide a background based on a situation 
analysis; it should identify priority areas for intervention (with assistance from the RH Task 
Force); it should develop objectives and strategies with a workplan containing key activities, 
indicators, timeframe, estimated cost, proposed evaluation and assignment of responsibility.  
The strategic framework should take into account the following key elements: 
 

 creation of an enabling environment through advocacy and social mobilization, which 
targets the relevant communities, policy-makers and all key stakeholders; 

 
 promotion of healthy reproductive health behaviour; 

 
 promotion of equitable access to quality health services, improving provider-client 

relationships and best practices in the context of national policy; 
 

 providing opportunities for training through workshops and other capacity-building 
activities; 

 
 fostering collaboration, partnerships and strong reproductive health networks; 

 
 developing a research agenda and strengthening the dissemination and utilization of 

research information, including a commitment towards implementing strategies that 
use evidence-based practices to improve access to and quality of reproductive health 
programmes. 
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1. Introduction 
 
 Reproductive health is a crucial aspect of general health and is central to human 
development.  The World Health Assembly recognized the public health importance and 
social and economic consequences of reproductive health as early as 1965.  It has regularly 
expanded on this understanding, urging Member States to strengthen their programmes for 
prevention and care in the various areas of reproductive health.  The WHO Director-General 
emphasized to the World Health Assembly (A48/10) the extent to which reproductive health 
sets the stage for health beyond the reproductive years for both women and men, having 
pronounced effects from one generation to another; and how it affected other health 
conditions.  As a critical element of general health, reproductive health contributes to human 
development. 
 

WHO seeks to enhance still further the capability of countries to define their needs and 
priorities in reproductive health and respond appropriately to the evolving challenges.  The 
present framework is derived from the obligation to respond to variable reproductive health 
situations, issues and trends in the regions, and to draw up action plans which take into 
account evidence from research and experience in programme implementation. 

1.1 Definition of reproductive health 
 
 The definition of reproductive health adopted in the Programme of Action of the 
International Conference on Population and Development (ICPD), and endorsed by the 
United Nations General Assembly in its resolution 49/128, serves as the basis for action by 
Member States and for support by organizations of the United Nations system. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 Achieving reproductive health is obviously not the same as receiving reproductive 
health care; care is a necessary but not a sufficient condition for health.  Efforts to achieve 
reproductive health, therefore, involve a wide range of health promotion and preventive 
interventions as well as the provision of care.  This implies a broad-ranging, multisectoral 
involvement, together with focused, evidence-based and cost-effective health care 

"Reproductive health is a state of complete physical, mental and social 
well-being and not merely the absence of disease or infirmity, in all matters 
relating to the reproductive system and to its functions and processes.  
Reproductive health therefore implies that people are able to have a 
satisfying and safe sex life and that they have the capability to reproduce 
and the freedom to decide if, when, and how often to do so.  Implicit in this 
last condition are the rights of men and women to be informed and have 
access to safe, effective, affordable and acceptable methods of family 
planning of their choice.  It also includes the right of access to other 
methods of their choice for regulation of fertility, which are not against the 
law, and the right of access to appropriate health-care services that will 
enable women to go safely through pregnancy and child birth and provide 
couples with the best chance of having a healthy infant.  Also included is 
sexual health, the purpose of which is the enhancement of life and personal 
relations, and not merely counseling and care related to reproduction and 
sexually transmitted diseases." 
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interventions.  Of all the health challenges that countries face, those posed in relation to 
sexual and reproductive health are among the most daunting because they involve not only 
diseases but also normal components of life such as sexual maturation and pregnancy, 
surrounded by cultural, social, ethical and religious considerations.  In no other aspect of 
health is the need for broad community involvement, alongside focused and effective 
interventions, so necessary. 
 
 In responding to the challenge of ICPD, countries are seeking to strengthen their 
capacity to implement programmes that enable people to promote and protect their own 
reproductive health and that of their partners and that increase access to quality reproductive 
health care when needed. 
 
 In developing its response to requests from countries for support for operationalizing 
reproductive health, WHO has developed four programme goals to guide its work.  These 
help to promote a better understanding of the complex and multifaceted dimensions of the 
concept of reproductive health and bring together both the positive and negative aspects of 
the issue. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

1.2 Purpose of the framework 
 

Reproductive health is now internationally understood to be a cornerstone of 
sustainable development.  Improving reproductive health contributes not only to the health 
status of populations but is central to the attainment of gender equity.  With the growing 
pandemic of HIV/AIDS and sexually transmitted infections in many countries of the world, 
the need for governments to focus on reproductive health has never been greater.  Against 
this background, many countries are seeking advice from WHO on how to identify, quantify, 
and intervene on priority reproductive health issues.  This framework gives managers and 
policy-makers some suggestions that will assist in the development of national plans to 
address priority reproductive health issues.  It is  based on the experiences of senior WHO 
regional representatives and senior country experts, and incorporates lessons learned.  
Attached to the framework narrative is an appendix, which outlines the available WHO 
reference documents, manuals, assessment and intervention tools.  These have been 
developed by the WHO Department of Reproductive Health and Research as generic 

The goals of WHO’s work in reproductive health are to ensure that people 
can exercise their sexual and reproductive rights in order to: 
 

 experience healthy sexual development and maturation and have 
the capacity for equitable and responsible relationships and sexual 
fulfillment; 

 achieve their desired number of children safely and healthily, when 
and if they decide to have them; 

 avoid illness, disease and disability related to sexuality and 
reproduction and receive appropriate care when needed; 

 be free from violence and other harmful practices related to 
sexuality and reproduction. 
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guidelines and may need to be adapted to specific country and programme needs.  Each 
resource is accompanied by a brief description of its purpose and content. 
 

2. Planning for an intervention 
 

2.1 Deciding on national reproductive health priorities 
 

A country’s recognition of the need to intervene in the area of reproductive health may 
be self-initiated, or may result from a suggestion from the local or regional WHO or United 
Nations agency.  Irrespective of which institution initiates the process, it is essential from the 
outset that countries own and drive the process of identifying and intervening on priority 
reproductive health issues.  National ownership is likely to improve the accuracy and 
relevance of assessments and interventions, and is more likely to ensure that action will be 
taken based on findings and recommendations. 

 

2.2 Enabling environment 
 

In some instances, it will be necessary for the national or district programme manager, 
with the support of WHO, to play an advocacy role in mobilizing country interest in 
reproductive health interventions.  Reproductive health, in contrast to other health 
interventions such as immunization, has not inspired the same level of national commitment.  
The public health importance of fertility regulation, safe motherhood and HIV/AIDS 
interventions must be clearly explained to politicians and to Ministry of Health officials.  
Country officials initiating reproductive health initiatives should seek technical assistance 
from appropriate WHO colleagues if they require further information or training, or support 
for advocacy activities.  The variety of other national and international NGOs, as well as 
other international and bilateral agencies can also provide technical assistance. 

 
WHO representatives at local levels should utilize local and international expertise and 

advice from appropriate sections at regional or Headquarters level to strengthen the country 
support they offer. 

 

2.3 Defining a country's reproductive health problem 
 

The process of identifying reproductive health needs and development of a national 
strategy will be of most value in countries where national authorities have already expressed 
an interest in assessing their approaches to reproductive health.  The concern that motivates 
countries to request a reproductive health intervention will vary.  In some instances, countries 
will identify specific issues requiring intervention, while in others, a generic assessment of 
reproductive health priorities may be required.  The nature of the proposed assessment and 
intervention should be tailored to the situation that exists in the country.  Where a specific 
reproductive health issue has initiated the request for intervention, an attempt should be made 
to broaden the assessment so that related reproductive health issues are included.  
Information generated in this way is not only a form of advocacy, but may modify the 
intervention subsequently proposed. 
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3. Identifying stakeholders for the planning process 
 

3.1 The role of WHO and other UN agencies in reproductive health interventions 
 

National authorities may want to discuss the process and its costs (in both time and 
effort) and benefits with relevant international agencies, such as WHO and UNFPA.  In 
addition, other UN agencies such as UNDP or UNICEF may have an interest in supporting an 
assessment of selected reproductive health issues, or in supporting a subsequent intervention.  
In planning an assessment, the programme manager should identify all potential sources of 
technical support.  Good working relationships, which exist between country teams of UN 
agencies, should be used as a useful resource for the programme manager.  In many 
instances, good prior and constant communication and consultation with all stakeholders 
influence working relationships.  It is obviously in the interest of the country and the UN 
agencies alike to foster good interpersonal working relationships.  In some countries, other 
agencies working in the reproductive health field could also be used for technical or financial 
support and where different agencies have an interest in supporting the proposed assessment, 
their specific roles and contributions should be clearly defined at the outset.  Ideally, the 
programme manager should decide on the roles and areas of responsibility for each partner, 
with the decision being based on expertise and national mandate.  If appropriate, a working 
team of all interested parties should be established.  Clear lines of communication should be 
established between all key players. 

 

3.2 The role of donor organizations in reproductive health interventions 
 

The programme manager should identify potential donors willing to support either an 
assessment of the reproductive health problem and/or an intervention.  While it is preferable 
to have identified potential funding sources for interventions at the outset, in some instances 
this will not be possible.  In such cases, the assessment of the problem may provide a basis 
for resource mobilization. 
 

It is recognized that donor agencies do have their funding priorities internally set.  An 
attempt should be made to build consensus between governments and donors on which 
reproductive health issues should be prioritized.  Ultimately, national sovereignty on priority 
setting must be recognized. 

4. Building a national consensus on reproductive health 
 

4.1 Developing a national coordinating team 
 

A small reference group should be formed which will be responsible for coordinating 
the process of assessment and intervention planning.  Participants should be knowledgeable 
about and committed to improving reproductive health, representative of some of the main 
constituencies described below, willing to participate in an interactive process with a diverse 
group of people, and able to commit time and effort to the process beyond the anticipated 
planning period. 
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4.2 Involvement of politicians 
 

Reproductive health priorities should be determined by people in-country and not be 
imposed from outside.  There should be a commitment in principle by the national authorities 
to applying the results of the process to priority-setting and implementing activities.  In most 
instances, the country coordinator for the reproductive health initiative will be drawn from 
the Ministry of Health.  At the outset, consideration should be given to the involvement of 
other relevant ministries.  Specifically, the Ministry of Finance could be involved, as 
commitment of national budgets may be a critical component of sustainable interventions.  
Depending on the reproductive health issue under discussion, senior politicians including the 
Health Minister should be both participants and advocates for the initiative.  Some issues are 
more culturally sensitive than others, e.g. the involvement of adolescents, and should 
therefore get the support of sufficiently senior politicians to ensure a greater likelihood of 
national consensus being built around any potential intervention. 
 

4.3 Involvement of health care providers 
 

In many reproductive health issues, there will need to be involvement of health care 
providers in both the initial evaluations and the subsequent interventions.  It is essential that 
these role players are identified at the outset and involved in both the assessment and the 
initiative itself.  Consideration should be given to the inclusion of the public sector, the 
private sector and NGOs. 
 
 In some cases, there may be strategic professional organizations that should be included 
such as the local National Society of Obstetricians and Gynaecologists, the local Family 
Planning Association or local Midwives Organization(s). 
 

4.4 Involvement of local academic institutions 
 

Relevant local academic and research institutions should be consulted at the outset.  
Academics and researchers are a potential source of essential expertise that will contribute to 
the assessment of the reproductive health issue under review.  They are also the key players 
who may be able to plan and undertake some of the baseline research required in the 
assessments undertaken.  Involvement not only increases access to local information but 
contributes greatly to building local research and training capacity. 
 

4.5 Involvement of other stakeholders 
 

While it is essential that expert health professionals, programme managers and 
academics be engaged in defining the problem and the interventions, a wider group of 
stakeholders should also be involved.  These include users of services and advocacy groups 
such as women's or youth organizations or HIV/AIDS organizations.  Community leaders 
should also be included. 
 

5. Describing the reproductive health problem 
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5.1 Criteria for classifying the issues 
 

Three criteria that should be considered when identifying a problem for action are: 
 

 Importance, by considering the prevalence, severity, public concern, government 
commitment, impact on family, community and national levels, and whether there 
is a known underlying cause. 

 
 Urgency, where for example neglect of a problem may lead to a rapidly 

deteriorating situation, e.g. HIV/AIDS. 
 
 Feasibility of addressing the problem, where thought should be given to the 

availability of interventions, financing, obstacles and promoting factors. 
 

5.2 Gathering the information about a potential intervention 
 

Many reproductive health issues are sensitive and the cultural context and implications 
of an issue should be described at the outset.  Local sources of both quantitative and 
qualitative data should be sought.  Where they exist, useful data can be drawn from the 
Demographic and Health Surveys, the National Census and from routine health statistics 
drawn from the National Health Information System.  Local academic institutions should be 
consulted as there is often locally published material available relevant to the issue being 
reviewed.  Similarly, local NGOs may have undertaken situation analyses including 
knowledge, attitude and practice studies, or may be an additional source of health care 
utilization data.  Implementation of needs assessments should assess both the health systems 
capacity to provide a range of services with appropriate quality of care, as well as potential 
clients' needs and perspectives. 
 

5.3 Identifying what is not known 
 

Historically, some reproductive health issues have received more attention than others.  
In particular, many countries have more data on family planning but less on issues such as 
safe motherhood or adolescence. Even in the field of family planning, data have tended to be 
quantitative with less attention being paid to the qualitative and social descriptions of the 
problem.  Once there has been an audit of the issue under review, consideration should be 
given to what is not known.  A research agenda should be developed to further document the 
scope and scale of the problem under review.  Where they exist, relevant validated research 
or audit tools should be identified.  Both WHO and other UN agencies can assist in this 
activity, and the tools considered should be the most relevant to the question under review, 
irrespective of the source of that tool.  In implementing a research agenda, consideration 
should be given to whether technical support is required from external agencies.  Where this 
assistance is sought, the implementing research organizations should be local agencies where 
possible.  This is important to ensure national ownership and to build local research capacity. 
 

5.4 Documenting the legal, regulatory and policy framework 
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An essential part of the initial evaluation of an identified reproductive health problem is 
to describe the policy and legal framework which contextualises the issue under review.  The 
legal framework may be enabling, punitive or silent on the reproductive health problem.  It is 
not uncommon to have laws that are intended to be enabling, but to have at the same time 
other laws that contradict or prevent intervention on the matter under review.  A common 
example of this is the question of legal consent from minors or from married women, both of 
which are essential for the implementation of many reproductive health policies. 
 

The cultural environment also needs to be defined and needs to be carefully addressed 
when developing an intervention strategy. 
 

5.5 Instruments for assessment of baseline research 
 

Pre-designed research instruments should have been tested and validated.  While there 
is a range of research tools available, it is not always easy to know which tool is helpful in 
which circumstance.  In Annex 10, there is a list of available tools with an annotated 
description of indication and content attached to each title. 
 

5.6 The importance of costing studies 
 

Critical to many of the interventions that governments plan to undertake, is a projection 
of the potential costs involved for both the health and other related sectors.  The costs of 
interventions are often more than the immediate and obvious costs to health services, and the 
total package of care should be considered.  In estimating cost-benefit, the costs averted from 
the intervention also need to be taken into account.  Costing studies are technically 
demanding and require specialized knowledge.  While such studies are vital in the planning 
of an intervention, this is an area where technical support may be particularly helpful. 
 

5.7 Research ethics 
 

Reproductive health is a culturally sensitive issue, and all research instruments, 
intervention tools and practice guidelines must be designed with this in mind.  In addition, for 
many poorer countries, thought must be given to the implications of research studies in poor 
and disadvantaged communities.  Research can be damaging if not properly conceived, and 
may raise expectations that cannot subsequently be met.  Where they exist, the national 
structures responsible for giving ethical approval should be involved in the approval of any 
assessment undertaken. 
 

5.8  Financing the research 
 

At the outset, financial support for the initial research and prioritization process should 
be secured.  Both governments and technical support agencies should be involved in this 
process.  While it is preferable to have secured a commitment to financing of both the 
research and the intervention phase before commencing the process, this is not always 
possible.  This should not be a deterrent to a national reproductive health review as the results 
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of an audit may be the lever required by countries to obtain additional donor funding for 
interventions. 
 

6. Developing plans for interventions 
 

6.1 Choosing the intervention 
 

Once the reproductive health problem has been identified and described through 
research and audit, options for intervention should be considered.  Consideration should be 
given to 'best practice' examples from other countries facing similar problems. For many 
reproductive health problems, there now exist a number of validated intervention tools that 
can be adapted to a particular national situation.  Annex 10 has a list of these tools with an 
annotated description of their indication and when they can usefully be applied.  While the 
tools listed are those of WHO, other agencies also have produced intervention packages and 
these should be considered as well.  In cases where an intervention needs to be tailored to a 
particular country's needs, the country should consider whether ongoing technical support 
would assist them in this endeavour.  If technical support is required for the adaptation and 
adoption process, international agencies should work with local agencies in the development 
of the intervention so that there is local ownership, and local capacity built. 
 
 Reproductive health is a sensitive domain.  In considering who should be the 
implementing agency/agencies for a particular intervention, thought should be given to the 
comparative advantages offered by the public, the private and the NGO sectors.  It may be 
that a combination of key players with different portfolios are best suited to undertake the 
intervention.  Most interventions will need to be tested in pilot studies before being taken to 
scale.  However, pilot studies which are not replicable or feasible to be scaled up with 
available resources should not be undertaken. 
 
 Decisions about which intervention to implement should consider whether the country 
has the capacity to go to scale with a national introduction from the outset.  Irrespective of 
whether a national intervention or pilot studies are proposed, a monitoring and evaluation 
phase should be included in the planning.  In the case of pilot interventions, the planning 
should also consider the possibility of subsequent scaling-up of the programme.  Even if the 
funds are not initially available for the scaling-up phase, it may be justifiable to go ahead 
with the pilot sites, as the results of these could be the justification for future grant 
applications to donors. 
 

The funding implications of the entire intervention should be calculated before 
commencing activities.  Consideration should be given to both short- and long-term sources 
of funding, including government sources and donor institutions.  The affordability of the 
intervention, the financial sustainability of the programme and the possibility of cost 
recovery should all be assessed. 
 

Cost-effectiveness studies should be undertaken where appropriate; otherwise it is 
recommended to maintain a costing system.  In assessing the cost-benefits, the short- and 
long-term costs of morbidity and mortality avoided should also be taken into account.  The 
costing of interventions requires specialized personnel, and the use of technical assistance 
should be considered here. 
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6.2 Developing a workplan 
 

Detailed workplans should be established and understood by all participating 
stakeholders.  A realistic timeframe determined by the country should be outlined, and where 
possible should reflect the urgency of the issue under review.  The team responsible for 
implementation must be appointed and individual responsibilities determined.  Where the 
intervention involves different levels of health care provision, teams should be developed to 
coordinate activities at each level. 
 

6.3 Staffing 
 

The staffing requirements of an intervention should be carefully considered and 
structured according to the available human resources.  Each intervention should have the 
right cadre of staff for each activity, including utilizing community workers where this is 
appropriate.  The training needs of all the involved staff should be assessed, and the training 
undertaken before starting intervention activities. 

 

6.4 Training and curriculum development 
 

In most interventions, additional health care provider training and changes to existing 
curricula will be required.  To achieve sustainable changes in the practices of health care 
providers, mechanisms of integrating the required new curricula into pre- and post-basic 
training must be considered.  Academic institutions and professional training organizations 
should be included in the planning and implementing of the intervention to ensure buy-in 
from these important stakeholders. 
 

6.5 Community mobilization 
 

The solutions to many reproductive health problems lie within the health services and 
the community.  Many of the reproductive health intervention tools include community 
assessments and interventions, and this should be considered for all interventions undertaken.  
Where the issue being addressed is a sensitive one, community involvement is critical and an 
appropriate information campaign should be undertaken. 
 

6.6 Information, education, communication (IEC) and advocacy 
 

The IEC requirements of the project must be properly assessed, and should target 
health care providers as well as community members.  It is essential to get an adequate buy-in 
from all stakeholders, as this can make or break new innovations, especially in culturally 
sensitive issues.  Part of the implementation plan must be a carefully thought-out and 
orchestrated advocacy campaign, which should target communities, health care providers, 
politicians and the donor community. 
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7. Monitoring and evaluation 
 

7.1 Indicators 
 

Monitoring and evaluation must be considered during the design phase of the 
intervention.  Programme managers should take into account process and impact indicators 
with each new intervention.  WHO's list of reproductive health indicators is referred to in 
Annex 10.  A plan for monitoring and evaluation should be developed and the periodicity of 
collecting indicators be described and clearly understood by all the key players responsible 
for this aspect of the implementation.  Different data needs for national level reporting and 
local programme management needs should be kept in mind.  For all programmes and 
interventions that are being newly introduced, careful monitoring and evaluation will be vital 
in reviewing and, if necessary, re-directing the intervention.  In some cases, more in-depth 
data may be required to complement routine data collection.  These can be obtained by 
designating sentinel sites where specific indicators or research may be undertaken. 
 

7.2 Routine data collection 
 

The process and impact indicators must be carefully developed before commencing an 
intervention.  Some important indicators will be generated from the routine collection of data 
within the health information system.  Consideration should be given to whether this needs to 
be completely re-developed, or whether additional statistics can be added to an existing data-
recording system.  Programme managers may need to train people on how to use existing 
data to monitor progress and supervise the implementation of the programme.  Often, data 
collection systems, which record information from the community may not exist, and will 
need to be set up in the form of registry systems for key indicators. 
 

7.3 Research 
 

In addition to the routine data collection described above, there may be a need to have a 
more carefully developed research agenda to get an in-depth understanding of whether a 
programme has been successfully implemented and whether the desired outcome for this 
intervention has been achieved.  Issues such as gender, quality of care and provider 
perspectives should all be considered as part of the research agenda.  Many reproductive 
health issues are better addressed by a multidisciplinary research approach.  Local academics 
should be encouraged to undertake this research with the support of international technical 
assistance if required.  Where they exist, WHO Collaborating Centres should be utilized in 
this process, and consideration should be given to incorporating expertise from other local 
centres of excellence. 
 

An additional benefit to this approach is the building of local research capacity.  
Different mechanisms can be used to achieve this including study tours, short- and long-term 
fellowships, and access for local researchers to international post-basic training and 
qualifications.  Institutional capacity can also be built by twinning institutions with more 
developed centres.  In all cases, care must be taken to prevent 'safari' research being 
undertaken by better-resourced international centres, where little benefit accrues to the local 
population or to the local research community. 
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7.4 Funding for monitoring and evaluation 
 

Funding for this component of the initiative is as important as funding the intervention 
itself.  Without funding, no adequate understanding of the value and impact of the newly-
introduced programme can be made.  A detailed plan for monitoring, evaluation and research 
is essential if donors are to be persuaded to invest in this aspect of the intervention. 
 

8. Dissemination of the findings of the intervention 
 

8.1 Meetings of stakeholders 
 

In the planning phases for the intervention, a wide range of stakeholders will have been 
consulted about the prioritization of and intervention on the reproductive health issue under 
review.  Once there are findings from the intervention, including interim findings, 
appropriate fora should be created to allow dissemination and discussion of the results.  
Written reports should be made available in formats useful for the target audience.  An 
advantage for countries working with WHO or UNFPA is that reports can become official 
publications of those international agencies.  Having the official support of an international 
agency not only helps in the planning and interpretation of the intervention, but also gives the 
activity international status.  An international publication gives other countries the 
opportunity to learn lessons from the national experience, and in the best scenario can offer a 
'best practice' tool for referral. 
 

8.2 Publication of research findings 
 

As described above, the planning and evaluation phase for some interventions will 
include multisectoral academic research.  It is important that these data, whether positive or 
negative, are published in a peer-reviewed journal, which may be local or international.  The 
findings reported in such journals should also be translated into user-friendly format and 
made accessible to a large audience. 
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1. THE REGIONAL REPRODUCTIVE HEALTH STRATEGY 
 
 The WHO Regional Committee for Africa, during its 47th Session, adopted the 
resolution AFR/RC47/R5 by which was established the Regional strategy on reproductive 
health: based on an analysis of the present situation in the Region and the persisting high 
levels of maternal and neonatal mortality and morbidity, the regional strategy identified six 
priority areas and proposed a strategic framework for implementing interventions aimed at 
addressing reproductive health problems.  The six priority areas are: 
 

 safe motherhood and newborn care; 
 sexual and reproductive health of adolescents; 
 prevention of unwanted pregnancies; 
 prevention and control of sexually transmitted infections including HIV/AIDS; 
 prevention, detection and early management of cervical cancer; 
 reduction of female genital mutilation, domestic violence and sexual violence. 

 
 However, the priority areas will depend on the specific context and needs of individual 
countries. The guiding principles of the effectiveness and viability of national strategies will 
be strengthened by: 

 
@  countries themselves taking over and implementing their own strategy; 
@  existing effective partnerships between main actors; 
@  all stakeholders participating in the development of a comprehensive package of basic 

services.  
 
 
2. NATIONAL REPRODUCTIVE HEALTH STRATEGIES 
 
 Based on the proposed regional strategy, a nine-stage national strategy has been 
developed for implementation at country level. They are: 
 

1) Definition of the reproductive health concept and its adaptation to the local socio-
anthropological situation as well as consensus-building on the concept. 

2) Assessment of needs and collection of baseline data with a view to adapting the 
strategy and translating it into concrete action. 

3) Determination of priorities. 
4) Preparation of plans of action for the development of the district health system. 
5) Implementation (definition of policies, revision of legal texts, updating of norms and 

procedures). 
6) Mobilization of resources, including internal and external expertise, for the 

implementation of plans of action. 
7) Work monitoring and supervision and programme evaluation. 
8) Development of applied research and operational research. 
9) Development and updating of the health information system. 

 
 A multi-disciplinary group of experts in reproductive health has been set up to assist the 
countries to accelerate the implementation of reproductive health programmes in the Region.



   - 15 - 

3. CHAD AS A COUNTRY-BASED APPLICATION 
 
3.1. Presentation of Chad 

 
 Socio-economic characteristics 

 Sahelian country in Central Africa  
 Human development index : 0.37 (rank 167) 
 Population :  7,3 million 
 GNP :  240 USD 
 External debt : 65 % of GNP  
 GDP per capita : 408 USD 
 Health expenditure as percentage of GDP : 3.7 %  
 Infant Mortality Rate : 112 % o 
 Illiterate population  (W/M) :  77/52 %  

 
 Reproductive health indicators 

 Maternal mortality ratio:  830 – 1500 per 100 000 live births 
 Lifetime risk of maternal death:  1 in 9 
 Antenatal consultation coverage:  32 % 
 Skilled attendant at delivery :  15 per 100 live births 
 Delivery at home : 88 % 
 Perinatal death per 1000 births : 90 
 Number of  children below 15 years out of 10 000 having lost their mother or 

their two parents to HIV :  130  
 
3.2 Development of a national reproductive health programme in Chad 
 

 Inter-country workshop in Libreville in July 1998 on the dissemination of the 
Regional Reproductive Health Strategy. 

 First activity :  situation analysis to identify needs and define national reproductive 
health policies and strategies. 

 Second activity : consensus-building on the reproductive health concept through a 
workshop organized by the Ministry of Public Health and the Ministry of Social 
Affairs with the support of the WHO Representative in Chad and a joint WHO 
AFRO/HQ mission. 

 Third activity : development of a national reproductive health programme into a 
consistent framework and concerted interventions involving the Ministry of Health 
and its partners. 

 
 
4. ASSISTANCE IN ORGANIZING A CONSENSUS-BUILDING WORKSHOP 
 
4.1     Meetings with officials :  
 

@  Ministry of Public Health  
@  Ministry of Social Affairs 
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4.2 Setting objectives for methodology and programmes of work using a 
participatory process: 

 
@ Multi-disciplinary core group : Ministry of Public Health, University, national 

NGOs, UN agencies (UNFPA and WHO), GTZ (a German bilateral cooperation 
agency). 

 
@ Identification of key participants  and resource persons:  

- decision-makers, planners, managers of health sector programmes, 
especially reproductive health programmes; 

- decision-makers and planners in the related sectors (ministries of social 
welfare, education, youth, communication); 

- parliamentarians; 
- service providers including members of professional associations 

(gynaecologists, obstetricians, midwives); 
- researchers and specialists in the social sciences; 
- national and international NGOs: 
- organizations and representatives of community groups (women, youths, 

consumers); 
- partners, bilateral and multilateral cooperation agencies. 
 

@ Workshop objectives: 
 

- General objective : Strengthen the capacity of the ministry of health to 
coordinate reproductive health interventions. 

 
- Specific objectives : 

@ reach a consensus on the new concept of reproductive health and 
analyze the reproductive health situation in Chad; 

@ define the priority options and strategies needed to create a change 
in existing programmes; 

@ determine the steps leading to the drawing up of a national 
reproductive health programme. 

 
@ Method of work : a participatory process 

- presentations and discussions 
- brainstorming 
- group work 
- synthesis in plenary 

 
 
5. WORKSHOP RESULTS  AND OUTCOMES 
 
 By way of strategic planning :  
 

1) Consensus for a common understanding on the concept of reproductive health. 
2) Consensus for prioritizing  problems and concerns that call for measures based on the 

situation analysis.  
3) Analysis of proposed interventions taking into account the strengths and constraints 

noted at national level. 
4) Determination of alternative strategies for change and the process to be followed. 
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6.   WORKSHOP FOLLOW-UP 
 

 Establishment of a working group consisting of national officials to prepare a 
document on the priority areas of reproductive health interventions identified during 
the workshop.  This document was presented by the Ministry of Public Health at the 
Health Sector Round Table in March 1999. 

 
 Setting up, in February 1999, of a Task Force committee for the follow-up of the 

implementation of workshop recommendations.  In May 2000, the Task Force was 
expanded to include other partners (national NGOs, bilateral cooperation agencies, 
UNICEF, World Bank and others) and was established as an advisory group on 
reproductive health activities. Its terms of reference involved support to the national 
reproductive health programme. 

 
 In July 1999:  AFRO provided renewed technical support to the National reproductive 

health programme and, in collaboration with the Ministry of Public Health, 
University, national NGO, UNFPA, WHO, GTZ, a first draft of a reproductive health 
programme was drawn up by  September 1999. 

 
 February 2000: establishment of a concerted framework between UN agencies and the 

World Bank to coordinate their actions for reproductive health, in the context of the 
United Nations Development Assistance Framework (UNDAF). 

 
 May 2000: preparation, jointly with the Chad parliamentarians network (affiliated to 

the African parliamentarians network) of a bill on reproductive health.  The bill was 
prepared at the request of the Ministry of Planning which is currently reviewing the 
national population policy.  It has been approved by the Government and has now 
been submitted to the Parliament of Chad. 

 
 
7.   SHORT-TERM ACTION DEVELOPMENT 
 

 Development of a national reproductive health policy document and programme. 
 Development of reproductive health norms and protocols. 
 Safe motherhood needs assessment with the support of AFRO and the Francophone 

network for maternal mortality prevention in Africa (4th quarter of the year 2000). 
 
8. LESSONS LEARNED 

 
1. Involvement of nationals in determining needs and priorities: 

Out of the six priority areas of the regional strategy, Chad selected five. The 
designated national structure was put in charge of bringing the desired change and 
spearheading the process. Thus, the proposals for change were initiated from within, 
and all the national stakeholders in reproductive health took part in the exercise 
(parliamentarians, NGOs, community-based associations and others). 
 
In November 1999, a national workshop on female genital mutilation was held with a 
massive participation. 

 
2. Collaboration, coordination and partnership building 
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At the start of the process, the Ministry of Public Health of Chad convened 
reproductive health stakeholders and partners.  They were briefed on the situation 
analysis and participated in the needs assessment and setting of priorities.  The 
outcome of the process was for the need of  : 

S coordination of activities in order to carry out complementary and synergetic 
activities in response to the priorities identified; 

S and effective consultations among the three UN agencies involved 
(UNICEF, UNFPA and WHO) and the World Bank with a view to 
supporting the Chad national reproductive health programme. 

 
3.    National ownership and sustainability building 

< The identification of problems and their resolution by nationals have been a 
learning process.  However, the process of formulation has been slow due to 
institutional and structural constraints in spite of the urgency assigned to 
priorities and the impatience on the part of partners. Regardless of the slow 
process, it must be respected. 

< The guarantee of the sustainability of achievements was ensured. 
 

4. South to South collaboration 
In April 2000, Chad participated as an observer in a meeting of the Francophone 
network for maternal mortality prevention in Africa.  The network has allocated 
funds to Chad for developing its reproductive health activities.  Such collaboration 
and cooperation will benefit national programmes because they are based on the 
experiences of other African countries that have similar characteristics in terms of 
the socioeconomic situation, priorities and available resources. 
 

5. The role of WHO country offices. 
The support provided by AFRO must be channeled through the WHO country Office 
which will closely monitor related activities and work in harness with the Ministry of 
Health throughout the processes. 

 
 
9. CHALLENGES 
 

@ Maintaining national commitment and interest. 
@ Having government integrating reproductive health issues into all its work. 
@ Building and sustaining community partnership (NGOs, associations, beneficiaries). 
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Why research and building evidence? 
 

Evidence is comprised of information that is considered to be based on facts 
rather than opinions or assumptions.  The source of information may also include 
information gained from interviews, questionnaire survey, observation, analysis of 
critical documents. 
 

Evidence involves judgement, the result of exploring whether data or 
information were gathered in a way to reflect reality (i.e validity) and how much 
uncertainty surrounds particular pieces of data or information. 
 

The aim of any health programme is to ensure that its goals are achieved and 
lead to health outcomes, financially fair and responsive to the need and legitimate 
expectations of the people.  Hence, whenever a programme is designed and developed, it 
is increasingly necessary that it be based on evidence. 
 

Meeting the challenge to close the gaps that persist between and within countries 
will require not only physical and human resources but also information to guide 
policies and programmes.  Among health professionals, evidence-based practice is 
taking hold, slowly but surely, the world over.  Nevertheless, tools are still needed to 
answer critical questions for health systems.  For example, how can services be de-
centralized to improve access?  How can one ensure that most cost-effective 
interventions are delivered by organizations with the training skills to deliver high-
quality services efficiently?  How can priorities be set among competing needs in health 
systems when resources are scarce?  How should health financing systems be designed? 
 
Evidence-Policy Cycle: the evidence base. 
 

By assessing, analysing and synthesizing information this adds value to that 
information and makes it more relevant to decision-makers.  Relevant information, 
translated into health policy, programmes and behaviour, links EIP's work on evidence 
base to improving health.  Building the evidence, designing policy options, and then 
implementing programmes yields further experience that can update evidence and 
highlight priorities for further research. 
 
What do we know so far in designing and developing a programme based on 
research results? 
 

In order to answer the above question, the four health system functions are 
addressed.  WHO takes a systematic approach to understanding health systems using the 
health systems framework outlined in 'World Health 2000'. 

 
Health system functions and planning and development should be based on 

research and evidence. 
 
Countries are encouraged to conduct a situation analysis of reproductive health.  
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Service delivery components:  
 

Establishing clinical practice guidelines and protocols based on evidence and 
type of evidence of interventions that reduce maternal mortality. 
 

Using the assessment and planning tool to develop programmes such as the 
District Assessment and Management. 
 

Use of rapid assessment tools to guide decisions in developing programmes. 
 

Work towards unity for health service providers and partnership with 
community.  Use successful evidence in safe motherhood and family planning.  
Operational research conducted by WHO and the Population Council has demonstrated 
the success of a programme where people and their communities are involved.  Promote 
the sense of ownership. 
 

There is evidence of services that are not meeting peoples needs such as the 
social acceptability of family planning methods and limited choices available.  Hence, 
there are implications of a need to conduct rapid assessments and social science research 
in order to be responsive to the needs of women and men. 
 

Essential packages on core interventions can be defined as health service 
interventions that are considered important and that society decides should be provided 
to everyone. 
 

Studies report high rates of inappropriate care and error during care-giving.  
Therefore this implies in addition to continued professional development, the need for 
monitoring and supervision and ensuring the availability of supplies. 
 
Community involvement and interface with health systems and development of 
tools to ensure such interface 
 
Resource generations:  
 

Ensuring skilled attendance at delivery is the single most critical intervention to 
ensure that a health care provider with midwifery skills is present at every birth and 
transportation is available in case of emergency. 
 

Management Effectiveness Programme - to improve the skills of managers in 
using the information for decision-making. 
 

Health Information Strategy to assist countries in building a health information 
system. 
 
Financing: 
 

There is evidence that the poor do not have access to care and that there is an 
increase in antenatal care services in countries where essential care is covered by 
financially fair systems. 
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Fair financing in health system means that the risk each household faces due to 
the costs of the health system are distributed according to ability to pay rather than to the 
risk of illness. 
 
Stewardship:  
 

Set the standards at national level that can be used as a measure of performance. 
 

Establish credentials, accreditation and social accountability. 
 
What are the gaps in evidence? 
 

The availability of skilled birth attendants (SBAs), their deployment and 
geographical coverage and access to care.  The degree of availability of resources such 
as essential supplies, equipment and drugs and a referral system. 
 

Evidence on the best approach to prepare skilled birth attendance in a cost-
effective approach and who is competent. 
 

Relationship between human resources for health policy and planning and the 
availability of skilled care provider and their deployment. 
 

Assessing countries to monitor their health system performance to ensure that 
available resources are used to maximum effect to achieve three goals: improved health, 
improved responsiveness and fairness in financing.  Further, how gender impacts on 
health and access to health care, developing guidelines and methods for gender impact 
analyses, and designing interventions that address gender-based inequalities. 
 
What are the lessons learned? 
 

Where information exists, analysis and dissemination can contribute 
substantially to empowering decision-makers and thereby improving health. 
 

Value of information available and the utilization of such information in 
developing programmes. 
 

Conduct a process of assessment and piloting and then scaling in order to 
identify areas of improvement and social acceptability to the programme, including cost. 
 

Situation analysis where appropriate to have an initial data base and provide a 
picture of disparity of services. 
 

There is a need to build sustainability in the programme. 
 
How can we develop strategies to ensure the utilization of health research? 
 

Evidence and policy and programmes is only part of the process.  Building the 
evidence base, designing policy options, and then implementing programmes yields 
further experience that can update evidence and highlights of priorities for research. 
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Introduction of every service delivery can be an opportunity to develop evidence 
(using evidence cycle).  This means that the design of any programme should include a 
basis for research and data collection.  For example, guidelines for practice can have 
both process and outcome indicators that are measured in order to ensure their 
applicability and impact on improved health. 
 

In the area of preparing skilled birth attendance, it is proposed to develop a 
costing framework of educating a SBA at the competency level required.  This in turn 
will provide information and evidence for approaches that countries can use in preparing 
a SBA at the competency level required. 
 

Integrate evidence and information as part of pre-service curricula of health care 
providers and health managers.  Reinforce the use of evidence in the daily work through 
policy at work settings and clear guidelines for the health care provider (HCP). 
 

Enhance networking between institutions which are well versed in research and 
service delivery sites. 
 

Build a network of HCP at the work place to exchange evidence.  Develop a 
learning organization within the facility. 
 

Evidence and information should help to empower decision-makers to improve 
health. 
 

Through feedback, the Evidence-Policy Cycle illustrates a broader theme that is 
transforming organization the world over - becoming a learning or knowledge-based 
organization. 
 

Develop operations research that provide managers with information to make 
decisions to improve programmes or take advantage of opportunities.  (Such research 
looks into impact, access, efficiency and quality). 
 
Way forward: 
 

Research should be the basis for programme planning and strengthening health 
systems and reproductive health programmes. 
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Maternal and Neonatal Health in the Eastern Mediterranean Region (EMR) 
 
Over the past years, WHO/EMRO has worked with Member States to support 

national efforts to reduce mortality and morbidity among women and children. 
 

Following the Nairobi Conference in 1988, the Regional Committee for the 
Eastern Mediterranean noted with concern, the high levels of maternal mortality in some 
countries of the Region, and passed a resolution calling to reduce maternal mortality in 
each Member State by 50%  by the year 2000 and to adopt all possible measures to 
achieve this goal.  Nevertheless, it  became clear later that reductions in levels of 
maternal and neonatal mortality lagged behind those of infants and children.  The average 
of cases attended by trained personnel in the EMR has been improved, as follows: 
 

•  pregnant women :  from  29%  to  37% 
•  deliveries :  from  27%  to  56% 
•  infants :  from  41%  to  69% 
 
Infant mortality rate has accordingly decreased from 97 to 71  per 1000 live-

births.  Meanwhile, it is estimated that the regional average maternal mortality ratio is 
still as high as 382: 100,000 live-births, and 68,000 (12%) of the 585,000 global maternal 
deaths take place in the EMR.  Furthermore, it was estimated that approximately (60%) 
of infant deaths in the EMR occur in the neonatal period. 
 
 
Approaches to Promotion of Maternal and Neonatal Health 

 
It is now being increasingly recognized that in the long term, safe motherhood can 

only be achieved through an intersectoral and holistic approach.  Nevertheless, it should 
be repeated that this approach will take a long time, will need large financial and human 
resources, and above all, require high-level political commitment.  
 

While a holistic approach for socio-economic development is being adopted, there 
should be forceful efforts to vigorously implement feasible and cost-effective measures to 
cut down maternal and neonatal mortality levels. These include: 
 
 - enhancement of safe motherhood managerial skills; 
 
 - establishment of emergency obstetric units in peripheral areas; 
 

- educating women and their families about the risk of obstetric complications and 
about the appropriate action should danger signals be identified; 
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- early identification of women with obstetric complications and their prompt 
referral to appropriate medical care; 

 
- effective motivation of women and their families to agree to these 
 referrals. 

 
 
The Total Quality Management Approach 
 

From the previous regional overview, the following facts can be concluded: 
 

 the importance of reproductive health as an essential component of public health  
     has been increasingly recognized in the EMR; 
 

 the conceptual framework of reproductive health care has been generally 
accepted,  

     and maternal and neonatal health care is now considered as an area of utmost    
     priority; 
 

 significant progress has been achieved in most Eastern Mediterranean countries  
     towards maternal and neonatal health policy and programme development; 
 

 data from routine surveillance and special surveys is not effectively used; 
 

 considerable constraints are yet to be overcome in order to provide quality 
services through national health care systems.  These include: 

 
- lack of quality care at the peripheral level, especially in the rural and remote 

areas; 
 
- poor organization and inadequate reporting and information systems at the 

central, district and peripheral levels; 
 

- logistical difficulties mainly due to inadequate supplies and equipment, and 
poor logistical and managerial skills; 

 
- poor community awareness and community participation; 
 
- inadequate budgetary allocations at the national level. 

 
In order to enhance managerial capabilities in maternal and neonatal health care, the  

Regional Office, in collaboration with the U.S. Centres for Disease Control and 
Prevention (CDC), developed a project aimed at introducing Total Quality Management 
approach in countries of the Region.  The project was implemented jointly with the 
United Nations Relief and Works Agency for Palestine Refugees (UNRWA) and CDC, 
Atlanta. 
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The Four Principles of Total Quality Management 
 

1. Customer satisfaction means not only satisfying the needs and reasonable 
expectations of customers, but also having an attitude that puts the needs of the 
customer first. 

 
2.  Management by fact means not only managers, but all team members manage 

the work they do by collecting objective data and making decisions based on this 
information. 

 
3. Respect for people means that each of us needs to listen to and support the 

capacity of all other team members for self-motivation and creative thought. 
 
4. P-D-C-A (Plan-Do-Check-Act) is a work philosophy that emphasizes four 

phases of activity: 
 

A-Plan what to do 
D-Do it 
C-Check what you did 
A-Act to prevent error or improve the process 

 
 
Project Vision 
 

To provide leadership in enhancing national efforts to protect and promote the 
health and quality of life of women and children. 

 
To assure the quality of maternal and neonatal health care by the integration of 

the Total Quality Management (TQM) approach in EM countries. 
 
 
Project Targets 
 
By December 1998: 
TQM approach for maternal and neonatal health will be advocated in five EM countries 
and five UNRWA field areas. 
 
By January 1999: 
Internal and external TQM interventions in the selected member states will be identified. 
 
By February 1999: 
In collaboration with UNRWA and CDC, an introductory TQM workshop involving 
UNRWA field staff and participants from five EM selected states will be conducted. 
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By August 1999: 
Applied learning projects will be implemented by workshop trainees at their work 
locations, supervised by regional MIPH trainers. 
 
By September 1999: 
The findings of the applied learning projects will be presented and the trainees will 
receive additional training in other management tools and techniques. 
 
By December 1999: 
Evaluation of TQM training will be evaluated and the results will be used to formulate 
regional training guidelines. 
 
By June 2000: 
An Arabic version of TQM training materials will be developed. 
 
By July 2000: 
The first training workshop in Arabic will be conducted. 
 
By December 2000: 
The findings of the implemented applied learning projects will be presented by the 
trainees. 
 
Resources 

 
- WHO/EMRO as a coordinator of the project activities; 
 
- UNRWA as a co-sponsor of the training activities with EMRO; 
 
- CDC as a technical support partner; 
 
- MIPH trained participants from EMR as training facilitators; 
 
- RHR/HQ, USAID, UNICEF, UNFPA as potential partners in the proposed 

project activities. 
 
Project Products 
 

A hard and electronic copy of the workshop training material was made available to 
all participants. 

 
 Twenty-three programme managers from four EM countries and five UNRWA 

field areas were trained in a systematic, data-base approach to problem-solving 
using the TQM techniques. 

 
 Nine applied learning projects were developed by the country and field 

participating teams. The focus developed projects varied from coverage of MCH 
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services to screening and management of newborn babies with congenital in-born 
errors of metabolism (e.g phenyl-ketone urea and thyroid hypothyroidism). 

 
 The proposals developed were successfully implemented by the trained 

participants, as field-learning projects, with close technical back-stopping by 
WHO/EMRO, UNRWA and CDC. 

 
 The preliminary findings of the implemented projects were discussed and 

analyzed in a follow-up workshop held seven months after the introductory 
training.  The following findings are examples: 

 
- MOH/Syria: a reduction of 93% of mistakes in antenatal health services 

reporting monthly in 106 health centres and cost-effective savings equivalent 
to the annual salary of ten physicians. 

 
- UNRWA/Syria: root causes of why 50% of pregnant women did not have Hb 

testing in the first antenatal visit were determined. 
 
- MOH/UAE: screening rate of in-born errors of metabolism was increased 

from 60 to 80%.  A protocol was developed to ensure screening took place 
within the first 14 days after birth. 
 

- MOH/Egypt: utilization rate of maternity services were increased from 53 to 
60%. 
  

Constraints 
 

In view of the extreme budgetary constraints, the required allocations are not 
available for WHO/EMRO to continue this project at the current stage. 
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Although European levels of reproductive ill-health are not comparable to those of 

some African, Asian or Eastern Mediterranean countries, reproductive health is a priority 
issue in some parts of the region, especially in the countries of Central and Eastern Europe 
and the former Soviet Union.  The risk of dying in pregnancy or childbirth is 12 times higher 
in Central Asia than in the Czech Republic, Germany or Sweden.  While many countries of 
Central Europe have managed to achieve levels of maternal and infant mortality comparable 
to those of many Western European countries through targeted interventions and investments, 
the conditions in some very poor (LDC) countries in the region are very bad, with a chronic 
lack of essential drugs and equipment, lack of transport for emergency cases, and outdated 
practices reflecting the isolation of the former Soviet Union from the rest of the professional 
world and practices of international standard. 

 
The health systems are characterized by a lack of well-qualified mid-level personnel 

with an abundance of medical doctors, who, in comparison to other parts of the world, have 
very short specialization periods, but at the same time a lack of general practice education 
and training.  Medical care centres in hospital care and out-patient polyclinics are staffed by 
different specialists.  The salary of a medical doctor in the countries of the former USSR 
ranges from 12 to 15 US Dollars per month to 40 to 50 US Dollars per month.  It is clear that 
under such circumstances, medical staff depend on other sources of income and unofficial 
payment by patients, which leads automatically to differences in quality of care provided to 
payers and non-payers even for those interventions which should be free of charge or 
affordable for everyone, such as ante-natal and obstetric care. 

 
Under the difficult economic circumstances which families are facing in many parts of 

the region, many couples decide to limit the number of children to one or two.  At the same 
time, the lack of family planning services and modern contraceptives leads to a very high use 
of abortion as a means of regulating fertility, with abortion to birth rates reaching three 
abortions to one birth, and abortion complications causing 25-30% of maternal deaths, 
although abortion is legal and performed under clinical conditions. 

 
Contraceptive prevalence rates are as low as three to seven per cent in some countries, 

although the recent efforts of many donors have lead to an increased awareness and use of 
contraceptives by the population. 

 
Political, social, and economic changes have also brought with them a change in moral 

attitudes, in family and marriage patterns and in sexual behaviour.  One of the health 
consequences of these changes is an explosive rise in sexually transmitted infections (STIs), 
seen all over the region, but especially in the northern countries of the Newly Independent 
States - the Baltics, the Russian Federation and the Ukraine. 

 
In view of these circumstances, the reproductive health programme in EURO has been 

focusing on the countries with the highest levels of maternal and infant mortality, the highest 
abortion to birth ratios, the lowest contraceptive prevalence levels and the highest increases 
in the incidence of sexually transmitted infections.  Typically, a country project/programme 
is introduced in collaboration with other UN partners, notably UNFPA and UNICEF. 

 
One example of such a country project is the support given to Tajikistan to strengthen 

the reproductive health of the population in the Oblast of Khatlon.  This project focused on 
interventions at district and regional level, rather than expecting a trickle-down effect from 
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the capital to the periphery.  At the same time, it was strongly linked to national initiatives 
such as national research on reproductive health, a survey on the use of abortion and 
contraception, and the prevalence of STIs among women of reproductive age, and the 
development of a national reproductive health policy. 

 
At the regional level, the programme focused on institutional strengthening through 

upgrading of equipment and infrastructure, capacity building through training of doctors, 
midwives and nurses, and monitoring of the quality of care of services.  After two years, 
indicators were measured again, showing improvement in maternal and infant health status. 

 
Similar projects are underway in Albania, Kyrghistan, Moldova and Romania. 

 

Impact on RH Indicators in the Oblast of Khatlon

• According to official data, MMR
and IMR decreased significantly

• However, home births have
increased (88.6% in 1998), and
registration of births and deaths
cost money; data are therefore not
reliable, but show a positive trend

• Follow-up survey on contraceptive
prevalence and abortion use will be
conducted in new project phase

• Source: Medical Statistical Center,
Dushanbe
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Impact on RH Indicators in the Oblast of Khlaton

• According to official data, MMR 
and IMR decreased significantly

• However, home births have 
increased (88.6% in 1998), and 
registration of births and deaths cost 
money, data are therefore not 
reliable, but show a positive trend

• Follow-up survey on Contraceptive 
prevalence and abortion use will be 
conducted in new project phase

• Source: Medical Statistical Center, 
Dushanbe
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Approximately 40 per cent of global maternal mortality still occurs in countries 
of the South-east Asia Region, accounting for over 235,000 maternal deaths every 
year.  Similarly, although family planning (FP) now has national programmes in all 
countries, contraceptive prevalence for the Region as a whole is over 40 per cent.  
Sexually Transmitted Diseases (STDs) and Reproductive Tract Infections (RTIs) are 
common.  Anaemia in pregnancy is a serious, yet preventable condition.  It is 
estimated that abortion contributes to a significant proportion of maternal deaths. 
 

The low status of women and discrimination against the girl-child, early 
marriage, leading to high risk adolescent pregnancies, also contribute to reproductive 
health problems, particularly in countries of southern Asia.  In addition, there are also 
issues of violence against women, problems of the elderly and cancers of the breast 
and the uterus.  Poverty and illiteracy are common. 
 

Keeping in view these scenarios, as it was not possible to address all these 
issues simultaneously, our effort in the South-East Asia Region in the past five years 
has been to assist countries in the operationalization of the concept of reproductive 
health through prioritizing interventions, which can have the highest impact as regards 
reduction of reproductive morbidity and mortality.  Accordingly, a Regional 
Reproductive Health Strategy for the South-East Asia Region was developed with the 
involvement of countries, UNFPA Country Support Teams (CSTs), WHO/HQ and the 
Population Council.  The Regional Strategy defined an essential package of 
priority reproductive health interventions to be implemented as a short-term 
programme. 
 

The essential reproductive health package for SEAR countries defines minimum 
services in priority areas for each level of care.  The levels of care include 
community, health post (facility staffed by auxiliary), health centre (staffed by 
Medical Officer) and district.  The priority reproductive health interventions 
identified in the strategy are: (i) safe motherhood, including care of the new-born; 
(ii) family planning; (iii) prevention and management of complications of abortion; 
(iv) RTI/STD/HIV/infertility; and, (v) adolescent reproductive health. 
 

The regional strategy also identified areas such as advocacy training, 
information, communications and research needed to support the implementation 
of the strategy.  A public health approach to reproductive health was recommended 
in order to implement a reproductive health strategy within the context of primary 
health care.  Recommendations were also made to promote linkages between inter-
related programmes. 
 

Following the inter-country meeting and finalization of the Regional 
Reproductive Health Strategy, Bangladesh, Bhutan, India, Indonesia, Nepal 
Myanmar, Sri Lanka and Thailand have developed national strategies with technical 
support from SEARO utilizing the framework of the regional strategy.  There have 
been country-specific approaches and adaptations.  However, all countries have 
consensus on priority areas, e.g. safe motherhood, prevention of unwanted 
pregnancy/family planning, RTI/prevention of infertility and adolescent reproductive 
health. 
 



 - 37 -

After the development of strategies SEARO has provided need-based strategic 
support to countries in the following areas: 
 

1. Advocacy meetings 
2. Reorientation workshops 
3. Development of national strategies 
4. In-country training 
5. Inter-country training courses 
6. Promoting partnership  
7. Operational research (Health Systems Research) 
8. Quality care guidelines 
9. Standards for midwifery practices 

 
Some important examples of activities undertaken by SEARO are as follows: 
 

1. An advocacy booklet concerning the concept of reproductive health was 
produced with special emphasis on safe motherhood.  Approximately 3,000 copies of 
this booklet have been distributed to the member countries, NGOs and other multi- 
and bilateral agencies.  SEARO supported many national workshops and advocacy 
meetings for promotion the of the concept of reproductive health. 
 

2. SEARO has conducted inter-country training courses through collaboration 
between institutes in India, Indonesia and Thailand and has supported several training 
courses in reproductive health. 
 

3. As maternal mortality is still very high in the Region, high priority has been 
given to strengthening the safe motherhood programme.  Steps have been taken to 
improve the quality of care through the development and use of standards of 
midwifery practice for safe motherhood in order to assist member countries to 
regulate and ensure the quality of midwifery services.  These standards are 
“prototype” standards for adaptation and implementation by countries according to 
their needs and context.  The field test of these standards has recently been concluded 
and standard documents have been printed and disseminated.  Countries are in various 
stages of utilization. 
 

4. For widening and strengthening partnerships, representatives of 12 
collaborating centres and centres of excellence in the area of human reproduction and 
maternal and child health were invited to a technical consultation at SEARO from 23-
26 September 1997.  This Consultation made a series of recommendations regarding 
collaborative activities on reproductive health, mechanisms for networking among 
collaborating centres and identified other activities to enable the collaborating centres 
to assume their role in the broader context of reproductive health. 

 
5. A shift from the concept of MCH/FP to a broader concept of reproductive 

health and operationalizing the concept, required major reorientation of existing 
health services.  In this context, the role of health systems and research or operational 
research was felt to be very important. 
 

6. A Scientific Working Group on Reproductive Health was constituted to 
promote operational research in reproductive health.  This Group has identified 
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priority research areas and also made recommendations for strengthening operational 
research in reproductive health in the Region.  Many research activities, especially the 
needs assessment and priority setting on reproductive health research, were done at 
country level. 
 

7. Operational issues of integration of various services, which were vertically 
run, one-stop delivery of service, and non-utilization of services were some of the 
operational issues.  SEARO has supported small-scale health systems research in 
Indonesia to study the feasibility of delivering Essential Reproductive Health Care 
(ERHC) services at the health centre level.  By reorienting existing service schedules 
and reorganizing the physical facilities, together with additional supervision, the 
delivery of ERHC was found to be feasible.  The concept is now being tested in larger 
areas and, on similar lines, area projects funded by the World Bank are being carried 
out in India on a larger scale. 
 

Delivering Essential RH Services:  issues are more complex when family 
planning programmes were previously run on purely demographic perspectives and as 
a vertical programme and are not linked to an existing district health system or 
hospital and health centres.  Bangladesh is an example of this: 
 
 
A COUNTRY CASE STUDY 
 

A case study from Bangladesh is presented here to give a clear picture of a 
developing country, which has been successful in terms of attaining and maintaining a 
high contraceptive prevalence rate, and brought down the fertility level through a 
vertical approach to family planning with a demographic imperative. 

 
Historically, the demographic imperative of family planning programmes has 

demanded a bifurcated programme structure with an artificial division between the 
health and population sectors and family planning and health services. 

 
Mandate for Reproductive Health 
 

After ICPD in 1994, the mandate for providing reproductive health services 
was added to this overriding demographic mandate.  The primary government agency 
responsible for these solo mandates, i.e. replacement level fertility by 2005 and 
provision of comprehensive reproductive health services is the Ministry of Health and 
Family Welfare (MOHFW) and two of its directorates: Health Services and Family 
Planning. 
 
The process 
 
Reaching national consensus 

A national workshop on reproductive health with a gender perspective was 
conducted in 1996, sponsored by donors and agencies of the United Nations, which 
generated national consensus to a large extent. 

 
The workshop recommended the adoption of a life-cycle approach whereby 

reproductive health services would be designed according to the following stages: 
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 Before sexual maturity 
 Sexually mature and unmarried 
 Sexually mature and married 
 After the fertile period 

 
The Workshop set the concept of reproductive health in Bangladesh within a 

broader context by incorporating into it the perspective of changing reproductive 
health needs over a woman's entire life. 

 
In the second half of 1996, a high-powered technical committee was formed by 

MOHFW to develop a national reproductive health strategy.  The committee 
included high-level policy makers from both the Directorates of Family Planning and 
Health Services as well as representatives from UNICEF, UNFPA, WHO and the 
World Bank. 

 
The reproductive health strategy identified four priority areas for service 

provision, i.e. maternal health, family planning and menstrual regulation, care of post- 
abortion complications and the management of RTIS/STDS under a programmatic 
approach, and it conceptualized for the first time integrated services for women’s 
health. 

 
It was realized that a programme structure responsive to such integrated services 

provision would have to be client-centered, which called for a massive re-orientation 
of the existing vertical programme structure.  In addition, the strategy envisaged a 
more prominent role for NGOs, the private sector, physicians and operations, and 
operations research organization. 

 
Although Reproductive Health had become a fairly well accepted concept at 

government policy level, understanding of the concept was believed to be non-
existent at the field worker and service provider level.  However, the official 
reproductive health agenda only partially adopted the ICPD concept because the issue 
of reproductive rights was not addressed, e.g. in the case of menstrual regulation and 
abortion, women must obtain consent.  Women’s exposure to physical violence is 
wide-spread, which the reproductive health strategy does not address. 

 
MOHFW has two major mandates: the first was the challenge of attaining 

replacement level fertility by significantly increasing contraceptive prevalence to 
approximately 70% of eligible couples.  The second was implementation of an 
appropriate reproductive health agenda through government service delivery 
mechanisms.  Although these two mandates were not totally contradictory, each had 
the potential to undermine the other and to pull in opposite directions. 

 
Concerns emerged because the family planning programme was based largely 

on a system of on-the-doorstep-delivery, in which the programme went to women in 
their homes.  Wider reproductive health care services as envisaged by the RH strategy 
would have to be clinic-based and directly under the supervision of health personnel.   

 
MOHFW felt the need for major reorganization of functions and personnel into 

a unified structure of service-provision supervision and monitoring of results.  
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Contradictions were reconciled in the form of an implementable programme structure 
and a feasible and acceptable service delivery package with the development of  a 
Health and Population Sector Programme (HPSP).  The Government prepared a 
health and population sector strategy in consultation with various UN agencies 
(UNDP, UNICEF, UNFPA and WHO), the World Bank and other stakeholders.  
Accordingly, programme reforms were introduced.  These were intended to provide 
adequate basic health care for people and slow population growth.  It was felt that 
such health care services should be responsive to clients' needs, especially those of 
women and children and the poor, and achieve quality care with adequate delivery 
capacity and financial sustainability. 

 
The process of development of the programme was purely consultative and 

participatory through the formation of task forces for various topics.  The task force 
for community and stakeholder participation fulfilled its mandate through 
consultation with clients and participatory rural appraisal sessions with clients and 
field workers at Thane. 

 
Health and Population Sector Programme 

 
The HPSP comprises the following: 

 Essential services package 
 Reorganization of service delivery at the Thane level 
 Integrated support services 
 Hospital level services 
 Sector-wide programme management and policy 

@ Regulatory action 
 
Essential service package (ESP) identified by the HPSP consists of the following: 

 Reproductive health care 
 Child health care 
 Communicable disease control 
 Limited curative care 
 Behaviour change communication 

 
Mechanism of delivery of ESP 
 

 The ESP is to be delivered through a unified structure at the Thane level with 
referral care linkage above at district level and below to union and 
community level. 

 
 The Thane Manager will be responsible for overall management and 

administration of all activities and for the supervision of all health and 
family planning workers. 

 
 Existing family planning field staff will be shifted from the development to    

the revenue budget of the government. 
 

 At the community level, ESP will be provided from a fixed community clinic   
gradually moving away from existing domiciliary service but continuing 
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with a mobile clinic to ensure coverage of clients who may not have access 
to a community clinic. 

 
Gender equity and women’s empowerment in the HPSP 

 
The issue of gender equity and women’s empowerment has been addressed in 

the HPSP as a cross-cutting issue.  A gender action plan has been prepared, which 
includes increasing career opportunities for female staff, improving working 
conditions, appointing one female worker in the MCH unit, and review of 
performance through gender-sensitive indicators. 

 
Financing of Health and Family Planning 

 
Health and Family Planning Programmes are financed from public and private 

sources.  Per capita public expenditure has nearly doubled in real terms since the 
mid-eighties and the level remains low at US dollars 3.33 per capita in 1997 (in 
constant 1987) prices.  The distribution is such that households provide 46 per cent, 
the government provides 28 per cent from local resources and donors provide 25 per 
cent.  In terms of delivery of services, the public sector share is 49 per cent, the 
private sector is 45 per cent and the NGO sector is six per cent.  Ninety-seven per cent 
of household expenditure is directed towards the private sector.  Government recovery 
in the public sector is less than four per cent whereas cost recovery in the NGO sector 
is approximately 11 per cent. 

 
NGO, private sector and community partnership: 
 

There is a significant level of collaboration between NGO's and the Government 
in Bangladesh.  Several activities within HPSP have been identified for NGO’s. These 
include behaviour change, communication training for service providers, delivery of 
ESP, operations research, advocacy for client’s bill of rights and initiation of cost-
sharing and a health insurance scheme on an experimental basis. 

 
Analysis of strengths, weaknesses, opportunity and threats: 

 
 Strengths 

 
Sector-wide management will allow the pooling of resources from various 
sources and their allocation to reflect sector priority. 
 
The integrated management of activities under line management rather than 
free-standing. 
 
Project directors and providers of broader range of services to women and 
children. 

 
Common arrangement for reporting and performance monitoring will allow 
the policy-maker a holistic idea of what is happening in the field. 
 
Procedures for disbursement, procurement, accounting and reporting of 
pooled funds will be set up for better efficiency and accountability of funds. 
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 Weaknesses 

 
This massive scale of reorganization and reorientation needs a very high 
level of coordination, intensive monitoring and supervision and course 
correction when problems arise.  This approach also needs change in the 
minds of people.  These are not likely to be achieved easily. 

 
 Opportunities 

 
There is lot of opportunity for coordinating and integrating efforts of health 
and family planning service provision of RH care.  There are opportunities 
for strengthening partnerships and improving quality of care. 

 
 Threats 

 
Reorganization itself is unlikely to increase efficiency or cost effectiveness.  
The shift from a development to a revenue budget may be an incentive to 
family workers but there is a possibility of even poorer performance since 
the family planning worker's job is now secure. 
 

In summary, the Government of Bangladesh has made an impressive effort to 
reorganize health services for the provision of RH services. 

 
Within the context of a sector-wide programme, the role of donors, the private 

sectors and NGO’s are of special significance.  Each stakeholder has to have a clearly 
defined role and responsibility.  The priority action is on integrated training of health 
care providers at various levels, improvement of quality of care at public facilities, 
mechanisms of monitoring and supervising service providers and in management 
information systems. 

 
Conclusion 

 
After the ICPD and WHO’s Global RH Strategy (WHA 48.10), SEARO has 

defined the regional strategy and the countries have also adapted and defined their 
national strategies to deliver the package of Essential Reproductive Health Services.  
They are at various stages of development - developing training packages, 
implementing quality control standards and reorganizing existing vertical structures, 
delivering FP into integrated an structure aimed at delivering essential RH services.  
The issue of reproductive rights has not been dealt with in most of the strategies.  
Some efforts to integrate STD/RTI into FP programmes have been made but the 
implementation is not yet wide-spread.  Efforts should be made to coordinate and link 
FP programmes with STD programmes in countries so that drugs, etc., are available 
and training is provided to FP staff at the operational level.  There are managerial and 
organizational issues related to the integration of various services.  These are complex 
issues and it will take a long time to resolve them.  WHO should continue to provide 
needs-based technical support to countries. 
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1. Background information 
 

The scope of reproductive health has broadened since the International 
Conference on Population and Development (ICPD) in Cairo, in 1994.  Reproductive 
health now includes, among others, family planning, safe motherhood, women’s 
health care, prevention and treatment of infertility, and prevention of abortion and 
management of its consequences.  However, because of limited resources and 
capacity, it is important to prioritize issues to be addressed under reproductive health 
according to the specific situation of each country. 

In the Western Pacific Region, the average maternal mortality ratio is 120 per 
100 000 live births.  The range is from 3.5 per 100 000 live births (for New Zealand) 
to 656 per 100 000 live births (for the Lao People’s Democratic Republic).  Every 
year, 30 000-50 000 mothers die from complications of pregnancy or childbirth.  
More than 40% of all maternal deaths occur in five developing countries (i.e. 
Cambodia, Lao People’s Democratic Republic, Papua New Guinea, Philippines and 
Viet Nam), which account for only one-tenth of the Region’s population. 

A survey among non-pregnant women in Cambodia indicated that the demand 
for contraceptives is 91%.  However, only 7% use contraceptive methods due to 
limited access to affordable family planning services.  The consequences of unwanted 
pregnancy and unsafe abortion, especially in countries where abortion is illegal, are 
related to maternal mortality to a large extent. 

Unprotected pre-marital sex and adolescent pregnancy are also very much 
related to maternal mortality.  In the five countries mentioned, the incidence of 
teenage pregnancy is 40-50 per 1000 women aged 15-19 years.  Many studies indicate 
that the risk of dying from childbirth at these ages is twice as high as that of women in 
their twenties.  Unprotected pre-marital sex among adolescents also increases the risk 
of STI and HIV transmission and unsafe abortion.  

Given the situation in the Region, making motherhood safer can be the entry 
point of reproductive health.  Under this umbrella, many activities can be carried out 
easily.  For example, it is easier to mobilize community involvement and strengthen 
political commitment and it is also related to most areas of reproductive health, 
especially family planning. 

2. Major factors affecting Maternal Mortality Reduction (MMR) and 
underlying medical causes 

2.1 Lack of political commitment and inadequate financial and technical input 

There are several reasons why maternal mortality remains high in some 
countries.  One is the lack of commitment to make motherhood safe.  Many 
governments allocate too small a portion of the national budget to health care, and 
within that budget, not enough is spent towards addressing preventable and avoidable 
deaths.  Political commitment to reduce maternal and neonatal mortality is often not 
translated into increased resource allocation (i.e. in terms of finances, skilled 
personnel, adequate health facilities and available drugs).  In spite of the global 
recognition that skilled attendants are indispensable at the time of birth, many women 
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do not have access to basic care.  In some countries, less priority is given to curbing 
the rapidly increasing population rates.  It is notable that contraceptive prevalence is 
low in countries with high maternal mortality. 

2.2 Low social, economic and educational status of women 

In countries with limited resources, health services are often unable to identify 
mothers at risk or ensure timely referral, particularly in remote rural areas.  Lack of 
training for health workers, especially in interpersonal communication skills, is 
aggravated by poor information, education and motivation activities for the general 
public. 

The low social status of women in countries with high MMR limits their access 
to economic resources and basic education and also their ability to make decisions 
related to their health and nutrition.  Some women are denied access to care when it is 
needed either because of cultural practices of seclusion or because decision-making is 
the responsibility of other family members. 

2.3 Poor management skills for planning, supervision and monitoring 

In countries with high maternal mortality, there are many projects on MCH, FP 
and reproductive health funded by international agencies or NGOs.  With financial 
support, many activities have been conducted, such as training, basic medical 
equipment provision, and health education.  However, due to lack of proper 
supervision and monitoring, the impact of project activities is not clear and follow-up 
action is not conducted.  

3. Regional action 

In the Western Pacific Region, about 40% of maternal deaths occur in six 
countries, which account for only 10% of the total regional population.  WHO will, 
therefore, concentrate on reducing maternal mortality in priority countries by 
identifying constraints and supporting governments to develop comprehensive plans 
of action to reduce maternal mortality and integrate safe motherhood and family 
planning into the primary health care system.  

4. Problems in developing national plans for maternal mortality reduction 

There are different situations to consider in developing national plans of action 
in countries with high maternal mortality.  In some countries, such as the Philippines, 
very comprehensive national plans can be developed by qualified experts.  In other 
countries, such as Laos, Mongolia and Vietnam, there is some confusion as regards 
national policies, strategies, long-term action plans and short-term work plans.  There 
are several common problems: 

(1) Vertical plans subject to donor’s requests without regard for the national 
perspective 

There are many donor agencies working in the area of health through different 
sectors or NGOs in countries with high maternal mortality.  For example, more than 
60% of the national health budget in Cambodia and Laos is provided by international 
or bilateral agencies.  It is difficult for the central government to develop a national 
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plan of action or national work plan because each agency has its own strategies and 
objectives and some projects go through NGO or local government channels.  The 
same situation may prevail in the area of safe motherhood.  For instance, there are 
more than 40 projects related to safe motherhood in Cambodia; some activities, such 
as training, health education and provision of supplies, are sometimes duplicated.  

(2) Confusion among policy, strategy, action plan and work plan 

It is easy for the government to develop policy or long-term national action 
plans on safe motherhood because the objectives, policies and strategies have been 
discussed for many years.  For example, the common objectives of the action plan are 
the following:  "maternal mortality ratio will be reduced by 50% by the end of 2005"; 
or "95% of childbirths will be assisted by trained health workers."  However, it is not 
clear why 50% reduction, and not 30%, is aimed at; why 95% of childbirths should be 
assisted, and not 80%.  How to achieve these objectives?  Sometimes there is no clear 
idea of the amount of funds needed to achieve the objectives.  (How many health 
workers need training now?  How much funding is needed?  How to organize the 
training components, such as trainers, manual, venue, and clinical practice?)  
Sometimes the objectives are unrealistic or impractical.  For example, one objective 
of a country's national plan is to eliminate anaemia among pregnant women by 2005; 
this kind objective is very difficult to achieve. 

(3) Gaps between planning and implementation 

Most countries do have a very ambitious national plan of action on safe 
motherhood but there is a gap between planning and implementation.  One of the 
most important reasons is that there is no work plan (outcome-oriented plan) to guide 
the activities.  The outcome-oriented plan mentioned here, is also a time-oriented 
plan.  It should include objectives, outcomes, timetable, implementing agencies/focal 
point and budget.  Without these, the plan will not work and the implementation will 
be poor. 

(4) Absence of indicators for monitoring and supervision 

Most national plans include objectives, strategies and activities but not 
measurable indicators of the outcomes.  Hence, monitoring and supervision will not 
be effective.  Without the mechanism of supervision and monitoring, the quality and 
sustainability of the activities cannot be maintained. 

5. Key issues in developing a national plan 

After the regional priority is identified, one of the major activities is to help the 
priority countries to develop their national plan.  In order to overcome the above-
mentioned problems, attention should be given to the following issues:   

(1) Maintaining a country-wide perspective by: 

@ assessing the national situation of maternal health and prioritizing areas of 
maternal mortality reduction; 

@ identifying existing technical and financial resources on maternal health care; 
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@ mapping the coverage of existing projects to identify financial, geographical 
and population gaps; 

(2) Consultation with international agencies and NGOs to: 

@ establish mechanisms for communication and cooperation among agencies; 
identify the resources, priorities and activities of each agency; 

@ identify areas or activities for cooperation with other agencies; 

@ provide technical support to the initiatives of other agencies; 

(3) Ensuring outcome-orientation by: 

@ developing realistic national objectives and outcomes related to the activities;  

@ planning activities, timeframe, financial resources and budgets with focal 
persons/agencies; 

@ identifying measurable indicators of outcome; and 

(4) Planning for resource mobilization to cover financial, geographical and  
 population gaps. 
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requirements, resource needs, monitoring  
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Introduction – ICPD 
 

Experience is drawn mainly from the 13 African Countries covered by the 
UNFPA Country Support Team, Addis Ababa, Ethiopia.  These are:  Burundi, Central 
African Republic, Chad, Eritrea, Ethiopia, Ghana, Kenya, Liberia, Nigeria, Rwanda, 
Sierra Leone, Tanzania and Uganda. 
 

Reproductive Health (RH) was defined at the International Conference on 
Population and Development (ICPD), Cairo, 1994, as a state of complete physical, mental 
and social well-being and not merely the absence of disease or infirmity, in all matters 
relating to the reproductive system and to its functions and processes. 
 

 ICPD generated tremendous global and national interest.  The number of 
international, national, Non-Governmental Organizations (NGOs), professional, gender-
based, civil organizations and public sector partners addressing reproductive health issues 
has increased, as has the spectrum of issues previously considered under reproductive 
health.  Many countries covered by the UNFPA Country Support Team in Addis Ababa 
(CSTAA), Ethiopia, have developed reproductive health-related policies, strategies, 
guidelines and/or plans of action including adolescent reproductive health, general 
reproductive health and gender as related to reproductive health.  A number of 
reproductive health issues are subject of open discussions; this is particularly true for 
what were considered as sensitive areas of reproductive health such as sexually 
transmitted infections including HIV/AIDS, adolescent reproductive health and sexuality, 
genital mutilation and gender violence.   
 

The obvious benefit has been the bringing of reproductive health to the 
foreground, where some national development and poverty elimination policies now 
include aspects of reproductive health.  There is involvement of a wider range of 
stakeholders including NGOs.  Sources for funding have increased from the traditional 
few to a wider range, including the private sector.  Citing resource constraint as a limiting 
factor may therefore sound like a contradiction but it is a reality.  There is also an element 
of uncertainty caused by the change in names - Maternal and Child Health, Reproductive 
Health, Reproductive and Sexual Health, Mother/Baby Package, Safe Motherhood 
Initiative, Making Pregnancy Safer - to name a few.  The differences and implications of 
differences are not clear, even to programme managers, and less so to service-providers. 
 
 
Key elements of reproductive health 
 

At the national level, reproductive health is housed with the Ministry of Health, 
usually under Preventive Health Divisions or Primary Health Departments.  In some 
countries it is a joint programme of Child Health/Reproductive Health while in others it 
stands alone but is linked to Child Health.  Whatever the structural arrangement, the 
lower down the hierarchy of health service, the less is the dichotomy and the Child 
Health/Reproductive Health service is usually provided by the same group of service-
providers.  Significant progress has been made in the development and implementation of 
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reproductive health programmes as evidenced by Demographic Health Surveys (DHS) 
and other national surveys results in a number of countries.  Many more could have been 
realized had it not been for the high HIV/AIDS rate and the conflictual situation in many 
of the countries.  
 

Most national programmes have developed a reproductive health package, which is 
often adapted from the WHO/Regional Office for Africa (AFRO) package.  Some have 
gone further to develop a minimum package at different levels of health care.  For the 
countries that have not formally outlined a reproductive health package, there is an 
understanding of which services are to be offered at different levels.  At the national 
level, the reproductive health package consists of the following services/issues: 
 

@ Ante-natal services are a feature of all national and district reproductive health 
programmes offered at all levels, including community-based Traditional Birth 
Attendant (TBA) initiatives.  Of all reproductive health services, antenatal care 
appears to be the most used one ranging between 30-80% of pregnant women at 
least once during pregnancy.  The main problems are late booking, poor quality of 
services, delayed or no referral and lack of or inappropriate use of management 
information.  The two latter problems are true of all reproductive health services.  

 
@ Supervised delivery is the second most commonly used service.  About 20-70% 

of deliveries takes place in health facilities.  Traditional birth attendants continue 
to provide services in most of the countries and in Liberia they can even be found 
manning some of the facilities because other health workers fled during the war.  

 
@ Post-natal is the least used reproductive health service (only 5-20% of women). 

Utilization is low even among women who deliver in health institutions.  The fact 
that the same women/girls bring newborn babies to child health services raises 
questions of provider knowledge and skills in promoting post-natal care.  

 
@ Family planning.  Significant effort is being made towards family planning and 

the contraceptive prevalence rate is gradually increasing in most countries; the 
majority is between 10-30% for all methods.  A number of programmes are 
experiencing contraceptive shortage mainly as a result of low donor funding.  Few 
countries are able and willing to meet contraceptive procurement and distribution 
costs nor include contraceptives in the essential drug/commodity list. 

 
@ Adolescent Reproductive Health (ARH).  This is being increasingly recognized 

as an important service, especially in relation to HIV/AIDS.  NGOs tend to be 
more active in this area.  National efforts include adolescent policies, most of 
which are at the draft, advocacy and Information, Education and Communication 
(IEC) stage.  There is need for economic/job opportunity ventures. ARH remains a 
controversial subject especially with regard to family planning for unmarried but 
sexually active adolescents.  More curricula and guidelines now include ARH as 
one of the training modules. 
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@ Post-abortion care.  Unsafe abortion is high and is an associated factor in 20-40% 
of maternal deaths.  Access to post-abortion care, especially with Menstrual 
Vacuum Aspiration (MVA) is low and, until recently, could only be performed by 
gynecologists and doctors.  Nurses, midwives and clinical officers are being 
trained to provide MVA, thus increasing access, which is still limited to selected 
teaching, regional/provincial and a few district hospitals.  A number of the 
reproductive health policies indicate a preference for having post-abortion care 
services at health centre level.  Delay in reporting sometimes related to 
stigmatization remains a problem.  

 
@ STI/HIV/AIDS control.  The national and district HIV/AIDS and STI control 

programmes are rarely an integral part of reproductive health; it is usually a 
separate programme under different management in the Ministry of Health.  Links 
with other reproductive health programmes exist in areas of logistic support, 
condom and STI drug distribution, training, counseling and infection prevention. 
Most countries are expanding HIV/AIDS control activities to involve all sectors. 
Transmission remains high in most of the countries. 

 
@ Screening for gynecological and breast cancer.  Most of the services are limited 

to tertiary health facilities.  NGO family planning programmes include regular 
screening for cervical cancer for their clients.  

 
@ Specific male reproductive health services are rare.  STI HIV/AIDS control 

programmes have integrated male programmes.  There is increased awareness 
among health workers of the need to involve males in reproductive health 
programmes.  There is not only a need for them to play a more supportive role to 
their spouses and to behave in a manner conductive to the promotion of 
reproductive health, but also to seek assistance with their own sexual and 
reproductive health problems. 

 
@ Female genital mutilation (FGM).  DHS and other surveys are providing 

information on the extent of this harmful practice.  The last decade has seen 
increased advocacy against the practice and more openness to addressing the issue 
in reproductive health and gender-based programmes.  Some countries have passed 
laws and bylaws against the practice while in others, alternative methods of rights 
of passage have been developed.  A lot more needs to be done in monitoring 
progress and involving communities in FGM control activities. 

 
@ Gender violence appears to be common but the magnitude is known.  The 

problem of gender violence, including rape and incest, is increasingly being 
brought to the attention of communities.  As a result of pressure groups, some 
countries have reviewed their laws to allow for stronger measures against 
perpetrators. 

 
@ Prevention of gynecological fistulae.  In the last two years, there have been a 

number of advocacy programmes to raise public awareness of gynecological 
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fistulae.  The Fistula Hospital in Ethiopia has continued its work of building 
capacity for a number of countries through the training of surgeon/nurse teams.   
Poor access and quality of obstetrical services means that the incidence of fistulae 
will remain high.  The low capacity to manage fistulae and inadequate community 
awareness of treatment remain major problems. 

 
Challenges  
  

@ Personnel turnover, mostly due to poor incentive schemes in the public sector as 
well as conflict in a number of countries in the Region. 

 
@ Inadequate access, especially in deprived sections of the country, sometimes as a 

result of civil strife but more often resulting from historically disadvantaged 
sections of the country.   

 
@ Inadequately manned rural facilities can be related to political instability or due 

to poor incentive packages in the public sector. 
 
@ Meeting recurrent equipment, other commodities and drug needs (including 

contraceptives). 
 
@ Lack of coordination and collaboration between vertical programs. 
 
@ Initiating and sustaining community interest and participation. 
 
@ Dealing with deeply ingrained gender roles and socio-cultural norms which 

negatively impact on health. 
 
@ The forgotten geographical areas in most African countries - they contribute to 

the bulk of mortality. 
 
@ Erosion of efforts by HIV/AID. 

 
Decentralization 
 

Decentralization offers potential advantages for capacity building.  Districts are better 
placed than a centralized system to know the needs in personnel and skills as well as 
institutional strengths and shortfalls.  Decentralization promotes ownership.  Being closer 
to communities, districts and sub-districts are more likely to identify community needs. 
The responsibility is on district authorities to identify needs, plan, secure the necessary 
resources from both public and private sources and implement programmes.  Despite the 
identified advantages, decentralization is faced with a number of challenges, which 
include the following: 
 

@ District capacity variation within each country.  Frequently, districts, which were 
disadvantaged before decentralization, have a lower capacity to plan, identify 
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needs/gaps, and secure the necessary resources to implement programmes.  This 
happens even where a country makes a deliberate attempt to institute affirmative 
action for such districts/zones. 

 
@ With decentralization, health services fall under ministries other than health; for 

example in Tanzania, district hospitals, health centres and dispensaries fall under 
local government ministries while tertiary facilities remain with the Ministry of 
Health.  

 
@ A high staff turnover that is not adequately replaced made worse by loss of staff 

over the past decade - mostly due to AIDS. 
 
@ Failure of central governments to match devolution of responsibility and power 

with the necessary resources. 
 
@ Inadequate management information systems, which make it difficult to keep track 

of trained personnel and available skills.  The same is true for institution 
equipment. 

 
@ While the central level is charged with the responsibility of developing policy and 

guidelines, it is often not apparent to what extent the guidelines are in a form that 
can be followed by districts; the mechanisms for follow-up are often inadequate.  

 
Decentralization is sometimes translated as total freedom from the centre where there 

may be attempts to try and sever the technical umbilical cord. 
 
Health sector reform including sector wide approach 
 

Almost all countries covered by the UNFPA Country Support Team are at some stage 
of decentralization, which is seen as an integral part of health sector reform.  Common 
features of decentralized systems include: 

 
@ Reducing the role of the central government to development of policies, standards 

guidelines and resource mobilization.  
 
@ Decentralization of authority, planning and implementation of development 

programmes. 
 
@ Privatization and increased participation of non-governmental and community- 

based organizations and the civil society with increased community involvement 
and ownership. 

 
@ Cost-sharing and cost-recovery initiatives. 
 
@ Reform of state policies to create an environment that is conducive towards 

decentralization. 
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@ Sector wide approach where health funds are placed in a common fund, the use of 

which is to be decided by existing needs and plans. 
 
Monitoring evaluation and quality checks  
 

Programmes have instituted a number of service monitoring, evaluation and 
quality checks.  These include development and institutionalization of programme 
monitoring plans, monitoring and supervision guidelines, clinical procedure guidelines 
and the establishment of quality assurance units at Ministries of Health, e.g. in Ghana, 
Kenya, Uganda, Tanzania, etc.  Routinely collected health information, DHS, access and 
quality surveys - a number of which have been supported by WHO, for example in 
Ethiopia, Kenya, Liberia, Sierra Leone and Tanzania, are among sources of information 
that make it possible to monitor access and quality. 
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Planning and programming for reproductive health within the 
context of the United Nations Development Assistance Framework 

(UNDAF) and Sector-wide Approach (SWAp) to health reforms 

 

Introduction 
 

Good health is increasingly being recognized as a development goal in itself and a 
fundamental element for achieving social and economic growth in developing countries.  In 
this regard, many countries have undertaken necessary reforms in order to improve the 
distribution, management and use of resources for priority activities so as to ensure equity and 
access to an essential package of effective and good quality services, especially for the most 
vulnerable and disadvantaged groups. 
 

However, the trends in resource allocation to the health sector over the last decade 
have been declining instead of increasing for a variety of reasons, including inadequate 
spending from domestic resources and the inability of partners to increase their contribution 
to official development assistance. 
 

Innovative approaches are therefore being sought in order to minimize unnecessary 
duplication and waste.  The United Nations Agencies, including those involved in health 
sector development, are working in this direction in order to enhance the prospects for 
targeted assistance and support based on shared analysis of main development issues and to 
facilitate the development of comprehensive country programmes through joint planning.  As 
of now, this initiative named “United Nations Development Assistance Framework” 
(UNDAF) has been piloted in a small number of countries but it is rapidly expanding, 
particularly in the African region.  
 

As to the implementation of health sector reforms, countries are being encouraged to 
adopt a sector-wide approach (SWAp) by setting up needs-based mechanisms for pooling the 
available resources and allocating them to primary care at district level.  Considerable 
authority is being given to local governments for the allocation and management of financial 
and human resources, including those previously allocated to vertical programmes.  The 
coordinating and regulatory role of central government is also being reinforced in order to 
streamline the inputs from various stakeholders and improve efficiency.  Whenever possible, 
most of these actions are being linked to poverty eradication programmes and other debt relief 
initiatives. 
 

Annexes 9.8 and 9.9 describe the experience gathered by Mozambique and Uganda 
with respect to the implementation of the UNDAF and SWAp, and provide some insight into 
the constraints faced by the process of planning and programming for reproductive health 
within this context. 
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Annex 9.8 
 
 
 
 
 
 

 
Challenges in the implementation of reproductive health: 

experiences within the United Nations Development 
Assistance Framework (UNDAF) approach in 

Mozambique 
 
 
 
 

 
 
 

Dr Aida Libombo 
Vice Minister for Health, Maputo, Mozambique 
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I. Background Information 
 
Demographic, social and economic context of Mozambique 
 

Mozambique has a population of 17,242,240 inhabitants according to the projections 
of a census carried out in 1997.  Almost 73% of the population lives in rural areas and 70% 
lives below the poverty line; 23% are women of reproductive age and 46% are under 15 
years of age.  The crude birth rate is 45.2 per 1000 population, the death rate 18.6 per 
1000, life expectancy is 46 (44.5 for men and 47.5 for women) and the population growth 
rate is 2.7% for the period 1996-2000.   

 
According to the 1997 Demographic and Health Survey (DHS), neonatal mortality 

is estimated to be 54 per 1000 live births, infant mortality 135/1000 and child mortality 
(<5) 201/1000.  The total fertility rate is 5.6 births and maternal mortality is estimated 
between 500 and 1500 per 100,000 live births.  Additional findings reported that: 40% of 
girls aged 15 to 19 had already experienced motherhood, only 5% of adolescents were 
using contraceptives and, although 50% of females and 76% of males knew of the 
existence of the condom, only 2% of females and 10% of males reported having used a 
condom during the last intercourse.  These findings, among many others, show clearly the 
seriousness of unwanted and unplanned pregnancy, as well as sexually transmitted 
infections such as HIV/AIDS, to which adolescents are exposed. 
   

With regard to the utilization of health services, the access to health services for the 
general population is approximately 40% and 44% of births take place in institutions, 
ranging from 81% in urban areas to 33% in rural areas.  The Caesarean section rate is 
2.7%, with a range of 7.3% in urban areas to 1.4% in rural areas.  Approximately 72% of 
women report having received pre-natal care.  Contraceptive prevalence (modern methods) 
is quite low (5%) and varies widely from 28% in the southern capital of Maputo to 0.7% in 
the northern Province of Cabo Delgado.  In urban areas, 17% of women use modern 
contraceptive methods as opposed to 2% of rural women.  
 

AIDS is an increasingly serious problem, which mainly affects the economically 
active population; 63% of the estimated 700 daily new infections occur among people 
below 30 years of age.  The current prevalence of HIV infection among people aged 15 to 
49 is 16% for the entire country, ranging from 12 to 20% among different sub-populations, 
and is higher among women than men within the same age population group.  Data 
collected in 1998 in four surveillance posts for ante-natal care in Beira, Chimoio, Maputo 
and Tete, reported an HIV prevalence rate among pregnant women of 9.9%, 18.3%, 17% 
and 17% respectively in the four cities.  In response to the increasing epidemic of 
HIV/AIDS in the country, a national strategic plan was developed and a multisectoral 
national council for AIDS has been created.  At the same time, activities are being 
intensified to reverse the situation. 

 
The high maternal mortality is one of the main reproductive health problems 

identified, and the Ministry of Health has therefore conducted an analysis of 90 maternal 
deaths, which occurred in hospitals in seven provinces during the period 1 January 1997 to 
30 June 1998, in order to determine the main factors associated with maternal deaths in 
Mozambique.  The analysis followed the methodology recommended in module VI of the 
World Health Organization’s Safe Motherhood Needs Assessment (SMNA) – Review of 
Maternal Deaths.  
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Among the 90 maternal deaths studied, 75 were attributed to direct obstetric causes 

of death, due to puerperal sepsis, haemorrhage, uterine rupture, and eclampsia.  The 
remaining 15 women died from indirect causes, such as malaria, anaemia, AIDS, 
pneumonia and intoxication from traditional medications.  The analysis of the main 
contributing factors to these 90 maternal deaths was based on the model of the "Three 
Delays” (Thaddeus and Maine, 1994): 
 

1. Delay in the decision to seek care due to: illiteracy and low education, poverty, 
women’s status affecting decision-making, local concepts of illness severity, 
cultural factors and lack of information. 

 
2. Delay in arriving at the health facility, due to long distances to reach the health 

facility and lack of transport. 
 

3. Delay in receiving the necessary and adequate care at the health facility, mainly 
due to the ineffectiveness of the referral system, lack of drugs, medical and 
chirurgical equipment and other materials, and the shortage of skilled health 
personnel. 

 
During the same period, a safe motherhood needs assessment took place in the  

provinces.  This exercise analyzed the main components of safe motherhood, such as 
family planning, pre-natal care, and emergency essential obstetric care for the main 
obstetric complications.  Adolescent reproductive health care was also analyzed.    
Interviews, focus group discussions, observations and studying the clinical files were the 
main methods utilized to obtain the necessary information.  Both studies yielded very 
important conclusions for the strategic direction to be given to the national reproductive 
health programme, and the results were disseminated at a workshop on national safe 
motherhood in April 1998. 
 
 
II. The UNDAF Initiative in Mozambique  
 
Priorities, objectives, implementation, constraints and achievements 
 

The demographic, economical and social profile of Mozambique described above 
demonstrates the challenges existing within the health sector.  It has been necessary to 
introduce new approaches in terms of health policies, to maximize the scarce resources and 
to prepare conditions for sustainability of the health programmes.  

 
The main health reforms introduced were (1) de-centralization; (2) de-concentration 

of functions; (3) integration of related health programmes; (4) sector-wide approach; (5) 
development of a national strategic plan and provincial strategic plans and (6) 
reinforcement of partnerships.  Partnerships were strengthened between the Government 
and with multi- and bilateral agencies, national and international agencies, as well as 
between the public and private sectors. 

 
One of the best examples of partnership among multi-lateral agencies to support the 

Government in the fulfilment of its goals, is the UNDAF initiative, which was launched in 
1998 with the purpose of coordinating support and to jointly monitor the United Nations 
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interventions in the areas of education, health, water and sanitation.  The health theme 
group (health sector and UN agencies), set national priorities, intermediate objectives, 
specific objectives and the main activities.  In the last two years, the World Health 
Organization Representative’s Office in Mozambique has acted as the co-ordinating 
agency, with the United Nations Children’s Fund (UNICEF), the United Nations 
Population Fund (UNFPA) and the World Food Programme (WFP) as partner agencies.   
The sectoral government counterpart was the Ministry of Health, mainly integrated within 
the national directorate of health, the national integrated plan for Mother and Child Health 
(MCH), the Extended Programme on Immunization (EPI), reproductive, youth and school 
health and the national HIV/AIDS programme, with regard to reproductive health.   

 
The implementation of the UNDAF programme in Mozambique during the period 

1998-2000 was very successful, and some of the achievements were as follows: 
 
1. Reinforcement of partnerships, co-ordination between the Ministry of Health and 

the UN agencies.  
 

2. Availability of more information after the Safe Motherhood Needs Assessment 
and Review of Maternal Deaths’ exercises and other evaluation exercises (EPI, 
HIV/AIDS). 

 
3. Development of national strategies: in the areas of safe motherhood, malaria, 

HIV/AIDS and EPI. 
 
4. Implementation of appropriate interventions in the same field (diagnostic and 

treatment capacity of the main life-threatening obstetric complications) in six  
provinces. 

 
5. Increased capacity for resource mobilization and appropriate use of resources (co-

ordination of activities, regular meetings and improved accountability). 
 

 Despite the significant positive aspects of the UNDAF, certain constraints were 
encountered: 

 
1. The monitoring and evaluation capacity including the surveillance system is still 

limited, although process indicators in the field of emergency obstetric care have 
been developed and some district technical teams have been trained in data 
collection, but the management information system needs to be reinforced. 

 
2. No joint meeting between the Ministry of Health and the UN agencies has taken 

place during the last six months due to the emergency situation caused by floods, 
although implementation of the activities continued. 

 
3. Although technical and financial support has been provided to the sexual and 

reproductive health country programme, it is still insufficient to cover the real 
needs. 

 
4. The management capacity of the Ministry of Health (at central, provincial and 

district level) is still inadequate for the amount of resources/activities. 
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What are the steps forward? 
 

1. To revitalise the meetings and operationalize some of the components of the 
UNDAF initiative. 
 

2. To identify more partners to join the initiative. 
 
3. To reinforce the management information system of the health sector. 
 
4. To increase support to the component related to health reforms (sector-wide 

approach, de-centralization, strategic planning conclusion). 
 
5. To identify more effective ways of making the resources available (personnel, 

vehicles, drugs, medical equipment) to the real beneficiaries. 
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EXECUTIVE SUMMARY 
 
The background to reform 
 

Reproductive health problems constitute a significant proportion of the burden of disease 
and disability in Uganda and, although the country has seen considerable improvements in both the 
overall health and reproductive health status during the past decade, levels of maternal and infant 
mortality, fertility and unmet need for contraception remain high.  HIV/AIDS although declining, is 
still a major problem.  The health system is facing major financial constraints.  While the 
Government contribution to the health sector has been increasing, it is still low, given the low tax 
level in the country.  The Government and donors spend US$4.0 per capita annually on health, but 
the capital health spending by the public increased from US$8.0 in 1993/1994 to US$12.0 in 
1997/1999.  (Background to the budget 1998/1999.) 

 
The creation by the Government and subsequent increase of a Primary Health Care (PHC) 

grant is testimony of its commitment to community health, which benefits mainly women and 
children.  However, reproductive health programmes are primarily financed by donors who pay for 
more than 90% of all investments.  An area of great concern is therefore sustainability when donors 
reduce or withdraw support, as is already happening.  The major development partners supporting 
the reproductive health programme are Gesellschaft für Technische Zusammenarbeit (GTZ), 
Germany, the United Nations Children’s Fund (UNICEF), the United Nations Population Fund 
(UNFPA), the US Agency for International Development (USAID) and the World Health 
Organization/ Department for International Development (WHO/DFID).  
 

There is poor access and poor quality of health care with only 49% of the population living 
within five kilometers of a health facility and only 42.7 % of parishes have some form of health 
facility (inventory of health facilities in Uganda, March 2000).  Other challenges to implementation 
of health services and the reproductive health programme include inequity due to inefficient 
allocation of available resources within the sector, with more than 63% of the recurrent budget and 
54% of the trained staff concentrated in hospitals (study on health manpower requirements and 
training priorities in Uganda, 1993). 

 
Poor distribution of human resources, low staff morale resulting from poor remuneration and over 
dependence on untrained personnel in primary health facilities, where only 34% of established 
positions are filled by qualified staff (Ministry of Health inventory, 1999), pose major structural 
problems to the effective implementation of health programmes.  Furthermore a weak 
management and support/supervision system and inefficient collaboration between public and 
private sectors, together with inadequate coordination of development partners, have resulted in 
less outcome than would be expected from available resources.  There is inadequate community 
awareness of reproductive health issues, and the information provided to individuals seeking care, 
service choice and quality of care, is also unsatisfactory.  The reproductive health programmes and 
indeed all development programmes are now implemented in a de-centralized system with funding 
and management in the hands of local government ministries, as per the national constitution (1995) 
and the local government act (1997).  User fees have only been introduced in some public facilities 
while retrenchment and privatization are on-going reform activities. 
 
Why a sector-wide approach? 
 

Support of health programmes and reproductive health programmes by different donors is 
mainly based on projects covering different districts.  Technically, development planning based on 
projects is a very convenient approach in an environment of weak and unpredictable management 
systems as is the case in Uganda.  This approach isolates issues in given contexts and manages their 
implementation through a specific parallel system, independently focusing on intermediate output. 
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It was found not to be the best system and in fact it undermined national attempts to develop the 
sector and it has a limiting effect on the impact of development efforts.  Problems encountered 
were: 
 
      • duplication of effort; 
 
            • competing priorities within overall systems’ development; 
      
            • a significant burden of multiple planning; 
 
            • monitoring and evaluation based on individual projects; 
 
            • gaps in coverage leading to inequity; 
     
           • weakening of national systems for coordination of multiple participating partners in 

health development; 
 
            • uncertainties about sustainability due to multiple directions of efforts. 

 
In light of the above, the Government decided to develop a policy with the objective of 

providing an enabling environment that would allow for effective coordination of efforts among all 
partners in Uganda's national health development; increase efficiency in resource application; 
achieve equity in the distribution of available resources for health; and ensure effective access to 
essential health care.  This was the basis for Uganda’s adoption of the Sector Wide Approach 
(SWAp) to health development. 
 
 The principles of the SWAp are as follows: 
 
 It is a way of addressing the concerns of coordination and convergence of efforts for more 
efficient results.  It is a form of collaboration between national authorities, other stakeholders and 
international agencies aimed at improving health sector performance in the overall context of 
national development.  It specifically aims at improving health status and service through a 
coordinated framework for better use of resources. 
 

It emphasizes comprehensive problem analysis, clear definition of priorities, comprehensive 
analysis of the resource envelope and allocation of priorities.  The partnership is characterized by 
mutual confidence and trust, openness and transparency, a negotiated process and modalities for 
resolving conflict.   
 

It also engages stakeholders to act in unison by executing their tasks through common  
implementation systems towards a common direction for an agreed outcome. 
 

To this end, the Government and its development partners developed mechanisms and fora 
for adopting the SWAp which include: - 
 

              • annual reviews through quality assurance general meetings with implementing   
authorities in the districts; 

 
• joint review meetings of several programmes with different donors; 
 
• quarterly joint sector development review meetings between development partners and 

the Government; 
 
• the development of a health policy and strategic investment plan.   
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Framework for SWAp application: - 
 

(i) A sector policy agreed by all sector stakeholders.  
 
(ii) An agreed programme implementation plan (PIP) with indicators for measuring 

outcomes, outputs, reform milestones and financial benchmarks consisting of: 
 

- medium term strategic plan; 
- medium term expenditure plan; 

                          - medium term sector-financing plan. 
 
(iii) Agreed arrangements for institutional implementation: 

 
Status of SWAp elements and proposals in Uganda 
 

The full implementation of the SWAp process began on 1 July 2000.  All development 
partners are in support of the SWAp, but differ in the extent of their involvement. 
 
A: The policy framework (national health policy)  

 
A national health policy that clearly defines the priority programme, known as the Uganda 

National Minimum Health Care Package (UNMHCP), has been developed and is being 
implemented.  The Health Policy Implementation Committee (HPIC) was formed and has continued 
to meet on a weekly basis; eight working groups were formed and meet regularly to develop a 
strategic plan.  The Health Sector Review Committee (HSRC) meets on a quarterly basis. 
 
B: Programme Implementation Plan (PIP) 
 
 The Government and health sector partners have held three consultative meetings and 
undertaken joint missions for the implementation of the Health Sector Strategic Plan (HSSP).  The 
HSSP plan prepared within the provision of the Poverty Eradication Action Plan (PEAP), 
consisting of a five-year strategic plan with a work plan log frame, an expenditure plan 
framework and financial plan framework have been completed.  The Ministry of Health and the 
districts have prepared strategic plans and annual and quarterly work plans, which will be the basis 
for funding and performance evaluation. 
 
C: Institutional framework 
 

The key technical innovation in SWAp required a change in management practice, which in 
turn necessitated building and using national systems to plan, monitor programmes and to undertake 
financial management for improvement of plant, equipment, works, goods and services.  Changes in 
the channeling of funds from development partners for both national and district activities were also 
needed.  There is still a need for joint planning and budgeting, procurement, accounting and 
auditing procedures. 
 
D: De-centralization and roll-out plan 
 

The Government is committed to the de-centralization of service delivery, which has been 
devolved to district level.  The policy provides for mainstreaming the process down to the health 
units, counties and sub-counties, which resulted in the creation of the Health Sub-Districts (HSD). 
The process of creating HSDs is now operational and districts will be responsible for service 
delivery. 
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Issues noted 
 
A. The policy of joint planning, budgeting and accountability is not fully embraced by all 
development partners (for example USAID). 
 
B. Efforts need to be made to streamline procedures and delays associated with the purchase of 
supplies and equipment.  One suggestion is to convene a board at the level of the Ministry of Health 
to expedite this. 
 
C. Rather than providing funds through the primary health care system on a conditional basis, it is 
preferable to establish a system whereby grants can be made in block.  
 
D. Some development partners are still developing country programmes along project lines 
and therefore not fully embracing the SWAp (for example UNICEF and UNFPA). 
 
1. Current Situation: 
 
 Reproductive health problems constitute a significant proportion of the burden of disease 
and disability in Uganda.  Despite improvements in a number of health indices in recent years, 
morbidity and mortality among women in the reproductive age group and children of less than five 
years, continue to be high.  For example, the Maternal Mortality Rate is 506 per 100,000 live births 
while the Infant Mortality Rate is 97 per 1,000 live births, (burden of disease and cost study, 
Ministry of Health, 1995).  Men also have their share of reproductive health problems and continue 
to make decisions that affect the reproductive health status of women and adolescents. 
 
1.1 Maternal and Child Health 
 

 
•:• Total population 20 million (2000) 
•:• Population growth rate is 2.5% 
•:• Child mortality rate is 174/1000 
•:• Infant mortality rate is 97/1000
•:• Maternal mortality rate is 506/100,000 
•:• Total fertility rate is 6.9% 
•:• Contraceptive prevalence rate is 15% 
•:• Unmet need for family planning is 29% 
•:• Teenage pregnancy rate is 43% 
•:• Unsafe abortions contribute to 20-30% of maternal deaths 
•:• 62% of mothers deliver without supervision at home 
•:• Trained Traditional Birth Attendants (TBAs) carry out 15% of deliveries 
•:• 49% of the population lives within five kilometers of a health facility 
•:• High pregnancy associated morbidity e.g. malaria, anaemia, fistulae, etc. 
•:• Limited male involvement in reproductive health 
•:• HIV seroprevalence among antenatal care clients is 14% (1998) 
 

(Ugandan Demographic and Health Survey, 1995) 
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1.1.1 Causes of Maternal Deaths: Direct obstetric complications 

 
•:• Obstructed labour 
•:• Unsafe abortion 
•:• Infection 
•:• Bleeding 
 •:• Hypertensive disorders 

 
1.1.2 Indirect Causes 

 
  •:• Diseases aggravated by pregnancy e.g. malaria, HIV, anaemia, etc. 
 
1.1.3 Contributing factors to high maternal mortality rate 

 
 

  @  Falling pregnant  
  •:• Too early (<20 years)  
  •:• Too frequent (birth interval <2 years) 
  •:• Too many (>5 children)  
  •:• Too late >35 years 
 

 
1.1.4 Others 

 
  @  Rumours and misconceptions about family planning 
  @  Negative attitudes and unmotivated providers 
  @  Inadequate male involvement 
  @  Low socio-economic status of women and illiteracy 
  @  Delay in seeking health care 
  @  Female genital cutting - in isolated districts 

 
 
1.2 Adolescent sexual and reproductive health 
 
 Uganda has one of the highest adolescent pregnancy rates in sub-Saharan Africa. 

 
Major causes and outcomes are: 

 
 •:•  Inadequate information on sexuality and reproductive health for adolescents  
 •:•  Early sexual activity (average 15.5 years for girls and 16 years for boys)  
 •:•  Low contraceptive use because of poor access and ignorance  
 •:•  Early age of sexual contact exposes adolescents to risk of STIs including HIV/AIDS  
 •:•  Early marriage  
 •:•  Sexual exploitation  
 •:•  Unwanted pregnancies with unsafe abortion and its complications, dropping out of 

school, social rejection and dejection  
 •:•  59% of gynaecological admissions in urban hospitals are abortion-related in young 

women  
 •:•  Pregnancy-related complications  
 •:•  Lack of adolescent-parent dialogue  
 •:•  Lack of adolescent-friendly services -  not client (adolescent)-oriented in terms of 

time, cost, location, negative attitudes of health providers, etc). 
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1.3 STD/HIV/AIDS 
 

The burden of disease due to STIs/HIV/AIDS is very high in Uganda.  STIs are ranked as 
the sixth commonest disease with HIV/AIDS being the most serious.  Since 1982 when AIDS cases 
were first reported in Uganda, 54,715 cumulative cases had been reported by the STIs/AIDS 
Control Programme of the Ministry of Health by December 1998.  Adults constituted 92.6 % and 
children 7.4%; this may only be the tip of the iceberg as it is reported that up to 500,000 people may 
have developed AIDS since the beginning of the epidemic.  It is also estimated that 1.5 to 2 million 
people may be HIV-positive at this time.  Sexually transmitted infections such as genital ulcer, 
chancroid and syphilis increase the risk of HIV transmission. 
 
Policy of the Ministry of Health 
 

The Ministry of Health policy for 2000/2001 emphasizes the integration of reproductive 
health services into the primary health care programme.  The mission of the reproductive health 
division is therefore to facilitate the attainment of the highest possible level of health of the 
population with particular focus on the health of mothers, adolescents and children.  Thus, the 
development and implementation of policies and strategies are aimed at preventing ill health, 
promoting health and ensuring effective management of disease.  This will be achieved through the 
provision of high quality and integrated reproductive health services, the aim of which is to 
contribute to the reduction of maternal and infant mortality and morbidity rates. 
 
Goal of the reproductive health programme 
 
 To contribute to the improvement of the quality of life of all Ugandans. 
 
Specific objectives: by 2005 
 

@ To contribute to the reduction of the maternal mortality rate by 30% of the 1995 level 
from 506 to 354/100,000 live births  

 
@ To contribute to the reduction of the infant mortality rate by 30% from 97/1000 live 

births by reducing perinatal mortality  
 
@ To reduce the teenage pregnancy rate from 6.9 to 5.4 births/woman  
 
@ To increase the contraceptive prevalence rate from 15% to 30%  
 
@ To provide 20% of adolescents with appropriate, accessible, affordable and acceptable 

reproductive health services  
 
@ To increase ante-natal care to at least four visits with the first visit in the first trimester  
 
@ To increase tetanus toxoid coverage from 50% to 80% . 
 
@ To integrate screening and management of STIs/HIV/AIDS, reproductive health, cancers 

and menopausal problems in reproductive health activities. 
 
@ To incorporate gender concerns in reproductive health programmes 
 



 - 72 -

Major Achievements 
 

Within the broad reproductive health framework adopted at the ICPD, the Ministry of 
Health is focusing on major priority programmes that most affect the population.  These include 
safe motherhood and child survival, family planning, prevention and management of STIs/HIV/ 
AIDS, adolescent health, infrastructure and Information, Education and Communication (IEC).  
Efforts have also been made to strengthen the institutional framework for delivery of reproductive 
health services including human resource development, infrastructure improvement, data collection 
and research. 
 

Although programmes were in place before the ICPD, most have changed focus to 
incorporate aspects of the Cairo Plan of Action and the reproductive health elements have either 
been strengthened or introduced into the health care system.  Family planning information and 
services which had already been accepted as an essential component of primary health care, have 
been strengthened and integrated into the national health services. 
 

In addition, a community-based distribution programme and social marketing programme 
for contraceptives such as pills, condoms and depo-provera have been developed.  There is 
extensive family planning information dissemination using both printed and electronic media as 
well as through seminars, workshops and person to person communication and counseling. 
 

Steps have been taken to improve pre-natal care, safe delivery and post-natal care, family 
planning services, post abortion care through in-service training and retraining of nurses/midwives, 
clinical officers and medical officers in line with the national health policy, equipping health 
facilities and mobilizing communities.  The referral system for obstetric emergencies is being 
improved through the development of standard guidelines and mobilization of resources for 
transport and communication. 
 

The Government’s open policy in dealing with HIV/AIDS has led to a high level of 
knowledge on the subject among the population resulting in a change in behaviour towards safer 
sexual practices, voluntary confidential counseling and testing (VCCT), positive living with 
HIV/AIDS and support for people living with HIV/AIDS.  This in turn has led to a significant 
reduction in HIV prevalence rates. 
 

In line with the national health policy, prevention and treatment of STIs/HIV/AIDS is being 
integrated into reproductive health care and several HIV testing centres have been established. 
Activities to reduce mother-to-child transmission of HIV have been started in four hospitals. 
 
Conclusion: 
 

It is should be noted that although the health indicators for Uganda are still poor with 
relatively high maternal and infant morbidity and mortality rates, poor access and poor quality of 
health care, the Government of Uganda has embraced the Sector Wide Approach for the 
implementation of development programmes.  This is expected to lead to better coordination of 
development partners activities, resource inputs and equitable distribution of resources.  It is also 
hoped that duplication of effort will be minimized. 
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Annex 9.10 
 
 
 
 

The development of a process to operationalize the 
expanded concept of sexual and reproductive health 

into teaching and service institutions at national level, 
utilizing the prospective analysis methodology 

 
 
 

Dr Ernest Pate 
Regional Adviser, RH/AMRO 
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Annex 10 
 

 
 
 
 

List of selected tools in RH planning and programmatic activities 
 

(June 2001) 
 
 
 
 
 

FCH/RHR/WHO 
 
 
 
 
 
 

(printed as a separate complementary document entitled: 
"Reproductive Health : Publications and Documents) 
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