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1.4 Creating an enabling 
environment for progress

The EWEC Global Strategy advocates simultaneous action on women’s, 
children’s and adolescents’ health across nine interconnected and 
interdependent areas. It also recommends that action should be guided 
by a set of 10 core principles, including human rights, equity, partnership, 
universality and accountability.86 These action areas and principles amount 
to an agenda for co-ordinated multisectoral action at country level. 

The H6 partnership has developed a toolkit to support country 
implementation of the EWEC Global Strategy that includes a wide range 
of tools and technical resources for multisectoral action.87 Key resources 
include the health in all policies framework and training manual, gender 
tools, and specific guides to multisectoral implementation, both general 
and for specific policy areas. Analytic tools such as LiST, EQUIST and 
Innov8 provide some scope for multisectoral analysis, but this could 
be expanded. Overall, however, there is a need for greater support for 
countries to implement multisectoral action. This having been said, global 
partners themselves need to address their own limitations in working 
across sectors, tackling silos within and between organizations, and 
most importantly, genuinely engaging people from non-health sectors 
in efforts to achieve the objectives of the EWEC Global Strategy. Priority 
areas such as adolescent health and early child development, which by 
definition require multisectoral action, could provide a focus for this. 

The 2030 Agenda for Sustainable Development’s call to “leave no one 
behind” echoes the EWEC Global Strategy’s emphasis on rights, equity 
and universality. It links strongly to the need for better health information: 
more and better-quality data are urgently needed to identify women, 
children and adolescents who are underserved or marginalized. As further 
discussed in Chapter 2, international law obliges governments to help 
their citizens realize their human rights, including the right to health.88 
This requires the creation of an enabling environment for health and well-

being by ensuring that the necessary services, polices, legislation and 
administrative structures are in place. 

Priorities for delivering this agenda are discussed thematically in the next 
three sections.

THE HEALTH SECTOR: SUPPORTING SYSTEMS, 
STANDARDS AND TOOLS

The people-centred focus of the EWEC Global Strategy has implications for 
the whole health system, and for all actors, structures and processes that 
support health, such as a country’s health policies, financing, workforce 
and health infrastructure.

A primary implication is that national governments need a detailed 
understanding of the health needs of women, children and adolescents 
and of the population overall. This is necessary to identify those being left 
behind and to generate data to inform evidence-based policy-making and 
programmes in priority areas.

Civil registration and vital statistics (CRVS) and health information systems 
are central to these aims, although in most low- and middle-income 
countries these need to be strengthened, or in some cases created.89 
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Efforts have also been made to strengthen the frontline capacity of health 
systems to capture data for accountability across the monitor, review 
and act functions. A leading example is Maternal Death Surveillance and 
Response, a monitoring and review system enabling countries to capture 
detailed information about maternal mortality, and take remedial action.90,91 

Another priority is the design and financing of resilient health services and 
facilities that are fit for purpose to sustain and accelerate progress and 
“achieve universal health coverage, including financial risk protection and 
access to quality essential services, medicines and vaccines” (SDG 3.8). 

Government spending on health is essential to build resilience throughout 
the health sector and is one of the EWEC Global Strategy’s 16 key indicators. 
In the 2001 Abuja Declaration, African Union heads of state pledged to 
allocate at least 15% of their annual public expenditures to health; since 
then most African governments have increased the proportion of that 
allocation. However, spending the recommended amount is not sufficient 
to guarantee good health outcomes, especially if decisions about health 

spending are not evidence-based.92 Although better outcomes are 
associated with greater health expenditure per capita, for any given 
level of spending there can be a wide range of outcomes, depending on 
efficiencies within the health sector. For example, the green oval in Figure 
11 highlights the wide range of maternal mortality outcomes between 
countries that have the same level of health expenditure.93

Investments also need to be targeted to areas and populations in greatest 
need. An example of how targeted policies and investments can result in 
more equitable access to health services, especially for women, children 
and adolescents living in poverty, comes from Colombia. Coverage of 
skilled birth attendance there has increased, particularly for the poorest 
20% of the population. Even more remarkable has been the increase in the 
proportion of reproductive-age women whose family planning needs were 
met by modern contraceptives. By 2015, coverage was over 90% across 
the whole population, and inequalities were markedly reduced (Figure 12).94

Figure 11. Maternal mortality ratio and total health expenditure per capita in Africa, 2014

Note: x axis on log scale 

PPP: purchasing power parity.

Source: Public financing for health in Africa: from Abuja to the SDGs. Geneva: WHO; 2016.

Figure 12. Colombia increases coverage of essential services and reduces inequalities, 1995–2015
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Central to the achievement of universal health coverage and health 
systems resilience is a skilled, motivated and well-supported health 
workforce, including in fragile settings. There has been substantial 
progress: 27 out of 53 countries with data have shown growth in 
health worker availability.95 However, a huge global shortage remains 
(Figure 13).  

Global projections to 2030 estimate that an additional 18 million health 
workers will be needed to meet the requirements of the SDGs.96 A diverse 
skills mix, involving community-based and mid-level health workers, 
operating as part of integrated primary health-care teams, will help to 
address shortages and misdistribution in a cost-effective and sustainable 
manner. Midwives are a vital part of the health workforce. If fully qualified 
and working within a functioning health system, they can provide 87% 
of the essential care needed for women and newborns.97 By improving 
the education, regulation, deployment and retention of midwives, 
governments can reap an immediate return on investment.98

Investment in health services and infrastructure, workforce and facilities 
should be accompanied by improvements to quality of care.99 This 
requires health-care services to be safe, effective, timely, efficient, 
equitable and people-centred. Patient safety is a challenge everywhere: 
even in developed countries an estimated one in 10 patients is harmed 
while receiving hospital care. The challenge is not limited to the medical 
aspects of care: a growing body of research on women’s experiences 
worldwide presents disturbing evidence of disrespectful or neglectful 
treatment during childbirth.100 Quality of care is a strategic priority, as 
noted in preceding sections.

Many countries have identified the lack of a properly functioning supply 
chain for products and goods as a major bottleneck to providing 
high-quality care (Figure 14). Coordinated efforts to implement 
recommendations by the UN Commission on Life-Saving Commodities 
for Women and Children101 have strengthened relationships between 
global systems, countries and markets, but more work is needed.102 

Nearly all countries report having a set of health services for women 
and children that are intended to be available to all and free at the 
point of access. However, few of these countries include the full range 
of recommended life-saving interventions for women’s and children’s 
health in their set of services.103 Furthermore, assuring access does not 
preclude out-of-pocket expenses.

Figure 13. Mapping of 74 countries based on the established health worker density thresholds, most 
recent available year

Source: Pozo Martin F, Nove A, Castro Lopes S, Campbell J, Buchan J, Dussault G, et al. Health workforce metrics pre- and post-2015: A stimulus to public 
policy and planning. Hum Resour Health 2017;15:DOI: 10.1186/s12960–017–0190–7.
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One of the EWEC Global Strategy’s targets is to “enhance scientific 
research, upgrade technological capabilities and encourage innovation”. 
The quest to do things better and more effectively should shape all 
efforts towards the EWEC Global Strategy.

The health research agenda has tended to be set at the global level, but 
this is changing. For example, some countries have used the Child Health 
and Nutrition Initiative Method104 to identify national and local research 
priorities. 

Some low- and middle-income countries need support to improve 
their capacity for data collection, research and innovation. Several 
organizations are working to address this issue. For example, HRP 
(the UNDP/UNFPA/UNICEF/WHO/World Bank Special Programme of 
Research, Development and Research Training in Human Reproduction) 
offers long-term grants for individuals and institutions in developing 
countries working on sexual and reproductive health research.105 The 
Wellcome Trust is working with African research institutions to increase 
the number of people with research skills.106,107 Early indications are 

that this type of long-term support increases national capacity for 
research,108 but no robust evaluation has yet been carried out. 

Decision-makers say that it can be difficult to use research evidence. 
Sometimes this is because the evidence is not relevant to national or local 
needs, and sometimes because it is not well communicated or action-
focused.109 Therefore, researchers and policy-makers need to communicate 
and collaborate more. National bodies can assist. For example, India has 
recently established a National Knowledge Platform, which aims to make 
research an essential element of the country’s health system.110 

All government activities involve balancing proven, effective programmes 
against innovative ways of delivering better results, faster or more 
cheaply. The EWEC Global Strategy calls for integrated innovation, 
which is the coordinated application of scientific/technological, social 
and business innovation to develop solutions to complex challenges. 
This approach does not discount the particular benefits of any of these 
types of innovation, but rather highlights the powerful synergies that 
can be realized by aligning all three. The EWEC Innovation Marketplace, 
described in Chapter 2 (Box 3) offers a pipeline and brokerage mechanism 
for innovation development, curation, financing and scaling up. Indicators 
and mechanisms to monitor innovation for women’s, children’s and 
adolescents’ health are still under development.

SOCIAL, ECONOMIC AND  
ENVIRONMENTAL FACTORS

Income status, family background, social norms and numerous other 
factors are known to shape the health of women, children and adolescents 
across the life-course, and may increase the risk of people being left 
behind. Poverty is one of the most damaging factors, not only undermining 
health by restricting people’s access to the necessities of life, such as 
food and shelter, but also limiting their access to health services. Policies 
that directly address the root causes of poverty can greatly improve 
health outcomes across populations.111,112,113 Data gathered for SDG 10 on 
inequality suggest that such measures are essential, as income inequality 
has increased in recent decades in developing countries and in some 
high-income countries.114,115

Figure 14. Percentage of countries in each WHO region with all key life-saving commodities in their 
essential medicines list, by commodity classification, 75 countries, 2015

Source: Analysis based on country profiles in: A decade of tracking progress for maternal, newborn and child survival: the 2015 report. Countdown to 2015. 
Geneva: UNCEF and WHO; 2015.
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Many deaths worldwide are associated with adverse environmental 
factors (Figure 15). Women, children and adolescents are often worst 
affected. For example, increased exposure to household and outdoor 
air pollution is associated with increases in noncommunicable diseases 
and respiratory illness. Ninety-two per cent of the world’s population 
are exposed to air pollution levels that exceed WHO recommendations. 
Pollutants, such as black carbon, contribute to climate change and to 
undernutrition due to their related effects on food production, and 
also to illnesses associated with environmental factors and vectors, 
including diarrhoea, malaria and respiratory diseases.116 

An estimated one in four child deaths could be prevented by improving 
the environment and reducing pollution. For example, children are 
known to suffer acute poisoning from the widespread use of pesticides 
in agriculture; and lead in the environment has particularly toxic affects 
for children and can cause permanent damage to the brain and nervous 
system.117 

Childhood exposure to chemicals and other adverse environmental factors 
can lead to disease and death in adolescence or adulthood: the impacts are 
felt across the life-course. Measures to eliminate environmental risks could 
significantly reduce the burden of disease among women, children and 
adolescents, including cancers, cardiovascular diseases and diabetes.118

HUMANITARIAN SETTINGS

Nowhere are women, children and adolescents more at risk of being 
left behind than in humanitarian crises and disasters. In 2015, an 
unprecedented 65.3 million people around the world were forced 
from their homes as refugees or internally displaced persons, with all 
the consequent barriers to their access to good-quality health and 
multisectoral services.119 Whether on the move or in temporary camps 
or accommodation, refugees and displaced persons face a wide range 
of health risks, from lack of access to routine childhood vaccinations to 
inadequate sexual and reproductive health services for women. 

Interagency partners advocate for the deployment of the Minimum 
Initial Service Package (MISP) for reproductive health in crisis situations 
to support the needs of girls and women. This package provides 
clinical care for survivors of rape, makes condoms available to prevent 
HIV transmission, and ensures availability of skilled birth attendants to 
prevent maternal and newborn mortality.120 A range of other packages 
and kits are available for use in crisis situations, including the Severe 
Acute Malnutrition Kit, the Interagency Health Emergency Kit and the 
Interagency Diarrhoeal Disease Kit.121  

Another useful resource is INFORM, a global, open-source tool to identify 
and manage humanitarian risks.122 It provides a way to predict, identify 
and manage crisis and disaster risk, and to inform decision-making, 
enabling the reduction of risks, the increase of people’s resilience, and 
improved disaster preparedness and response. In high-income countries, 
INFORM can support disaster risk and civil contingency applications. 
The INFORM framework overlaps with the EWEC Global Strategy, in 
that vulnerabilities are assessed using indicators such as child mortality, 

Figure 15. Percentage of deaths attributable to the environment, by disease group, 2002 and 2012  

Source: A global assessment of the burden of disease from environmental risks. Geneva: WHO; 2016. 
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prevalence of HIV, TB and malaria, nutrition, gender inequality, poverty, 
resilience of health and other systems, refugees and displaced people. 
The need for capacity to ensure progress across the “survive, thrive 
and transform” objectives applies also to humanitarian risk and related 
management capacities, including indicators on development and 
inequality, and governance and health systems access. 

Figure 16 shows which countries are most at risk from humanitarian 
crises and disasters that could overwhelm national response capacity. 
The assessment of risk level includes three dimensions: hazards and 
exposure, vulnerability and lack of coping capacity. 

Figure 16.  Risk of humanitarian crises and disasters 

Note: the 12 countries at highest risk are: Afghanistan, Central African Republic, Chad, Democratic Republic of the Congo, Iraq, Myanmar, Niger, 
Somalia, South Sudan, Sudan, Syria and Yemen.

Source: INFORM 2017 Index. Inter-Agency Standing Committee Reference Group on Risk, Early Warning and Preparedness and the European 
Commission.
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As with other areas of the EWEC Global Strategy, there are significant 
data gaps on women’s, children’s and adolescents’ health and well-
being in humanitarian settings. Significant investments in data and 
information systems are required to monitor progress effectively in 
humanitarian settings.

A review of progress in women’s, children’s and adolescents’ health since 
the beginning of the 21st century reveals some remarkable achievements 
– many delivered through political commitment and smart investments by 
countries with the highest burdens and fewest resources. However, now 
that the SDGs have superseded the MDGs, countries need significantly 
more support to meet their more ambitious health targets. The next 
chapter examines the country-led, global, multistakeholder partnership 
forming around the EWEC Global Strategy, and the commitments 
needed to achieve its goals and targets.
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