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from the PRESIDENT 

 
 

 

 
 

The  health  and  well -being  of  our  Commonwealth  

country  populations  face  major  challenges.  

Responding  to  unhealthy  lifestyles,  increasing  rates  

of  communicable  and  non -communicable  diseases , 

inequities  of  access  to  care , and  internal  and  

external  conflict  are  faced  by  our  nursing  and  

midwifery  communities  every  single  day.  

 

CNMF can  support  national  nursing  and  midwifery  

associations,  regulatory  bodies,  clinical  specialist  

groups,  diaspora  groups,  universities,  colleges  and  

individuals  in  promot ing  their  work  and  form ing  

supportive  information  and  practice  networks.  This  

work  continues  on  the  ground,  in  country , and  

across  borders  in  order  to  collectively  improve  health  

care  for  Commonwealth  citizens  and  the  working  

lives  of  nursing  and  midwifery  practitioners.  

 
Much  activity  has  taken  place  within  the  CNMF since  

March.  A particular  focus  has  been  the  revision  of  

mental  health  legislation,  working  with  a number  of  

cou ntries  across  the  Commonwealth  as well  as 

providing  mate rnal  health  updates  for  midwives.  

Developing  projects  which  improve  and  enhance  

wellbeing,  human  needs  and  career  frameworks  are  

very  relevant  to  the  work  of  the  CNMF. 

 

The  focus  of  this  edition  of  The  Commonwealth  

Nurse  is on  universal  health  coverage.  It  is critically  

important  that  nurses  and  midwives  are  

knowledgeable,  not  just  about  what  is meant  by  

universal  health  coverage,  but  what  plans  their  

governments  are  developing  for  the  implementation  

of  universal  health  coverage.  These  plans  have  

significan t  implications  for  what  services  are  

provided;  how  they  are  provided;  which  health  

professionals  will  be providing  them;  and  how  the  

services  are  funded.  Each nursing  and  midwifery  

association  must  ensure  that  nurses  and  midwives  

are  represented  in  any  hig h leve l discussions  and  

decisions  that  are  being  made  about  the  

implementation  of  universal  health  coverage  in  their  

country .  

 The  focus  of  the  2018  Commonwealth  Civil  

Society  Policy  Forum  held  in  Geneva  in  May  in  

conjunction  with  the  annual  Commonwealth  

Health  Ministersô meeting  was  on  universal  health  

coverage  from  the  perspective  of  sustainable  

financing;  a sufficient  health  workforce;  and  

equitable  access  to  quality  medicines.  The  policy  

paper  on  sustainable  financing  is reproduced  in 

this  journal  and  I  commend  it  to  you.  It  is critically  

important  that  nurses  and  midwives,  through  

their  professional  and  industrial  associations  are  

kept  informed.  

 

The 13 th  CNMF Europe  region  conference  will  be 

held  in  Malta  8-9 March  2019  and  I  hope  to  see 

many  of  you  there.  Please  refer  to  the  óôCall for  

Abstractsôô on the  last  page  of  the  journal.  

 

The planning  for  the  5 th  CNMF Nurses  and  

Midwives  Conference  6-7 March  2020  in  London  is 

underway  with  the  óCall for  Abstractsô to  be issued  

1 December  2018 . The  CNMF Conference  is a 

wonderful  opportunity  for  nurses  and  midwives  

across  the  Commonwealth  to  network  with  each  

other  and  share  their  research  and  practice  

experience.  

 

The initial  development  of  the  Nursing  Now  

campaign , which  I  have  contributed  to  on  behalf  

of  CNMF, has  now  emerged  as a global  campaign  

and  I  am  delighted  that  our  Deputy  President  

Rosemar ie Josey  is on  the  global  committee.  

Nursing  Now  committees  have  been  established  

in  most  countries  across  the  world,  and  nurses  

and  midwives  are  undertaking  specific  activities  in  

their  countries  under  the  Nursing  Now  umbrella.  

 

Also  in  this  edition  of  The  Commonwealth  Nurses  

we  introduce  you  to  the  CNMF Board  and  I  want  

to  welcome  new  Board  members  Bettyann  

Murray -John  from  Trinidad  and  Tobago  and  

Evelyn  Kannan  from  India  to  the  CNMF Board.  I  

look  forward  to  sharing  with  you  the  work  of  our  

Board  members  within  their  regions  in  future  

editi ons  of  The  Commonwealth  Nurse.  

 

Please  make  sure  you  read  the  information  about  

the  WHO initiative  to  produce  the  first  ever  State  

of  the  Worldôs Nursing  report.  It  is so important  

that  nurses  and  midwives  are  actively  involved  in  

contributing  to  this  repo rt.   

 

Finally,  m y best  wishes  go  to  each  and  every  

member  of  the  CNMF. Please  do  whatever  you  can  

to  support  the  family  of  the  Commonwealth  and  

the  practice  of  nurses  and  midwives.  There  is so 

much  to  do  and  we  must  work  collectively  to  

enhance  the  lives  of  our  Commonwealth  

populations.   

Professor Kathleen McCourt CBE FRCN  
CNMF President  
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2018 Commonwealth Civil 
Society Policy Forum 

 
Universal health coverage: holding 

countries to account 
 

 
 
 

POLICY BRIEF 

Universal health coverage and 

sustainable financing 
 

 

Civil Society across the Commonwealth, 

supported by the Commonwealth Foundation, 

host an annual policy forum addressing the 

theme of the annual Commonwealth Health 

Ministersô meeting (CHMM) which is held each 

year in Geneva on the eve of the World Health 

Assembly. Through the policy forum, 

Commonwealth civil society comes together to 

discuss, debate, and develop a consensus 

position or set of positions and recommendations 

and/or a declaration for action on the policy 

issues under discussion. These positions  or 

requests for action are then presented by civil 

society to Commonwealth Health Ministers at 

their meeting.  The 2018 Commonwealth Civil 

Society Policy Forum addressed the following 

issues:  

 

Á UHC and sustainable financing;  
Á UHC and a sufficient health work force;  

Á UHC and access to quality essential 
medicines and vaccines.  

 
Eminent speakers address ed these three issues  

and re commendations were developed which 

were  shared with civil society across the 

Commonwealth through an online survey to gain 

input into and consensus about the proposed 

recommendations and action to be presented to 

Commonwealth Health Ministers at their meeting.  

This policy brief addresses Univer sal Health 

Coverage and Sustainable Financing.  

 

The recommendations presented to 

Commonwealth Health Ministers can be found at 

the conclusion of the Policy Brief. Nurses and 

midwives are encouraged to refer these 

recommendations to their government for action.  

 DEFINING UHC  

 

The World Health Organisation (WHO) defines 

universal health coverage as ñall people receiving 

the health services they need, including health 

initiatives designed to promote better health, 

prevent illness, and to provide treatment, 

rehabilitation, and palliative care of sufficient 

quality to be effective while at the same time 

ensuring that the use of these services does not 

expose the user to financial hardshipò.1 

 

The WHO go on to note that a significant number 

of countries, at all  levels of development, are 

embracing the goal of UHC as the right thing to do 

for their citizens. UHC, the WHO say, is a powerful 

social equalizer and contributes to social cohesion 

and stability. Supporting the right to health and 

ending extreme poverty can both be pursued 

through UHC. The WHO also note that UHC is a 

critical component of the new Sustainable 

Development Goals (SDGs) which include a specific 

health goal: ñEnsure healthy lives and promote 

wellbeing for all at all agesò. 

 

Within this health goal, the re is a specific target for 

UHC:  

 

ñAchieve UHC, including financial risk protection, 

access to quality essential health care services and 

access to safe, effective, quality and affordable 

essential medicines and vaccines for allò.2 

 

WHAT ARE THE ISSUES?  

 

Universal Health Coverage requires countries to 

ensure that all people have equitable access to 

needed quality health care services without 

experiencing financial risk, such as excessive out 

of pocket expenses.  The 2010 World Health 

Report, put fo rward a number messages central to 

achieving UHC:  

Á raising sufficient resources for health,  

Á removing financial risk and barriers to access,  

Á promoting efficiency and eliminating waste,  

Á addressing inequalities in coverage. 3 

 

There is consensus in the literature that achieving 

UHC requires a predominant reliance on 

compulsory or public funding for health services 

which  is central to ensuring access to health 

services whilst also protecting individuals and 

families from potentia lly impoverishing levels of 

out of pocket expenses. Whilst private financing 

plays a role in all health systems, the WHO state 

that evidence clearly shows that it is public 

financing which drives improvements in health 

system performance on UHC. 4,5  
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No country has attained UHC by relying on 

voluntary contributions to insurance schemes 

regardless of whether they are run by non -

government, commercial or government 

entities .6 

 

Kutzin maintains that while public funding can 

come from general government reven ues or 

compulsory social health insurance contributions 

(eg income and payroll taxes), the allocation of 

general government revenues is essential, 

especially for poorer countries where large 

segments of the population may not be in salaried 

employment and not subject to the collection of 

income or payroll taxes. This position is reinforced 

by the WHO, commenting that there will be a 

proportion of the population too poor to 

contribute through income taxes or insurance 

premiums and will need subsidisation fro m pooled 

funds, generally government revenue .7 

 

The answer to the question ñhow much public 

spending is enoughò, Kutzin notes, is not 

straightforward and there is no single or simple 

answer. 8 A number of health expenditure targets 

exist but there is no agr eed formula. These 

include targets based on absolute spending 

amounts and those based on spending relative to 

a denominator such as GDP or total government 

spending and there are wide variations between 

targets.  

 

To add to the confusion, targets and estimates 

are not always explicit in stating whether they are 

referring to public expenditure on health as a 

percentage of GDP or total spending on health as 

a percentage of GDP.  

 

The 2010 WHO World Health Report comments 

that ñthose countries whose entire populations 

have access to a set of services usually have 

relatively high levels of pooled funds in the order 

of 5 -6% of gross GDPò.9 

 

Many countries however  have achieved a high 

degree of UHC with less than 6% of GDP (Sri 

Lanka 3.5%; Malaysia 4.2%; and J amaica 

5.4%). 10  Conversely many Commonwealth 

countries already spend much more than 6% of 

GDP without achieving UHC.  11  

 

Although there is no agreed formula, it is clear 

that many households forgo care or face financial 

risk from out of pocket expenses or payment at 

time of service in those countries that rely 

predominantly on private sources of health care. 

It is also apparent that even at low levels of public 

spending, countries can make significant steps 

toward UHC.  

 UHC FUNDING MODELS  

 

The two most commonly reported UHC financing 

systems  are: 12  
 

(a) Social health insurance  (or the Bismarck 

Model ): Insurance c ontributions from government, 

employers and individuals are used to finance a 

public insurance scheme that pays for services, 

usually by private  providers (examples include 

Germany, Japan and Korea ) . Kutzin notes however 

that countries  that  have  initiated  financing  reforms  

with  a health  insurance  scheme  solely  for  particular  

groups  such  as the  formal  workforce,  are  focusing  

attention  and  resources  on  already  advantaged  and  

well  organized  groups,  which  tends  to  exacerbate  

rather  than  redress  inequalities. 13  Government  

contributions  are  still  required  for  those  who  are  

not  covered  by  the  social  health  insurance  or  who  

cannot  afford  to  pay.  

 

(b) Tax - funded systems  (or the Beveridge Model ): 

General revenue taxation is used to pay for the 

bulk of all health care services delivered 

predominantly, although not exclusively, through a 

public sector delivery system (examples include 

United Kingdom, Swede n and New Zealand ) . In 

this model, most, but not all hospitals and clinics 

are owned by the government: some doctors are 

government employees however there are also 

private doctors who collect their fees from the 

government and private hospitals and clinics.  

 

These models,  or their variations, face challenges 

however requiring  at least 3% of GDP and often 

more. In developing countries this may be difficult 

to achieve because of the limited capacity of low -

income countries to raise taxation funding or social 

insurance contri butions to implement either 

Beveridge or Bismarck approaches to achieve UHC.  

 

(c) Less researched is a mixed model of public and 

private health care provision which appears to 

achieve UHC at a surprisingly low proportion of 

GDP.14  This model combines  public provision of a 

universal package of health services for all, both 

rich and poor, with private health care provision 

meeting consumer demand for óadd onô services, 

such as reduced waiting times, doctor of choice, 

and enhanced amenities such as priva te rooms and 

choice of food. Examples include: Jamaica and 

many of its English -speaking Caribbean 

neighbours, Sri Lanka, Malaysia, Hong Kong, 

Ireland and Australia . Sri Lanka and Malaysia have 

achieved a high degree of UHC with public spending 

of 2.0% and 2.3% GDP and have health indicators 

comparable or better than some high income 

countries. 15  

5 

 



 

In all cases of these mixed models reviewed, 

governments focused on maximizing universal or 

equitable access to a universal package of 

services for both  rich and poor, and reducing 

exposure to financial risk, whilst minimizing 

government spending. Limited public funding 

benefits the poor more than the rich, not by 

means testing, but by differences in consumer 

quality . 

 

WHAT NEEDS TO BE DONE AND HOW?  

 

A significant number of countries are embracing 

the goal of UHC as the right thing to do for their 

citizens. UHC promotes social equality, social 

cohesion, and stability. Achieving UHC is also one 

of the health goals of the Sustainable 

Development Goals.  

 

UHC that provides equitable access to needed 

health services for the entire population without 

exposing them to financial hardship is a priority 

for civil society across the Commonwealth. 

Commonwealth Health Ministers need to involve 

all sectors of governmen t and civil society 

stakeholders in their countries in decisions about 

how UHC is to be provided and financed . 

 

In addition , steps need to be put in place to 

define óhigh priorityô health services based on 

cost -effectiveness; prioritizing health services f or 

the poor; and providing financial risk protection. 

Monitoring indicators could include coverage of 

these óhigh priorityô health services; household 

expenditures on heath as a share of total 

household expenditure and income; %  of GDP 

spent on health (pub lic/private); health 

outcomes such as infant mortality and life 

expectancy; and measures of financial risk 

protection, such as out of pocket expenditures on 

inpatient and outpatient care by income group.  

 

Achieving and funding UHC is a significant 

challenge for countries, particularly low - income 

countries. Although calls to increase the overall 

proportion of GDP allocated to UHC should be 

supported, it is  also important that quality core 

clinical care is provided in the most cost -effective 

manner if  UHC is to be achieved. 16  

 

Empirical evidence suggests that amongst low 

and middle - income economies, mixed 

public/private health care models as described 

earlier have performed well in terms of health 

outcomes and have generally achieved this at a 

lower cost than the better -known UHC models, 

Beveridge and Bismarck.   

 The  Commonwealth  is in  a unique  position  to  

examine  the  financing  models  of  Commonwealth  

countries  who  have  achieved,  or  mostly  achieved  

UHC, to  identify  key  characteristics  and  share  these  

within  the  Commonwealth.  

 

UHC SURVEY  

 

Number of returns:   70  
 
Europe:   `   16 (23%)  

Asia:     15 (21%)  
Pacific:       3 (4%)  
Africa:     23 (33%)  
International:      4 (6%)  
Caribbean and Americas:    8 (11%)  
Not stated:      1 (1%)  
 

Female:    35 (50%)  

Male:     33 (47%)  
No response:      2 (3%)  
 

RECOMMENDATIONS  

 

1.  By 2020, all Commonwealth governments  have 

developed national UHC plans, with 

community - inclusive multi -stakeholder input. 

Publicly funded óhigh priorityô health services in 

terms of outcome and cost -effectiveness 

should be clearly defined and publicly 

communicated.  

Survey responses  
YES: 60 (86%)  
YES with revision: 8 (11%)  
NO: 2 (3%)  

 

2.  That Commonwealth governments include in 

their UHC plans strategies for access to safe, 

effective, quality and affordable essential 

medicines and vaccines for their citizens.  

Survey responses  
YES: 6 4 (91 %)  
YES with revision: 6 (9 %)  

 

3.  By 2020, all Commonwealth governments have 

developed mechanisms to monitor their UHC 

plans by, but not limited to, the following 

measu res:  

Á usage of óhigh priorityô health services by 

income group and area of residence , 

Á household expenditure on health as % 

total household expenditure and income , 

Á % GDP spent on health (public/private) , 

Á health outcomes , 

Á measures  of financial risk such as out of 

pocket expenditures on both inpatient and 

outpatient care by income group.  

Survey responses  
YES: 6 2 (8 8%)  
YES with revision: 6 (9%)  
NO: 2 (3%)  
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 5th Commonwealth Nurses and 
Midwives Conference 

SAVE THE DATE 
 

The CNMF Board have confirmed that the 5 th  

Commonwealth Nurses and Midwives 

Conference will be held Friday 6 th  and 

Saturday 7 th  March 2020  in London, United 

Kingdom.  

 

There were a number of requests at the 4 th  

Commonwealth Nurses and Midwives 

Conference held this year to have the 

conference on a Friday and Saturday rather 

than a Saturday and Sunday so the Board 

have decided to do that for the conference in 

2020. The conference will again be h eld at the 

Royal College of Physicians, Regentôs Park 

London.  

 

The óCall for Abstractsô will be available 1 

December  this year.  

__________________________  
 

24th  CNMF Biennial Meeting of 
Members 

 

The 24 th  CNMF Biennial Meeting of Members 

will be held the day before the conference on 

Thursday 5 th  March 2020  in London, United 

Kingdom. The Biennial Meeting of Members is 

the decision making body of the CNMF. At the 

23 rd  CNMF Biennial Meeting, three policy 

stat ements were endorsed:  Career str uctures 

for nurses and midwives; Nursing and 

midwifery work; and Professional and 

industrial representation for nurses and 

midwives.  These policy statements are 

available on the CNMF website and m embers 

are welcome to adapt them for their own use.  

http://www.commonwealthnurses.org . 

 

Two further policy statements are open for 

discussion:  

 

Á The relationship between nursing and 

midwifery: how is education and practice 

linked across the Commonwealth?  

Á Continuing professional development for 

nurses and midwives: what is the status of 

CPD across the Commonwealth?  
 

These statements will be presented to the 24 th  

CNMF Biennial Meeting for endorsement. 

Please forward comments to:  

cnf@commonwealthnures.org .   
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UN Convention on the Rights of 

Persons with Disabilities 
 

The United Nations Convention on the Rights of 

Persons with Disabilities (CRPD) is the óôgold 

standardôô for mental health legislation. The CRPD 

was adopted by the UN o n 13 December 2006, 

opened for signature and ratification on 30 March 

2007, and came into force on 3 May 2008. So far, 

177 countries have ratified the CRPD. Has your 

country signed the CRPD? To find out, go to:  

https://treaties.un.org/Pages/ViewDetails.aspx?

src=TREATY&mtdsg_no=IV -

15&chapter=4&clang=_en  

 

The WHO report that few countries have a legal  

framework that adequately protects the rights of 

people with mental disabilities, and that policy 

and practice needs to be based on a sound legal 

framework.  

 

The CRPD is a legally binding international treaty. 

Countries which have ratified the CRPD are 

required to óôadopt all appropriate legislative, 

administrative and other measures for the 

implementation of the rights recognised in the 

CRPDôô and to óôtake al l appropriate measures, 

including legislation, to modify or abolish existing 

laws, regulations, customs and practices that 

constitute discrimination against persons with 

disabilities ôô. For a copy of the CRPD go to:  

https://www.un.org/development/desa/disabiliti

es/convention -on- the - rights -of -persons -with -

disabilities.html . 

 

The CRPD is rights based. It marks a paradigm 

shift where pers ons with disabilities are no longer 

viewed as objects of charity but as active 

members of society, in control of their own lives, 

with legal capacity, capable of giving free and 

informed consent, and with the same rights to 

participation, engagement and in clusion on an 

equ al basis to every other person.  

 

The purpose of the Convention is to promote, 

protect and ensure  the full and equal enjoyment 

of all human rights and fundamental freedoms by  

all persons with disabilities, and to promote 

respect for their inherent dignity.  

 

Persons with disabilities include those who have 

long - term physical,  mental, intellectual or 

sensory impairments which in interaction with 

various  barriers may hinder their full and effective 

participation in society on an equal  basis wi th 

others.   

  

 The general principles of the Convention are :  
 

a.  Respect for inherent dignity, individual 

autonomy including the freedom to make oneôs 

own choices, and independence of persons;  

b.  Non -discrimination;  

c.  Full and effective participation and inclusion in 

society;  

d.  Respect for difference and acceptance of 

persons with disabilities as part of human 

diversity and humanity;  

e.  Equality of opportunity;  

f.  Accessibility;  

g.  Equality between men and women;  

h.  Respect for the evolving capacities of children 

with disabilities.  

 

Other articles cover:  

 

Á Equality and non -discrimination (Article 5);  

Á Women with disabilities (Article 6);  and 

children with disabilities (Article 7);  

Á Accessibility (Article 9);  

Á Right to life (Article 10);  

Á Equal recognition before the law  (Article 12);  

Á Access to justice (Article 13);  

Á Liberty and security of person (Article 14);  

Á Freedom from torture or cruel, inhuman or 

degrading treatment or punishment (Article 

15);  

Á Freedom from exploitation, violence and abuse 

(Article 16);  

Á Liberty of movement and nationality (Article 

18);  

Á Living independently and being included in the 

community (Article 19);  

Á Freedom of expression and opinion, and access 

to information (Article 21);  

Á Respect for privacy (Article 22);  

Á Respect for home and the family (Arti cle 23);  

Á Education (Article 24); Health (Article 25);  

Á Work and employment (Article 27);  

Á Adequate standard of living and social 

protection (Article 28);  

Á Participation in political and public life (Article 

29);  

Á Participation in cultural life, recreation, lei sure 

and sport (Article 30).  

 

The CNMF mental health legislation project 

assesses a countryôs mental health legislation 

against the CRPD and makes recommendations for 

reform if required. Mental health legislation when 

formulated according to human rights principles, 

can address access to care; rehabilitation; 

integration into the community, the promotion of 

mental health; and the prevention of stigma, 

discrimination and marginalisation.  
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New mental health legislation for the 

Seychelles and Botswana 
 

The World Health Organisation estimate that 

20% of the world's adults, adolescents and 

children, regardless of culture, will experience 

mental health issues in their lifetime and report 

that h uman  rights violations of people with 

mental disability are routinely r eported in most 

countries.  

 

In 2013, the Indian Law Society Centre for 

Mental Health Law and Policy conducted a study 

of mental health legislation in Commonwealth 

countries. The study  found  that mental health 

legislation in 20 per cent of Commonwealth 

countries was enacted prior to 1960 before 

modern medical treatments for mental disability 

became available and before many of the 

international human rights instruments came 

into force.  

 

The study report concluded that mental health 

legislation in most Commonwealth countries did 

not fulfil the countryôs international human rights 

obligations toward persons with mental 

disability ;  was not compliant with the UN 

Convention on the Right s of Persons  with 

Disabilities; was based on an outdated 

understanding of mental disability; ignored 

advances in the care and treatment of mental 

disability ;  and denied the capacity of persons 

with mental disability to manage their lives.  

 

The CNMF mental health legislation project, 

funded by the Commonwealth Foundation, 

involved working with two Commonwealth 

countries, the Seychelles and Botswana, to 

assess their existing mental health legislation 

against the UN Convention on the Rights of 

Persons with Disabilities and make 

recommendations for reform, if indicated. The 

Indian Law Society Centre for Mental Health Law 

and Policy were partners in the project, providing 

expert advice.  

 

Project methodology included the establishment 

of a National  Mental Health Advisory Committee 

to oversee the project in -country; the 

development of a communication strategy; and 

comprehensive stakeholder consultations.  

 

The project in both countries resulted in a 

recommendation, which was accepted by 

Government, to  write new legislation as the 

existing legislation was considered unsuitable for 

amendment.  

 

 
Seychelles National Mental Health Advisory Committee  

October 2017  

 

In the Seychelles, after comprehensive 

consultation with stakeholders and review  by the 

Nation al Mental Health Advisory Committee , new 

mental health legislation has been submitted to 

the Minister for Health and to Parliament.  

 

 
Seychelles National Mental Health Advisory Committee meeting 

with the Seychelles Minister for Health   

 

In Botswana, a series of stakeholder meetings 

with mental health personnel, members of the 

judiciary, and civil society organisations, finalised 

drafting instructions for a new Bill.  

 

These drafting instructions have now been 

submitted to the Ministry of H ealth and forwarded 

to the Attorney Generalôs Office for new legislation 

to be drafted. It is anticipated the new legislation 

will be submitted to Parliament early 2019.  

 

 
Members of the Botswana National Mental Health Advisory 

Committee meeting with the Botswana Minister for Health.   
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Maternal Health Education 

Sierra Leone  

 

 

The CNMF was funded by The Burdett Trust for 

Nursing to provide three maternal health 

education programs in Sierra Leone: one urban 

and two rural. The first urban program was 

conducted in July 2017 in Freetown. The second 

and third rural programs were cond ucted in 

June 2018 in Makeni and July 2018 in Bo. The 

funding  built on previous grants where five 

programs were provided in Sierra Leone 2012 -

2013 (one urban and four rural); two programs 

were provided in Lesotho (2015); two programs 

in Tanzania (2016); an d one in Malawi (2016).  

 

The most recent United Nations maternal 

mortality data (2015) for the Sub -Saharan 

Africa region indicates Sierra Leone now has a 

revised maternal mortality rate of 1,360 per 

100,000 live births (the 2011 figure was 830 

per 100,000 live births). The latest figures 

released by the United Nations Population Fund 

in May 2017 as part of the Maternal Death 

Surveillance and Response Annual Report put 

the figure at 1,165 per 100,000 live births.  

 

Sierra Leone is still struggling to rebuild its 

health services following the devastating 

impact of Ebola in 2014 -2015. Two hundred and 

ninety six health care workers in Sierra Leone 

became infected with Ebola and 221 died; a 

much higher proportion than in the general 

community. One hundred and fift y two were 

nurses (including 3 midwives; 33 maternal child 

health aides; and 9 traditional birth 

attendants).  

 

The maternal health education programs for 

midwives in Sierra Leone were conducted  in 

partnership with the Sierra Leone Ministry of 

Health and Sa nitation and the Sierra Leone 

Nurses Association.  

 

The programs are offered over five days of 

intensive training and cover global maternal 

health policies and statistics, including the 

Sustainable Development Goals; antenatal 

care; intrapartum care; obstetric 

complications; postnatal care; care of the 

neon ate; women with special needs; 

communication, respecting diversity, and 

working in teams .   

 

 
Makeni  

 

 

Bo 

 

Multiple teaching modes are used  to maintain 

interest and role model effective education : pre 

and post -  tests; didactic lectures; videos; group 

work; group exercises; individual self - reflection; 

and practical óhands-onô training. 

 

Local educators co - facilitate the training and all 

training resources are left in -country to enable 

further programs to be conducted. All participants 

receive a USB driv e containing all training 

materials, links to videos, and additional 

resources.  

 

One hundred and fifteen midwives participated in 

the education programs in Sierra Leone: 34 in 

Freetown (July 2017); 40 in Makeni (June 2018); 

and 41 in Bo (July 2018). In add ition, five  local 

educators participated and four  support persons 

from the Sierra Leone Nurses Association.  

 

The education program is evaluated by 

participants on a daily basis and at the conclusion 

of the prog ram: 92.5% of p articipants said they 

had learned something  new as a result of the 

education program and 99.6% said  what they 

learned will help them to improve their practice.  

These results demonstrate the importance of the 

education and training to midwives in Sierra 

Leone.  The CNMF acknowledges the valuable and 

ongoing support of The Burdett Trust for Nursing 

in the delivery of the education programs.  
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Bahamas prepares for the future 
 

 

 
 

The Nurses Association of the Commonwealth of 

the Bahamas  (NACB) has commenced a series of 

workshops to identify issues of concern to nurses 

and midwives in preparation for a review of the  

Bahamas National Nursing Strategy.  

 

The first workshop in this proactive initiative  was 

held in Nassau on Tuesday 2 October 2018. The 

workshop was attended by 32 nurses and 

midwives and addressed six key priority areas:  

 

Á Clinical practice,  

Á Education,  

Á Workforce sustainability,  

Á Research and information technology,  

Á Leadership and governance,  

Á Advocacy.  

 

Working in small groups, a vision statement was 

developed for each of the priority areas.  

 

To focus the discussion, two questions were 

generated for each area. The questions were 

developed from previous consultations by the 

NACB to identify issues of conce rn to nurses and 

midwives in the country.  The small groups 

identified three key strategies to help resolve the 

issues identified in the questions. These 

strategies were then shared  in plenary, and 

modified and refined with input from the larger 

group.  

 

Other priority areas will be addressed in further 

workshops, and the findings of each workshop 

will be validated by exposure to the wider 

nursing and midwifery workforce in the 

Bahamas. The information will provide the NACB 

executive with a strong and info rmed position 

going into negotiations for the review of the 

National Nursing Strategy.  

 VISION STATEMENTS  

 

Clinical Practice  

By 2025, clinical nursing practice in the Bahamas 

will be transformed by embracing and integrating 

education, research, innovation,  and technology 

for best practice in a people centered environment.  

 

Education  

By 2025, nursing in the Bahamas will have 

educational opportunities that are high quality, 

innovative, accessible, sustainable, and effectively 

integrate theory with practice.  
 

Workforce sustainability  

By 2025, the attraction of being a nurse in the 

Bahamas will be so compelling that it will retain a 

sustainable workforce through promoting 

employee satisfaction, advancement, and personal 

development.  
 

Research and information technology  

By 2025, nursing services in the Bahamas will 

provide innovative, evidence based quality care 

through the integration and implementation of 

research and information technology.  

 

Leadership and governance  

By 2025, nursing in the Bahamas will be 

transformed through a collaborative regulatory 

environment guided by innovative, empowered, 

and culturally competent leadership.  

 

Advocacy  

By 2025, nurses will be key advocates as 

stakeholders in developing and implementing 

national policies toward achievi ng optimal health 

and wellbeing for the people of the Bahamas.  

 

  

Research and IT                           Clinical practice  

  
Leadership and gov ernance       Advocacy  

  
Workforce sustainability            Education  
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Declaration of Astana 

October 2018 
 

From Alma Ata toward universal health 

coverage and the Sustainable Development 

Goals  

 
 

Available from:  

https://www.who.int/docs/default -source/primary -

health/declaration/gcphc -declaration.pdf  

 

Heads of States and Governments, Ministers, 

and representatives of States and Governments 

met at Astana, Kazakhstan 25 -26 October 2018 

for the Global Conference on Primary Health Care 

and reaffirmed commitments made at Alma Ata 

in 1978 in pursuit of óhealth for allô. 

 

Their vision, outlined in the Declaration of Astana 

is for:  

 

Governments and societies  that prioritize, 

promote and protect peopleôs health and 

wellbei ng, at both population and individual 

levels, through strong health systems.  

 

Primary health care and health services  that 

are high quality, safe, comprehensive, 

integrated, accessible, available and affordable 

for everyone and everywhere, provided with 

compassion, respect and dignity by health 

professionals who are well - trained, skilled, 

motivated and committed.  

 

Enabling and health - conducive 

environments  in which individuals and 

communities are empowered and engaged in 

maintaining and enhancing their health and 

wellbeing.   

 Partners and stakeholders  aligned in providing 

effective support to national health policies, 

strategies and plans.  

 

The Declaration acknowledges that in spite of 

remarkable progress over the last 40 years, people 

in all parts of the world still have unaddressed 

health needs; and noted  that remaining healthy is 

challenging for many people, particularly the poor 

and people in vulnerable situations, and finding it 

ethically, politically socially and economically 

unacceptable that inequity in health and disparities 

in health outcomes persi st.  

 

The Declaration affirms that strengthening primary 

health care (PHC) is the most inclusive, effective 

and efficient approach to enhance peopleôs physical 

and mental health, as well as social wellbeing, and 

that PHC is a cornerstone of a sustainable he alth 

system for achieving universal health coverage 

(UHC) and health - related Sustainable 

Development Goals.  

 

Signatories strongly affirmed their commitment to 

the fundamental right of every human being to the 

enjoyment of the highest attainable standard of  

health without distinction of any kind and 

reaffirmed their commitment to all the values and 

principles of the Declaration of Alma Ata, 

particularly to justice and solidarity, underlining 

the importance of health for peace, security and 

socioeconomic deve lopment, and their 

interdependence.  

 

They committed to:  
 

Á Making bold political choices for health across 

all sectors.  

Á Building sustainable primary health care.  

Á Empowering individuals and communities.  

Á Aligning stakeholder support to national 

policies, strategies and plans.  

 

What does the Declaration of Astana mean for 

nurses and midwives?  Nurses and midwives have 

always been at the forefront of delivering primary 

health care services. Forty years after the 

Declaration of Alma Ata placing primary 

importa nce on primary health care to achieve 

ôôhealth for allôô the focus of most health systems 

remains on acute in hospital care. Will anything 

change in the next forty years? The global 

emphasis on universal health coverage and the 

sustainable development goal s suggest it will. 

Nurses and mid wives and their representative 

associations need to be proactively engaged in 

formulating national plans for how the commitment 

to primary health care will be implemented.  
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