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Policy brief - 2

IMPLEMENTING THE GLOBAL REPRODUCTIVE HEALTH STRATEGY

Integrating sexual and reproductive
health-care services

This policy brief is intended to give guidance to policy-makers and others
engaged in planning and implementing policies and programmes in sexual
and reproductive health. It elaborates on one area of action in the WHO Glo-
bal Reproductive Health Strategy (7), raising issues for consideration when
integrating the components of sexual and reproductive health services in a

broader health-care context.

The Programme of Action of the 1994 In-
ternational Conference on Population and
Development (ICPD) calls on countries to
provide a full range of sexual and reproduc-
tive health services in an integrated manner
in the context of the primary health care
system. In this regard, many different defi-
nitions of integration have been proposed
and various operational concepts for inte-
gration have been put forward. This brief
discusses policy issues at three levels of in-
tegration: at the point of service delivery; at
the health sector level; and within national
development planning processes.

Asexual and reproductive health programme
has five major components: maternal and
newborn health; family planning; preven-
tion of unsafe abortion; management of re-
productive tract infections (RTIs) and sexu-
ally transmitted infections (STIs), including
HIV/AIDS; and promotion of sexual health. A
programme needs to serve all segments of
the population, including adolescents.

At the point of service delivery, integration
means bringing together these components
and establishing strong linkages with other
health-care and related social services. The
rationale for integration is to increase the
effectiveness and efficiency of the health
system and to meet people’s needs for ac-
cessible, acceptable, convenient, client-

centred comprehensive care. This should
include prevention of ill-health, provision
of information and counselling, screening,
diagnosis and curative care and/or referral
for a full range of sexual and reproductive
health and other health-care needs.

Integration does not mean that all sexual
and reproductive-health or other services
must be provided on site, but it does re-
quire that health-care providers have the
knowledge and skills to provide an ap-
propriate basic package of services and to
refer patients for other necessary services
that are not provided at that site. In making
decisions regarding which services to pro-
vide at any given level, policy-makers will
need to consider the capacities of available
health-care providers, the available equip-
ment and supplies, and whether referral to
other sites or levels of the health-care sys-
tem is feasible. They will also need to take
account of local social and cultural norms in
making decisions about what services are
provided in physical proximity by the same
providers, as opposed to those that are in-
tegrated through referral mechanisms. For
example, in some contexts, women may be
unwilling to share a common waiting room
with men or to be seen by a male health-
care provider. In others, young people may
be reluctant to use services intended pri-
marily for adults and or young children, but
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may be willing to use the services if spe-
cial hours are established only for youth.
In each context, decisions should be made
in the best interest of increasing the health
system’s effectiveness and client satisfac-
tion.

It is important that sexual and reproduc-
tive health services have the capacity to
provide basic, quality services to individu-
als with different needs. For example, ma-
ternal health services need to be able to
provide care or referral to other services
for women with HIV/AIDS. Similarly, if spe-
cial AIDS treatment services are in place,
providers must be able to respond (either
by providing care directly or through refer-
ral) to other sexual and reproductive health
needs of women, including family plan-
ning, care of reproductive tract infections
(RTIs/STIs) and cervical cancer prevention
and treatment, as well as counselling on
domestic abuse, nutrition and child care.
People may use different “entry points” or
specific types of services, but they should
be offered a full range of sexual and repro-
ductive health services to meet their needs.
For example, men may initially access STI
services, and women antenatal and mater-
nal care, but both should be able to access
voluntary counselling and testing for HIV,
contraception, or treatment of RTIs/STls as
needed, either on site or through service
linkages.

In the context of integration, policy-makers
also need to consider how people’s sexual
and reproductive health needs change over
time, in order to ensure that services are
available to meet their needs throughout
the life course. A woman receiving an-
tenatal care today will in the future need
delivery and postpartum care and family
planning services. Service providers need
the knowledge, skills and supplies to pro-
vide these services, as well as information
about the woman'’s previous care and out-
comes in order to be able to provide appro-

priate care. This dimension of integration
over time has important implications for
health information systems, particularly
maintenance of client records.

At the health sector level, the responsibil-
ity for policy and programme development,
implementation and evaluation may rest
with different managers or departments. In
this context, integration is achieved through
effective communication and collaboration
aimed at ensuring that necessary linkages
are established at all levels of service deliv-
ery. Collaboration between different health
programmes—for  example, between
sexual and reproductive health and other
priority programmes, such as HIV/AIDS,
malaria, tuberculosis or immunization—is
necessary for a range of health system is-
sues.

Sexual and reproductive health services,
like other health services, require a strong
functioning health system. It is critical that
policies concerning financing and payment
for health services, procurement and dis-
tribution of essential medicines through an
efficient logistics system, as well as plan-
ning and management processes related
to human resources (i.e. staffing patterns,
remuneration and motivation, training and
supervision) are developed so as to support
the integration of sexual and reproductive
health services. For example, major com-
ponents of sexual and reproductive health
services are preventative rather than cura-
tive in nature and thus financing, insurance
and provider payment policies must ensure
that availability and utilization of these
services are promoted, rather than discour-
aged. As sexual and reproductive health
problems disproportionately affect the poor,
women and youth, the development of ef-
fective services to meet the needs of these
groups should be a priority for the health
system (2). It has been demonstrated that
where health systems are weak, carefully
designed efforts to strengthen the availabil-

ity and provision of sexual and reproductive
health services can help strengthen the ca-
pacity of the entire health system.

As sexual and reproductive health serv-
ices become integrated within the broader
health care system, the provision of all
services becomes more complex. There-
fore, both technical and managerial ca-
pabilities of service providers must be
increased simultaneously. For example,
supervisors need to expand the range of
their technical knowledge and skills, and
logistics and information systems need to
become more complex. Policies governing
human resource development should pay
particular attention to strengthening super-
vision and other management skills when
integrating sexual and reproductive health
services (3).

Integration between the public and private
sectors also requires attention. In many
countries, use of the private health sector is
increasing and some sexual and reproduc-
tive health services—STI care—are often
obtained predominantly from private provid-
ers. Private—public partnerships and other
mechanisms for contracting with the pri-
vate sector for the provision of health serv-
ices are being increasingly used to improve
the availability of and access to sexual and
reproductive health services (4). In order to
ensure services of high quality, quality as-
surance mechanisms should be developed
and implemented, including those that in-
volve professional associations and other
public organizations in order to increase
public accountability via civil society.

Integration of sexual and reproductive
health with other health services is also
critical in macro-health planning and re-
source mobilization exercises such as sec-
tor-wide approaches (SWAps) (5). When the
basic health goals for a SWAp are defined
or when essential packages of services for
financing through these mechanisms are
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elaborated, it is vital that sexual and re-
productive health services are adequately
represented and promoted (see policy brief
No.1 in this series). These exercises are of-
ten driven by priority-setting mechanisms
such as the use of DALYs (disability-ad-
justed life years—a way of calculating the
burden of disease) which have been shown
to undervalue many sexual and reproduc-
tive health needs, including maternal care.
Thus, there is a tendency to underempha-
size sexual and reproductive health serv-
ices in these processes.

At the national development planning level,
integration involves linkages between sex-
ual and reproductive health policy within
health sector planning and similar planning
processes taking place in and across other
sectors, such as education, agriculture,
youth, women’s affairs, environment and fi-
nance. Sexual and reproductive health poli-
cies and programmes need to be strongly
linked to planning and policy development
in these sectors, as effective linkages can
lead to synergies in the provision of serv-
ices and thus improved health outcomes.
For example, efforts to decrease gender
disparities in education, economic oppor-
tunities and decision-making in households
are essential in maximizing access to, and
utilization of, health services by women:
these measures have been shown to lead
to improved health outcomes. Linkages
and coordination with income-generating
activities for women, community forestry
projects, work-based social insurance
schemes and other similar activities imple-
mented by ministries outside of the health
sector can serve both as entry points to
reach women with health information and
as a means of increasing their capacity to
have the resources to access services and
improve their own health and that of their
families. Similarly, youth programmes can
help support and encourage young people
to access health services. Young people’s

need for information about their sexual and
reproductive health can often be provided
through schools, as well as through sports
clubs or cultural groups that reach out-of-
school youth.

Poverty reduction strategy papers (PRSPs)
are important mechanisms in the proc-
ess of macro-planning and resource mo-
bilization (6). Although poor sexual and
reproductive health is a well-documented
determinant of poverty, few PRSPs have yet
to include sexual and reproductive health
as a central part of their analysis. Health
ministries need to secure their role in PRSP
processes and effectively lobby for the
economic benefits of investments in sexual
and reproductive health. The case must be
made for investments that will promote and
protect sexual and reproductive health and
reproductive rights, especially for women
and young people.
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