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DEAR COLLEAGUES,

On behalf of the International Council of Nurses, we would like to wish nurses 
around the globe a very happy International Nurses Day!

This year, ICN has chosen the theme, Nurses: A Voice to Lead, Achieving 
the Sustainable Development Goals. It is our aim, through this publication, 
and the accompanying website, video and social media campaign, to raise 
awareness: firstly amongst the nursing profession of what the SDGs are and 
why they matter; and, secondly, amongst the population, governments and 
other decision-makers, of the contributions nurses are already making to 
achieve the SDGs. This publication provides an overview of the SDGs and their 
links to the nursing profession. More specifically, it provides a host of case 
studies showing the amazing work that nurses around the world are doing 
to improve access to health care, to educate populations, to address poverty, 
nutrition, clean energy, inequality, sustainability, innovation, justice and every 
other goal in the SDGs. Nurses, as the primary providers of healthcare to all 
communities in all settings, are key to the achievement of the SDGs. In fact,  
if investment in the nursing profession is not made by governments and world 
leaders, we cannot succeed.

The SDGs are relevant to all of us – in our professional lives and our personal 
lives. Each one of you can and are making an impact. Celebrate your 
achievements, share your stories, and use your voice to lead.

Frances Hughes 
Chief Executive Officer

Judith Shamian
President
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We all know the famous quote by Mahatma Gandhi, “Be the change you wish 
to see in the world” and, while it is a great sentiment, we are constantly being 
made to feel guilty for not doing our part. Nurses, through the profession 
they have chosen, make sacrifices day in and day out to help others. We are 
often held up as angels, role models, kind-hearted, giving, caring people.  
So how much more can we really do?

This year, ICN has chosen the theme Nurses: A Voice to Lead, Achieving 
the Sustainable Development Goals. Does this mean ICN wants nurses to do 
more? Are nurses really expected to go out and solve all the world’s problems 
when we are overworked, underpaid, under-resourced and exhausted!

The answer quite simply is: you are already doing it! And that is what we 
want to demonstrate this year as we celebrate nursings achievements.  
You may not even realise that what you do is helping to achieve the United 
Nations’ Sustainable Development Goals. ICN hopes that the IND website, 
our publication, video and social media campaign will help you understand 
what the SDGs are, why they matter, and how you, like millions of nurses 
around the world, are already contributing to their success and making 
health a reality for billions of people across the globe.

Follow us as we tell the stories of the unsung heroes of nursing and how 
they are striving to improve people’s lives through actions that relate to 
the SDGs. This International Nurses Day, we seek to celebrate their story, 
to inspire us for action by demonstrating how nurses can influence their 
surroundings and communities to create a healthier world.

PART ONE

INTRODUCTION
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1.1 THE SUSTAINABLE  
DEVELOPMENT  
GOALS AND NURSING

The Sustainable Development Goals (SDGs) were 
adopted by the United Nations in 2015 to replace 
the Millennium Development Goals (MDGs). 
They contain 17 goals covering a broad range of 
sustainable development issues for the world, such 
as ending poverty, hunger, improving health and 
education, combating climate change, etc. The 191 
UN Member States have agreed to achieve these 
new goals by 2030. Health has a central place in 
SDG 3: Ensure healthy lives and promote well-
being for all ages, and clearly nursing has a major 
role to play in relation to SDG 3. But the work of 
nurses also has a major impact on the delivery of 
other SDGs such as education and poverty – these 
are often referred to as the social determinants of 
health (SDH). The SDH are the conditions in which 
people are born, grow, work, live and impact on the 
conditions of health and daily lives. While nurses 
seek to help people achieve their optimal health, 
our work frequently includes addressing the SDH 
and nurses understand the links between wider 
conditions and individual and population health.  
This resource and the case studies we use 
demonstrate those relationships and make it clear 
why nurses are so important not just to individual 
health optimisation but also to achieving the SDGs.

“There is a world of apathy out there. Every single day there are many things that 

aren’t right. While you have to pick your battle, it is very important that when you 

encounter things that aren’t right, you weigh in on them. Leadership is learning how 

to do that effectively. You won’t be a reasonable leader if you don’t  

have the instinct to say: ‘This is something I have to put right.’”

– Marla Salmon, Former Chief Nursing Officer, US Department of Health and Human Services
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1.2 A WORLD OF UNEQUALS

The Millennium Development Goals did much towards 
improving the lives of millions of people around 
the world, but the gap between the rich and the 
poor, the health and unhealthy, the educated 
and uneducated continues to grow. This, the 
Sustainable Development Goals aim to address 
inequalities between nations, but also within 
nations. It is now well-recognised that social 
factors, such as education, employment status, 
income level, gender and ethnicity have a direct 
influence on how healthy a person is.

Let us take life expectancy as an example. According 
to data from 2010 there is a 35 year difference in life 
expectancy between the highest and lowest countries 
(Figure 1). When GDP per capita is below $4,000, 
life expectancy is generally below 70 years of age. 
Conversely when GDP per capita is above $8,000, 
life expectancy is generally over 70 years of age. 
This difference in life expectancy is clearly linked 
to income levels. But not only is there a difference 
between the rich and poor countries, there is also 
a difference within countries between the rich and 
the poor. Within England for example, there is a 
significant difference in life expectancy and quality  
of life between the rich and the poor (Figure 2).
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Figure 2. Years of healthy life expectancy and poor health by deprivation level 
in England[5]

But life expectancy is not just about rich and poor, 
it is also about quality of life and the differences 
observed between social groups, low, middle 
and high income. The same phenomenon is seen 
throughout the entire world, the lower the socio-
economic position, the higher the risk of poor health 
and increased likelihood of premature death.

 
The issue is not simply one of limited access to health 
services. Poor health can be attributed to inequity in 
the conditions in which people are born, grow, live, 
work and age. It is the inequities in power, money, 
education and resources that give rise to inequity 
in daily life. These elements are better known as  
social determinants of health.[17]

Health equity and the social determinants of health

The social determinants of health (SDH) are the 
conditions in which people are born, grow, live, work  
and age.[17] These circumstances are shaped by the  
distribution of money, power and resources at 
global, national and local levels. The SDH are 
mostly responsible for health inequities - the unfair 
and avoidable differences in health status seen 
within and between countries. 

Health equity and social determinants are 
acknowledged as a critical component of the post-
2015 sustainable development global agenda and 
of the push towards progressive achievement 
of universal health coverage (UHC). If health 
inequities are to be reduced, both SDH and 
UHC need to be addressed in an integrated and 
systematic manner.[8]

Furthermore, the goals inextricably link the 
social determinants of health to the full spectrum 
of government sectors (e.g. agriculture, water, 
housing, education, energy, transport, infrastructure, 
social development, environmental protection, 
governance) and not just the health sector. 

Of course, the third sustainable development goal  
(SDG 3) is specific to health (Healthy Lives and 
Wellbeing for All), but the social determinants of 
health (sometimes called the causes of the causes) 
are clearly evident throughout. Our role as nurses 
is to take the language of the SDGs and translate it 
to the language of each country’s national priorities 
as set by the government and make explicit links to 
their published policies. Of the 17 goals, we can have 
a powerful influence on the achievement of most. 

In relation to health, within the SDGs there is 
recognition of the social determinants impact on 
health and wellbeing. WHO recognises that the 
socioeconomic circumstances of individuals and 
groups have at least as much – and often more 
– influence on health status as medical care and 
personal health behaviours. Some of the most 
important social determinants of health include 
poverty, economic inequality, social status, stress, 
education and care in early life, social exclusion, 
employment and job security, social support and 
food security.
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The Global Burden of Disease study[10] shows that 
development indicators such as income, education, 
and birth rates are critical to healthy living but 
are not the only factors that determine health. 
Several countries, despite their resource level, have 
improved the health of their populations through 
improvements in sanitation, immunization, indoor air 
quality, and nutrition. 

The broadening that can be seen in the SDG agenda 
reflects the need to consider a holistic view of 
the roots of economic, social, and environmental 
development. The health of populations is not  
only the responsibility of the health sector,  
but that of transport, environment, housing, trade,  
and agriculture.

1.3 WHAT ARE THE SUSTAINABLE DEVELOPMENT GOALS?

The Sustainable Development Goals (SDGs) build 
on the success of the Millennium Development 
Goals (MDGs). But they go much further and tackle 
issues that affect people, the planet, prosperity, 
peace and partnership. In September 2015, world 
leaders agreed on 17 goals and 169 targets. 

Whilst these are not legally binding, governments 
are expected to take ownership and establish 
national frameworks for their achievement. Over 
the next 15 years, countries will mobilise efforts 
to end all forms of poverty, fight inequalities and 
tackle climate change, whilst ensuring that ‘no one 
is left behind’.[11]

“ Think how rare is ‘completeness’ or ‘wholeness’ 

of mind and body. If each man [or women] finds 

good health a challenging goal, think how difficult 

it is for the nurse to help him [or her] reach it. 

She/He must, in a sense get ‘inside the skin’ of 

each of her patients in order to know not only 

what he [or she] wants but also what he [or 

she] needs to maintain life and regain health. 

She/He is temporarily the consciousness of the 

unconscious, the love of life for the suicidal, the 

leg of the amputee, the eyes of the newly blind, a 

means of locomotion for the infant, knowledge and 

confidence for the young mother, a voice for those 

too weak or withdrawn to speak, and so on.”[14]  
 
– Virginia Henderson
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1.4 WHY SHOULD NURSES CARE ABOUT THE SDGS?

You may still be asking yourself how your 
contribution to the SDGs can make a difference?  
But there are several critical reasons why you  
– and all nurses – should care about the SDGs.

1. NURSES CARE FOR OTHERS 
Nurses go in to the profession to improve the 
health of individuals and populations. This is 
fundamental to the core of nursing. As the 
ICN definition of nursing states,[171] “Nursing 
encompasses the promotion of health, prevention 
of illness, and care of physically ill, mentally 
ill, and disabled people of all ages, in all health 
care and other community settings. Within this 
broad spectrum of health care, the phenomena 
of particular concern to nurses are individual, 
family and group responses to actual or potential 
health problems.” As nurses, we are therefore 
rightly concerned about where children are born, 
where people grow, where they live, work and age.

2. IT IS THE RIGHT THING TO DO 
The underlying dynamic in all of this is one of  
social justice. We should learn about and contribute  
to the SDGs because it is the right thing to do.  
We can prevent child and maternal deaths; we can end 
extreme poverty; we can improve quality of life; we 
can ensure children attend school; we can end violence 
and oppression; we can have justice. The SDGs present 
us with an opportunity to apply the knowledge we 
have as nurses to create a healthier and a better world. 

 
3. CHANGE IS POSSIBLE 
Under the Millennium Development Goals (MDGs), 
the world saw incredible improvements in 
increased life expectancy, reduced child mortality, 
getting more children into schools, reducing extreme 
poverty and improving access to safe water and 
sanitation. Whilst there might be scepticism about 
the ambitious targets set in the SDGs, the MDGs 
demonstrate to us that progress is possible and 
countless people’s lives will benefit from it.[11]

4. IT IS OUR HEALTH 
The SDGs don’t just relate to people in low income 
countries. They affect all of us. The realisation of 
these targets will improve the lives of people in our 
communities, our families, and even our own health. 
They are important because you are important.

“ Nurses respond to the health needs of people in all settings 

and throughout the lifespan. Their roles are critical in 

achieving global mandates such as universal health coverage 

and the Sustainable Development Goals.”  
 
– Dr Margaret Chan, Director General, World Health Organization[172]



10

P
A

R
T

 T
W

O

INTERNATIONAL COUNCIL OF NURSES - IND2017

Social inequalities exist across a wide range of domains, for 
example, age, gender, race, ethnicity, religion, language, and 
physical and mental health. In addition, some groups within 
society are particularly disadvantaged and this includes those 
who are homeless, migrants, refugees and asylum seekers. 
Many people also live in absolute poverty and who receive 
no financial support. These inequalities interact in complex 
ways and shape the way people are born, grow, live and age. 
It affects their health and well-being and their chance to reach 
their potential.[16]

ICN has collected case studies from around the world to  
show how nurses’ daily work is helping to achieve the SDGs.  
The following section outlines examples that have a profound 
impact on the health of individuals, communities and countries. 

THE SUSTAINABLE 
DEVELOPMENT 
GOALS

PART TWO

“We can tell a great deal about how well a country 

meets the needs of its citizens — provides the 

conditions for them to lead flourishing lives  

— by the health status of its citizens.”
 

– Michael Marmot, President, World Medical Association, 2015-2016[17]

©John Donnelly / World Bank
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GOAL 1: NO POVERTY
In March 2016, Amelie killed herself. She was just 
10 years old. In the small community of Looma, 
in West Kimberly Australia, she became the 19th 
person to commit suicide over a three-month 
period.[173] This is a shocking tragedy that impacts 
the lives of many people and communities.

Whilst there will be investigations into this 
particular case, it will be equally important to 
look at the broader context. For indigenous 
people within Australia, the youth suicide rate  
for girls is six times higher than non-indigenous 
girls. The suicide rate of indigenous boys is four 
times higher than non-indigenous boys.[178].  
Why is it that so many indigenous young people 
seek to end their life in this way? 

Sir Michael Marmot[17] defines suicide “as a 
response to disempowerment - the last 
desperate attempt to control an uncontrollable 
situation.” He believes that ‘empowerment can be 
viewed in different ways including material (lack of 
money to buy basic things like food); psychosocial 
(the means of having control over your life); and 
political (having a voice). Australia’s indigenous 
population, along with disadvantaged people more 
generally, are disempowered in all three areas. 
Disempowerment is not confined to one part of 
the world. It occurs universally and has effects not 
only on suicide, but on all health and well-being.

Poverty is often the central factor of this 
disempowerment. It affects social hierarchy, 
and limits children’s intellectual and social 
development. From an early age, conditions are 
set in place that hinder people from reaching 
their potential. The mixture of what happens in 
early life profoundly impacts life in later years. 
More adverse conditions in early childhood 
lead to fewer educational opportunities, fewer 
opportunities for good and meaningful work, 
low income, worse environments, high rates of 
smoking, poor diet, increased alcohol and drugs.[17]

Limits are placed on people from an early age and 
these limitations reduce capacities to enjoy basic 
freedoms to give life meaning and maximise health. 
Poverty sets in place a cycle that is difficult for 
anyone to break. It disrupts the social conditions  
in which people are to grow, live and age.[17]

Poverty also has immediate impacts on health. 
There is an obvious correlation to access to 
food, clothing and shelter. But it also affects a 
person’s abilities to access healthcare services 
and receive the required treatment for them to 
return to health.

Throughout nursings history, it could be 
argued that nurses have been at the forefront of 
caring and working with those who are most 
vulnerable and disempowered. We have all seen 
and witnessed nurses working in incredible and 
sacrificial ways for the betterment of others 
health. There are nurses caring for prisoners 
irrespective of what the crimes they may have 
committed; there are nurses working on the 
streets caring for the homeless; for anyone 
who walks through hospital doors; on the back 
of trucks providing mobile clinics; in completely 
under-resourced, remote locations in the world. 

Whilst this care has sought to improve health,  
it has also advanced the nursing profession 
itself. Nursing has often had to fill the 
gap where no other profession is willing or 
potentially able to work. This has challenged 
both our and the public’s perception of nursing 
roles and responsibilities, resulting in changes to 
scopes of practice. It also positions nursing as 
a first-hand witness to the causes of ill-health. 
The voice of nursing is a commanding one because 
it sees the health needs of the patient beyond 
the medical diagnosis. 

©Scott Wallace / World Bank
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CASE STUDY 1.1: NURSE FAMILY PARTNERSHIP IN URBAN 
NEIGHBOURHOODS, USA

“ Nurses must break down walls between professions to create cost-effective 
interventions to improve the lives of patients with complex health and 
social needs.” - Dr Katherine Kinsey

Dr Katherine K. Kinsey, PhD, RN, FAAN, is the Nurse 
Administrator and Principal Investigator for the 
maternal child home visiting programmes of the 
National Nurse Led Care Consortium (NNCC).

NNCC advances nurse-led models of care through 
policy, consultation, and innovative programming. 
Two of NNCC’s most successful programs are The 
Philadelphia Nurse Family Partnership (NFP) and the 
Mabel Morris Family Home Visit Program (MM-PAT), 
evidence-based early childhood initiatives serving 
low-income women and children in some of the 
most distressed urban neighbourhoods in the  
United States.

Led by public health nurses, these programmes, provide 
home visiting, family support and education to 
low-income mothers of young children throughout 
the city of Philadelphia, Pennsylvania. Each year, 
the service provides support and care for over 
700 mothers and their children. Most clients are 
teen mothers and are African-American (73%) 
or Hispanic (21%). The average annual household 
income for clients is under US$6,000.

Typically, women enrol when they are pregnant 
with their first child. Over the course of the 
programme, each client receives between 30-50 
visits from their nurse, designed around three goals: 
a healthy pregnancy and delivery; the baby’s good 
health and development; and the mother’s vision 
and goals for the future.

Over the years, nurses saw an increase in pregnant 
women reporting situations of crisis, with concerns 
about their physical safety, food security, housing 
status, and other basic needs related to conditions  
of poverty. Over 90% of the mothers have 
experienced three or more Adverse Childhood 
Experiences (ACEs), such as physical, sexual and/
or verbal abuse, living with a mentally ill relative, 
having an incarcerated family member, or 
witnessing domestic violence. Approximately 45% of 
the mothers exhibit symptoms of perinatal depression 
when they enter the programme.

 
This led to the development of a new partnership, 
allying legal assistance to nursing care. 

“ We sought a new connection with the Health, 
Education, and Legal Assistance Project:  
A Medical-Legal Partnership, a NGO with unique 
experience providing free legal services to low-
income mothers. Together, we launched the 
Nursing-Legal Partnership,” says Dr Kinsey.

In this approach, lawyers work hand-in-hand 
with nurses to ensure that new mothers have the 
opportunity to raise their children in safe, healthy 
homes, with uninterrupted access to public 
benefits. They can develop new skills to support 
their children’s socioemotional, physical and 
developmental needs, while also providing legal 
resources to ensure that each family’s basic needs 
are met. Working with their nurse, many women  
set goals for themselves for the first time.

To date, the nurse home visiting programmes have 
served over 3,500 mothers and their children. 
The expertise that Registered Nurses bring to this 
intervention is pivotal in gaining the confidence 
of a new mother. The nurse helps guide first-time 
mothers through the emotional, social and physical 
challenges they face as they prepare for a healthy 
birth. Prenatal support is the starting point, but the 
nurse continues to serve her client after she delivers 
her child, teaching parenting and life skills that 
foster positive growth for both the mother and child. 

Lawyers with expertise in public benefits, health 
law, housing law, consumer law, and other areas 
represent clients and work with nurses to address 
health-harming legal needs identified during screening. 

“ It takes an interdisciplinary team of professionals 
to break the cycle of poverty. We have envisioned 
a nurse-driven way to link and coordinate health, 
social and support services to meet families’  
needs. Because of nursings emphasis on holistic 
care, nurses naturally operate at the intersection  
of health and social services” says Dr Kinsey.

Submitted by: Dr Katherine K. Kinsey, Director, National Nurse-Led Care Consortium (NNCC), 
Philadelphia Nurse -Family Partnership and Mabel Morris Family Home Visit Program
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Figure 3. Relative Poverty Rates for 
OECD Countries (mid-2000s)[19]

 
 

Relative poverty rate

Poverty is not just a low and 

middle income country issue. 

It is a worldwide phenomenon. 

Whilst people may have access 

to more money in one country, 

they still may not have the 

resources required to maintain 

a healthy standard of living. 

Relative poverty is defined 

relative to the members of a 

society and, therefore, differs 

across countries. People are 

said to be impoverished if they 

cannot keep up with  

standard of living as 

determined by society.[18]

When expressed in this way, throughout 
the world there is a large proportion of the 

population living in poverty. Figure 3 shows 
the relative poverty rates for OECD countries.

EVERY DAY IN 2014, 42,000 
PEOPLE had to abandon their homes to 
seek protections due to conflict.[20]

 INDIGENOUS PEOPLE make up about 
5% of the world’s population but for 
some 15% of the world’s poor.[21]

A THIRD OF ALL POOR in the 
developing world are children 0–12 years.[21] 

 In developing countries (where 92% of 
children live) 7 IN 100 WILL NOT 
SURVIVE BEYOND AGE FIVE.[21]

GLOBALLY, 1.2 BILLION PEOPLE 
(22 percent) live on less than $1.25  
a day. Increasing the income poverty  
line to $2.50 a day raises the global 
income poverty rate to about  
50%, OR 2.7 BILLION PEOPLE.[22]
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Although the numbers of people affected by different types of malnutrition 
cannot simply be summed (because a person can suffer from more than one 
type), the scale of malnutrition is staggering[26]

OUT OF A WORLD POPULATION 
OF 7 BILLION

OUT OF 5 BILLION 
ADULTS WORLDWIDE

OUT OF 667 MILLION CHILDREN 
UNDER AGE 5 WORLDWIDE 

About 2 billion people su�er from micronutrient malnutrition

Nearly 800 million people su�er from calorie de�ciency

Nearly 2 billion are overweight or obese

One in 12 has type 2 diabetes

159 million under age 5 are too short for their age (stunted)

50 million do not weigh enough for their height (wasted)

41 million are overweight

OUT OF 129 COUNTRIES 
WITH DATA, 57 COUNTRIES
have serious levels of both undernutrition 
and adult overweight (including obesity) [26]

GOAL 2: ZERO HUNGER,  
IMPROVED NUTRITION
There are few challenges facing the world today 
that can compare with scale of malnutrition. 
Malnutrition affects one in three people and it has 
been estimated that it is the underlying cause of 
45% of child deaths.[24]

Malnutrition keeps people from reaching their full 
potential. It manifests itself in many ways: as poor 
child growth and development; as individuals who 
are prone to infection; as those who are carrying 
too much weight or who at risk of chronic diseases 
because of increased intake of salt, fat, sugar or those 
who are deficient in important vitamins and minerals.

As such malnutrition means that children 
underperform at school, and their future job 
opportunities are limited. Malnourished adults are 
less able to work and contribute to the economy 
or provide care for their families. Malnourished 
mothers are likely to have children who are 
underweight and will have risks associated with 
physical and cognitive impairment. This perpetuates 
a cycle of poverty and economic stagnation.[25]  
The issue is so severe that the World Health 
Organization (WHO) considers that poor nutrition  
is the single most important threat to the  
world’s health.[24]
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Malnutrition costs $3.5 
trillion per year to the 

global economy

Undernutrition and 
micronutrient 

de�ciencies cost up to 
$2.1 trillion per year

�e cost of obesity and 
overweight-related 
non-communicable 

diseases was estimated 
at US $1.4 trillion in 2010 

Child and maternal 
malnutrition is by far the 
largest nutrition-related 

health burden in 
the world  

The economic consequences of malnutrition are severe. The United Nations (UN) estimates that malnutrition 
costs US$3.5 trillion to the global economy. In Africa and Asia it is estimated that malnutrition represents an 
11% loss to gross domestic product (GDP) every year. Preventing malnutrition in these areas delivers a US$16 
in returns on investment for every US$1 spent.[26]

Governments around the world are looking at ways 
to tackle this complex issue. Nurses have a vital 
contribution to make improvements in this area. 
Nurses are working in areas that are identifying and 
treating people at risk of malnutrition, developing 
new models of care to tackle the problem, modifying 
treatment programmes to work for people’s 

environmental circumstances, developing policies 
and supporting changes to legislation. In some 
circumstances, nurses are using the media to inform 
the public thereby influencing political decision 
making. Nurses are at the forefront of enabling this 
goal to be achieved. 

The cost of malnutrition[25]

©Maria Fleischmann / World Bank
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CASE STUDY 2.1: ACCESSING FOOD AID, SYRIA

Khaled Naanaa was a nurse in the town of 
Madaya, Syria. In July 2015, the Syrian regime and 
their allies completely surrounded the town with 
checkpoints and landmines, trapping the population 
and blocking the entrance to any food supplies. 
Access to food became very difficult and a number of 
patients in the hospital where she worked began to 
die of starvation. Khaled had contacted the United 
Nations for urgent food aid. 

However, despite repeated requests, the Syrian 
regime denied the UN access into the city. Khaled 
sent videos and photos to a news outlet; the images 
quickly went viral and made headline news in Europe. 
It also made its way on to the agenda of the UN in 
New York. Faced with mounting pressure, the Syrian 
Government permitted a UN aid convoy to enter the 
city. Unfortunately, 28 residents, including six babies, 
had starved to death whilst waiting for assistance.[30]

CASE STUDY 2.2: BARIATRIC PRACTICE, AUSTRALIA

“ Nurse-led programme of individualized patient care lead to a tighter control  
on clinical assessment and enhanced clinical outcomes.” - Shirley Lockie

Sixty-six per cent of the Australian population  
is overweight or obese. The current waiting time for 
bariatric surgery in the public system is more than 
three years. Without health insurance, there is no 
alternative but to wait while your health deteriorates.

Shirley Lockie, a Perioperative Nurse Surgical 
Assistant in a bariatric and general surgical practice 
in Australia has developed a comprehensive 
bariatric programme to respond to patients’ needs 
and guide them through the procedure. The core 
team consists of surgeon, dietitian, psychologist 
and perioperative coordinator. Continuity of care, 
continual assessment, and communication and 
planning, ensures the best for each individual having 
a bariatric procedure.

As a typical example of the patients cared for in 
this programme, one woman who came to the clinic 
was in the super obese category and had Type II 
diabetes, hyperlipidaemia, hyperparathyroidism  
and hypothyroidism.

She was bipolar, had gastro-oesophageal reflux 
disease and obstructive sleep apnoea. She was 
attending a tertiary centre for medical management 
of obesity and had no private health fund.

Shirley worked with the woman’s GP, 
endocrinologist, anaesthetist, surgeon, dietitian 
and psychologist, liaising to establish a clear 
pathway, identifying risks such as lithium and 
post-operative nausea, and diabetes management. 
Protocols were established of when she should 
see the endocrinologist and GP to monitor diabetic 
control and hypertension. 

One year after surgery, the patient’s weight has 
dropped 72 kilos; her diabetes and hypertension have 
resolved; an macronutrient management is ongoing. 
She has sold her wheelchair and is undertaking a 
course in medical reception/healthcare.

Submitted by Shirley Lockie. Managing Director, Perioperative Services
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GOAL 3: GOOD HEALTH  
AND WELLBEING
The world has seen dramatic changes over 
the last few years. There is anger at political 
establishments, fluctuating currencies, unstable 
economies, prolonged conflicts, ethnic tensions 
and inexplicable acts of violence. Organised acts 
of terrorism are a global and unpredictable threat. 
Not only is society rapidly changing, but so is the 
environment in which we live: global temperatures 
are rising, antibiotics are failing, inequalities in 
income levels are increasing and healthcare costs 
are rapidly escalating. Whilst progress is being 
made in health, there are still marked differences 
in life expectancy and the quality in life between 
countries and within countries.[34]

The Millennium Development Goals showed that 
gains can be made in development and health 
and health outcomes. However, we are starting to 
see new challenges. For the first time, the global 
population over the age of 60 will be more than 
the population of children under five.[47] We are 
also seeing a shift from rural areas to where more 
than half the world is now living in urban areas. 
These new demographic features are changing 
health profiles and challenges. 

Today, for the first time in history, non-
communicable diseases have overtaken infectious 
diseases as the leading causes of mortality across 
the world. Economic growth, modernisation and 
urbanisation have opened wide the entry point for 
the spread of unhealthy lifestyles.[10] Whilst many 
health systems have been designed to meet the 
needs of acute infections, the changing profile of 
disease means that many systems are not prepared 
to manage conditions requiring long term and 
sometimes lifelong care.

It is important that we look at how we can improve 
the quality of physical and mental health throughout 
life. Evidence shows that those with mental health 
disorders have a higher prevalence and incidence 
of infectious diseases and NCDs. At the same time, 
they are less likely to receive the health care they 
need to manage these conditions. Mental health 
is an issue that has been missing from the global 
agenda for too long.[34]

In 1946, it was agreed that health is a human right. 
Despite this recognition in the WHO Constitution[2] 
and various international human rights treaties, 
hundreds of millions of people worldwide are still 
waiting for access to lifesaving health services or 
fall into poverty paying for needed healthcare. 
As part of addressing this issue, more than 100 
countries have begun working toward universal 
healthcare coverage (UHC).

“ To pretend that health is 

somehow separate from 

people’s social conditions  

is madness. No patient 

should be denied access  

to care, regardless of health 

status or insurance. That is 

the passionate message  

I believe and fight for every 

day of my professional 

career.” 
 
–  Ruth Lubic, Nurse Midwife who  

co-founded the National Association  
of Childbearing Centres[32]

© Dominic Chavez / World Bank
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Dr Margaret Chan has stated that,  
“ Universal health coverage is one of the most 

powerful social equalizers among all policy 
options. It is the ultimate expression of fairness. 
If public health has something that can help our 
troubled, out-of-balance world, it is this: growing 
evidence that well-functioning and inclusive 
health systems contribute to social cohesion, 
equity, and stability. They hold societies together 
and help reduce social tensions.”[34]

UHC delivers many benefits. It means that workers 
are more productive, children are less absent from 
school, poverty and inequality decreases, societies 
are more harmonious and growth is more robust 
and sustained. Economically, UHC is a good 
investment. The WHO estimates that in developing 
countries, for every US$1 invested in health, 
between US$ 9-20 of growth is returned.[35]

The nursing profession has for a long time been  
a strong supporter of UHC. The ICN Code of Ethics 
for Nurses[36] calls for nurses to advocate “for equity 
and social justice in resource allocation, access to 
healthcare and other social and economic services.” 
Nurses are committed to UHC and we are aware of 
the trends in healthcare, the costs and the added 
demands on the daily practice of nursing work.
Despite what nurses have to offer, constraints have 
been placed on the profession. There have been 
regulatory and institutional obstacles, including 
limits placed on nurses’ scope of practice. These 
need to be removed so that health systems can 
reap the full benefits of nurses’ education, skills, 
experience and knowledge.

In addition, there are attitudinal constraints which 
are often entrenched in the views and policies of 
national medical associations. Some medical 
professionals believe that enabling nurses to work 
to their full scope of practice will adversely affect the 
quality of care. Overwhelmingly, this is being disproved 
by evidence which demonstrates that nurses provide 
cost-effective, accessible quality care with greater 
or equal clinical outcomes and patient satisfaction to 
that achieved by medicine.[37]

Maximising the potential of nursing will not solve 
the problem alone. As a WHO[38] publication stated, 
there is “No health without a workforce.” If UHC is 
to be achieved, there must be further investment in 
the development of the nursing workforce so that 
there are sufficient numbers that are ‘fit for purpose’ 
and ‘fit to practice.’ Without sustained investment 
in the workforce, UHC will not be achievable or 
maintainable either in terms of accessibility or in the 
quality of care that is being provided

UHC can only be realised with the leadership and 
offerings of the nursing workforce. This means 
involving nurses in more than just clinical practice. 
It includes involving nursing leadership in policy,  
in economics and in reform at local, national and  
global levels.

 

All people are 
covered

There are no 
barriers to 
accessing 
services

Health 
services are 

comprehensive

All people are 
protected from 

financial 
hardship

Health systems 
are flexible, 

innovation and 
resilient [33]

UHC means that
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CASE STUDY 3.1: SUPPORTING NURSING WORK, CUBA

“ The best way nurses support the development of the profession, is by 
creating a climate of cooperation, worthy and challenging workplaces,  
with interdisciplinary and ethical thinking.” - Dr Idalmis G. Infante

The Cuban health system is recognised worldwide 
for its excellence and it efficiency. Despite the 
limited resources resulting from trade sanctions 
placed on the country since the 1960s, Cuba 
has managed to guarantee access to care for all 
segments of the population and obtain results 
related to health and well-being that are amongst 
the best in the world.[39] It has also sent more 
clinicians to low and middle income countries 
to support their health systems than any other 
country. For example, it was one of the earliest 
responders to the Ebola crisis in West Africa.[40] 

The success of the health system has been attributed 
to its preventative approach to care. Dr Idalmis G. 
Infante Ochoa, Cuba’s National Chief Nursing Officer, 
believes that nurses are responsible for much of 
the success of Cuba’s healthcare system. The nurses’ 
focus on personalised, comprehensive, quality care, 
with a rational use of human and technological 
resources, through an enabling organisational climate, 
according to standards defined for a competent and 
responsible professional practice.

The Cuban Government has been very supportive 
of the nursing profession and recognises their 
importance in decision making. Nurses are actively 
involved in policy development and decision making 
within the Ministry of Health. Nurse leaders are 
represented at national, provincial, municipal and 
institutional levels and their contribution has been 
decisive in the results of the health care system. 
The entire population of Cuba has 100% access to 
a nurse within their community both in rural and 
urban areas.[41]

 
Nurses are responsible for:
•  Education and regulation standards  

related to the profession

• Workforce planning

•  Conducting and maintaining high quality 
research

• Design and development of models of care

•  Developing multi-sectorial approach to the 
provision of care.

Under the guidance of the Chief Nursing Officer, Cuba 
has implemented policies that support nurses in 
their professional development. They have developed 
clear pathways and incentives that support post 
graduate education at a Master’s and Doctoral 
levels in nursing and health. These nurses work 
within a multi-sectorial approach to care in close 
collaboration with other clinicians, secondary care 
providers, education institutions, researchers, 
welfare systems and other government agencies  
to provide a comprehensive approach to care of  
the individual and the community.

Submitted by: Dr Idalmis G. Infante Ochoa, Cuban National Chief Nursing Office
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CASE STUDY 3.2: BREAKING LEGISLATIVE BARRIERS  
TO NURSE PRACTITIONERS, CANADA

“ Despite progress, numerous pieces of federal legislation still require 
updating. Without these changes, barriers in access to care persist for  
many Canadians” - Carolyn Pullen

Over 20 years ago, nurse practitioners (NPs) 
became a regulated class of healthcare providers 
in Canada with the aim of improving access 
to primary care for many citizens, especially 
indigenous peoples living in rural and remote 
communities. Today, there are almost five thousand 
NPs in Canada, many of whom are members of 
multidisciplinary care teams, and the primary care 
providers for over three million Canadians.

Since the introduction of NPs, many pieces  
of provincial, territorial and federal legislation have 
gradually been modernised to recognise and list NPs 
as professionals eligible to provide a range of health 
services, but many legal amendments still need to 
be implemented to increase the scope of practice of 
RNs and to extend access to care to all.

Updates have allowed NPs to officially sign off on a 
range of legal and administrative documents that 
verify they have examined or treated a patient and 
assessed a patient’s eligibility for a federal programme.

British Columbia has been the leader in removing 
provincial barriers where legislation required 
modernisation to include NPs. In 2014, the British 
Columbia College of Physicians and Surgeons and 
the College of Registered Nurses of British Columbia 
collaborated to successfully address this issue with 
the province passing Bill 17 to make 11 changes in 
nine Acts.

 
As progress is made at the provincial level, the 
Canadian Nurses Association (CNA) and their 
partners, including the Canada Association of 
Advanced Practice Nurses and the Canadian 
Indigenous Nurses Association, continue to work 
with the federal government to make similar 
legislative changes at the federal level. While the 
required legislative changes are minor, collectively 
they will greatly enhance access to care.

The CNA continues to advocate strongly at the 
federal level for changes to 34 pieces of federal 
legislation. They are presently working toward an 
omnibus solution that may be implementable in 
2017 to comprehensively address the issue. The 
most current outcome is a high level of awareness 
of the issue among federal politicians and policy 
makers and strong support for change.

Submitted by: Carolyn Pullen, Director, Policy, Advocacy and Strategy, 
Canadian Nurses Association

UHC IS CRITICAL BECAUSE 1 BILLION 
PEOPLE lack access to basic healthcare.[35]

 AT LEAST 400 MILLION PEOPLE 
GLOBALLY lack access to one or more 
essential health services.[35]

On average, about 32% of each 
country’s health expenditure comes from 
OUT-OF-POCKET PAYMENTS.[35]

 HEALTH IMPROVEMENTS  
drove a quarter of full income growth  
in developing countries between 2000  
and 2011.[35]
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CASE STUDY 3.3: EBOLA VIRUS IN SIERRA LEONE

“ Advocating and providing advice on how to engage and support improved 
health programmes in some of the most remote and hard to reach locations 
in the world ensures that global health initiatives reach those in need and 
contribute to the Sustainable Development Goals at a global and local level.”  
- Amanda McClellan

In 2014, Sierra Leone captured worldwide attention 
due to the outbreak of the Ebola Virus. It has been 
estimated that 28,616 people contracted the virus 
and more than 11,310 people died. The disease had 
a devastating impact on the country with families 
torn apart, children losing their parents, civil unrest 
and food shortages.[84]

The entire health system was on the verge of 
collapse. Large numbers of health professionals 
died from the disease. Clinics were full of patients 
who had contracted Ebola. This caused issues with 
access to health services for women giving birth 
and those affected by diseases such as malaria, 
pneumonia and diarrhoea. 

Amanda McClellan is a Registered Nurse from 
Australia and a Global Public Health Emergency 
Advisor for the International Federation of the Red 
Cross and Red Crescent (IFRC). From June 2014 to 
January 2015, she was deployed to West Africa, 
working across Sierra Leone, Liberia and Guinea. 
Amanda was responsible for leading Ebola-related 
health operations for the Federation, assuming the 
role of Technical Advisor for the operation. 

As part of this role, she supported the training 
and supervision of 200 clinical staff and 6000 
volunteers.
 
Tragically, dead bodies are highly contagious. 
Improper burials and burial rituals were the 
catalyst of many infections. One of Amanda’s key 
responsibilities was the oversight of burying the 
dead in a way that was culturally sensitive and safe. 
Coaching and mentoring health staff is another 
major component of her role. Supporting local 
health workers and Red Cross and Red Crescent 
volunteers to be better prepared to respond to 
disasters and health emergencies is critical to 
support the increased resilience of communities 
to shocks. Engaging communities and working 
with them to build stronger health systems that 
can reduce hunger and improve health outcomes 
is a critical function of the health programmes 
of the IFRC. In addition to this field work, a large 
part of Amanda’s role is representing the IFRC in 
coordination and technical forums ensuring the 
role of communities, volunteers and local health 
workers is being considered at the highest levels. 

Submitted by Amanda McClellan, International Federation of the Red Cross and Red Crescent

© Dominic Chavez / World Bank
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GOAL 4: QUALITY EDUCATION
Pemiscot County in rural, southeast Missouri, USA, 
has a population of almost 20,000 residents. 
Approximately a quarter of this population is 
African American, 30% live below poverty, 18% 
have less than a high school education and the 
unemployment rate is over 10%. The risk factors 
for increased burden of disease in this area are 
shocking and, as a result, the county has the highest 
rate of cardiovascular disease in the state. A study[52] 

conducted in this region demonstrated that levels of 
education played a significant part in the cause of 
this health burden. 

The level of educational attainment has been 
recognised as an important social determinant of 
health. Education plays a significant role in shaping 
future employment opportunities: it influences our 
decision making and our choices; and it enables 
social and personal resources that are vital for 
physical and mental health. In fact, the level of 
education attainment is a strong predictor of long-
term health and quality of life.

Education has the potential to bring many benefits 
to the individual, families, communities and countries, 
including employment and income benefits, but also 
many social benefits.

However, not all children have access to or 
connection with the healthcare sector for 
comprehensive care. Multiple barriers accessing 
healthcare exist including geographic, financial, 
transportation, sociocultural and availability of 
services. Nurses are working in partnership with 
education providers as a means of health promotion 
and disease prevention, early screening and 
detection of illnesses. By working with the education 
providers these barriers can be diminished.

© Khasar Sandag / World Bank

ACROSS THE OECD COUNTRIES, A 30 
YEAR OLD MALE TERTIARY GRADUATE 
is expected to live eight years longer than 
a male who has not completed secondary 
education.[53]

 80% OF TERTIARY GRADUATES 
VOTE WHILST ONLY 54% of 
young adults who have not completed 
secondary education vote.[53]

THE PREVALENCE OF SMOKING  
IS MUCH HIGHER IN LOWER  
EDUCATED PEOPLE.[54]

 INCREASING GIRLS’ EDUCATION 
HELPS WOMEN CONTROL HOW MANY 
CHILDREN THEY HAVE. In Mali, women 
with secondary education or higher have 
an average of three children whilst those 
with no education have an average of 
seven children.[54]

A CHILD WHO IS BORN TO  
A MOTHER WHO CAN READ IS 50%  
more likely to survive past age five.[54]

171 MILLION PEOPLE COULD BE 
LIFTED OUT OF POVERTY if all students 
left school with basic reading skills.[54]

 Enrolment in primary education in 
developing countries has reached 91% 
BUT 57 MILLION CHILDREN REMAIN 
OUT OF SCHOOL.[54]

103 million youth worldwide lack 
basic literacy skills, and MORE THAN 
60% OF THEM ARE FEMALE.[54]
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CASE STUDY 4.1: EDUCATION PLUS HEALTH, USA

“ Education Plus Health elevates the school nurse’s role to offer more 
comprehensive health care, ensuring accessibility to holistic primary  
care and preventive services for every student.” - Julie Cousler Emig

In the United States, as in many countries, people 
face a myriad of potential barriers to access of 
high-quality health care, most especially children 
living in poverty. In the high poverty areas of 
Philadelphia, asthma and diabetes are the two 
greatest concerns facing children, exacerbated by 
high rates of obesity (22% of students served were 
considered obese last year).

Julie Cousler Emig is the Executive Director of 
Education Plus Health, a non-profit organisation 
that improves education and health outcomes by 
providing access to high-quality health care and 
health education to students directly in their 
schools. The vast majority (75% nationally) also  
provide mental health services.

Education Plus Health is designed to cater 
specifically to undeserved areas with high 
poverty student populations, identified as the group 
facing the most barriers to consistent utilization 
of healthcare. The organisation has developed an 
innovative and evidence-based approach to better 
address the health needs of students through 
preventive and acute primary care. 

The scheme reaches over 7,000 individuals annually 
through 15 school-based, nurse-managed health 
centres in Philadelphia. Education Plus Health 
is a cost-effective, nurse-driven staffing model, 
led by Advanced Practice Nurses (APNs), working 
collaboratively with a Licensed Practical Nurse 
to provide school nursing care and primary care. 
Nurse Practitioners work to secure collaboration with 
the student’s medical home and specialists to wrap 
vulnerable children with holistic health care.

The students enrolled are all eligible for the 
federally-funded free school lunch programme 
generally made available to students whose 
household incomes is under the poverty threshold. 
Many students also live in public housing projects 
and a number are homeless or formerly homeless 
students. The aim is to tackle inequalities on 
the principle that health is directly correlated to 
academic outcomes and addressing both is key to 
improving students’ chances. This model creates 
an optimal venue for APNs to monitor children who 
have special health needs, to work collaboratively 
with primary care providers and specialists whose 
time with children is limited to office visits or 
hospital stays, and to intervene promptly with all 
children when facing an acute health issue. 

The success of Education Plus Health is backed by 
nearly 40 years of research, which documents the 
positive impact school-based health centres have on 
student achievement and well-being, as well as cost 
savings to society. 

Among the benefits, the scheme has succeeded in 
reducing absenteeism, especially among asthmatic 
students. Students achieve better academic outcomes  
and attendance rates and also have lower rates of 
tardiness, discipline problems, and course failures.

The programme also reduces inappropriate 
emergency room use and publicly-funded 
insurance costs overall, and hospitalisation rates 
among asthmatic children. Additionally, 56% of 
asthmatics have shown improved attendance  
over the last three years.

The model is effective in engaging youth in mental 
health services and urban students were 21 times 
more likely to make mental health related visits 
to school-based health centres than to traditional 
community-based safety net health centres.

Submitted by: Julie Cousler Emig, Executive Director, Education Plus Health
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GOAL 5: GENDER EQUALITY
In some parts of Africa today, adolescent girls are 
seven times more likely to acquire HIV than their male 
counterparts, and AIDS is the leading cause of death 
amongst girls and women of reproductive age.[55] 
Whilst it a terrible tragedy that anyone should acquire 
HIV, this is a clear symptom of a great injustice: gender 
inequality. Gender equality is a fundamental human 
right. Yet despite this, young women and girls in many 
communities are not treated as equal. Many cannot 
reduce their vulnerability to diseases such as HIV 
because they are not permitted to make decisions 
regarding their own healthcare or their own bodies. 
They cannot choose at what age to marry, whom to 
marry, when to have sex, how to protect themselves 
or how many children they have. They are also subject 
to physical and sexual violence at devastating rates.

The impacts of gender inequality are far reaching 
and are pervasive in all societies. Gender equality 
matters intrinsically because it affects people’s 
abilities to make choices regarding their basic 
human rights. Gender inequality damages the 
health of millions of women and girls. This occurs 
as a result of discriminatory feeding patterns, 
violence against women, lack of access to 
resources and opportunities, and lack of decision-
making power over one’s own health. There are gender 
biases in power, resources, entitlements, norms and 
values and in the organisation of services. 

As a female dominated profession and one that 
witnesses the disparities in health between the 
genders, nurses can make a key contribution to 
reducing these inequalities. The International 
Council of Nurses played a key role in the 
establishment of the United Nations specialised 
agency for women, UN Women. Nurses from 
many nations wrote to the UN Coherence Panel 
to support the creation of a single organisation to 
fulfil the UN mandate of achieving gender equality 
and advancement for women. According to Paula 
Donovan, Senior Advisor, Women’s and Children’s 
Issues, Office of the UN Special Envoy for AIDS in 
Africa, nurses played a greater role than any other 
single lobbying force. 

She believes that the outpouring of concern from 
nurses was extraordinarily influential, helping 
persuade panel members to take this issue seriously.[57]

© Scott Wallace / World Bank

Nursing as a profession is being used to promote gender 
equality. Whilst nursing has not and should be seen as an 
exclusively female profession, women currently make up the 
vast majority of the nursing workforce. By becoming a nurse, 
many girls and women around the world are accessing formal 
education and training programs, obtaining an income and 
gaining respect within their communities. This sets them free 
from the poverty cycle. In addition, a competent and qualified 
and empowered nursing workforce is helping other women to 
improve their health and wellbeing.[58] 

–  All-Party Parliamentary Group on Global Health, Triple Impact Report: 
How Nursing will improve health, promote gender equality and support 
economic growth.

495 MILLION WOMEN 
are illiterate (64% of all 
illiterate adults).[56]

WOMEN ARE PAID  
20-30% lower than men 
for equivalent work.[56]

PROPORTION OF WOMEN IN 
NATIONAL PARLIAMENTS: 
27%.[56]

1 in 9 GIRLS ARE MARRIED 
before the age of 15.[56]
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 Within the European Union[56] 

- 1 in 3 girls have experienced physical or sexual violence
- 5% have been raped by the age of 15
- 500,000 women are at risk of female genital mutilation
- Greatest risk of human trafficking

CASE STUDY 5.1: REDUCING HIV STIGMA, ZAMBIA

In Zambia, nurses are partnering with other 
organisations to ensure women’s rights when 
it comes to the management and treatment of 
people with HIV/AIDS. An AIDS Integrated Program 
has been established by the Catholic Diocese of 
Ndola, Zambia. Within this programme, there is 
collaboration between nursing and medical care, 
socioeconomic support, human rights and legal 
support and psychological care. There are close 
partnerships with government and non-government 
organisations to provide care to the community. 
Within the nursing clinics and community settings, 
nurses are providing families with information 
about the transmission of HIV and TB and correcting 
misconceptions. They help raise awareness about the 
need for people living with HIV to receive love and 
support from their families and friends and as such 
seek to reduce stigmatisation.

 
As part of their work, they collaborate with legal 
institutions, human rights volunteers and other legal 
areas to provide legal protection against child 
abuse, violence against women and helping widows 
to protect their property from being seized by their 
deceased husband’s families. As a result of this work, 
women have come forward in greater numbers to 
receive the care and treatment they need.[60]

Programmes where HIV care is integrated into nurse-
led primary healthcare services have commenced 
in South Africa. Nurses in primary healthcare are 
providing first line antiretroviral therapy (ART), sexual 
health and other holistic care in their clinics.[61]  
This has increased the number of women 
accessing treatment particularly after suffering 
sexual abuse. It is hoped that by improving access to 
ART in areas with limited access to medical care, that 
the transmission of HIV will be reduced.

CASE STUDY 5.2: GENDER INEQUALITY IN NURSING, USA

“ Better understanding that nurses are autonomous, educated science 
professionals will strengthen nursing care, education and research, 
allowing nurses to save more lives.” - Sandy Summer

The nursing profession has not been immune from 
gender inequality. Because the profession remains 
predominantly female, the way nurses are treated 
in a particular society often reflects how women 
are treated. Sadly, in the media, nurses are often 
portrayed as embodying feminine stereotypes: 
low-skilled handmaidens, sex objects, angels, or 
battle-axes. The news media still tends to focus on 
physicians’ work and to discount nurses’ clinical 
and research achievements. In many television 
dramas, physicians, who are often male characters, 
receive the credit for meaningful healthcare, whilst 
the mostly female nurse characters meekly 
assist, displaying no autonomy and little skill. 
Such characters may reflect creators’ attempts to 
provide comic relief or meet ethnic diversity goals 
with minimal effort. And of course, the male 
physician leads look more heroic when seen next 
to deferential female nurses. Even “progressive” 
programming that features female physician 
characters and may even include male nurses tends 
to reflect the same assumptions, with the added 
gender stereotype that men in nursing are gay or weak. 

Advertising still exploits the “naughty nurse” image, 
suggesting that nurses exist mainly to provide sex to 
patients or physicians. The media has often reinforced 
these misconceptions of nursing in global society.

Nursing should challenge these misconceptions. 
Nurse Sandy Summers is a leading advocate for 
nurses and is the founder and executive director 
of the international nonprofit organisation ‘The 
Truth About Nursing,’ which challenges stereotypes 
and educates the world about the value of nursing. 
Sandy has worked tirelessly since 2001 to encourage 
accurate presentations of the profession and to confront 
the media regarding misportrayals of nurses on many 
occasions. The Truth About Nursing also maintains a 
vast website with analyses of nursing in the media and 
it has engaged in many global advocacy campaigns. 
As a result of its work, numerous programmes and 
advertising campaigns have changed.

Submitted by Sandy Summer, Founder and Executive Director,  
‘The Truth About Nursing’
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GOAL 6: CLEAN WATER  
AND SANITATION
Scovia, 16, lives in the Opolin Village Uganda. She 
hopes to one day become educated and trained as  
a nurse because she wants to “save people’s lives.”

Regular bouts of diarrhoea, along with her 
menstrual cycle mean that Scovia regularly misses 
school. The school she attends does not have water for 
washing and has very few toilets. After going to the 
toilet or having periods, Scovia is scared to touch 
anything and is fearful to eat because her hands are 
dirty. Like many of her school friends, she regularly 
gets sick and is unable to attend school. As a result, 
she finds it difficult to prepare for exams and 
regularly fails. For Scovia, this is distressing because 
her hopes of becoming a nurse and breaking the 
poverty cycle are diminishing.[62]

Safe and readily available water is important for public 
health, whether it is used for drinking, domestic use, 
food production or recreational purposes. Improved 
water supply and sanitary conditions is critical to 
improving the lives of millions of people, boost 
countries’ economic growth and reduce poverty.

One of the great tragedies is that, even in the 
healthcare setting, there is a lack of clean water.  
In 2015, a study was conducted into 66,000 
healthcare facilities in 54 different low and middle 
income (LMI) countries. The report found that more 
than a third of these facilities lacked sufficient water 
and soap for staff and patients to wash their hands 
and maintain basic hygiene.[67]

 
Dirty water and the lack of safe toilets are among 
the top five killers of women worldwide. Without 
these basic facilities, health centres cannot 
adequately prevent and control infections, placing 
mothers and their children at risk during delivery. 
Where latrines are not provided, mothers in labour 
may have to go outside to relieve themselves, and 
tend to leave health facilities within hours of giving 
birth, leaving little time for them to receive advice 
and support.[68]

Access to clean water, sanitation and hygiene in 
healthcare facilities is critical to delivering quality 
services and advancing health. Hand hygiene is one 
of the most cost-effective interventions to protect 
health and nurses are pivotal to ensuring this is 
possible in every healthcare setting.

© Arne Hoel / World Bank

663 MILLION PEOPLE WORLDWIDE 
rely on unimproved water sources, 
including 159 MILLION DEPENDENT 
ON SURFACE WATER.[63]

Globally, at least 1.8 BILLION PEOPLE 
USE A DRINKING-WATER SOURCE 
contaminated with faeces.[63]

Contaminated drinking water is estimated 
to cause 502 000 DIARRHOEAL 
DEATHS EACH YEAR.[63]

At least 10% OF THE WORLD’S 
POPULATION is thought to consume 
food irrigated by waste water.[64]
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CASE STUDY 6.1: IMPROVING SANITATION, UGANDA

Philomena Okello is a senior nursing officer at Lira 
referral hospital in Uganda. The hospital has capacity 
for 22 women a day but routinely receives more 
than 100. She has seen first hand the devastating 
effects of the lack of safe water and sanitation across 
numerous health facilities in Uganda. However, 
Philomena believes that “if they are empowered, 
people can demand that clean water be put in place.” 

She has led a movement amongst health 
professionals and the community seeking 
improvements in the hospitals towards better access 
to clean water, sanitation and hygiene (WASH). 
As a result, over the past two years dramatic 
improvements have been made. 

 
Philomena has stressed that people should know 
about WASH and should be encouraged to demand 
that right. She urges her staff and patients to be 
involved in a movement to demand this right.  
“It is not just our right to be heard, but our right that 
they listen to us, involve us. It is the only way to have 
sustainable change,” she said.[69]

Figure 4. Impact of clean water on health[70]

ACCESS TO 
CLEAN WATER 

AND SANITATION 
IMPROVES

Hunger
Access to water leads to food 
security. With less crop loss, 
hunger is reduced. Schools can 
feed students with gardens, 
reducing costs.

Education 
When students are freed from 
gathering water, they return 
to class. With proper and safe 
latrines, girls in school through 
their teenage years.

Health 
Safe water, clean hands, healthy 
bodies. Time lost to sickness is 
reduced and people can get back 
to the work of lifting themselves 
out of poverty.

Poverty 
Access to water can break  
the cycle of poverty.

A study of 66,000 
healthcare facilities in 
low and middle income 
countries found:[67]

Presence of a water source 
or water supply in or near 
the facility (within 500m) for 
drinking, personal hygiene, 
medical activities, cleaning, 
laundry and cooking –
38% WITHOUT ACCESS.

Presence of latrines or 
toilets in the facility  
(does not consider 
functionality or accessibility) –
19% WITHOUT ACCESS.

Availability of hand washing 
stations with soap or  
alcohol-based hand rubs 
within the facility – 
35% WITHOUT ACCESS.
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GOAL 7: AFFORDABLE  
AND CLEAN ENERGY
In Totorabamba, Peru, Espirita crouches by 
an open fire toasting barley grains. On the 
thatched roof is thick black soot, a frequent 
reminder of the particles she inhales whenever 
she cooks. For the millions of people who cook 
like this on a daily basis, it is the equivalent of 
smoking nearly 400 cigarettes a day.[74]

Indoor air pollution affects mostly people in LMI 
countries which represent 82% of the world’s 
population.[75] It is ranked in the top ten risks to 
health[10] even ahead of unsafe water as a cause  
of death in these countries. 

The WHO attributes 22% of chronic obstructive 
pulmonary disease (COPD) deaths to indoor 
air pollution from solid fuels. COPD results in 
the deaths of low birth weight babies, causes 
pneumonia in children, and heart and lung 
problems in adults. The UN estimates that 
nearly three billion people cook with open  
fires and traditional stoves.[75] 

 
Insufficient access to clean energy has a 
profound and wide reaching effect on health. 
It affects the ability to communicate health 
promotion and prevention messaging; the 
conditions which directly affect health (e.g. 
access to clean water, indoor air pollution, 
malnutrition); it limits the services that can 
be safely delivered within health facilities 
(e.g. from medication storage to radiotherapy 
provision); and it prevents health workers from 
wanting to work in these areas (e.g. isolation 
and being unable to practice without the 
appropriate tools).

It is important that we recognise the importance 
of clean energy and its effects on health and 
health service delivery (See Figure 5).  
Nurses care for people like Espirita on a 
daily basis. As part of that care, we must ask 
ourselves how we can help people when we 
send them back to the place that made them 
sick in the first place? 

...the annual death 
toll from indoor air 
pollution will still 
be over 1.5 million 
people - a higher 
rate than that from 
both malaria and 
tuberculosis…[73]

–  United Nations

1.1 billion people 
without access to electricity.[76]

58% HAVE ACCESS TO CLEAN FUELS  
and technologies.[76]

+50% OF PREMATURE DEATHS DUE  
TO PNEUMONIA AMONG CHILDREN under 
five are caused by the particulate matter 
(soot) inhaled from household air pollution.[76] 

2.8 billion people RELY ON 
WOOD, CHARCOAL, animal or crop waste  
to cook their foods or heat their homes.[76]

+4 million people DIE 
PREMATURELY FROM ILLNESSES 
ATTRIBUTED TO THE HOUSEHOLD  
air pollution from cooking with solid fuels.[77]

4.3 million PREMATURE DEATHS 
ANNUALLY FROM NONCOMMUNICABLE 
DISEASES including stroke, ischaemic heart 
disease, chronic obstructive pulmonary 
disease (COPD) and lung cancer are attributed 
to exposure to household air pollution.[77]

©   Sofie Tesson /
TAIMANI FILMS /
World Bank
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Figure 5. The impact of insufficient access to energy on health[78]
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CASE STUDY 7.1: ADDRESSING COPD, CHINA

Chronic Obstructive Pulmonary Disease (COPD) is a 
leading cause of morbidity and mortality in China. 
There are a number of causes of this including 
tobacco smoking, genetic susceptibility and indoor 
air pollution from the use of solid fuels.[79]

COPD is a disease characterised by persistent airflow 
limitations that is usually progressive and not fully 
reversible. The burden of disease is high as it leads to 
disability and impairs quality of life. It also has a 
large economic burden on patients costing nearly 
40% of an average annual income for people living  
in urban and rural areas of China.

In Guangzhou, China, a nurse-led respiratory service 
for COPD has improved the lives of many patients. 
The clinic has focused on patients with COPD who 
are at high risk of representation to the hospital.  
The programme includes risk stratification of 
patients, a holistic needs assessment of the patient,  
home visitation as required, patient empowerment 
and a 24 hour contact service. The programme has 
reduced acute exacerbations, improved health-
related quality of life and reduced medical expenses 
to patients.[80]
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GOAL 8: DECENT WORK AND 
ECONOMIC GROWTH
The Ebola outbreak in 2014 had a devastating 
effect on a number of countries in Africa.  
It caused the deaths of thousands of people and  
had a major effect on socioeconomic conditions.  
It demonstrated a weakness of country public 
health systems and global emergency aid due 
to issues with workforce availability and the 
resources required to manage the epidemic.[133]

On the 17 March 2016, the WHO marked the end 
of the flare-up of the Ebola Virus in Sierra Leone.[84] 
Today, the country still remains on alert to ensure 
that the epidemic does not occur again.

Of critical concern, however, is that the nurses  
in Sierra Leone have not been paid in months.  
The work is often being done on a voluntary basis.  
As a result, nurses are leaving the profession in 
order to pursue job opportunities where they 
can receive a guaranteed income. Whilst this is 
damaging to the provision of health services in the 
country, it also places Sierra Leone at risk of being 
capable of managing another epidemic.[85]

Access to a highly skilled and educated health 
workforce is critical to improving local, national and 
global health outcomes. In 2013, WHO launched a 
report called ‘A Universal Truth: No Health without 
a Workforce’.[38] The report’s findings highlight that 
the advances made in health can be attributed to 
the increased availability of health professionals.

Whilst it may be thought that investing in health 
professionals and infrastructure places a drain on 
the economy, it actually has the opposite effect. 
The health sector is a key economic sector and a 
job creator. Demand for health services continues to 
increase, creating millions of new jobs. By investing 
in the creation of new health workforce positions, 
the returns on investments are estimated to be nine 
to one. Research in this area also suggests that 
for every extra year of life expectancy, the GDP  
is increased by four per cent.[88]

 
The High-level Commission on Health 
Employment and Economic Growth[88] has stated 
that investments in health employment can 
improve economies, move countries closer to 
universal health coverage and act as a bulwark 
against outbreaks such as Ebola. With increasing 
populations and incidence of non-communicable 
diseases, approximately 40 million health 
workers will be required worldwide by 2030. 

To achieve this required workforce, a number of 
strategies will need to be implemented to attract 
people into the nursing profession and retain them 
once there. The strategies for nursing recruitment 
and retention in workforce require issues of 
concern to be addresses. They generally fall within 
the following major problem areas: education – 
including attrition from undergraduate courses, 
access to post graduate education and career 
pathway progression and continuing education 
opportunity; adequate remuneration; conditions 
of employment – including staffing and skill mix, 
working hours and making nursing a more family 
friendly profession; and providing a safe, healthy 
and rewarding working environment.

“ I hear nurses say, ‘I am just a nurse.’  
Can you imagine that? The most important 
person in a hospital and we discount our value. 
Nurses are the cornerstone of healthcare, and 
yet they don’t respect what they do.” 
 
–  Margaret McClure (Former chief nursing officer at NYU Medical 

Centre and pioneer researcher of Magnet Hospitals.)

United Kingdom
In the United Kingdom, since 2010, nursing pay has 

fallen by 14% in real terms. This has increased financial 
pressure for many individuals and as a result many 

nurses are leaving the profession. The gap in meeting 
workforce shortages continues to widen.[89]

© Dominic Chavez / World Bank
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CASE STUDY 8.1: GOOD PRACTICE, EDUCATION  
AND TEAMWORK, MALDIVES

“ Explore the manager and leader within yourself because  
that’s what nurses are.”

In many clinical settings, nurses are overworked 
and undervalued, caring for patients who are 
highly dependent on their care, but lacking the 
time for adequate patient care or interaction.

Fathimath Rasheeda, Ward manager at the 
Indhira Gandhi Memorial Hospital in Male, 
Maldives observed this in her medical ward. 
There was a high uncertainty of daily events, 
since many tasks are highly interdependent or 
dependent on the condition of the patient in 
question. With 5-6 nurses working a 8-9 hour 
shift, caring for 35 patients, most of the nurses 
were not able to take their one hour break. 
Approximately 75 to 80% of the patients were 
bedridden and highly dependent on nursing care.

Low morale amongst staff led to conflicts, and 
many nurses felt they were running around 
like “headless chickens”. They had ineffective 
communication and poor teamwork among 
themselves and other units in the hospital. 
Some critical care patients on mechanical 
ventilators were placed in cubicles where they 
were not properly observed and where their 
safety was compromised.

After a close analysis of the situation with the 
deputy ward managers and other nurses in 
the ward, Fathimath suggested to the nursing 
director to merge the medical ward with a small 
general ward unit of more than 10 nurses caring 
for patients who were fit for discharge.  
This resulted in an increase in the number of 
nurses in both of the units and enabled some 
nurses to be posted for a week or two in the 
intensive critical care unit to learn how to  
care for critical care patients.

Two other nurses joined the critical care  
nursing advanced diploma course and 
established an education session for all  
nurses during the monthly staff meeting of 
medical ward. The sessions included critical  
care topics such as interpretation of ABG 
results, Interpretation and recognition of 
abnormal ECGs, and physical assessment 
(system wise assessment; cardiovascular, 
pulmonary, gastro intestinal, neurological 
exams, etc.). In addition, body system 
examinations and care planning were taught  
to nursing students posted to the ward for 
clinical practice. 

Fathimath established a new “priority cubicle” 
especially for critical care patients and informed 
all the doctors about the criteria for admission 
or transfer to this cubicle. 

As a result, a new environment was created 
where nurses showed competence in clinical 
practice and a better understanding in 
managing critical care patients. Complaints 
in the unit decreased and better teamwork 
and respect was observed amongst the 
multidisciplinary team. The medical ward 
became a place to learn and to grow; a place 
where nurses love to work and new graduates  
and nursing students look forward to  
join and work.

Submitted by: Fathimath Rasheeda, Ward manager (RNM, BSN, CCN), Indhira Gandhi Memorial Hospital (IGMH), Kanbaa Aisaarani Hingun, K. Male’, Maldives 
Other nurses involved are: Mariyam Shaukath, Deputy Ward Manager, Zileena Mohamed Didi, Deputy Ward Manager, Aminath Rishfa, Deputy Ward Manager

 I work in a busy hospital 
in South Africa and every 
day I feel an overwhelming 
feeling of hopelessness 
because of the strenuous 
working conditions and 
under-staffing. Often 
we are forced to do 
work outside of our job 
description without 
appropriate training 
or pay. Not only are we 
understaffed, our hospitals 
are dangerous – we have 
had incidents where 
patients physically and 
verbally attacked nursing 
staff and security did not 
arrive for 10 minutes. So 
many colleagues have left 
because of burnout and 
compassion fatigue.[90]
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VIOLENCE IN THE 
WORKPLACE[92] 

In the USA, around one in four nurses has 
been physically attacked at work in the 
last year. There are more violence injuries 
in the healthcare industry than in all other 
industries combined.

It is estimated that:

•  Only 29% of nurses who are physically 
attacked report it.

•  18% of nurses fear retaliation if they  
report violence.

•  20% of nurses say they would not report 
physical violence because they say it is a 
normal part of the job.

“ I see the worst of it on a weekly basis, 
having about a dozen family members in 
nursing and other various hands on medical 
fields. Floor, ER, OR and post op nurses and 
other related caregivers receive injuries 
or deal with combative patients and sexual 
harassment on a daily basis, not to mention 
the injuries and general wear on one’s 
body manoeuvring the ever increasing 
percentage of 300+ lb patients. I can’t 
really think of an industry other than labour 
intensive ones like mining, drilling, lumber, 
etc. with anywhere close to the same odds 
of being seriously injured. If you go into a 
nursing field, I can pretty much guarantee 
you’ll be injured and given enough time, you 
will likely be injured severely or end  
up with a permanent disability.” 
 
– Openuris comment to The Atlantic article, cited 5 December 2016[92]

 Global unemployment is increasing with 
NEARLY 202 MILLION PEOPLE OUT OF 
WORK IN 2012.[86]

2.2 BILLION PEOPLE LIVE BELOW  
THE US$2 POVERTY LINE.[86]

An increased investment in health 
spending of US$932 million annually  
over 20 years on top of current spending 
will prevent 54,000 DEATHS AND 
HAVE AN ECONOMIC RETURN OF  
US$14 for every US$1 spent.[87]

 7.2 MILLION SHORTFALL OF 
 HEALTH-CARE WORKERS.[38]
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GOAL 9: INDUSTRY INNOVATION  
AND INFRASTRUCTURE
Jane lived in a rural area in Australia when she was 
diagnosed with stage one ovarian cancer. Both 
her mother and sister had died of cancer and this 
came as a shock to her. Living in such a remote 
location, the nearest major hospital to provide 
chemotherapy was a four hour drive away. In many 
small towns, the local hospitals are unable to 
provide chemotherapy because of the low number 
of cancer patients which means that few staff have 
the required competencies in the administration 
of chemotherapy. If patients are to receive care, 
they are often required to travel long distances for 
extended periods of time. Often patients find it 
too difficult and too expensive (US$380 per visit) 
in addition to being away from their family for this 
duration so they do not access treatment.[93]

The Townsville Hospital has established an 
innovative model for the provision of chemotherapy 
in rural areas. It is a tele-health chemotherapy 
service from the hospital to the smaller rural 
hospital. This means a generalist rural nurse in the 
rural hospital can be overseen by a specialist nurse 
via a video link from the tertiary hospital. Utilizing 
this model, patients can receive the same intensity 
of treatment and receive the same safety profiles 
as if they were being treated locally. This model of 
care has improved patient satisfaction and access 
to care, reduced patient and hospital expenses, and 
generally improved patient welfare.[94]

For many people around the world, access to 
healthcare requires hours of travel, often across 
difficult terrain. People living in rural areas have 
limited choices in regards to transportation.  
This can be a significant burden in terms of time 
and money. Ageing populations and increased 
incidence of chronic conditions often require 
frequent visits to healthcare facilities. 

Ideally, people should be able to conveniently and 
confidently access services such as primary care, 
dental, behavioural health, emergency and public 
health services. Access to healthcare is important for:

•  Overall physical, social and mental health  
well-being

• Prevention of disease

• Diagnosis and treatment of disease

• Improved morbidity and mortality.

© John Hogg / World Bank

© John Hogg / World Bank
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To meet the challenging demands of health 
and healthcare provision, many governments 
and hospital executives are championing 
innovation. They have recognised that the old 
ways of doing things cannot be sustained and 
are therefore looking for other solutions.  
The former National Health Service (NHS) 
Institute for Innovation and Improvement stated 
that “innovation is about doing things differently 
or doing different things to achieve gains in 
performance. It is a myth that most innovations 
come from laboratories, policy makers or senior 
leaders. Most innovations come from staff 
working within those organisations.”[97]

Throughout the world, nurses are firsthand 
witnesses to the needs of patients and the 
challenges of healthcare systems in meeting 
those needs. There is hardly an intervention, 
treatment or healthcare programme in which 
nurses do not play a part. As such, nurses play  
a pivotal role in determining the quality, 
efficiency and accessibility of care.

Nurses at all levels need to continue to 
explore and unlock the potential of innovation 
in enhancing the quality, efficiency and 
accessibility of care. We must demonstrate the 
impact and the outcomes of these interventions 
as the future of people’s health and well-being 
is dependent on our ideas, creativity and 
willingness to engage with change.

“I never wanted to become anything.  
I wanted to do the things that mattered 

– things that fundamentally haunt you – 
like the faces of migrant children or the 

shoes on the beach (in Sri Lanka after the 
tsunami), things that have social meaning 

and importance.” 
 

– Marla Salmon, Former Chief Nursing Officer,  
US Department of Health and Human Services

Distance matters
There is a clear correlation between distance to 
the most clinically appropriate health setting and 
health outcomes. Examples include: 

A study in Sweden found that patients who 
experience an increase in the distance from their 
home hospital of 50-60 kilometres had a 15% lower 
chance of surviving a heart attack than patients who 
lived within 10 kilometres of their home hospital.[100]

A study in the United Kingdom found that every 10 
kilometres increase in straight line distance to an 
emergency department is associated with around  
1% absolute increase in mortality.[101]

A study in Australia found a strong correlation 
between distance from radiotherapy centres and 

survival outcomes of people diagnosed with cancer.  
On average, there was a 6% increase in mortality  
risk for each 100 kilometre increment in distance 
from the nearest radiotherapy facility.[102]

In Niger in 2012, approximately 90% of the roads 
were non-paved. In six districts there are no health 
facilities and it is estimated that the ratio of health 
facilities to population size is 7,000. During the dry 
season, 39% of the population was within a one hour 
walking distance to a health centre. This percentage 
decreased to 24% during the wet season. A study 
found that there was a strong correlation between 
vaccination rates and distance. It found that if a 
child was within one-hour walking distance from 
the hospital, they were almost twice as likely to 
complete vaccination programmes as those living 
further away.[95]
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CASE STUDY 9.1: NEIGHBOURHOOD CARE IN THE NETHERLANDS

“ Developing a good relationship with our patients helps us better appreciate 
and understand their environment. The treatment we can then implement 
empowers them through giving them autonomy over their condition.”

In 2006, district nurses in the Netherlands were 
becoming increasingly dissatisfied with the model 
of care being provided to people with complex 
health needs in the community. 

Traditional models utilized low cost, lesser trained 
personnel to provide care. In response, the Buurtzorg 
(Dutch for ‘Neighbourhood Care’) care model was 
established. The model consists of the recruitment 
of highly skilled nursing professionals working 
in independent teams of up to 12 nurses) taking 
responsibility within a defined area of all aspects 
of care of 50-60 patients.[177]

The model relies on IT systems for online scheduling, 
documentation of nursing assessments and billing. 
The Neighbourhood Care model aims to:

•  Create self-governing teams of nurses to provide 
both medical and supportive home care services

•  Become a sustainable, holistic model  
of community care

•  Maintain or regain patients’ independence

•  Train patients and families in self-care

•  Create networks of neighbourhood resources

•  Rely on the professionalism of nurses.[177]

In 2015, Buurtzorg employed 8,000 nurses in 700 
teams, providing a full range of medical and support 
services to over 65,000 patients. At the heart of the 
nurse-led model is client empowerment; by making 
the most of the clients’ existing capabilities, resources 
and environment and emphasizing self-management 
the teams garnered highly successful results.[176]

 
The scheme reduced clients’ costs by 40%, saving 
a potential of 2 billion Euros per year and reducing 
the hours of care per patient by 50%. Quality of 
care was also improved as the patients regained 
autonomy more quickly, fewer hospital admissions 
were recorded as well as shorter lengths of stays.[177]

Ornella Zanin and Gerda Mast, District Nurses 
specialized in triage of chronic wounds, shared this 
story to illustrate the strength of the programme.

Lars, a 70 year old man resident in one of the 
neighbourhoods served by Buurtzorg was in need 
of a serious intervention. Wheelchair-bound after 
being infected by polio as a child and suffering from 
Guillain-Barre syndrome, he contracted an ulcer  
on his lower right leg, subsequently complicated  
by mycosis which spread to the leg and toes.  
The pain prevented compression therapy leading 
to significant leg edema. Lars was largely confined 
by his condition, unable to appropriately care for 
his legs and feet, and was also resistant to varying 
forms of treatment.

Ornella and Gerda visited Lars in his house and 
worked together with him to develop a treatment 
plan for his wound. Within six weeks, the wound was 
healed. Through developing a good relationship 
with Lars and appreciating a better understanding 
of his environment, Ornella and Gerda were able 
to implement a treatment plan that was not only 
successful in the short term, but has also led to the 
empowerment of Lars so that he is more attentive 
in the care of his legs. 

Submitted by: Buurtzorg Nederland, Ornella Zanin, district nurse, specialized triage chronic wounds.  
Gerda Mast, district nurse, specialized triage chronic wounds.
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GOAL 10: REDUCED INEQUALITIES
Morley was a young indigenous girl who cared 
deeply for those around her, especially her younger 
brother. Tragically, Morley’s mother had been abused 
when she was a child and suffered from serious 
bouts of depression and numerous addictions. 
Unfortunately, these struggles would cause her to 
neglect her children. Morley began cutting herself 
and had attempted suicide. While she wanted to 
live at home with her mother and brother, for her 
protection it was decided she should be placed into 
care. During this time in care, the foster parents 
began reporting that Morley was hearing voices 
telling her to cut herself. A psychiatrist diagnosed 
her with post-traumatic stress disorder. Her mental 
health and her behaviour would further deteriorate 
and she was taken to the hospital after another 
attempted suicide. Such was her condition that she 
was placed in a residential facility.[103]

The circumstances into which we are born 
dramatically affect how we develop and grow. 
But it is not just how you start but also how the 
advantages and disadvantages accumulate as to 
how you will end up. Studies show that people who 
have had four or more different types of adverse 
childhood experiences had nearly five times more 
risk of having spent weeks in a depressive mood, 
and 12 times the risk of suicide.[104] In this story the 
cycle of disadvantage was perpetuated leading to  
severe ill-health for Morley.

The differences in health and wellbeing between 
advantaged and disadvantaged groups can be 
dramatically seen in indigenous populations.  
Social disadvantage is linked to higher rates of 
suicide, alcohol and drug abuse, mental health 
problems, heart disease, lung disease, obesity, 
diabetes and many other types of diseases and 
risk factors. Typically, those who are the least 
disadvantaged and benefit from a better social 
status have much better health. This inequality 
exists between countries and within countries. 

No country is immune from it. As Sir Michael 
Marmot puts it so eloquently, it exists because 
there is a disparity in where people are born, 
where they grow and develop, where they work 
and live, and where they age. It affects not only life 
expectancy, but also the quality of life.[104]

Those who are most disadvantaged are more likely 
to need healthcare but are less likely to receive 
it. It has also been recognised that the poor and 
socially disadvantaged often receive differing 
options for treatment than those who are the 
least disadvantaged. This may be a result of health 
systems not being set up or organised to deliver 
health services to people at the bottom of the class 
structure. Nursing is critical in challenging these 
issues and advocating for the rights of patients. 
Nurses collaborating with other health professionals 
can create a climate where socio-economic 
differentials are unacceptable. Standing up for the 
health needs of all people is being true to the rich 
heritage of the profession.

© Dominic Chavez / World Bank

THE RICHEST 1% OF THE WORLD 
POPULATION CONTROLS UP TO 40% 
of global assets.[105]

50% OF THE POOREST POPULATION 
OWNS JUST 0.5% of global assets.[105]

“ The test of our progress is not whether we 
add more to the abundance of those who have 
much; it is whether we provide enough for 
those who have too little.” 
 
–  Franklin D. Roosevelt, Former President of the United  

States of America
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 INCOME INEQUALITY INCREASED BY 
11% in developing countries  
between 1990 and 2010.[105]

Globally, more than 50% OF 
INDIGENOUS ADULTS SUFFER  
TYPE 2 DIABETES.[106]

In the USA, a Native American is 600 
TIMES MORE LIKELY TO CONTRACT 
TUBERCULOSIS AND 62% MORE 
LIKELY TO COMMIT SUICIDE.[106]

 In Canada, indigenous incarceration 
rates are 10 TIMES HIGHER; AND IN 
AUSTRALIA IT IS 14 TIMES HIGHER.[106]

In parts of Ecuador, indigenous peoples 
have 30 TIMES GREATER RISK 
OF THROAT CANCER THAN THE 
NATIONAL AVERAGE.[106]

INDIGENOUS PEOPLES’ LIFE 
EXPECTANCY IS UP TO 20 YEARS  
lower than their non-indigenous 
counterparts.[106]

CASE STUDY 10.1: HEPATITIS C NURSE LED CLINIC NEW ZEALAND

“ Nurses in whatever area they work have the opportunity to challenge 
discrimination and increase diagnosis of HCV in this often hidden 
population” - Jenny Bourke 

Internationally, 200 million people suffer from 
Hepatitis C. This is a staggering number considering 
that there are 40 million people with HIV. The vast  
majority of sufferers are either past or current 
intravenous drug users, for whom access to treatment 
is difficult due to social stigma and marginalization 
which prevent them from seeking assistance and 
make them a high risk group. This is often at the heart 
as to why intravenous drug users do not consider 
treatment for Hepatitis C.

In New Zealand, the number of people with 
Hepatitis C is estimated at 50’000 and is predicted 
to increase by 50 percent over the next 10 years. 
What makes these figures of greater concern is that, 
because Hepatitis C can be symptomless for many 
years, only about a quarter of those infected are 
aware they are carrying the virus, with only 5 percent 
accessing treatment. The estimated cost to New 
Zealand by 2020 will be $400 million annually if 
those infected do not receive treatment.[174]

Jenny Bourke is a Clinical Nurse Specialist and 
Nurse Manager at the Hepatitis Community Clinic 
in Christchurch, a city of approximately 375,000 
people.[175] Together with two other nurses, a social 
worker and a general practitioner (GP), they form  
a multidisciplinary team that works to reduce the 
barriers to accessing care and increase the accessibility 
for testing, diagnosing and treating the condition.

 
Jenny says that one of the greatest accomplishments 
of the clinic is the trust and respect gained, not only 
with clients, but from other agencies (Alcohol and 
Drug Services, Needle Exchange Programmes, GPs 
and secondary care physicians). Through building 
collaborative partnerships with other health 
professionals and services they have developed an 
integrative approach and improved healthcare access 
to Hepatitis C treatment for people who inject drugs.

 Thanks to nurses’ key role in the ongoing care 
of those with Hepatitis C, from raising awareness 
to testing for new infections, liaising with others, 
providing education and supporting IV drug users, 
the clinic is able to offer clients a non-judgemental 
environment with flexible appointment times, 
expert phlebotomy skills, nurse-led outreach clinics 
and continuity of care. 

Over the last three years the clinic has grown 
exponentially. The service currently manages  
465 clients, and enrols approximately 15-25 new 
clients a month. The clinic has been successful  
and has a 98% attendance rate.

Submitted by: Jenny Bourke, Clinical Nurse Specialist and Nurse Manager, 
Hepatitis Community Clinic, Christchurch, New Zealand
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CASE STUDY 11.1: INCLUSIVE HEALTH,  
MICAH PROJECTS, AUSTRALIA

“ It is possible to improve the health outcomes of people living on the streets, 
end their homelessness and save money on the hospital system.” - Kim Rayner

Kim Rayner is the manager and clinical nurse leader 
of Inclusive Health, Micah Projects in Brisbane, 
Australia, which was established as a direct 
response to the high rates of multiple morbidities 
and identified mortality risks among disadvantaged 
individuals and families experiencing homelessness, 
poverty, social exclusion, mental Illness, disability 
and domestic violence.

Brisbane, with a population of 1.15 million people,  
has over 4,300 people living on the streets.[111]  

 
Micah Projects, a non-governmental organisation, 
was set up to actively address this issue, and Kim has 
been pivotal in establishing the partnerships between 
Micah Projects and some of Brisbane’s largest private 
hospitals in order to provide services to Brisbane’s 
homeless and vulnerably housed population. 

In order to understand the health and social needs 
of the community, nurses within the team adapted 
a Vulnerability Index Survey tool developed in the 
United States. 

GOAL 11: SUSTAINABLE CITIES  
AND COMMUNITIES
By 2050, it is estimated that 70% of the world’s 
population will live in urban areas. As such, global 
health will be determined increasingly by cities. 
Cities will provide the context in which people will 
grow, live, work and play.[110]

Living in urban areas has been associated with 
improvements in income levels and health outcomes. 
At the same time, the pressures on urban growth 
have contributed to the emergence of stark social 
and health inequalities in cities around the world.

Sao Paulo, in Brazil, is a rapidly growing metropolis: 
100 years ago, the population of Sao Paulo was 
just 100,000; since then, the population has rapidly 
expanded to over 10 million people (including 
surrounding areas, the population increases to 18 
million). The city has many contrasts: in some sections, 
it has cultural vitality and economic growth; in other 
areas there are high crime rates and intense poverty. 
As Wolfgang Nowak stated, “the big cities are 
everything, the first world, the second world  
and the third world come together in one city”.[108]

The rapid growth of population in the city has been  
a major factor in this disparity. Planning has not been 
able to keep pace with the rapid expansion, meaning 
that services such as sanitation and wastewater 
management, mobility, building standards, indoor air 
quality and communication are inadequate. Access to 
schools, health services and work has been hindered. 
All of these elements have led to disparity in how 
people perceive their health and their well-being. 
The poor are often are often the most excluded 
from social equity when located in the city fringes. 
Inclusive cities need to accommodate the less well-
off within the core urban fabric and minimise the 
degree of isolating poverty and allowing creating 
truly public infrastructure, shared by a wide range  
of different income groups. There is a need to limit 
the sprawl, and increasing the overall compactness 
of cities should be a crucial element of social  
policy. There are many features that can be used  
to transform a city into a healthy city. However,  
at its core, for the benefits of transformations to be 
realised, they must address the issue of equity.[109]

© Dominic Chavez / World Bank
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The survey found that:

•  59% were tri-morbid – with a chronic disease, 
substance abuse and mental illness

• 36% had a history of brain injury or trauma

•  30% had a history of liver disease, cirrhosis or end 
stage liver disease

•  28% had a history of heart disease or arrhythmia

• 9% were diagnosed with cancer.[112] 

 

Analysis of this data enabled the team to develop  
a targeted approach to prevent and intervene early 
to stop people becoming homeless; break the cycle 
of homelessness; and improve service systems in 
response to homelessness.

As a result, tailored health services were developed to 
meet the needs of this vulnerable population group, 
through the rapid re-housing of homeless people and 
the provision of cost-effective healthcare services 
at all stages of the housing process (before, during 
and after rehousing) in order to reduce the personal 
and social costs and impact of homelessness on 
individuals and the community.[113] 

The Homeless to Home Healthcare After-Hours 
Service consists of two teams: one which works 
in the Street to Home outreach van visiting public 
spaces, parks and squats; and the other which 
makes home visits and visits to public spaces across 
the Brisbane metropolitan area.

The service includes:

•  Collaborative planning and engagement  
with housing focused community workers 

•  Provision of a single access point to after-hours 
services including housing and healthcare

•  Establishment of trust and rapport with 
individuals and families who are homeless  
as well as vulnerable individuals in housing

•  Provision of an immediate response to people who 
present to the Brisbane Homelessness Service 
Centre as well as outreach in the streets, parks,  
and homes of people housed through Housing  
First initiatives

•  Provision of health assessments and referrals to  
primary healthcare, including allied health services 

•  Follow-up of care via supported referral to other 
practitioners and provision of assistance to navigate 
the healthcare system

•  Engagement in proactive early intervention  
and preventative healthcare

•  Health education and the coordination of 
healthcare for individuals via liaison and 
advocacy with local GP clinics and specialist 
services such as dental, drug, alcohol, renal, 
diabetes treatments, and vaccination 

•  Liaison with hospitals and hospital workers about 
discharge planning and clinical follow-up.[114]

This service is led by a dedicated nursing team  
and demonstrates that it is possible to improve  
the health outcomes of people living on the 
streets, end their homelessness and save money  
on the hospital system. 

In every aspect, the service is a success:  
it has improved health-related quality of life; 
substantially reduced hospital usage among 
persons utilizing the service; reduced inpatient 
hospital admissions by 37% and visits to the 
emergency department by 24%. There has also been 
a significant reduction in hospitals costs with a net 
saving of approximately AUD$6.45 million per year; 
an annual net social benefit of over AUD $12.6 million; 
and an improvement of at least 82 quality adjusted life-
years per annum.[114]

Submitted by: Kim Rayner, Manager and clinical nurse leader, 
Inclusive Health, Micah Projects, Brisbane, Australia



40

P
A

R
T

 T
W

O

INTERNATIONAL COUNCIL OF NURSES - IND2017

CASE STUDY 11.2: SOCIAL PRESCRIBING, UK 

In one of the most deprived areas of England, 
an innovative community organisation has 
transformed the area. The Bromley by Bow Centre 
has worked in partnership with primary health-care 
providers and community groups to support people 
to improve their skills, find employment and lead 
healthy happy lives.

The general practitioners and registered nurses 
connect their patients with the services provided  
in the centre and the wider community. The staff 
utilise what has been termed as ‘social prescribing’, 
the process by which individuals are referred  
to external non-clinical services such as healthy 
lifestyle programmes, welfare and housing advice, 
employment support, debt and financial advisors.  
It recognises that health problems may not just have 
physical causes.

Alison Bell, a nurse within the practice, encourages 
COPD patients to join a choir to help them control 
their breathing patterns. Patients with joint 
problems are referred to ceramics classes because 
the act of moulding the clay helps improve hand 
strength and range of movement. Community groups 
are also referred to for weight loss management. 
The philosophy of social prescribing is to empower 
patients and connect them to their community  
and environment.[115]

 In 2015, 50% OF PEOPLE  
(3.5 BILLION) LIVED IN CITIES.[110]

By 2030, 60% WILL LIVE  
IN URBAN AREAS.[110]

 95% OF URBAN EXPANSION will take 
place in the developing world.[110]

The last time a global survey was 
attempted by the UN, an estimated 
100 MILLION PEOPLE WERE 
HOMELESS.[110]

828 MILLION PEOPLE  
LIVE IN SLUMS.[110]

 1.6 BILLION PEOPLE LACK  
ADEQUATE HOUSING.[110]
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CASE STUDY 12.1: HEALTHCARE 
WITHOUT HARM, USA

‘Healthcare without harm’ is an organisation  
co-founded by Charlotte Brody, a registered nurse. 
The organisation began as a reaction to a U.S. 
Environmental Protection Agency report that named 
medical waste incineration as the leading source of 
dioxin, a potent carcinogen. The organisation has 
been instrumental in achieving a number of goals 
such as virtually eliminating the use of mercury-based 
medical equipment in the USA; and advocating 
for hospitals to buy from local sources that support 
sustainable agricultural practices.[119]

85% OF THE WASTE GENERATED  
BY HEALTH FACILITIES is general,  
non-hazardous waste.[120]

Each year, there are 16 BILLION 
INJECTIONS, but not all of the  
syringes are disposed of correctly.[120]

 Unsafe injections are responsible for as many 
as 33,800 NEW HIV INFECTIONS, 1.7 
MILLION HEPATITIS B INFECTIONS AND 
315,000 HEPATITIS C INFECTIONS.[120]

3 MILLION TONS OF RUBBISH  
is generated every day.[120]

 15% OF WASTE IS CONSIDERED 
HAZARDOUS MATERIAL that may  
be infectious, toxic or radioactive.[120]

1/3 OF ALL FOOD PRODUCED  
ends up being disposed of  
(1.3 billion tonnes of food).[120]

GOAL 12: RESPONSIBLE 
CONSUMPTION AND PRODUCTION
Hospitals and health services are large consumers of 
resources and produce significant amounts of waste. 
It has been estimated that the healthcare industry 
generates 7,000 tons of waste per day, including 
solid waste and medical waste. It has also been 
estimated that health facilities consume about 2.5 
times the amount of energy used in a commercial 
building of the same size.[116]

Healthcare facilities have a significant contribution 
on the sustainability of resources. They also have a 
direct impact on individuals’ health. WHO believes 
that only 58% of healthcare waste is disposed of in 
the correct way.[67] This is putting communities at risk 
from cross contamination of waste from infectious 
and pathological waste, sharps-infected injuries 
and poisoning from pollution from chemicals, 
pharmaceuticals, genotoxic and radioactive wastes.

© Aisha Faquir / World Bank
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Climate change is not just  
an environmental issue,  

as too many people  
still believe. It is an  

all-encompassing threat.
 

– Kofi Annan, Secretary General,  
United Nations, 2006

GOAL 13: CLIMATE ACTION
Angela is a nurse who works in a large city in 
the United States. She reports an increase in the 
number of people coming to her clinic on days 
when there is an elevated pollution level.  
Angela’s interventions to help her patients include 
adjusting medications and educating them to 
remain inside on bad air days. However most of  
her patients work and due to the social circumstances 
they do not have cars or air-conditioning. Staying 
out of the bad air is not a reasonable option.[121]

Nurses and other healthcare providers are seeing 
first hand the effects of changing climate conditions. 
Dr Margaret Chan, Director General of the WHO has 
stated that “climate change is one of the greatest 
challenges of our time.”[122] Although there are 
some localised benefits to climate change, such 
as reduced winter deaths and increased crop 
yield in certain areas, overwhelmingly, it will 
have adverse effects, particularly on our most 
fundamental determinants of health: sufficient food, 
clean air, safe drinking water and secure shelter. 

 
The impacts of climate change are not limited to a 
few. It affects all of us. However, some people are 
more vulnerable to it than others. 

Nurses and nursing organisations are often early 
adopters of strategies that affect the health of 
populations and are therefore at the forefront of 
issues such as climate change.

For example, in 2008 the Canadian Nurses 
Association (CNA) published a report entitled  
‘The role of Nurses in Addressing Climate Change.’  
The CNA recognised the threat that climate change 
posed on the health of populations and provided 
guidance to nurses on the roles they can play in 
both adaption and mitigation strategies. They have 
been active players in advocating for governments  
to act on climate change.[123] 

© Lundrim Aliu / World Bank
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CASE STUDY 13.1: ALLIANCE OF NURSES  
FOR HEALTHY ENVIRONMENTS, USA

Weather and vector-borne disease, 
like those spread by mosquito, occur in 
tempered climates along the southern 
coastal states of the United States.  
For populations at or below the federal 
poverty level, education and advice on 
how to avoid vector-borne diseases and 
assistance with mosquito control and 
abatement are particularly important. 

In 2016, Lisa Campbell, DNP, RN, APHN-
BC, a board member of the Alliance of 
Nurses for Healthy Environments (AHNE) 
and part of Texas Team, the state’s Action 
Coalition, met with senior members of 
the Obama administration and federal 
agencies to address nursings contribution 
to mitigating the effects of climate 
changes, outlining actions for nurses in 
education, research, practice and policy.

Lisa has many years of experience as a 
public health director. For her addressing 
climate change has meant:

•  Maintaining effective mitigation 
programmes such as mosquito control

•  Issuing health alerts and public 
education during extreme heat waves

•  Working with emergency management 
to assess the community and develop 
plans to address flooding, hurricanes 
and other disasters, and

•  Advocating for research on climate 
change and health. 

As the former director of a local public 
health department, Dr Campbell used 
the three core functions of public 
health: assessment, assurance, and 
policy development to guide her work 
on climate change. Weather and vector-
borne disease, like those spread by 
mosquitoes, surveillance are particularly 
important in tempered climates along the 
southern coastal states, where Campbell 
and her staff monitored for cases of West 
Nile virus, dengue, and other emerging 
infectious disease such as Zika virus. 

 
Dr. Campbell assured a competent 
mosquito control programme with a 
staff that conducted health-related pest 
control to prevent the possible and/or 
probable transmission of vector-borne 
disease to or between humans. Through 
careful budgeting she ensured regular 
training, maintenance of equipment, and 
purchasing of appropriate pesticides. 
She and her staff worked with local and 
state agencies to develop Zika action 
plans, which included mosquito control 
on private property of a confirmed Zika 
case. Public health alerts during the 
hot rainy season was a key strategy to 
reduce vector-borne diseases. The public 
was advised through local media and the 
health department’s website of measures 
to avoid vector-borne diseases, such as 
staying indoors during dusk and dawn, 
dressing in long sleeves and long pants, 
applying insect repellent and draining 
standing water. 

Health alerts paired with public 
education were also used during weather 
emergencies such as extreme heat 
waves. Alerts are important to prevent 
heat-related illnesses most especially  
in vulnerable populations, such as 
children, the elderly and those who  
are economically disadvantaged.  
Most vulnerable populations have 
limited or no air conditioning which 
increases their risk of health-related 
illness. The team worked with local 
media to disseminate information and 
with local agencies to provide fans and 
cooling shelters for the economically 
disadvantages. All programmes to 
address weather-related public health 
issues were anchored in the public health 
department and partner organisations. 

Dr Campbell worked with the Office 
of Emergency Management to assess 
functional capabilities, determine 
community assets, and develop plans to 
address flooding, hurricanes and other 
disasters. Inhabitants of low lying areas 
were mapped for evacuation. Partnering 
with local and state organisations 
mass care was established through 
memorandums of understanding. 

Submitted by: Lisa Campbell, DNP, RN, APHN-BC, Board 
Member of the Alliance of Nurses for Healthy Environments 
(AHNE) and associate professor at Texas Tech University 
Health Sciences Center School of Nursing.[125]

+1/2 OF THE WORLD’S POPULATION 
LIVE WITHIN 60KM OF THE SEA.  
People may be forced to leave increasing 
risks of health effects, from mental 
disorders to communicable diseases.[128]

THE NUMBER OF WEATHER RELATED 
NATURAL DISASTERS HAS TRIPLED 
SINCE THE 1960S. These disasters claim  
60,000 deaths each year.[128]

If conditions are to continue, between 
2030 and 2050 CLIMATE CHANGE 
IS EXPECTED TO CAUSE 250,000 
ADDITIONAL DEATHS per year due 
to malaria, malnutrition, diarrhoea and  
heat stress.[128]

In 2012, 12.6 million 
DEATHS WERE ATTRIBUTED TO THE 
ENVIRONMENT. This represents 23%  
of all deaths.[127]
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GOAL 14: LIFE BELOW WATER
Tolne Sap, Cambodia is the largest lake in Southeast 
Asia and is one of the most productive fresh water 
fisheries in the world. The lake supports families and 
communities in Cambodia and is the main source of 
protein and other micronutrients critical to health. 
Harnessing the value of the lake is vitally important 
in preventing childhood malnutrition which has 
been so prevalent in the country. However, the 
health of the lake was at risk from illegal fishing 
practices, clearing of forests, pollution and 
competing interests. There was a real threat to the 
future of food security from the lake for the region 
until appropriate interventions were made by the 
government to support sustainability.[129]

Care for our oceans and waterways is crucial.  
They provide natural resources including food, 
medicines, biofuels and other products. They support 
the breakdown and removal of waste and support 
climate change mitigation an adaption efforts.  
They are also valuable resources for tourism and 
recreation. As the Food and Agriculture Organization 
stated, “The health of our planet as well as our own 
health and future food security all hinge on how we 
treat the blue world.”[130]

© Genti Shkullaku / World Bank

GOAL 15: LIFE ON THE LAND
In 2015, the Ebola outbreak was declared to be over. 
However, it has left a terrible trail of destruction as it 
killed more than 11,000 people (500 health workers) 
and infected more than 30,000. The aftershocks 
continue for the survivors who struggle with impaired 
personal health and a damaged health system.  
The effects of Ebola will be felt for many years  
as industries and food producers seek to reestablish 
the resources necessary to recover.[133]

A WHO report[127] believes that changing landscape 
patterns and biodiversity may have been a key 
contributor to the outbreak of the disease.  
The report states that human-induced land use 
changes are primary drivers of a range of infections. 
It is believed that land use changes, food production 
and agricultural changes account for almost half of 
all global zoonotic infectious disease emergencies.

With an increase in logging, bush meat hunting, 
development of villages and agriculture changes, 
people are brought closer to reservoir hosts of 
diseases such as Ebola.[134]

Stable ecosystems are vital to sustaining human 
life. All aspects of human well-being depend 
on ecosystem goods and services, which in turn 
depend on biodiversity. With the loss of biodiversity 
and changes to ecosystems, the results can be 
devastating. There can be outbreaks of infectious 
diseases, undermining of the development 
progress, it can risk food and nutrition security  
as well as protection from natural disasters.[134]

© Chor Sokunthea / World Bank
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GOAL 16: PEACE, JUSTICE 
AND STRONG INSTITUTIONS
Kabra, a 14 year-old girl and her two younger 
brothers, Merhawi and Filmon, were at the risk  
of execution because of their religious upbringing.  
As they fled their homes in Sudan they were 
temporarily enslaved by gangs who forced them to 
work for them. Whilst they escaped this terrifying 
ordeal, they still had a long journey ahead of 
them. They joined 700 refugees on a dangerously 
overcrowded boat and travelled on a two-day 
journey from Libya to Sicily; a journey which has 
killed hundreds of people. These children have 
received refuge now, however, they are still too 
traumatised to speak and do not know whether their 
parents are dead or alive. There are many others who 
have not reached a safe place.[138] 

Criminal gangs and traffickers are taking 
advantage of the migration crisis. Many people, 
particularly women and children are forced into sex 
work or other types of slavery.[139]

In 2015, almost 96,000 unaccompanied children 
claimed asylum in Europe. Approximately 10% of 
these children have lost contact with government 
agencies. It is understood that organised crime 
groups have targeted children because “they are 
easy to recruit and quick to replace, they can also 
keep under their control child victims relatively 
cheaply and discreetly.” Trafficked children are 
bought and sold for sums ranging from US$4,000 
to US$8,000. The children are trafficked into sex 
work, forced labour (agricultural workers and 
domestic servitude) and forced begging.[140]

This is brutal to our emotions. It does and it should 
break our hearts. The world is experiencing a 
humanitarian crisis on a horrendous scale. This is  
a most severe symptom of injustice, inequality and 
war. How we will be judged as a society by future 
generations will be determined on our response to  
a crisis such as this.

Our humanity depends on 
everyone’s humanity. We will not 
be judged on our scientific and 
technological advances, nor on 
how we treat the rich and the 
powerful, but rather how we treat 
the poor, the condemned, the 
displaced and the incarcerated.

To break this crisis, we must address poverty, 
inequality and chaos and replace it with peace and 
justice. The nursing profession is pivotal in leading 
this change. We have the public trust, we have seen 
the damage, we have the mind fuelled by convictions; 
we can provide solutions to aid individuals, 
communities and nations.

© Gennadiy Ratushenko / World Bank

Corruption, bribery, theft 
and tax evasion cost 
approximately  

US$1.26 TRILLION  
PER YEAR.[141]

Only 50% OF CHILDREN 
IN CONFLICT AREAS have 
finished primary school 
education.[141]

21 MILLION PEOPLE 
ARE VICTIMS OF FORCED 
LABOUR.[142]

4.5 MILLION ARE VICTIMS 
OF FORCED SEXUAL 
EXPLOITATION.[142]

There are 21.3 MILLION 
REFUGEES WORLDWIDE.[143]

34,000 PEOPLE ARE 
FORCIBLY DISPLACED  
EVERY DAY.[143]

“ The opposite of 
poverty is justice.”  
 
– Bryan Stevenson, Lawyer
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Protecting healthcare workers, Syria and other conflict zones

One of the targets of SDG 16 is to “significantly 
reduce all forms of violence and related death 
rates everywhere. ICN is very active in protecting 
the rights of nurses and other healthcare workers 
to safely provide care to populations without 
threat to their physical or mental well-being.

In May 2016, ICN signed a joint statement by 
member of the Health Care in Danger initiative, 
calling on the United Nations Security Council 
to adopt a resolution to protect healthcare 
workers. The statement urged Security Council 
member states to reaffirm international 
humanitarian law and adopt specific measures 
for the protection of healthcare. It also called for 
governments to review and, where necessary, 
introduce domestic legislation to prevent 
violence against patients, healthcare personnel, 
facilities, and medical vehicles.

In August 2016, ICN joined with the World 
Medical Association to condemn the continuing 
violence against health personnel in Syria and 
other nations, stating that the persistent and 
targeted attacks on doctors, nurses, emergency 
medical personnel and other health workers in 
Syria have reached unprecedented levels that 
should alarm the world.[145]

In December 2016, ICN renewed a joint call 
for access to healthcare of wounded and sick 
during an armed conflict to be respected and 
protected, and for attacks on health personnel  
and facilities to stop.[146]

The Health Care in Danger initiative, with 
the support of experts and professionals from 
different backgrounds, including those working 
on the frontline, governments, the armed 
forces, humanitarian agencies, international 
professional associations and health-care 
services, as well as the International Red Cross 
and Red Crescent Movement, has formulated 
a substantive body of recommendations 
and identified practical measures that, if 
implemented by all those concerned, would 
increase the protection of health-care services 
in armed conflict or other emergencies.

In addition to supporting the Health Care in 
Danger initiative, ICN is a founding member  
of the Safeguarding Health in Conflict Coalition, 
which promotes respect for international 
humanitarian and human rights laws that relate 
to the safety and security of health facilities, health 
workers, ambulances and patients ensuring they 
are safe and secure during periods of armed 
conflict or civil violence. 

ICN is also a member of the steering committee 
and scientific committee of the International 
Conference on Violence in the Health Sector. “ Respect for health services is one 

of the core values of international 
humanitarian law and the human 
right to health. The attacks on 
nurses, doctors and healthcare 
facilities in Syria and other nations 
in conflict must urgently stop, so 
they can continue to provide the care 
needed by their populations.”  
 
– Dr Frances Hughes, ICN CEO
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GOAL 17: PARTNERSHIP  
FOR THE GOALS
Rose had been smoking since she was 13 years 
old. As a result she developed lung cancer and had 
to endure over 2 years of intense treatment. She 
has had radiotherapy, surgery, radiation and long 
inpatient hospitalisations. Part of her lung had to 
be removed by surgery and due to complications 
required her to be in hospital for over a month. 
Rose wished that she had more days that she 
could spend with her friends and family, especially 
her three grandchildren. She died in 2015 from  
a cancer caused by smoking.[149]

Tragically this story is not a unique one. Each year 
over 1.6 million people die of lung cancer.[150]

The rise of non-communicable diseases is costly to 
countries. Not only do countries lose their citizens 
prematurely, the costs to treat are exceedingly 
expensive. For example, the costs of cancer care 
are becoming unaffordable even for countries 
considered wealthy. In 2012, the US Food and Drug 
Administration approved 12 new drugs for the 
treatment of various cancers. Out of the 12 drugs 
approved, 11 were priced above $100,000 per 
patient per year.[34]

 

 
Prevention is by far the better option. It reduces 
costs placed on the health system and it improves 
people’s quality of life. However prevention for non-
communicable diseases is more problematic than  
for infectious diseases. Many infectious diseases  
can be prevented by vaccines or cured by medicines,  
all delivered by the health sector. 

However the root causes of non-communicable 
diseases reside mainly in non-health sectors.  
They often escape the direct influence of health 
policies. When health policies do cross purposes 
with the economic interests of sectors like trade or 
finance, economic interests have generally prevailed.

The health sector cannot work in isolation if  
it is to truly enable prevention strategies to take 
effect. We need to work in tandem with industry 
and other government departments. When the 
health sector works in tandem with others,  
it can generate huge benefits. It can even tackle 
a powerful, devious, and dangerous industry 
on multiple fronts, including through fiscal and 
regulatory measures.

© Stephan Gladieu / World Bank

 “When dealing with tough situations, 
there are three things you must 

remember: vision, partnering, and 
courage. Always take the high road, 
even though this is often the tough 

road, and you will find more  
solid ground.” 

 
– Marla Salmon, Former Chief Nursing Officer, US 

Department of Health and Human Services[32]

“ Health is one of the most precious 
commodities in life. But it is highly 
influenced by politics and it requires 
investment. As such, you need political 
leadership; You need commitment;  
And you need a conversation with  
the public.”  
 
– Dr Margaret Chan, Director General, WHO 
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CASE STUDY 17.1: MANAGING TOBACCO  
DEPENDENCY, HONG KONG

Dr Sophia Chan, Under Secretary for Food and 
Health in Hong Kong, has shown true commitment 
and passion to defeating NCDs. Before joining the 
Government, Dr Chan was a Professor in Nursing and 
Director of Research in Hong Kong University School 
of Nursing.[151] She specialised in health promotion 
with a particular focus on the management of 
tobacco dependency. Dr Chan was pivotal in the 
development of a programme of research to test 
nurses’ interventions to change smokers’ behaviours 
and to protect children from second hand smoke. 

 
This led to the country’s first smoking cessation 
counselling programme which assists all health 
professionals in managing tobacco treatment 
interventions in China. She started the ‘Women 
against tobacco taskforce’ to help Chinese women 
quit smoking. Part of her success can be attributed 
to the relations that she has established with 
WHO, government agencies and various health 
promotion coalitions.[152]

Figure 6. Potential trade impacts on health outcomes[153]
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Non-health related policies can have enormous 
impacts on health and health determinants.  
For example, following Vietnam’s removal  
of restrictions on foreign direct investment,  
the sales of sugar-sweetened carbonated 
beverages increased from 6.7% to 23% per year. 
Vietnam is projected to be one of the largest  
growth markets for Coca Cola and PepsiCo.[154]

As such, whilst increased trade and investment  
may have positive effects on health by stimulating  
the economic growth and reducing poverty,  
there are also potential health risks that need to  
be considered.
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CASE STUDY 17.2: NURSING LEADERSHIP  
TO ACHIEVE THE SDGS, CHINA

The health of the Chinese people is a priority to 
the Chinese government and healthcare workers, 
and especially nurses, are seen as the main force 
driving health promotion.

In the last year, nurses have made great 
contributions to the average life expectancy in 
China, which increased to 76.34 years old in 2015. 
Nurses also played a key role in decreasing the 
maternal mortality ratio and the infant mortality 
rate from 20.1 per 100,000 births and 8.1 per 1,000 
births respectively. 

Dr Li Xiuhua, President of the Chinese Nursing 
Association, credits this success to four levels  
of leadership strategies. 

First, there is the importance of healthcare 
positions and representation at the national 
level. The Chinese government has been a strong 
supporter of the development of nursing care and 
selects members of The Chinese People’s Political 
Consultative Conference (CPPCC) National 
Committee and deputies of the National People’s 
Congress, to represent nurses, to offer advice and 
suggestions, to participate in political affairs and 
consultation, and to actively influence health 
policies. Dr Li has served as a member of the CPPCC 
National Committee for two terms, submitting 
nursing-related proposals to the government, 
communicating with people from all walks of life  
and seeking governmental and social support.

Second, innovation must be regarded as the force 
leading to development.

Third, healthcare systems must have a strong capacity 
of implementation. We must move forward as long as 
the goal is established, don’t be afraid regardless of 
any difficulties encountered, do not forget the original 
intention and bravely undertake responsibilities. 

Fourth, we must have inclusiveness, promoting 
cooperation and multidisciplinary collaboration.
 
In order to achieve the Sustainable Development Goals 
and tackle a series of challenges including the global 
shortage of nursing workforce, Dr Li believes that 
national nursing leaders around the world should 
work together to formulate a long-term sustainable 
development strategy, promoting the progress of 
nursing science, nursing career development, nursing 
industrial development and improving the level of 
people’s health. She stresses that priority should be 
given to scale up the knowledge, information and 
promotion of global emergency response and first 
aid; elderly care and chronic disease management; 
emerging infectious diseases; prevention and 
healthy lifestyles, as well as maternal and 
child health. In addition, health guidance to the 
vulnerable and marginalized group is a priority, 
ensuring everyone’s right to access healthcare. 

Submitted by: Dr Li Xiuhua, President of the Chinese Nursing Association

 “Nursing leaders around the world 
should actively strive to make a voice 
on behalf of nurses and participate in 

the actions that may change health 
policy to advance the influence  

of nurses.”



50

P
A

R
T

 T
W

O

INTERNATIONAL COUNCIL OF NURSES - IND2017

HOW CAN YOU BE  
A VOICE TO LEAD?

PART THREE

There are many ways in which the health and well-being of people and 
populations can be enhanced and improved. Whether it be in clinical 
practice, working with individuals and their families, through community 
support and development programmes, national health initiatives and 
policy, or international commitments and agreements to improve access 
to and the quality of healthcare. At every level, nurses have a significant 
role to play whether delivering care, accurately assessing needs, designing 
the clinical or policy response or evaluating outcomes and effectiveness. 

©
 N

ug
ro

ho
 N

ur
di

ki
aw

an
 S

un
jo

yo
 / 

W
or

ld
 B

an
k



51

P
A

R
T

 T
W

O

INTERNATIONAL COUNCIL OF NURSES - IND2017

Figure 7. Framework of actions in promoting health.  
Adapted from Frieden (2010)[155]
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on the next
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political will 
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Long-lasting 
protection interventions

Changing the context such that the default 
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Socioeconomic factors

Each level has 
a profound effect 
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Action Example

Improve episodic 
outcomes of health 

interventions

Endoscopy performed by nurses: In Queensland, nurses have been educated 
and trained to perform endoscopy procedures. Regular monitoring and reporting 
of data demonstrates the high-quality performance of the nurses. An evaluation 
of the model has also shown high levels of patient satisfaction.

MOC that improve access, 
quality and efficiency of 
care, improve episodic 

outcomes of health 
interventions

Self-managed teams: The Buurtzorg model in the Netherlands has been an 
innovative model of care that has improved the health of communities and saved 
the health system millions of Euros each year. An independent team of specialised 
nurses take responsibility of care for patients within a defined area. The teams seek 
to empower clients and Improve self-management.

MOC that take into 
consideration a holistic 
approach to the needs 
of individuals, families 

and communities

Collaborative partnerships: Inclusive Health Partnerships provide an 
integrated, person centred and trauma-sensitive response to the health needs of 
vulnerable people, including people experiencing homelessness. The model of care 
recognises the broad range of social factors that impact on people’s health. They 
work with legal, housing and social support services to achieve the desired outcomes.

Health is considered 
in all policies 

Trade: Following the removal of foreign direct investment in Vietnam, the sales of 
sugar sweetened carbonated beverages has increased from 6.7% to 23% per year. 
The WHO states that increased consumption of sugary drinks is associated with 
increased weight gain leading to overweight and obesity (WHO,2016).

Reduced inequitable 
distribution of power, 
money and resources

Universal Health Coverage: In 2002, Thailand had achieved universal 
health-care coverage, incorporating a comprehensive package of curative 
services in outpatients, inpatients, accident and emergency, high-cost care, 
drugs provision reflecting the WHO Essential Drug Lists, and personal preventive 
and promotion services, with minimal exclusion (WHO 2008). 

As Figure 7 shows these actions are connected and 
interrelated and it is for this reason that nurses 
must be involved and have a voice at every level of 
decision making. 

There are three ways you can be a Voice to Lead:
- As an individual
- As a profession
- As part of a multidisciplinary team
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1. A VOICE TO LEAD – AS AN INDIVIDUAL

Change and impact starts with you! The IND theme - Nurses: A Voice to Lead – does not refer only to the 
privileged few. Each and every nurse on this planet has a voice and can use that voice to make a difference, 
as you have seen in the many case studies in this publication. Leadership and political activism are key to 
making your voice heard.

“ What each of these nursing leaders had in common was political activism that 
grew out of the personal knowledge they gained in providing care for poor, 
immigrant, and otherwise vulnerable populations and understanding that their 
efforts toward achieving social justice were as important to health as the more 
immediate ‘downstream’ direct nursing care they provided”[157] 

 
– Adeline Falk-Rafael 

BECOME A LEADER
Nurses may not be used to viewing themselves as 
leaders, but it isn’t necessary to have a traditional, 
titled or elected position to take a lead and bring 
about change that benefits others in our local or 
global communities.[156]

Nurses’ ability to effect change is just as important 
as the technical ability to deliver safe and effective 
care and they are influential at all levels. 

Leadership is a process not a position. 
Contemporary views on leadership have moved 
towards collaborative processes that take place in 
groups and communities. Leadership is tied to 
social responsibility and good citizenship, which 
connects to nurses’ professional and ethical 
responsibilities to champion the human right to health.

At the front-line, nurses collaborate with patients 
and use their influence to empower them to make 
positive changes themselves. 

Not only do nurses influence others in their day to day 
work, but they have expert skills in the art of persuasion, 
a process that involves relationships and negotiation. 
Persuading an older person who has dementia to 
have a shower, or a child to cooperate while they are 
vaccinated, or their parents to allow the vaccination, 
are examples of how persuasive powers in action help 
negotiate a mutually desirable outcome.

Nurses’ sphere of influence as healthcare 
professionals goes beyond the individuals, 
families, groups and communities they work with. 
It extends throughout the health sector to nursing 
and midwifery colleagues, medical colleagues, 
allied health colleagues, and those with policy, 
management and fiscal responsibilities. 

Mr. Mohammad Sharifi Moghadam has been highly influential in the 
professional growth of nursing in Iran. He has been a strong advocate for 
increasing the nursing profession role in health management, politics and 
policy decisions. In addition, through his role in numerous nursing and 
political organisations, and collaboratively working with other clinicians, 
Mr Mohammad Sharifi Moghadam has actively improved the profile and 
respect for the nursing profession amongst other health professionals  
and the ministry of health.
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RAISE YOUR VOICE AT THE POLICY TABLE 
The Sustainable Development Goals are an 
opportunity for nurses to influence decision  
making processes and health care policies.  
Policy development is a practical tool for change[159]  

and when nurses are involved, health care is safe,  
of a high quality, accessible and affordable. 

There is no doubt that nurses should engage in 
policy-making and that it is a logical extension 
and expression of the profession’s care and 
compassion[157] particularly where it addresses issues 
of resource allocation and access to health care for 
vulnerable populations.[160]

Nurses are needed and they are wanted around the 
policy table.[161] and as the Institute of Medicine 
emphasises, “a shift must take place in how nurses 
view their responsibility to those they care for; they 
must see themselves as full partners with other 
health professionals” to be effectively involved.[162]

Activism is a continuum.[163] On the first level, 
reaction to the context triggers political awareness. 

The second level requires setting the agenda for 
change. This is done through collaboration with 
others who are working towards a common purpose. 
For example: Nurses who work with consumer groups 
and national nursing associations typically develop 
considerable political sophistication working at this 
level. They form coalitions with other like-minded 
(nursing) groups, contribute to policy development 
and are active in promoting the appointment of 
nurses to health-related policy positions. 

On the third level, nurses must lead that agenda to 
include issues beyond those that impact nursing, 
to those that address broad health and social policy 
concerns to do with political or economic conditions 
that produce and sustain poor health.[164]
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Figure 8. Policy cycle

This political activism continuum illustrates that 
it is rare for an individual to solve a major societal 
problem by acting alone. Success comes when 
nurses work together across the levels to engage 
effectively in the political process. There are four 
main stages to the policy cycle comprising agenda 
setting, policy formation, implementation and 
review (see Figure 8).[165] Nurses in any and various 
roles can be involved at each of these stages.

Policy champions play a central role in policy 
making by connecting solutions to problems and 
watching and waiting for the right political climate.[166]  
Without a policy champion to recognise that a 
problem, proposal and political climate are ready  
to converge, good ideas do not come to fruition.[167]  
Anyone can be involved as a policy champion  
and nurses are particularly well positioned  
and equipped to play that role. Any nurse who is 
working as a policy champion needs the support 
of other nurses and in this respect, all nurses can 
contribute to the policy-making process.

“ Never has there been a time when the 
voices of nurses are more urgently needed 
at high levels of policy formation and 
decision-making than they are now.”  
 
– Judith Shamian, ICN President[158]
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2. A VOICE TO LEAD 
– AS A PROFESSION

ICN has long believed that in nursing associations 
as the vehicle of influence to achieve nursings goals. 
By working through your national nursing association, 
and bringing the profession together, we achieve 
solidarity in our goals and, together, can be one 
Voice to Lead.

As members of the ICN, NNAs benefit from the 
global respect which ICN has held for over 100 years 
as a key player in health policy decision-making at 
an international level. In addition, ICN provides its 
members with the platform and the means to achieve 
common goals through collaborative action, working 
together for the benefit of society, the advancement 
of the profession and the development of its 
members. The strength of our numbers, our strategic 
and economic contributions, our collaboration with 
the public, health professionals, other partners and 
individuals, families and communities for whom we 
provide care all add power to our vision.

Through ICN, nurses have played a key role in the 
development and implementation of many key 
pieces of policy, including the WHO Global Strategy 
on Human Resources for Health: Workforce 2030 and 
the recent recommendations of the UN High-Level 
Commission on Health Employment and Economic 
Growth. Many NNAs have had similar input into 
their national policies.

What do NNAs do? National Nursing Associations 
represent the interests of their members and 
advance the nursing profession by fostering high 
standards of nursing practice, promoting a safe 
and ethical work environment, bolstering the 
health and wellness of nurses, and advocating on 
health care issues that affect nurses and the public 
(adapted from ANA). 

What do CNOs do? The Chief Nursing Officer 
role is one which influences health policies and 
government health officials, and can create 
opportunities for nursing to influence health 
policy agendas. The CNO is expected to provide 
high level expert advice, leadership, and guidance  
on nursing and health policy.[166]

What does ICN do? The International Council of 
Nurses is a federation of over 130 national nursing 
associations and represents the over  
16 million nurses worldwide. As the global voice 
of nursing, it enhances and promotes the nursing 
profession and utilizes the voice of nurses to 
improve the health of individuals, communities  
and countries around the world. ICN represents 
nurses at the World Health Assembly. 

3. A VOICE TO LEAD – AS A MEMBER  
OF A MULTIDISCIPLINARY TEAM

It is equally important that nurses’ voices are 
heard as part of a multidisciplinary team of 
health professionals. ICN’s partnership with the 
international federations representing physicians, 
pharmacists, dentists and physical therapists, is 
one such example. ICN also work closely with the 
International Confederation of Midwives. When caring 
for patients, teamwork and communication between 
the professions is essential in order to provide true  
patient-centred care. 

Given the importance of the social determinants of 
health, it is clear that health professionals must 
also work with other disciplines – with educators, 
lawyers, politicians, social services, etc. We must 
understand the patient’s family and social needs, 
and their economic situation. 

We need to work with nutritionists, physical 
therapists and social workers to integrate care into 
the community and patients’ daily lives. Above all, 
we must work with patients and form a relationship 
based on mutual respect.

A familiar feature of collaboration is that it often 
brings together individuals or organisations with 
different but complementary knowledge, skills  
and/or resources. It also features a commitment  
by all parties to make their joint initiative a success.  
Together, health professionals, patients, government,  
working collaboratively, can have a significant 
impact on our nations’ health policies and the lives 
of the people we serve.
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LEAD AND BE HEARD

Every action, no matter how small, counts. 
One way you can use your voice to lead is via social 
media networks such as Facebook and Twitter. Used 
in a responsible way, these platforms can be used by 
nurses to disseminate evidence-based information 
to colleagues and the general public, and to raise the 
professional profile of nursing.[168, 169]

When nurses share their concerns in these public 
spaces they are acting not only as good citizens,  
but as the legitimate voice of the nursing profession. 

Although these are small and individual acts of 
political activism they collectively have the power 
to influence public opinion and ultimately bring 
about shifts in public policy. ICN and national 
nurses’ associations and ICN run regular social 
media campaigns that require minimal effort to 
follow and share with individuals’ own networks, and 
have the added benefit of keeping nurses current with 
regional, national and global issues and events. 

 
You can make a start now by following us on 
Twitter @ICNurses, and using the hashtags 
#IND2017 and #VoiceToLead. You can also join  
us on Facebook, www.facebook.com/icn.ch,  
and share your knowledge and expertise, and 
promote issues of concern to nursing.

Subscribing to email alerts and joining webinars are 
also valuable tools to help us develop knowledge 
and expertise in a specific area of interest. Joining 
established and reputable nursing campaigns adds  
strength to the message with a collective and 
therefore more powerful voice. Imagine what  
our nursing predecessors could have achieved had 
they access to these publicity tools! 

And finally, you can share your successes,  
your innovations and your stories with ICN and your 
colleagues all over the world, by sending your stories 
to indstories@icn.ch

ACTIONS BY GOVERNMENTS
While nurses have a responsibility to work towards 
the SDGs, and especially the health-related targets, 
Governments have a reciprocal responsibility 
to provide the means that will enable nurses to 
contribute usefully to the targets. 

Governments clearly have responsibilities for both 
national and global policy initiatives whether that 
be achieving and sustaining universal access to 
healthcare, recruiting, supporting and retaining 
the healthcare workforce or ensuring sustainable 
development and facilitating and co-ordinating 
partnership and collaboration across many different 
sectors and organisations. However, arguably the 
most important role Governments have is political 
leadership that recognises spending on health is an 
investment and not an economic drain. This diagram 
very simply demonstrates how healthy populations 
create economic growth yet still in too many parts 
of the world health spending is being cut and health 
services are underinvested. 

We need a change in political mind-sets and nurses 
wherever you work and whatever your role have  
a voice that can lead this change. It is up to us - each 
and every one of us – to be a voice to lead others, our 
patients, our colleagues, our communities and our 
governments to better health. Let your voice be heard!

Figure 9. Investing in health creates healthy 
populations and economic growth[170]
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