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W
omen’s health issues impact 
individuals and communities 
across the breadth of our 
society. Women are  

50 per cent more likely to receive the wrong 
initial diagnosis for a heart attack and twice 
as likely to be affected by dementia. These 
are just two effects of decades of female 
under-representation in both scientific 
studies and health datasets. 

International Women’s Day celebrates 
the cultural, social, economic, and political 
achievements of women around the globe. It 
is also a call to action for accelerating gender 
parity; an issue only amplified by the uneven 
impact of the Covid-19 pandemic. 

Gender is a significant stratifier that affects 
the treatment, experience and outcomes 
of many female patients, despite growing 
literature on the importance of using a 
gendered lens within health policy. Covid-19 
has put health systems under immense 
pressure and stretched others beyond 
capacity. Now more than ever, we must 
seriously evaluate the extent to which the 
needs of female patients are being met, and 
where we must improve. 

There are three key areas within this 
landscape that warrant urgent attention: 
reproductive health, ageing, and racial 
disparities. These are key points of focus 
being analysed in the landmark  
Public Policy Projects Women’s Health 
report set to launch at the UN Convention 
on the Status of Women (UN CSW) in March 
2022. 

The impact of Covid-19 on reproductive 
healthcare access and rights has been 
profound. At least 9.5 million women in 
the UK have been affected by national 
lockdowns, travel restrictions, the absence 
of information about reproductive health 
services and supply chain disruptions. 
However, actions have been taken by 
policymakers. For example, emergency 
abortion legislation was passed last year, 
enabling women to access abortion pills 
at home and receive medical advice over 
the phone. While we must exercise caution 
when considering embedding these 
emergency changes for the long-term, there 
is an opportunity to solidify the gains made 
in sexual and reproductive health and rights 
(SRHR) over this period. 

The policy agenda must move away 
from an approach that controls women’s 

fertility, towards a framework that empowers 
women to make decisions that are right for 
them.

Covid-19 has brought health inequalities 
into sharp focus across the board, but the 
secondary effects of the pandemic are taking 
particular toll upon older people, especially 
on older women. Domestic violence, 
caregiving responsibilities, widowhood 
and discrimination in the workforce all 
increase female vulnerability towards poor 
health in older age. Both governments and 
civil society need to offer more strategic 
solutions in tackling the demographic shift 
of population ageing. To do this successfully, 
a life-cycle approach to healthy ageing must 
be adopted, emphasising prevention and 
early intervention at every stage of life. 

The 2020 Fenton Review highlighted the 
ways that Covid-19 has disproportionately 
impacted ethnic minorities. In the early 
stages of the pandemic, black people based 
in England and Wales were approximately 
four times more likely to die from Covid-19 
than white people. It is essential that more 
is done to address racial inequalities within 
female healthcare. 

Previous attempts have not had a 
tangible impact, and in some instances have 
resulted in stigmatising ethnic minority. 
The Government needs to continue with 
its efforts to eliminate racial disparities in 
the UK, investing in more research to better 
understand the full effects of racial biases on 
women’s health and healthcare services. 

Data collection must be more diverse and 
inclusive. Only through research relevant to 
all women can they take charge of their own 

health. It should be an international priority 
to identify and implement effective strategies 
to eliminate racial inequities in health status 
and care. 

From challenge comes change. Now is 
the time to encourage action for the future 
and spur the development of ambitious and 
timely policy that improves health outcomes 
for all citizens. The Government’s health and 
care reforms must place women’s health at 
their core. The momentum we have built so 
far must now lead to tangible and impactful 
policy change. 

Baroness Nicola Blackwood and Baroness Nicky Morgan

From challenge comes change

International Women’s Day 2021

On International Women’s Day 2021, Public Policy Projects hosted a virtual conference 
entitled Challenging Health Inequalities. A series of panel discussions with leading 
experts unpicked the complex relationship between gender and health, identified 
solutions for gender responsive change and proposed an agenda for action. Using a 
solution-oriented approach, the conference explored gendered health inequalities 
by looking at three key policy areas: reproductive health, gender and ageing, and 
racial disparities in women’s healthcare. This short paper outlines the emerging policy 
priorities from the conference. In particular, this report provides policy insights and 
analysis on how best to improve women’s access to reproductive healthcare, the 
importance of a gendered approach to healthy ageing and how best to implement 
effective strategies to eliminate racial inequities in healthcare. 

Baroness Nicola Blackwood

Baroness Nicky Morgan
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A
geing is a lifelong process that 
effects all. Even though no-one 
is spared the effects of aging, it 
is important to understand the 

impacts of ageing through a gendered 
lens. The significance of this approach 
is highlgithed in the WHO’s 2007 report: 
Women, Ageing and Health, which found 
that women outnumber men in older age 
groups, with the number of women age 
60 and over set to increase from around 
336 million in 2000 to just over one billion 
by 2050. With women in the UK living an 
average of four years longer than their male 
counterparts, a women-specific perspective 

within health policy is needed to ensure 
they can age with dignity. 

A reoccurring theme during Public 
Policy Projects International Women’s 
Day 2021: Challenging Health Inequalities 
Gender, Ageing and Health panel was the 
compounding impacts of life-long gendered 
social inequalities negatively impacting 
quality-of-life in old-age. The WHO states 
in the top 10 issues for women’s health 
that, having often worked in the home, 
older women may have fewer pensions 
and benefits, less access to healthcare 
and social services than their male 
counterparts. This, the findings sate, is 

combined with a greater risk of poverty 
with other conditions of old age, like 
dementia, and a higher risk of abuse and 
generally, poor health.

Impactful changes in policy and 
healthcare can often seem distant and 
unattainable. NHS England states that 
“it is essential that older people are 
supported to remain as healthy and 
independent as possible for as long as 
possible and they receive the highest 
quality care when they need it.” However, 
this may simply reinforce a sentiment of 
‘too little, too late’. It is important that 
in the later years of life, women can take 
ownership of their health and not be 
reduced to terms such as ‘frail’. 

If ageing is increasing pressure on 
health systems globally, solutions must 
be found at an international level. What 
lessons can be learned from around the 
world, particularly from nations which 
boast high centenarian populations? 
What – if anything - can be done to reduce 
the compounding impact of life-long 
gendered social inequalities which more 
greatly impact women?

THE SARDINIAN LIFESTYLE

In the small island of Sardinia, longevity 
of life is common, with many of its ageing 
population living to, if not over, 100; 
almost 20 years longer than in the UK. 
Scientists have proven that genetics only 
amounts for around 20 per cent of life 
expectancy, with the remaining 80 per cent 
falling within the control of the individual.  

It is time to rethink our approach to old age and the 

way we see elderly people in our society? 

Embracing health in old-age: 
lessons from overseas 
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While in the UK, the elderly are often 
categorised as a ‘burden’ upon society, in 
Sardinia they are celebrated and take a more 
active role on society. Grandparents can and 
do provide childcare and financial support, 
potentially giving the overall population a 
life expectancy bump. This central societal 
position helps maintain a strong system 
of support around the older population, 
boosting their social lives. This results in 
reduced levels of stress, lowering the risk of 
ailements such as cardiovascular disease. 

Diet forms another of the pillars of 
longevity. The traditional Mediterranean 

diet (MedDiet) has long been recognised 
as playing a vital role in bettering 
the quality and length of life of its 
populations. A diet of fish, red wine, 
olive oil and goat’s milk is indicative of 
reducing inflammation, cardiovascular 
disease, and dementia. Staples 
of a British diet such as red meat, 
confectionery, and processed foods are 
by comparison consumed infrequently in 
the Mediterranean.

If the Sardinians have a ‘magic pill’ 
for ageing, it is routine, with healthy 
customs such as walking embedded 

into their day-to-day. In a society 
which is undoubtably riddled with the 
same discourses surrounding gender 
inequalities, the compounding effects of 
such disadvantages play a far smaller and 
less gendered role.  

JAPAN’S “SUPER-AGED” SOCIETY

Even though ageing societies are becoming 
a global phenomenon, the Japanese 
appear to have been early in cracking the 
secret to ageing. Following a similar trend 
of routine, in Japan, the idea of meiwaku, 
or “being a nuisance” is introduced from 
a very young age, instilling widespread 
fear of being regarded as a ‘burden’ upon 
society in the later years of life. With almost 
29 per cent of the population aged 65 
or older, Japan is also home to a record 
80,000 centenarians; thus placing ageing at 
the heart of current debates. 

Starting a hobby, such as swimming, 
dancing and sewing has proven to 
maintain social engagement. Occupying 
one’s time with physical and social 
activities, deters from the risk of becoming 
meiwaku. Furthermore, a healthy diet, 
access to clean water, a hygiene-conscious 
culture, and an active lifestyle, all play a 
key role in explaining the populations’ 
longevity. 

In contrast to the UK, the European 
Parliament briefing credited “a low level 
of income inequality” as a vital factor 
in ensuring both sexes live a long and 
healthy life. Combined with positive daily 
habits, shared by Sardinia, the long-term 
repercussions of gendered inequalities 
fail to burden the health of the Japanese 
population with the same vigour it does 
that of the UK. 

It is narratives of ageing which evidently 
play a key role in ensuring and facilitating 
a healthy ageing population. Where the 
elderly are regarded as active contributors 
to society, their life expectancy increases. 
Immediate policy change is difficult; 
however, it should be noted on the UK 
Government’s agenda that the narratives 
surrounding ageing must change. 
Reducing someone to the term ‘frail’ 
reduces their scope to contribute to 
society. By embracing ageing throughout 
life, adopting health-conscious habits, 
and changing the narratives which 
cement the idea that ‘old’ equals ‘burden’, 
the compounding impact of gendered 
health inequalities upon old age will be 
somewhat alleviated.   

“There is no quick-fix or magic pill to guarantee a healthy long 
life and impactful changes in policy and healthcare can often 
seem distant and unattainable” 
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T
here is an intersect between 
gender, ageing and health; one 
which is often overlooked. The 
CAB is actively trying to address 

this. The organisation is largely concerned 
with those who are in midlife, primarily in 
their 50s and 60s, to track and determine 
how people can maintain a “good later 
life,” Alison explains, both in terms of 
health, but also financial security, housing 
and community connections, as they 
age. Targeting such issues and concerns, 
at the heart of ageing, is reflective of the 
Government’s target to extend disability-
free life expectancy five years by 2035. 
This highlights an understanding that, 
as the UK’s population lives longer, we 
must ensure that health and wellbeing 
is maintained for as long as possible 
throughout later life. 

LIVING LONGER, BUT NOT BETTER

It is important to not forget how entrenched 
health inequalities are and how these 
impact upon an individual’s health as they 
age. In Alison’s mind, addressing such 
issues effectively will require a thorough 
examination of the “massive disparity both 
in terms of gender and also socioeconomic 
group”. The most disadvantaged women, 
for example, “can only expect to live to 
about the age of 50 without a disability,” 
says Alison, while the national average 
is 63. It is common that those who find 
themselves in lower socioeconomic groups 
“spend about a quarter of their lives with at 
least one disabling health condition.” 

As the state pension age continues to rise, 
there is 18-year gap between the diagnosis 
of a limiting health condition or disability 
and how long people are expected to work 
for. This, Alison references, is a key point 
of concern regarding “ageing in general 
and healthy ageing”. The longer women 
must live and work with a debilitating 
condition, the more this restricts them 
to a lower socioeconomic group as their 

ability to work is greatly limited. This 
lies at the heart of entrenched gender 
inequalities, as women and their health are 
disproportionately impacted in comparison 
to their male counterparts.

Socioeconomic standing and financial 
security is also heavily influenced by one’s 
occupation. Combining this with the fact that 
the Covid-19 pandemic has resulted in the 
suspension of female dominated industries, 

such as retail and hospitality, the impact on 
women in the future remains an unknown. 
Although Alison acknowledges that the true 
secondary impact of the pandemic has not 
yet been reflected in research, even prior to 
the past year, financial stability determins 
many of the compounding health issues felt 
by women in later years. 

“Childcare and caring in general has 
always fallen disproportionately on women,” 

Alison Giles, Associate Director 

for	Healthy	Ageing	at	the	Centre	
for Ageing Better (CAB) discusses 

gender and healthy ageing. 

A gendered 
approach to 
healthy ageing

Centre for Ageing Better State of Ageing 2020  

key findings:

More 90 per cent of Covid-19 deaths have been in people with at least one pre-
existing health condition, most commonly diabetes, chronic lung disease, chronic 
kidney disease and cardiovascular disease. Those conditions associated with serious 
outcomes in people with Covid-19 are among the typical age-related conditions that 
develop slowly – often from mid-life onwards – and that have no cure. Moreover, many 
people have several of these chronic conditions simultaneously. They impair people’s 
ability to carry out normal day-to-day activities (for example, due to problems with 
mobility, dexterity, sight, hearing and physical coordination) and have a significant 
impact on quality of life.
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attracting them into part time roles as a 
result, and, thus, “women don’t rise in their 
careers and earn as much money as men.” 
Reflecting upon this, Alison observes that 
within society, there is a real need to “shift” 
such “structural inequalities”. Women 
should not suffer by default. 

AGEING WELL: 

WHAT CAN BE DONE?

It is important to remember that age does 
not determine one’s ability to contribute 
to society. In discussing ageism, Alison 
stresses that societal contribution “doesn’t 
always have to be paid”. Many people 
continue to pick-up “childcare for their 
children and grandchildren” as they age, 
highlighting their ability to continue to 
contribute to society. Ageing does not 
equate to being frail so, as highlighted 
by Alison, we need to ensure we do not 
perpetuate a system of “writing people off 
when they still make a massive, unseen 
contribution.” To promote healthy ageing, 
we must, therefore, change a lot of the 
rhetoric which surrounds it. 

Changing attitudes towards ageing is 
not a simple feat, which is why discussion 
around potential policy reform remains 
relatively broad. The CAB continues to 
scrutinise and evaluate “all policies across 
government for the impacts that they 

will have on health and, within that, on 
inequalities in health”. Whether or not 
policies can successfully narrow the gap 
remains unknown. Therefore, it is a priority 
for the Centre for Ageing Better (CAB) to 
focus on “this idea of the life course”. 

While there are many facets of life which 
impact one’s ability to maintain good 
health as they age, Alison highlights, what 
is currently lacking is “any responsibility, 
across government for healthy ageing.” In 
order to appropriately engage such issues, 
government needs to take responsibility 
for addressing and protecting the nation’s 
health as they age. As summarised by 
Alison: “you can’t have health in later 
life without all of those determinants 
being addressed”. It is, therefore, time for 
government and policy to address them.

“Childcare and caring in 
general has always fallen 
dispropoonately on women 
and thus women don’t rise 
in their careers and earn as 
much money as men” 

– Alison Giles, Associate 

Director	for	Healthy	Ageing,	 
the Centre for Ageing Better

ageing-better.org.uk

More Information
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C
haired by Baroness Nicky Morgan 
of Cotes, former Minister for 
Women and Equalities, the 
Gender, Aging and Health panel 

discussion examined health inequalities 
faced by aging populations. The session 
assessed the often-overshadowed 
layers of intersectionality which have a 
compounding impact upon the health and 
wellbeing of an aging population. However, 

as stated by Baroness Morgan, “women are 
often having to shout very loudly in order 
to get the same quality of treatment as 
men for their health”. Greater focus must 
be placed upon how women can age with 
dignity. 

A key message, first highlighted by  
Dr Wanda Wyporska, Executive Director of 
the Equality Trust, and later echoed by the 
other panellists, was that to appropriately 

People are living for longer. Countries are witnessing a shift in 

demographic as their populations age. Ensuring that people can live 

full and healthy lives, irrespective of their age, has become a pressing 

issue within health policy and beyond. 

Age old problems coming to the fore
Panelists: 
Chair: Baroness Nicky Morgan

Dr Wanda Wyporska, Executive 
Director, the Equality Trust

Mary Manandhar, Technical Officer, 
Department of Social Determinents of 
Health, WHO

Dr Alison Giles, Associate Director 
for Healthy Ageing, Centre for Ageing 
Better

Haitham Hamoda, Chair, British 
Menopause Society
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tackle the challenges posed by aging, it 
is vital policy and healthcare adopt an 
intersectional approach. Dr Wyporska 
stressed that “income inequality is directly 
related to the social determinants of 
health”. Such a disparity was underlined as 
being predominately caused by the socio-
economic burden placed upon women at 
all ages by the wage-gap which, during old 
age, translates to a pension gap. Dr Alison 
Giles, Associate Director for Healthy Ageing, 
Centre for Ageing Better, provided more 
food-for-thought regarding wage inequality 
and its impact on aging, pointing out that, 
at the age of 65, women “own one third of 
the pension assets as men”. In short, if we 
do not do more to ‘level-up’ wages, women 
will live longer and suffer more. 
 

LEAVING NO-ONE BEHIND

Another central theme, which ran through 
each panellist’s presentation, was ensuring 
that no-one is left behind as populations 
age. Mary Manandhar, Technical Officer, 
Department of Social Determinants of 
Health, World Health Organisation (WHO), 
built upon the discussions regarding 
socio-economic inequality, and highlighted 
that the focus is beginning to shift. 
Organisations such as the United Nations 
(UN) and WHO, are beginning to place aging 
at the forefront of their agendas. Created 
by the UN’s ‘Decade of Healthy Ageing’, 
‘The Platform’ will provide an accessible 
and online service through which detailed 
information will be shared, answering 
questions and fears as to how to maintain 
health throughout old age, and thus age 
with dignity. As explained by Haitham 
Hamoda, Chair of the British Menopause 
Society, we cannot adopt a “one-size-fits-
all” approach to aging, and ‘The Platform’ 
aims to reflect such a message. 

The cumulative effects of inequality 
explain many of the healthy disparities 
suffered by women aged 50 and over. 
As highlighted by Dr Giles, “the poorest 
women aged 50 and over are four times 
more likely to suffer from depression than 
the wealthiest”. Given the burden of caring 
duties predominately falls upon women; 
how are they supposed to look after the 
health of others if their own is suffering? 
Both Dr Giles and Dr Wyporska pointed to 

the Covid-19 pandemic as holding a large 
portion of the responsibility for having 
unveiled many of the disparities in the 
awarding of caring responsibilities between 
men and women. The pandemic has 
caused an estimated 36 per cent increase in 
caring duties for children amongst women, 
versus 30 per cent in men. With women and 
girls carrying out an average of three times 
the amount of unpaid care and domestic 
work than their male counterparts; it is 
unsurprising that they are financially ‘left 
behind’ in old age. As research by the UN 
has shown, “the Covid-19 outbreak has 
exacerbated the gendered impacts of the 
crisis by increasing women’s economic and 
social insecurity” the full impact of which 
remains unpredictable.

Race, class, geography, and socio-

economic standing are among the factors 
which intersect to define one’s quality of life, 
and we must ensure that their compounding 
impacts are taken into consideration when 
approaching the development of policies 
to ensure women can age with dignity. 
Covid-19 has brought into acute focus the 
need to appropriately address the complex 
issues associated with an aging population. 
Approaching such issues must be regarded 
as a non-partisan issue. A cross-party 
approach is vital if we are to begin tackling 
the issues felt by the aging population, and 
predominately women. Such a sentiment 
was reflected in the presentations of all 
panellists. The overall message of the panel 
reinforced Baroness Morgan’s opening 
remark: “we must ensure no older woman is 
ever left behind”. 

“The average woman now spends nearly the equivalent of  a 
full-time job doing unpaid childcare - a full working day a week 
more than the average man” – Whose time to care, UN Women
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THE IMPORTANCE OF 

INTERSECTIONALITY

Intersectionality has become a ‘buzzword’ 
in recent years – and rightly so. The term 
describes an analytical framework for 
understanding how aspects of a person’s 
social, biological and political identity 
combine to create sites of discrimination 
or privilege. As Dr Hina Shahid says: “we 
are not all equal. Our experiences are not 
all equal. We have multiple identities and 
attributes and any one of those or several of 
them can be the subject of discrimination 
and oppression.” Treating people ‘equally’ 
is, therefore, inadequate: to recognise 
intersectionality is to recognise that we do 
not all start from the same place in life. 

Nowhere is intersectionality more 
important than in healthcare. “We talk 
about women’s health disparities, but we 
don’t talk about when religion is added into 
the mix, or the migration experience. Those 
factors also influence health and health 
outcomes.”  The knottiness and complexity 
of identity means healthcare policies and 
outcomes can never be a one-size-fits-all 
approach. “Unless we start having those 
nuanced conversations and developing 
those holistic and tailored approaches 
to address them, we will never be able to 
eliminate them.”

RELIGION AS A DETERMINANT OF 

HEALTH

During the first wave of the pandemic,  
Dr Shahid campaigned to ensure religion 
was recognised as a determinant of health 
in Covid-19 data. The results of ONS 
data analysis showed that Muslims have 
the highest risk of dying from Covid-19 
and the fact that most of this excess 
risk is explained by social deprivation 
and ethnicity highlights Islamophobia 
being an intersectional form of structural 
discrimination and racism.

“Religion is an overlooked 
determinant of health and the pandemic 
has absolutely highlighted this. We don’t 
have data that is routinely collected by 
religion on health outcomes across the 
spectrum. We have faith communities 
and government working to roll out 
the vaccine, but how can we effectively 
deliver an intervention when we don’t 
know what the needs are?” 

The NHS recognises that religion is 
a protected characteristic, yet data is 
not routinely collected. “As religion is 
a protected characteristic, people who 
belong to those groups are by default 
vulnerable and must be protected, but 
if we do not measure these experiences, 
we essentially ‘invisiblise’ these groups.” 

Dr	Hina	Shahid,	GP	and	Chair	of	the	
Muslim Doctors Association, calls 

out the mistreatment of Muslim 

women	in	the	UK	and	specifically	in	
our medical workforce.

We must do more 
to protect Muslim 
women in the UK

“It is not enough to have 
ethnic minority people 
represented as tokenistic 
gestures” –	Dr	Hina	Shahid,	
GP, Chair of the Muslim 

Doctors Association
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MULTIPLE PENALTIES: GENDER, 

RELIGION AND RACE

Dr Shahid says a double pronged 
perspective is needed to understand the 
intersectionality of the female Muslim 
experience, looking at both population 
and NHS level. On a population level, the 
fact that over 90 per cent of Pakistani and 
Bangladeshi communities are Muslim offers 
a proxy for data on religion, but again, lack 
of specific data means it is hard to fully 
comprehend the experiences of Muslim 
women. 

Several studies have shown that cervical 
and breast cancer screening among ethnic 
minority women are low due to lack of 
communication around what these tests 
entail. Mental health issues are another 
problem. “Pakistani and Bangladeshi 
women face huge barriers in accessing 
mental health services because they are 
often not culturally or faith sensitive. So 
women don’t engage in the services and are 
left to suffer.” 

Turning to the NHS workforce, “there are 
multiple penalties suffered by women. If 
you are a woman, your career progression 
will be slower, you will suffer a gender 

pay gap and there are huge issues around 
representation.” However, ethnic minority 
women suffer twice over: “if you are from an 
ethnic minority, you are more likely to face 
discrimination, bullying and harassment. 
You are more likely to be struck off or be 
referred to disciplinary procedures.

“When you work in the NHS and combine 
both of those discriminatory axes – and 
you are also visibly Muslim – that penalty 
becomes even greater.” The intersection 
of religion and medicine is also a problem. 
“If you want to go and pray, you are looked 
upon as though you are some irrational, 
unscientific person.”

While the NHS has a diversity agenda 
in place, there is much more to be done. 
Recent data published by the NHS Workforce 
Equality Standard shows that progress is 
being made with small but marked increases 
across the workforce in diversity. However 
much more needs to be done.

“Not all NHS trusts have Equality, 
Diversity and Inclusion(EDI) frameworks. Up 
until a year ago, very few primary care trusts 
had any kind of EDI agenda. There are more 
and more cropping up across the country, 
but how much of this is just a box-ticking 
exercise. It is not enough to have ethnic 

minority people represented as tokenistic 
gestures.”

Dr Shahid argues the Government’s 
controversial PREVENT programme is 
actively discriminating against Muslims in 
the NHS workforce. The PREVENT strategy 
was launched in 2003 to counter extremism, 
but there is huge academic, political and 
public opinion that demonstrates it to be 
an Islamophobic tool that surveils Muslims. 

The health charity Medact has done 
work on how the PREVENT policy forms 
a barrier for Muslims seeking healthcare, 
demonstrating that the policy undermines 
the duties of healthcare professionals and 
discriminates against those with mental 
health conditions. 

“I have to report on things like whether 
patients have had a sudden change in 
appearance, are more socially isolated 
and even whether they have recently 
converted to Islam. That was a Health 
Education England training module.” 
As an exceptionally busy clinician with 
just ten minutes to treat her patients, Dr 
Shahid says “I don’t have time to screen 
for radicalisation nor do I feel qualified 
to do that. That is not what myself or my 
colleagues trained to do.” 

WHAT SHOULD BE DONE?

It is clear that Muslim women face huge 
levels of both structural and individual 
racism and discrimination. “When designing 
policies, we need to have people that 
represent these supposedly homogenous 
communities at senior level. The problem is 
that minority ethnic women are not making 
NHS policy decisions.” Instead, once the 
policy has filtered down, “we have to do this 
ridiculous training which A) adds nothing 
to the agenda, and B) can actually have the 
opposite effect.”

Dr Shahid argues that any NHS policy 
being introduced needs to have a holistic 
equality impact assessment. “That means 
having a range of voices that represent 
different equality domains at the table to 
ensure no policy discriminates against a 
particular group, be that Muslims, LGBT 
people or ethnic minorities.” 

Individualising a systemic problem 
must be stopped. Rather than changing 
NHS policies and structures, individuals 
are told to change their behaviour, dress 
code or faith.  “We need more allies to 
come forward and in a way that actually 
empowers ethnic minority women rather 
than reproducing the saviour narrative.” 
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B
y 2030, it is estimated that 
demographic changes and rising 
health care demands will drive the 
creation of 40 million new jobs in 

the global health sector. However, there is 
a projected shortfall of 18 million health 
workers, primarily in low- and middle-
income countries, required to achieve the 
Sustainable Development Goals (SDGs) 
and universal health coverage. This global 
mismatch between health worker supply 

and demand is a great cause for concern, 
but poses a potential opportunity. 

It is reported that the female 
healthcare workers, who deliver the 
majority of care in all settings, face 
barriers at work not faced by their male 
colleagues. This not only undermines 
their own wellbeing and livelihoods, 
it also constrains progress on gender 
equality and negatively impacts health 
systems and the delivery of quality care.

Delivered by women, led by men: A gender 
and equity analysis of the global health and 
social workforce, published by the World 
Health Organization (WHO) and  Women 
in Global Health in 2019, gives us a global 
picture of the health and social care workforce. 
One conclusion of this report is that gender 
inequality in the health and social workforce 
weakens health systems and health delivery. 

Health systems will be stronger when the 
women who deliver them have an equal say 
in the development and implementation of 
national health plans, policies and systems. 
Supporting women and the education of 
girls to enter formal, paid work will increase 
gender equality and women’s empowerment 
as women gain income, education and self-
sufficiency. 

Women account for 70 per cent of the healthcare workforce, but we are 

seeing huge gaps in supply that cannot be closed without addressing the 

gender issues that are faced within the workforce. 

Women in global health 
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The report further highlights four themes 
that contribute to gender inequity within the 
global health workforce: gender pay gap; 
decent work; occupational segregation; and 
leadership. 

WIDESPREAD DISPARITY

Women in global health are mostly 
underpaid and often unpaid. The World 
Economic Forum global gender gap report 
2018 estimates the average gender pay 
gaps by country at about 16 per cent. 

The gender pay gap in men’s favour is 
nearly universal and largely unexplained. It 
has a lifelong economic impact for women, 
contributing to poverty in old age. In sectors 
that are female dominated, work is typically 
undervalued and lower paid.

Female health workers are more likely 
to face sexual harassment from male 
colleagues, male patients and members of 
the community. It is often not recorded, and 
women may not report it due to stigma and 
fear of retaliation. In Rwanda, female health 
workers experience much higher rates of 
sexual harassment than male colleagues, 
and in Pakistan, female health workers have 
reported harassment from both management 
and lower-level male staff. 

OCCUPATIONAL SEGREGATION

Occupational segregation by gender is deep 
and widespread. Women form the majority of 
the nursing workforce while surgery is mostly 
performed by men. Men also dominate 
senior, higher-status, higher paid roles.

Women deliver global health and 
men lead it: 69 per cent of global health 
organisations are headed by men, and  
80 per cent of board chairs are men. Only  
20 per cent of global health organisations 
were found to have gender parity on their 
boards and 25 per cent had gender parity at 
senior management level. 

PAKISTAN: A CASE STUDY 

We know from WHO findings that women 
form 70 per cent of the global health 
workforce. However, in Pakistan, more 
than 50,000 qualified female doctors 
are excluded from the health workforce. 
Aligned to this is the fact that roughly 48 per 
cent of Pakistani women still do not have 
a say in their healthcare, which makes the 
problem clearer. Additionally, more than  
80 per cent of rural communities in Pakistan 
lack access to affordable, quality healthcare, 
resulting in the highest rates of infant and 
maternal mortality in South Asia.  

There is also a severe shortage of skilled, 
technology-enabled frontline health workers 
in rural village communities. The debilitating 
effects of illness and disease have led to loss 
of productivity, exclusion and a downward 
socio-economic spiral for hard-to-reach 
communities.

To address this disparity, we must look 
into innovative solutions that leverage 
technology to capacitate and reintegrate 
women into the workforce by cultivating 
a digitally integrated, public-private, 
national healthcare delivery system. We 
have seen these interventions make a 
considerable impact on the lives of women 
across Pakistan. They have mobilised the 
entire female workforce in the healthcare 
ecosystem, from doctors to nurses to 
pharmacists. Opportunities have been 
provided to improve their economic 
autonomy. These interventions have 
empowered women in peri-urban and 
far-flung villages to take charge of their 
healthcare, giving them access to quality 
healthcare that was otherwise inaccessible.

THE STORY OF RABIA

Rabia is a 36-year-old lady from Rahim 
Yar Khan in Punjab, Pakistan. Rabia was 
fortunate enough to be educated to Grade 8, 
unlike many of her peers. She then enrolled 
onto the Lady Health Worker Government 
programme and was one of the 160,000 
women across Pakistan who were trained 
as a female health worker. That is the 

”Health systems will be stronger when the women who 
deliver them have an equal say in the development and 
implementation of national health plans” – Dr Nadia Bukhari
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good news. The bad news is that 60 per cent 
of these women remain unemployed or 
underemployed in 2020.

Back in 2019, doctHERs enlisted Rabia 
as a community health worker – Guddi 
Baji (Good Sister) – one of 70 female 
frontline health workers inducted into the 
Transform programme a collaboration at 
scale with Unilever and DFID. In this model, 
Community Health Workers (CHW) such 
as Rabia are equipped with a tablet and a 
4G wifi connection, and can use a digital 
health platform to connect rural village 
patients to our network of trained female 
healthcare professionals such as doctors, 
nurses and pharmacists. This is something 
we are extremely proud of: being the first, 
not only in Pakistan but globally, to integrate 
the entire healthcare ecosystem into the 
telemedicine pathway.

 We then trained Rabia how to use 
our telemedicine platform and how to 
connect a patient to one of our healthcare 
professionals using her tablet. We also 
equipped Rabia with screening tests and 
empowered her with medical knowledge on 
what to do in specific clinical scenarios.

This year, we launched our CHW pharmacy 
access points. Rabia will be able to conduct 

home health visits, connect patients 
to our remotely located doctors via 
telemedicine and then connect the 
same patients in real-time to an online, 
licensed female pharmacist who can 
review the prescription and counsel the 
patient. This has been proven to have 
a huge impact on patient adherence to 
therapy. 

“Let us choose to challenge: to 
challenge the status quo and 
the inequities that surround 
us. Let us choose to stand 
together – and stronger”  
–  Dr Nadia Bukhari,  

UCL	School	of	Pharmacy
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Once the online pharmacist authorises 
dispensation, the patient can collect the 
relevant medication from the CHW.

Using the UK’s primary healthcare model, 
the pharmacist will counsel the patient on 
the correct use of the medication and follow-
up on the patient’s progress. If the patient 
requires further healthcare intervention, the 
pharmacist will refer them back to the doctor.

Rabia is a lynchpin in the delivery of 
Connected Care, a continuity-of-care 
model that continuously disseminates 
digital information across these shared 
care pathways. This gives Rabia and her 
healthcare team a 360-degree view of the 
patient and enables them to navigate 
accordingly.

In 2019, CHWs such as Rabia impacted 
over a million women, covering all of the 
major provinces in Pakistan. By impact, we 

mean either health educational sessions 
attended by female villagers or clinically 
relevant health outcomes. The success 
of this programme proves that we must 
continue to work tirelessly to connect 
women in order to achieve their fullest 
potential, enabling them to live healthy 
and socio-economically empowered 
lives. We have seen that transformed 
people, transform lives.

The rights, inclusion and 
representation of women should be at 
the centre of any modern healthcare 
delivery system and, at DoctHERs, we are 
proud to be doing exactly that; the HERs 
in DoctHERs.

Let us choose to challenge: to 
challenge the status quo and the 
inequities that surround us. Let us choose 
to stand together – and stronger.

Delivered by women, led 
by men: A gender and 
equity analysis of the 
global health and social 
workforce  

Key findings

• Women deliver global health and men 
lead it. The vast majority of senior 
leadership roles in healthcare are 
occupied by men, this includes 69 per 
cent of health organisational leadership 
and 80 per cent of board chairs. Only  
20 per cent of global health organisations 
have gender health parity

• Workplace gender biases, discrimination 
and inequities are systemic, and 
disparities are widening. Many 
organisations expect female health 
workers to fit into systems designed for 
male life patterns

• Women in the global health and care 
workforce are underpaid and often 
unpaid. It is estimated that women in 
health contribute 5 per cent to global 
gross domestic product (GDP)  
(US$ 3 trillion), out of which almost 50 per 
cent is unrecognized and unpaid

• Workplace violence and sexual 
harassment in the health and social care 
sector are widespread and often hidden

• Occupational segregation by gender is 
deep and universal with men dominating 
senior, higher status, higher paid roles

Key recommendations

• “Time to change the narrative”: Research 
and policy must recognise that women, 
as the majority of the global health and 
social care workforce, are the drivers of 
global health

• Gender-transformative policies should be 
adopted that challenge the underlying 
causes of gender inequities workforce 
policies to date have tried to place 
women into inequitable systems

• The focus of research in the global health 
and social care workforce should be 
shifted towards low- and middle-income 
countries and apply a broader gender 
lens as well as including the entire health 
and social care workforce
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Tracey	Bignall,	Senior	Policy	and	Practice	Officer	at	the	
Race Equality Foundation, discusses racial disparities 

within maternal healthcare. 

Championing racial equality 
in maternal care

I
n 2020, MBRRACE UK found that black 
women are four times more likely to 
die in childbirth than white women. 
This statistic has hardly changed from 

that of past reports. “There is consistent 
evidence that women with ethnic minority 
backgrounds are suffering from poor 
maternal health. Local and national data 
says the same thing every time.” 

MBRACE UK runs reports every two 
years, and the last reports identify poor 
experience primarily for black and Asian 
women. Tracey says “Asian women are 
twice as likely to die during the maternity 
period, but the report doesn’t necessarily 
identify why this is happening.” There are 
high levels of mortality among women 
born abroad, especially in countries with 
a high black or Asian population, such as 
Pakistan and Nigeria. 

What is more, findings 
published in the British 
Medical Journal by 
Professor Marian Knight 
highlighted that  
50 per cent of 
pregnant women 
admitted with 
Covid-19 during 
the first wave of the 
pandemic were from 
BAME communities. 
This has led to further 
outcries surrounding what 
needs to be done to tackle the 
poor health outcomes of BAME 
women. 

STRUCTURAL RACISM 

IS EMBEDDED WITHIN 

MATERNITY SERVICES

Racial stereotypes present 
a huge problem when 
dealing with pain 
management. “There 
is this perception 
that black women 
have higher pain 
thresholds,” 
Tracey argues.  
 

R A C I A L  D I S P A R I T I E S
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“Racial stereotypes around black 
women being strong are ingrained. In 
the same way, there is a perception 
around South East Asian women that 
there will be an extended family ready 
to shoulder the burden of having a 
child.” 

Despite having access to one of the 
best maternal healthcare systems in 
the world, “there are numerous stories 
of black women being ignored when 
asking for pain relief, because the 
assumption is that the pain is not as 
severe as what is being suggested.” 
Poor and traumatic experiences are the 
result. 

Tracey says that BAME women often 
feel disrespected, not listened to and 
in some cases, simply ignored when 
giving birth. 

Intersectional links are also 
important. Due to structural racism, 
women from ethnic minority 
backgrounds are more likely to live in 
areas of deprivation, making quality 
maternity services even more crucial. 
“I would argue when you are providing 
a service, you have to look at the wider 
inequalities. Whether that is the case 
with maternity care is questionable.”

Access is a problem. “Many women 
have difficulty accessing services. For 
ethnic minorities such as Roma or 
Traveller women, receiving continuous 
care is difficult.”

Shockingly, Tracey says “some 
women are even refused maternity 
services because they have been 
unable to register with a GP due to 
immigration status.” There are issues 
around women from ethnic minority 
backgrounds not attending ante-
natal clinics early enough. “But, when 
you have a poor experience with any 
healthcare professional you would be 
reluctant to engage again.”

Communication is also an issue. “We 
have done work in the past to ensure 
women know they have choices when 
it comes to the birth of their child. 
Speaking to Somali women or Albanian 
women, very few are actually aware 
that there was a choice at all. It is about 
how messages are filtered down.” 

One in 10 British people do not speak 
English as a first language. Despite 
the NHS commitments to provide 
necessary medical information in 
different languages, maternity language 
support interpreters are scant. “It 

should be a matter of course for women 
who need them. For women whose 
grasp of English is poor, how can we be 
confident that these women are really 
understanding what is being said so they 
can make informed choices?”

CIVIL MOVEMENTS: WOMEN 

SUPPORTING EACH OTHER

Poor experiences across the board have 
created a civil movement. “Women 
themselves really want to do something 
about this. Movements have been set up. 
There is more media coverage of black 
women supporting other black women, 
through their maternity period.”
FIVEXMORE is an example of such a 
movement. Launched in response to 
high mortality rates, the campaign is 
calling on those in power to change the 
outcomes of black women.  

“It’s shocking that these organisations 
have to exist because the health sector 
and the NHS isn’t responding quickly 
enough to address these disparities. 
Grassroots organisations cannot make 
the structural changes needed.”

In April 2020, The Race Equality 
Foundation ran an event in partnership 
with Maternity Action, a charity aimed at 
improving maternity care and outcomes 
for women. Covering issues around 
employment, the event exposed how 
many BAME women find it difficult to 
attend appointments, being on zero-
hour contracts or working in shift jobs. 

“A day later, Care Quality Commission 
(CQC) released its annual State of Care 
report. We highlighted to them the 
need to assess some of the actions 
that should already be in place and 
how the Commission is addressing the 

disproportionality in terms of black 
women’s maternity experiences.” 

WHAT IS BEING DONE BEYOND A 

GRASSROOTS LEVEL? 

The NHS has been criticised in the past 
for treating equality within healthcare 
provision as a box-ticking exercise. Are 
systems in place to reverse the trend? 

“More needs to be done, definitely. 
Otherwise, we would not be in a 
position where black women are dying 
more than their white counterparts” 
Tracey says, “overall, pregnancy and 
maternity in the UK is at a really good 
level. We don’t expect everyone to be 
satisfied all the time, but generally 
black women have a really poor 
service.” 

The NHS Long Term Plan makes a 
commitment to achieving race equality, 
“but at some level there needs to be a 
facility where women themselves are 
listened to. Co-producing services is the 
key,” Tracey suggests. 

Maternity Voices Partnership is an 
NHS working group aimed at ensuring 
women, midwives and commissioners 
work together to improve maternity 
experiences. “It is questionable how 
many women from ethnic minority 
backgrounds are involved, which 
prompts the question: are the right 
voices being heard?”

Much more must be done to 
ensure the ‘four times more’ statistic 
decreases. However, it is clear our 
ability to decrease it will only begin 
when we begin valuing the lived 
experiences of ethnic minority mothers, 
and the vital wisdom they can bring in 
ensuring maternal care is fair for all. 

“More needs to be 
done, definitely. 
Otherwise, we would 
not be in a position 
where black women 
are dying more 
than their white 
counterparts” –  Tracey 

Bignall,	Senior	Policy	and	
Practice	Officer	at	the	
Race Equality Foundation
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A
ddressing racial disparities in 
women’s healthcare requires 
active allyship if real and 
meaningful change is to be 

made. Under the leadership of Ashley Diaz-
Granados, Eli Lilly & Company is one such 
organisation putting diversity and allyship 
at its core, increasing diversity within the 
pharmaceutical industry and tackling 
gender biases within clinical trials.   

The pharmaceutical industry employs 
nearly 70,000 people in the UK. How does 
Ashley ensure her workforce is as diverse as 
possible? 

“To further diversity, you must have buy 
in at the most senior levels: those leaders 
need to understand and believe that it is 
important.”

While talking about diversity is important, 
the doing is crucial. “It can’t just be a 
discussion. You’ve got to put numbers 

on the board and that requires a very 
intentional approach across a lot of 
fundamentals. Once you put the systems 
and processes in place behind it, you 
measure that progress – again and again 
and again.”

Lilly is passionate about increasing gender 
equity. “Because we are a pharmaceutical 
company, we have a discipline in marketing: 
understanding and mapping the patient’s 
journey so that we can create new and 
innovative medicines that cater to the 
patient’s needs.” Lilly decided to adopt this 
approach for every single female employee 
to understand how female identity shapes 
and impacts their work and how it could 
empower, develop, and support more 
women to rise through the ranks. 

In 2015, ‘The Women’s Employee Journey’ 
was launched. “We gained this huge bank 
of data and research that showed us all the 

barriers that women face at different levels, 
through ethnic and racial lenses.”

The resulting data gave Lilly deep insight 
into the lived experiences of women 
working at all levels of the company. 
“The macro-inequities are obvious. But 
this system helped us identity the micro-
inequities. Acknowledging them as real is 
the only way to combat them.

“It has been a real journey and one that I 
am proud of because, in all honesty, I am a 
by-product of it,” Ashley says.

Research shows that traditionally within 
many large businesses, women take on 
support roles such as those within human 
resources and communications. However, 
Lilly is committed to ensuring gender 
diversity goes deeper than just having a 
50/50 split on the surface.  

“When I look around in my leadership 
team, the profit and loss (P&L) owners are 
all women. That is not the case with other 
pharmaceutical companies. Over the last 
few years I have seen more women rise to 
senior leadership roles such as Managing 
Directors, but when I look around the 
room at our industry meetings there 
are still too few women, and even less 
diversity.”

When it comes to health, the issues of racial and gender disparities are 

intrinsically linked. Addressing these issues requires an intersectional 

reform approach. Ashley Diaz-Granados is one leader adopting this path 

in the pharmaceutical industry.

Gender, diversity and health
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“To further diversity, 
you must have buy in at 
the most senior levels: 
those leaders need to 
understand and believe 
that it is important” 
– Ashley Diaz-Granados 

President & General Manager, 

Lilly UK, Ireland, and Northern 

European	Hub	at	Eli	Lilly	and	
Company

There is still much more work to be 
done. While acknowledging the success 
in implementing a world-class diversity 
agenda, Ashley feels it is important to 
acknowledge that the women at General 
Manager level “are not minority women – 
they are all white. So what is good for one, is 
not good for all.”

ALLYSHIP

The intersectional nature of racial and 
gender oppression means that allyship has 
become an increasingly important concept 
when talking social justice. This refers to the 
process of emphasising social justice and 
equity by members of a dominant group to 
advance the interests of a targeted group. 
What does allyship in the pharmaceutical 
industry look like? 

“It starts with everything from offering 
employee resource groups, that are safe 
places for minorities, to consciously 
recruiting and developing talent.” 

Ashley refers to the data gathered from 
internal research as “moments of truth” – 
revelations from employees that serve as 
catalyst for change. “One of these moments 
of truth centred around visible leadership. 

If there is little racial and ethnic diversity 
within leadership, employees felt as though 
they will never be able to make it.”

Aspirational quotas are also important, 
says Ashley. “We take the diversity of the 
working population of the UK, Ireland, 
Sweden, Denmark and Finland and we aim 
to mirror that in our workforce.”

In order to challenge these biases, Lilly 
canvasses all of its third-party companies to 
ensure there are no black-owned companies 
in the UK they could be working with 
instead. “We also insist recruiting agencies 
provide us with minority candidates before 
we conduct any interviews at all. We ensure 
all our interviewing panels are racially and 
gender diverse – so we are accountable for 
each other’s unconscious bias.” 

Allyship isn’t just the right thing to do – it 
makes business sense. “That’s why I find 
it so interesting that it isn’t intentional 
everywhere. When you are in a situation 
where you are responsible for ensuring 
people work at their best, if factors aren’t in 
place to enable that, people won’t perform 
as well.”

DIVERSITY WITHIN THE DATA 

A big theme within Public Policy Project’s 
women’s health State of the Nation project 
centres around challenging gender and 
racial biases within health research and 
health data. If clinical trials do not reflect 
the diversity of the populations they seek 
to serve, it is not possible for medications 
and treatment to adequately attend to the 
medical needs of all. 

“The UK faces a unique opportunity in this 
area. The first is that there is a huge amount 
of diversity sitting on this island and we 
have to take advantage of that. We need to 
talk more about it and be proud of it.” The 
second opportunity identified by Ashley 
involves Brexit. “The Government is very 
much concerned with getting investment 
into the UK and clinical trials provide a great 
opportunity for this.” Ensuring the UK can 
have more clinical trials in a post-Covid 
world where the health sector at large 
is more aware of racial disparities is an 
opportunity. 

“I know it will take a bit of coordination 
and work across groups, but there are ways 
of doing it, increasing accessibility across 
trials sites would be a start.” There are 
certain regions in the UK, such as London, 
where clinical trials happen regularly. 
However, bringing in other demographics 
by locating trials in different areas is key. 

“We can leverage the virtual technology that 
Covid-19 has enabled and streamline the 
way these processes take place to ensure 
maximum and diverse participation.” 

Again, Ashley argues that understanding 
the lived experiences of women is crucial 
to gender diverse trials. “What are the roles 
that women are playing in our society, what 
are the lifestyles we need to accommodate? 
It might involve paying for childcare 
so women can participate or financial 
incentives.”

While it is clear that gender and 
racial disparities are present within the 
pharmaceutical industry, Lilly is disrupting 
that narrative. With more and more of the 
industry following suit, ensuring women 
of all ethnicities live healthy lives is both 
possible and necessary. 

MORE INFORMATION

www.lilly.com
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T
he past year has seen a 
resurgence of activism around 
issues of social justice, including 
how gender and race intersect 

to cause multiple layers of oppression. A 
session at the recent PPP International 
Women’s Day conference sought to 
challenge the unacceptable disparities that 
exist in women’s healthcare for women 
from ethnic minority backgrounds. Chaired 
by Dr Christine Ekechi, Co-Chair of the Race 
Equality Taskforce at the Royal College of 
Obstetricians and Gynaecologists (RCOG), 
the conversation began by drawing 
attention to existing data, demonstrating 
these inequalities. However, Christine 
highlighted that the larger problem around 
data and racial disparities is the distinct 
lack of it: “we have a huge data gap and we 
need to fill it.” 

Tracey Bignall, Senior Policy Officer at 
the Race Equality Foundation, focused on 
the issue of maternal mortality, explicating 
some of the reasons behind the poorer 
outcomes experienced by ethnic minority 
mothers. Outlining the fact that childbirth 
and maternal health is good across the 
UK, Tracey explored the shocking statistic 
that black women are four times more 
likely to die in childbirth than their white 
counterparts. While these statistics are 
important, the causes of them remain 
unclear. Tracey explained: “it is consistently 
highlighted that more research must be 
done. The research needs more research.” 

A key message running throughout the 
panel centred on praxis: talking about racial 
disparities is important, but what we do 
about them is key. At a national level, the 
NHS Long Term Plan has made significant 
commitments towards addressing racial 
disparities within women’s healthcare; by 
2024, 75 per cent of women from ethnic 

care sector. However, Nadia suggested that 
“the global mismatch between the supply 
and demand is both a cause for concern 
and a potential opportunity.” 

Referencing the title of the WHO’s 2019 
report on gender equity within the global 
health and social care workforce, Nadia 
stated: “women have been delivering global 
health, while men lead it.” She further 
outlined how gender inequality within the 
workforce weakens health systems: 69 
percent of global health organisations are 
headed by men while only 20 percent of 
global health systems have gender parity. 
Citing her work with doctHERs, a digital 
health platform that connects female 
doctors with underserved patients across 
Pakistan, Nadia highlighted how 50,000 
female doctors in Pakistan are excluded 
from the workforce. Innovative solutions 
that utilise technology must be prioritised 
when addressing health disparities in 
the developing world, to ensure these 
communities are not left behind further. 
“The rights, inclusion and representation 
of women should be at the centre of any 
modern healthcare delivery system,” she 
affirmed.

Another key takeaway from the panel 
focused on representation at senior 
management level within the health sector 
to reflect the diversity of the population 
being served. Dr Ekechi said that while 
diversity within the lower ranks of the NHS 
was good, only 7.3 per cent of senior staff 
are from an ethnic background. Likewise, Dr 
Bukhari emphasised that “visibility must go 
beyond tokenistic gestures.” 

backgrounds must have continuity of 
care within their maternity experience. 
Tracy stressed that, “We know that system 
change takes a while – and for women – 
that may be too long.” As such, she also 
recognised the work being done at a 
grassroots level by women to empower 
one another. 

Dr Nadia Bukhari, pharmacist, Associate 
Professor at UCL and Chief Pharmacist 
at doctHERs (a marketplace that 
promotes financial inclusion for women 
in healthcare), drew attention to racial 
disparities within the health and social care 
sector. Nadia noted the fact that, by 2030, 
changing demographics for global health 
means that there will be a shortfall of 18 
million jobs within the health and social 

Public Policy Projects (PPP) is driving 

the discussion around correcting 

disparities and improving outcomes 

in women’s healthcare.

International 
Women’s Day 
2021: racial 
disparities 
in women’s 
healthcare

Panel discussion: 
Chair: Dr Christine Ekechi,  

Co-Chair, Race Equality Task Force, 

Royal College of Obstetricians and 

Gynaecologists

Tracey Bignall, Senior Policy Officer, 
Race Equality Foundation

Dr Nadia Bukhari, Associate Professor, 
University College London

Dr Hina Shahid, GP and Chair, Muslim 
Doctors Association

Ashley Diaz-Granados, President and 
General Manager, Lilly UK Ireland and 
Northern European Hub
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Dr Hina Shahid, GP and Chair of the 
Muslim Doctors Association explained the 
importance of intersectionality, “we cannot 
have a discussion about racialised health 
disparities without talking about racism.”  
Hina stressed the fact that ethnic minority 
groups are not homogenous and that 
gender, ethnicity and religion all intersect to 
form multiple layers of oppression. She also 
argued for the importance of considering 
the social determinants of health when 
making decisions. “The conditions in 

which people live, work and play influence 
health outcomes more than anything 
else.” Referencing her own experience as a 
Muslim woman of colour,  Hina  described 
the ‘triple penalty’; being female, from a 
ethnic minority background and visibly 
Muslim makes these women the most 
disadvantaged in the work force. 

Finally, Ashley Diaz-Granados, President 
and General Manager of the Lilly UK, 
Ireland and Northern European Hub, spoke 
about the importance of allyship and 

encouraging diversity within the dataset for 
pharmaceutical companies. Sharing how 
her own experience of white privilege has 
shaped her career in the healthcare industry, 
Ashley argued that allyship is crucial to 
creating meaningful change. Addressing 
racial disparities in health research and 
development starts with the pharmaceutical 
industry and Ashley explored some of the 
ways this can be done. “Everyone within 
an organisation must understand their 
own biases and be comfortable engaging 
in conversations about race, privilege and 
gender. Without such work, meaningful 
change isn’t possible,” she explained. Just 
as the industry has broken major barriers to 
produce a Covid-19 vaccine in record time, 
Ashley finished by challenging “the industry 
to keep up this momentum to battle the 
twin epidemics of racism and gender 
inequity.”

The panel concluded with a lively Q&A 
session focusing on how Covid-19 has 
lifted the lid on inequalities that previously 
remained hidden and whether this will 
bring lasting change. Overall, the panel 
raised important issues surrounding 
research, data and praxis. As Dr Christine 
Ekechi expressed, “it is with collective 
effort that we can begin to reverse racial 
disparities in women’s health.”

MORE INFORMATION

www.lilly.com
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R
eproductive health policies 
have far-reaching implications 
for the journey towards gender 
equality. From the provision of 

sanitary products affecting the school 

attendance of young girls, the accessibility 
of contraception to prevent unplanned 
pregnancies, and the choice to safely end 
an unwanted pregnancy – reproductive 
health policies have the power to 

significantly impact the trajectory of an 
individual’s life. This impacts women 
throughout the life course, from early years 
to couples accessing fertility treatment and 
individuals receiving menopause support. 

PERIOD POVERTY

In a bid to end period poverty, several 
countries have implemented policies to 
expand the provision of sanitary products. 
In November 2020, Scotland became 

Rt	Hon	Amber	Rudd,	former	Minister	for	Women	and	Equalities,	on	where	
the priorities should lie for reproductive healthcare reform.

Turning the spotlight on 
reproductive health policy
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the first country in the world to make 
period products free for all. In early 
2021, New Zealand announced plans to 
make sanitary products freely available 
in schools from June. In England, free 
period products have been readily 
available in schools since January 2020. 
However, Amber is “yet to be persuaded” 
of the need to expand the provision of 
free period products to the wider public. 

“The big issue about period poverty is 
whether it is stopping us learning,” says 
the former Minister. “I think addressing it 
in school is a good way to get to the heart 
of it”. For Amber, the business of making 
period products universal is problematic 
because not everybody needs free access. 
Rather, an approach to establish how this 
latest step develops and whether there 
remains hard evidence of period poverty 
should be taken. Scotland represents 
a good indication of whether it is really 
going to be necessary for England. 
While she does not rule it out, Amber 
acknowledges that “the Government only 
has so much money,” and that we should 
be careful in establishing how this is best 
spent. 

EMERGENCY ABORTION 

LEGISLATION

Emergency abortion legislation enacted 
during the first wave of the Covid-19 
pandemic allowed women to take 
both the first and second early medical 
abortion pills at home following a 
telephone consultation, significantly 
improving access to reproductive 
healthcare. When asked if this legislation 
should become the ‘new normal’, Amber 
agreed with one added proviso: “I’d like 
to see the evidence of how successful it 
has been during the pandemic.” In terms 
of that success, Amber asks if there have 
been any adverse consequences and 
whether the familiar concerns around 
easier access to abortion hold ground, “or 
whether women have been able to ‘think 
for themselves,’ access abortion and are 
using the support they need sensitively 
and sensibly.” 

Amber expresses apprehension about 
changing the existing abortion legislation. 
“I think that abortion legislation in the 
UK works well… you should be careful 

about tampering with them because of 
unintended consequences to women who 
may be in difficult situations.” For the 
former Minister, there is a concern about 
whether abortions via telemedicine can 
effectively address the safeguarding needs 
of individuals who may be vulnerable 
to coercion. However, “if we can show 
evidence that access to the pills that 
we had during the pandemic has been 
effective, then I would propose moving 
to that permanently… You have to trust 
women to be able to be masters of their 
own bodies”.

DATA AND RESEARCH

There is a clear need to improve data 
collection on women’s health. The more 
women that are studied, the more we 
can find out about female specific health 
issues. Unfortunately, because of the 
hormonal changes that occur throughout 
the menstrual cycle, women are more 
difficult to study than men. This fact has 
historically discouraged scientific research 
on women. In 2019, Caroline Criado Perez 
published ‘Invisible Women’, explaining in 
detail the acute severity of this problem. 

As it stands, the majority of medical 
treatment is based on research conducted 
on men, the underlying assumption being 
that women will respond similarly. “It’s a 
problem across all of women’s health”, says 
Amber. “It is incredibly important to have 
disaggregated data collection where we 
can so that women can have studies and 
medicines based on actual facts”. 

Amber argues that introducing checks 
and balances to ensure that researchers 
are using disaggregated data collection 
should not need a legislative basis. “We’re 
already seeing a change, but it does rely 
on people like myself and others saying, 
“What have you done about making sure 
women are included in that data and 
research?” 

WOMEN IN LEADERSHIP

The importance of readily available birth 
control to the feminist movement is well 
documented. It has been argued that this 
has led to a reluctance both in the scientific 
community to research birth control and in 
the political community to highlight these 

issues, for fear of a political backlash. 
“I do think that there is a political 
squeamishness talking about women’s 
bodies, but I think that has increasingly 
gone.” says Amber. “People are now 
talking about menstrual cycles. They’re 
talking about the menopause. When I 
entered Parliament, we started talking 
about FGM for the first time.” 

For the former Minister, this trend will 
only continue as we see more women 
in leadership roles. “Not until you have 
women in leadership roles do you have 
proper consideration of women’s issues,” 
she stressed. “In terms of changing policy, 
you need to have women at the top of 
government.”

FERTILITY TREATMENT 

In England, there exists somewhat of a 
postcode lottery in terms of access to 
IVF treatment. Whether a person can 
access NHS fertility treatment is entirely 
dependent on their GP’s postcode, with 
different regions offering differing levels 
of access, and some, none at all. “We 
can certainly do better than we do at 
the moment,” says Amber. “It is really 
disappointing when you hear about it 
being practically unavailable in some 
areas”. 

What will it take to move towards a 
more consistent level of access across 
the country? Improving access to NHS 
fertility treatment will, unsurprisingly, 
require more investment. “The trouble 
is, with expenditure on the NHS, it also 
needs public support. We need women 
to speak out and say why they think it’s 
unreasonable as it is, and why we need to 
make choices to make it fairer… It’s about 
it being a priority for the NHS and then 
somebody driving through the changes to 
raise standards.” 

MOVING FORWARD 

There is clearly much work to be done 
in reproductive healthcare reform. 
Expanding the provision of period 
products, improving reproductive 
choice and increasing data collection 
on women’s health issues all need to 
take greater focus in the months and 
years ahead. However, as Amber made 
abundantly clear, our capacity to improve 
reproductive health policy will only 
increase as more women in leadership 
spotlight such issues. 

“You have to trust women to be able to be masters of their own 
bodies”  –		Rt	Hon	Amber	Rudd,	Deputy	Chair,	Public	Policy	Projects
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F
emtech, or female technology, 
has been considered a niche part 
of the health technology sector 
since the term was coined in 2016 

by Ida Tin, the founder of the period and 
fertility tracking app Clue. Femtech is 
comprised of services, products and 
software geared specifically towards 
women’s health. The most common 
examples of femtech include period 
and fertility tracking apps, such as 
Clue and Flo, pelvic floor trainers, such 
as Elvie, and Thinx, which sells underwear 
specially designed for menstruation. 

Women’s health issues 
lack proportional representation and in 
many cases are considered 
a taboo subject. This may 
explain why femtech is still 
a comparatively underfunded industry, 
accounting for only 1.4 per cent of 
aggregated capital that flows into the 
global healthcare industry, according to 
Global Femtech Market Analysis. However, 
the market is steadily growing and, 
according to a report by Emergen research, 
is expected to reach $60.01 billion USD 
globally by 2027. 

The potential of femtech lies in 
more than just profits. The increasing 
number of solutions coming from the 
industry can help to target women’s 
health problems that are often overlooked 
and under prioritised. There is a growing 
opportunity for the NHS to utilise the 
services, products and software being 
developed by the femtech industry for 
women-specific health issues.  

The NHS is already working with 
several femtech companies, including 
Peppy Health and Elvie. Healthy.io is 
one femtech company that also became 
a global NHS partner in September 
2020. Healthy.io provides urinary tract 
infection (UTI) detection in many parts of 
the UK, using urine sample kits, testing 

last year. Over the course of the pandemic, 
approximately 350,000 fewer people 
were referred than average in the UK for 
suspected cancer symptoms. The NHS 
Long Term Plan has committed to the goal 
that, by 2028, three in four cancers will 
be diagnosed at an early stage. To reach 
this target, the NHS must embrace new 
methods for earlier cancer detection, 
meaning that femtech may have the 
potential to save lives. 

There have been several 
promising femtech developments in 

strips, computer vision and artificial 
intelligence to diagnose women in the 
comfort of their own home. This further 
benefits the NHS workforce, saving GP’s 
time and the NHS money. 

ONCOLOGY SOLUTIONS 

With the Covid-19 pandemic 
causing disruption to cancer services, 
such as delays in tests and treatments and 
the halting of clinical trials, thousands 
of people have gone undiagnosed in the 

Innovative solutions present new 

ways to address women’s health 

and opportunities to improve wider 

population health.

Femtech and the 
NHS: evolving 
oncology 
pathways 
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oncology, particularly within breast and 
cervical cancer screening. Kheiron has 
created a breast cancer screening 
solution, called a Mammography 
Intelligent Assessment. The company 
was one of the winners of the first UK 
Government AI in Health and Care 
Awards and is currently partnered with 
Leeds Teaching Hospitals NHS Trust.  

Kheiron aims to detect breast cancer 
early and improve patient outcomes, 
stating: “Our mission is to help 
radiologists detect breast cancer earlier 

using deep learning.” Their breast 
cancer screening solution works by 
finding malignancies in mammograms, 
using novel deep learning methods and 
radiology insights. This incorporates a 
‘case-wise recall suggestion’, meaning 
a decision is proposed for the entire 
case, as is conventionally done by an 
expert mammographer.  

According to the Clinical Radiology 
England Workforce 2019 summary 
report, the consultant radiologist 
workforce in England is under-
staffed by 35 per cent. As services 
return to their previous rates post-
pandemic, the workforce, will be met 
with a backlog of patients with no 
additional resources. Kheiron believes 
that machine learning can aid the 
workforce by “improving productivity 
and easing workloads.” 

GLOBAL POTENTIAL 

On a global scale, the first femtech 
solutions for cervical screening are 
beginning to emerge. According to 
the WHO, cervical cancer is the fourth 
most common cancer in women. It 
is also one of the most successfully 
treatable forms of cancer but must be 
detected early in order be managed 
effectively. Femtech may be able to 
provide solutions in the future to 
increase early detection rates and help 
to eliminate cervical cancer altogether. 

The Telv Aviv based femtech 
company, MobileODT, describes itself 
as, “the only company that brings 
the power of AI into cervical cancer 
screening, 
while supporting the World Health 
Organization strategic mission to 
eliminate cervical cancer by 2050.” 

MobileODT provides a digital 
solution for cervical examination and 
screening with their product, EVA. The 
‘VisualCheck’ uses clinical decision 
support technology which assess for 
normal and abnormal cervical findings.  

In January 2021, the company was 
awarded the US National Cancer 
Institute (NCI) small business innovation 
research authority grant to support 
the institutes’ goal of reducing suffering 
and death due to cancer. The grant 
was awarded to enable MobileODT to 
conduct a large-scale clinical trial to 
verify the efficacy of the VisualCheck AI 
technology. 

Miriam Cremer, Associate Professor 
of Obstetrics and Gynaecology from 
Cleveland Clinic, and one of the lead 
researchers on the trial, said: “AI has 
a lot of potential to revolutionise care 
for women worldwide. We are excited 
to test the technology and validate its 
accuracy and clinical feasibility.” 

FUTURE OF FEMTECH 

When defining new approaches to 
women-specific health issues, listening 
to women must be the highest priority. 
Placing women at the centre of the 
solution to their health problems 
will allow for a fuller understanding 
of how femtech can be utilised and 
to foresee any potential hurdles 
that might barrier its successful 
implementation. Femtech is a starting 
point from which women’s access to 
health information and advice can be 
improved, healthcare professionals can 
be more easily connected to female 
patients and women can be empowered 
to manage their own health and 
wellbeing. 

“There is growing 
opportunity for the 
NHS to utilise the 
services, products 
and software being 
developed by 
the femtech industry 
for women-specific 
health issues”  – Niamh 

Macdonald, Policy Analyst, 

Public Policy Projects
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E
ven though women make up over 
half of the population, health issues 
that disproportionately affect them 
are persistently seen as secondary 

to those more likely to impact men. This 
is especially true when it comes to sexual 
and reproductive health. “At the risk of 
oversimplifying, the reason why is sexism” 
says Louise. This, she says, has led to the 
continuous “trivialisation” of women’s health 
issues. 

“As soon as an issue is labelled as a 
women’s issue, it doesn’t matter how 
serious it is; there will be those who treat it 
as trivial,” says Louise. She points to the fact 
that even though access to contraception 
benefits men as well, it is all too often seen 
as a woman’s responsibility, and therefore 
becomes a women’s issue. It is a challenge 
for society to redesign the borders currently 
drawn between understandings of women’s 
health versus population health. Unless we 
do, louise says, issues that impact women 
will continue to get, in Louise’s mind, 
“pushed to one side”. So, what can be done 
to address this imbalance?

“Firstly, there is a common assumption 
that contraception is a women’s 
responsibility – that must be addressed,” 
says Louise. This is because “of the way we 
are encouraged to think more generally 
about men, women, power, sex, and 
consequences,” she continues. 

THIS IMPACTS ALL WOMEN

In addressing sexual and 
reproductive health issues, it is 
important to keep in mind that such 
discussions begin from a young 
age. “Good, inclusive sex education 
is important for all young people. 
It’s especially important to make 
sure we talk to boys about things like 
contraception and consent as well as 
girls, as they are often encouraged to 
feel as if it isn’t their problem.” 

Louise insists that societal change is 
required, with education lying at the core 
of the issue. An inquiry by the Women and 
Equalities Select Committee, conducted in 

2016, found that 59 per 
cent of girls and young 
women aged 13–21 
had experienced 
sexual harassment at 
school or college, and 
that almost a third of 
16–18-year-old girls have 
experienced unwanted 
sexual touching at school. 

In Louise’s mind “honest 
conversations” about 
contraception and women’s health 

Louise	McCudden,	Advocacy	and	Public	Affairs	
Advisor	at	MSI	Reproductive	Choices,	speaks	to	
Public Policy Projects (PPP).

We must stop trivialising 
women’s health 
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“As soon as an issue is labelled as 
a women’s issue, it doesn’t matter 
how serious it is; there will be those 
who treat it as trivial” – Louise 

McCudden,	Advocacy	and	Public	Affairs	
Advisor		at	MSI	Reproductive	Choices

issues are not always happening. 
It is evident from a young age 
that sexism lies at the heart of 
many of the adopted disparities 
in tackling health issues which 

predominately impact women. 
Louise highlights the power 

and value of education, expressing 
the need for “all young people” to be 

provided with “clear information about 
contraception”. Furthermore, “they should 
also be encouraged to talk to each other 
openly about sex and contraception, with 

good quality, inclusive sex education. 
Schools should not only be 

teaching young people about 
reproductive health, but 

also about consent, 
gender equality, and 

how to recognise 
and deal with 
sexual abuse.” 

 
 
 
 

 

SYSTEMIC REFORM NEEDED

“It would be useful to have greater clarity 
around where accountability sits for women’s 
health within the whole health and care 
system,” says Louise. She highlights that, “one 
of the difficulties is that a lot of the issues 
which disproportionately impact women are 
interconnected, yet because of the way the 
health and care service is fragmented, they 
are all too often addressed in isolation.” 

Currently, the healthcare system does not 
integrate care pathways concerning women’s 
health. Too often, Louise says, “abortion is 
looked at separately from contraception; 
from mental health;  from maternity, 
menopause or menstruation.” Such an 
approach, Louise suggests “leads to women 
feeling that they are bounced around a 
system which has not been designed to meet 
their needs.” 

Speaking of the aims of the work 
conducted the by Reproductive Choices, 
Louise identifies her desire “to see a 
dedicated lead for women’s health within 
each Integrated Care System.” However, in 
doing so, it is important to remember that 
“the idea of separating these issues out as 
“women’s health” can be tricky to get right, 
not least because not every woman will 
experience all these issues, and not everyone 
impacted by all these health issues is a 
woman.”  

“However, for an awful lot of women, the 
current care pathway for many health issues 
they experience simply doesn’t make any 
sense. At least greater clarity about who is 
responsible for that pathway would be a 
good first step in putting that right.” 

WHAT NEXT?

There is no quick fix to these issues. 
Nonetheless, MSI Reproductive Choices UK 
website is a great place to start. Useful for 
men and women alike, they have a whole 
section dedicated to contraception, as well 
as an online counsellor tool called CHOICE 
which helps you choose the right method for 
your clinical or lifestyle needs.

International Women’s Day Conference 2021   |   29

Anna Dickinson



R
eproductive choice is about far more 
than the freedom to safely end an 
unwanted pregnancy. It is an issue 
of autonomy. It’s about trusting 

women to make the choices surrounding 
reproductive health that are right for them 
– from the contraception they use to avoid 
pregnancy, all the way through to how they 
decide to feed their new-born baby.

ABORTIONS VIA TELEMEDICINE

With the passing of emergency abortion 
legislation that allowed women to have 
abortions via telemedicine, the first wave 
of the pandemic represented a pivotal 
moment in the history of reproductive 
choice in the UK. In practice, this new 
legislation allows women to take both the 
first and second early medical abortion pills 
in the comfort of their own home, following 
a telephone consultation with a doctor. For 
Clare, “it’s a shame it’s taken a pandemic to 
achieve this. Even outside of a pandemic, 
we have long known that there are whole 
groups of women who really struggle 
to access in-clinic care.” The previous 
requirement for an in-clinic consultation for 
some women represented “a real barrier to 
care,” she explained. 

From childcare responsibilities to working 
commitments, particularly for women in 
more precarious employment contracts, 
the requirement to attend a clinic can mean 
the loss of a day’s wages. For women in 
very difficult circumstances, such as those 
in coercive relationships, the requirement 
to attend a clinic can even be physically 
dangerous. 

Importantly, the Chief Executive of 
BPAS highlights that the introduction of 

abortions via telemedicine “does not 
necessarily mean the difference between 
accessing abortion and not accessing 
an abortion, but certainly the difference 
between accessing abortion at the earliest 
gestation possible.” While abortion is 
very safe, and considerably safer than 
carrying a pregnancy to term, the earlier an 
abortion can be performed, the better it is 
for a women’s health and wellbeing. This 
is particularly true for women who suffer 
from pregnancy related conditions like 
hyperemesis, or those who have existing 
comorbidities, that make continuing 
pregnancy particularly difficult. 

The emergency legislation has only 
been enacted on a temporary basis, until 
the Covid-19 crisis is over, meaning these 
changes are not yet scheduled to outlast 
the pandemic. Clare argued that it would 
be “a complete travesty” if this legislation 
was lost.

In the UK, abortion remains a criminal 
offence under the 1861 Offences against 
the Person Act unless it falls under the 
terms of the 1967 Abortion Act, whereby 

two doctors agree that the continuation 
of the pregnancy poses a greater threat 
to the woman than ending it. Before 
the pandemic, any woman who bought 
abortion medication online because 
she was unable to access in-clinic care 
was committing a crime under the 1861 
Offences Against the Person Act and 
was thus liable to life imprisonment. 
By legalising the use of home abortion 
medication for women who have had a 
consultation with a licensed clinician, the 
emergency legislation entirely removed 
the need for women to use unregulated 
providers. As such, Clare argued that if 
the Government was to withdraw such 
legislation they would “effectively be  
re-criminalising this group of women”. 

The evidence is overwhelmingly in 
favour of preserving the emergency 
legislation. During the pandemic, abortions 
via telemedicine have been found to be 
safe and effective. Indeed, a recent review 
from the World Health Organization (WHO) 
found that 94-96 per cent of abortions 
carried out via telemedicine were 

Charley	Hacquoil,	Policy	Analyst	at	
Public Policy Projects (PPP), spoke 

to Clare Murphy, Chief Executive 

of the British Pregnancy Advisory 

Service	(BPAS)	on	what	needs	to	be	
done to improve women’s access to 

reproductive choices. 

Removing 
unnecessary 
barriers to 
reproductive 
choice 
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“Improving women’s 
access to abortion is not 
controversial” –  Clare Murphy, 

Chief Executive, British Pregnancy 

Advisory	Service

completed, matching completion rates of 
clinic-based care. 

One of the major concerns surrounding 
this legislation has been whether a lack 
of in-person care can effectively address 
the safeguarding needs of vulnerable 
individuals. Although Clare agreed this 
was a very legitimate question to raise, 
she highlighted that BPAS has actually 
found that “a women’s ability to be in a 
private space, in the comfort and privacy 
of their home” had been more conducive 
to them divulging any concerns they 
have or issues they are experiencing 
at home. “For women in coercive 
relationships, for who getting to a clinic 
was often very difficult. This system 
protects them,” she explained. Clare 
added that, in instances when there are 
safeguarding concerns, the individual 
will always be asked to come into a 
clinic and BPAS will do everything to 
facilitate her ability to do so: “For all of us 
involved in reproductive healthcare, the 
balance is between not putting barriers 
in the way that are going to hinder that 

woman’s access to contraception, ending 
a pregnancy or the health services she 
needs, while at the same time making 
sure we identify and offer support to the 
women who need it.” 

Although this is not the ultimate 
priority, abortions via telemedicine are 
able to reduce costs to the NHS as the 
performance of early medical abortions 
reduces the need for surgical capacity. “In 
a sense, what you’ve got is the absolute 
holy grail of service that suits women’s 
needs better, while actually providing a 
much more affordable model,” explains 
the Chief Executive of BPAS. 

Regrettably, abortion remains a political 
issue subject to different considerations 
than other aspects of healthcare. 
However, Clare argues that there is a 
“disconnect between what politicians 
think is the public mood about abortion 
and where the public mood actually is. 
The overwhelming majority of us really 
support women’s access to abortion 
services. Improving women’s access to 
abortion is not controversial.” 
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A
s the debate continues on 
what must be done to reform 
reproductive healthcare,  
Rt Hon Amber Rudd, former 

Minister for Equalities, believes that there 
are two essential components needed to 
precipitate major change. The first is more 
women in government. “Representation 
leads to policy. Unless you have women 
really involved in representation, you’re 
not likely to get good policy properly 
considered for their health,” explains 
Amber. The second is data. We need more 
representative data sets, not simply data 
that is based on male groups and touted as 
relevant to women. 

The pandemic has resulted in big 
changes in how people are able to access 
contraception and abortion. As such, there 
is currently a large question mark over 

what will happen to these reproductive 
health policies once the pandemic is over. 
Amber hopes the pandemic “will mean an 

important step forward” in supporting 
women’s access to “good reproductive 
health support.” 

A POPULATION ISSUE 

Reproductive healthcare is about 
more than contraception. As Dr Sue 
Mann, Medical Expert in Reproductive 
Health at Public Health England (PHE) 
explained, “Reproductive health is 
everybody’s business. As service 
providers and policymakers, we need to 
speak to this and say there isn’t one size 
that fits all. 

“We need to be able to take account 
off all the different stages that women 
have in their life as they pass through 
the different ages,” argued Sue. “What 
a young woman needs and wants at 
the point when she starts her period 
or becomes sexually active, is going to 
be very different from a woman who’s 
moving into her menopause. But, each 
and every one of them is important.” 

There are vast inequalities in the 
opportunities different demographics 

The pandemic has underscored the long-term need for 

reform in reproductive healthcare.

Challenging inequalities in 
reproductive healthcare

Panel discussion: 
Chair: Rt Hon Amber Rudd, Deputy 

Chair, Climate and Energy Policy 

Board, Public Policy Projects

Dr Sue Mann, Medical Expert in 
Reproductive Health, Public Health 
England

Clare Murphy, Chief Executive, British 
Pregnancy Advisory Service

Megan Elliot, Vice President and Chief 
Operating Officer, MSI
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have to access reproductive health 
support. “We must do more for those 
who we find it difficult to serve well,” 
explained Sue. “We need to hear from 
those populations and make sure that 
what we provide absolutely reaches their 
needs.” Such inequalities have widened 
during the pandemic and “those who are 
least able to have their needs met were 
even more unable to get them met.” 

TRUSTING WOMEN 

Clare Murphy, Chief Executive at the 
British Pregnancy Advisory Service 
(BPAS), discussed how reproductive 
choice extends far beyond the use 
of contraception to avoid unwanted 
pregnancy and access to abortion. It 
includes “the choices a woman makes in 
pregnancy, around birth, how she feeds 
her baby and all the way through to 
accessing the care and evidence-based 
information she needs to make decisions 
in the menopause.” 

Emergency abortion legislation 
enacted during the first wave of 
pandemic allowed women to take early 
medical abortion pills at home, following 
a telephone consultation with a licensed 
clinician. While Clare celebrated this 
“revolutionary” change, she highlighted 
that “it’s a shame that it’s taken a 
pandemic to achieve something which 
we have long known would improve 
women’s access to this fundamental 
aspect of women’s health care.” One 
in three women will have an abortion 
in her lifetime. The earlier an abortion 
can be performed, the better it is for 
women’s physical and mental health. 
By improving accessibility and reducing 
waiting times, this new legislation allows 
reproductive health services to engage 
with more women within the earlier 
gestation period. As the Government 
consults on whether or not to enshrine 
this into legislation permanently, the 
Chief Executive of BPAS argued that this 
legislation must absolutely remain post-
pandemic. 

“Trusting women is something 
which we need to see across the 
reproductive spectrum,” argued Clare. 
Current frameworks demonstrate a 
reluctance to trust women to make 
decisions for themselves, particularly 
in the way a “women’s ability to make 
her own decisions in pregnancy gets 
policed,” explains Clare. For instance, 

we undertake monoxide testing to 
objectively test whether a woman is 
smoking during pregnancy, rather 
than taking her word at face value. 
“We don’t apply that to any other field 
of healthcare...undermining the trust 
between a woman and her health care 
provider is a problem,” she argued. 

“We are very good at growing 
services around what we think women 
need and what’s appropriate for them. 
But, we’re not always very good at 
listening to women’s own voices and 
perspectives about what matters to 
them,” she explained.

A SELF-CARE REVOLUTION

When it comes to providing women 
with reproductive choice, Marie 
Stopes International (MSI) “trust in 
women to make the right decisions for 
themselves,” explained Megan Elliott, 

Vice President and Chief Operating 
Officer at MSI. Trusting women means 
investing in listening to women, 
particularly those “who are likely to be 
at risk of stigma or exclusion.” 

For Megan, “Sexual and reproductive 
health is foundational to gender 
equality. Equitable access to safe, 
affordable and quality reproductive 
healthcare is essential for gender 
equality.” 

Finding innovative, low-cost 
solutions that put women in charge 
of their sexual and reproductive 
healthcare is crucial. 230 million 
women worldwide want to access 
contraception but cannot do so. As 
a result, 35 million women each year 
make the agonising decision to resort 
to an unsafe abortion. 

Despite these tragic statistics, 
Megan argued “that difficult times can 
always be opportunities for positive 
change.” National lockdowns, restricted 
movement, a lack of information about 
services, supply chain disruptions 
and an overwhelmed health system 
significantly impacted women’s access 
to reproductive care.

However, the pandemic has 
presented an opportunity for a ‘self-
care revolution.” The UK implemented 
solutions for self-care for both 
medical abortion and emergency 
contraception. “We’ve proven that this 
works for women and it works for the 
health care system,” explained Megan. 
“In our study of over 52,000 women, 
only 0.02 per cent of cases resulted in 
serious complications requiring further 
medical intervention after a medical 
abortion given with the support of 
telemedicine. We have less than 5 per 
cent failure rate. Even more exciting is 
that 98 per cent of clients reported that 
their experience was ‘good’ or ‘very 
good’. So, we were meeting the needs 
of women as well as being clinically 
safe.”

Megan also called for the UK 
Government to remove unnecessary 
legal barriers that prevent access, 
such as the requirement for multiple 
doctors’ signatures to authorise an 
abortion. “I want us to remember 
that the legal status of abortion has 
no effect on a woman’s need for an 
abortion. It only dramatically increases 
her risk of an unsafe abortion,” she 
concluded.

“The legal status of 
abortion has no effect on 
a woman’s need for an 
abortion”  
–  Megan Elliot, Vice 

President and Chief 

Operating	Officer,	MSI
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W
omen are not in control 
of their own reproductive 
health. This is the problem 
our project identifies as the 

central issue facing women globally in 2021. 
The fact that women face stigmatisation in 
accessing treatments that are not readily 
available given is an issue that requires 
urgent attention if we take seriously the 
vision of a gender-equal world. 

The women’s health problems raised 
during PPP’s International Women’s 
Day (IWD) conference cannot be fixed 
overnight – but airing the issues is a good 
place to start. The IWD event feeds into a 
much larger piece of work which PPP is 
undertaking on women’s health.

Gender biases permeate every aspect of 
society, yet the stakes are much higher in 
healthcare. Globally, women are diagnosed 
later than men in more than 700 diseases. 

Around 50,000 women die each year due 
to unsafe abortions and/or lack of access 
to abortion services and six women are 
killed every hour by men around the world. 
Cultural expectations, roles of socialisation 
and a system largely designed by and 
for men contribute to the problem that 
gender bias impacts the quality and nature 
of treatment women receive. Pain is not 
an accepted facet of being a woman, 
but a medical problem to be clinically 
dealt with. While in parts of the world 
contraception and abortion are accessible, 
systems infantilise women, deeming them 
not capable of looking after their own 
reproductive health without the State 
interfering at every stage. Whether that is 
by demanding attendance at a clinic to 
obtain contraception or through insisting 
that women are assessed for psychiatric 
illness if they request a termination of 
pregnancy.

PPP has identified two specific areas as 
needing international priority: reproductive 
health and women’s cancer, both are 
interlinked. Of course, it is not appropriate 
to collectively address women as a single 
identity when addressing the problems 
within these two areas. The reproductive 
challenges faced by a white woman, in the 
UK are vastly different, for example, to her 
Punjabi counterpart in Pakistan. Equally, 
the challenge of cervical cancer for women 
in China is different to the one faced by 
women in Germany. However, the need 
to ensure contextualised and appropriate 

healthcare is provided is applicable to 
women everywhere. 

To ensure this report produces 
recommendations that are focused and 
specific, it will consistently evaluate the 
central areas within reproductive health and 
women’s cancers through the lens of data, 
research and policy. This three-pronged 
approach has been identified as essential 
to ensuring the health issues covered 
are meticulously understood through a 
gendered lens. 

With a core focus on putting women at 
the centre of their own health, this Public 
Policy Projects’ State of the Globe report 
will harness strategic thought leadership, 
compile case studies of best practice and 
identify key recommendations for both UK 
and international application. Launching 
at the United Nations Commission on 
the Status of Women in March 2022 to a 
global audience in New York, this project is 
confident of its ability to begin redressing 
the balance with a women’s health agenda. 

We welcome you to join us as this work 
progresses. 

Time for change
Dame Clare Gerada , Chair, State	of	
the Globe:	Women’s	Health	report,	
Public Policy Projects (PPP)

MORE INFORMATION

If you are interested in finding out 
more about Redressing the Balance: 
A Women’s Health Agenda, 
please contact Lottie Moore at 
lottie.moore@publicpolicyprojects.com
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