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FOREWORD

Pupils play at an early childhood
development (ECD) centre
in Gulu District, Uganda.

© UNICEF/UN03308/0Ose

The state of the
world's children

Inequity imperils millions
of children and threatens
the future of the world

As we look around the world today, we're confronted with an uncomfortable but
undeniable truth: Millions of children’s lives are blighted, for no other reason than
the country, the community, the gender or the circumstances into which they
are born.

And, as the data in this report show, unless we accelerate the pace of our
progress in reaching them, the futures of millions of disadvantaged and vulnerable
children — and therefore the future of their societies — will be imperilled.

Before they draw their first breath, the life chances of poor and excluded children
are often being shaped by inequities. Disadvantage and discrimination against
their communities and families will help determine whether they live or die,
whether they have a chance to learn and later earn a decent living. Conflicts,
crises and climate-related disasters deepen their deprivation and diminish their
potential.

But it need not be so. As this report also illustrates, the world has made
tremendous progress in reducing child deaths, getting children into school and
lifting millions out of poverty. Many of the interventions behind this progress —
such as vaccines, oral rehydration salts and better nutrition — have been practical
and cost-effective. The rise of digital and mobile technology, and other innovations
have made it easier and more cost-effective to deliver critical services in hard-to-
reach communities and to expand opportunities for the children and families at
greatest risk.

For the most part, the constraints on reaching these children are not technical.
They are a matter of political commmitment. They are a matter of resources. And
they are a matter of collective will — joining forces to tackle inequity and inequality
head-on by focusing greater investment and effort on reaching the children who
are being left behind.

The time to act is now. For unless we accelerate our progress, by 2030:

e Almost 70 million children may die before reaching their fifth birthdays — 3.6
million in 2030 alone, the deadline year for the Sustainable Development Goals.

e Children in sub-Saharan Africa will be 10 times more likely to die before their
fifth birthdays than children in high-income countries.

H (PR
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e Nine out of 10 children living in extreme poverty will live in sub-Saharan
Africa.

e More than 60 million primary school-aged children will be out of school —
roughly the same number as are out of school today. More than half will be
from sub-Saharan Africa.

e Some 750 million women will have been married as children — three quarters
of a billion child brides.

These vast inequities and dangers do more than violate the rights and imperil

the futures of individual children. They perpetuate intergenerational cycles of
disadvantage and inequality that undermine the stability of societies and even the
security of nations everywhere.

More than ever, we should recognize that development is sustainable only if it
can be carried on — sustained — by future generations. We have an opportunity

to replace vicious cycles with virtuous cycles in which today’s poor children — if
given a fair chance at health, education and protection from harm — can, as adults,
compete on a more level playing field with children from wealthier backgrounds.
Thus making not only their own lives better, but their societies richer in every
sense of the word.

For when we help a boy access the medicine and nutrition he needs to grow up
healthy and strong, we not only increase his chances in life, we also decrease the
economic and social costs associated with poor health and low productivity.

When we educate a girl, we not only give her the tools and knowledge to make
her own decisions and shape her own future, we also help raise the standard of
living of her family and her community.

When we provide education, shelter and protection for children caught in
conflicts, we help mend their hearts and their minds — so that someday, they will
have the ability and the desire to help rebuild their countries.

This report concludes with five ways to strengthen our work, building on what
we have learned over the last 25 years — and what we are still learning: Increasing
information about those being left behind. Integrating our efforts across sectors
to tackle the multiple deprivations that hold so many children back. Innovating to
accelerate progress and drive change for the most excluded children and families.
Investing in equity and finding new ways of financing efforts to reach the most
disadvantaged children. And involving everyone, beginning with communities
themselves, and with businesses, organizations and citizens around the world
who believe we can change the outcome for millions of children.

We can. Inequity is not inevitable. Inequality is a choice. Promoting equity — a fair
chance for every child, for all children —is also a choice. A choice we can make,
and must make. For their future, and the future of our world.

Ced

Anthony Lake
Executive Director, UNICEF
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REACHING
EVERY CHILD
THE PROMISE
OF EQUITY



Musamat (sitting and facing
camera), 6, plays a game at the
Bakchora pre-primary school
in Satkhira Sadar, Bangladesh.
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INTRODUCTION

Reaching every

child

The promise of equity

If the soul of a society can be judged by the way it
treats its most vulnerable members, then by a similar
measure, a society’s future - its long-term prospects
for sustainable growth, stability and shared prosperity
— can be predicted by the degree to which it provides
every child with a fair chance in life. Providing every
child with that fair chance is the essence of equitable
development. And as this edition of The State of the
World’s Children argues, promoting equity is more than
a moral obligation. It is both a practical and a strategic
imperative, helping to break intergenerational cycles
of disadvantage and thus reducing the inequalities that
undermine all societies.

Every child is born with the same inalienable right to a healthy start in life, an
education and a safe, secure childhood — all the basic opportunities that translate
into a productive and prosperous adulthood. But around the world, millions of
children are denied their rights and deprived of everything they need to grow up
healthy and strong — because of their place of birth or their family of origin; because
of their race, ethnicity or gender; or because they live in poverty or with a disability.

How do these deprivations manifest themselves in the life of a child, on the
journey to adulthood?

An infant deprived of post-natal care may not survive her first days. A child
deprived of immunization or safe water may not live to see his fifth birthday, or
may live a life of diminished health. A child deprived of adequate nutrition may
never reach his full physical or cognitive potential, limiting his ability to learn and
earn. A child deprived of quality education may never gain the skills she needs

to succeed someday in the workplace or send her own children to school. And a
child deprived of protection — from conflict, violence or abuse, from exploitation
and discrimination, from child labour, or early marriage and motherhood — may be
physically and emotionally scarred for life, with profound consequences.

THE STATE OF THE WORLD’S CHILDREN 2016 -



Reaching every child: The promise of equity

How do such inequities manifest themselves in the countries and communities
where these children grow up?

The evidence is all around us, in the form of cycles of deprivation that are
transmitted from one generation to the next, deepening inequality that threatens
societies everywhere. Children who do not have the opportunity to develop the
skills they will need to compete as adults can neither break these vicious cycles in
their own lives nor give their children a chance to fulfil their potential. Their societies,
100, are deprived of the full contribution they might have made. Left unaddressed,
gaps will grow wider and cycles more vicious, affecting more children. This is
especially true in a world increasingly beset by violent conflict, chronic crises and
other humanitarian emergencies caused by natural disasters and the growing
effects of climate change — all of which affect children disproportionately, and the
most disadvantaged and vulnerable children most of all.

This report’s call to action is, therefore, motivated by a sense of urgency and the
conviction that a different outcome, and a better world, are possible. Children
born into poverty and deprivation are not doomed to live lives of despair. Inequity
is not inevitable, if governments invest in expanding opportunity for every child

— shifting policies, programming and public spending priorities so the most
disadvantaged have a chance to catch up with the most advantaged.

As the report shows, the good news is that there are more effective — and cost-
effective — ways to reach the hardest-to-reach children, families and communities.
New technology, the digital revolution, innovative ways to finance critical
interventions and citizen-led movements are all helping to drive change for the
most disadvantaged. Investing in these interventions and initiatives, and fuelling
these emergent movements, will yield both short- and long-term benefits for
millions of children and their societies.

The arithmetic of equity is relatively simple, and it is not a zero-sum game.
Everyone should move forward, in rich and poor countries alike. But with greater
investment and effort focused on reaching the children and families who have
made the least progress, advances in child survival, health and education can be
more equally shared to the benefit of all. To realize our global development goals,
we must invest first in the children who are furthest behind.

Investing in the most disadvantaged is not only right in principle. Evidence shows
that it is also right in practice. In a 2010 study,” UNICEF demonstrated that an
equity-focused approach would accelerate progress towards global health goals
faster than could be achieved by the current path and would be especially cost-
effective in low-income, high-mortality countries.

The study was based on a simulation that tested two scenarios for achieving
maternal and child health goals. One approach emphasized a greater effort to
reach children who were worse off. The other was a stay-the-course method that
did not place special emphasis on the disadvantaged.

Two key findings emerged: First, by addressing the concentration of various forms
of inequity in the most disadvantaged populations, an equity approach accelerated
progress towards realizing the health goals faster than the stay-the-course path.
Second, by averting more deaths with the same financial investments, the equity
approach was considerably more cost-effective and sustainable than the alternative.

So investing in equity is not only a moral necessity. It is a practical and strategic
imperative as well.

R
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Unless the world tackles inequity today, in 2030:

1 6 million children will live
iIn extreme poverty

69 million children under age 5
will die between 2016 and 2030
60 million children of primary
school age will be out of school
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Why focus on equity now?

As governments around the world consider how best to meet their
commitment to achieve the Sustainable Development Goals (SDGs) by 2030,
the lessons of global efforts over the past 15 years are instructive.

Progress achieved towards the Millennium Development Goals (MDGs) between
2000 and 2015 demonstrated the power of national action, backed by international
partnerships, to deliver transformative results. Children born today are
significantly less likely to live in poverty than those born at the start of the new
millennium. They are over 40 per cent more likely to survive to their fifth birthday?
and more likely to be in school.

Governments and communities around the world have rightly celebrated these
advances. Yet in the midst of progress, millions of children continue to live — and
die — in unconscionable conditions. In 2015, an estimated 5.9 million children
died before reaching age 5, mostly as a result of diseases that can be readily and
affordably prevented and treated.® Millions more children are still denied access
to education simply because their parents are poor or from a stigmatized group,
because they were born female, or because they are growing up in countries
affected by conflict or chronic crises. And even though poverty is falling globally,
nearly half of the world's extreme poor are children, and many more experience
multiple dimensions of poverty in their lives.

In many cases, equity gaps have narrowed over the past 25 years. For example, in
all regions, the poorest households experienced greater absolute declines in child
mortality than the richest. Four regions achieved gender parity in primary education.*
But in far too many other cases, overall progress did little to narrow deep and
persistent disparities. Governments failed to track the equity gaps separating the
most disadvantaged children from the rest of society. National averages marking

. N
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Reaching every child: The promise of equity

>>Why focus on equity now?

A group of young girls eat
lunch at Salam #9 Primary
School for Girls in the Abu
Shouk camp for internally
displaced people, Sudan.

© UNICEF/UNI165741/Noorani

Chinmaya Shrestha warms
her three-day-old grandson
at the primary health centre
in Gorkha District, Nepal.

© UNICEF/UN016489/Shrestha

overall progress masked glaring — and sometimes growing — gaps between children
from the poorest households and those from the richest households.

We cannot afford to let that history repeat itself.

To meet the 2030 goals, the pace of progress in the next 15 years will have to
outpace that of the MDG period. The consequences and costs of failure are
enormous. In fact, if the trends of the past 15 years continue for the next

15 years, by 2030, an estimated 167 million children, the great majority in
sub-Saharan Africa, will still be living in extreme poverty. Approximately

3.6 million children under age 5 will die that year, still from mostly preventable
causes. And there could still be more than 60 million primary-school-aged
children out of school.®

Far more than the MDGs that preceded them, the 2030 goals recognize the
critical importance of promoting equity. The 17 goals and 169 associated targets
that the world's governments have committed to achieving are universal, linked
by a pledge “that no one will be left behind ... and we will endeavour to reach the
furthest behind first."®

Redeeming that pledge must begin with delivering progress for the children
who have been left behind. And the need to do so is urgent.

The United Nations has projected increasing humanitarian needs and a grim
outlook for children in 2016.” The United Nations High Commissioner for
Refugees estimated that by 2015, at least 60 million people had fled their
homes because of conflict and violence.® Half of them are children.® The
number of children experiencing prolonged and complex disasters, such as the
conflict in the Syrian Arab Republic, is growing.™

The intensifying effects of climate change are also exacerbating the risks to
the most disadvantaged children. Globally, more than half a billion children live

. .
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OUR NEWTARGETS FOR
CHILDREN CANNOT BE ACHIEVED
UNLESS WE MAKE THE MOST
DISADVANTAGED CHILDREN A
PRIORITY.

Aida, 16, and her baby, born
prematurely in Bwaila Hospital in
Lilongwe, Malawi.

© UNICEF/UNO018540/Chikondi

in zones where the occurrence of flooding is extremely high, and nearly

160 million live in zones where the severity of drought is high or extremely
high." The World Health Organization has projected that approximately
250,000 additional deaths will occur annually through 2030 from malnutrition,
malaria, diarrhoea and heat stress attributable to climate change.™

The challenges of reaching these children with essential services and protection
are considerable, but so are the benefits to be gained. And we must reach
them. For if we do not, we are likely to see hard-won development gains slip
away and watch the consequences of this failure play out across the world.

There is no question that progress for the most disadvantaged children and
families is the defining condition for delivering on the 2030 goals and determining
the future opportunities of generations to come. The time to act is now.

Meeting the equity imperative

Thirty-five years ago, the first State of the World’s Children report commented
on an earlier set of development goals. The question arises, the authors wrote,
"as to whether these goals are ... launched with no more than a wing and a
prayer or are they validated by hard evidence that they can be achieved?” " This
report contends that our new targets for children cannot be achieved unless we
make the most disadvantaged children a priority, shifting policies, programmes
and public spending to promote greater equity.

The areas in which children experience inequity are many, but in this report we
focus specifically on three areas that exemplify both the magnitude of the challenge
and the immensity of the opportunity to improve the lives of millions of children.

The report begins with the most glaring inequity of all — disparities in child
survival — and goes on to explore the underlying determinants of preventable

unicef @ I8 1%, cuwo
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Reaching every child: The promise of equity

>> Meeting the equity imperative

CHILD POVERTY IS ABOUT MORE
THAN INCOME.

child mortality. It argues that to meet the 2030 child survival target, we must
urgently address persistent disparities in maternal health, the availability of
skilled birth attendants, adequate nutrition and access to basic services, as well
as other factors such as discrimination, exclusion and a lack of knowledge about
child feeding and the role of safe water, adequate sanitation and hygiene in
preventing childhood disease.

The discussion continues with a look at one of the most effective drivers of
development and the greatest equalizer of opportunity: education. Without
quality education, disadvantaged children are far more likely to be trapped as
adults in low-skilled, poorly paid and insecure employment, preventing them
from breaking intergenerational cycles of disadvantage. But a greater focus on
early childhood development, on increasing education access and quality, and
on providing education in emergencies will yield cascading benefits for both this
generation and the next.

Having discussed two of the most glaring deprivations children face, this report
then examines child poverty in all its dimensions — and the role social protection
programmes play in reducing it. Arguing that child poverty is about more than
income, it presents a case for combining measures to reduce income poverty
with integrated solutions to the many deprivations experienced by children living
in poverty.

Finally, as a call to action, the report concludes with a set of principles to

guide more equity-focused policy, planning and public spending. These broad
principles include expanding information about who is being left behind and
why; improving integration to tackle the multiple dimensions of deprivation;
fostering and fuelling innovation to reach the hardest-to-reach children;
increasing investment in equity-focused programmes; and driving involvement
by communities and citizens around the world.

These principles are a guide more than a blueprint, but they can help shape
policy, frame priorities and inform the debate about the best way to deliver on
the promise of the 2030 goals and secure a better future not only for the most
disadvantaged children, but for us all.

. / Tv{
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BOX 1. EQUITY DEFINED

The term ‘equity’ may mean different things in different
contexts, but when UNICEF uses it, in this report and
elsewhere, it refers to all children having the same
opportunities to survive, develop and attain their

full potential. Fundamentally, it is about fairness and
opportunity — a fair chance for every child.

The conviction that all children possess the same right
to grow up healthy, strong, well-educated and capable
of contributing to their societies is a cornerstone

of every international agreement to recognize and
protect children’s rights. It culminated, in 1989, with the
adoption of the Convention on the Rights of the Child,
the most rapidly and widely ratified human rights
treaty in history.

Inequity occurs when certain children are unfairly
deprived of the basic rights and opportunities available
to others. It is frequently rooted in complex cultural,
political and systemic factors that shape societies and
the socio-economic status of individuals. Ultimately,
these factors determine a range of outcomes, including
children’s well-being.

@ 70 YEARS
FOR EVERY CHILD

Society’s institutions play a critical role in determining
these outcomes for children, most notably in health
and education. Where policies, programmes and
public spending priorities are equitable, targeting
those in greatest need, they can lead to good results
for the most disadvantaged children. Where they
are inequitable, they effectively preselect children
for heightened risks of disease, hunger, illiteracy
and poverty based on their country, community or
family of origin, their gender, race or ethnicity and
other factors. This can perpetuate intergenerational
cycles of disadvantage, harming individual children
and undermining the strength of their societies as
inequality deepens.

An ‘equity approach’ to development begins with
learning more about who is being left behind and why,
identifying the children at greatest risk and analysing
the structural determinants of inequity — poverty,
geography and discrimination, for example — and the
complex interplay among them. It requires asking
hard questions about how deficient public policies,
discriminatory practices, inefficient delivery systems
and other obstacles that prevent children from
realizing their rights, and finding innovative solutions
to these problems. It requires an integrated approach
to closing the gaps, working across development and
humanitarian sectors, at national, local and community
levels, to reach every child.

And, as much as anything else, it demands that the
global community recognize the critical connection
between the well-being of the most disadvantaged
children and the future of our shared world.

Children attend a remedial class, held inside a building
sheltering displaced families in Homs, in the Syrian
Arab Republic.

© UNICEF/UNI137681/Morooka
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CHAPTER 1

Child health:

A fair start in life

When it comes to children realizing their right to survive
and develop, the odds are stacked against those from
the poorest and most disadvantaged households. That
any child should face diminished prospects of survival
or decent health because of the circumstances of his or
her birth is grossly unfair and a violation of that child’s
rights. It is also costly in human, economic, social

and political terms. Sustainable progress for today’s
children and future generations requires a focus on
equity — giving every child a fair chance. Reaching the
most marginalized children is more than an ethical
imperative; it is a precondition for meeting the 2030
goals on child health and well-being.

Prisca, 18, and her baby, in Disparities in the survival and health prospects of children from different
Bwaila Hospital in Lilongwe, backgrounds are not random. They systematically follow the contours of social
Malawi. disadvantage linked not only to wealth but also to ethnicity, education and

rural-urban divides, among other factors.

© UNICEF/UN018535/Chikondi
One of the most important lessons learned from efforts to improve child — and
maternal — health in the past 15 years is that approaches focusing on overall
progress will not eliminate the disparities that leave the poorest women and
children at the highest risk. While even the poorest countries have achieved
considerable progress, inequities persist.

In terms of child survival, while the absolute gap has substantially narrowed
since 1990, great inequities remain between rich and poor countries. The
relative child mortality gap between sub-Saharan Africa and South Asia on one
side and high-income countries on the other has barely changed in a quarter

of a century. Children born in sub-Saharan Africa are 12 times more likely than
their counterparts in high-income countries to die before their fifth birthday, just
as they were in 1990.™

A child born in Sierra Leone today is about 30 times more likely to die before
age 5 than a child born in the United Kingdom. Women in sub-Saharan Africa
face a 1-in-36 lifetime risk of maternal mortality, compared to 1 in 3,300 in
high-income countries. The lifetime risk in Chad is 1 in 18.®
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Child Health: A fair start in life

>> Patterns and risks of child mortality

THE SHARE OF UNDER-FIVE
DEATHS OCCURRING DURING
THE NEONATAL PERIOD IS
INCREASING.

Narrowing the gaps between rich and poor countries is one of the defining
challenges of our time. The starting point for achieving that outcome in child
survival is to work towards bringing mortality rates among the poorest to the
levels of the wealthiest within countries.

Prospects for the survival and good health of all children in every society, rich
and poor, should advance as quickly as possible. But the prospects of the
children left furthest behind need the most rapid improvement. In other words,
accelerated gains must be achieved among those facing the highest risks of
death and disease. An effective approach to this challenge will have to address
the wider social determinants of inequity, including poverty, discrimination and
unequal access to basic services.

Patterns and risks of
child mortality

For approximately 1 million children in 2015, their first day of life was also their
last. Globally, the neonatal mortality rate (probability of dying during the first 28 days
of life) is declining less rapidly than the mortality rate for children between 1 month
and b5 years of age. This means that the share of underfive deaths occurring during
the neonatal period is increasing. In 2015, neonatal deaths accounted for 45 per
cent of total deaths, 5 per cent more than in 2000.®

The rising share of deaths in the neonatal period reflects the faster decline in
mortality of children aged 1 to 59 months than of newborns. Still, of the 5.9
million underfive deaths in 2015, almost half were caused by infectious diseases
and conditions such as pneumonia, diarrhoea, malaria, meningitis, tetanus,
measles, sepsis and AIDS. Pneumonia and diarrhoea remain leading causes of
death in the three regions with the highest underfive mortality: Eastern and
Southern Africa, South Asia and West and Central Africa. The burdens of both
disease and mortality are often highest among the most disadvantaged."”

There are marked regional variations around the broad neonatal trend. In
sub-Saharan Africa, newborn deaths account for about one third of the deaths
of children under age 5. In regions with lower levels of child mortality, neonatal
deaths comprise approximately half of the total. South Asia, on the other hand,
has both high overall child mortality and a high share of neonatal deaths.'®

The geographical distribution of the burden of child mortality is also changing.
Globally, child deaths are highly concentrated. In 2015, about 80 per cent of these
deaths occurred in South Asia and sub-Saharan Africa, and almost half occurred in
just five countries: the Democratic Republic of the Congo, Ethiopia, India, Nigeria
and Pakistan.’ Children living in fragile states and conflict-affected countries face
elevated risks. According to the World Development Report 2011, they are more
than twice as likely to be undernourished as children in low- and middle-income
countries, and twice as likely to die before age 5.2° Among the 20 countries

with the highest child mortality rates, 10 fall into the World Bank's list of fragile
contexts.?’

In countries affected by conflict, damage to health systems threatens children’s
lives. The Syrian Arab Republic, for instance, had made impressive progress in
reducing underfive mortality prior to the current conflict there. Since 1990, the rate
fell from 37 to 13 deaths per 1,000 live births. Since 2012, however, the country’s
excess crisis mortality — that is, the underfive mortality attributable to crisis
conditions — has been an estimated one to two deaths per 1,000 live births.??
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Compared to the richest children,
the poorest children are:

1.9..

as likely to die before age 5

= 7R
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Destruction of infrastructure and lack of personnel, equipment and medicines
have hindered access to maternal and newborn health services, leading to a large
increase in unassisted births in a country where 96 per cent of deliveries in 2009
were attended by skilled personnel.z Crisis conditions have also sparked a rise in
vaccine-preventable and infectious diseases, including diarrhoea and pneumonia,
among children under age 5.%

Globally, access to land, credit and property rights has a further impact on child
survival prospects. Marginalized groups living in informal settlements, illegal
dwellings or urban slums are vulnerable to health threats because of overcrowding,
unsanitary conditions, high transportation costs, discriminatory practices and

lack of access to basic services. These factors also create barriers to demand,
impeding the initial and continued use of services by the most disadvantaged.
When combined with low rates of immunization, this situation exacerbates the
transmission of diseases such as pneumonia, diarrhoea, measles and tuberculosis.?®

Climate change brings added risks. When water becomes scarce because of
drought, the poorest children and families are most likely to resort to unsafe water
sources, making them more vulnerable to diseases such as cholera and diarrhoea.
Climate change is also associated with an increased incidence of vector-borne
infectious diseases such as malaria, as well as with food insecurity, rising air
pollution, diarrhoeal disease and malnutrition.?®

Failure to mitigate these and other background risks associated with ill health

in childhood will dampen the benefits of any progress countries make towards
universal health coverage. Sanitation provides a case in point, illustrating how

the 2030 goals are interconnected.

In low- and middle-income countries in 2012, inadequate drinking water, sanitation
and hygiene accounted for around 1,000 underfive deaths per day.?” Research in
Nigeria suggests that lack of access to improved water and sanitation facilities
may elevate the risk of mortality among children aged 1 to 11 months by as
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Child Health: A fair start in life

>> Prospects for child survival

THESE TARGETS ARE ACHIEVABLE,
BUT ONLY IF GOVERNMENTS
KEEP A RELENTLESS FOCUS ON
THE MOST DISADVANTAGED
CHILDREN.

much as 38 per cent.?8 Use of unimproved sanitation facilities and, specifically,
the prevalence of open defecation are also implicated in stunting because they
expose children to health problems that can interfere with normal growth.

While progress on sanitation has been slow in many countries, there are encouraging
indications that more rapid progress is possible. In Nepal, a Social Movement for
Sanitation has mobilized local communities and civic authorities in some of the poorest
parts of the country, creating 27 open defecation-free districts.?° Such initiatives have
the potential to generate large returns for child survival. One evaluation in Mali found a
57 per cent reduction in diarrhoea-related deaths of children under age 5, and a 13 per
cent reduction in child stunting, in open defecation-free communities.*°

Prospects for child survival

The 2030 goals have set a high bar for progress on maternal, newborn and child survival
and health. Among the targets for Goal 3 is the aim to reduce neonatal mortality to at
least as low as 12 deaths per 1,000 live births and underfive mortality to at least as low
as 25 deaths per 1,000 live births in every country. Universal health coverage, another
2030 target, is one of the conditions for reaching the above outcomes.

These targets are achievable, but only if governments keep a relentless focus
on the most disadvantaged children. The deepest and earliest cuts in child and
maternal mortality must benefit those facing the highest risks.

Since 1990, the global underfive mortality rate has been cut by 53 per cent.®!
The global annual rate of reduction in underfive mortality from 2000 to 2015
was more than double the rate achieved in the 1990s. Between 2000 and 2015,
every region registered major progress in child survival. Sub-Saharan Africa has
increased the average annual rate of decline in under-five mortality from 1.6 per
cent during the 1990s to 4.1 per cent since 2000.%?

Maternal mortality rates are also falling. Since 1990, the annual number of
maternal deaths has decreased by 43 per cent. Between 2005 and 2015, the
global annual rate of reduction was more than twice the 1990-2000 rate.* Of the
75 countries accounting for more than 95 per cent of maternal, newborn and child
deaths, about three quarters made accelerated gains.®*

Some of the world's poorest countries have made extraordinary progress. While
the world missed the MDG target of a two-thirds reduction in underfive mortality
between 1990 and 2015, 24 low-income and lowermiddle-income countries
achieved it.®® Some of these countries — such as Ethiopia, Liberia, Malawi,
Mozambigue and Niger — started out with very high mortality rates,*® in excess of
200 deaths per 1,000 live births. Egypt and Yemen achieved respective declines

of 72 per cent and 67 per cent in underfive mortality despite chronic conflict and
economic hardships.3” Meanwhile, China has experienced a rapid and considerable
decline in underfive mortality — 80 per cent since 1990.38

The diversity of national experiences demonstrates that dramatic reductions in
child mortality are possible in countries whose social, political and economic
contexts vary widely. The same is true for maternal health, given that a range of
countries with different contexts and starting points achieved the MDG target of a
75 per cent reduction in maternal mortality.

While child mortality generally declines as average income increases, many poorer
countries are outpacing richer neighbours in reducing their underfive mortality rates
(see Figure 1.1). Yet some countries in the fast lane for global economic growth
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—including India and Nigeria — have been in the slower lane for child mortality
reduction. The policy lesson: Economic growth can help but does not guarantee
improved child survival, and a country’s income need not hinder progress.

Inequities in child survival

Disparities in maternal, newborn and child health in high-mortality countries represent
a major barrier to sustained progress towards every child’s right to survive and thrive.
On average, children born into the poorest 20 per cent of households are almost twice
as likely to die before age 5 as those born into the richest 20 per cent.®®

Behind this global average is an array of diverse national patterns. For example,
children born into the poorest 20 per cent are almost twice as likely to die
during their first five years as those from the richest 20 per cent in Bangladesh
and three times as likely in India, Indonesia and the Philippines.*°

Some countries have registered rapid progress since 2000 while also enhancing
equity (see Figure 1.2, blue dots). Other countries have achieved dramatic progress
without improvements in equity (see Figure 1.2, yellow dots). In the latter countries,
the survival gap between rich and poor children has slightly widened.

These disparities have serious consequences. The combination of demography
(poorer households having more children) and inequality in survival prospects

(children in poor households facing higher mortality rates) means that the poorest
children account for a greater share of child deaths than the wealthiest.

Countries with limited economic growth can still reduce child mortality
Annual rate of reduction in underfive mortality, 2000-2015, and annual rate of change in GDP 2000-2014, by country

Annual reduction 10% Rwanda
inunderfive e WARGRL
mortality rate Democratic Republic of the Congo Bubb_le size indicates the
8% estimated number of
---------------------------------------------------------- under-five deaths in 2015
% .t ®e e Ethiopia
.
A% ... 8 "”d'a .............. 1,000,000
2 Nigeria
2%
.................... D e @ 100,000
Pakistan
0 T T T T T ,‘O’OOO
2% 0 2% 4% 6% 8% 10%

Annual rate of change in GDP

Note: Countries selected had an underfive mortality rate above 40 deaths per 1,000 live births in 2015, 10,000 or more live births in 2015, and available GDP data,
for 2000-2014 or most recent available year. Each bubble represents a country.

Source: World Bank, World Development Indicators (update of 22 December 2015), and United Nations Interagency Group for Child Mortality Estimation, Levels
& Trends in Child Mortality: Report 2015.
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>> Inequities in child survival

But it also means that equivalent percentage reductions in child mortality

rates save more lives among the poor. An analysis of survey data covering

51 high-mortality countries found that reducing the neonatal mortality rate of
the poorest 20 per cent to the rate of the richest 20 per cent would have averted
some 600,000 deaths in 2012.#

Underfive mortality should continue to decline for all children. But in order to
reach the child survival targets, mortality rates for children from the poorest
households will have to fall much more rapidly than the rates for those from
the wealthiest households (see Figure 1.3). To make that happen, governments
will have to address a range of critical factors affecting the poorest and most

disadvantaged children.

Progress in under-five mortality does not necessarily come

with greater equity

Change in ratio of underfive mortality rate by household wealth and change in overall underfive mortality rate

Percentage change -~
in ratio of under-five
mortality rate among
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versus richest
households
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Percentage change in under-five mortality

Note: Using surveys conducted in the years 2005-2009 and 2010-2014 with respective midpoints of the reference years in 2000-2004 and 2005-2012.

Source: UNICEF analysis based on Demographic and Health Surveys (DHS), Multiple Indicator Cluster Surveys (MICS) and other nationally representative sources

of data for 37 countries.
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The poor will need to make faster progress to reach the 2030 goal

Required annual rate of reduction in underfive mortality to achieve the SDG target by 2030, by poorest and
richest wealth quintiles, 2015-2030

Sierra Leone . . . . . . . . O———O0
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Required annual rate of reduction to reach an under-five mortality rate
of 25 deaths per 1,000 live births by 2030

Note: Most recent available survey data in countries with an underfive mortality rate above 40 deaths per 1,000 live births in 2015 using United Nations
Interagency Group for Child Mortality Estimation (UN IGME) 2015 estimates.

Source: UNICEF analysis based on DHS, MICS and other nationally representative sources from the most recent survey conducted since 2006.
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>> |nequities in child survival

Achieving substantial improvements in nutrition — a target within Goal 2 — will be
key to boosting child survival rates. Half of all deaths of children under age 5 are
attributable to undernutrition, and large disparities exist in related indicators such
as stunting. An analysis of 87 countries with recent available data shows that
stunting rates among the poorest children are more than double those among the
richest.*? In West and Central Africa, progress on stunting has been slow, with
less than a 25 per cent reduction between 1990 and 2014. And in over one third
of low-income countries with available trend data, the gap between the richest
and poorest households in stunting reduction has been widening.*®

Household wealth is one determinant of a child’s chance to survive, but maternal
education is also a strong predictor. Across much of South Asia and sub-Saharan
Africa, children with mothers who received no education are almost three times
as likely to die before age 5 as children of mothers with secondary education.*
Education enables women to delay and space births, secure access to maternal
and child health care and seek treatment for children when they fall ill.

If all mothers achieved secondary education, there would be 1.5 million fewer
annual deaths of children under age 5 in sub-Saharan Africa and 1.3 million fewer
in South Asia.*

Child marriage and women'’s reproductive health management also influence child
mortality patterns. While child marriage rates are decreasing, each year about

15 million girls are married before the age of 18.46These girls represent a highly
vulnerable group: They are denied their childhood, face limited opportunities for
education and often begin childbearing too early. Girls in the poorest 20 per cent of
the population, as well as those living in rural areas, face the greatest risks.*’ In Africa,
the level of child marriage among the poorest has remained unchanged since 1990.%
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Rita Iriati and Novia, her
three-year-old daughter, near
the entrance to their home

in the village of Kemalang in
Klaten District, Central Java
Province, Indonesia.

© UNICEF/UNO04255/Estey

Zara, a mother of two,
attends her first-ever
antenatal consultation at

an extended health centre
recently established by
UNICEF and Save the
Children, in NGuagam, Niger.

© UNICEF/UNO010548/Abdou

1 f'?/f‘\é\\ig 70 YEARS
Unlce \\'A:Agb" ©), FOR EVERY CHILD

Around the world, child brides are less likely than adult women to receive
adequate medical care while pregnant. The lack of care, and the fact that girls are
not physically mature enough to give birth, put both mothers and their babies at
risk. Complications during pregnancy and childbirth are the second leading cause
of death for girls between ages 15 and 19.%° And babies born to mothers under
age 20 are 1.5 times more likely to die during the first 28 days than babies born to
mothers in their twenties or thirties.°

When a woman is denied opportunities to manage her reproductive health,

she and her children suffer. Short birth spacing, for example, is a risk factor for
preterm birth,5" and limited access to contraception is one barrier to safe spacing.
Globally, an estimated 216 million married women need, but lack, access to
modern contraceptive methods.5? [f women who want to avoid pregnancy had
access to these methods, unintended pregnancies would drop by 70 per cent.5®
Reducing the number of unintended pregnancies, in turn, could avert 60 per cent
of maternal deaths and 57 per cent of underfive child deaths.%

The rural-urban divide also contributes to unequal chances in child survival.
Children born in rural areas are 1.7 times more likely to die before age 5 than
children in urban areas.%

Looking specifically at disparities linked to wealth and residence, a new
comparison (see Figure 1.4) uses household survey data to chart child survival
trajectories between 2015 and 2030 in a group of eight countries starting out from
different positions. These projections illustrate the need for the fastest progress
among the worst-off groups. Reaching the most marginalized households is more
than an ethical imperative; it is a precondition for ending the preventable deaths
of newborns, children under age 5 and their mothers.
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>> Inequities in child survival

Progress must accelerate for the least advantaged children

Required reduction in underfive mortality rate (deaths per 1,000 live births) from 2015-2030 to achieve the SDG
target, by subgroups in selected countries

Population segment

UBMR = Underfive mortality rate (deaths per 1,000 live births)

Richest === Urpban == Rural === Poorest
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Ethiopia and Mozambique. ETHIOPIA MOZAMBIQUE
Both countries achieved MDG 4
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between 1990 and 2015). For — = Benish | : - = Zambezia
Ethiopia to achieve the SDG target 100 Gir;;izangu 100 : . .
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Note: Required annual rate of reduction to achieve the SDG target of 25 deaths per 1,000 live births by 2030 calculated from reference year (mid-year of reference period of
10 years preceding the survey) of the underfive mortality rate in the survey data. Subgroups that have already achieved the target are kept constant. Selected subgroups are
by best and worst performing region, richest and poorest wealth quintiles and urban and rural residence. Groups may overlap.

Source: UNICEF analysis based on DHS, MICS and other nationally representative sources.
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Population segment

USMR = Underfive mortality rate (deaths per 1,000 live births)

Richest === Urban

Indonesia and the Philippines.
In both countries, the wealthiest
20 per cent and the most
advantaged regions have
already met the 2030 target. In
the Philippines, while both the
richest quintile and urban areas
have reached the 2030 target,
the poorest 20 per cent and the
Autonomous Region in Muslim
Mindanao will have to reduce
mortality rates by about two fifths
to do so.

Bangladesh and Cambodia.
Cambodia is one of the world's
most striking post-2000 child
survival success stories: In 2015,
U5MR was close to the SDG
target. However, two provinces
inhabited mainly by ethnic
minorities reported rates of 79 or
80 deaths per 1,000 live births.
Compared to the level in Phnom
Penh, children born in these two
provinces faced about 3.5 times
the risk of dying before their fifth
birthday. Bangladesh will have

to reduce disparities linked to
household wealth and high levels of
mortality in regions such as Sylhet
in order to maintain progress.
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>> Disparities in access and quality of care

SUCH LARGE AND AVOIDABLE
INEQUITIES COST CHILDREN'S
LIVES AND CAUSE IMMENSE
SUFFERING.

Disparities in access and
quality of care

Providing all women with antenatal care, skilled care at birth and essential newborn
care can dramatically improve prospects for safe pregnancy and child survival.
Unfortunately, these areas are marked by extreme disparity — not just in access

to care but also in the quality of care. Evidence shows that unequal access starts
before birth and continues into the critical early years.

Disparities in utilization of antenatal care and skilled birth attendance mirror social
disparities in child survival. Globally, women from the richest 20 per cent of households
are still more than twice as likely as those from the poorest 20 per cent to have a
skilled attendant at birth.%® And a modest increase in antenatal care coverage since
2000 has done little to narrow disparities in the antenatal period.®” Rural-urban divides
have also remained intact. In 2015, just over half of pregnant women benefited from
the recommended minimum of four antenatal care visits; the vast majority of those
who do not receive the minimum are poor and live in rural areas.%®

At the regional level, glaring disparities in antenatal care and skilled birth attendance
exist in South Asia and sub-Saharan Africa. In both Bangladesh and Pakistan, women
from the richest households are respectively four and six times more likely to receive
antenatal care (at least four visits) than those from the poorest. On the other hand,
some of the largest gaps in skilled birth attendance are in Eastern and Southern Africa.
In Eritrea, women from the richest households are 10 times more likely to benefit from
skilled birth attendance than those from the poorest households.

Mothers and newborns in the poorest households are also less likely to receive a
post-natal check-up. As a result, they are exposed to elevated risks associated with
undetected hypothermia, infection and post-birth complications.

Such large and avoidable inequities cost children’s lives and cause immense suffering.
The lack of adequate health facilities in poor communities plays a role in these
outcomes, and so do the social attitudes of some health providers. Women from
socially excluded groups often experience hostile treatment or a lack of responsiveness
from the health system and health providers. Even when health facilities serving the
poor are accessible and affordable, discriminatory practices can be an obstacle to equal
treatment.

In the case of pneumonia, early diagnosis and effective case management by trained
health providers can save lives. Yet children from the poorest households who
develop symptoms of pneumonia, and face the greatest risks, are the least likely to
be taken to a health facility. Children from the wealthiest households are 1.5 times as
likely as those from the poorest to be taken to a health facility in Madagascar,® and
approximately four times as likely in Ethiopia.s' Similar patterns apply to the treatment
of diarrhoea, another major killer.

Marginalized communities such as the Roma population in Central and Eastern Europe,
for example, face inequities in access to and utilization of health services at every turn.
In both Serbia and Bosnia and Herzegovina, one in five Roma children are moderately
or severely stunted. As of 2012, only 4 per cent of Roma children 18 to 29 months old
in Bosnia and Herzegovina had all the recommended vaccinations, compared to 68 per
cent of non-Roma children.5?

Achieving equity is not only relevant in the poorest countries. In some rich countries,
children from different backgrounds face starkly unequal prospects. The United States,
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for instance, has a higher reported infant mortality rate than most high-income
countries in the OECD. For babies born here, the odds of survival are closely linked to
ethnicity: In 2013, infants born to African American parents were more than twice as
likely to die as those born to white Americans.

As in other countries, factors such as income, mother’s education and birthplace
also continue to determine a child’s chances of surviving to age 5 in the United
States. These disparities are reflected dramatically at the state level. The infant
mortality rate of the state of Mississippi in 2013, for example, was double that
of the state of Massachusetts.®* Combining home visits by health workers with
wider measures aimed at narrowing inequalities in education and income could
play a vital role in addressing the situation.

Low-cost interventions
can make a difference

The overwhelming majority of child deaths could be prevented through well
known, low-cost and easily deliverable interventions. This is true for deaths that
occur both in the neonatal period and after the first month. Quality care during
pregnancy, labour and birth, and in the immediate post-natal period, not only
prevents the onset of complications but expedites their early detection and
prompt management. Early post-natal care is particularly important in reducing
mortality in the first few days day of life.

The rising proportion of neonatal deaths points to the more difficult challenges
ahead in sustaining and accelerating progress on child survival. The interventions
needed to address the major causes of neonatal mortality are closely linked to
those that protect maternal health (see Figure 1.5), so it is vitally important to
increase coverage of interventions before, during and after pregnancy.

Research published in The Lancet estimates that 40 per cent of neonatal deaths
could be averted with key interventions around the time of birth. These include
care by a skilled birth attendant, emergency obstetric care, immediate newborn
DEATHS COULD BE AVERTED WITH care (including breastfeeding support and clean birth practices, such as cord and
KEY INTERVENTIONS AROUND THE thermal care) and newborn resuscitation. Another 30 per cent could be saved
TIME OF BIRTH. through ‘kangaroo mother’ care with skin-to-skin contact starting from birth,
prevention or management of neonatal sepsis, treatment of neonatal jaundice and
prevention of brain damage caused by birth-related oxygen deprivation.®®

40 PER CENT OF NEONATAL

The benefits of breastfeeding are still underrecognized in many countries. Starting
within the first hour of birth, longerduration breastfeeding is associated with
protection against childhood infections, increases in intelligence and reductions in
the prevalence of overweight and diabetes. Research found that if breastfeeding
were scaled up to near universal levels, the lives of 823,000 children under age

5 would be saved annually in 75 low- and middle-income countries. For nursing
women, breastfeeding protects against breast cancer and improves birth spacing.®

Reaching the most vulnerable

National leadership, backed by international cooperation, has played a critical role in
driving global achievements in child survival over the past 15 years. Economic growth,
rising incomes and poverty reduction have certainly contributed, by both improving
living standards and generating resources for investment in health. But in many
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>> Reaching the most vulnerable

low- and middle-income countries, much of the impetus for progress has come from
strengthened health systems and community-based health interventions. Community
health workers have expanded the reach of care, linking vulnerable people to high
impact, low-cost interventions for maternal, newborn and child health.®”

One striking example comes from Ethiopia. Between 2004 and 2010, the
Government of Ethiopia trained and deployed 38,000 health extension workers to
local posts across the country, where they delivered basic antenatal and post-natal
care, reaching populations previously not covered by the health system.® Similarly,
Health Surveillance Assistants in Malawi have provided an essential link between
the formal health system and the community, contributing to one of the world's
most accelerated national declines in child mortality.®®

Accelerated progress in neonatal mortality is key to meeting the SDG target

Required annual rate of reduction 2015-2030 versus the observed annual rate of reduction in neonatal mortality

Annual rate of reduction 10
required from 2015 o vd‘
to reach a neonatal Pakistan <<<<§Q ot
mortality rate of ° O ¥
12 deaths per 1,000 live 8 oo "o N
births by 2030 (%)
Nigeria
6 India
»®
4 Democrati‘c °®
Republic °
of the Cqpgo, @ .
2 [ ]
0 & & .
2 4 6 8 10
-2
Observed annual rate of reduction in neonatal mortality
during 2000-2015 (%)
@® Low-income countries Lowermiddle-income countries @ Upper-middle-income countries @ High-income countries

Bubble size indicates estimated number
of neonatal deaths in 2015 1,000,000 100,000 10,000

Note: Countries above the diagonal line need faster rates of reduction (i.e., accelerated progress) to achieve the target. Countries below the diagonal line will be able to achieve
the target at their current rates of reduction. Those on the horizontal axis had already reached the target in 2015.

Source: UNICEF analysis based on UN IGME, 2015.
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BOX 1.1 FEMALE VOLUNTEERS HELP HEALTH WORKERS REACH
THE MARGINALIZED IN NEPAL

Nepal, one of the world’s poorest countries, has
registered one of the most rapid reductions in maternal
mortality since 1990.This progress is the result of
sustained policy reform stretching over two decades,
including a period marked by conflict.

Health system development played a critical role in
Nepal'’s success. Safe motherhood policies, introduced
in the 1990s and strengthened since then, have greatly
increased the number of community-level health
workers and skilled birth attendants. In addition, the
government made maternal health and family planning
priorities within an expanding health budget, and health
spending per capita doubled between 1995 and 2011.
During roughly the same period, antenatal care coverage
increased five-fold. The number of births assisted by
skilled attendants doubled between 2006 and 2011,

to 36 per cent of the total.

Alongside the formal health system, Nepal developed a
network of female community health volunteers. After
receiving 18 days of basic training and being provided
with medical equipment, the volunteers liaise closely

with health workers, a model that has extended the reach
of the health system into some of the country’s most
marginalized areas.

Health sector plans have aimed to build the
professionalism of health staff, improve training and
expand delivery of basic services across political cycles.
The current National Safe Motherhood and Newborn
Health Long Term Plan (2010-2017) emphasizes the
development of obstetric care and referral systems.
Reframing maternal and child care as health rights or
entitlements, meanwhile, has empowered women, who
can now hold providers to greater account for delivering
interventions related to safe motherhood, neonatal
health, nutrition and reproductive health.

Developments outside the health system have also
fostered equitable progress in Nepal. Behaviour change,
access to reproductive health care and increased access
to education have contributed to a steep decline in fertility
rates. In addition, the proportion of the population living
in poverty has dropped sharply, from 68 per cent in the
mid-1990s to 25 per cent in 2011.

Source: Engel, Jakob, et al., '‘Nepal's Story: Understanding improvements in maternal health', Case Study, Overseas Development Institute, July 2013.

Around 70 per cent of the global decline in underfive deaths since 2000 can be
traced to the prevention and treatment of infectious diseases. The annual number
of underfive deaths from pneumonia, diarrhoea, malaria, sepsis, pertussis,
tetanus, meningitis, measles and AIDS declined from 5.4 million to 2.5 million
from 2000 to 2015.7° Malaria deaths among children under age 5 have fallen by
58 per cent globally since 2000,”" largely through the use of insecticide-treated
mosquito nets and the antimalarial drug artemisinin. And vaccination programmes
resulted in a 79 per cent drop in measles deaths between 2000 and 2014,
preventing the deaths of an estimated 17.1 million children.”?

Innovation is also accelerating progress for the hardest-to-reach children.
In Malawi — where 130,000 children under 14 were living with HIV in 2014 —
the government, together with partners, is testing the use of drones as a

cost-effective way of reducing waiting times for HIV-testing of infants, for whom
early diagnosis is critical to quality care.

Currently, dried blood samples are transported by road from local health centres
to the central laboratory for testing, taking an average of 16 days to reach the lab,
and another eight weeks to deliver the results. Challenges such as the cost of
fuel and poor state of roads result in delays, which present a significant problem
for effective treatment. If successful, the innovation using drones could cut both
costs and the time families wait to receive results from months to weeks.”®
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>>What if the gaps are not closed?

ACHIEVING THE SDG CHILD
SURVIVALTARGET WOULD
SAVE THE LIVES OF 38 MILLION
CHILDREN.

What if the gaps are
not closed?

The pace of progress on child and maternal health and survival can increase
or decrease as a result of policy choices made by governments and the
international community in the coming years. However, if current trends
continue, in 2030:

e There will be 3.6 million deaths of children under age 5 in that year alone. A
total of 69 million such deaths will have occurred between 2016 and 2030,
with sub-Saharan Africa accounting for around half of these and South Asia
for another third.”®

e  Five countries will account for more than half of the global burden of
underfive deaths: India (17 per cent), Nigeria (15 per cent), Pakistan (8 per
cent), the Democratic Republic of the Congo (7 per cent) and Angola (5 per
cent).”

e All but five of the 30 countries with the highest under-five mortality rates
will be in sub-Saharan Africa.”” Some 620 million children will have been
born in that region between 2016 and 203078 — about 30 per cent of the
world total.”® It is the only region expected to see growth in its underfive
population, which is likely to expand by over 40 million.®° Nigeria alone will
account for around 6 per cent of all births globally.®'

e The global maternal mortality rate will be around 161 deaths per 100,000
live births — still five times the level for high-income countries in 1990.82

e Pneumonia will remain the second biggest killer of children under age 5,
and preterm birth complications will remain the first.®

Based on current trends, then, prospects for universal achievement of the 2030
targets for neonatal and underfive survival are bleak. Unless the trends change,
dozens of countries will miss the mark by a wide margin (see Figures 1.5 and
1.6). South Asia will not achieve the neonatal target until 2049 and sub-Saharan
Africa will reach it after mid-century.®* The average annual rate of reduction in
neonatal mortality required for India to reach the target is almost double the
current level.

Compared to staying at the 2015 survival rate for children under age 5, achieving
the SDG child survival target would save the lives of 38 million children
worldwide in the next 15 years. If each country matched its top regional
performer’s trend, an additional 7 million lives could be saved. If each country
matched or fell below the current average rate of underfive mortality in
high-income countries, an additional 21 million lives could be saved.® The latter
scenario — again, compared to staying at the 2015 rate — would save 59 million
children’s lives between now and 2030.

In an analysis of 75 high-burden countries, only eight are expected to reach the
SDG target. If each country scaled up intervention coverage as fast as the best
performer in each area of intervention (e.g., skilled birth attendance, exclusive
breastfeeding for the first six months, etc.), 33 countries could reach the target
by 2030. The annual number of children dying before age 5 in those countries
would drop by almost two thirds — from 5.5 million in 2015 to 2 million in
2030.%8
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These and other scenarios for 2030 point to the urgent need to scale up proven
interventions. Closing the gap between the current trajectory and the rate of
progress needed to achieve the 2030 child survival goal would save the lives of
13 million children under age 5, almost half of them newborn. Around four in
every five lives saved would be in sub-Saharan Africa.®’

Many countries will miss the under-five mortality target, some by a wide margin

Projected underfive mortality rate, at current trends, in countries that are expected to miss the SDG target by 2030

SDG target underfive mortality rate of 25 deaths
: or fewer per 1,000 live births by 2030 : .
Excess mortality
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Central African Republic
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Benin

Nigeria
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Guinea
Cameroon

Togo
Guinea-Bissau
Zimbabwe

South Sudan
Sudan

Haiti

Burundi

Burkina Faso
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Deaths per 1,000 live births
Note: The countries shown had 10,000 or more live births in 2015 and are expected to miss the SDG target by more than 10 deaths per 1,000 live births, if current
trends continue.

Source: UNICEF analysis based on UN IGME, 2015.
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>> Equity objectives

Equity objectives

Interim equity objectives — or ‘stepping stone’ targets — linked to achievement of
the 2030 goals could play a valuable role in guiding policy on child and maternal
well-being. National strategies aimed at halving disparities in child survival in
five to seven years, for example, would help put the most vulnerable women
and children at the centre of policy. The strategies could focus on inequities
associated with household wealth, education levels, rural-urban divides and
differences between regions or ethnic groups.

Translating these interim targets into outcomes would require fundamental
changes in how child and maternal health services are financed and delivered,
and in policies aimed at lowering background risks. But interim equity objectives
could act as a powerful catalyst towards meeting the 2030 commitments.

The objectives would also provide a reference point for monitoring and reporting.
In effect, they would serve as milestones on the road to 2030. This is a key

link in the chain of accountability. Objectives become meaningful only when

they provide a benchmark, backed by data, against which performance can be
measured. Currently, there are large gaps in both coverage and quality of the data
available. Civil registration systems cover only a small fraction of global births, and
coverage is mostly limited in countries with the highest child and maternal death
rates. Coverage of deaths is even sparser.®

Globally, the births of nearly one in four children under age 5 have not been
recorded.®® Of the 74 countries reviewed by the Commission on Information
and Accountability for Women's and Children’s Health, only two registered more
than half of all deaths.®® In low- and middle-income countries, up to

80 per cent of deaths occur outside of health facilities, and many are not
reported accurately.®’ This means that critical information on the deaths of
newborns, children and mothers is incomplete.

Because of deficits in these areas, data on child and maternal deaths have to be
extrapolated and interpolated through modelling. As child and maternal deaths
decline and become more statistically rare, the importance of observational data
increases — especially for the most marginalized and hard-to-reach populations.

High return on
health investments

The investments needed to end preventable child and maternal deaths offer

high returns. The scale of the returns reflects the hidden costs of health risks.
Childhood iliness not only claims lives and causes suffering, but also undermines
the potential of children, their communities and countries. Malnutrition

and childhood illness compromise cognitive development and reduce adult
productivity. When health systems fail to prevent iliness, society pays a price in
the form of treatment costs and lost productivity. Conversely, improved maternal
and child health and nutritional status can create a positive cycle, enabling children
to realize their potential and helping their communities and countries to prosper.

What would it cost to effectively end preventable deaths among children and

mothers? Detailed financial costings developed under the Global Investment
Framework for Women'’s and Children’s Health provide valuable insights.®?
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Six core investment packages for 74 high-mortality countries would cost about
US$30 billion in additional annual spending, an increase of 2 per cent above current

levels. The spending packages would cover maternal and newborn health, child
health, immunization, family planning, HIV/AIDS and malaria, with nutrition as a cross-
cutting theme. Between 2013 and 2035, this investment would avert an estimated
147 million child deaths, 32 million stillborn deaths and 5 million maternal deaths.

In effect, such an approach would bring the level of essential maternal and
child health coverage available to the poorest 20 per cent of the population
in the 74 countries towards the coverage available to the richest 20 per cent.

BOX 1.2 EVERY CHILD COUNTS: THE IMPORTANCE OF QUALITY

DATA ON CHILD SURVIVAL

Accurately counting births and deaths is the first step
towards making sure that every child’s rights are
recognized and respected. Yet more than 100 developing
countries lack the civil registration and vital statistics
(CRVS) systems needed to generate accurate birth and
death data.

Around the world, 230 million children currently under
age 5 were not registered at birth. That figure includes
39 per cent of children in sub-Saharan Africa and

44 per cent of children in South Asia. In the absence of
reliable data, estimates for child mortality in countries
lacking CRVS systems are based on a sophisticated
statistical model using survey responses, census
information and other sources. But no model can
compensate for high-quality input data based on birth
and death registration.

Household surveys provide valuable information

on differences in child mortality by socio-economic
characteristics — including parental wealth, location,
education and others. But greater disaggregation of
data on various population groups is required to provide
a detailed picture of localities marked by high levels

of childhood disadvantage. That means collecting,
synthesizing and speeding up data reporting on these
social groups and localities.

The situation is further complicated by large information
gaps on cause-specific mortality. For example, estimates
of the global burden of acute lower respiratory infection
(ALRI) among young children have to rely on hospital-
based data, but those numbers underestimate influenza-
associated ALRI incidence in low-income communities
because of poor families’ limited access to specialized
care. And the best global estimates for severe bacterial
infection among neonatal children range from 5.5 million
to 8.3 million — a large margin reflecting uncertainties in
the underlying data.

Despite considerable progress resulting from increased
surveys, there are still major gaps in data tracking the
coverage of health interventions as well. Such data are
central to accountability, providing information on reach
and disparities. While not every country has the capacity
to report on all indicators, existing survey tools could be
modified to focus more sharply on quality of care.

In the end, however, there is no substitute for CRVS
systems. The cost of achieving universal CRVS coverage
by 2024 has been put at US$3.8 billion for 73 countries
(excluding China and India). In the interim, expanding
health system coverage and applying new information
and communication technologies can generate critical
birth and death registration information, along with vital
information on specific diseases.

Source: World Bank/World Health Organization, Global Civil Registration and Vital Statistics: Scaling up investment Plan 2015-2024, \Norld Bank, Washington, D.C., 28 May
2014, p. 2. United Nations Children's Fund, Every Child's Birth Right: Inequities and trends in birth registration, UNICEF, New York, 2013. pp. 6, 36. Nair, Harish, et al., ‘Global
burden of respiratory infections due to seasonal influenza in young children: A systematic review and meta-analysis', The Lancet, vol. 378, no. 9807, 3 December 2011, p.
1925. Seale, Anna, et al., ‘Estimates of possible severe bacterial infection in neonates in sub-Saharan Africa, South Asia, and Latin America for 2012: A systematic review
and meta-analysis’, The Lancet, vol. 14, no. 8, pp. 731-741, August 2014.
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>> Benefits of universal health coverage

Nang Doy and her
four-month-old child, Thao
Nga, sit for growth monitoring
vaccinations administered by
the District Mother and Child
outreach team, in Lao People's
Democratic Republic.

© UNICEF/UNI76591/Holmes

The projected social and economic returns on this investment — in terms of
productivity, increased output and wider benefits associated with improved
health — are also impressive, totalling nine times the cost.®

Other projected returns on investments in ending child and maternal mortality
include:

e At least a 10-fold return on health and nutrition spending through better
educational attainment, workforce participation and social contributions.%

e Returns of US$16 for every US$1 invested in immunization. Even with the
introduction of new, more costly vaccines, immunization remains one of the
most cost-effective buys in health planning.®®

e Returns of US$16 for every US$1 invested in nutrition interventions.® Child
undernutrition can cost between 1.9 per cent (Egypt) and 16.5 (Ethiopia) per
cent of a country’s GDRY

e Savings totalling US$302 billion annually through protection, promotion and
support for breastfeeding.%

The spending identified by the Global Investment Framework would address the
problem of insufficiently resourced health systems that provide low coverage

of cost-effective interventions. More than US$10 billion of the additional annual
cost would support enhanced delivery of reproductive, maternal, newborn

and child health care — including provision of an additional 544,000 community
health workers and 675,000 nurses, doctors and midwives.
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Benefits of universal
health coverage

Sustained progress will also require health systems that are equipped both to
deliver quality care across a continuum of services and to reach all women and
children, beginning with the most disadvantaged.

The combination of high quality antenatal care, care during labour and around birth
and the first week of life, and care for the small and sick newborn are essential to
improve child and maternal health outcomes. Effective antenatal care, for example,
provides early identification of complications in pregnancy and offers women

the micronutrient supplements they need for their own health and normal foetal
development. Educated and equipped health workers can deliver obstetric care

and essential newborn care, in addition to promoting and supporting breastfeeding,
identifying and treating infections, and providing potentially life-saving immunization.

The association between antenatal care, skilled birth attendance and child survival is
not automatic (see Figure 1.7), in part because the quality of care provided is highly
variable within and among countries. Nevertheless, expanded provision in both of
the former has been central to progress in child survival. As the share of neonatal
mortality rises as a proportion of total child deaths, the urgency of achieving
universal coverage of quality antenatal care and skilled birth attendance increases.

FIGURE 1.7

Antenatal care and skilled attendance at birth save newborn lives

Association between antenatal care (four or more visits), skilled attendance at birth and the neonatal mortality rate
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Source: For neonatal mortality rate, UN IGME 2015 estimates. For antenatal care and skilled attendance at birth, UNICEF global databases, 2015, based on MICS,
DHS and other national sources.
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>> Benefits of universal health coverage

In 63 countries, equity in intervention coverage could reduce under-five
mortality rates by almost 30 per cent

Impact on the underfive mortality rate of increasing national coverage to the level of the top wealth quintile

Under-five mortality rate No change

with scaled-up interventions

(deaths per 1,000 live births) 120 20
reduction

40%
reduction

0 25 40 60 80 100 120 140

Baseline in under-five mortality rate
(deaths per 1,000 live births)

Note: Health services in the scaled-up model included interventions such as skilled birth attendance, vitamin A supplementation and vaccinations. The 63 countries
represent 88 per cent of global underfive deaths. The LiST analyses were carried out by Adrienne Clermont, Yvonne Tam and Neff Walker at the Institute for
International Programs, Johns Hopkins Bloomberg School of Public Health.

Source: Lives Saved Tool (LiST) analysis by Johns Hopkins University, 2015.

Strategies to deliver universal, quality health care by 2030 have to embrace two
closely-related goals: expanding coverage while narrowing equity gaps. Here
again, coverage rates for the poorest 20 per cent of the population must increase
much faster than rates for the wealthiest 20 per cent in order to reach universal
coverage. In 63 high-mortality countries, scaling up national coverage of health
interventions to the level of the wealthiest 20 per cent could prevent one in four
under-five deaths and decrease average underfive mortality rates in countries by
almost 30 per cent (see Figure 1.8).

Another strategy — set out by the World Health Organization (WHO) and UNICEF
in the integrated Global Action Plan for Pneumonia and Diarrhoea — identifies the
measures needed to eliminate avoidable deaths from pneumonia and diarrhoea
by 2025. Simply scaling up existing interventions would cut deaths by two thirds
at a cost of US$6.7 billion under the plan.°

In child nutrition, a study of 34 high-burden countries, where 90 per cent of the
world’s children who suffer stunting live, identified 10 proven interventions with
the potential to avert 900,000 under-five deaths. They range from treatment of

acute malnutrition to complementary feeding, breastfeeding, and vitamin A and
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zinc supplementation. The additional annual cost of scaling up present nutrition
coverage to meet 90 per cent of the need in the 34 countries would be about
US$9.6 billion, according to the study.'”

As compelling as such estimates are, they sometimes divert attention from the
critical importance of strengthening health systems’ capacity to deliver services.

Properly trained and motivated health workers are the lifeblood of efficient,
equitable and resilient health systems. The interventions needed to diagnose,
prevent and treat the causes of child and maternal deaths are not stand-alone
technologies. They have to be delivered by skilled community-level health
workers, midwives, nurses and doctors.

Chronic shortages of health workers represent major obstacles to accelerated
progress. In many countries, health workers are concentrated in urban areas or
facilities serving more advantaged populations. They may be reluctant to work
in remote areas because of low remuneration, lack of continuing educational
opportunities, difficult working conditions, shortages of supplies and equipment,
or a lack of social services for their own families.

WHO has estimated that a minimum of 23 health workers for every 10,000
people is required in countries seeking relatively high levels of health system
coverage for the basic needs of their populations.’? Countries falling below this

A health worker administers a
dose of oral polio vaccine to a
child at the entrance to his home
in Baghdad's Sadr City, Iraq.

© UNICEF/UNI199369/Khuzaie
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>> Benefits of universal health coverage

Many countries do not have enough health providers

Number of physicians, nurses and midwives per 10,000 population and WHO minimum threshold
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Source: World Health Organization, Global Health Workforce Statistics, 2014.
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threshold struggle to provide skilled care at birth, as well as emergency and
specialized services for newborn and young children. Most countries in
sub-Saharan Africa and many high-mortality countries in South Asia fall well below
the threshold (see Figure 1.9).

By 2035, the world will need an additional 12.9 million health workers. Already
today, sub-Saharan Africa has a health worker deficit of 1.8 million, and unless
there is concerted action, that figure will rise to 4.3 million over the next 20 years
as population rises.'® The additional cost of providing sub-Saharan Africa with just
another 1 million community health workers would be US$3.1 billion per year,
according to an estimate by the Earth Institute at Columbia University. The return
on that investment, in addition to the lives saved and suffering reduced, would be
an estimated US$19.4 billion per year from enhanced productivity.'*

The Ebola crisis in West Africa graphically illustrated the fragility of under
resourced and understaffed health systems. On the eve of the outbreak, Sierra
Leone and Liberia had fewer than three health workers for every 10,000 people.’®
Liberia had approximately 50 doctors for a country of 4.3 million." Deaths among
health workers during the crisis depleted the affected countries’ already limited
number of skilled providers. One of the lessons from the Ebola crisis is that
strong health systems are needed not only to contain epidemics and deliver vital
interventions, but to help countries and communities become more resilient.

For its part, Indonesia has an overall health workerto-population ratio close

to WHOQO's recommended level, but health workers are unequally distributed
throughout the country. Facilities serving the poor often lack basic amenities and
trained staff. Thus, approximately half the women in Maluku and Papua provinces
deliver their babies without skilled attendance — more than double the level in
Sumatera — and urban women are more than three times more likely than their
rural counterparts to have skilled attendance at birth.'%”

Countries with some of the world’s lowest health worker-to-population ratios
also face equity issues. In Liberia, the ratio of skilled birth attendants to
population in the best-covered county is over three times higher than in the
county with the least coverage.'®
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>> Adequate and equitable financing

A health worker marks a boy's
finger to indicate that he

has been vaccinated during

a measles immunization

campaign, at a health outreach
post in Lishiko Village, Lusaka,

Zambia.

© UNICEF/UNI91597/Nesbitt

Adequate and
equitable financing

By one estimate from 2012, financing a health system equipped to provide a
minimal level of essential services on a universal basis would cost about US$86
per capita annually. This is more than double the average level of health system
spending in low-income countries.'®

Even when services are available, formal and informal charges for maternal and
child health care create affordability barriers for the poor. Like other obstacles —
including distance, time and costs associated with using services, poor awareness,
quality concerns, and social and cultural impediments — these charges reduce
demand for vital services, often with fatal consequences in the case of maternal,
newborn and child health. They deplete assets and trap poor households in cycles
of ill health and poverty.

When public health spending does not cover the costs of provision, inadequate
service coverage and imposition of user fees invariably hit the poorest households
hardest. According to the World Health Report of 2010, Health Systems Financing:
The path to universal coverage, each year, about 150 million people suffer financial
catastrophe while 100 million are forced into poverty as a result of health-related
expenses.”® The risk of impoverishment rises sharply once out-of-pocket payments
exceed 15 to 20 per cent of health expenses.™

Increased public spending on health is a feature of many of the countries with the
best performance in child survival. While there are no hard-and-fast rules, evidence
suggests that governments should aim at allocating around 5 per cent of GDP

for health spending."? Yet many countries with high mortality rates in South Asia
spend less than 3 per cent of GDP on health, and in many cases, that spending is
skewed towards services that do not reach the poor.™

Even with concerted efforts to allocate funding towards health, many of the
world’s poorest countries would fall short of the US$86 per capita spending
target. One exercise estimated a financing gap of about US$74 billion under a
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scenario in which all low-income countries meet more stringent standards for
revenue allocation and health sector financing. While only indicative in nature,
this estimate provides a valuable ballpark figure for the additional international
public financing that would be needed to bring the 2030 child and maternal
health targets within reach.”

Targeted schemes to finance services for the poor, exempt them from user
fees and provide them with insurance have a mixed record of success.
Experience shows that targeted financing often has a negligible impact

on service utilization. Financing the entry of poor households into existing
national health insurance programmes, which pool risk across populations, has
produced more positive results.™®

Brazil's Family Health Programme, for example, expanded coverage from

10.6 million to 100 million people between 1998 and 2010, with an initial focus
on disadvantaged areas. The programme provides access to health care — free at
the point of use — to more than 90 per cent of the country’s municipalities.™®

Thailand’s Universal Coverage Scheme (UCS) enhanced equity by bringing
a large uninsured population under the umbrella of a national programme,
greatly reducing 'catastrophic’ health payments among the poor and improving

BOX 1.3 BANGLADESH SHOWS THE CHALLENGE OF SUSTAINED
PROGRESS IN CHILD SURVIVAL

In recent years, Bangladesh has made solid progress behind the rest of the country. And fewer than one third

in reducing mortality rates among children under age of women received the recommended minimum of four

5. Part of its success can be traced to the expansion antenatal care visits in 2014.

of community-level health interventions. Accelerated

progress will depend on expanded and more equitable On a more positive note, Bangladesh has been making

provision of antenatal care and skilled birth attendance. progress towards equity in terms of deliveries that take
place in health facilities. In 2004, the ratio of poorest-to-

Starting from a low base, the country has already richest women delivering in a health facility was 1 to 12.

achieved a rapid expansion of coverage in both areas. By 2014, the ratio had improved to one to four.

The proportion of babies delivered in health facilities

increased from 8 per cent to 37 per cent between 2000 Recognizing that sustained improvements in maternal

and 2014. Antenatal coverage by skilled providers also and child health will require a greater reduction in

rose, from 33 per cent to 64 per cent. disparities between different social and economic groups,
the government has introduced a range of equity targets

Nevertheless, large disparities remain. The wealth gap for key interventions. The targets form the basis for

in access to skilled antenatal care has declined only monitoring coverage in low-income communities, urban

marginally. Coverage is 36 per cent for the poorest slum areas, poor-performing districts and areas with

women and 90 per cent for the wealthiest. The ratio ethnic minorities, such as the Chittagong Hill Tracts in

of poor-to-rich women benefitting from skilled birth south-eastern Bangladesh. Taken together, they represent

attendance in 2014 was about one to four, with two of a potential pathway to equity for the country’s most

the country’s divisions — Sylhet and Barisal — lagging far disadvantaged mothers and children.

Source: National Institute of Population Research and Training (NIPORT), Mitra and Associates, and ICF International, Bangladesh Demographic and Health Survey 2014:
Key indicators, Dhaka, Bangladesh, and Rockville, Maryland, USA, 2015.
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Child Health: A fair start in life

>> Adequate and equitable financing

BOX 1.4 HEALTH EQUITY FUNDS PROVIDE

FREE HEALTH CARETO THE POOR

Cambodia has witnessed extraordinary advances in child
survival and other health indicators. Between 2000 and
2015, underfive mortality fell from 108 to 29 deaths per
1,000 live births, one of the most rapid rates of decline

in the world. The same period saw a dramatic increase

in utilization of child and maternal health facilities. Social
insurance provided through the country’s Health Equity
Funds (HEFs) has played an important role in this success.

HEFs are multi-stakeholder initiatives in which non-
governmental organizations reimburse public health
facilities for treating poor patients, using a combination

of government and donor financing. The mechanism has
largely eliminated the practice of charging under-the-
counter fees. It has also contributed to improving quality of

care by providing cash incentives for staff and facilities to
serve patients.

In essence, HEFs are a purchasing mechanism that provides
free health care to the poor. As of 2013, they covered more
than 2.5 million people in 51 of Cambodia’s 81 districts,
supporting more than a million health centre consultations.

Studies show that where HEFs operate they are a
significant force for inclusion, improving access for the
poor and reducing out-of-pocket payments. However, there
are limits to what has been achieved. An estimated 40 to

50 per cent of the poor do not use HEFs, perhaps as a result
of distance or the quality of care, and those just above the
poverty line are excluded.

Source: Kelsall, Tim, and Seiha Heng, ‘The Political Economy of Inclusive Healthcare in Cambodia’, ESID Working Paper no. 43, 16 December 2014.

BOX 1.5 ELIMINATING MALNUTRITION CAN HELP BREAK
THE CYCLE OF UNEQUAL OPPORTUNITY
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