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around 2021. Only countries with surveys within 5 years
of these reference timepoints were used for this analysis.

Of 56 countries with suitable data, 28 (50%) reduced
subnational inequalities. The results are presented in
figure 20, with countries grouped by income level. Five
(31%) of 16 LICs reduced subnational inequalities,
17 (57%) of 30 lower-middle-income countries, and six
(60%) of ten upper-middle-income countries.

The number of countries with decreasing regional
inequalities is similar to that of countries with increasing
regional inequalities; the magnitudes of increase and
decrease are also somewhat similar. The largest decreases
in absolute subnational inequality using the methods
specified for this analysis were observed in India
(reduction of 7-2 percentage points) and Sierra Leone
(reduction of 5-7 percentage points). The countries with
the largest increase in subnational inequalities were
Pakistan (increase of 3-2 percentage points) and Haiti
(increase of 3-1 percentage points). Further details and
data are available in the appendix (pp 121-25).

These results contrast with the robust reduction in
inequalities between the poorest and wealthiest
individuals shown in the previous section. The increase
in subnational inequalities is mostly due to some country
regions making quick progress on CCI coverage while
other regions are left behind. Another recent Countdown
study on subnational inequalities in sub-Saharan Africa
presented a similar picture, with 16 (47%) of 34 countries
showing reduced inequalities.” The authors argue that
most of the countries failing to make progress were those
with low baseline coverage levels or fragile states. Conflict
is associated with wider subnational inequalities and also
with between-country inequalities, as health intervention
coverage and maternal and child mortality tend to be
worse.”

Quality of health care: is quality improving in pace with
increases in service availability and usage?
The previous sections showed rapid coverage increases
and inequality reductions in many countries, despite an
overall slowdown in the pace of coverage change in the
SDG period. Service availability and access improve-
ments can only translate into expected health gains if
these services are delivered according to quality
standards. The extent to which health facilities have kept
pace with increased utilisation and improved the quality
of care, or at least maintained the same level of quality, is
more difficult to assess. Quality of care encompasses
several dimensions, including health system readiness
to deliver quality services, provision of care according to
established standards, and wuser adherence and
experience of care.®* Measuring all dimensions
requires multiple data sources and factoring in the
context of local health systems and demand-side factors
rooted in socioeconomic, political, and cultural realities.
The measurement and monitoring of quality of care is
challenging. In this Countdown report, trends in quality
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Figure 19: Trends in SlI for the CCl for countries grouped by region in 2000-20

Data are presented with shaded areas that represents 95% Cls for the regression line. The MDG period is 2000-15;
the SDG period is 2015-20. AAAC in the Sll estimates that are not different from 0 are labelled NS. The smaller
graphs under each of the main Sl trend graphs show the pattern of CCl coverage for the 20% poorest and the 20%
wealthiest individuals. AAAC=average annual absolute change. CCl=composite coverage index. Sll=slope index of
inequality. MDG=Millenium Development Goal. NS=not significant. pp=percentage points. SDG=Sustainable

Development Goal.

of care were examined using three indicators from
national survey programmes to ascertain trends and
inequalities in the quality of maternal and newborn
health services: a content-adjusted antenatal care
indicator, delivery by caesarean section in the 20%
poorest mothers as an indication of referral system
functionality under emergency conditions, and a
co-coverage measure for maternal and newborn health
interventions that capture continuity of care.

Quality of antenatal care

The content-qualified antenatal care coverage (ANCq)
indicator™ was developed to address limitations in
existing antenatal care indicators that only consider
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Figure 20: Change in subnational inequalities in CCI for low-income countries (A), lower-middle-income countries (B), upper-middle-income countries (C)

in 2000-20

Absolute inequality was measured with the weighted mean absolute difference to the mean, measured in percentage points, around the year 2009 (for the MDG
period) and for the latest survey available during the SDG period, around 2022. The arrows indicate the direction of change: red arrows pointing right indicate an
increase in subnational absolute inequality; blue arrows pointing left indicate a reduction. MDG=Millenium Development Goal. SDG=Sustainable Development Goal.

contact with health services. The ANCq comprises
multiple indicators: service contact (timing and number
of visits) and care content (skilled antenatal care provider,
blood pressure measured, urine and blood samples
taken, and tetanus protection), which are combined into
a score ranging from 0 (no antenatal care) to 10 (best
possible scenario). The ANCq indicator expresses quality
aspects of antenatal care and reveals inequalities hidden
by contact-only indicators.™

For this analysis of change between the MDG and SDG
periods, the ANCq score was dichotomised into a
score of 8 or higher (ie, good quality antenatal care) or a
score of less than 8. We refer to the dichotomised
indicator as ANCq+. Results from 44 countries with
suitable data are presented in figure 21. All LICs had a
positive change in ANCq+ coverage, with Liberia and
Sierra Leone as the best performers. Of lower-middle-
income countries, 18 (78%) of 23 countries had increases
in ANCq+ coverage. The most notable progress in this
group was achieved by Cambodia (increase of
43 percentage points) and Nepal (increase of
39 percentage points). There was little change in the
seven upper-middle-income countries with data and
mixed results regarding direction of change. Only four
(9%) of 44 countries presented considerable reductions
in ANCq+ coverage: Sao Tomé and Principe (decrease of
34 percentage points), Mauritania (decrease of 21

percentage points), Benin (decrease of 6 percentage
points), and Guinea (decrease of 5 percentage points).

In absolute terms, except for Indonesia, all upper-
middle-income countries—ie, Honduras, Sierra Leone,
Nepal, Cambodia, Viet Nam, Liberia, Ghana, and Cuba—
presented endpoint ANCq+ coverage of at least 76%, and
as high as 100% in Cuba. Additional data on ANCq+ is
available in the appendix (pp 126-30).

Caesarean section delivery in the poorest and the wealthiest
women

Caesarean section delivery is often used as a proxy
indicator of over-utilisation and under-utilisation of care.
When clinically indicated, caesarean sections can save
lives. Because delivery complications resulting in need
for a caesarean section can arise at any time during
childbirth, health systems must be equipped to provide
24-h, 7-days-a-week access to this service, including
maintaining a functional referral network. Evidence
suggests that maternal and child mortality rates do not
improve with caesarean sections exceeding 10% of all
deliveries.”™ However, a prevalence below this threshold
signals insufficient access to the procedure and poor-
quality obstetric care. There is wide between-country
variation in caesarean section use and substantial
within-country disparities. Caesarean section prevalence
tends to increase as the location of births shifts from
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Figure 21: Change in ANCq8+ coverage for low-income countries (A), lower-middle-income countries (B), upper-middle-income countries (C) in 2000-20
Data show how the proportion of mothers who received a score of 8 or more in the ANCq indicator changed from the MDG period (around 2009) to the SDG period
(around 2020). The arrows indicate the direction of change: blue arrows pointing right indicate an increase; red arrows pointing left indicate a reduction.
ANCqg8+=Antenatal Care Content-qualified Indicator 8 or more points. MDG=Millenium Development Goal. SDG=Sustainable Development Goal.

non-health-care facilities or lower-level facilities to
hospitals.™

Caesarean sections are usually more common in the
wealthiest and more educated women and private sector
users.” The use of caesarean section also varies between
countries, typically staying below the recommended
threshold of 10% in high maternal and child mortality
settings.”** Therefore, caesarean section rates in women
who are at the highest mortality risk should be compared
against this threshold 10%. This comparison was done by
selecting LMICs with national health surveys around
2009 in the MDG period and around 2020 in the SDG
period. Caesarean section prevalence was estimated for
women with a livebirth 2 years (for Multiple Indicator
Cluster Surveys) or 3 years (for Demographic and Health
Surveys) before the survey, stratified by wealth quintiles.
Results were obtained from 75 countries with suitable
data from surveys, and presented for the poorest 20% of
women and the wealthiest 20% of women (figure 22).

Of the LICs, an increase in caesarean section rates in
the poorest 20% of women was observed in 13 (68%) of
19 countries, but at very low levels (median 2-1% in SDG
period), and only Rwanda exceeded 10% prevalence in
the poorest 20% of women. For the richest 20% of women
in LICs, 14 (74%) of the countries had a caesarean section
prevalence above 10% in the SDG period.

The increase in caesarean section prevalence in the
poorest 20% of women was more pronounced in the 34
lower-middle-income countries but, in the SDG period,
still remained below 10% in 22 (65%) of these
34 countries. In the same group, 31 (91%) countries had

at least 10% caesarean section prevalence in the
wealthiest 20% of women. Overuse of caesarean sections
was common, with 35 (47%) of 75 LMICs having a
prevalence above 30% in the wealthiest 20% of women.

The results underscore that a large proportion of
women, mostly the poorest, are not receiving the care that
they need in emergency obstetric situations and that
investments in delivery care must be prioritised if
maternal and neonatal mortality are to be reduced.” The
wide disparities between the poorest and wealthiest
women suggest that most countries have the infrastructure
to offer caesarean sections for those in need, at least in
urban settings. A major step to improve the situation is to
increase the relative share of hospital deliveries or
strengthen referral networks so that high-quality
caesarean sections can be safely provided for women who
need them.

Maternal and newborn care co-coverage

Maternal and neonatal care is essential for saving the lives
of mothers and newborns and preventing stillbirths. The
maternal and newborn health indicator is a survey-based
composite indicator that gives a simple count of how many
of three interventions were received by each mother-baby
dyad: antenatal care, institutional delivery, and postnatal
care for the mother and the baby. This indicator provides
information on how successfully countries provide
continuous care to mothers and babies during the
pregnancy, delivery, and postnatal periods. Analysis
around this indicator was similar to that of the quality of
antenatal care indicator discussed earlier. Our analysis
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Figure 22: Change in caesarean section prevalence for low-income countries (A), lower-middle-income countries (B), and upper-middle-income countries (C)

in 2000-20

Data show how the proportion of mothers who received a caesarean section changed from the MDG period (median survey year 2010) to the SDG period (median
survey year 2019). The arrows indicate the direction of change: blue arrows pointing right indicate an increase; red arrows pointing left indicate a reduction.
MDG=Millenium Development Goal. SDG=Sustainable Development Goal.
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Figure 23: Change in the maternal and newborn health indicator for low-income countries (A), lower-middle-income countries (B), upper-middle-income

countries (C) in 2000-20

Data show how maternal and newborn health indicator coverage changed from the MDG period (median survey year 2010) to the SDG period (median survey year
2019). The maternal and newborn health indicator represents the proportion of mother-baby dyads who received all three key interventions: at least one antenatal
care visits, institutional delivery, and postnatal care for the mother and the baby. The arrows indicate the direction of change: blue arrows pointing right indicate an
increase; red arrows pointing left indicate a reduction. MDG=Millenium Development Goal. SDG=Sustainable Development Goal.

centred on estimating the coverage with all
three interventions for 46 countries with suitable data,
comparing the MDG period (median survey year 2010)
with the SDG period using the latest available survey
(median survey year 2019).

Figure 23 shows that all but two countries increased the
proportion of mother-baby dyads receiving all
three interventions. These trends show positive
improvements in providing mothers and babies with life-
saving care.

To address the leading causes of newborn deaths,
additional small and sick newborn services need to be
brought to scale. Preterm birth is the current leading
cause of mortality in children younger than 5 years, yet
prematurity has not reduced in any region in the last
decade.* Each year, an estimated 30 million small and
sick newborns, half of whom are preterm, have life-
threatening conditions that require inpatient care."”
Saving their lives requires more intensive health system
approaches beyond routine postnatal services. The
ten countries making the most rapid progress in newborn
survival over the past 10 years have all invested in
newborn care units that provide a package of care to
reduce disabilities and address prematurity, intrapartum
complications, jaundice, and congenital conditions.” The
required investments in newborn care units are not
small, but evidence suggests that they yield large
returns_wo,wz,m

Conclusion

Overall, coverage of essential maternal, neonatal, and
child health interventions continued to increase during
the SDG period, but at a slower pace than that of the
MDG period. The West and Central Africa region was
the exception, with progress faster in the SDG period
than the MDG period. Somewhat unexpectedly, given
the slowing increase in coverage of key interventions,
important reductions in wealth inequalities occurred,
including faster reductions in the SDG period than
during the MDG period. In this respect, the
disappointing exception was LICs. In most cases, the
reduction in inequalities is explained by a faster increase
in coverage for the poorest individuals, but not for the
wealthiest. In some cases, a ceiling effect might explain
the slowing of progress in the richest individuals.

In contrast, subnational inequalities did not present a
clear pattern across the countries studied. There was a
split, with about half the countries showing decreasing
subnational inequalities, and the other half showing
increasing inequalities. Taken together, the results
imply a faster increase in coverage for the poorest
individuals in most countries, compared with the
wealthiest, but with inequitable progress across the
countries’ subnational divisions. This situation must be
addressed with suitable policies for each context.
Assessing trends in quality of care is limited by the
scarcity of data. Our content-qualified ANC indicator
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with a score of eight or more (ANCq+) showed that most
countries present good progress and that no LIC has a
reduction in coverage. The co-coverage maternal and
newborn health indicator showed similar findings, and
the results taken together suggest good progress in
pregnancy and delivery care. However, some groups,
especially adolescents, do not benefit equally. For
example, adolescents present lower levels of demand for
family planning compared with older women."”

Finally, we have a worrisome scenario for caesarean
sections, especially in LICs. The caesarean section
prevalence rate in the poorest 20% of women in LICs is
well below the estimated demand and progress over
time is slow. Conversely, the proportion of births by
caesarean section in upper-middle-income countries is
too high, even for the poorest 20% of women. Caesarean
sections are a life-saving intervention when used with a
medical indication, but overuse represents unnecessary
costs and increased risks for mothers and babies,
including for future deliveries. The resources that go
into unnecessary caesarean sections should be used to
improve delivery care, focusing on quality of care and
emergency care for complicated cases.

Section 4: health systems and supportive policies
Well functioning health systems are essential for the
provision of life-saving interventions for women,
children, and adolescents.”™ This section addresses
policies and several dimensions of health systems
functionality. Health financing is presented in section 5
as it encompasses external aid, a measure of global
prioritisation of RMNCAH.

Health systems are rooted in each country’s context,
are dynamic, and must be responsive to changing
population health needs. Countries must regularly adapt
their health systems in response to acute crises, such as
disease outbreaks, but also evolve to account for
demographic and epidemiologic transitions. For
maternal and newborn health, an integrated five-phase
transition model for maternal mortality, stillbirth, and
neonatal mortality showed that a transition from high to
low mortality can be characterised by health-care
changes. These changes include gradual increases in
coverage and quality of health services, reductions in
inequality in access to care, improved referral systems
and emergency obstetric and newborn care, and
reductions in fertility levels.”™ Strategic planning to
reduce maternal and neonatal mortality and stillbirths
can benefit from comparing the current country situation
and trends with other countries that are in the same
transition phase and those that have advanced further in
the mortality transition. As maternal and child mortality
becomes more concentrated in the perinatal and neonatal
periods due to improvements in health-care access, water
and sanitation services, and nutrition, including the
availability of nutrient-dense foods and nutrition services,
countries need to redesign their health systems for better

emergency obstetric and small and sick newborn care,
while continuing to provide other essential RMNCAH
and nutrition services. Similarly, changes in leading
causes of child deaths and population dynamics have
substantial implications for the mix of health, nutrition,
and social services that countries need to provide to
continue accelerating progress (appendix p 143).

Several developments in the Sustainable Development
Goal period have reinforced the importance of ensuring
health systems are person-centric and sensitive to
community demands. Such developments include the
endorsement of the Declaration of Astana in 2018 that
promotes a primary health-care model with three pillars:
community engagement;”* growing awareness of
respectful care as essential for improving service
utilisation and health outcomes;* and lessons learned
from the COVID-19 pandemic about the role of trust in
health service uptake."

Case studies of country success during the MDG era
and more recent Exemplars in Global Health studies
stress the combination of country leadership and civil
society voices in driving progress for women’s, children’s,
and adolescents’ health.*” These two elements can, in
some contexts, be in opposition. As the global community
pledges to align health funding with country priorities™®
and devolve more national health strategy decision-
making power to LMIC governments,” questions have
emerged about the implications of rising authoritarian
sentiments on efforts to decentralise health systems to
subnational levels and incorporate local voices into the
design, implementation, and evaluation of health policies
and programmes.®**" Reports of increasing hostility in
many countries to civil society action are antithetical to
the primary health-care model promoting people-centred
care and community participation.”>*”

Policies in support of human rights to health
Countdown’s theory of change is vested in a conviction
that everyone has the right to health, including women,
children, and adolescents, and that norms in ratified
international human rights treaties®™***” should be
embedded in country legal frameworks.”*? The
country’s  policy environment reflects political
commitment to health, determines the scope and scale of
services provided, and facilitates coordination across
sectors to expand health service access and to ensure
health facilities are equipped with basic features, such as
running water and electricity.

Scholarship that promotes action and accountability
related to women’s, children’s, and adolescents’ health is
centred on a human rights framework, calling out
governments and partners for failing to fulfil their
commitments. The Lancet Commission on child health
and wellbeing,®® and its spin-off Children in All
Policies 2030, leverages human rights principles to
stress that governments have a duty to ensure all children
receive their rights and entitlements. The Lancet
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Commission on adolescent health and wellbeing
similarly emphasises the collective responsibility to
uphold adolescents’ human rights."*** The existence of
supportive legislation is also a marker of country
prioritisation of women’s, children’s, and adolescents’
health.

Data collection methods for policy surveys have
changed over time, making trend analyses challenging.
This section focuses on abortion and a selection of social
protection measures, drawing on the most recent data
available in global policy databases. Legislation related to
women’s empowerment and gender discrimination,
including laws concerning marriage, violence against
women, and equal education and employment
opportunities are discussed in section 1 of this report.

Sexual and reproductive health and rights: a focus on
abortion

Sexual and reproductive rights are fundamental to overall
social and economic development, women’s autonomy
and empowerment, and gender equality.?® Access to safe
abortion is considered a human right in numerous
international and regional human rights bodies, and this
normative ethos has underpinned the liberalisation of
restrictive abortion laws in many diverse contexts over the
past 30 years.” However, the decision of the
US Supreme Court to overturn Roe v Wade in 2022, which
guaranteed the constitutional right to abortion, is a
reminder that sexual and reproductive rights that are
essential for women’s and girls” health are not immutable
and can be lost.

Unsafe abortion is a leading preventable cause of
maternal mortality and morbidity worldwide, including
death and short-term and long-term poor health outcomes
from infections and haemorrhage (see section 2 for
information on maternal mortality trends).”” The
proportion of unsafe abortions tended to be significantly
higher in countries with restrictive abortion laws than
those with less restrictive laws.”® The criminalisation of
abortion has not been found to act as a deterrent to seeking
an abortion. Instead, restrictive laws and penalties are
associated with elevated risks of women resorting to
unsafe and unregulated abortion services.”” Countries
typically consider abortions performed outside of specified
legal grounds a criminal offense. For instance, 132 (73%)
of 182 countries have criminal laws that penalise abortion-
seekers, according to the WHO Global Abortion Policies
Database.” Only 55 (30%) of 186 countries allow
abortion at a woman’s request and 20 (11%) countries
provide no access grounds for abortion (appendix p 143).

Legislation that promotes universal access to family
planning services, including comprehensive sexuality
education and laws that permit adolescent girls to access
family planning without parental or spousal consent,
have been found to decrease the frequency of unintended
pregnancies and unsafe abortions and should be part of
countries’ strategies to prevent abortion-related deaths

and disability.”**' Around 15% of unsafe abortions
worldwide are estimated to take place in adolescent girls
younger than 20 years.” Programming and policies
addressing unsafe abortion should therefore account for
the unique informational and service needs of this
vulnerable population group.

Social protection measures for families
Social protection measures ranging from cash benefit
programmes to programmes that protect vulnerable
population groups are fundamental to prevent and reduce
poverty across the lifecycle.”” Such measures are also
crucial to give children a healthy start in life, ensure
access and gender equity in education, and protect
children and adolescents from harmful commercial
marketing practices that contribute to risky behaviours
(eg, smoking and alcohol consumption) and rising rates
of obesity and overweight. A non-exhaustive list of
policies protective of maternal, newborn, and child health
includes maternity protection policies, the International
Code of Marketing of Breastmilk Substitutes, child and
family cash benefit and cash transfer programmes,
incentives for service utilisation, such as childbirth
services and childhood vaccination, policies on early
childhood development, food fortification policies, and
food assistance programmes, including through schools.

There are major gaps in the adoption of all or some of
these important policies in LMICs with available data: 111
(83%) of 134 countries have not yet adopted the Maternity
Protection Convention (convention 183), which includes
minimum standards around work conditions for women
who are pregnant or breastfeeding, maternity leave, cash
benefits during maternity leave, and breastfeeding breaks
and facilities.” 56 (64%) of 88 countries with available
data had less than 20% of their population covered by
social protection or cash benefits, based on analysis of the
International Labor Organization World Social Protection
Database (2016-21).* 56 (42%) of 134 countries have not
adopted a multisectoral early childhood development
policy. In sub-Saharan Africa, 31 (65%) of 48 countries did
not have a policy, whereas seven (88%) of eight countries
in South Asia have adopted such policies.” 50 (37%) of
134 countries have no mandatory or voluntary policy on
wheat fortification, 115 (86%) countries have no such
policy for rice, and 122 (91%) countries have no such
policy for maize.”” 37 (28%) of 132 countries with data
have no legal measures in place aligned with the
International Code of Marketing of Breastmilk
Substitutes,” 27 (20%) of these countries have measures
that are substantially aligned with the Code, and 68 (52%)
of these countries have some provisions or are moderately
aligned with the Code. Even when measures are in place,
implementation is not guaranteed, especially due to
strong push-back from industry.”

Much more work is needed to increase country
adoption and implementation of a comprehensive set of
transformative human rights-based policies that can
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improve women’s, children’s, and adolescents’ health
and nutrition, and contribute to overall social
development. There is growing evidence of the need for
government regulation of social media and other online
platforms to protect children and adolescents from
bullying and predators,” and to control the spread of
misinformation that can seed distrust in the health-care
system, as well as promote harmful behaviours with
immediate and long-lasting consequences for women,
children, and adolescents.”"** Similarly, as discussed in
section 1, greater commercial regulation is needed to
address the growing rates of childhood and adolescent
overweight and obesity, and efforts to improve food
systems to reduce food insecurity are also essential.

Dimensions of health system functionality

Health systems are complex and made up of
interconnected components. Aspects central to the
provision of quality services for women’s, children’s, and
adolescents’ health include human resources and
commodities. We also discuss is the role of the private
sector in providing services in this section.

Human resources
High-quality health care relies on a sufficient supply of
well trained providers who are equitably distributed, fairly
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Figure 24: Density of physicians and nurse-midwives per 10 000 population by income group (A) and
selected regions (B) in 2010-15 and 2016-21
Countries with available data in both time periods organised by regions. Data sourced from WHO.”*
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remunerated, and who work in an enabling environment
with supportive supervision, opportunities for career
progression, and adequate equipment and medicines.**
Shortages of health-care personnel are a major threat to
health system performance, yet they are common in
LMIC settings. According to WHO’s Global Health
Workforce statistics database, there has been little
improvement in health workforce density across most
regions and country income groups since 2010 (appendix
pp 149-54).2* Figure 24 shows the large gaps by region and
income groups. Upper-middle-income countries have
seven-times more core health professionals than LICs and
three-times more than lower-middle-income countries.
Regionally, South Asia, Eastern and Southern Africa, and
particularly West and Central Africa are lagging
substantially behind other regions (appendix pp 149-54).
These figures should be interpreted with caution, as the
quality of health workforce data is poor, limiting the ability
to reliably ascertain densities and trends.

In 2006, WHO proposed a minimum threshold density
of 23 doctors, nurses, and midwives per 10000 individuals
to achieve adequate coverage rates for primary health
care®  WHO  updated  this  threshold to
44.5 per 10000 individuals in 2016 based on estimates of
health workforce requirements for providing the
interventions in the universal health coverage index.** In
both the MDG and SDG periods covered for this report,
the same four regions achieved the relevant
benchmarks—East Asia and Pacific, Middle East and
Northern Africa, Latin America and the Caribbean, and
Eastern  Europe and  Central = Asia—whereas
West and Central Africa, Eastern and Southern Africa,
and South Asia fell far short of reaching them.

Other dimensions of human resources for health have
scarce data to track trends in the SDG period. Community
health-care workers have a crucial role in multiple
countries.””* Tracking community health-care worker
density and distribution is challenging given the diversity
in roles, training, and authorised tasks across countries
and time. Task-shifting modalities are an effective strategy
to expand service access and address shortages in health-
care workers and have been found to improve access to
lifesaving maternal, newborn, and child health
interventions.”?" Investments in recruitment and
retention are difficult to monitor, and often face major
challenges that deplete their health-care workforce,
including so-called brain-drain,* migration, the attrition
of health-care workers due to and during conflicts and
epidemics, and violence against health-care workers.
Although the WHO Global Code of Practice on the
International Recruitment of Health Personnel was
adopted at the 63rd World Health Assembly in 2010,* its
effects seem to be limited in redressing high levels of
emigration of skilled health-care providers from LMICs
to HICs and there are few reliable data.” Another data
gap regards the health workforce modalities during and
immediately after conflicts.?**
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The low health worker densities in LICs and lower-
middle-income  countries, and particularly in
sub-Saharan Africa, are a major impediment to large-
scale implementation of the more complex maternal,
newborn, and curative child health interventions that are
required to reach the SDG targets. Although innovations
in diagnostics and service delivery can improve health
worker efficiency, investments to expand the health
workforce in these countries should be prioritised even
in the context of budget pressures due to debt burdens.

Logistics and supply chain management systems
Efficient and secure supply chains are crucial for the
provision of quality health services through facilities and
community health programmes.?” In LMICs, logistics
and supply chain management systems often function
poorly, severely restricting the availability, affordability,
and accessibility of essential commodities for women’s,
children’s, and adolescents’ health.”®

Obtaining a comprehensive view of trends in
commodity availability is difficult. An assessment of
ten countries with data from health facility assessments
in both the MDG and SDG periods showed modest
improvement over time, suggesting that these
countries were able to sustain, but not ensure, a
consistent and readily available supply of crucial
commodities for maternal, newborn, and child health
(appendix pp 144, 145. This finding points towards the
importance of functional logistics systems supported
by a reliable supplier base for uninterrupted stocks of
health commodities. Investments in technological
innovations and technology transfer to improve
women’s, children’s, and adolescents’ health should
also factor in health systems issues that will inhibit or
facilitate their uptake to ensure sustainability and to
avoid market distortion.

The role of the private sector

Private sector engagement is considered a potential strategy
for achieving universal health coverage when governments
have strong oversight and the ability to regulate its
involvement.”**" The portion of RMNCAH and nutrition
services covered by the private sector varies widely across
LMICs.” Regionally, the private sector’s contribution is
larger in South Asia than in sub-Saharan Africa.**

To examine changes in the contribution of the private
sector to service delivery between the MDG and SDG
eras, data from household surveys on coverage by private
and public sector for three key maternal, newborn, and
child health interventions were examined. The public
sector remained the primary provider of institutional
delivery and care seeking for symptoms of acute
respiratory infection in LICs and lower-middle-income
countries, but not for caesarean section delivery. The
proportion of services provided through the public sector
in the SDG era was 92% for institutional deliveries,
29% for caesarean section, and 81% for care seeking for

symptoms of acute respiratory infection (figure 25). The
contribution of the private sector to service delivery was
relatively constant between the MDG and SDG periods.
Caesarean sections are the exception, as the proportion of
this intervention provided in the private sector increased
from 62% in the MDG period to 71% in the SDG period.
Details on the methods for selecting countries,
computations, and results by region and income
classification are available in the appendix (pp 162-66).

Health information systems

Assessing the strength of health information systems is
complex, particularly in terms of gauging the extent to
which data influence decisions. Data collection
mechanisms are the most objectively measurable
component of country health information systems.”*
These mechanisms include population health data
sources (eg, civil registration and vital statistics systems,
population census, and household surveys), data from
health facilities (eg, routine information systems and
health facility assessments), and other sources (eg, health
workforce databases, and financial databases. Further
information on data gaps is available in the appendix
(p 144).

Most LICs and lower-middle-income countries do not
have well functioning civil and vital registration systems,
especially in sub-Saharan Africa. Since 2015, technological
advances have increased momentum to build and
strengthen such systems,” resulting in improvements in
several countries. Birth registration coverage in 65 LMICs
with at least one survey in both the MDG and SDG
periods increased from 45 (69%) countries in 2000-14 to
50 (77%) in 2015-23 (appendix p 176). Nevertheless,
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Figure 25: Intervention coverage for institutional delivery, caesarean section, and care seeking for symptoms

of ARI, by private or public sector for low-income and lower-middle-income countries with available

household survey data in 2000-15 and 2016-23

Data sourced from Analyses by the Countdown, International Centre for Equity in Health, Federal University of
Pelotas, Brazil, based on Demographic and Health Surveys and Multiple Indicator Cluster Surveys, 2000-23.4

ARI=acute respiratory infection.
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coverage remained below 50% in Eastern and Southern
Africa and below 70% in both South Asia and West and
Central Africa. Progress in reducing wealth-related
inequalities in birth registration coverage has also been
slow Given that birth registration is central to
establishing a child’s legal identity, increased investments
in birth registration services in these three regions are
essential. Death registration coverage tends to be
considerably lower than birth registration coverage, and
registration with a reliable cause of death is even lower.

Population censuses, typically conducted once every
10 years, provide data on denominators for the health
sector and selected health indicators. The COVID-19
pandemic led to postponement of censuses in many
countries. The proportion of 134 LMICs with a census in
the preceding decade dropped from 113 (84%) countries
in 2014 (ie, conducted a census during the 2004-13 period)
to 88 (66%) countries in 2023 (ie, a census in the 2014-23
period). The most precipitous drop was in West and
Central Africa (appendix p 176).

Population-based surveys are a crucial source of
representative data on levels, trends, and inequalities in
mortality, nutritional status, intervention coverage, and
risk factors for RMNCAH and nutrition. Global survey
programmes, notably the Demographic and Health
Surveys and Multiple Indicator Cluster Surveys, account
for over 90% of the survey data in international databases
and drive planning and monitoring efforts in LICs and
lower-middle-income countries. Programme-specific
national surveys, such as for malaria, family planning,
and nutrition, are also conducted.

The implementation of surveys with major RMNCAH
and nutrition components has fluctuated over time and
across regions (figure 26). In 2020, there was a major

drop in household surveys due to the COVID-19
pandemic causing survey implementation to be
postponed. Overall, 125 (96%) of 130 LMICs with data
conducted a household survey in 2010-15 compared with
82 countries (63%) in 2019-23 in the SDG period. The
frequency and quality of household surveys, along with
the limited availability of death registration data, affect
the ability to accurately monitor trends, as highlighted in
UN reports on child mortality,”® maternal mortality, and
the Global Strategy for Women’s, Children’s, and
Adolescents’ Health indicators (appendix pp 176, 177).%

Health facility and other system data are major sources
for quality of care and system readiness assessments,
especially at the subnational level. Health facility
assessments, whether through a sample or census of
facilities, appear to have been conducted more frequently
with greater integration across health topics since 2015,
although they have not been comprehensively tracked.
The most important advance accelerated by the
COVID-19 pandemic is the collection of data on health
facility readiness through telephone surveys, as for
instance promoted by the Global Financing Facility.*”
Phone survey approaches offer opportunities for regular
monitoring at low cost, with the potential of increasing
the availability of timely data for country use.

The COVID-19 pandemic also spurred increased interest
in strengthening routine health facility data, which are
often hampered by quality issues. Routine health
information systems are primarily based on monthly
reports from health facilities on range of indicators. Many
LMICs use the web-based District Health Information
System (DHIS2) approach to digitise facility data at the
district level.*® Several global and regional initiatives aim
to improve the quality and use of health facility data, such
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Figure 26: Number of national household surveys by region and mean number of surveys per year for each 5-year increment in 2000-22
The total number of surveys was 483, most were Demographic and Health Surveys and Multiple Indicator Cluster Surveys.
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as WHO work on standards® and Countdown to
2030’s multiyear country collaborations with public health
institutionsand ministries ofhealth in sub-Saharan Africa.
In addition, ongoing efforts to strengthen continuous
maternal and perinatal death surveillance and response
systems should lead to more complete reporting of deaths
and more reliable monitoring of institutional mortality.

The overall picture on data availability and health
information systems indicates some improvements,
albeit at a slow pace.

Conclusion

Country policy frameworks reflect country prioritisation
of women’s, children’s, and adolescents’ health and
commitment to protect the human right to health. The
overview of human-rights-based policies shows that
adoption of policies to protect women’s, children’s, and
adolescents’ health is far from universal across the LMICs.
Fracturing global consensus around international human-
rights-based agreements might further dampen country
interest in introducing laws on universal health and social
protection.

Countries adjust their health systems to meet changing
population needs as they undergo a health transition or
adapt to acute crises ranging from conflict, climate-
related disasters, or disease outbreaks.

The slow increase in the proportion of well trained
health-care personnel to the population in LICs and lower-
middle-income countries is a major obstacle to their

ability to transform and scale-up essential service packages
for women, children, and adolescents and provide more
advanced care for all. The COVID-19 pandemic spurred
technological and digital advancements that improved
service access and quality. However, the commodity
analysis is a reminder that for sustainability, investments
in technological innovations should happen in tandem
with investments in health system infrastructure that is
essential for their distribution and functioning, such as
logistics and supply chains.

Section 5: health financing and global
prioritisation

The level, distribution, and efficiency of health-care
funding determine whether financing arrangements are
sufficient for achieving universal health coverage and for
meeting the health needs of women, children, and
adolescents.”** Health financing drives health workforce
motivation and performance and affects the availability
of medicines and equipment, the affordability of services,
and out-of-pocket health-care costs.”*** Financing is also
needed to develop robust country health information
systems.

This section examines trends in the health financing
landscape with a focus on external aid, which reflects
global commitment to women’s, children’s, and
adolescents’ health and to supporting country health
systems. We also examine challenges and opportunities
affecting the global prioritisation of RMNCAH.
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Figure 27: Current health expenditure (A), government health expenditure (B), out-of-pocket expenditure (C), and external health expenditure (D) per capita

by country income group and selected regions in 2000-21

The difference between the current health expenditure and the sum of government health expenditure, out-of-pocket expenditure, and external health expenditure
is accounted for by private sector and voluntary insurance payments (data not shown). Data sourced from WHO global health expenditure database.*

MDG=Millenium Development Goal. SDG=Sustainable Development Goal.
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Overall health financing

The World Bank’s database, derived from WHO’s Global
Health Expenditure Database, was used to explore overall
health funding levels by source.” The data considered are
the weighted averages of health expenditure per capita for
sub-Saharan Africa, South Asia, and for three country
income groups. The level of current health expenditure
(comprising government, donor, and household
expenditure) varied across country income groups in 2021
from US$37 per capita in LICs to $90 in lower-middle-
income countries and $568 in upper-middle-income
countries. Comparable per capita expenditure levels were
$84 per capita in sub-Saharan Africa and $70 in South Asia
(figure 27). During 2000-15, rapid increases occurred in
current health expenditure in the three country income
groups and sub-Saharan Africa and South Asia, all at
average annual rates of increase exceeding 6%
(appendix pp 178-91).

Following the onset of the COVID-19 pandemic,
current health expenditure per capita continued to
increase in 2020 and 2021 across all country income
groups (and in sub-Saharan Africa and South Asia),
although the increase was more pronounced in upper-
middle-income countries (figure 27).

During 2016-21, the domestic government share of
current health expenditure declined in LICs (average
annual rate of change -3-8%) and lower-middle-income
countries (—2-1%), but was still positive in upper-middle-
incomecountries (0-7%). Bothsub-Saharan Africa (—1-9%)
and South Asia (-3-9%) had declining shares.

Levels of government health expenditure per capita
increased between the periods 2010-15 and 201621 in all
country income groups (figure 27). The trend in
government health expenditure per capita is broadly
similar to the trend observed for current health
expenditure per capita over the period 2000-21. Between
2019 and 2021, government health expenditure per capita
increased by 23% in LICs, 17% in lower-middle-income
countries, and 17% in upper-middle-income countries.
These increases might be explained by governments’
sectoral budget allocations in response to COVID-19,
although further analysis is needed to confirm.

Our analysis found that external assistance is higher in
LICs than in lower-middle-income and upper-middle-
income countries. Sub-Saharan Africa received more
external assistance than South Asia. In 2020, per capita aid
to sub-Saharan Africa (US$10) was ten-times greater than
that to South Asia ($1; appendix pp 178-89).

Out-of-pocket expenditure is considered an inequitable
health financing source because it is typically regressive
and risks driving households into poverty. Out-of-pocket
expenditure was high with little change in the SDG
period (figure 27). During the SDG period, the decline in
the share of out-of-pocket expenditure of total current
health expenditure was slow (average annual rate of
change less than —0-5%) in all country income groups,
sub-Saharan Africa, and South Asia (appendix pp 178-89).

This decline was similar to the trend in the MDG period,
except for the upper-middle-income countries, which
had a higher pace during 2000-15 (-1-9%), and sub-
Saharan Africa, which had an increase of 0-4% per year
during the MDG period and —-0-2% per year during the
SDG period.

External financing for RMNCAH

Data on RMNCAH aid disbursements from international
donors are available from the 2021 creditor reporting
system aid activities database,” which is maintained by
the Organisation for Economic Co-operation and
Development. Application of a method called the
Muskoka2 algorithm to the creditor reporting system
data allows estimation of aid for RMNCAH and for
subcomponents of RMNCAH. Funding for adolescents
is captured within the maternal and newborn health and
reproductive health categories, although it is not possible
to isolate this funding and funding for other adolescent
health services is not included in our analysis. The
Muskoka2 method includes specific disbursements for
RMNCAH and relevant shares of wider health system
investments that benefit RMNCAH.*

Average annual aid flows for RMNCAH before 2015 and
in 2015-20 have divergent trends (figure 28). In LICs, the
average annual rate of increase slowed from 9% before 2015
to 1% after 2015 and in lower-middle-income countries
from 5% to 1% in the same time periods. In South Asia
and sub-Saharan Africa, there was a stagnation in aid
levels. There was a decrease in RMNCAH aid allocation
across all country income groups (except upper-middle-
income countries) and in sub-Saharan Africa and
South Asia in 2021, suggesting potential aid displacement
due to the COVID-19 pandemic.

Aid to child health accounted for 42% of the total
resources for RMNCAH in period from 2015, followed by
reproductive health (39%), and maternal and newborn
health (19%). Despite downturns in pace, the amount of
aid for each RMNCAH component increased after 2015
compared with the 2010-15 period (38% increase for
child health, 29% for maternal and newborn health, and
1% for reproductive health; figure 29; appendix p 183).

Improvements were observed in funding sources, with
grants predominating over the 2010-21 period.
Reproductive health and child health accounted for most
grants, although there was a slight decrease of 4% between
the 2010-15 and 2016-21 averages for reproductive health
grants. Loans, the second largest source of external
funding after grants, are concentrated mainly in child
health, and have grown between the two periods for all
RMNCAH components (increases of 62% for reproductive
health, 91% for maternal and newborn health, and
68% for child health). Private development finance
contributes first to child health, then to reproductive
health, and maternal and newborn health. Private
development finance also increased considerably in
2016-21 compared with 2010-15 (147% increase for
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Figure 28: Aid to reproductive, maternal, newborn, and child health across
country income groups and selected regions in 2002-21

Data sourced from the Muskoka2 algorithm applied to the credit reporting
system database.*® MDG=Millenium Development Goal. SDG=Sustainable
Development Goal.

reproductive health, 77% for maternal and newborn
health, and 90% for child health). The Bill & Melinda Gates
Foundation, the biggest contributor to private development
finance, provided 82% of this funding from 2010 to 2021.

The United States Agency for International
Development (USAID) has remained the largest donor
for RMNCAH since 2010. However, its funding levels
were 4% lower in 2016-21 than in 2010-15. The Global
Fund to Fight AIDS, Tuberculosis and Malaria (Global
Fund) and Gavi, the Vaccine Alliance, were the next
two largest RMNCAH donors, although they concentrated
their funding on specific diseases rather than on the
broader RMNCAH continuum. The period 2016-21 saw a
resurgence in financial contributions to RMNCAH from
other donors, such as the International Development
Association (91% increase relative to 2010-15), now the
fourth largest source of funds, Germany (56% increase
relative to 2010-15), and the Bill & Melinda Gates
Foundation (54% increase relative to 2010-15). The UK
financial support to RMNCAH decreased by 20%
after 2015 relative to the pre-2015 period (appendix p 187).
The Global Financing Facility for women, children, and
adolescents hosted within the World Bank was launched
in July, 2015, to catalyse investments through its multi-
stakeholder Trust Fund and to align partner resources
around country priorities for RMNCAH.

Equity of financing

Aid is an instrument to support poor countries with
inadequate public health budgets. One metric of the
equity or fairness of aid allocations is the degree to which
health funding is directed toward poor countries with
greater economic and health needs.® Up until 2015,
donors increasingly targeted aid for RMNCAH to the
poorest countries (based on per capita GDP) and to
countries with greater health needs (based on neonatal
and under-5 mortality levels), indicated by increasingly

Figure 29: Aid for RMNCAH by component in 2002-2021

Muskoka2 algorithm permits disaggregation of aid for RMNCAH into aid for
reproductive health, maternal and newborn health, and child health. Funding
for adolescents is captured within the maternal and newborn health and
reproductive health categories, although it is not possible to isolate this funding
and funding for other adolescent health services is not included in our analysis.
Aid for RMNCAH is determined by the Creditor Reporting System purpose code,
with around 20 out of 223 codes considered to benefit RMNCAH. Based on the
purpose code, various percentages are applied to disbursements from bilateral,
multilateral, and private donors to estimate the amounts of aid for each RMNCH
component.”* Data sourced from the Muskoka2 algorithm applied to the credit
reporting system database.”® MDG=Millenium Development Goal.
RMNCAH=reproductive, maternal, newborn, child, and adolescent health.
SDG=Sustainable Development Goal.

negative concentration indices (figure 30). However,
since 2015, the degree of equity in the allocation of
RMNCAH aid has stagnated, with some indication of
slight worsening, especially in 2020. Generally, the degree
of equity with respect to health need was stronger in aid
for child health than aid for maternal and newborn
health.

Evidence on the equity and efficiency of health funding
sub-nationally ~within countries is scarce. The
appendix (p 180) describes the findings of Countdown-
supported research on equity and efficiency in the
allocation of health funding in the three countries
(ie, Tanzania, Kenya, and Liberia) during the post-2015
period.

Conclusions on health financing
Current health expenditure per capita overall increased
post-2015, but much more slowly than during the MDG
period and with no increase in sub-Saharan Africa and
LICs. Gaps remained large: current health expenditure
per capita in upper-middle-income countries, which have
achieved the child mortality SDG targets as a group, was
16-times higher than in LICs and six-times higher than in
lower-middle-income countries in 2021. Government
health spending as a proportion of current health
expenditure did not increase across all country income
groups. Out-of-pocket expenditure remained a substantial
proportion of financing across all income groups.

The average annual rate of increase for RMNCAH aid
slowed after 2015, but continued to rise until the COVID-19
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Figure 30: Concentration of aid for RMNCAH according to economic and
health need in 2002-20

Muskoka2 algorithm permits disaggregation of aid for RMNCAH into aid for
reproductive health, maternal and newborn health, and child health. Funding for
adolescents is captured within the maternal and newborn health and
reproductive health categories, although it is not possible to isolate this funding
and funding for other adolescent health services is not included in our analysis.
Negative values reflect greater allocation of RMNCAH aid to the poorest
countries and to countries with higher child mortality and neonatal mortality.
RMNCAH=reproductive, maternal, newborn, child, and adolescent health. Data
sourced from the Muskoka2 algorithm.**

pandemic, after which aid to RMNCAH decreased across
all regions and income groups except upper-middle-
income countries. All components of RMNCAH suffered
a decrease in aid in 2020, suggesting a displacement of
funds towards pandemic responses.

The donor landscape remained similar during the SDG
period. Traditional large donors to RMNCAH remained
mostly stable or reduced their contributions, partly offset
by increased financing from the World Bank’s
International Development Association and private
development financing. Since 2015, the targeting of aid to
countries with greater health needs worsened, particularly
if looking at maternal and newborn health aid.

Global priority for RMNCAH
Global priority refers to the extent to which leaders
publicly and privately express support for an issue, back
up expressions of support with the allocation of financial
resources, and launch initiatives and enact policies and
programmes designed to address the issue.” Global
priority does not guarantee effective implementation or
improvements in population health, but might facilitate
these effects. To examine global priority for RMNCAH in
the context of this report, two sources of empirical
information, drawing on social science frameworks,”"**
were used: a structured literature review; and key
informant interviews with individuals in leadership
positions in institutions with a global reach that address
RMNCAH (appendix p 192).

Global priority for RMNCAH has generally stagnated
since 2016, after a decade and a half of unprecedented
progress. Although leaders of global organisations and

bilateral institutions concerned with RMNCAH, including
UNICEF, WHO, the World Bank, and USAID, continue
to express support for addressing the full continuum of
care, aggregate development assistance has slowed after
reaching a peak at the end of the MDGs (figure 28).

Moreover, while during the MDG era a flurry of global
RMNCAH initiatives were launched, the SDG era has
not had the same level of global activity. Three of the
eight MDGs concerned RMNCAH directly: child
mortality, maternal mortality, and HIV/AIDS and
malaria. The Partnership for Maternal, Newborn and
Child Health was established in 2005 and the then
UN Secretary-General Ban Ki-moon launched the Every
Woman, Every Child movement during the 2010 MDG
Summit. This movement was grounded in the Global
Strategy for Women'’s and Children’s Health for 2010-15,
which was updated in 2016 as the Global Strategy for
Women’s, Children’s, and Adolescents’ Health. Through
the Muskoka Initiative for Maternal, Newborn and Child
Health, announced at the Group of 8 (G8) summit
in 2010, UN member states pledged US$5 billion toward
achievement of MDGs 4 and 5.

In comparison, RMNCAH objectives do not appear as
prominently in the broad, holistic SDG framework. The
current UN Secretary-General, Antoénio Guterres, selected
in 2017 during the SDG era, has not paid nearly as much
attention to RMNCAH as did his predecessor Ban Ki-moon.
In addition, external funding of the Global Financing
Facility (GFF), a multi-organisation partnership intended
to stimulate country investment in women’s, children’s,
and adolescents’ health, has been modest in comparison
with the Global Fund and Gavi in terms of replenishment
amounts. An internal assessment, however, suggests that,
of 32 GFF-supported countries, there was a median
increase of 40% in the proportion of World Bank
International Development Association (IDA) funding
allocated to RMNCAH and nutrition after engaging with
the GFF.”* This finding is consistent with the financial
analysis in this report, showing an increase in IDA funding
for RMNCAH during 2016-21 and provides some evidence
of the GFF’s catalytic and leveraging function.

Perceptions from key informant interviews (appendix
p 192) mirror these observations: nearly all respondents
view the RMNCAH agenda to be presently under threat.
Some respondents worry that this might be the start of a
sustained decline in resources and attention, whereas
others are more optimistic that the stagnation will be
reversed.

External factors behind the stagnation
Three external factors—ones not directly pertaining to
RMNCAH—might have contributed to post-2015
stagnation in priority for the issue: competing priorities,
constricted fiscal space, and declining multilateralism.
The emergence of competing priorities, both health-
related and non-health-related, might have diverted
attention from RMNCAH. Among health priorities,
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COVID-19 and universal health coverage (UHC) have
probably had the most marked effects. The financial
analysis in this report suggests a displacement of funds
towards the pandemic response, a finding supported by
other analyses. Several studies showed that COVID-19
funding was diverted from already existing projects,
some of which might have been RMNCAH-related.”*?*

In comparison with COVID-19, there is less evidence
concerning the effects of UHC on priority for RMNCAH
and more conflicting perspectives on whether attention
to UHC increases or decreases prioritisation of
RMNCAH. Some key informants perceive adverse effects
from attention directed toward UHC and a diminishing
focus on women and children. Others anticipate that
UHC will advance aspects of the RMNCAH agenda by
increasing investments in health system strengthening,
rather than in disease-specific programming.

Among non-health priorities, climate change and the
war in Ukraine were commonly mentioned as potentially
having diverted resources away from RMNCAH. Some
key informants characterised these issues as non-
negotiable priorities, contrasting the importance and
urgency donors afford these issues with the
de-prioritisation of RMNCAH.

In addition to competing priorities, constricted fiscal
space appears to be harming the RMNCAH agenda.
High debt repayments and economic disruption from
the COVID-19 pandemic have made it difficult for
governments in LMICs to allocate sufficient resources to
health and social welfare concerns.” In the SDG period,
interest payments as a percentage of government revenue
have been above 20% in many LMICs, reducing fiscal
space for RMNCAH.

Yet another factor that might be hampering priority for
RMNCAH is declining commitment to multilateralism
and the waning influence of the UN. This change might
partly be a consequence of the rise of national politics
oriented towards populism, nationalism, and a reassertion
of state needs over global solidarity. One study presents
evidence that the era of development cooperation is over,
supplanted by growing disconnection between LMIC
priorities and the narrow agenda of development agencies
of high-income states in the OECD.” Another study finds
that formal intergovernmental organisations are
increasingly less central in international relations as the
playing field shifts to a more multipolar world.”” Some
research links these trends to calls for decolonisation of
global health, with LMICs perceiving the current
multilateral system and development industry as
maintaining power asymmetries between the so-called
Global North and Global South. !

Internal factors behind the stagnation

In addition to external factors, several internal factors
appear to be negatively affecting prioritisation of
RMNCAH. One internal factor is fragmented
governance, as a multiplicity of actors are working

globally on RMNCAH in an uncoordinated manner,
despite the existence of coordination mechanisms, such
as the Global Strategy for Women’s, Children’s, and
Adolescents’ Health 2016-30.** Several entities whose
remit encompasses much of the RMNCAH agenda could
have a coordination and convening role, including the
Partnership for Maternal, Newborn and Child Health,
the WHO Department of Maternal, Newborn, Child and
Adolescent Health and Ageing, and the GFF. However,
none of these entities presently has sufficient power to
effectively assume this role due to various factors,
including inadequate funding and lower visibility
following the dismantling of the UN Secretary-General’s
Every Woman, Every Child initiative.

Instead of acting as a united community, global actors
have tended to advance a diverse and sometimes
competing set of priorities, emphasising particular
population groups or interventions while neglecting
others. That individual global partners pursue specific
mandates is neither surprising nor inherently problematic.
But complications emerge because global partners at
times work at cross-purposes, and without effective
coordination, they are limited in their capacity to forge an
effective coalition to secure adequate commitment and
resources for RMNCAH. Key informants drew contrasts
with the HIV/AIDS movement, noting that the RMNCAH
community has forged weak alliances while the HIV
community has strategically mobilised grassroots as well
as international actors.

Intertwined with and contributing to the problem of
fragmented governance is the lack of a compelling
framing of the issue of RMNCAH that might incentivise
agencies to work together and convince political leaders
and donors to provide resources. RMNCAH actors
recognise this problem and have been grappling with
ways to effectively position the issue. For instance,
proponents have suggested concepts that aspire to unity,
including life course,® continuum of care,** and
survive, thrive, and transform.”* However, these ideas
are largely technical in orientation and have not had the
mobilising power or persuasive framing needed to
inspire collective action.

According to several key informants, one problem
RMNCAH proponents face in constructing a strong
narrative is the perception that this issue already received
outsized attention during the MDG era, which resulted
in extensive declines in child and maternal mortality.
Consequently, some political and health leaders believe
the work is largely done, and it is time to address other
issues.

Other analyses and key informants stress that there are
limitations in framing RMNCAH with too much focus
on survival, noting that mortality and burden of disease
statistics are insufficient for capturing all aspects of
health and wellbeing.***

RMNCAH proponents recognise the potential value of
connecting the issue to existing and emergent global
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priorities, including the three high-profile infectious
diseases of HIV, tuberculosis, and malaria,® non-
communicable diseases,®® UHC, **** climate change,
and pandemic preparedness.”**' But these proponents
point to challenges in conveying mutual benefits of
joining together, such as how focused attention on the
specific population groups of women, children, and
adolescents can attract more resources and collective
action for broader issues, such as climate change and
pandemic preparedness. Similarly, effective evidence-
based communication materials are needed to convince
proponents of non-communicable diseases of the
benefits of investing in RMNCAH as a preventive
strategy, in addition to investing in treatment services for
the growing burden of non-communicable diseases in
older population groups.

Fragmentation and the absence of a compelling frame
raises the basic question of whether the term RMNCAH
refers to anything specific at all. Some respondents
suggest that it is simply an awkwardly constructed
acronym, intended to mesh multiple communities
whose agendas are not fully aligned and therefore
unlikely ever to meaningfully come together.

In summary, there are a range of internal and external
factors that have resulted in reduced global prioritisation
of RMNCAH in the SDG era. The challenge ahead for
the RMNCAH community is multifold and tied with
macroeconomic and political realities, as well as sharp
internal divisions. A key question is whether positioning
women’s, children’s, and adolescents’ health at the heart
of the primary health care model would constitute a way
forward given the model's three pillared structure of
community engagement, multisectoral approaches, and
health sector reforms that could lead to sustainable,
equitable progress, and greater country ownership.

Conclusions

Progress but major slowdown during the SDG period
There have been substantial improvements in health and
development indicators during the SDG period. Mortality
continued to decline in almost all age groups, from
stillbirths and neonates to adolescents, in the low-
income, lower-middle-income, and upper-middle-income
country groups and high mortality regions in 2016-22.
Stunting in children younger than S years also continued
its pre-2015 decline. Coverage of key RMNCAH and
nutrition interventions improved in the SDG period,
most prominently in the lagging region of
West and Central Africa. Inequalities in coverage by
household wealth decreased on average due to a faster
increase in coverage for the poorest households.

These positive developments might have benefited
from modest country-level health system strengthening,
such as current health expenditure, infrastructure, and
workforce, and continued external funding for RMNCAH,
close to the levels reached at the end of the MDG period.
The COVID-19 pandemic disrupted services in 2020, but

most countries rebounded rapidly, except for
immunisation services, showing health system resilience.

Although there have been positive developments, it is
crucial to acknowledge that the rate of improvement in
most mortality, health, and nutrition indicators during
the SDG period has slowed in comparison with the MDG
period. Progress is falling well short of the pace needed
to achieve the 2030 SDG targets and universal coverage
of essential interventions. Most LMICs are at risk of not
reaching the SDG targets for maternal, neonatal, and
child mortality. Large inequalities persist between and
within countries.

Key contributors to the slowdown

A range of contextual and health system issues have
contributed to the slowdown of progress. First, the
positive trends in socioeconomic determinants of
RMNCAH and nutrition are facing increasingly strong
opposition. Economic inequalities between regions and
country income groups remain huge, economic growth
is stalling, particularly in LICs, and a debt crisis is
affecting fiscal space for health in many vulnerable LICs
and lower-middle-income countries. Progress in
women’s education and gender equity has slowed down,
with major implications for RMNCAH and nutrition,
including sexual and reproductive rights, for this and the
next generation. More women and children are affected
by armed conflicts due to direct violence and indirectly
due to the disruptions in critical services and forced
displacement.

Second, as countries have reduced maternal and child
mortality and reached higher coverage of basic
interventions, further progress is increasingly dependent
on access to more advanced, high-quality primary and
secondary health services for all women, children, and
adolescents. The progressive concentration of child
mortality in the perinatal period requires universal access
to more complex services, such as intensive care units for
small and sick newborns. The physical and mental health
needs of older children and adolescents have become
prominent issues, including overweight and obesity.
Addressing these issues requires well functioning health
systems, but the current pace of systems improvements in
LICs and lower-middle-income countries is grossly
inadequate. Coordinated multisectoral strategies are also
needed to address underlying determinants of poor health
and nutrition, including improvements to food and
education systems, commercial regulation, and water and
sanitation.

Third, priority for RMNCAH and nutrition has waned
due to several international and internal (ie, internal to
the RMNCAH health community) factors. Although
current evidence is scarce, transnational concerns, such
as climate change and health security, as well as a
broadened UHC agenda with similar resource envelopes,
might be diverting attention and resources away from
RMNCAH and nutrition. The consequences of national
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political developments on commitment to the human
right to health, including sexual and reproductive health,
such as the rise of populism and declining support for
multilateralism, is a major concern.

Internal factors might have further weakened the
RMNCAH and nutrition community. Fragmentation
across the RMNCAH and nutrition continuum,
underfunded existing coordination platforms, continued
emphasis on vertical programming, and the absence of a
cohesive, unifying narrative have contributed to the
waning visibility of women’s, children’s, and adolescents’
health on global and country agendas. The UN Secretary-
General Office (which led the Every Woman, Every Child
initiative) has relegated responsibility for coordination to
specialist agencies with much reduced global
prominence. Existing actors, such as UNICEF and
WHO, appear to be dealing with increasingly diverse
portfolios. The Partnership of Maternal, Newborn, and
Child Health similarly is under pressure due to a more
expansive agenda and is underfunded to achieve its
advocacy aims and civil society engagement. New global
actors, such as the GFF, are contributing, but have not
been able to secure the resources to transform the field
or make a large country-level impact.

Priority areas for action

The report’s analyses aim to fuel debates and suggest
actions needed to ensure acceleration of progress in
women’s, children’s and adolescents’ health. Five themes
were identified:

Priority 1: explicit focus on sub-Saharan Africa

Women’s, children’s, and adolescents’ health in sub-
Saharan Africa should be prioritised by global, regional,
and country actors. The fertility rate in this region remains
high, and more than 50% of the population is younger than
20 years, leading to continued pressure to provide more
services to meet the increasing demand for RMNCAH and
nutrition services, often with the same limited resource
budget. The region has the worst maternal, newborn, child
and adolescent mortality and health indicators, with
infectious diseases predominating, and has the greatest set
of external challenges. Economic threats, armed conflict,
and food insecurity are disproportionately concentrated in
sub-Saharan Africa, a region already burdened by weak
health systems, high levels of poverty, and low levels of
socioeconomic  development.  Sub-Saharan  Africa’s
vulnerability to extreme weather events induced by climate
change, such as droughts and floods, is higher than in
most other regions.

The deDt crisis is threatening advances in RMNCAH and
nutrition in many countries. Progress in the urban poor
appears to have stalled in many countries, which is
concerning given the growing numbers of urban residents
living in poverty and informal settlements. West and
Central Africa lags behind other regions on nearly all
indicators. All 48 countries in sub-Saharan Africa, excluding

four small population island states with more favourable
health indicators, will need to accelerate the pace of
mortality decline to reach the 2030 targets. Major multi-
country initiatives led by regional political and technical
institutions, such as African Centres for Disease Control
and Prevention and African Population and Health
Research Centre, with strong global support are needed to
strengthen country health systems and help address
underlying drivers, including economic development.

Priority 2: strengthening health systems for RMNCAH and
nutrition

Inadequate health system strength—which can be
reflected by major inequalities in accessing essential
health services, poor service quality, untimely service,
and difficulty accessing higher levels of care—are
impeding progress. Country progression in the mortality
and health transition to reach SDG targets will be
challenging. Priority strategies include improving the
health workforce, protecting country health budgets
from fiscal constraints, increasing well targeted external
aid, innovations in commodities and service delivery
strategies, and quality of care improvements. Primary
health-care strategies, including first-level hospitals, are
essential to provide all with basic emergency obstetric
and newborn care and integrated maternal, child, and
adolescent health services.

Technological innovations hold promise for expanding
service access, quality, and impact. New interventions,
such as malaria vaccines or clinical practices that prevent
adverse outcomes of pregnancy, can make a sustainable
difference. Equitable scale-up of these innovations will
require investments that account for local health system
issues that could affect their uptake.

Priority 3: safequarding progress against external crises
Safeguarding progress against multiple external threats
to RMNCAH and nutrition requires special attention
both within and outside the health sector. Much needed
actions include continued focus on improvement of
education and gender equity, mitigation of the
consequences of armed conflict, centring children in all
climate policies, implementation of commercial
regulation to protect children and adolescents from
harmful marketing and other practices, and protecting
essential RMNCAH and nutrition services during health
emergencies. Addressing malnutrition and preventable
mortality also requires investments in water and
sanitation systems and ensuring households have access
to sufficient nutritious foods. Protecting country health
budgets from fiscal constraints is imperative, including
through debt servicing policies and practices that
safeguard health services for women, children, and
adolescents, and ensuring adequate financing for
RMNCAH and nutrition with a strong focus on
populations that are the most disadvantaged in all settings
through, for instance, social protection programmes.
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Priority 4: accountability for all actors

An iterative process of monitoring, review, and remedial
action is core to holding countries and their partners to
account for commitments. The large number of goals,
targets, and indicators in the SDG mandate should not
dilute accountability for women’s, children’s, and
adolescents’ health. Greater investments are needed to
re-energise accountability mechanisms that examine
progress overall, as well as progress in addressing
inequalities within countries—eg, according to key
stratifying factors, such as gender, socioeconomic
position, place of residence, sexual orientation, religious
identification, and ethnicity and race.

The current SDG country-led monitoring process
through the UN is a flawed mechanism, as it relies entirely
on self-reported progress. The annual SDG report by the
UN is an informative synthesis of estimates by UN
agencies. The bi-annual reporting on progress in
RMNCAH in the World Health Assembly related to the
Global Strategy for Women'’s, Children’s, and Adolescents’
Health (2016-30) helps but is not enough. These reports
should be accompanied by additional independent
analyses that include civil society voices and make
recommendations around which actors are responsible for
carrying forward specific actions. Strengthening of
regional and country-level accountability mechanisms is
needed, with a much greater emphasis on independent
assessments supported by transparency and data sharing.
Regional institutions and global agencies could have a
crucial role in such processes. In particular, a major Africa-
led monitoring and review initiative would be well placed.

Priority 5: revitalising RMNCAH and nutrition

In May, 2024, the WHO Member States approved a
resolution to revitalise efforts towards the SDG targets for
maternal and child mortality. The resolution reiterates
much of the language of a 2015 resolution on the Global
Strategy for Women'’s, Children’s, and Adolescents’ Health
(2016-30), with added emphasis on the need to strengthen
the health workforce. The resolution contributes to greater
attention for RMNCAH and nutrition. However, the
complexity of internal and external influences on progress
requires further debate on new approaches.

Possible strategies moving forward to drive faster
progress include recognising that emergent development
priorities present opportunities for what political
scientists call grafting—ie, attaching one’s priorities to
items on the ascent or already on global and national
agendas.”” For such a strategy to be effective, the global
RMNCAH and nutrition community should consider
how to reorient their arguments in ways that appeal to
leaders across the political spectrum and how to secure
participation in deliberations on major transnational
issues, such as climate change and pandemic
preparedness and response, which have inevitable
long-term and potentially intergenerational consequences
on the health of women, children, and adolescents.

In addition, RMNCAH and nutrition proponents
should identify and address deficiencies in internal
governance and framing. The present state of global
governance for RMNCAH is not adequate. New
coordinating structures might not be needed—on the
contrary, the current fragmentation and poor
coordination could be a function of too many of these—
but instead key global actors should consider how to use
and adequately support existing governing structures,
such as global partnerships and UN agencies, with
convening power to coordinate more effectively. A global
platform with a visibility as great as the previous UN
Secretary-General's initiative Every Woman Every Child
would be desirable, along with stronger regional and
country-level accountability mechanisms.

At the same time, there is a dearth of compelling ideas
that bridge technical, pragmatic, and philosophical
dimensions to bring these organisations together and
inspire action. An important step could be global actors
working with national leaders through existing forums to
craft an energising set of ideas on RMNCAH and
nutrition that motivate collective action, could be tailored
to regional contexts, and support country aims to develop
comprehensive single health plans that place women,
children, and adolescents at the centre.

Women’s, children’s, and adolescents’ health must
remain central

To conclude, no matter what phase of the mortality and
fertility transition a country is in, adequate investments
in the health of women, children, and adolescents should
be a clear and consistent priority of governments and
development partners. Making and following through on
such commitments are essential to secure the future of
the current generation and for the strength and resilience
of societies overall.**?*?* By working collectively across
sectors and stakeholders, including civil society, to
address systemic barriers and leverage emerging
opportunities, major progress can be achieved.

The mid-point assessment of progress of the MDG
period, circa 2008, was a case in point. An assessment at
that time would have shown similarly discouraging
results for many indicators. Although not all targets were
eventually reached by 2015, major gains were achieved in
the second half of the MDG period, propelled by a strong
global commitment and country focus, increased
resources, and enhanced accountability mechanisms.
This history should inspire confidence that a similar
acceleration is possible in the second half of the SDGs.
There is an urgent need for a collective focus on
RMNCAH and nutrition to prevent backsliding and put
the world on course to achieve its commitments to
women, children, and adolescents everywhere.
Contributors
The preparation of the report was led by AA, AJDB, JR, CF, and TB. This

core team drafted the introduction and concluding sections and
harmonised the different sections of the report. Section 1 was led by TB,

www.thelancet.com Published online April 10, 2025 https://doi.org/10.1016/50140-6736(25)00151-5



Review

in collaboration with NA, EB, EMS, PS, HT, SEB, SH-N, FF, MC, MR,
RH, AC, CK, and CI. Section 2 was led by AA, in collaboration with BM,
MG, REB, LL, NA, GRMM, SW, JP, FV, EB, DY, and TB. Section 3 was led
by AJDB, in collaboration with CB, FH, LZF, YW, BC-V, EH, JR, MM,
WD-G, LA, and KN. Section 4 was led by JR, in collaboration with AJDB,
CB, MM, NW, YT, AB, TB, and MK. Section 5 was led by JR; the part on
health financing was prepared by PBe, PBi, CP, JB, NB; and the part of on
global priority for reproductive, maternal, neonatal, child, and adolescent
health was prepared by JS and YRS. In addition to the core team, MC and
REB contributed to the overall shaping of the report. All authors
contributed to the overall paper structure and concepts and provided
input and expertise to the relevant sections.

Declaration of interests

Countdown to 2030 for Women’s, Children’s and Adolescents’ Health is
funded by the Bill & Melinda Gates Foundation (grant INV-065479).
MR reports support from Wellcome (304972/Z/23/Z) and Horizon
Europe through the IDAlert project (101057554), the UK Research and
Innovation project (10056533 and 10041512), and the CATALYSE project
(101057131). TB reports support from the Gates Foundation through a
Countdown to 2030 grant through a US Fund for UNICEF to the
University to Manitoba. AA reports support from the Gates Foundation
through a Countdown to 2030 grant through a US Fund for UNICEF to
Johns Hopkins University. JB reports receiving a grant from the
Economic and Social Research Council to examine the impact of
COVID-19 on health financing in Africa and from WHO for an evidence
review of climate and health financing. EH reports receiving 25% of
Level of Effort-salary support for the Countdown to 2030 project overall.
LL reports receiving salary support from a Gates Foundation grant
(INV-038624) to Johns Hopkins University; and travel support to attend
the Countdown annual meeting in April, 2024, in Kigali, Rwanda.

JS reports receiving funds allocated to Johns Hopkins University to
conduct analysis of global political priority for reproductive, maternal,
newborn, child and adolescent health, which fed into this report; being
Principal Investigator on a grant from the Oak Foundation, studying
political priority to address sexual violence against children in five
countries; previous Principal Investigator on a grant from GHR
Foundation, studying the governance of national systems to care for
orphans and vulnerable children; previous Principal Investigator on
Jhpiego grant studying perceptions of MOMENTUM (USAID funded
initiative on Maternal Neonatal Child Health) concepts; co-investigator
on Medical Research council grant analysing global network on
improving quality of care for maternal, newborn, and child health;
honorarium from Korea Disease Control and Prevention Agency for a
web talk titled “Framing and the formation of global health priorities”.
AC reports receiving Wellcome Trust grants for Climate Change and
Health Action; support with travel expenses to Bellagio meeting from
Rockefeller Foundation; and participation on a Data Safety Monitoring
Board for the Tara trial on preconceptual and pregnancy nutrition
interventions in Delhi, India. RH reports receiving grants from the
Gates Foundation (INV-040665). KN reports receiving funding from the
Gates Foundation (INV-042414) to University of Southampton to pay for
research and impact generating activities through a subgrant
administered by US Fund for UNICEF. JP reports receiving funding
from Gates Foundation (INV-038624) and support for travel to a
conference in Santiago, Chile, from WHO. JW reports having a Rol
from the National Institutes of Health and consulting for UNICEF, and
received support for travel to Rwanda from WHO. All other authors
declare no competing interests.

Acknowledgments

We thank the UN Interagency Group on Child Mortality Estimates
technical team (Lucia Hug and Yang Li) for running the mortality
estimates with uncertainty intervals; Antonella Francheska Lavelanet,
WHO, for her support with the WHO Global Abortion Policy Database;
Yoko Inagaki and Hannah Tong for their work on the LIST analyses;
Shafkat Meraj and Christin Le for their contributions to the global
prioritisation analyses; Asha George and Amnesty Lefevre for their
contributions to the Countdown work on health systems; Jeff Hoover for
editorial inputs into draft manuscript; Cintia Borges for assistance with
graphics; and Brittany Furgal for extensive administrative support.

Editorial note: The Lancet Group takes a neutral position with respect to
territorial claims in published maps and institutional affiliations.

References

1  Boerma T, Requejo J, Victora CG, et al. Countdown to 2030:
tracking progress towards universal coverage for reproductive,
maternal, newborn, and child health. Lancet 2018; 391: 1538—48.

2 Countdown to 2030. Women'’s children’s and adolescents’ health.
https://www.countdown2030.org/ (accessed May 22, 2024).

3 WHO. Health in 2015: from MDGs, Millennium Development
Goals to SDGs, Sustainable Development Goals. 2015. https://www.
who.int/publications/i/item/9789241565110 (accessed
March 14, 2025).

4 Victora CG, Requejo JH, Barros AJD, et al. Countdown to 2015:

a decade of tracking progress for maternal, newborn, and child
survival. Lancet 2016; 387: 2049-59.

5  Kuruvilla S, Schweitzer J, Bishai D, et al. Success factors for
reducing maternal and child mortality. Bull World Health Organ
2014; 92: 533-44B.

6 Moucheraud C, Owen H, Singh NS, et al. Countdown to 2015
country case studies: what have we learned about processes and
progress towards MDGs 4 and 52 BMC Public Health 2016;

16 (suppl 2): 794.

7 Afnan-Holmes H, Magoma M, John T, et al. Tanzania’s countdown
to 2015: an analysis of two decades of progress and gaps for
reproductive, maternal, newborn, and child health, to inform
priorities for post-2015. Lancet Glob Health 2015; 3: €396—409.

8  Ruducha ], Mann C, Singh NS, et al. How Ethiopia achieved
Millennium Development Goal 4 through multisectoral
interventions: a Countdown to 2015 case study. Lancet Glob Health
2017; 5: e1142-51.

9  Keats EC, Ngugi A, Macharia W, et al. Progress and priorities for
reproductive, maternal, newborn, and child health in Kenya:

a Countdown to 2015 country case study. Lancet Glob Health 2017;
5: e782-95.

10 Jamison DT, Summers LH, Alleyne G, et al. Global health 2035:

a world converging within a generation. Lancet 2013; 382: 1898-955.

11 UN. The Sustainable Development Goals report 2023: special
edition. Towards a rescue plan for people and planet. 2023. https://
unstats.un.org/sdgs/report/2023/ (accessed March 14, 2025).

12 UNICEF. Progress on children’s well-being: centring child rights in
the 2030 agenda. Sept 17, 2023. https://data.unicef.org/resources/
sdg-report-2023/ (accessed March 14, 2025).

13 WHO, UNICEF. Protect the promise: 2022 progress report on the
every woman every child global strategy for women’s, children’s and
adolescents’ health (2016-2030). Oct 18, 2022. https://www.who.int/
publications/i/item/9789240060104 (accessed March 14, 2025).

14  Reinert KA. From Sustainable Development Goals to basic
development goals. Ethics Int Aff 2020; 34: 125-37.

15 Bustreo F, Doebbler C. Universal health coverage: are we losing our
way on women’s and children’s health? Health Hum Rights 2019;
21: 229-34.

16 WHO. Trends in maternal mortality 2000 to 2020: estimates
by WHO, UNICEF, UNFPA, World Bank Group and UNDESA/
Population Division. Feb 23, 2023. https://www.who.int/
publications/i/item /9789240068759 (accessed March 14, 2025).

17 UNICEF, WHO, Interagency Group on Child Mortality Estimates.
Levels & trends in child mortality: report 2022. Estimates developed
by the United Nations Inter-agency Group for Child Mortality
Estimation. 2022. https://childmortality.org/wp-content/
uploads/2023/01/UN-IGME-Child-Mortality-Report-2022.pdf
(accessed March 14, 2025).

18  World Bank. World Bank country and leading groups. 2020. https://
datahelpdesk.worldbank.org/knowledgebase/articles/906519-world-
bank-country-and-lending-groups (accessed March 14, 2025).

19 UN, Department of Economic and Social Affairs. World
urbanization prospects: the 2018 revision. August, 2019. https://
www.un-ilibrary.org/content/books /9789210043144 (accessed
March 14, 2025).

20 UNICEF, WHO, Interagency Group on Child Mortality Estimates.
Levels and trends in child mortality. United Nations Inter-agency
Group for Child Mortality Estimation (UN IGME), report 2023.
March 12, 2024. https://data.unicef.org/resources/levels-and-trends-
in-child-mortality-2024/ (accessed May 21, 2024).

www.thelancet.com Published online April 10, 2025 https://doi.org/10.1016/50140-6736(25)00151-5



Review

21

22

23

24

25

26

27

28

29

30

31

32

33

34

35

36

37

38

44

WHO. Trends in maternal mortality: 2000 to 2017: estimates

by WHO, UNICEF, UNFPA, World Bank Group and the United
Nations Population Division. 2019. https://www.unfpa.org/sites/
default/files/pub-pdf/Maternal_mortality_report.pdf (accessed
March 14, 2025).

UN, Department Economic Social Affairs, Population Division.
World population prospects 2022. https://population.un.org/wpp/
(accessed March 14, 2025).

Bietsch K, Rosenberg R. The effect of fertility behavior on child
survival: evidence from the Demographic and Health Surveys,
2012-2022. DHS Analytical Studies 88. 2023. https://dhsprogram.
com/pubs/pdf/AS88/AS88.pdf (accessed March 14, 2025).
Menashe-Oren A, Bocquier P. Urbanization is no longer driven by
migration in low- and middle-income countries (1985-2015).

Popul Dev Rev 2021; 47: 639-63.

Bocquier P, Menashe-Oren A, Nie W. Migration’s contribution to
the urban transition: direct census estimates from Africa and Asia.
Demogr Res 2023; 48: 681-732.

Victora CG, Barros AJD, Franca GVA, da Silva ICM,

Carvajal-Velez L, Amouzou A. The contribution of poor and rural
populations to national trends in reproductive, maternal, newborn,
and child health coverage: analyses of cross-sectional surveys from
64 countries. Lancet Glob Health 2017; 5: e402-07.

Amouzou A, Melesse DY, Wehrmeister FC, et al. Erosion of the
capital city advantage in child survival and reproductive, maternal,
newborn, and child health intervention coverage in

sub-Saharan Africa. J Urban Health 2024; 101 (suppl 1): 18-30.

UN. Urbanization and development: emerging futures. 2016.
https://unhabitat.org/sites/default/files/download-manager-files/
WCR-2016-WEB.pdf (accessed March 14, 2025).

Wehrmeister FC, Ferreira LZ, Amouzou A, et al. Identifying and
characterizing the poorest urban population using national
household surveys in 38 cities in sub-Saharan Africa.

J Urban Health 2024; 101 (suppl 1): 5-17.

Blumenberg C, Costa JC, Ricardo LI, et al. Coverage, trends, and
inequalities of maternal, newborn, and child health indicators
among the poor and non-poor in the most populous cities from

38 sub-Saharan African countries. | Urban Health 2024;

101 (suppl 1): 31-44.

Bishai DM, Cohen R, Alfonso YN, Adam T, Kuruvilla S, Schweitzer
J. Factors contributing to maternal and child mortality reductions in
146 low- and middle-income countries between 1990 and 2010.
PLoS One 2016; 11: €0144908.

Chao F, You D, Pedersen J, Hug L, Alkema L. National and regional
under-5 mortality rate by economic status for low-income and
middle-income countries: a systematic assessment.

Lancet Glob Health 2018; 6: 53547,

Wehrmeister FC, Fayé CM, da Silva ICM, et al. Wealth-related
inequalities in the coverage of reproductive, maternal, newborn and
child health interventions in 36 countries in the African Region.
Bull World Health Organ 2020; 98: 394-405.

Kurowski C, Evans DB, Tandon A, et al. From double shock to
double recovery: implications and options for health financing in
the time of COVID-19. March, 2021. https://documentsl.worldbank.
org/curated/en/670721616095085493 /pdf/ From-Double-Shock-to-
Double-Recovery-Implications-and-Options-for-Health-Financing-
in-The-Time-of-COVID-19.pdf (accessed March 14, 2025).

World Bank Group. GDP per capita, PPP (constant 2017
international $). https://data.worldbank.org/indicator/NY.GDP.
PCAP.PP.KD (accessed May 23, 2024).

Andres Castaneda Aguilar R, Diaz-Bonilla C, Fujs T, et al.

March 2024 global poverty update from the World Bank: first
estimates of global poverty until 2022 from survey data.

March 26, 2024. https://blogs.worldbank.org/en/opendata/march-
2024-global-poverty-update-from-the-world-bank--first-esti (accessed
May 23, 2024).

Kurowski C, Kumar A, Mieses ], Schmidt M, Silfverberg DV. Health
financing time global shocks: strong advance, early retreat.

May 1, 2023. https://openknowledge.worldbank.org/entities/
publication/846332e1-406e-4958-ab76-cdbbb968678a (accessed
March 14, 2025).

Lahiani A, Mtibaa A, Gabsi F. Fiscal consolidation, social sector
expenditures and twin deficit hypothesis: evidence from emerging
and middle-income countries. Comp Econ Stud 2022; 64: 710—47.

39

41

42

43

45

47

49

50

51

52

53

54

55

56

57

58

59

Fosu AK. The external debt-servicing constraint and public
expenditure composition: evidence from African economies. 2007,
https://www.econstor.eu/bitstream/10419/63373/1/53737048X.pdf
(accessed March 14, 2025).

Federspiel F, Borghi ], Martinez-Alvarez M. Growing debt burden
in low- and middle-income countries during COVID-19 may
constrain health financing. Glob Health Action 2022; 15: 2072461.
Stubbs T, Kentikelenis A, Gabor D, Ghosh ], McKee M. The return of
austerity imperils global health. BMJ Glob Health 2023; 8: €011620.
WHO. Global health expenditure database. https://apps.who.int/
nha/database (accessed May 22, 2024).

World Bank Group. World Bank open data. https://data.worldbank.
org (accessed May 23, 2024).

UNICEF. Health budget brief 2023 (Ghana). 2023. https://www.
unicef.org/ghana/media/5001/file/2023 (accessed May 23, 2024).
Thomson M, Kentikelenis A, Stubbs T. Structural adjustment
programmes adversely affect vulnerable populations: a systematic-
narrative review of their effect on child and maternal health.

Public Health Rev 2017; 38: 13.

Oxfam International. IMF social spending floors: a fig leaf for
austerity? 2023. https://oxfamilibrary.openrepository.com/
bitstream/handle /10546/621495 /bp-imf-social- spending-floors-
130423-en.pdf ;jsessionid=E4BEEAF9A5DF84610921A6999940037A?
sequence=4 (accessed March 14, 2025).

Mensch BS, Chuang EK, Melnikas AJ, Psaki SR. Evidence for causal
links between education and maternal and child health: systematic
review. Trop Med Int Health 2019; 24: 504-22.

Vaivada T, Akseer N, Akseer S, Somaskandan A, Stefopulos M,
Bhutta ZA. Stunting in childhood: an overview of global burden,
trends, determinants, and drivers of decline. Am J Clin Nutr 2020;
112 (suppl 2): 777S-91S.

Akombi BJ, Agho KE, Hall JJ, Wali N, Renzaho AMN, Merom D.
Stunting, wasting and underweight in Sub-Saharan Africa: a
systematic review. Int | Environ Res Public Health 2017; 14: 863.
Barros AJD, Ronsmans C, Axelson H, et al. Equity in maternal,
newborn, and child health interventions in Countdown to 2015: a
retrospective review of survey data from 54 countries. Lancet 2012;
379:1225-33.

Tungalp O, Souza JP, Hindin MJ, et al. Education and severe
maternal outcomes in developing countries: a multicountry cross-
sectional survey. BJOG 2014; 121 (suppl 1): 57-65.

Godah MW, Beydoun Z, Abdul-Khalek RA, Safieddine B,

Khamis AM, Abdulrahim S. Maternal education and low birth
weight in low- and middle-income countries: systematic review and
meta-analysis. Matern Child Health ] 2021; 25: 1305-15.

Balaj M, York HW, Sripada K, et al. Parental education and
inequalities in child mortality: a global systematic review and meta-
analysis. Lancet 2021; 398: 608-20.

UNESCO. Background information on education statistics in the
UIS database. March, 2024. https://uis.unesco.org/sites/default/
files/bgdocs/background-information-education-statistics-uis-
database-en.pdf (accessed March 14, 2025).

UNICEF. Are children really learning? Exploring foundational skills
in the midst of a learning crisis. March 29, 2022. https://data.
unicef.org/resources/are-children-really-learning-foundational-
skills-report/ (accessed May 23, 2024).

Kaffenberger M. Modelling the long-run learning impact of the
Covid-19 learning shock: actions to (more than) mitigate loss.

Int J Educ Dev 2021; 81: 102326.

Doku DT, Bhutta ZA, Neupane S. Associations of women’s
empowerment with neonatal, infant and under-5 mortality in low-
and /middle-income countries: meta-analysis of individual
participant data from 59 countries. BMJ Glob Health 2020;
5:e001558.

Brinda EM, Rajkumar AP, Enemark U. Association between gender
inequality index and child mortality rates: a cross-national study of
138 countries. BMC Public Health 2015; 15: 97.

Vidal Fuertes C, Johns NE, Goodman TS, Heidari S, Munro J,
Hosseinpoor AR. The association between childhood immunization
and gender inequality: a multi-country ecological analysis of zero-
dose DTP prevalence and DTP3 immunization coverage. Vaccines
2022; 10: 1032.

www.thelancet.com Published online April 10, 2025 https://doi.org/10.1016/50140-6736(25)00151-5



Review

60

61

62

63

64

65

66

67

68

69

70

71

72

73

74

75

76

78

79

James-Hawkins L, Peters C, VanderEnde K, Bardin L, Yount KM.
Women'’s agency and its relationship to current contraceptive use in
lower- and middle-income countries: a systematic review of the
literature. Glob Public Health 2018; 13: 843-58.

Cunningham K, Ruel M, Ferguson E, Uauy R. Women’s
empowerment and child nutritional status in South Asia:

a synthesis of the literature. Matern Child Nutr 2015; 11: 1-19.
Thorpe S, VanderEnde K, Peters C, Bardin L, Yount KM.

The influence of women’s empowerment on child immunization
coverage in low, lower-middle, and upper-middle income countries:
a systematic review of the literature. Matern Child Health | 2016;

20: 172-86.

Ewerling F, Wehrmeister FC, Victora CG, Raj A, McDougal L,
Barros AJ. Is women’s empowerment associated with coverage of
RMNCH interventions in low- and middle-income countries? An
analysis using a survey-based empowerment indicator, the SWPER.
J Glob Health 2021; 11: 04015.

World Bank Group. Women, business and the law 2024.

March 4, 2024. https://openknowledge.worldbank.org/entities/
publication/853a55af-f1ba-4979-949¢-61979af2fbb9 (accessed

March 14, 2025).

Jeffrie N. The mobile gender gap report 2023. https://www.gsma.
com/r/wp-content/uploads/2023/07/The-Mobile-Gender-Gap-
Report-2023.pdf (accessed May 23, 2024).

LeFevre AE, Shah N, Bashingwa JJH, George AS, Mohan D. Does
women’s mobile phone ownership matter for health? Evidence
from 15 countries. BMJ Glob Health 2020; 5: €002524.

Devakumar D, Selvarajah S, Abubakar I, et al. Racism, xenophobia,
discrimination, and the determination of health. Lancet 2022;

400: 2097-108.

Human Development Reports. Gender inequality index (GII).
https://hdr.undp.org/data-center/thematic-composite-indices/
gender-inequality-index#/indicies/GII (accessed May 23, 2024).

UN Women. The paths to equal: twin indices on women’s
empowerment and gender equality. 2023. https://www.unwomen.
org/en/digital-library/publications/2023/07/the-paths-to-equal-twin-
indices-on-womens-empowerment-and-gender-equality (accessed
May 23, 2024).

World Economic Forum. Global gender gap report 2023.

June 20, 2023. https://www.weforum.org/publications/global-
gender-gap-report-2023/ (accessed March 14, 2025).

Organisation for Economic Co-operation and Development. Gender
equality in times of crisis: SIGI 2023 global report. https://www.
oecd.org/stories/gender/social-norms-and-gender-discrimination/
sigi/ (accessed March 14, 2025).

Equal Measures 2030. A gender equal future in crisis? Findings
from the 2024 SDG gender index. 2023. https://equalmeasures2030.
org/2022-sdg-gender-index/index-findings/ (accessed May 23, 2024).
UNFPA. Interwoven lives, threads of hope: ending inequalities in
sexual and reproductive health and rights. 2024. https://www.unfpa.
org/sites/default/files/pub-pdf/swp2024-english-240327-web.pdf
(accessed May 23, 2024).

Garcia-Moreno C, Zimmerman C, Morris-Gehring A, et al.
Addressing violence against women: a call to action. Lancet 2015;
385: 1685-95.

Sardinha L, Maheu-Giroux M, Stéckl H, Meyer SR, Garcia-Moreno
C. Global, regional, and national prevalence estimates of physical or
sexual, or both, intimate partner violence against women in 2018.
Lancet 2022; 399: 803-13.

Costa D, Scharpf F, Weiss A, Ayanian AH, Bozorgmehr K. Intimate
partner violence during COVID-19: systematic review and meta-
analysis according to methodological choices. BMC Public Health
2024; 24: 313.

Klein E, Helzner E, Shayowitz M, Kohlhoff S, Smith-Norowitz TA.
Female genital mutilation: health consequences and complications—
a short literature review. Obstet Gynecol Int 2018; 2028: 7365715.
Ahinkorah BO, Hagan JE Jr, Ameyaw EK, et al. Socio-economic and
demographic determinants of female genital mutilation in
sub-Saharan Africa: analysis of data from demographic and health
surveys. Reprod Health 2020; 17: 162.

Ayenew AA, Mol BW, Bradford B, Abeje G. Prevalence of female
genital mutilation and associated factors among daughters aged
0-14 years in sub-Saharan Africa: a multilevel analysis of recent
demographic health surveys. Front Reprod Health 2023; 5: 1105666.

80

81

82

83

84

85

86

87

88

89

90

91

92

93

94

95

96

97

98

99

100

101

Farouki L, El-Dirani Z, Abdulrahim S, Akl C, Akik C, McCall SJ.
The global prevalence of female genital mutilation/cutting:

a systematic review and meta-analysis of national, regional, facility,
and school-based studies. PLoS Med 2022; 19: e1004061.

WORLD Policy Analysis Center. Child marriage. 2024. https://www.
worldpolicycenter.org/topics/child-marriage/policies

(accessed Aug, 29, 2024).

Arthur M, Earle A, Raub A, et al. Child marriage laws around the
world: minimum marriage age, legal exceptions, and gender
disparities. ] Women Polit Policy 2017; 39: 51-74.

Molitoris J, Kantorova V, Ezdi S, Gonnella G. Early childbearing and
child marriage: an update. Stud Fam Plann 2023; 54: 503-21.
Ganchimeg T, Ota E, Morisaki N, et al. Pregnancy and childbirth
outcomes among adolescent mothers: a World Health Organization
multicountry study. BJOG 2014; 121 (suppl 1): 40-48.

Cordova-Pozo KL, Anishettar SS, Kumar M, Chokhandre PK.
Trends in child marriage, sexual violence, early sexual intercourse
and the challenges for policy interventions to meet the Sustainable
Development Goals. Int | Equity Health 2023; 22: 250.

Melesse DY, Cane RM, Mangombe A, et al. Inequalities in early
marriage, childbearing and sexual debut among adolescents in
sub-Saharan Africa. Reprod Health 2021; 18 (suppl 1): 117

Bendavid E, Boerma T, Akseer N, et al. The effects of armed conflict
on the health of women and children. Lancet 2021; 397: 522-32.
Wise PH, Shiel A, Southard N, et al. The political and security
dimensions of the humanitarian health response to violent conflict.
Lancet 2021; 397: 511-21.

Azanaw MM, Anley DT, Anteneh RM, Arage G, Muche AA. Effects
of armed conflicts on childhood undernutrition in Africa: a
systematic review and meta-analysis. Syst Rev 2023; 12: 46.

Boerma T, Tappis H, Saad-Haddad G, et al. Armed conflicts and
national trends in reproductive, maternal, newborn and child health
in sub-Saharan Africa: what can national health surveys tell us?
BM] Glob Health 2019; 4 (suppl 4): €001300.

Akseer N, Wright ], Tasic H, et al. Women, children and adolescents
in conflict countries: an assessment of inequalities in intervention
coverage and survival. BM] Glob Health 2020; 5: €002214.

Jawad M, Hone T, Vamos EP, Cetorelli V, Millett C. Implications of
armed conflict for maternal and child health: a regression analysis
of data from 181 countries for 2000-2019. PLoS Med 2021;

18: €1003810.

Uppsala Conflict Data Program. https://ucdp.uu.se/ (accessed

May 23, 2024).

Obermeier AM, Rustad SA. Conflict trends: a global overview,
1946-2022. Peace Research Institute Oslo (PRIO) paper. 2023.
https://reliefweb.int/report/world/conflict-trends-global-
overview-1946-2022 (accessed May 23, 2024).

UN High Commissioner for Refugees. Refugee data finder. https://
www.unhcr.org/refugee-statistics/download/?url=sH5pnE (accessed
May 23, 2024).

Reliefweb. Global report on internal displacement 2023 (GRID
2023): internal displacement and food security. ReliefWeb. https://
reliefweb.int/report/world/global-report-internal-displacement-
2023-grid-2023-internal-displacement-and-food-security (accessed
May 23, 2024).

Singh NS, Ataullahjan A, Ndiaye K, et al. Delivering health
interventions to women, children, and adolescents in conflict
settings: what have we learned from ten country case studies?
Lancet 2021; 397: 533-42.

Zhang T, He Q, Richardson S, Tang K. Does armed conflict lead to
lower prevalence of maternal health-seeking behaviours: theoretical
and empirical research based on 55683 women in armed conflict
settings. BM] Glob Health 2023; 8: €012023.

Gaffey MF, Waldman RJ, Blanchet K, et al. Delivering health and
nutrition interventions for women and children in different conflict
contexts: a framework for decision making on what, when, and
how. Lancet 2021; 397: 543-54.

Huynh BQ, Chin ET, Spiegel PB. No evidence of inflated mortality
reporting from the Gaza Ministry of Health. Lancet 2024;

403: 23-24.

Jamaluddine Z, Checchi F, Campbell OMR. Excess mortality in
Gaza: Oct 7-26, 2023. Lancet 2023; 402: 2189-90.

www.thelancet.com Published online April 10, 2025 https://doi.org/10.1016/50140-6736(25)00151-5



Review

102

103

104

105

106

107

108

109

110

111

112

113

114

115

116

117

118

119

120

121

46

Munyuzangabo M, Gaffey MF, Khalifa DS, et al. Delivering
maternal and neonatal health interventions in conflict settings:

a systematic review. BMJ Glob Health 2021; 5 (suppl 1): e003750.
Alibhai KM, Ziegler BR, Meddings L, Batung E, Luginaah I. Factors
impacting antenatal care utilization: a systematic review of 37
fragile and conflict-affected situations. Confl Health 2022; 16: 33.
Victora CG, Christian P, Vidaletti LP, Gatica-Dominguez G,
Menon P, Black RE. Revisiting maternal and child undernutrition
in low-income and middle-income countries: variable progress
towards an unfinished agenda. Lancet 2021; 397: 1388-99.

Mertens A, Benjamin-Chung J, Colford JM Jr, et al. Causes and
consequences of child growth faltering in low-resource settings.
Nature 2023; 621: 568-76.

Food and Agriculture Organization of the United Nations,
International Fund for Agricultural Development, UNICEF, World
Food Programme, WHO. The state of food security and nutrition in
the world 2023. 2023. https://openknowledge.fao.org/

items /445c¢9d27-b396-4126-96¢9-50b335364d01 (accessed

March 14, 2025).

Food and Agriculture Organization of the United Nations,
International Fund for Agricultural Development, UNICEF, World
Food Programme, WHO. The state of food security and nutrition in
the world 2024: financing to end hunger, food insecurity and
malnutrition in all its forms. 2024. https://openknowledge.fao.org/
items /ebe19244-9611-443c-a2a6-25cec697b361 (accessed

March 14, 2025).

Anderson W, Taylor C, McDermid S, et al. Violent conflict
exacerbated drought-related food insecurity between 2009 and 2019
in sub-Saharan Africa. Nat Food 2021; 2: 603-15.

Onyeaka H, Tamasiga P, Nkoutchou H, Guta AT. Food insecurity
and outcomes during COVID-19 pandemic in sub-Saharan Africa
(SSA). Agric Food Secur 2022; 11: 56.

Bjornlund V, Bjornlund H, van Rooyen A. Why food insecurity
persists in sub-Saharan Africa: a review of existing evidence.

Food Secur 2022; 14: 845-64.

World Food Program. Global Report on Food Crises 2023. 2023.
https://www.fsinplatform.org/global-report-food-crises-2023
(accessed May 23, 2024).

International Food Policy Research Institute. Global food policy
report 2023: rethinking food crisis responses. April 13, 2023.
https://cgspace.cgiar.org/items/b3471c15-fd17-4770-a988-
2f911d256679 (accessed March 14, 2025).

Food Security Information Network. Global network against food
crises. 2024. https://www.fsinplatform.org/report/global-report-
food-crises-2024 (accessed July 25, 2024).

Picchioni F, Goulao LF, Roberfroid D. The impact of COVID-19 on
diet quality, food security and nutrition in low and middle income
countries: a systematic review of the evidence. Clin Nutr 2022;

41: 2955-64.

Bloem JR, Farris J. The COVID-19 pandemic and food security in
low- and middle-income countries: a review. Agric Food Secur 2022;
11: 55.

Azevedo FM, de Morais NS, Silva DLF, et al. Food insecurity and its
socioeconomic and health determinants in pregnant women and
mothers of children under 2 years of age, during the COVID-19
pandemic: a systematic review and meta-analysis.

Front Public Health 2023; 11: 1087955.

Food and Agriculture Organization of the United Nations. World
food situation: FAO Food Price Index. https://www.fao.org/
worldfoodsituation/foodpricesindex/en/ (accessed March 28, 2025).
Harris JM, Shiptsova R. Consumer demand for convenience foods:
demographics and expenditures. ] Food Distrib Res 2007; 38.
Reardon T, Tschirley D, Liverpool-Tasie LSO, et al. The Processed
food revolution in African food systems and the Double Burden of
Malnutrition. Glob Food Secur 2021; 28: 100466; accessed

August 29, 2024.

Garcia-Blanco L, de la O V, Santiago S, Pouso A,
Martinez-Gonzalez MA, Martin-Calvo N. High consumption of
ultra-processed foods is associated with increased risk of
micronutrient inadequacy in children: the SENDO project.

Eur J Pediatr 2023; 182: 353747,

WHO. COP28 UAE declaration on climate and health. Dec 3, 2023.
https://www.who.int/publications/m/item/cop28-uae-declaration-
on-climate-and-health (accessed May 23, 2024).

122

123

124

125

126

127

128

129

130

131

132

133

134

135

136

137

138

139

140

141

142

143

Romanello M, Napoli CD, Green C, et al. The 2023 report of the
Lancet Countdown on health and climate change: the imperative for
a health-centred response in a world facing irreversible harms.
Lancet 2023; 402: 2346-94.

Xu Z, Sheffield PE, Su H, Wang X, Bi Y, Tong S. The impact of heat
waves on children’s health: a systematic review. Int | Biometeorol
2014; 58: 23947,

Watts N, Amann M, Arnell N, et al. The 2019 report of the

Lancet Countdown on health and climate change: ensuring that the
health of a child born today is not defined by a changing climate.
Lancet 2019; 394: 1836-78.

Chersich MF, Pham MD, Areal A, et al. Associations between high
temperatures in pregnancy and risk of preterm birth, low birth
weight, and stillbirths: systematic review and meta-analysis. BM]
2020; 371: m3811.

Helldén D, Andersson C, Nilsson M, Ebi KL, Friberg P, Alfvén T.
Climate change and child health: a scoping review and an expanded
conceptual framework. Lancet Planet Health 2021; 5: e164-75.
Perera F, Nadeau K. Climate change, fossil-fuel pollution, and
children’s health. N Engl | Med 2022; 386: 2303-14.

Andriano L. On the health impacts of climatic shocks: how
heatwaves reduce birthweight in sub-Saharan Africa. Popul Dev Rev
2023; 49: 737-69.

Etzel RA, Weimann E, Homer C, et al. Climate change impacts on
health across the life course. J Glob Health 2024; 14: 03018.
Romanello M, Di Napoli C, Drummond P, et al. The 2022 report of
the Lancet Countdown on health and climate change: health at the
mercy of fossil fuels. Lancet 2022; 400: 1619-54.

Uddin R, Philipsborn R, Smith D, Mutic A, Thompson LM. A
global child health perspective on climate change, migration and
human rights. Curr Probl Pediatr Adolesc Health Care 2021;

51: 101029.

Schwerdtle PN, McMichael C, Mank I, Sauerborn R, Danquah I,
Bowen KJ. Health and migration in the context of a changing
climate: a systematic literature assessment. Environ Res Lett 2020;
15: 103006.

Omotoso AB, Letsoalo S, Olagunju KO, Tshwene CS, Omotayo AO.
Climate change and variability in sub-Saharan Africa: a systematic
review of trends and impacts on agriculture. J Clean Prod 2023;
414: 137487,

Serdeczny O, Adams S, Baarsch F, et al. Climate change impacts in
sub-Saharan Africa: from physical changes to their social
repercussions. Reg Environ Change 2017; 17: 1585-600.
Berrang-Ford L, Siders AR, Lesnikowski A, et al. A systematic global
stocktake of evidence on human adaptation to climate change.

Nat Clim Chang 2021; 11: 989-1000.

Dalglish SL, Costello A, Clark H, Coll-Seck A. Children in all
Policies 2030: a new initiative to implement the recommendations
of the WHO-UNICEF-Lancet Commission. Lancet 2021;

397: 1605-07.

Roberton T, Carter ED, Chou VB, et al. Early estimates of the
indirect effects of the COVID-19 pandemic on maternal and child
mortality in low-income and middle-income countries: a modelling
study. Lancet Glob Health 2020; 8: €901-08.

Shapira G, Ahmed T, Drouard SHP, et al. Disruptions in maternal
and child health service utilization during COVID-19: analysis from
eight sub-Saharan African countries. Health Policy Plan 2021;

36: 1140-51.

Arsenault C, Gage A, Kim MK, et al. COVID-19 and resilience of
healthcare systems in ten countries. Nat Med 2022; 28: 1314-24.
Amouzou A, Maiga A, Faye CM, et al. Health service utilisation
during the COVID-19 pandemic in sub-Saharan Africa in 2020:

a multicountry empirical assessment with a focus on maternal,
newborn and child health services. BM] Glob Health 2022; 7: €008069.
Beetch JE, Janitz A, Beebe LA, et al. Indirect effects of the
COVID-19 pandemic on routine childhood vaccination in low-
income countries: a systematic review to set the scope for future
pandemics. Microorganisms 2024; 12: 573.

Spencer N, Markham W, Johnson S, et al. The impact of COVID-19
pandemic on inequity in routine childhood vaccination coverage:

a systematic review. Vaccines 2022; 10: 1013.

UNICEF. Never forgotten: the situation of stillbirth around the
globe. Jan 9, 2023. https://data.unicef.org/resources/never-
forgotten-stillbirth-estimates-report/ (accessed May 23, 2024).

www.thelancet.com Published online April 10, 2025 https://doi.org/10.1016/50140-6736(25)00151-5



Review

144

145

146

147

148

149

150

151

152

153

154

155

156

157

158

159

160

161

162

163

164

165

166

167

Black RE, Liu L, Hartwig FP, et al. Health and development from
preconception to 20 years of age and human capital. Lancet 2022;
399: 1730—40.

Bhutta ZA, Boerma T, Black MM, Victora CG, Kruk ME, Black RE.
Optimising child and adolescent health and development in the
post-pandemic world. Lancet 2022; 399: 1759-61.

Patton GC, Sawyer SM, Santelli JS, et al. Our future: a Lancet
commission on adolescent health and wellbeing. Lancet 2016;

387: 2423-78; accessed August 29, 2024.

International Center for Equity in Health, Federal University of
Pelotas. International Center for Equity in Health database. https://
equidade.org/en/surveys (accessed March 15, 2025).

Villavicencio F, Perin J, Eilerts-Spinelli H, et al. Global, regional,
and national causes of death in children and adolescents younger
than 20 years: an open data portal with estimates for 2000-21.
Lancet Glob Health 2024; 12: e16-17.

Perin ], Mulick A, Yeung D, et al. Global, regional, and national
causes of under-5 mortality in 2000-19: an updated systematic
analysis with implications for the Sustainable Development Goals.
Lancet Child Adolesc Health 2022; 6: 106-15.

Liu L, Villavicencio F, Yeung D, et al. National, regional, and global
causes of mortality in 5-19-year-olds from 2000 to 2019: a systematic
analysis. Lancet Glob Health 2022; 10: e337—47.

UNICEF. Child malnutrition. May, 2023. https://data.unicef.org/
topic/nutrition/malnutrition/ (accessed Aug 25, 2024).

WHO. Global nutrition targets 2025: policy brief series. 2014.
https://iris.who.int/handle/10665/149018 (accessed Feb 12, 2024).
Mertens A, Benjamin-Chung J, Colford JM Jr, et al. Child wasting
and concurrent stunting in low- and middle-income countries.
Nature 2023; 621: 558-67.

Maessen SE, Nichols M, Cutfield W, Norris SA, Beger C, Ong KK.
High but decreasing prevalence of overweight in preschool children:
encouragement for further action. BMJ 2023; 383: e075736.

Norris SA, Frongillo EA, Black MM, et al. Nutrition in adolescent
growth and development. Lancet 2022; 399: 172-84.

Neufeld LM, Andrade EB, Ballonoff Suleiman A, et al. Food choice
in transition: adolescent autonomy, agency, and the food
environment. Lancet 2022; 399: 185-97.

Hargreaves D, Mates E, Menon P, et al. Strategies and interventions
for healthy adolescent growth, nutrition, and development. Lancet
2022; 399: 198-210.

Phelps NH, Singleton RK, Zhou B, et al. Worldwide trends in
underweight and obesity from 1990 to 2022: a pooled analysis of
3663 population-representative studies with 222 million children,
adolescents, and adults. Lancet 2024; 403: 1027-50.

Popkin BM, Corvalan C, Grummer-Strawn LM. Dynamics of the
double burden of malnutrition and the changing nutrition reality.
Lancet 2020; 395: 65-74.

Lawn JE, Ohuma EO, Bradley E, et al. Small babies, big risks:
global estimates of prevalence and mortality for vulnerable
newborns to accelerate change and improve counting. Lancet 2023;
401: 1707-19.

Ashorn P, Ashorn U, Muthiani Y, et al. Small vulnerable newborns-
big potential for impact. Lancet 2023; 401: 1692-706.

Okwaraji YB, Krasevec ], Bradley E, et al. National, regional, and
global estimates of low birthweight in 2020, with trends from 2000:
a systematic analysis. Lancet 2024; 403: 1071-80.

Ohuma EO, Moller AB, Bradley E, et al. National, regional, and
global estimates of preterm birth in 2020, with trends from 2010:

a systematic analysis. Lancet 2023; 402: 1261-71.

Amouzou A, Leslie HH, Ram M, et al. Advances in the
measurement of coverage for RMNCH and nutrition: from contact
to effective coverage. BMJ Glob Health 2019; 4 (suppl 4): €001297.
UNICEF. UNICEF data warehouse. https://data.unicef.org/
resources/data_explorer/
unicef_f/?dq=....&startPeriod=2018&endPeriod=2023 (accessed
March 15, 2025).

Noor AM, Amin AA, Akhwale WS, Snow RW. Increasing coverage
and decreasing inequity in insecticide-treated bed net use among
rural Kenyan children. PLoS Med 2007; 4: €255.

Taylor C, Florey L, Ye Y. Equity trends in ownership of insecticide-
treated nets in 19 sub-Saharan African countries.

Bull World Health Organ 2017; 95: 322-32.

168

169

170

171

172

173

174

175

176

177

178

179

180

181

182

183

184

185

186

187

Campbell OMR, Amouzou A, Blumenberg C, Boerma T. Learning
from success: the main drivers of the maternal and newborn health
transition in seven positive-outlier countries and implications for
future policies and programmes. BM] Glob Health 2024;

9 (suppl 2): e012126.

Boerma JT, Bryce ], Kinfu Y, Axelson H, Victora CG. Mind the gap:
equity and trends in coverage of maternal, newborn, and child
health services in 54 Countdown countries. Lancet 2008;

371: 1259-67.

Barros AJD, Victora CG. Measuring coverage in MNCH:
determining and interpreting inequalities in coverage of maternal,
newborn, and child health interventions. PLoS Med 2013;

10: €1001390.

Wehrmeister FC, Restrepo-Mendez MC, Franca GVA, Victora CG,
Barros AJD. Summary indices for monitoring universal coverage in
maternal and child health care. Bull World Health Organ 2016;

94: 903-12.

Sabet F, Prost A, Rahmanian S, et al. The forgotten girls: the state
of evidence for health interventions for pregnant adolescents and
their newborns in low-income and middle-income countries. Lancet
2023; 402: 1580-96.

Moura C, Truche P, Sousa Salgado L, et al. The impact of COVID-19
on routine pediatric vaccination delivery in Brazil. Vaccine 2022;
40: 2292-98.

Kassa ZY, Scarf V, Turkmani S, Fox D. Impact of COVID-19 on
antenatal care provision at public hospitals in the Sidama region,
Ethiopia: a mixed methods study. PLoS One 2024; 19: €0301994.
Landrian A, Mboya J, Golub G, Moucheraud C, Kepha S,
Sudhinaraset M. Effects of the COVID-19 pandemic on antenatal
care utilisation in Kenya: a cross-sectional study. BM] Open 2022;
12: e060185.

Ahmed T, Roberton T, Vergeer P, et al. Healthcare utilization and
maternal and child mortality during the COVID-19 pandemic in

18 low- and middle-income countries: an interrupted time-series
analysis with mathematical modeling of administrative data. PLoS
Med 2022; 19: €1004070.

Harper S, Lynch J. Selected comparisons of measures of health
disparities. 2007 https://surveillance.cancer.gov/publications/
factsheets/SEER_Health_Disparities-2.pdf (accessed 14

March 2025).

Hosseinpoor AR, Bergen N, Barros AJD, Wong KLM, Boerma T,
Victora CG. Monitoring subnational regional inequalities in health:
measurement approaches and challenges. Int | Equity Health 2016;
15: 18.

Faye CM, Wehrmeister FC, Melesse DY, et al. Large and persistent
subnational inequalities in reproductive, maternal, newborn and
child health intervention coverage in sub-Saharan Africa. BMJ Glob
Health 2020; 5: €002232.

Donabedian A. Evaluating the quality of medical care. 1966. Milbank
Q 2005; 83: 691-729.

Kruk ME, Gage AD, Arsenault C, et al. High-quality health systems
in the Sustainable Development Goals era: time for a revolution.
Lancet Glob Health 2018; 6: €1196-252.

Arroyave L, Saad GE, Victora CG, Barros AJD. A new content-
qualified antenatal care coverage indicator: development and
validation of a score using national health surveys in low- and
middle-income countries. | Glob Health 2021; 11: 04008.

Arroyave L, Saad GE, Victora CG, Barros AJD. Inequalities in
antenatal care coverage and quality: an analysis from 63 low and
middle-income countries using the ANCq content-qualified
coverage indicator. Int | Equity Health 2021; 20: 102.

Betran AP, Torloni MR, Zhang J], Giilmezoglu AM. WHO
Statement on Caesarean Section Rates. BJOG 2016; 123: 667-70.
Boerma T, Campbell OMR, Amouzou A, et al. Maternal mortality,
stillbirths, and neonatal mortality: a transition model based on
analyses of 151 countries. Lancet Glob Health 2023; 11: €1024-31.
Barros AJD, Victora CG, Horta BL, et al. Antenatal care and
caesarean sections: trends and inequalities in four population-based
birth cohorts in Pelotas, Brazil, 1982-2015. Int | Epidemiol 2019;

48 (suppl 1): 137-45.

Betran AP, Merialdi M, Lauer JA, et al. Rates of caesarean section:
analysis of global, regional and national estimates. Paediatr Perinat
Epidemiol 2007; 21: 98-113.

www.thelancet.com Published online April 10, 2025 https://doi.org/10.1016/50140-6736(25)00151-5



Review

188

189

190

191

192

193

194

195

196

197

198

199

200

201

20,

N

204

205

206

207

208

209

Boerma T, Ronsmans C, Melesse DY, et al. Global epidemiology of
use of and disparities in caesarean sections. Lancet 2018; 392: 1341-48.
Belizdn JM, Minckas N, McClure EM, et al. An approach to identify
a minimum and rational proportion of caesarean sections in
resource-poor settings: a global network study. Lancet Glob Health
2018; 6: €894-901.

WHO. Born too soon: decade of action on preterm birth.

May 9, 2023. https://www.who.int/publications/i/
item/9789240073890 (accessed April 11, 2024).

Lawn JE, Bhutta ZA, Ezeaka C, Saugstad O. Ending preventable
neonatal deaths: multicountry evidence to inform accelerated
progress to the Sustainable Development Goal by 2030. Neonatology
2023; 120: 491-99.

UNICEF. Investing in newborn health in south Asia. June, 2021.
https://www.unicef.org/rosa/media/16846/file/Investment%20
Case%20for%20Newborn%20Survival%20in%20South%20Asia.pdf
(accesed March 14, 2025).

Kamuyu R, Tarus A, Bundala F, et al. Investment case for small and
sick newborn care in Tanzania: systematic analyses. BMC Pediatr
2023; 23 (suppl 2): 632.

WHO, UNICEF. Declaration of Astana. Global conference on
primary health care. 2018. https://www.who.int/docs/default-
source/primary-health/declaration/gcphc-declaration.pdf (accessed
May 20, 2024).

WHO. Standards for improving quality of maternal and newborn
care in health facilities. 2016. https://iris.who.int/bitstream/hand
1e/10665/249155/9789241511216-eng.pdf >sequence=1 (accessed
May 20, 2024).

Abdalla SM, Koya SF, Jamieson M, et al. Investing in trust and
community resilience: lessons from the early months of the first
digital pandemic. BMJ 2021; 375: e067487.

Akseer N, Phillips DE, et al. Drivers of success in global health
outcomes: a content analysis of exemplar studies. PLOS Glob Public
Health 2024; 4: €0003000.

Organisation for Economic Co-operation and Development,
Development Assistance Committee. The Paris Declaration on aid
effectiveness: five principles for smart aid. 2008. https://www.oecd.
org/dac/effectiveness/45827300.pdf (accessed May 20, 2024).
UHC2030. Taking action for universal health coverage. https://
www.uhc2030.0rg/ (accessed May 22, 2024).

Toepler S, Zimmer A, Frohlich C, Obuch K. The changing space for
NGOs: civil society in authoritarian and hybrid regimes. Voluntas
2020; 31: 649-62.

Smith SL. Factoring civil society actors into health policy processes
in low- and middle-income countries: a review of research articles,
2007-16. Health Policy Plan 2019; 34: 67-77.

Monitor CIVICUS. Global findings 2023. https://monitor.civicus.
org/globalfindings_2023/ (accessed May 22, 2024).

Brechenmacher S, Carothers T. Defending civic space: is the
international community stuck? Oct 22, 2019. https://
carnegieendowment.org/files/WP_Brechenmacker_Carothers_
Civil_Space_FINAL.pdf (accessed May 22, 2024).

UN. Universal declaration of human rights. https://www.un.org/en/
about-us/universal-declaration-of-human-rights (accessed

May 22, 2024).

United Nations General Assembly. Convention on the Rights of the
Child (adopted and opened for signature, ratification and accession
by General Assembly resolution 44/25 of 20 November 1989). 1990.
https://www.ohchr.org/sites/default/files/crc.pdf (accessed

May 19, 2024).

United Nations General Assembly. Convention on the elimination
of all forms of discrimination against women New York, 18
December 1979. 1979. https://www.ohchr.org/en/instruments-
mechanisms/instruments/convention-elimination-all-forms-
discrimination-against-women (accessed May 22, 2024).

United Nations General Assembly. Convention on the rights of
persons with disabilities. 2006. https://www.ohchr.org/en/
instruments-mechanisms /instruments/convention-rights-persons-
disabilities (accessed May 22, 2024).

Simmons BA. Mobilizing for human rights: international law in
domestic politics. Cambirdge University Press, 2009.

Toebes B, Stronks K. Closing the gap: a human rights approach
towards social determinants of health. Eur | Health Law 2016;

23: 510-24.

210

211

212

213

214

215

216

217

218

219

22

(=]

221

222

223

224

225

226

227

228

229

230

231

232

Hunt P, Yamin AE, Bustreo F. Making the case: what is the
evidence of impact of applying human rights-based approaches to
health? Health Hum Rights 2015; 17: 1-10.

Thomas R, Kuruvilla S, Hinton R, Jensen SLB, Magar V, Bustreo F.
Assessing the impact of a human rights-based approach across a
spectrum of change for women'’s, children’s, and adolescents’
health. Health Hum Rights 2015; 17: 11-20.

Cook R]J. International human rights and women’s reproductive
health. Stud Fam Plann 1993; 24: 73-86.

Clark H, Coll-Seck AM, Banerjee A, et al. A future for the world’s
children? A WHO-UNICEF-Lancet Commission. Lancet 2020;
395: 605-58.

Baird S, Ezeh A, Azzopardi P, et al. Realising transformative change
in adolescent health and wellbeing: a second Lancet Commission.
Lancet 2022; 400: 54547,

Starrs AM, Ezeh AC, Barker G, et al. Accelerate progress-sexual and
reproductive health and rights for all: report of the Guttmacher—
Lancet Commission. Lancet 2018; 391: 2642-92.

Fine JB, Mayall K, Sepulveda L. The role of international human
rights norms in the liberalization of abortion laws globally. Health
Hum Rights 2017; 19: 69-80.

Say L, Chou D, Gemmill A, et al. Global causes of maternal death:
a WHO systematic analysis. Lancet Glob Health 2014; 2: e323-33.
Ganatra B, Gerdts C, Rossier C, et al. Global, regional, and
subregional classification of abortions by safety, 2010-14: estimates
from a Bayesian hierarchical model. Lancet 2017; 390: 2372-81.
Ambast S, Atay H, Lavelanet A. A global review of penalties for
abortion-related offences in 182 countries. BM] Glob Health 2023;
8: e010405.

Lavelanet AF, Schlitt S, Johnson BR Jr, Ganatra B. Global abortion
policies database: a descriptive analysis of the legal categories of
lawful abortion. BMC Int Health Hum Rights 2018; 18: 44.

WHO. Ensuring human rights in the provision of contraceptive
information and services: guidance and recommendations.

June 1, 2014. https://www.who.int/publications/i/
item/9789241506748 (accessed March 14, 2025).

Espinoza C, Samandari G, Andersen K. Abortion knowledge,
attitudes and experiences among adolescent girls: a review of the
literature. Sex Reprod Health Matters 2020; 28: 1744225.
International Labour Office. World social protection report 2020-22:
social protection at the crossroads—in pursuit of a better future.
Sept 1, 2021. https://www.social-protection.org/gimi/ShowWiki.
action?id=629 (accessed March 14, 2025).

International Labour Office. Convention C183—maternity
protection convention. 2000. https://normlex.ilo.org/dyn/normlex/
en/f?p=NORMLEXPUB:12100:0:NO:P12100_ILO_CODE:C183
(accessed May 22, 2024).

UNICEF. Countdown to 2030: country profiles on early childhood
development. October, 2023. https://data.unicef.org/resources/
countdown-to-2030-ecd-country-profiles/ (accessed May 22, 2024).
Vargas-Barén E, Diehl K, Small JW. Improving policy environments
for infants and young children: global status of multisectoral
national policies for early childhood development.

Vulnerable Child Youth Stud 2022; 17: 193-209.

Food Fortification Initiative. Food fortification initiative. https://
www.flinetwork.org/home-1 (accessed May 22, 2024).

WHO. Marketing of breast-milk substitutes: national
implementation of the international code, status report 2022.

May 12, 2022. https://www.who.int/publications/i/

item /9789240048799 (accessed May 21, 2024).

Baker P, Smith JP, Garde A, et al. The political economy of infant
and young child feeding: confronting corporate power, overcoming
structural barriers, and accelerating progress. Lancet 2023;

401: 503-24.

WHO. What works to prevent violence against children online?
Nov 24, 2022. https://www.who.int/publications/i/

item /9789240062061 (accessed March 14, 2025).

Germani F, Pattison AB, Reinfelde M. WHO and digital agencies:
how to effectively tackle COVID-19 misinformation online.

BM] Glob Health 2022; 7: €009483.

Swire-Thompson B, Lazer D. Public health and online
misinformation: challenges and recommendations.

Annu Rev Public Health 2020; 41: 433-51.

www.thelancet.com Published online April 10, 2025 https://doi.org/10.1016/50140-6736(25)00151-5



Review

233

234

235

236

237

238

239

240

241

242

243

244

245

246

247

248

249

250

252

253

254

255

256

WHO. Global strategy on human resources for health: workforce
2030. July 7, 2020. https://www.who.int/publications /i/

item /9789241511131 (accessed May 21, 2024).

WHO. Global Health Workforce statistics database. https://www.
who.int/data/gho/data/themes/topics/health-workforce (accessed
May 22, 2024).

WHO. The world health report 2006: working together for health.
Oct 31, 2006. https://www.who.int/publications/i/item/9241563176
(accessed May 21, 2024).

Scott K, Beckham SW, Gross M, et al. What do we know about
community-based health worker programs? A systematic review of
existing reviews on community health workers. Hum Resour Health
2018; 16: 39.

Rasanathan K, Evans TG. Primary health care, the Declaration of
Astana and COVID-19. Bull World Health Organ 2020; 98: 801-08.
Zulu JM, Perry HB. Community health workers at the dawn of a
new era. Health Res Policy Syst 2021; 19 (suppl 3): 130.

Fulton BD, Scheffler RM, Sparkes SP, Auh EY, Vujicic M, Soucat A.
Health workforce skill mix and task shifting in low income
countries: a review of recent evidence. Hum Resour Health 2011; 9: 1.
Deller B, Tripathi V, Stender S, Otolorin E, Johnson P, Carr C. Task
shifting in maternal and newborn health care: key components
from policy to implementation. Int ] Gynaecol Obstet 2015;

130 (suppl 2): S25-31.

Schneeberger C, Mathai M. Emergency obstetric care: making the
impossible possible through task shifting. Int ] Gynaecol Obstet
2015; 131 (suppl 1): S6-9.

Ebeye T, Lee H. Down the brain drain: a rapid review exploring
physician emigration from west Africa. Glob Health Res Policy 2023;
8:23.

WHO. The sixty-third World Health Assembly. WHO global code of
practice on the international recruitment of health personnel.

May 21, 2010. https://iris.who.int/bitstream/handle/10665/3090/
AG63_R16-en.pdf?sequence=1 (accessed March 14, 2025).
Organisation for Economic Co-operation and Development. Health
workforce migration. March 27, 2024. https://stats.oecd.org/Index.
aspx?DataSetCode=HEALTH_WFMI (accessed May 22, 2024).
Onvlee O, Kok M, Buchan |, Dieleman M, Hamza M, Herbst C.
Human resources for health in conflict affected settings: a scoping
review of primary peer reviewed publications 2016-2022. Int |
Health Policy Manag 2023; 12: 7306.

Bou-Karroum L, El-Harakeh A, Kassamany I, et al. Health care
workers in conflict and post-conflict settings: systematic mapping
of the evidence. PLoS One 2020; 15: €0233757.

de Vries ], Huijsman R. Supply chain management in health
services: an overview. Supply Chain Manag 2011; 16: 159-65.
Kamere N, Rutter V, Munkombwe D, et al. Supply-chain factors and
antimicrobial stewardship. Bull World Health Organ 2023;

101: 403-11.

McPake B, Hanson K. Managing the public-private mix to achieve
universal health coverage. Lancet 2016; 388: 622-30.

Morgan R, Ensor T, Waters H. Performance of private sector health
care: implications for universal health coverage. Lancet 2016;

388: 606-12.

Rao KD, Paina L, Ingabire MG, Shroff ZC. Contracting non-state
providers for universal health coverage: learnings from Africa, Asia,
and Eastern Europe. Int | Equity Health 2018; 17: 127.

Grépin KA. Private sector an important but not dominant provider
of key health services in low- and middle-income countries.

Health Aff 2016; 35: 1214-21.

Montagu D, Sudhinaraset M, Diamond-Smith N, et al. Where
women go to deliver: understanding the changing landscape of
childbirth in Africa and Asia. Health Policy Plan 2017; 32: 1146-52.
WHO. SCORE for health data technical package: global report on
health data systems and capacity, 2020. Jan 31, 2021. https://www.
who.int/publications/i/item/9789240018709 (accessed May 21, 2024).
AbouZahr C, de Savigny D, Mikkelsen L, et al. Civil registration and
vital statistics: progress in the data revolution for counting and
accountability. Lancet 2015; 386: 1373-85.

Bhatia A, Krieger N, Beckfield J, Barros AJD, Victora C.

Are inequities decreasing? Birth registration for children under
five in low-income and middle-income countries, 1999-2016.

BM]J Glob Health 2019; 4: €001926.

257

258

259

260

261

262

263

264

26

v,

266

267

268

269

270

271

272

273

274

275

276

277

Global Financing Facility. FASTR: the GFF’s initiative for rapid
cycle analytics and data use. https://data.gffportal.org/key-theme/
rapid-cycle-analytics-and-data-use (accessed May 22, 2024).
DHIS2. DHIS2 health information management system. 2020.
https://dhis2.org/about/ (accessed May 22, 2024).

WHO. Data quality assurance: module 1: framework and metrics.
Feb 14, 2023. https://www.who.int/publications/i/
item/9789240047365 (accessed May 21, 2024).

Countdown to 2030, Women’s Children’s and Adolescents’ Health.
Country collaborations. https://www.countdown2030.0rg/country-
collaborations (accessed May 22, 2024).

Seidelmann L, Koutsoumpa M, Federspiel F, Philips M. The Global
Financing Facility at five: time for a change?

Sex Reprod Health Matters 2020; 28: 1795446.

Pitt C, Bath D, Binyaruka P, Borghi J, Martinez-Alvarez M. Falling
aid for reproductive, maternal, newborn and child health in the lead-
up to the COVID-19 pandemic. BMJ Glob Health 2021; 6: €006089.
Atim C, Arthur E, Achala DM, Novignon J. An assessment of
domestic financing for reproductive, maternal, neonatal and child
health in sub-Saharan Africa: potential gains and fiscal space.

Appl Health Econ Health Policy 2020; 18: 789-99.

Singh NS, Kovacs RJ, Cassidy R, Kristensen SR, Borghi J,

Brown GW. A realist review to assess for whom, under what
conditions and how pay for performance programmes work in low-
and middle-income countries. Soc Sci Med 2021; 270: 113624.
McIntyre D, Kutzin J. Health financing country diagnostic:

a foundation for national strategy development. 2016. https://iris.
who.int/bitstream/handle/10665/204283/9789241510110_eng.
pdf?sequence=1 (accessed March 14, 2025).

Organisation for Economic Co-operation and Development. OECD
data explorer. http://stats.oecd.org/Index.aspx?datasetcode=CRS1
(accessed March 27, 2025).

Dingle A, Schiferhoff M, Borghi J, et al. Estimates of aid for
reproductive, maternal, newborn, and child health: findings from
application of the Muskoka2 method, 2002-17. Lancet Glob Health
2020; 8: €374-86.

Smith J, Davies SE, Grépin KA, Harman S, Herten-Crabb A,
Murage A, et al. Reconceptualizing successful pandemic
preparedness and response: a feminist perspective. Soc Sci Med
2022; 315: 115511.

Martinez-Alvarez M, Federspiel F, Singh NS, et al. Equity of
resource flows for reproductive, maternal, newborn, and child
health: are those most in need being left behind? BMJ 2020;

368: m305.

Shiffman J, Smith S. Generation of political priority for global
health initiatives: a framework and case study of maternal mortality.
Lancet 2007; 370: 1370-79.

Shawar YR, Shiffman ]. Generation of global political priority for
early childhood development: the challenges of framing and
governance. Lancet 2017; 389: 119-24.

Shiffman J, Shawar YR. Framing and the formation of global health
priorities. Lancet 2022; 399: 1977-90.

Global Financing Facility for Women, Children and Adolescents.
Methodological note on analysis of IDA commitments to
RMNCAH. February, 2024. https://data.gffportal.org/sites/live/
files/2024-03/IDA_to_RMNCAHN_Full_Methodology_Note.pdf
(accessed March 14, 2025).

Micah AE, Cogswell IE, Cunningham B, et al. Tracking
development assistance for health and for COVID-19: a review of
development assistance, government, out-of-pocket, and other
private spending on health for 204 countries and territories,
1990-2050. Lancet 2021; 398: 1317-43.

Rodo M, Singh L, Russell N, Singh NS. A mixed methods study to
assess the impact of COVID-19 on maternal, newborn, child health
and nutrition in fragile and conflict-affected settings. Confl Health
2022; 16: 30.

Donor Tracker, Seek Development. Maternal, newborn, and child
health. https://donortracker.org/topics/mnch (accessed

March 15, 2024).

Curran JA, Gallant AJ, Wong H, et al. Knowledge translation
strategies for policy and action focused on sexual, reproductive,
maternal, newborn, child and adolescent health and well-being:

a rapid scoping review. BMJ Open 2022; 12: €053919.

www.thelancet.com Published online April 10, 2025 https://doi.org/10.1016/50140-6736(25)00151-5

49



Review

50

278

279

280

28

—

282

283

284

285

286

Pritchett L. Multilateralism and development cooperation: the end
of an interesting era? Glob Perspect 2023; 4: 72711.

Debre MJ, Dijkstra H. Are international organisations in decline?
An absolute and relative perspective on institutional change.

Glob Policy 2023; 14: 16-30.

Kwete X, Tang K, Chen L, et al. Decolonizing global health: what
should be the target of this movement and where does it lead us?
Glob Health Res Policy 2022; 7: 3.

Abimbola S, Asthana S, Montenegro C, et al. Addressing power
asymmetries in global health: imperatives in the wake of the
COVID-19 pandemic. PLoS Med 2021; 18: €1003604.

Every Women Every Child, UNICEF. The global strategy for
women’s, children’s and adolescents’ health (2016-2030). 2015.
https://pmnch.who.int/docs/librariesprovider9/meeting-reports/
ewec-global-strategy-at-a-glance-2017-en.pdf (accessed

March 14, 2025).

Kuruvilla S, Sadana R, Montesinos EV, et al. A life-course approach
to health: synergy with sustainable development goals.

Bull World Health Organ 2018; 96: 42-50.

Black RE, Levin C, Walker N, et al. Reproductive, maternal,
newborn, and child health: key messages from Disease Control
Priorities 3rd Edition. Lancet 2016; 388: 2811-24.

Kerber KJ, de Graft-Johnson JE, Bhutta ZA, Okong P, Starrs A,
Lawn JE. Continuum of care for maternal, newborn, and child
health: from slogan to service delivery. Lancet 2007; 370: 1358-69.
Patel V, Saxena S, Lund C, et al. Transforming mental health
systems globally: principles and policy recommendations. Lancet
2023; 402: 656-66.

287

288

289

290

292

293

WHO. Strengthening the inclusion of reproductive, maternal,
newborn and child (RMNCH) health in concept notes to the Global
Fund. Dec 11, 2014. https://www.who.int/publications/i/item/
WHO-RHR-14.25 (accessed May 22, 2024).

Akselrod S, Banerjee A, Collins TE, et al. Integrating maternal,
newborn, child health and non-communicable disease care in the
Sustainable Development Goal era. Front Public Health 2023;

11: 1183712.

Boerma JT, Requejo ], Victora C, et al. Countdown to 2030: tracking
progress towards universal coverage for reproductive, maternal,
newborn, and child health. Lancet 2018; 391: 1538-48.

Kruk ME, Kujawski S, Moyer CA, et al. Next generation maternal
health: external shocks and health-system innovations. Lancet 2016;
388: 2296-306.

Chaiban T, Pakkala L, Pfaffmann Zambruni ], Noble DJ. Making
the best interests of the child a primary consideration during
pandemic preparedness and response. BMJ Glob Health 2024;

9: 015917,

Price R. Reversing the gun sights: transnational civil society targets
land mines. Int Organ 1998; 52: 613—44.

WHO. Transforming women’s, children’s, and adolescents’ health
and wellbeing through primary health care. Lancet 2023;

402: 1606-08.

Copyright © 2025 Elsevier Ltd. All rights reserved, including those for
text and data mining, Al training, and similar technologies.

www.thelancet.com Published online April 10, 2025 https://doi.org/10.1016/50140-6736(25)00151-5



