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Back from the brink
Just a few months before this photo was taken, two-yearold Jalil’s life was in grave danger. After he was weaned, he
developed diarrhoea – globally, one of the main causes of
death among children under five. Jalil began refusing food.
He became weak and emaciated.
Jalil’s mother,Amina, brought him to a clinic – or outpatient
therapeutic programme.Amina and Jalil live in northern
Nigeria, where rates of child mortality are very high.
“When we came to the clinic, he was examined.They
gave me medicine and nutrient-enriched milk to give to
Jalil. After that he changed dramatically. Now he’s plump,
and he’s getting bigger and bigger. Before, I was without
hope, but now I’m so happy.”

Photo: Lucia Zoro/Save the Children

The clinic where Jalil was treated is based in the grounds
of a government hospital.When Amina was pregnant
with Jalil she did not have antenatal care and gave birth
to him at home. However, following Jalil’s successful
treatment at the clinic, Amina, who was pregnant, started
going to the hospital for antenatal care and then chose
to have her next baby – Jalil’s sister – there.
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Executive summary
Key messages

A story of fast
but uneven progress

• A
 child’s chances of survival should not depend on
where they are born, how wealthy their parents are,
or their ethnic identity.Yet across the world, these
factors continue to determine whether a child lives
to celebrate his or her fifth birthday – factors
which, for the child, are purely a matter of chance.
This unfair lottery of birth violates every
child’s right to an equal start in life.

In many countries across the world, the odds of children
surviving to celebrate their fifth birthday have improved
considerably in recent years.Today, 17,000 fewer
children die every day than was the case in 1990 and
the global under-five child mortality rate nearly halved,
from 90 to 46 deaths per 1,000 live births, between
1990 and 2013. But not all countries have succeeded
in improving children’s life chances, and some of the
world’s poorest countries – many of which have been
ravaged by conflict and instability – are very much lagging
behind. Nevertheless, there has been unprecedented
progress globally over the past two decades in increasing
children’s chances of survival.

• W
 hile we have seen important progress on reducing
under-five child mortality across the world over the
past 15 years, in too many countries inequality
is actually worsening. Progress in reducing child
mortality is slower among some groups of children
who are falling even further behind their more
fortunate peers. Ending this lottery is a defining
challenge for our generation, and one that we
must tackle head-on.
• T
 hankfully, inequality is not rising in all countries.
Some have managed not only to reduce child
mortality at a fast rate, but to do so equitably –
meaning that progress for excluded groups has been
faster than the national average. In fact, contrary to
popular belief, our research finds that pursuing an
equitable pathway to reducing child mortality
is associated with 6% faster progress over the
course of ten years, on average.

But this good news story is marred by a worrying
fact. Digging beneath the surface of national averages
reveals considerable differences in mortality rates
between children within the same country.Too often,
particular groups of children suffer from persistently high
levels of mortality, even in countries that have seen very
rapid declines overall.These children already have much
lower chances of survival than their peers, and are now
falling even further behind, unfairly left out of global
and national progress.These children are the focus
of this report.

• A
 range of policies make equitable progress
more likely, including steps towards the progressive
realisation of Universal Health Coverage to ensure
that poor and marginalised groups have access to
quality services that meet their needs and that they
are protected from financial hardship.
• G
 overnments should ensure that the successor
framework to the Millennium Development Goals
(MDGs), to be agreed in September 2015, shifts the
world onto a more equitable pathway of progress.
By 2030 no target should be considered met
unless it is met for all social and economic
groups.This is the only way to achieve Save the
Children’s ultimate vision – a world in which no child
dies from preventable causes, no matter where they
are born or who their parents are.
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What does it mean to be left behind
BY progress
Examples from around the world
• In Niger, a child born in the subnational region
with the highest mortality rate in 2012 was
nearly five times more likely to die before
their fifth birthday than a child born in the region
with the lowest rate. These inequalities in life
chances have doubled since 1998.
• In Indonesia, a child born into the poorest
40% of households in 2012 was nearly two and
a half times more likely to die than a child
in the richest 10%.This inequality has doubled
since 2002.
• In Honduras, in 2012, a child born in Islas de
Bahia region was three and a half times more
likely to die than a child born in the most
advantaged regions of the country.This inequality
has increased considerably since 2006.
• In Vietnam, children born into the Kinh
ethnic group in 2010 were nearly three and
a half times less likely to die than their
non-Kinh peers.

New research reveals that particular
groups of children are being left
behind by progress
This report focuses on four different types of social
and economic group for which data are available and
where there are notable disparities in under-five child
mortality rates between children from advantaged and
disadvantaged groups: subnational regions, urban and
rural areas, ethnic groups and economic groups.
Our research, which is based on new analysis of
disaggregated data for 87 countries, reveals that in most
cases, particular groups of children are being left behind
by progress in reducing child mortality.
• I n 78% of the countries, at least one social
or economic group has been making slower
progress than more advantaged groups and
is therefore being left behind – whether that
group is from the poorest section of society, from
disadvantaged regions inside the country, from rural
areas, or from disadvantaged ethnic groups.
• In 16% of the countries, inequalities in children’s
survival chances increased across all the groups for
which we have data.

X

Equitable progress is possible, and does not
slow down overall rates of change
While the global picture looks challenging, there are
grounds for optimism. Our analysis reveals that a number
of countries are achieving impressive reductions in
child mortality rates while at the same time reducing
disparities between social and economic groups.
Clearly, equitable progress is possible. In fact, our findings
indicate that equitable progress is associated with faster
than average overall progress, revealing a small but
positive correlation between the two:
• About a fifth of countries included in our research
have achieved fast and above median reductions in
child mortality over the past decade, while at the same
time ensuring that no group of children is left behind.
• More than half of countries that have reduced
inequalities in survival chances between groups
have also experienced fast (above median) declines
in overall child mortality.
• On average, pursuing an equitable pathway
to reducing child mortality was associated with
6% faster progress over the course of ten years.
These findings contradict a widespread belief that
reaching the poorest and most disadvantaged groups is
harder and therefore likely to slow down progress.
Further grounds for optimism lie in our finding that
disparities between economic groups and between urban
and rural areas have been decreasing in most of the
countries included in our research. However, disparities
between subnational regions and ethnic groups have
been increasing in most countries.
Importantly, middle-income countries are not always
effectively harnessing the fruits of enhanced economic
growth for the benefit of children who are furthest
behind. For example, middle-income countries account
for 13 of the 15 countries with the highest levels of
regional inequality in child mortality, despite making
up only around half of the total sample.

Our analysis suggests that, if current trends continue,
particular groups of children in countries across the
world will continue to die from preventable causes
for generations to come.Within the post-2015 global
development framework, discussions are taking place to
include an international target to achieve an under-five
child mortality rate of no more than 25 deaths per 1,000
live births in all countries by 2030. Our research shows
that if countries that carry the majority of the world’s
burden of child mortality continue with the
best rates of progress they have achieved in recent
years, 47% would reach this target as a national average.
However, looking beneath national averages,
only 25% would meet the target for all economic
groups. Most countries (53%) would fail to meet
the target for rural as well as urban areas, and only
14% would reach the target for all subnational
regions. Accelerated and more equitable progress
will be crucial if post-2015 targets are to be achieved
for all children.
Opting for equitable pathways: crafting
policies that put the furthest behind first
The fact that a significant number of countries are
achieving rapid rates of reduction in under-five child
mortality while ensuring that particular groups of
children are not left behind suggests that governments
can pursue policies that make equitable progress
more likely.
• R
 esearch indicates that countries on fast and more
equitable pathways to reducing child mortality have
made concerted efforts to ensure that hard-toreach groups have access to essential, costeffective and high-impact health services
that address the leading causes of child mortality.

However, even in those countries that have seen
success, maintaining progress will depend on
improving the quality of services, and ensuring that
all children can access them free of charge as part
of the progressive realisation of Universal Health
Coverage.With undernutrition now the leading cause
of nearly half of all under-five deaths worldwide, and an
increasing proportion of all child deaths occurring
in the neonatal period, the gross neglect of nutrition,
and maternal and newborn health, must be reversed.

Executive summary

Without a step change in action,
the unfair lottery of birth will
continue into the future

• In many countries, disadvantaged groups have also
seen rapid declines in child mortality rates as a
result of efforts to tackle the related dimensions
of poverty and its root causes. Evidence from a
diverse range of countries, from Brazil to Bangladesh,
highlights the importance of measures to tackle the
social determinants of health.These include bolstering
accountability and ensuring that disadvantaged
groups can make their voices heard; improving water,
sanitation and hygiene; access to quality education;
and ensuring that disadvantaged groups can enjoy a
decent standard of living through social protection
mechanisms and economic policy.There is abundant
evidence that the children of empowered, educated
women are more likely to survive beyond their fifth
birthday.These experiences show that policies which
take into account the multidimensional nature
of poverty have greater potential to deliver equitable
reductions in child mortality.
• T
 o put children who are left behind first, it will be
critical to ensure adequate investment in health
systems and other social sectors. Dramatic
increases in domestic financing are needed in many
countries, supported by more, and more effective,
aid. With regional inequalities in child mortality rates
increasing in most of the countries included in our
analysis, the redistribution of national resources
to ensure maximum investment in regions that
have been left behind should be a priority for
financing strategies.

Photo: David Wardell/Save the Children

Expectant mother Kamala and her
husband Binod in Nepal. Kamala’s first
baby contracted pneumonia a few days
after it was born and tragically died.
“I don’t want this baby to go through
the same fate as my other baby. I want
everything to go smoothly. If the same
thing happens again it will be very
heartbreaking,” Binod says. “My wife will
give birth at the hospital. It’s better there
because there are nurses and doctors
there who can give advice.There are also
better facilities.”
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The post-2015 framework: an opportunity to shift
the course of progress so that no one is left behind
The post-2015 global development framework to
be agreed in September 2015 offers an important
opportunity to shift the global course of development
to ensure that people are no longer left behind simply
by virtue of their social or economic group. The new
framework must not only aim to finish the job that the
MDGs started – with a bold child survival target – but
must also go further and tackle the inequalities that
have been masked by the focus on national progress.
By 2030, no post-2015 target should be considered
met unless it has been met for all social and
economic groups.

The framework should focus immediate and
ongoing attention on the needs of children
who are the furthest behind. It must promote
equity across the framework, including through
stepping stone targets – ie, interim targets set for
intermediate dates between 2015 and 2030 to reduce
inequality in life chances between advantaged and
disadvantaged groups. Supported by improvements in
the disaggregation, transparency and accessibility of
data, stepping stone equity targets have the potential
to incentivise the changes in policy and practice that
are needed at international, national and local levels
to accelerate progress among disadvantaged groups.

Photo: Meridith Kohut/ Save the Children

Mothers with their babies in Chad. Chad has the third highest child
mortality rate in the world, with 148 children dying per 1,000 live births.
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Save the Children calls on all global and national
leaders to meet their obligations to children and pursue
equitable pathways towards an end to preventable child
mortality.The course of action is clear:
1)	Global and national leaders must work
to secure an ambitious and implementable
post-2015 framework, which promotes
equity at its core.
This must include:
• Agreeing a politically salient framework that has
the potential to be truly transformative. As a
generation-changing objective, ending preventable
child and maternal deaths should be a central
commitment of the framework.
• Establishing clear targets to advance Universal
Health Coverage and address the multidimensional
drivers of poverty and inequality, supported
by standalone goals on gender equality and
accountable governance.
• A core commitment that no target will be
considered met in 2030 unless it is met for all social
and economic groups, supported by stepping stone
equity targets for interim dates to focus attention
on groups that remain furthest behind.
• Strong reporting and accountability mechanisms
that hold governments, donors and multilateral
agencies to account for delivering on their
commitments and responsibilities.

3) Donors, multilateral agencies, civil society
and other development partners must:
• Step up action and align behind the national and
sector plans of developing country governments –
meeting aid commitments, increasing the allocation
of aid budgets to health, supporting implementation
and upholding aid effectiveness principles.
• Provide technical and financial support to help
the poorest countries increase financing for health
and other social sectors through sustainable and
progressive domestic revenue sources.
• Create an enabling environment for countries
to maximise domestic resource mobilisation,
including through increasing the coherence of the
international tax system and clamping down on
tax avoidance by international companies operating
in developing countries.
• Support the strengthening of statistics systems
at national and international levels to ensure
that progress for disadvantaged groups can
be better monitored.
• Review their own policies and plans to focus
on inequalities in health and other social sectors.
• Hold themselves and each other accountable
for implementation of the post-2015 framework
through regularly reviewing and reporting publicly
on their contribution, in coordination with
accountability mechanisms established for
the post-2015 framework.

Executive summary

Summary of recommendations

2) Governments must review national and sectorspecific policies and plans to support the
achievement of post-2015 goals and targets.
This must include:
• Establishing policies to address the proximate and
underlying causes of high child mortality rates
among specific social and economic groups.
• Establishing financial risk protection for healthcare,
expanding the fiscal space for health, increasing
investment in health to at least 15% of the total
government budget, and ensuring that public
budgeting is underpinned by equity principles and
redistribution.
• Ensuring coordination across public sectors that
impact on health, and establishing time-bound
equity targets within national and sector plans,
following a multidimensional approach.
• Strengthening accountability and opportunities for
citizen participation in policy-making and planning.
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Adapting tradition to close the survival gap
Just six days’ old, Rakhal has been brought by his mother,
Mala, to his local health clinic for a check-up.
For Mala and her community, this is ground-breaking.
Traditionally in her community in Habijganj, Bangladesh, a
mother and her newborn baby should not leave the house
in the first month after birth. Mala has been supported
in breaking from tradition by her mother-in-law. She
accompanied Mala and Rakhal to the clinic, bringing a small
bag of earth taken from the house so that they remain
connected to the family home.

Photo: CJ Clarke/Save the Children

The clinic, within walking distance of Mala’s home, was built
by the Bangladesh government in 2012, in partnership with
Save the Children. Before that, Mala’s family and others
in their village faced a journey of many hours to get to a
health clinic.
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1 	Introduction
The lottery of birth
Meet Rabia, born in a rural village in north Nigeria.
Rabia’s mother, Laila, does everything she can for her
daughter. But Rabia’s prospects for the future do not
lie fully in her mother’s hands. Compared to her more
affluent peers in the North West region of Nigeria,
Rabia is twice as likely to die before she reaches her
fifth birthday.1 If she had been born into a rich family in
the South West region where Lagos, the largest city in
Nigeria, is located, she would have been about three
and a half times less likely to die. And compared to the
average child mortality rate in the UK, she is 38 times
more likely to die than British children.
This is the lottery of birth. Across the world, children’s
chances of surviving to see their fifth birthday depend on
where they happen to be born, how much their parents
can afford to invest in their well-being, the ethnic identity
that has been ascribed to them, whether or not they
have a disability, and other factors that are all outside
their control. As a result, there are significant gaps in
child mortality levels between children who have been
lucky enough to be born into advantaged circumstances,
and those who have not.

Even more worryingly, these gaps are growing in many
countries.This dynamic is the focus of this report.
Many disadvantaged groups of children are seeing slower
reductions in child mortality than their more advantaged
peers. In these cases, disparities in survival chances
between groups are growing, and significant numbers
of children are being left behind by progress.
This situation is fundamentally unjust. It represents a
violation of every child’s inherent right to life and every
government’s obligation to ensure children’s survival and
development to the maximum extent possible, as laid out
in the United Nations Convention on the Rights of the
Child (UNCRC). Every child has the right to a standard
of health that allows them not only to survive, but also
to grow and develop, reaching their full potential in life –
no matter where they are born or who their parents are.

Photo: Lucia Zoro/Save the Children

Rabia, seven
months, with
her mother at a
malnutrition clinic
in north Nigeria.
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The global backdrop
History may well judge the MDGs as a turning point,
given that children’s chances of survival have improved
considerably in countries across the world over the
past decade.The global under-five child mortality rate
nearly halved from 90 to 46 deaths per 1,000 live births
between 1990 and 2013.This means that 17,000 fewer
children now die every day than was the case in 1990.2
Global child mortality rates are also falling faster now
than at any time in history, largely as a result of action on
immunisation, family planning, nutrition and treatment of
common childhood illnesses, as well as improvements in
the wider social determinants of health.3
This is a huge achievement, and must be celebrated.
The dramatic progress achieved by some of the world’s
poorest countries has led many to speculate that an end
to preventable child mortality is within our reach.Within
a generation, we could live in a world where no child dies
from preventable causes – conditions such as diarrhoea
and pneumonia for which cost-effective treatment is
available, or complications at birth that could be resolved
through the presence of a skilled birth attendant.
However, there is still a long way to go. More than 6 million
children died in 2013, despite being born into an era when
we have the means to prevent unnecessary deaths.4 If
current trends continue, it will take until 2028 to reach
the commitment enshrined in MDG 4 – to cut the global
under-five mortality rate by two-thirds.That’s 13 years
after the 2015 deadline.5 Under this scenario, more than
4 million children under the age of five will die in 2030.6
A child’s country of birth has a dramatic impact on their
chances of survival, giving rise to an international lottery of
birth.The national average under-five mortality rate in lowincome countries is 12 times higher than in high-income
countries, at 76 deaths per 1,000 live births.7 A child born
in Angola – the country with the highest child mortality rate
in the world – is 84 times more likely to die than a child
born in Luxembourg, the country with the lowest rate.8

Worryingly, many of the countries that have the highest
child mortality rates also have the slowest rates of child
mortality reduction (see Table 1).These countries are
being left behind on the global stage. Many are conflictaffected and fragile states, which accounted for one-fifth
of all child deaths in 2013.9
This international lottery has been the focus of
international efforts to reduce preventable deaths,
including through the Millennium Development Goals
(MDGs) and the UN Secretary-General’s Every Woman
Every Child initiative, established in 2010 to support
MDGs 4 and 5.11 This attention to disparities in child
mortality rates between countries has been important,
and in many cases has paid significant dividends.The
MDGs and Every Woman Every Child have helped to spur
on the global progress on child mortality that we have
seen in recent years, aligning development partnerships
behind a set of clear, time-bound global objectives in order
to accelerate change.The global annual rate of reduction
of child mortality is now three times faster than it was
before the MDGs were agreed.12 Recent research has
found that this acceleration was particularly notable
in countries with high child mortality rates, putting 21
countries on track to achieve the MDG target that would
otherwise have missed it had rates of change continued as
they were before.13
However, global efforts to reduce child mortality under the
MDG framework have suffered from two key weaknesses.
First, they have focused on disease-specific interventions.
While this has had a significant impact on some of the
leading causes of under-five deaths, other key policy areas
have been neglected.These include action on newborn
health and nutrition, reflected by high neonatal mortality
and stunting rates in countries with high child mortality
(Table 1). Due to insufficient improvements in maternal
and neonatal care, an increasing proportion of those
children who die in every region of the world are newborn
babies, comprising 44% of all under-five deaths globally.14
Undernutrition is an underlying cause of nearly half of all
under-five deaths across the world. Ending preventable

Table 1: Countries with the highest child mortality rates
Country

Annual rate of
reduction (2000-2013)

Child deaths per
1,000 births (2013)

% share of neonatal
deaths in total (2013)

Under-five stunting
rate (indicator of
severe malnutrition)10

Angola

1.3%

167

27.8%

29.2%

Sierra Leone*

2.2%

161

27.5%

44.9%

Chad*

1.6%

148

27.3%

38.7%

Somalia*

0.9%

146

32.1%

42.1%

Central African Republic*

1.0%

139

31.2%

40.7%

Guinea-Bissau*

2.6%

124

36.0%

32.2%

Mali*

3.1%

123

33.7%

38.5%

Congo, DR*

1.7%

119

32.7%

43.5%

Nigeria

2.6%

117

32.5%

36.4%

Niger

4.9%

104

27.4%

43.0%

All figures from UN Inter-agency Group for Child Mortality Estimation, 2014, unless otherwise stated. * Denotes countries in the World Bank’s list of Fragile Situations (FY15)
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Second, the global focus on national averages and
inequalities between countries has led to neglect of the
significant disparities that exist between different social
and economic groups within countries – which is the focus
of this report.This has effectively hidden some of the
world’s poorest and most marginalised groups from view
– children whose extreme vulnerability to death from
preventable causes has been masked by their country’s
relatively strong progress in reducing the national child
mortality rate.
From the MDGs to the post-2015 framework:
a window of opportunity to end the unfair
lottery of birth
In September 2015, world leaders will gather at the
United Nations to agree the post-2015 global sustainable
development framework, setting priorities for domestic
and international action on poverty and environmental
sustainability.This presents a critical opportunity to put an
end to the global lottery of birth and spur action towards
our ultimate goal – a world in which no child is left behind,
no matter where they are born or who their parents are.
This is an opportunity that must not be missed.
The post-2015 framework must be clear, motivating, and
capable of galvanising national and international partnerships
behind the common objective to finish the job that the
MDGs started. Importantly, it must address the fundamental
blind spot of the MDGs to inequalities, focusing attention
on the needs of the most disadvantaged children. If backed
up by political action and funding, including through more
and better bilateral aid and a renewed Every Woman Every
Child mechanism supported by an effective Global Financing
Facility,16 such a framework has the potential to drive an
unprecedented step change in progress.
This report: New evidence to spur action
This report shines a spotlight on children who have
been left behind by global and national progress in child
mortality reduction in order to make the case that
action to tackle inequalities should lie at the heart of the
global fight against poverty – including in the post-2015
framework and in national development strategies.
The research presented in this report lifts the lid on global
and national progress in child mortality reduction to look
at the trends that lie beyond national averages, exploring
the following critical questions:
• W
 hat is the magnitude of the problem? How many
countries are leaving children behind, and what does
this mean for future prospects for ending preventable
child deaths?

• Is inequitable progress, in which the most disadvantaged
groups make the slowest progress, inevitable?
• Does focusing on disadvantaged groups to ensure
more equitable progress mean that overall rates
of change will necessarily be slower?
• What can be done to allow countries to shift
onto more equitable pathways, ensuring that
disadvantaged groups catch up with those with
lower child mortality rates?

1. INTRODUCTION

child deaths will therefore depend on significant
improvements in antenatal and newborn care and in
maternal and child nutrition in countries across the world.15

Our research is based on new analysis of disaggregated
data for 87 countries.We focus on four social and
economic groups where there are notable disparities
in child mortality rates between disadvantaged and
advantaged groups of children: subnational regions,
urban and rural areas, ethnic groups, and economic
groups (measured through an asset index as a proxy
for poorer and richer groups within society).17
We begin in Chapter 2 by exploring the nature and
magnitude of inequalities in child mortality rates between
social and economic groups.As well as looking at levels of
inequality within countries, we identify which groups of
children are the very furthest behind on the global stage.
Chapter 3 moves on to explore trends over time
in order to determine who is being left behind in
the progress that is being made on reducing child
mortality. Our analysis addresses a critical question:
is it inevitable that particular groups of children will
always be left behind, or are some countries ensuring
that disadvantaged groups are catching up with their
peers? And what does this mean for prospects for ending
preventable child deaths among all social and economic
groups within a generation? We also examine what
different pathways of progress mean for overall,
national rates of progress.
Chapter 4 draws on this analysis to consider how
countries can shift onto more equitable pathways that
accelerate progress in reducing child mortality among
disadvantaged groups.We explore the experience of
countries that have successfully reduced inequalities
in child mortality rates between particular groups
of advantaged and disadvantaged children, looking at
the kinds of policies that have helped to drive change.
Our analysis focuses on policies that affect health
systems directly as well as on the relationship between
multidimensional poverty and the social determinants
of health and child mortality, including issues of gender
inequality and the capacity of disadvantaged groups
to hold governments to account.The report includes
country case studies from Bangladesh, Ethiopia, Malawi,
Mexico, Nepal and Rwanda, labelled as ‘spotlights’.
The final chapter shifts the focus to the post-2015
development framework and its potential to drive
change.We consider what can be done to ensure that
the framework creates incentives for governments,
donors and development practitioners to focus on
the world’s poorest and most marginalised children.
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Helping children survive and thrive
Edna, age eighteen, lives with her daughter Heloise in her
mother-in-law’s home in Petrolina, a town in the state of
Pernambuco in north-east Brazil.
Brazil is one of the world’s largest economies, but it
suffers from extreme inequality and the north and northeast areas lag behind the rest of the country.
Edna is benefiting from the Mãe Coruja (Mother Owl)
project which is run by the state government.The project
aims to help more children survive and grow up healthy
by providing healthcare to pregnant women and children
under five.Women like Edna can enrol in cooking classes,
and learn skills to help them improve their income.
“I found out about Mãe Coruja through my sister’s friend
and the support they’ve given me and my baby has been
wonderful. Mãe Coruja explains through books, talks
and workshops how to take care of our babies, and they
make sure children get all their vaccines. Next month
I’m looking forward to starting some of their courses
and participating in meetings in my neighborhood. Most
mothers prefer to take the cooking for schools course
as there are more job opportunities.”

Photo: Genna Naccache/Save the Children

Edna also benefits from Family Allowance (Bolsa Família),
a conditional cash transfer system through which families
living in poverty gain a basic monthly income.
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2 	Digging deeper
how national averages mask disparities

It is widely acknowledged that too many children have been left
behind by the MDG framework, and that looking solely at national
averages can mask inequalities in rates of progress between different
groups. For example, in the outcome document of the 2010 MDG
Review Summit, UN Member States identified “inequalities between
and within countries” as a significant challenge.18
But what is the nature and magnitude of the challenge at hand? Our analysis of
disaggregated data explores the extent of inequalities in survival chances between
different groups of children (see Box 1).

Box 1: New disaggregated data on under-five child mortality
There are numerous challenges involved in
systematically monitoring progress in under-five
child mortality for various social and economic groups
across a large number of countries. Unfortunately, the
disaggregated data that are essential for such analysis
are scarce and dispersed across various sources and
in different formats.This report has made substantial
efforts to compile existing statistics and produce
additional data.
Groups and inequality database
The background research in this report is based on
data either calculated or compiled from public sources
into the groups and inequality database (GRID).This
was developed by Save the Children in collaboration
with the Development Progress Project at the
Overseas Development Institute (ODI). It is based
on direct data processing of 257 Demographic and
Health Surveys (DHS) and Multiple Indicator Cluster
Surveys (MICS), aggregated public sources (the UN
Inter-agency Group for Child Mortality Estimation,
World Health Organization, UNICEF,World Bank),
and official disaggregated figures for a few countries
without survey data.The GRID covers a total of
87 countries with disaggregated data on disparities
across social and economic groups, and a total of 64
countries with data over time for up to seven data
points (170 periods). In the current version, GRID
contains measures of stunting, child mortality, and
access to piped water and flush toilets. Each of these
indicators is disaggregated by the following groups:

boys/girls; urban/rural areas; subnational regions;
ethno-linguistic groups; poorest 40% and richest 10%
of children (according to the DHS/MICS asset index);
and quintiles based on the same asset index.The
asset index is used as a proxy for living standards
and economic status.
Group-based inequalities metrics
The metric used in the report to measure inequality is
the ratio between groups with the highest and lowest
under-five child mortality rates, which effectively
shows how much more likely a child from one group
is to die than a child from the other group.There are
at least three reasons for this choice. Child survival
is a basic human right – any differences between
groups can be ascribed to systematic differences in
life chances and are fundamentally unjust.The gap
between the most and least advantaged groups is
revealing of the extent of inequity. Second, the gap
between the most and least advantaged is easy to
understand for politicians and citizens alike, and
should therefore motivate action.Third, examining the
performance of the top-performing group in society
shows what level and pace of progress is possible
within a given country context.We are aware that
the ratio does not provide a full account of the entire
distribution, and have used other, less communicable,
but comprehensive measures for robustness tests,
which yielded very similar results.
For further details see Appendix 1: Methodology.
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Inequalities stemming from
systematic disadvantage
Inequalities in survival chances are driven by a range
of different forms of poverty and disadvantage.These
include monetary poverty; on average, children born into
the poorest fifth of the population are twice as likely
to die before their fifth birthday as those in the richest
fifth.19 But economic resources are not the only driver of
unequal life chances. Disadvantaged children with lower
chances of survival also include: those born into remote
or marginalised regions and rural localities that have
been deprived of vital investment in health infrastructure;
children who are discriminated against on the basis of
disability or ethnicity; and children who are particularly
vulnerable as a result of living on the street, in refugee
camps or in institutions. In some contexts gender is also
an important factor, where boys receive preferential
treatment to their female siblings or where practices of
sex-selective abortion and infanticide still prevail.20
Statistics paint a stark picture of the wide disparities within
countries, and how they are, in many cases, increasing:
• In Niger, a child born in the subnational region with
the highest mortality rate in 2012 was nearly five
times more likely to die before their fifth birthday
than in the region with the lowest rate.This inequality
has doubled since 1998.
• In Indonesia, a child born into the poorest 40% of
households in 2012 was nearly two and a half times
more likely to die than a child in the richest 10%.
This inequality has doubled since 2002.
• In Honduras, in 2012, a child born in Islas de Bahia
region was three and a half times more likely
to die than a child born in the most advantaged
regions of the country.This inequality has increased
considerably since 2006.
• In Vietnam, children born into the Kinh ethnic group
in 2010 were three and a half times less likely to
die than their non-Kinh peers.
These gaps in child survival rates matter.Their sheer
scale underscores the fact that they are not happening as
a result of random chance.They stem from the fact that
certain groups are systematically disadvantaged compared
to other groups.Why? Because the government is not
investing sufficiently in healthcare in particular regions.
Because the financial barriers to healthcare for poor
households are too high. And because certain groups are
being discriminated against in the provision of services. In
Indonesia, for example, only 43% of the poorest quintile
of the population have access to six or more of the eight
essential preventive interventions that address some
of the leading causes of child mortality, compared to
75% of the richest quintile.21 In Vietnam, patients from
minority ethnic groups are less aware of government
health programmes and rarely receive information about
their conditions and treatment – an issue exacerbated by
discriminatory public attitudes towards minority groups
and by language barriers.22
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The statistics presented here provide a snapshot of
the nature and extent of inequalities in child survival
in different countries. But what does the global picture
look like? Which groups of children have particularly high
rates of child mortality, both in relation to other groups
within their country and to disadvantaged groups in other
countries? In other words, which children are furthest
behind in the global race to end preventable child deaths?
Inequalities in child survival chances
across economic groups
A family’s material well-being or economic group is an
important determinant of children’s survival chances.
Children in the poorest 40% of households face a
higher risk of under-five mortality than those in the
richest 10%.23 The UN Inter-agency Group for Child
Mortality Estimation describes under-five mortality
rates above 100 per 1,000 live births as ‘very high’, and
those above 40 per 1,000 live births as ‘high’.24 As Figure
1 shows, countries with very high child mortality rates
among the poorest 40% of households often have very
large disparities between economic groups. Notable
examples include Niger, Cameroon, Nigeria, Lesotho and
Pakistan, where the poorest 40% of children are among
the furthest behind in the world, not just in their own
countries.There is also significant variation between
countries with similar national average child mortality
rates. For example, both Guinea and Côte d’Ivoire
have an average child mortality rate of 100 deaths per
1,000 live births. However, the bottom 40% in Guinea
is further behind than those in Côte d’Ivoire, with a
child mortality rate of 121 deaths per 1,000 live births
compared to 104 deaths per 1,000 live births.
Inequalities in child survival chances
across ethnic groups
Recent data on child mortality among different ethnic
groups are scarcer than for other groups. In nearly all
countries with data, children from disadvantaged ethnic
groups have much higher child mortality rates than
the most advantaged groups (see Figure 2). Relative
inequality between ethnic groups is particularly large
in the Philippines,Vietnam, Ghana and Ethiopia, where
children from groups with the highest mortality rates are
more than three times more likely to die than those in
ethnic groups with the lowest rates.
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2. Digging deeper

Figure 1: Under-five mortality rates for the poorest and richest economic
groups in selected countries

140

Very high under-five child mortality

80

High under-five child mortality

20

0
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and lowest child mortality rates in selected countries
Ethnicity with the highest U5CM
Ethnicity with the lowest U5CM

160

140

120

Very high under-five child mortality

80

High under-five
child mortality

40

20

0

7

The lottery of birth

Inequalities in child survival chances
across urban and rural areas

Inequalities in child survival chances
across subnational regions

Whether children live in an urban or rural area also
affects their survival chances (see Figure 3). In almost
every country for which we have recent data, living in
rural areas entails a higher risk of dying before reaching
the age of five.25 The largest inequality is observed in
Cambodia, where the rate of child mortality in rural areas
is nearly three times higher than in urban areas. However,
even relatively small inequalities can translate into
extremely large differentials in the number of deaths if
child mortality rates are high. For example, in Cameroon,
child mortality among rural children is more than one
and a half times higher than for urban children, with an
estimated child mortality rate of 112 deaths per 1,000
live births compared with 70 per 1,000 in urban areas.
This means that in Cameroon, over 18,000 fewer rural
children would die every year if their chances of survival
were the same as in urban areas.

Geographic location also has a large effect on children’s
survival chances. In 32 of 44 countries for which data
disaggregated by subnational level are available, being
born in the region with the highest rate of under-five
child mortality at least doubles children’s risk of death
compared with the region with the lowest rate.
Figure 4 illustrates the extent of inequality faced by
children in the regions that are furthest behind on
reducing child mortality. Disparities are particularly
striking in the Philippines, Guyana, Niger and Bhutan,
where children from the furthest behind regions are five
times or more likely to die than their peers in betterperforming regions. Niger is a particularly worrying case.
While regional inequalities in child mortality rates are
decreasing for the other countries (those shown in green
in the figure), they are increasing in Niger (coloured red).
Children in the most disadvantaged region were two and
a half times more likely to die in 1998 than those from
the best-performing region. By 2012, regional inequality
had increased, and children in the furthest-behind region
were nearly five times more likely to die than children
from the best-performing region. Children in the most
disadvantaged region in Niger are not only extremely far
behind, but are also being left behind by national progress.

Figure 3: Under-five mortality rates for urban and rural areas in selected countries
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2. Digging deeper

Figure 4: regions with highest under-five mortality rates in selected countries

Proposed post-2015 target:
25 deaths per 1,000 live births	
  

7	


How many times more likely children in these regions 	

are to die than in those furthest ahead	


6	


5	


Decreasing inequality	


Philippines	


Increasing inequalities	

No data on change	

Guyana	

Size of Bubble: number of deaths per
year - 10,000 deaths	
  

Bhutan	


Niger	


Cambodia	

Lao PDR	


Indonesia	


Vietnam	


Gabon	


4	


Honduras	


Peru	

Ukraine	


Ghana	

Bolivia	


Zimbabwe	

Kenya	


Cameroon	


3	


Guinea	

Ethiopia	

Timor-Leste	


Egypt	


Haiti	

Pakistan	


2	


Bangladesh	


Jordan	


São Tomé and Principe	


Burkina Faso	

Nigeria	


Central African Republic	


Sierra Leone	


Afghanistan	

Nepal	


Angola	


Lesotho	


Comoros	


Maldives	


1	


Mozambique	

Togo	


Congo, Rep.	


Mexico	

Colombia	


Uganda	

Benin	


Parity	
  

0	

0	


25	


50	


75	


100	


125	


150	


175	


200	


225	


Under-ﬁve child mortality rate in the furthest behind region (deaths per 1.000 live births)	


Children in the furthest-behind region in Niger are also
being left behind on the global stage.The child mortality
rate in Tillabéri, for example, is estimated to be 135
deaths per 1,000 live births – much higher than the 100
per 1,000 threshold classed as ‘very high’ by the UN
Inter-agency Group. Other countries with subnational
regions that are being left behind – both within their
countries and on the global stage – include low-income
countries like Zimbabwe, Guinea and Burkina Faso,
and lower-middle income countries such as Ghana
and Cameroon. In other countries, disparities between
subnational regions are not as large, but child mortality
rates are extremely high for every group. Angola is a
notable example.While regional disparities are relatively
smaller, children in the furthest-behind region face the
highest probability of death compared with children in
any other country – an estimated 207 children die for
every 1,000 live births.These children are the furthest
behind of all of the countries in our sample.
Figure 4 also illustrates that absolute numbers
matter. Some of the world’s furthest-behind regions
are home to a large number of people, and therefore
see a staggering number of child deaths in absolute
terms.This is depicted by the size of the bubble on the
graph in Figure 4. In Nigeria, not only are children in the
furthest-behind North West region twice as likely to die

than their peers in the best-performing region, but this
region sees over 2.7 million children born every year,
over 400,000 of whom are likely to die before their fifth
birthday. However, this region is at least catching up with
the best-performing region.The picture is less positive
in Pakistan, where the furthest-behind Sindh region not
only sees a large number of deaths in absolute terms, but
is also making slower progress in reducing child mortality
rates than the best-performing Islamabad region. In Sindh,
1 million children are born every year, over 95,000 of
whom die before they are five years old. Other regions
in Pakistan, including Balochistan and Punjab, also have
extremely high child mortality rates and see large
numbers of deaths in absolute terms.26
This analysis does not imply that there is less urgency in
tackling inequalities in regions with high child mortality
rates but smaller absolute numbers of children, such
as Mboum region in Central African Republic or
Khmu region in Lao PDR. Action must be taken to end
preventable deaths in all regions, no matter how small
their child populations, and starting with those that are
furthest behind.The analysis does, however, provide
insights into the scale of the challenge in different
countries, and should be taken on board in decisions
about how international resources should be distributed.
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Middle-income countries are not always effectively
harnessing the fruits of enhanced economic
growth for the benefit of children who are furthest
behind. Our sample contains a roughly even split
between low- and middle-income countries, yet the latter
comprise 12 of the 15 countries with the highest levels of
regional inequality, including Guyana, Bhutan,Vietnam and
Indonesia.These countries arguably had greater potential
than others in the sample to advance equal life chances
for children, with more resources available to invest in
child health.While child mortality rates in the furthestbehind regions of these countries are relatively lower
than most of the sample, in all but four of the countries
(Vietnam, Peru, Ukraine and Maldives) they are still above
the 40 per 1,000 threshold that the UN Inter-agency
Group categorises as ‘high’. Of the 12 countries, nine
have sufficient data to assess trends over time. Seven
of these are seeing regional inequalities increase – the
Philippines,Vietnam, Gabon, Honduras, Ghana, Peru
and Bolivia.27 These countries have high and persisting
inequalities, probably deriving from systemic issues that
are preventing child mortality rates from falling in some
disadvantaged regions as they have done in others.

The compound effect of
intersecting inequalities
Of course, in reality, these different forms of inequality
will often be closely related to each other. For example,
ethnic groups in some sub-Saharan African countries have
a distinctive geographical distribution. In these contexts,
unequal geographical progress may therefore also be
reflected in unequal progress across ethnic groups.
In some contexts, geographical regions or cities may
be heterogeneous, with pockets of poverty alongside
relative advantage. In other contexts, certain regions or
rural cities may be more homogeneous.These dynamics
are important, but internationally comparable data with
sufficient disaggregation to explore them are limited.This
is an area with significant methodological challenges and it
requires improvements in the availability of disaggregated
data (see Box 2).
Different forms of disadvantage also often overlap or
intersect with each other.28 Children who experience
more than one form of disadvantage are likely to have
the lowest survival chances – for example, children living
in poor households in remote regions are likely to be
more at risk than those from affluent households in more
advantaged localities. Box 2 illustrates these intersecting
inequalities with reference to Nigeria.

Photo: Alejandro Kirchuk/Save the Children
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Raida carries her daughter Evelyn, eight
months old, in Sotopampa, rural Peru.
Evelyn is recovering from pneumonia.
As there are no facilities that could treat
her in her district, Raida had to take
her to the hospital of Huancavelica, the
capital of the region.

The compound effect of intersecting inequalities is
illustrated for the case of Nigeria in Figure 5 below.
Nigeria experienced an under-five child mortality
rate of 117 deaths per 1,000 live births in 2013 but,
as the graph shows, this national average masks wide
disparities. Of six geographical zones or regions
covered by the Demographic Health Survey used in
our analysis, the South West region has the lowest
child mortality, with a rate of 73 per 1,000. This is
where Nigeria’s largest city, Lagos, is located. The
most disadvantaged region is the North West,
with a rate of 150 deaths per 1,000 live births.
To analyse the compounding effect of economic
group and regional location, Figure 5 presents
the child mortality rate for the poorest 40% and
richest 10% within each region. Children born in a
household from the poorest 40% in the North West
region are 3.6 times more likely to die before the age
of five than poor children born in the South West
region. Even children born in the richest 10% of
households in the North West region are 1.8 times
more likely to die compared to those in the best
performing South West region.

Compared to 2003, inequalities between the most
disadvantaged and most advantaged groups have
decreased as a result of the relatively good progress
of the poorest 40%. This is especially the case in the
most advantaged region, where the poorest 40%
even managed to catch up with the richest 10%.
Despite this progress, levels of inequality and child
mortality rates remain very high. The bottom 40% in
the North West still has a very high child mortality
rate of 175 deaths per 1,000 live births.

2. Digging deeper

Box 2: Intersecting inequalities between economic group
and regional location in Nigeria

It is important to analyse these intersections to
understand the profile of inequalities in a country.
This example shows how regional averages could
hide large inequalities. Analysing intersecting
inequalities in child mortality is methodologically
challenging due to sample sizes of household surveys.
Even when samples are large, their size quickly
reduces when we break down by subgroup. As a
result, estimates are loose in statistical precision,
and it is difficult to rank groups and make
comparisons over time.29

Figure 5: Intersecting inequalities in Nigeria
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Building equal societies for brighter futures
For a wide range of cultural and practical reasons, around
one-third of girls do not attend primary school in Pakistan,
and 59% of mothers are illiterate.The children of mothers
with fewer than four years of schooling are twice as likely
to die in infancy. In Pakistan, the children of mothers with
no education are far more likely to be stunted than children
born to mothers who have been to school. And while the
benefits of exclusive breastfeeding are well established –
including reducing the risks of child mortality – two-thirds of
Pakistani mothers do not exclusively breastfeed for the first
six months of their child’s life.
Elders, especially in Upper Sindh, Balochistan and Southern
Punjab exert their influence on infant and child feeding
practices.Those who are least involved in decision making
are the mothers themselves.
Save the Children runs nutrition awareness-raising sessions
that help empower women and improve the health of their
children and themselves.We also target the male community
to help engage fathers and educate them about their roles and
responsibilities in combating child and maternal malnutrition.
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Photo: Ayesha Vellani/Save the Children

Iffat with her youngest child, Ahmad. Iffat was 15
years old when she got married in Muzzafargarh,
Pakistan. Now 19, she has three children.

3 	Global trends
fairer progress is possible
and often faster
Our analysis so far has explored the magnitude of the inequalities
that lie beneath global and national averages for child mortality rates.
But how have these changed over time? While it is, of course, very
worrying that certain countries have extremely high levels of inequality,
it is even more worrying if those inequalities are also increasing rather
than decreasing. It is in these countries that children are being left
behind by national and global progress.
This chapter looks at the number of countries that have been pursuing equitable pathways,
ensuring disadvantaged groups are catching up with those furthest ahead, and how many
are leaving children behind (see Box 3).30 While it has often been assumed that fast overall
progress is likely to be unequal because getting to the ‘hardest to reach’ is more difficult,
our research suggests that this is not necessarily the case. In fact, the opposite could be true:
our data shows that countries on more equitable pathways are 6% more likely to see faster
progress overall.

Photo: Paul Smith/Save the Children

Solanji with her
three–week-old
baby girl, Luisa, in
the Puertas del Sol
barrio, Colombia.
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Box 3:  What do equitable pathways to reducing child mortality look like?
In this report, we refer to countries that are reducing
inequalities in child mortality rates between different
groups of children as being on equitable pathways.
But what do we mean by this? For purposes of
illustration, Figure 6 below shows changes in child
mortality over time for the poorest and richest
groups in Mozambique, an example of a country
on an equitable pathway.
The absolute gap between the poorest and richest
children is reducing in Mozambique. In 1997 around
118 more poor children were dying per 1,000 live
births than richer children. By 2011 this gap had
reduced to 34 children per 1,000 live births. Such gap
reductions are a step forward (ie, reducing the gap
between the green and blue line on the graph). But the
ultimate goal is to progressively equalise the relative
chances of survival between groups (ie, have a steeper
decline in the blue line so it converges with the

green). Mozambique is also an example of success in
this regard. In 1997 a child in the poorest quintile was
nearly twice as likely to die than a child in the richest
quintile. By 2011, these odds had reduced to 1.4. A
country is on an equitable pathway if it is reducing
both the absolute gap between groups and inequalities
in the relative chances of survival between them.31
While Mozambique still has a long way to go to
eradicate preventable child deaths, it is on an equitable
pathway of child mortality reduction in terms
of progress for children from poorer and richer
economic groups.These trends have been driven
by an expansion of essential health services in underserved areas, spurred through increased demand
as a result of education and outreach efforts, and
supported by a comprehensive and adequately funded
health policy that has prioritised maternal and child
health and HIV and AIDS.32

Figure 6:Trends in child mortality rates in Mozambique (an example of a country on an equitable pathway)
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3. Global trends

Figure 7: Illustration of fast and slow progress
in reducing inequality between economic groups
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Cambodia and Indonesia are examples of countries that have seen fast but uneven
progress between economic groups, with the poorest children being left behind.
Ethiopia has followed a more equitable pathway of child mortality reduction,
halving national child mortality rates while making the fastest improvements for
the poorest children. Rwanda’s story is even more positive, with the country seeing
extremely fast rates of child mortality reduction while at the same time virtually
eliminating disparities in survival chances between poor and rich children.
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Figure 8: Illustration of fast and slow progress in
reducing inequality between subnational regions
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Tanzania and Bangladesh had lower levels of under-five mortality in the early 2000s.
Both made progress over the following decade, yet pursued very different pathways
in their efforts to reduce child mortality. In the ensuing years, regional inequalities
increased in Tanzania and decreased in Bangladesh.The graph also highlights progress
in Nigeria, where regional disparities fell, and Malawi, where they remained low.
Note – the data for Nigeria refers to six geographical zones rather than states.These are large geographical
areas made up of a large number of states, between which disparities also exist.
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Our analysis reveals that too many countries are
leaving particular groups of children behind,
including children from disadvantaged economic
groups, certain ethnic groups, rural areas or
particular subnational regions. A total of 78% of the
countries considered in the analysis (43 out of 55) saw
an increase in disparities in under-five child mortality
rates for at least one of these social or economic groups
over the past decade.33 In 16% of the countries (9 out of
55), inequalities in survival chances between advantaged
and disadvantaged children had increased across all social
and economic groups analysed.These include Bolivia,
Cameroon, Central African Republic, Chad, Iraq, Niger,
Pakistan, the Philippines and Togo.34
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Malawi (MWI) are two countries on the graph that
are achieving this positive progress across economic
groups, geographical regions and urban–rural areas.36 In
Malawi, for example, children from rural areas were one
and a half times more likely to die than children from
urban areas in 2000.These disparities were reduced
to parity by 2010 as rural regions improved faster and
caught up with urban areas (see Malawi Spotlight, page
18). Other positive examples include Bangladesh, Kenya,
Mozambique and Namibia.37

These trends are illustrated in the four graphs in figures
9–12 on page 17.These graphs show not only which
countries have seen increases in inequality in underfive child mortality rates over the past decade, but also
whether they have been making relatively faster or
slower overall progress.35

In contrast, the least desirable position for countries to
be on the graphs in Figures 9–12 is in the bottom left
quadrant, which represents countries making slow and
unequal progress in reducing child mortality. Pakistan
is one example: under-five child mortality not only fell
slowly between 2006 and 2012, but inequalities also
increased between economic groups, geographical
regions and urban–rural areas.38 The poorest 40%
of children were about twice more likely to die than
the richest 10% in 2006. By 2012, this ratio had
increased to over three times, mainly because the
poorest 40% experienced much slower progress
than the richest 10%.

The most desirable position for a country to be in
on each graph is the upper right quadrant, as close
as possible to the top right-hand corner.These are
countries that are achieving fast, above-median
reductions in child mortality rates while at the same
time reducing inequalities between groups. In other
words, they are on fast and equitable pathways towards
ending preventable child deaths. Rwanda (RWA) and

Trends in inequalities across different groups in the
same country can of course vary – a country might be
reducing inequalities between some groups while at the
same time seeing an increasing gap between others.This
is the case with the Republic of Congo, for example; here,
disparities between regions increased slightly, but gaps
narrowed between children from different economic
groups and between children in urban and rural areas.

Photo: Colin Crowley/Save the Children
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Analysing global trends and
inequalities in child survival

Nurse and midwife Claire Musamali
carry out a post-natal check-up for Emily
and her son Ramsey at Emily’s home in
Cheptais, Kenya. Having given birth just
four days earlier, Emily did not have the
stamina to make it to the health facility for
the check-up, so Claire walked to Emily’s
home. Claire says, “It’s very important to
have trained midwives in this area. If we
weren’t here, we’d have so many maternal
deaths.We’re making a big difference in
the community.”
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SPOTLIGHT ON MALAWI
PROGRESS OVERVIEW

OUTCOMES

Malawi has achieved substantial reductions in child mortality rates in
recent years, from 244 deaths per 1,000 live births in 1990 to 68 per 1,000
in 2013.This progress has been more equitable than in other countries
with similar levels of GDP per capita and child mortality. Inequalities
have been falling between regions and economic groups. However,
greater progress will have to be made in reducing the latter if Malawi is
to reach the post-2015 target by 2030 for all economic groups. In terms
of service provision, Malawi ranks third most equitable for coverage of
eight core maternal, newborn and child health (MNCH) interventions
across economic groups out of 31 Countdown countries for which
data are available. Coverage of DTP3 vaccinations rose from 78% in the
poorest wealth quintile in 2000 to 91% in 2010, compared to coverage in
the richest quintile of 94%.The poorest lag further behind for other key
indicators, with only 63% of births in the poorest quintile taking place with
a skilled attendant present, compared with 88% in the richest.This equity
gap has, however, been reducing since 2000, and is considerably smaller
than in many developing countries.

MDGs
Child mortality rate: 68 per 1,000
MDG target: 82 per 1,000 – MET
Number of child deaths per year: 41,000
Average annual rate of reduction (2000–2013):
5.6% – ACCELERATING
Equity of child mortality progress (2000-2010):
• Economic groups: Decreasing inequality
• Regions: Decreasing inequality
• Urban/rural: Decreasing inequality

Figure 13: Trends in intervantion coverage
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Poorest fifth

POST-2015
On track for post-2015 nationally:Yes
On track for all groups: No
• Economic groups: No, but with potential
• Regions:Yes
• Rural and urban:Yes

Figure 14: Trends in under-five child mortality rate
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Policy spotlight: investing in hard-to-reach communities
Malawi’s Ministry of Health has prioritised integrated
Community Case Management (iCCM) of childhood illness to
ensure that children affected by malaria, diarrhoea, pneumonia,
malnutrition and other causes of mortality receive timely and
effective treatment. Initiated in 2008 and scaled up throughout
the country with donor support in 2010, the programme has
been designed to ensure access to interventions for poor and
remote children. More than 3,000 community health workers
deliver the programme in over 10,400 communities, 2,300 of
which are classed as hard to reach (located more than 5km
from a health facility).
Malawi is one of the few countries in sub-Saharan Africa that
has met (and even surpassed) the Abuja target to spend at least
15% of the total government budget on health, allocating 18%
of expenditure to the sector in 2012. The absence of user fees
has contributed to much lower than average out-of-pocket
spending on healthcare, at 13% of total expenditure on health.
Bolstering free and timely access to essential services will be
critical if Malawi is to eliminate preventable child deaths within
the next 15 years.
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Complementary drivers of change
• Focus on equity within Health Sector Strategic Plan.
The 2011 Plan, Moving Towards Equity and Quality, prioritises
cost-effective interventions and expansion of services to
under-served population groups.
Challenges
• Governance and accountability: In 2013, corruption and
mismanagement of financial resources led a number of donors
to withdraw budget support from Malawi. Donor confidence
in public financial management has yet to be restored, and
funding to the health sector is lower than required.
• Quality of services: While considerable progress has been
made in recent years, quality of care remains a significant
problem, particularly for maternal and neonatal health
services.
See Appendix 3 for guidance on interpreting data, and References section for
sources used for policy analysis.

Grounds for optimism: fast and
equitable progress is possible
While many countries have seen inequitable progress in
recent years, a number of countries are achieving both
impressive reductions in national child mortality rates and
reductions in disparities between social and economic
groups. About a fifth of countries have achieved
fast, above-median reductions in child mortality
over the past decade, while at the same time
ensuring that no group of children is left behind.
Clearly, with the right policies and investment, fast and
equitable progress is possible.
Contrary to popular belief that reducing inequalities
in child mortality rates between different groups is
likely to slow down overall rates of change, our analysis
shows that there is no trade-off between pursuing
equitable pathways and pursuing fast progress. Fast or
slow progress can be achieved with either an increase
or a reduction in disparities across social and economic
groups. Data points are fairly evenly distributed across
the four quadrants of the graphs in Figures 9–12. For
example, both Malawi (2000 – 2010) and Uganda (2000

– 2011) have experienced faster-than-average progress,
but while Malawi has seen reductions in disparities
between advantaged and disadvantaged groups, Uganda
has seen increases.39
In fact, if there is any relationship between the speed and
equity of progress, it is that faster progress is more
common among countries that have narrowed the
gap in child mortality rates between advantaged
and disadvantaged groups (see Figure 15). More
than half of the countries that reduced inequalities
in children’s survival chances between groups also
experienced fast (above median) declines in overall
child mortality.We found that reducing inequalities
across social and economic groups has a small but
positive correlation with faster progress.40 For example,
countries that reduced regional inequalities achieved
an average annual reduction in child mortality of 4.7%
compared to 4% in countries in which disadvantaged
regions have been left behind.The effect of reducing
inequalities on overall rates of progress is similar for
economic and rural groups, and slightly higher for
ethnic groups (it is also robust to a range of methodical
choices as showed in Appendix 1).41

Figure 15: Summary of progress in reducing child mortality and inequalities
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…a larger proportion of countries that narrowed inequalities between groups made
faster progress in reducing overall rates of child mortality. On average, countries
pursuing equitable pathways reduced child mortality 6% faster over the course of ten years.
Faster progress (above median)
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What does this positive association mean in the
long run? Countries reducing inequalities between
different groups of children have reduced national child
mortality rates by between 38% and 48% on average
over the course of ten years. In countries where
inequalities are increasing and some groups of children
are being left behind, child mortality rates have on
average fallen by only 30% to 35%. In other words,
countries pursuing equitable pathways have, on
average, reduced child mortality 6% faster over
the course of ten years.42
Further grounds for optimism lie in our finding
that disparities between rich and poor children
have been reducing in the majority of countries
(64%), as well as between children in urban
and rural areas (58%).43 However, children from
disadvantaged geographical regions and ethnic groups
were left behind in the majority of countries. Subnational
regional disparities increased in 59% of the countries for
which data are available, and disparities between ethnic
groups increased in 76%.44 In most countries, children’s
survival chances are increasingly dependent on the
region and ethnic group they happen to be born into,
suggesting that these forms of group-based inequality
require particular attention.

Without a step change in action,
the unfair lottery of birth will
continue into the future
The fact that only a relatively small proportion of
countries – around a fifth – are making both fast and
equitable progress has worrying implications for the
global aspiration to end preventable child deaths.To
explore what future trends might look like in practice,
we projected under-five mortality rates for countries
monitored by the international Countdown to 2015
initiative forward to 2030.These are the 75 countries
where more than 95% of all maternal and child deaths
occur, including the 49 lowest-income countries.45
The aim of these projections was to assess how many
countries, and social and economic groups within them,
can be expected to meet the under-five child mortality
target that has been proposed for the post-2015
framework: to reduce child mortality rates to no more
than 25 deaths per 1,000 live births by 2030 (see Box
4). Our ‘business as usual’ scenario considers how many
countries meet the target both as a national average
and for different social and economic groups,46 assuming
that the rate of progress that have been achieved in the
recent past continue into the future.47
According to our analysis, under this ‘business as
usual’ scenario, many countries could meet the
post-2015 target as a national average, but some
social and economic groups will be left behind. If
countries continue to reduce under-five mortality at the
average rate they have done in the past, nearly half (47%)
could meet the 25 per 1,000 target by 2030 as a national
average. However, if we dig beneath the surface, we find
that the number of countries that meet the target for
all groups is much smaller.Take Ethiopia for example:
under the optimistic ‘business as usual’ scenario, the
country could meet the target at national level and make
important progress across social and economic groups.
However, poor groups, rural areas, and some subnational
regions inside Ethiopia will still have child mortality rates
above 25 per 1,000 by 2030.The same would be true in
many other countries (see Table in Appendix 2). Only
47% of the countries would reach the target for
both urban and rural areas, 25% for all economic
groups, and 14% for all regions inside the country.48

Naazdana, age three months, waits
with her father for her first dose of the
measles and polio vaccine in Pakistan.
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The message is clear: national averages provide
an incomplete picture of progress in reducing
child mortality and hide the fact that some
social and economic groups will be left behind.
This finding is in line with other research which
suggests that virtually all countries will need to step
up several gears from ‘business as usual’ in order to
meet proposed child survival targets by 2030.50 If the
countries included in our analysis were to do this –
ensuring that disadvantaged groups make progress that
is at least as fast as more advantaged groups have made
in the past – the proportion reaching the target would
increase considerably (see ‘equitable progress’ scenario
in the table in Appendix 2). It is important to note that

achieving more equitable progress would also
mean that a larger number of countries would
achieve the target as a national average. Under the
equitable scenario, 80% of countries achieve the target
as a national average compared to only 47% under the
‘business as usual’ scenario.
While the global picture is challenging, our findings do
not mean that levels of ambition should be lowered.
Post-2015 targets need to be ambitious, aspirational
and attainable, stretching our shared definition of
sustainable development success.What our research
does underscore is that, for the child mortality target to
be achieved for all groups of children, accelerated and
more equitable progress will be crucial.We know this
is possible, as demonstrated by the fifth of countries in
our research that we found have been making fast and
equitable progress. To make this a reality in all countries,
rather than in just a minority, governments will need to
commit an unprecedented level of political will, building
on best practice, putting the children that are furthest
behind first, and recognising child mortality as a defining
development indicator for our generation. Only then do
we stand a chance of ensuring that no child loses in the
lottery of birth by 2030.

3. Global trends

Unfortunately, data for all economic and social groups
are not available for all countries. Only 35 Countdown
countries have time-series data disaggregated by all
three groups included in our analysis (economic group,
urban–rural location and subnational region). From
these 35, almost half could meet the target at national
level under a ‘business as usual’ scenario. However,
only three – Bangladesh, Egypt and Peru – are
projected to meet the target for all three social
and economic groups.49

Box 4:The proposed post-2015 under-five child mortality target:
25 deaths per 1,000 live births
There is growing consensus that the post-2015
framework should contain a target to put the world
on course for ending preventable maternal, newborn
and child deaths.51 The international Partnership for
Maternal, Newborn and Child Health (PMNCH)52
and UNICEF have proposed a target of no more
than 25 under-five deaths per 1,000 live births
in every country by 2030.53 Achieving this target
by 2030 would put countries on track for meeting
the established international target developed by
UNICEF and other partners of reducing under-five
child mortality rates to 20 deaths per 1,000 live
births by 2035.54
Some Countdown countries that still carry a
large proportion of the world’s burden of child
mortality have already achieved these targets. For
example, Mexico, a country profiled in this report,
currently has a child mortality rate of 15 deaths
per 1,000 live births. Health systems, resources,
staff and technology available in such countries
allow more child deaths to be prevented than

in other Countdown countries. These countries
could set ambitious child mortality targets under
the post-2015 framework far below the 25 per
1,000 threshold, aiming to bring rates in line with
the average of around seven deaths per 1,000 live
births in countries belonging to the Organisation for
Economic Co-operation and Development (OECD).
In 2013, the UN Secretary-General’s High-level
Panel on the Post-2015 Development Agenda made
the important recommendation that no post2015 target should be considered met unless it is
met for all relevant social and economic groups.55
The UN Secretary-General has supported this
recommendation in recognition of the fact that
national averages can mask significant disparities in
progress between economic, gender, ethnic, regional
and other groups.56 For child mortality, this would
mean that the 25 per 1,000 target must be met by
all social and economic groups, and not just as a
national average.
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Photo: Oli Cohen/Save the Children

Hassana and Housseina, five-week-old twins, at the Save
the Children supported centre for the treatment of severe
malnutrition cases with complications in Aguie,Tessaoua district,
Niger.The twins, born prematurely at seven months, were both
malnourished at birth.
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PROGRESS OVERVIEW

OUTCOMES

Rwanda is one of the few sub-Saharan African countries on track to
achieve MDGs 4 and 5. Child mortality fell rapidly between 2000 and
2013 from 182 to 52 deaths per 1,000 live births. Maternal mortality fell
from 1,000 deaths to 320 per 100,000 live births. Rwanda has also seen
a significant reduction in health inequalities – both in mortality rates and
coverage of services. Disparities in child mortality rates have reduced
significantly between socioeconomic groups as well as between rural and
urban areas over the past decade. Impressive improvements have also
been made in the coverage of services – 98% of one-year-olds received
the DTP3 vaccine in 2010, higher than in the UK. Equity gaps have also
been closing between rural and urban areas and socioeconomic groups
across a wide range of indicators. In 2000, women in the richest economic
group were three times more likely to give birth in the presence of a
skilled attendant. By 2010, this ratio had reduced to 1.4, with coverage
among the poorest group rising from 22% to 64%.There is a still a long
way to go, but this trend is encouraging.

MDGs
Child mortality rate: 52 per 1,000
Child deaths per year: 22,000
MDG target: 51 per 1,000 – ON TRACK
Average annual rate of reduction (2000–2013):
10.0% – ACCELERATING
Equity of progress (2000–2010):
• Economic groups: Decreasing inequality
• Regions: Decreasing inequality
• Urban/rural: Decreasing inequality

Figure 16: Trends in intervantion coverage

Richest fifth
Poorest fifth

POST-2015
On track for post-2015 nationally:Yes
On track for all groups: No
• Economic groups:Yes
• Regions: No, but with potential
• Rural and urban:Yes

Figure 17: Trends in under-five child mortality rate
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SPOTLIGHT ON RWANDA
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Policy spotlight: investment in the national health system
Rwanda’s achievements in health outcomes are linked to
improvements across a range of sectors and programmes,
including its National Social Protection Strategy and significant
progress in water, sanitation, education, and gender equality.
Specific investments have also been made in health:
• Rwanda has increased health spending to 6% of GDP, far
beyond the average for other sub-Saharan African countries
(2%). Rwanda is one of just six African countries that
allocated more than 15% of its budget to health, meeting the
Abuja declaration of 2001.
• A
 national health insurance system, the Mutuelles de
santé, covers more than 98% of the population with a
comprehensive benefits package. The compulsory scheme
includes national subsidies for the poorest. It has both
dramatically reduced out-of-pocket spending and increased
utilisation of health services.

2000

2005

2007

2010

• R
 wanda has also emphasised greater coordination of donors
and aid sustainability.
Challenges
While Rwanda’s benefit packages are quite comprehensive on
paper, a shortage of health workers means that few facilities are
fully staffed to deliver them. The poor quality of health services
remains an issue, largely because of a lack of well-trained health
workers. Utilisation rates are still lower among the poorest
quintiles and for certain patients, such as children with
acute illnesses.
See Appendix 3 for guidance on interpreting data, and References section for
sources used for policy analysis.

• In addition to a national subsidy system, Rwanda uses
performance-based financing, which appears to have had a
positive impact on the utilisation of maternal health services
by both the poorest and richest socioeconomic groups.
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Life can be tough for Modeste and her husband, who live
in Burera district, Rwanda.They are farmers, with a small
plot of land and eight children to bring up, and money is
tight. Sometimes there isn’t enough food to eat and they
struggle to pay school costs.
But ill health is one thing that they don’t have to worry
about as much anymore.
Despite being one of the world’s poorest countries,
Rwanda is investing in its health system – and seeing
infant and maternal mortality rates fall as a result.The
introduction of a new national health insurance system
is a key factor in this change for the better.
In the past, Modeste often couldn’t afford to seek medical
help when she or her children were ill. But when her
youngest child, six-week-old Eliabu, was sick with whooping
cough, Modeste took him straight to the health centre.
She said,“I was very worried. I thought I could even lose my
baby. But when I came here they gave me the drugs and I
followed the instructions. I kept seeing some improvement.

“And for little children who get pneumonia or diarrhoea,
we have community health workers who live in the
village who can attend to that.”
24

Photo: Hannah Maule-Ffinch/Save the Children

“Previously a child could fall sick because there was no
insurance system. I kept my child at home sometimes
because I didn’t have money to pay. Now, when you get
a problem you can immediately come to the clinic.

4 	Equal life chances
the policies that can get us there

The evidence we have presented in this
report shows that equitable progress
in reducing child mortality is possible. A
number of countries are simultaneously
achieving fast progress and narrowing
the gap in survival chances between
advantaged and disadvantaged children.
But what are the key policies and
strategies that can help to spur such
progress, allowing countries to shift onto
more equitable pathways towards ending
preventable child deaths?
There is no magic bullet for achieving equitable
progress in child mortality reduction; the most
favourable pathways will vary according to country
context, reflecting demographic, epidemiological and
economic profiles. However, we can draw some general
lessons from those countries that have reduced child
mortality across social and economic groups, while at
the same reducing inequalities in mortality rates.
This section highlights two important areas of action
that have worked: building stronger health systems
that put the needs of the poorest children first, and
addressing the underlying social and economic drivers
of inequalities in health so that people are able to live
full and healthy lives.

a. Stronger health systems
		that put the needs of the
		poorest first
i. 	Achieving equitable coverage
of high-impact services
In countries with high child mortality rates across all or
particular groups, there is potential to scale up access
to quality, cost-effective, high-impact health services
that address the lead causes of child mortality along the
continuum of care (see Box 6 on page 27). Improvements
in the coverage of essential services have contributed to
the fast reductions in child mortality that have been seen
at national level in some of the world’s poorest countries
over the past 15 years, including in Bangladesh, Ethiopia,
Malawi, Niger, Rwanda, and Tanzania.57
However, as analysis in this report shows, not all of these
countries have reduced mortality equitably.The key to
fast, equitable progress is to scale up use and coverage of
quality essential services among the most disadvantaged
groups first, and to ensure access for all without financial
hardship. This approach is known as progressive
universalism – a concept gaining momentum within the
wider movement for Universal Health Coverage (see
Box 5). Pursuing such an approach has put countries like
Malawi and Rwanda on a track to fast and more equitable
reduction of child mortality. In many cases, this has been
supported by a strong and explicit focus on equity within
national health sector policies and plans (see Malawi and
Nepal country spotlights on pages 16 and 26), supported
by protection of the right to health and freedom from
discrimination enshrined in the constitution.58
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SPOTLIGHT ON NEPAL
PROGRESS OVERVIEW

OUTCOMES

Nepal has made significant progress in child mortality reduction over the
past decade, halving under-five and newborn mortality between 2000 and
2013. Disparities in child mortality rates between subnational regions
have narrowed marginally. However, disparities between socioeconomic
groups have been rising. While inequalities in DTP3 vaccination coverage
have been narrowing, they have widened for skilled birth attendance. By
2011, the difference in skilled birth attendance between the richest and
the poorest groups was around 70 percentage points, up from 50 in 2006.
Gaps have also increased significantly for care-seeking for pneumonia.
Under-five stunting rates have fallen more slowly than child mortality, and
remain high at 41%. Inequalities in stunting rates between the poorest
and richest quintiles grew between 2001 and 2011.

MDGs
Child mortality rate: 40 per 1,000
MDG target: 47.4 per 1,000 – MET
Number of child deaths per year: 23,000
Average annual rate of reduction (2000–2013):
5.6% – ACCELERATING
Equity of progress (2001-2011):
• Economic groups: Increasing inequality
• Regions: Decreasing inequality
• Urban/rural: Decreasing inequality

Figure 18: Trends in intervention coverage
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POST-2015
On track for post-2015 nationally:Yes
On track for all groups:
• Economic groups:Yes
• Regions: No data available
• Rural and urban:Yes

Figure 19: Trends in under-five child mortality rate
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Policy spotlight: designing policies
and strategies to reach the unreached
The Nepalese government is implementing a number of public
health programmes in an attempt to address inequalities in
health outcomes and intervention coverage.These include the
Free Health Services Programme (FHSP) introduced in 2007
for primary health, and the Amaa Suraksha Programme (2009).
In 2014, the National Health Policy established Universal Health
Coverage as a key objective, and the government is currently
drafting a 2015–2030 strategy to help implement the policy, the
National Strategy for Reaching the Unreached to Reduce Health
and Nutrition Inequities in Nepal.This identifies the specific
barriers that are preventing poor, remote, disabled and minority
groups from accessing services, and outlines concrete actions that
will be pursued and indicators to monitor progress.The strategy
is being translated into a costed action plan and monitoring
framework, supported by pooled funding from government and
development partners. If implemented effectively, these plans hold
significant potential for addressing health inequalities in Nepal.
Complementary drivers of change
• Gender-responsive planning and budgeting processes are
helping to ensure that the needs of women and girls are
considered across all sectors, including the health sector,
with the percentage of government programmes assessed
as contributing to gender equality doubling from 11% in
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2007 to 22% in 2011.
• C
 onditional cash transfers are provided for pregnant women
to cover transport costs, with additional benefits in remote
areas, and incentives for health workers to attend facility and
home deliveries.
• T
 here has been a particular focus on community-based
planning and delivery since 2002 through Health Facility
Operation and Management Committees (HFOMCs).
Programmes have been established to empower and
train committee members, resulting in an increase in the
participation of Dalits in these committees from 30% to 61%
between 2008 and 2011, as well as an increase in their uptake
of health facilities.
Challenges
Out-of-pocket spending remains high in Nepal, representing
nearly half of total health expenditure. Health facilities are
underfunded and government spending on health was only 2%
of GDP in 2011.The government has committed to increase
its budget allocation to health and to implementing a National
Health Insurance policy, which aims to improve equitable access
to health services by curbing out-of-pocket payments and
strengthening the health system.
See Appendix 3 for guidance on interpreting data, and References section for
sources used for policy analysis.

Universal Health Coverage (UHC) is gaining global
momentum and features in the discourse around the
post-2015 Sustainable Development Goals (SDGs).
The World Health Organization (WHO) defines UHC
as ensuring that “all people obtain the health services
they need without suffering financial hardship when
paying for them”.
UHC embodies health and social goals: it is the
aspiration that all people can obtain the quality
health services they need (equity in service
use) without facing financial hardship (financial
protection). UHC promotes the realisation of the
human right to health, disassociating lack of access
to services from inability to pay (Kutzin 2012).
UHC has been framed as a direction for countries,
rather than a destination. All countries across the
world can continue to make progress towards

UHC, for instance through expanding the range of
services provided, improving the quality of care, and
increasing the level of financial protection.
Crucially, an expansion in coverage of services must
not come at the expense of equity. In this report,
we support the concept of progressive universalism,
which aims to “ensure that people who are poor
or otherwise disadvantaged gain at least as much
as those who are better off, every step of the way
towards universal coverage”.59 This concept implies
that reforms must be designed to increase coverage
among the most disadvantaged groups first. A
recent report from Save the Children, UNICEF, the
Rockefeller Foundation and WHO (Universal Health
Coverage: a commitment to close the gap) examined
equitable pathways towards UHC, specifically looking
at equity in the financing of UHC.

4. Equal life chances

Box 5: Universal Health Coverage and equity

References:
WHO (2014) What is universal health coverage? http://www.who.int/features/qa/universal_health_coverage/en/
Kutzin, J. (2012) ‘Anything goes on the path to universal health coverage? No.’ Bulletin of the World Health Organization 2012; 90:867-868.

Box 6: Basic interventions along the continuum of care
All mothers, newborns and children should have
access to a core set of services from pre-pregnancy,
antenatal care through to delivery, postnatal care
and early childhood. Together these interventions
impact directly on newborn and child mortality.60
These interventions work - countries with a higher
coverage of these essential interventions have
lower child mortality rates, even when controlling
for the strength of the national economy or other
factors.61 Interventions must be provided through a
continuum of care throughout the lifecycle ( from
adolescence, pregnancy, childbirth, the postnatal
period and childhood) and also between places of
caregiving (households and communities, outpatient
and outreach services and clinical-care settings).62
An illustrative list is below:
• Reproductive health: family planning services,
such as contraceptive use.
• Antenatal & postnatal care: with a skilled
provider, integrated with other services.

• C
 hildbirth care: Skilled & emergency care at
birth for mothers and newborns, including hygiene,
warmth, breastfeeding, resuscitation. Prevention
of mother to child transmission of HIV.
• Newborn baby care: Management of neonatal
illnesses, extra care for premature babies.
• Child health and care: vaccinations, malaria
prevention and treatment, care of children with
HIV. Integrated treatment for childhood illnesses
(such as pneumonia & diarrhoea).
• Family and community care including exclusive
breastfeeding, nutrition, healthy home behaviours.
Where use of facilities is low, some community
case management of childhood diseases.
For full details of recommended interventions see:
The Partnership for Maternal, Newborn & Child
Health (2011) A Global Review of the Key Interventions
Related to Reproductive, Maternal, Newborn and Child
Health (Rmnch). Geneva:PMNCH
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Research shows that developing countries that have
achieved the fastest rates of progress in overall levels of
basic service coverage have seen faster gains in coverage
for the poorest than for the richest.65 This implies that
focusing on the poorest can be an effective strategy for
improving overall coverage. Bangladesh, for example, has
achieved fast and equitable increases in immunisation and
family planning, with a focus on improving coverage among
the poor (see Spotlight on Bangladesh on 29). Even for
new interventions and innovations that have relatively
low coverage among all groups, equitable progress can be
driven through adopting deliberate strategies to prioritise
access for poor and disadvantaged groups.66
Evidence also suggests that pursuing focused strategies
to ensure that poor and disadvantaged groups can access
basic services can be more cost effective, countering
the general assumption that focusing on groups that are
hardest to reach is necessarily more expensive.67 Much
depends on the country context; the incremental cost of
reaching disadvantaged and marginalised groups or areas
is often higher,68 and equitable policies that focus on the
most disadvantaged will only be more cost effective if the
increase in the effectiveness of interventions is greater
than any increased costs associated with implementation.

Photo: Anne-Sofie Helms/Save the Children

One study of 14 developing countries and one province69
found that more lives can be saved for a given amount
of investment if it is focused on services that meet the
needs of more deprived populations, rather than on
those that are more accessible or relevant to the needs
of more advantaged people. Such equity-focused services
include, for example, employing community health
workers in hard-to-reach areas to deliver preventive
and primary care and undertake community-based case
management for the treatment of common illnesses,
rather than relying on the delivery of these interventions
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through healthcare facilities. Across countries with
different patterns of inequality, investing US $1 million in
services that meet the needs of the most disadvantaged
is associated, on average, with saving 81 children’s lives
and averting 244 cases of stunting, compared to saving
49 lives and averting 84 cases of stunting if the same
amount is invested in services that do not prioritise
equity.70 While further research is required in this area,
the existing evidence base suggests that promoting
equity is not only a moral necessity, but is also a practical
policy option that has the potential to achieve better
development outcomes.71
Globally, more progress has been made in improving
the coverage of some interventions than others among
disadvantaged groups. Community-based interventions
have seen impressive and equitable increases in coverage,
including for antenatal care and vaccines. Progress is
slowest, and inequities largest, in interventions that
require quality facilities or more highly trained providers,
such as skilled birth attendance.72 In the long term,
high, sustainable and equitable service coverage can
only be achieved through a strong health system. How
this system is designed, resourced and managed – from
the delivery of services to financing, health workers,
governance, drugs and information systems – determines
whether it alleviates or exacerbates health inequalities.73
The challenge for policy-makers is to identify and
tackle weaknesses in health systems that are preventing
disadvantaged groups from benefiting from particular
services or receiving quality of care that has the potential
to save vast numbers of lives.74 The remainder of this
section considers approaches for addressing common
systemic bottlenecks relating to the financing and
affordability of services, shortage of health workers and
poor quality of services.

Community health
worker Fetelework
Gezahegne tests
eight-month-old
Tenaya for malaria.
Ramada Health Post
in southern Ethiopia
provides healthcare
to people from
remote communities
at low cost.
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Bangladesh has achieved significant reductions in child mortality over
the past two decades, with under-five mortality falling from 144 to 41
deaths per 1,000 live births between 1990 and 2013.The equity picture
is mixed.While gaps in child survival rates between rich and poor have
reduced over the past two decades, they actually increased in the most
recent five-year period. Gender inequalities in mortality rates have
halved in two decades, although there is still a clear survival disadvantage
for girls. Bangladesh ranks 16 out of 31 Countdown countries for
equitable coverage of eight core MNCH interventions across economic
groups. Equity gaps have been closing for some services such as DTP3
vaccinations, but challenges remain around newborn care. Skilled birth
attendance has risen faster among the rich than the poor, resulting in the
equity gap widening (quintile 1 3% to 31%, quintile 5 27.9% to 52.2%).
While regional disparities in child mortality rates are falling, they remain
high for key interventions along a broad east/west divide.

MDGs
Child mortality rate: 41 per 1,000
MDG target: 48 per 1,000 – MET
Number of child deaths per year: 129,000
Average annual rate of reduction (2000–2013):
5.4% – ACCELERATING
Equity of progress (2000–2011):
• Economic groups: No change
• Regions: Decreasing inequality
• Urban/rural: No change

Figure 20: Trends in intervantion coverage
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Figure 21: Trends in under-five child mortality rate
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Policy spotlight: improving coverage and equity in
services focusing on the needs of the poor
• Community mobilisation and outreach for
immunisation and treatment of diarrhoea, integrated
into the primary healthcare system and backed by intensive
media campaigns to create demand, has achieved speed and
scale in coverage. Community health workers successfully
demonstrated how rehydration salts for diarrhoea can be
made with household ingredients and provide vaccinations
at clinics and through outreach sessions. Increases in
immunisation coverage have been seen across all groups,
with equity gaps closing (DPT3 coverage was 65% in rural
Bangladesh in 1993 and 79% in urban areas; this has improved
to 93% and 94% respectively in 2011). Gender disparities,
which were very evident in the 1990s, have now disappeared.
• Improvements in family planning brought the fertility
rate down from seven children per woman in the 1970s to
2.5 in 2010. Intensive community outreach for family planning
has been a priority since the 1970s, deploying female outreach
workers and social marketing to change norms and attitudes.
However, more remains to be done, as Bangladesh has one of
the highest rates of child marriage in the world.
• Improvements in access to and utilisation of health
services have been driven by: consistent national policy
commitment and investment in women’s education,

1993
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2004

2007

2011

employment and microcredit schemes; improved infrastructure;
foreign remittances; and collaboration between government
and a strong non-governmental organisation (NGO) network.
Challenges
• Coverage of essential health services remains low;
less than one-third of births are attended by a skilled
health worker. Differential investment is needed to address
regional inequalities in key intervention indicators.
• Public investment in health is among the lowest
anywhere in the world, at US$9 per person in 2013 (less
than 1% of GDP). Health financing depends largely on out-ofpocket payments, which create major barriers for the poorest
people and are a significant cause of financial hardship.
• Health systems are weak and characterised by
poor quality of care, with inefficiency exacerbated by
governance and accountability issues.
• Child malnutrition rates in Bangladesh are among the
highest in the world, with a 41.3% under-five stunting rate
and 6 million children chronically undernourished. High rates
of malnutrition cut across all segments of society, suggesting
that a universal approach is needed to tackling the issue,
including through nutrition-sensitive social protection.
See Appendix 3 for guidance on interpreting data, and References section
for sources used for policy analysis.

29

The lottery of birth

ii.	Financing, resources
and quality of care
Equitable financing for health: How funds are
raised for health and how they are spent are central
components of health systems, and directly affect
inequalities in health services and outcomes.75 In many
low- and middle-income countries, health financing is
insufficient, inequitably raised, and inequitably allocated
– failing to harness the potential of tax systems to help
distribute resources to benefit poor and marginalised
groups.This is partly due to a shortage of resources, but
also to lack of political attention and prioritisation of the
health sector.
It has recently been estimated that low-income countries
need to spend a minimum of US$86 per person on
health to deliver a basic package of services.76 Most
low-income countries spend far less than this, relying
on out-of-pocket cash spending by patients – the most
regressive form of financing that has a disproportionate
impact on poor people.77 To ensure that health is
financed according to ability to pay, countries should
eliminate or substantially reduce out-of-pocket payments
and expand progressive mandatory prepayment –
for example, through taxation mechanisms such as
compulsory social health insurance contributions (see
Mexico spotlight on 31). Pooling funds across groups
with different economic and health status is also
necessary for a more efficient system that redistributes
resources and compensates for the imbalance of risk
between affluent, healthy citizens and those who are
poor and experience chronic illness.
Recent research by Save the Children shows that even
the poorest countries can afford to spend more on
health, raising domestic revenue through progressive
taxation systems and allocating a greater share of
national budgets to health.78 Public resources are
essential to subsidise the cost of services for poor
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populations, particularly in low-income countries
with a large informal sector. Rwanda has increased its
financing for health in recent years, and seen dramatic
improvements in outcomes (see Spotlight on Rwanda,
page 23).
While raising domestic resources is critical to expanding
coverage, low-income countries will require effective
development assistance for some time in order to
provide a basic package of health services. Donors
must step up their support for these countries,
meeting existing aid commitments and increasing the
amount they allocate to support national health plans.
Mechanisms such as the proposed new Global Financing
Facility to support the UN Every Woman Every Child
initiative also have the potential to help scale up access
to services, if they are designed and implemented to
provide additional funds and comply with international
aid effectiveness principles.79 Donor countries also
have an additional role to play in ensuring that the
international tax system is more coherent and prevents
tax avoidance by international companies operating
in developing countries.80
Increasing spending on health will not ensure better
outcomes for all groups; that will depend on how funds
are allocated, to which populations and for which
interventions.81 One approach to equity in resource
allocation provides certain services, such as primary
healthcare or maternal and child health, free at the point
of use to all people immediately.The package of services
is then expanded as budgets expand. Such approaches
have been pursued in a range of countries, from Chile to
Burundi, and help to ensure that the most vulnerable and
disadvantaged populations are included from the outset.
Intra-government transfers from central to devolved
governments and targeted support to the poorest parts
of the country are also useful strategies for mitigating
national inequalities, and have been successful in South
Africa,Tanzania and Rwanda.82
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Mexico has seen a significant reduction in under-five mortality in recent
years, from 46 deaths per 1,000 live births in 1990 to 15 per 1,000 in 2013,
meeting its MDG 4 target ahead of schedule. However, despite progress
at national level, there are disparities between states and among different
population subgroups, especially among indigenous groups and between
rural and urban areas. In the south of Mexico, a child’s risk of dying during
their first year is 4% higher than in the rest of the country, and14% higher
for early neonatal mortality.While the proportion of births attended by
a skilled attendant rose from 77% to 96% as a national average between
1990 and 2012, only 61% of births had a skilled attendant present
in Chiapas, one of the most marginalised states. Newborn mortality
rates have failed to keep pace with overall declines in child mortality,
constituting 45% of all child deaths in 2013. Mexico is severely off track
for the MDG target on maternal mortality; if average rates of progress
since 1990 continue, the target will not be achieved before 2030.

MDGs
Child mortality rate: 15 per 1,000
MDG target: 15 per 1,000 – MET
Number of child deaths per year: 33,000
Average annual rate of reduction (2000–2013):
5.1%
Equity of progress (2000–2012):
• Regions: Decreasing inequality
• Urban/rural: Decreasing inequality

Figure 22: Coverage of interventions (national average)
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Figure 23: Trends in under-five child mortality rate
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Policy spotlight: protection from financial hardship
on the road to Universal Health Coverage
Until 2006, access to social security in Mexico was dependent
on working in the formal sector.While the Ministry of Health
was responsible for providing health services to the significant
number of people working in the informal economy, demand
outstripped supply, leading to high levels of out-of-pocket
spending on health by Mexico’s poorest families. In 2000, it was
estimated that between 3 million and 4 million families were
forced to make catastrophic or impoverishing expenditure on
health. In an attempt to pursue Universal Health Coverage,
the government introduced General Health Insurance, Seguro
Popular, in 2006, funded by increased public budget allocation to
health.This insurance is open to all citizens, and contributions
are proportionate to ability to pay.The programme has increased
access to healthcare for disadvantaged groups, although
challenges remain. Out-of-pocket spending on health remains
stubbornly high, at 50% of total expenditure. More affluent
citizens who could help to contribute to pooled financing opt
out of the scheme due to the poor quality of services.
Complementary drivers of change
• The conditional cash transfer scheme, Prospera (formerly
Oportunidades) has improved access to health and nutrition
services for the poorest people.

Outstanding challenges
• Malnutrition: Despite some progress in recent years,
chronic malnutrition among children remains a significant
barrier to ending preventable deaths.While rates of
malnutrition are falling, in rural areas the rate is around twice
as high as in urban areas, and rates have fallen faster in the
north and central regions than in the south. Households
with low income and indigenous groups have the highest
prevalence of food insecurity. On average, between 1999 and
2012, the rate of child malnutrition fell by one percentage
point per year. At this rate, it would take nearly 15 years to
eradicate chronic malnutrition. Further steps are required to
tackle the structural causes of malnutrition beyond nutrition
interventions, including food insecurity.
• Quality of healthcare:The lack of correlation between
skilled birth attendance and maternal mortality in Mexico
is one manifestation of the significant variation in quality
of health services. Capacity-building and improvements
in infrastructure are needed urgently in areas that have
disproportionately high maternal and child mortality rates.
See Appendix 3 for guidance on interpreting data, and References section
for sources used for policy analysis.
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Addressing health worker shortages in remote
and disadvantaged areas: Ending preventable deaths
will require every mother and child to have access to a
health worker with appropriate skills when and where
they need them. Low and inequitable coverage of
skilled birth attendance reflects a global shortage of
health workers, with recent estimates suggesting a gap
of 7.2 million professional health workers.83 Health
workers are also least likely to be found where they are
needed most, and tend to be concentrated in affluent,
urban areas. Unequal distribution and shortages are
best addressed through multi-pronged strategies that
combine recruitment, training and compulsory service
contracts with positive incentives such as sufficient
pay, scholarships and improved working conditions.84
Effective strategies have included financial incentives
(India, Mozambique, Nepal, Senegal and South Africa);
continuing professional development opportunities
(Nepal); introducing periods of training in rural areas
(Ghana, Mexico, the Philippines and South Africa); and
non-financial incentives such as free housing, better
diagnostic facilities, security, and free healthcare
(Mozambique, Nepal and the Philippines).85
Some countries, such as Ethiopia (see Spotlight on
Ethiopia, 33), have expanded coverage of interventions
and achieved impressive reductions in child mortality
rates in remote and rural areas through a national
community health worker, or health extension
worker strategy.These health workers are often nonprofessionals, recruited from the communities they work
in; but they can play a critical role in raising awareness
about the health facilities and services available locally,
helping to improve care-seeking as well as household
practices, and delivering basic healthcare.86 Such
strategies have been most effective when the community
health workers are an integrated part of a continuum of
care that operates from the household through to the
hospital, and when appropriate training, management
and remuneration structures are in place.87 Task-shifting
can also help to fill certain service gaps, with tasks that
are usually performed by qualified health professionals
undertaken by less-qualified staff without compromising
the quality of services.88
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Quality of healthcare: Achieving equity in healthcare
also requires equal access to good-quality services.
Increasing the coverage of services will only result
in improved health outcomes if those services are of
sufficient quality. Research in Ghana, Bangladesh,Vietnam
and Rwanda found that mothers were deterred from
using health facilities due to poor infrastructure and
lack of water, sanitation and electricity, coupled with a
perception (often justified) of poor quality of care.89 In
Egypt, while 65% of births occur in health facilities, only
17% of these have equipment for respiratory support
for newborns, and only 8% of births are attended by
a midwife trained in resuscitation.90 Quality concerns
have been found to be more prevalent among the poor
than the non-poor, suggesting that inequalities in the
quality of services that people have access to reflect
and exacerbate inequalities in health outcomes.91 Data
to track quality of care are currently available for a very
limited number of countries, and improvements in data
collection and comparability are needed in order to
improve monitoring and create incentives for change.92
Improving the quality of care also requires action to
be taken to ensure that all groups can access and use
services without discrimination on the basis of their
identity, language or other factors. In Vietnam, for
example, patients from minority ethnic groups are
less aware of government health programmes and
rarely receive information about their conditions and
treatment – an issue exacerbated by discriminatory
public attitudes towards minority groups and by
language barriers.93
Peru is an example of a country that has made rapid
gains in improving access and quality of care in remote
regions in recent years. This has been achieved through
action to tackle financial, cultural and geographical
barriers that have historically prevented indigenous
communities from accessing child and maternal
health services.94
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Ethiopia’s national child mortality rate fell from 204 deaths per 1,000 live
births in 1990 to 64 in 2013, meeting its MDG 4 target ahead of schedule.
The inequality picture is mixed. Inequalities have been falling or remaining
static between economic, urban/rural and ethnic groups since 2000, but
regional inequalities are rising. Regional and wealth gaps are closing for
most service coverage indicators, although they remain worryingly high
for some services. Skilled birth attendance is 22 times higher in the richest
wealth quintile than the poorest, and 12 times higher in Addis Ababa (84%)
than in the Afar region (7%). Ethiopia ranks 28 out of 31 Countdown
countries for equity in coverage of eight core MNCH interventions.
While many poorly performing regions accelerated progress across MDG
4 indicators between 2005 and 2011 much faster than regions that are
further ahead, regional progress is still extremely diverse. For example,
coverage of DPT3 vaccination quadrupled in the Somali region, albeit from
a very low base, but remained static in Oromiya.

MDGs
Child mortality rate: 64 per 1,000
MDG target: 68 per 1,000 – MET
Number of child deaths per year: 196,000
Average annual rate of reduction (2000–2013): 5%
– ACCELERATING
Equity of progress (since 2000–2011):
• Economic groups: Falling inequality
• Regions: Increasing inequality
• Urban/rural: No change
• Ethnic groups: Falling inequality

Figure 24: Trends in intervantion coverage
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On track for 25/1000 target nationally:Yes
On track for all groups: No
• Economic groups: No, but with potential
• Regions: No, but with potential
• Rural and urban:Yes

Figure 25: Trends in under-five child mortality rate
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Policy spotlight: improving coverage of basic
MNCH services through community health workers
Ethiopia launched the Health Extension Programme in 2003
as part of a health sector strategy to improve coverage of
health services in underserved areas. Under the programme,
health extension workers (HEWs) are recruited from the
local community, trained and paid government salaries. Their
job is to deliver a basic package of preventive and curative
interventions and promote healthy behaviour. The package
of interventions was selected to address the main causes
of childhood mortality across health, nutrition and
sanitation sectors.
Under the programme, human resources for health doubled
in five years, with 15,000 health posts built and 38,000
HEWs deployed. Coverage of improved sanitation facilities,
vaccinations and maternal health services improved at a
faster rate in villages with HEWs compared to those without.
The programme’s success has been attributed to: political
leadership and commitment to equity and universal coverage;
mechanisms to enhance coordination between development
partners and across sectors; local ownership through local
recruitment of workers and their representation on councils;
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mobilisation of adequate resources to fund the scheme; and
accountability and supervision mechanisms to ensure quality.
Outstanding challenges
• Maternal and newborn care: The proportion of newborn
deaths has increased, reaching 43% of all under-five deaths
in 2013. Ethiopia has also made slow progress in reducing
maternal mortality, and is off track to meet MDG 5.
• Health financing: User fees have been removed for basic
services and community and social health insurance
schemes have been introduced. However, out-of-pocket
spending as a percentage of total health expenditure is
very high, at 63%. Government expenditure on health as a
percentage of total public spending is relatively low, at 8% –
far short of the Abuja target of 15%.
See Appendix 3 for guidance on interpreting data, and References section
for sources used for policy analysis.
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B. Addressing the underlying
		causes of poor health
		and inequalities in
		health outcomes
Many international health investments focus on specific
diseases or interventions, yielding results that can be
measured as direct returns on investment.This approach,
while addressing medical causes, does not address the
root drivers of poor health and inequalities in health
outcomes,95 which include inadequate access to services
in other social sectors.A recent multi-country study found
that 50% of all reductions in child mortality achieved
by the world’s best-performing countries have been
attributable to investments outside of the health sector.96
Critical areas include:
• W
 omen and girls’ empowerment: Tackling
discriminatory social norms and rights violations that
disempower women and girls, preventing them from
making meaningful choices about the direction of
their own lives, is a critical component of any strategy
to eliminate preventable child deaths. As outlined in
Box 7, there is abundant evidence that the children of
empowered women are more likely to survive beyond
their fifth birthday.97 Advancing gender equality will
require adequate attention to women’s and girls’
rights within national budget and planning processes.
Gender equality institutions or departments within
governments and public bodies also need to be
strengthened, together with support for collective
action and outreach involving women and men in
efforts to shift deeply entrenched social norms.98

Photo: Suzanne Lee/Save the Children

• E
 ducation: Parents’ education is strongly correlated
with child mortality in countries across the world,
and is particularly important for supporting women
and girls to have freedom and control over their own
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lives. Education is a key determinant of health service
utilisation, helping to bolster understanding of health
and sanitation and to empower women to make
decisions concerning their health and pregnancy.99
Ensuring that all women complete primary education
would have the potential to reduce child deaths by
15% globally. If all young girls completed secondary
education, it could almost halve child mortality rates,
saving the lives of 2.8 million children100 – equivalent
to the number of newborn babies who died in 2013.101
• N
 utrition: Undernutrition is the underlying cause
of nearly half of all under-five deaths globally, and
disproportionately affects children in rural areas and
lower economic groups.102 One study found that
child mortality could be reduced by 15% if coverage
of ten essential nutrition interventions was scaled
up to 90% in countries carrying the world’s highest
burden of undernutrition.103 Priority must be given
to nutrition-specific programmes such as maternal
dietary supplementation and the promotion of
breastfeeding, as well as nutrition-sensitive initiatives
to address underlying drivers of malnutrition through
early childhood development, agriculture and social
protection policies (see Box 8).104
• W
 ater and sanitation: While great progress has
been made in recent years, diarrhoea remains the
third biggest killer of children under five, causing
half a million deaths each year. The bulk of these
deaths are linked to contaminated water, poor
sanitation and inadequate hygiene.105 Significant
group-based disparities exist in access to improved
water and sanitation facilities.106 Positive stories of
success in some countries demonstrate that rapid
and equitable progress can be made – for example,
outreach by community health workers in Ethiopia
has helped to reduce regional disparities in sanitation
and hygiene.107

Nisha, 19, holds her one-month-old baby
girl, Pushpa, in her mother’s house in
Kalyan village, mid-Western Nepal. Nisha
eloped when she was a young teenager but
used contraceptives to delay pregnancy.

In countries across the world, girls and boys are
often treated differently from the day they are born,
because they are expected to play different roles in
society as they grow up.Too often, girls are valued
less than boys, or valued in different ways.This can
lead to discrimination in access to healthcare within
households on the basis of gender, particularly when
resources are short.While data show that gender
disparities in coverage of key health interventions are
relatively small, they are significant in some cases. For
example, in Nepal, in 2011, boys with diarrhoea were
38% more likely than girls to receive oral rehydration
therapy and continued feeding – an increase from 26%
in 2007.108 Nepal is one of ten countries around the
world that has been identified as having higher female
mortality in comparison to boys than expected.109
Perhaps the most extreme manifestation of gender
discrimination is sex-selective abortion and female
infanticide.While sex differentials in child mortality
are generally declining, prenatal sex selection is on the
increase in line with the spread of prenatal diagnosis
technology. An estimated 117 million women were
missing from the global population in 2010 as a result
of prenatal sex selection, mostly from China and India;
39 million of them would be under the age of 20 if
they had been allowed to survive.110 The child sex
ratio in India has been in steady decline over the past
50 years as a result of gender-biased sex selection,
and shows no sign of abating. In 1961, there were
976 girls for every 1,000 boys; in 2011, this figure
had fallen to 918.111

The cumulative impact of the discrimination that girls
and women face as they go through life also affects the
health of their children, making women’s empowerment
a critical component of any strategy to end preventable
child deaths.The following issues require greater
attention:
• Education: An estimated 2.1 million children’s lives
were saved between 1990 and 2009 as a result of
improvements in women’s education.112
• Nutrition: Maternal undernutrition contributes to
an estimated 800,000 neonatal deaths annually.113
• Child marriage, reproductive rights and
control over decision-making: Children born to
very young mothers are more likely to die, and where
women have children soon after each other, there is a
higher chance of child mortality.114
• Women’s participation in public and political
life: Countries that have made the fastest progress
towards MDG 4 in recent years have significantly
more female parliamentarians and higher-thanaverage female labour force participation rates than
countries making less progress.115

4. Equal life chances

Box 7:The link between gender equality and child survival

All of these issues are, of course, extremely important
in their own right; women’s and girls’ rights must be
upheld, and no person should be deprived of education,
healthcare, nutrition, sexual and reproductive rights, or
participation in decision-making simply on the basis of
their gender.The fact that violations of these rights also
have knock-on effects on child survival rates only serves
to strengthen the case for real, tangible progress on
women and girls’ empowerment.

Box 8: Improving nutrition to end preventable deaths
Globally, 51million children globally are acutely
malnourished,116 putting them at immediate risk
of death.117 Maternal and child malnutrition is the
cause of 45% of preventable child deaths118 and leads
to irreversible, lifelong consequences for a child’s
physical and cognitive development. The resulting
human and economic cost of malnutrition is huge.
Chronic malnutrition during childhood for poor
children may lead to late enrolment in school, which
in turn may lead to poor education outcomes and
20% less earning power than children who complete
their education.119 Stunted children are also at greater
risk of becoming overweight and suffering from noncommunicable diseases later in life.120

adequate health services and a healthy environment
including safe water, sanitation and good hygiene.121
Relatively neglected as a development priority,
recent years have seen a substantial increase in
commitment to reduction of malnutrition at global
and national levels.122

Improving maternal and child nutrition gives
children the best possible start in life,123 enabling
them to reach their full potential. However,
with 16 million adolescent girls giving birth each
year, addressing women’s undernutrition once
they are pregnant is often too late to break the
intergenerational cycle of malnutrition. Social
protection is particularly useful for nutrition when
Undernutrition is a complex issue to address and
targeted at the 1,000 days between a woman’s
requires contributions from many sectors. To achieve pregnancy and her child’s second birthday, helping
optimum nutrition children require access to:
maximise this unique window of opportunity to
appropriate, affordable, diverse and nutrient-rich food; shape healthier and more prosperous futures.
appropriate maternal and childcare practices; and
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The importance of social, political
and economic participation and
accountability
In many contexts, children are left with inadequate
healthcare and access to other essential services as
a result of entrenched imbalances in the power and
influence that particular groups have in society and the
economy.124 The cycle of economic, political and social
inequalities leaves disadvantaged groups with little
influence over political decision-making, limited capacity
and voice to make their needs known to decisionmakers, and limited money to invest in improving
their situation. In some cases, this cycle is powered
by discrimination and attitudes against certain groups
– a further obstacle to change.125
So how can this cycle be broken? Research highlights
the importance of measures to help disadvantaged
groups make their voices heard, influence decisionmakers, and hold leaders to account.126 It is vital to
develop a full understanding of the barriers holding
disadvantaged groups back in order to design policies
and programmes that support inclusion and equity.127
Additional steps that governments and development
partners can take to spur change include: ensuring
that universal rights are upheld in law and in practice;
supporting social movements and enabling environments
for civil society and collective action; opening spaces
for participation in decision-making; and implementing
programmes to challenge discriminatory social norms.128
Economic inclusion for disadvantaged groups is also
critical, pursued through inclusive economic growth
strategies that ensure quality jobs for the poorest
segments of society and allow small-scale producers to
integrate into or move up value chains.129 Developing
strong social protection mechanisms is a critical element
of this. Social protection has protective, productive and
transformative potential. It is a human right and a means
for states to protect their most vulnerable citizens.130
Social protection provides a channel through which
governments can redistribute income and resources
and share the benefits of growth.131 Investing in social
protection brings multiple immediate and long-term
gains for individuals and societies as a whole, from
reducing people’s vulnerability to shocks and stimulating
and stabilising aggregate demand to improving the
effectiveness of investments in health, education,
nutrition, water and sanitation, and enhancing women’s
control over family budgets.132
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The bold extension of social protection in many
developing countries, from Brazil to China and Mexico
to Mozambique, has underlined its key role in reducing
poverty and vulnerability, redressing inequality and
enhancing inclusive growth.133 In South Africa, noncontributory grants have reduced the poverty gap by
more than a third.134 In Mexico, the Oportunidades
programme reduced the number of people living in
poverty by 10% and the poverty gap by 30%.135 Social
transfers and taxation are estimated to have reduced
poverty by more than 50% in European countries.136
In some cases, conditional cash transfers have linked
receipt of benefits directly to reproductive and child
health objectives. For example, India’s Janani Suraksha
Yojana scheme, reaching more than 9.5 million
beneficiaries, has led to a significant increase in the
number of babies delivered in health facilities and
potentially contributed to a recorded decrease in
stillbirths and neonatal deaths.137 In Bolivia, in an attempt
to address high levels of inequality in child mortality
between urban and rural areas and between poorer
and richer families, the Juana Azurduy bonus pays a
stipend to pregnant women and mothers over the
course of 33 months in return for their attendance
at antenatal and postnatal clinics.
While the optimal configuration and level of social
protection spending varies from country to country,
social protection systems that go beyond provision
of safety nets for the poorest to offer protection for
every member of society can help prevent poverty
and insecurity and reduce inequality. Crucially,
social protection must be sensitive to the particular
vulnerabilities and experiences of poverty faced by
different groups of children.The Advancing ChildSensitive Social Protection joint statement,138 agreed
by the World Bank, UNICEF, the International Labour
Organization (ILO), Save the Children and others, defines
social protection as child sensitive when it aims to
maximise opportunities and developmental outcomes
for children by considering the different dimensions
of their well-being. Child-sensitive social protection
addresses the inherent social disadvantages, risks and
vulnerabilities children may be born into, as well as those
they experience later in childhood due to external
shocks to the household.139

4. Equal life chances
Photo: David Wardell/Save the Children

Santoshi and her baby girl at home
in Nepal, the day after she was born.
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Supporting communities, saving lives
One-year-old Lozimary from a village in Malawi was
severely malnourished. She was vomiting and had
diarrhoea. Her body and feet were swollen. She
was underweight and her growth was stunted.
Lozimary’s local clinic referred her to the nearest
hospital. She was given medication and therapeutic milk
for a week. After that she was also given nutrient-rich
peanut paste.Thankfully, she soon started to recover.

Photo: Oli Cohen/Save the Children

Lozimary’s case underscores the importance of access
to quality healthcare in the community, and its
integration with the wider health system. In Malawi,
Save the Children supports the community case
management programme (CCM) of the Mchinji District
Hospital.The CCM approach helps communities
to access healthcare and prevent child mortality by
targeting malnutrition and common childhood disease,
such as pneumonia, diarrhoea and malaria.
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5 	The post-2015 framework
a catalyst for equitable progress

Over the course of the past 15 years, the Millennium Development
Goals have helped to mobilise and coordinate action at national and
international levels around the shared global goal of reducing child
mortality. As the MDG framework draws to a close, it is critical that its
successor, the post-2015 framework, not only builds on the strengths
of the MDGs but also drives a step change in progress for all social
and economic groups.The new framework must inspire a generation
to take action to end preventable child deaths – reducing child
mortality for all groups of children.
This chapter outlines four key measures that would help to build a new framework
that is capable of driving forward the change that is needed, namely:
• ensuring that the framework is ambitious but implementable
• embedding equity across the framework
• including a goal on open, inclusive and accountable governance
• strengthening statistical systems to improve data and accountability.

a.		Ambitious and implementable
goals and targets
The strength of the MDGs lay in their translation
of selected elements of the Millennium Declaration
into a limited number of clear, measurable and timebound targets. These offered a focal point for the
mobilisation of partnerships, and allowed for the
identification of gaps that required more attention.
They could also be nationally tailored and easily
incorporated into national development plans,
allowing countries to benefit from the partnerships
and international commitment that lay behind the
goals, and providing a core set of priorities that
could be built on, expanded and adapted according
to context and national priorities.
Building on this strength, the post-2015 framework
should contain a discrete set of clear goals that can
feasibly be implemented in all countries, whatever their
income classification.The overarching aim should be

to finish the job that the MDGs started, with goals to
end critical dimensions of extreme poverty. Save the
Children has outlined proposals for a 12-goal post-2015
framework in our report Framework for the Future.These
include a goal to end preventable newborn, child and
maternal deaths, supported by targets to strengthen
health systems and address the financial and social
determinants of health.
Once agreed, targets will only become meaningful if
they are adopted at national level, incorporated into
national plans and accompanied by accountability
mechanisms that allow citizens to hold their
governments to account for promises made. National
accountability can be strengthened through global
monitoring and accountability, as demonstrated under
the MDGs by the Countdown to 2015 and Every
Woman Every Child initiatives. The UN SecretaryGeneral’s renewed Every Woman Every Child
mechanism must therefore be supported to accelerate
progress under the post-2015 framework.
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b. 	Embedding equity across
the framework
There must be a clear and explicit focus on equity
across all goal areas of the post-2015 framework to
ensure that the poorest and most marginalised groups
in any society do not continue to be left behind.
Our Framework for the Future proposes a number of
ways in which equity should be embedded within the
new framework. These include a standalone goal on
women’s and girls’ empowerment; a target to reduce
income inequality; a goal on equitable access to quality
education; a goal on open, accountable and inclusive
governance; and targets to incentivise policies that are
known to reduce inequality, including social protection
and financial risk protection in health.
In addition, two essential measures have particularly
strong potential to spur equitable progress under
the new framework, including progress in reducing
child mortality.
First, all parties to the post-2015 framework
must make a commitment that no target will be
considered to have been met unless it has been
met for all social and economic groups.140 In the
case of child mortality, this would mean that all social
and economic groups in a country must have a child
mortality rate of no more than 25 deaths per 1,000 live
births by 2030, and significantly lower in countries that
have already reached this target (see Box 4, page 21
for discussion of the proposed child mortality target).
Second, stepping stone equity targets must be
set across all goal areas to reduce gaps between
advantaged and disadvantaged groups.While it
would represent an important statement, the no target
met unless met for all commitment is, by itself, unlikely
to drive the changes in policy and practice that will be
required for countries to shift onto more equitable
pathways of progress.The 15 years to 2030 will no doubt
see changes in administration within governments, and
politicians tend to be motivated by shorter-term wins
that can be achieved within their electoral cycle – often
around five years.There is therefore a danger that
governments will continue to focus on serving groups
that are easier to reach once the post-2015 framework
is agreed, rather than making the more difficult changes
in policy and practice that are required to meet the
needs of those who are furthest behind.
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The post-2015 framework must therefore contain
additional mechanisms to spur equitable progress,
ensuring that goals are pursued in ways that put the
needs of the poorest and most marginalised groups first.
Stepping stone equity targets are one such mechanism,
initially proposed by Kevin Watkins (2014) and further
developed in Save the Children’s policy briefing, Leaving
No One Behind.141 Such targets would be set for interim
dates between 2015 and 2030, and would aim to reduce
systematic gaps between advantaged and disadvantaged
groups while at the same time ensuring that all are on
track to meet 2030 targets. Stepping stone targets would
be set according to country context for groups that
are furthest behind for each goal area. Box 9 uses data
from the Philippines to illustrate how stepping stone
equity targets might be set in practice, helping to focus
immediate and ongoing attention on groups that are
furthest behind.142
c. 	Including a goal on open, inclusive
and accountable governance
It is ultimately the responsibility of governments to
deliver the post-2015 framework and equitable public
services that meet children’s needs. But this will only be
possible with capable, well-resourced and accountable
public institutions that can deliver quality services.
Accountable governance that is responsive to the
needs of marginalised and vulnerable groups requires
opportunities for citizens – including children and young
people and those from the most marginalised groups –
to participate in decision-making and hold governments
to account.This is not only a legal obligation, but can also
assist governments to design more accurate and relevant
interventions and allocate resources more effectively.
Transparency and accountability are also powerful tools
for preventing corruption, theft and waste of natural
resources, which deplete resources available to provide
essential health services to children.143 Civil society can
facilitate public participation and bring the voices of the
most marginalised citizens and groups to the table. But
without the rights to freedom of expression, association
and peaceful assembly guaranteed in law and realised in
practice, civil society cannot play its part.
In view of this, and to ensure the realisation of a post2015 framework where no one is left behind, a goal
and targets to foster open, inclusive and accountable
governance should be included in the framework.
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Box 9: Setting Stepping Stone Equity Targets
Trends in under-five child mortality in the Philippines
70

1. Identify groups that are furthest
behind through an open and
deliberative national process.

In the Philippines, the poorest fifth
would need to accelerate progress
to the same level as the richest fifth
to reach the 25/1000 target.

3.	Identify stepping stone targets
for interim dates for the
disadvantaged group and
check criteria are met.
In the Philippines, the poorest fifth
would need to accelerate progress
to the same level as the richest fifth
to reach the 25/1000 target.
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2. Define the rate of progress
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needs to make to reach the
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disadvantaged regions, rural areas,
urban slums or ethnic minorities.
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d.		Strengthening statistical systems to
improve data and accountability
Improvements in the quality, coverage, timeliness
and accessibility of data hold significant potential
for accelerating progress towards the goal of ending
preventable child deaths. High-quality, disaggregated
data are essential for identifying disadvantaged groups,
monitoring progress, and planning for improvements in
health services and systems.
More and better data are also essential for supporting
empowered, active citizens. High-quality, accessible and
timely data enable citizens to hold governments and
service providers to account, raise awareness within
communities about healthcare options and healthy
behaviour, and identify and communicate weaknesses
within the system. Making data transparent and easily
interpreted and used by citizens should be at the centre
of strategies for strengthening data systems.144
Statistical systems are generally weak in countries that
carry the highest burden of child mortality.While there
have been considerable improvements in the quality and
coverage of data systems in recent years, gaps remain.
For example, around 70 countries do not have robust
child mortality data for the past five years, and 13 do not
have quality data spanning the past ten years.145

Photo: David Wardell/Save the Children

While availability of disaggregated data is improving,
data are absent or inconsistent for many social and
economic groups, particularly for disadvantaged ethnic
ethnic groups and subnational regions. Moreover,
household surveys do not always capture the world’s
most vulnerable children – for example, those who live
on the street, in institutions or in refugee camps. An
estimated 250 million people worldwide are estimated
to fall through gaps that conventional household surveys
cannot capture.146
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The challenge under the post-2015 framework is to
improve data collection and disaggregation for core
indicators in ways that strengthen national health
information and statistics systems, inform policy-making,
and empower citizens to hold decision-makers to
account. Priorities should include the following.
• I nvesting in data: Statistical systems are currently
under-resourced, and lack adequate support from the
international community. New funding mechanisms
to help strengthen national statistical systems and
improve data availability should be established through
the Third International Conference on Financing for
Development.147
• E
 nsuring that disadvantaged groups do not fall
through data gaps: This can be achieved through
strengthening household surveys and vital statistics
systems.These should be complemented by additional
mechanisms to capture data for minority and
vulnerable groups, such as technologies to oversample
minorities and dedicated surveys to capture data for
vulnerable children not living in households covered
by conventional surveys.148
• Ensuring that data empower citizens and
improve policy-making: Data must be freely
available and converted into information that is easy
to understand and use, by practitioners and policymakers (to improve decision-making) and by citizens.
Community-driven data initiatives that can help to fill
critical data gaps should be supported, while at the
same time fostering citizen participation and demand
for accountability (see Box 10).

Wina and her three-month-old son Hanum
at home with her other children in Indonesia.
Hanum was born at the local health clinic.

Community data-collection initiatives can help
to fill data gaps while at the same time fostering
accountability and active citizenship. For example, in
rural Indonesia, health workers used the opportunity
presented by a local festival to weigh and record
details for children under five so that they could
make subsequent home visits to encourage families
to use local services. Over time, the number of
children attending the local growth monitoring
centre increased by 40%, and skilled birth attendance
increased by 9%.149

While simple reporting of information in the
community will be an important and relevant step
forward in many contexts, technology offers the
potential for enhanced access, presentation and
analysis. For example, Nigeria’s MDG Information
System (NMIS) platform brings together data from
health, education and water facilities across the
country, compiled from a geo-referenced baseline
facility inventory and complemented by additional
survey data.150 Originally compiled for state and
local government planning to achieve the MDGs, the
platform was opened to the general public in 2014.
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Box 10: Data for accountability and active citizenship
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Skilled support for a safe birth
When Ma Than Shi, 45, was pregnant with her son Ma
Yee Mon Htwe, now one year old, the community health
volunteer in her village took her to visit a midwife.
Although this was her tenth pregnancy, it was the first
time she had ever visited a midwife for an antenatal check
up.Two of her babies died on the day they were born.
Limited access to healthcare in Kani, Myanmar, coupled
with low levels of health education and a lack of access
to clean water, means that communities, and children in
particular, are vulnerable to illnesses such as diarrhoea
and malnutrition. Save the Children is working to change
this, through training and health promotion activities to
improve the health of mothers and children.

This report has shed light on the extent to which
children across the world are being left behind by
development progress, illustrated by significant
disparities in child mortality rates both between and
within countries. In 78% of the countries included in
our research, at least one social or economic group has
been making slower progress than more advantaged
groups, and is therefore being left behind. In 16% of
the countries, inequalities in survival chances increased
across all the groups for which we have data. This
is happening across multiple forms of group-based
inequality, but children from disadvantaged regions and
ethnic groups are among those most likely to be left
behind. In short, despite impressive progress across
the board, disadvantaged children are too often making
slower progress and are falling even further behind their
more advantaged peers – simply because of where they
are born or who their parents are.
However, there are grounds for optimism. More
equitable progress is possible, as demonstrated
by the about a fifth of countries that are reducing
child mortality at faster, above-median rates while
simultaneously reducing inequalities in child survival
between social and economic groups. Counter to the
widespread belief that reaching the poorest and most
disadvantaged groups is harder and therefore likely to
slow down national progress in reducing child mortality,
our research indicates that there is no trade-off
between equitable and fast progress. If anything, overall
progress has actually been faster in countries that are
pursuing equitable pathways. According to our research,
more than half of the countries that have reduced
inequalities in survival chances between groups have also
experienced fast (above-median) declines in overall child
mortality. On average, pursuing an equitable pathway to
child mortality reduction was associated with 6% faster
progress over the course of ten years.

However, while a large proportion of countries are
achieving faster reductions in child mortality for groups
with the highest death rates, progress is not being made
fast enough. It is unacceptable in this age of technological
and scientific advancement and relative global prosperity
that children are still dying unnecessarily from
preventable causes. But as our research has shown, this
shameful situation is likely to still be the case in 2030
unless global and national leaders take urgent action now.
Without a step change in action, the unfair global lottery
of birth will continue into the future.

6. Conclusions and recommendations

6 	Conclusions and
recommendations

It is within the power of government leaders across the
world to change this situation, shaping a better, more
just future for our children – and 2015 is the year to
make that change.This is a year in which governments
can take the bold step to commit to ending preventable
child deaths – for all groups of children, not just some.
All governments should take concrete, progressive steps
towards Universal Health Coverage, ensuring that all
people can access the services they need without financial
hardship, and that the poorest and most disadvantaged
groups gain at least as much as others every step along
the way.The post-2015 negotiations offer an opportunity
to establish a new global development framework to
support endeavours to ensure that no one is left behind
by progress, fostering cooperation and motivating action
beyond ‘business as usual’.
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There are specific actions that governments, donors, multilateral
agencies, civil society and development partners should take to shift
onto faster, more equitable pathways to ending preventable child deaths.
These are outlined below.
Governments must work to secure an ambitious
and implementable post-2105 framework that
promotes equity at its core.
This must include:
• A
 greeing a politically salient framework that has the
potential to be truly transformative, with goals that
can be monitored, financed and delivered in every
country, for every citizen. As a generation-changing
goal, ending preventable child and maternal deaths
should be a central commitment of the framework.
• E stablishing clear targets for 2030 to put the world
on track to ending preventable child and maternal
deaths, including to strengthen health systems, achieve
financial risk protection, and ensure water, sanitation
and nutrition for all, supported by additional goals
to achieve gender equality, equal access to quality
education, and accountable governance (as detailed in
Save the Children’s report Framework for the Future).151
• M
 aking it clear that tackling inequality is considered
a defining feature of the post-2015 framework.The
framework must clearly demonstrate a commitment
to tackling inequality in ways that can be measured,
monitored and held accountable, including through
stepping stone equity targets for interim dates to
focus attention on groups that are furthest behind.
• E nshrining a core commitment to the world’s
poorest and most marginalised groups within the new
framework – that no target will be considered met
in 2030 unless it is met for all social and economic
groups.This would capture the sentiment of the
rallying call that the framework must ‘leave no one
behind’, and must be supported through commitments
to producing fully disaggregated data.
• E mbedding a goal to foster open, inclusive and
accountable governance and institutions fit to deliver
equitable public health services to children within
an environment where people can influence their
lives, participate in decision-making and voice
their concerns.
• E stablishing strong reporting and accountability
mechanisms that hold governments, donors and
multilateral agencies to account for their post-2015
commitments.These must be rooted in national
accountability to citizens, helping to strengthen
existing accountability institutions and human
rights reporting mechanisms and link them
to an international accountability process.
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Governments must review national and
sector-specific policies and plans to support
the progressive realisation of Universal Health
Coverage and achievement of both MDG 4
and post-2015 goals and targets.
This must include:
• A
 ddressing the proximate and underlying
causes of high child mortality rates among
specific social and economic groups, through:
–	Strengthening health systems to ensure that all
mothers, newborns and children have access to
a core set of quality basic health services from
antenatal care through to delivery, postnatal care
and early childhood, with a particular focus on
strengthening services for maternal and newborn
care.
–	Establishing and strengthening social protection
systems to redistribute resources and guarantee
access to essential services and a basic standard of
living for mothers and children.
–	Establishing proactive measures to advance
women’s and girls’ empowerment, including
through education, protection of sexual and
reproductive health and other fundamental rights,
and public communication and outreach to ensure
that rights can be claimed by women and girls and
are respected by men and boys.
• Financing and resource allocation:
–	Establishing financial risk protection for healthcare,
moving towards progressive mandatory
prepayment with a national pool of funding to share
risk, and universal entitlements so that all mothers
and children can access quality services free at the
point of use.
–	Prioritising expanding fiscal space for health,
reviewing opportunities to increase government
tax revenues as a share of GDP to at least 20%, and
to do so progressively.
–	Increasing investment in health to at least 15% of
the total government budget.
–	Ensuring that public budgeting is underpinned by
equity principles and redistribution, with formulas
to channel resources to disadvantaged groups and
regions that need them most.
• Cross-sector planning and implementation:
–	Ensuring coordination across health and nutrition,
agriculture, education, finance, water, sanitation,
infrastructure, and social security sectors in order
to maximise synergies and address the social
determinants of health.

• Strengthening accountability and opportunities
for citizen participation in policy-making
and planning:
–	Providing open and timely access to data and
information in formats that can be understood and
used by poor and marginalised groups.
–	Establishing channels for dialogue and feedback
that utilise the media and other communications
platforms used by poor and marginalised groups.
–	Ensuring that rights, as outlined in international
human rights treaties, are upheld in policy and
practice and that all forms of discrimination are
prohibited by law.
Donors, multilateral agencies, civil society and
other development partners must:
• S tep up action and align behind the national and sector
plans of developing-country governments, meeting aid
commitments, increasing the allocation of aid budgets
to health, filling funding gaps, supporting implementation
and upholding aid effectiveness principles.

• P
 rovide technical and financial support to help the
poorest countries increase financing for health
through sustainable and progressive domestic
revenue sources.
• C
 reate an enabling environment for countries
to maximise domestic resource mobilisation,
including through increasing the coherence of the
international tax system and clamping down on tax
avoidance by international companies operating in
developing countries.
• S upport the strengthening of statistics systems at
national and international levels, with a focus on
ensuring that progress for disadvantaged groups can
be better monitored.
• R
 eview their own policies and plans to ensure that
they contribute to reducing inequalities in health and
other social sectors.

6. Conclusions and recommendations

–	Establishing time-bound equity targets within national
and sector plans to close gaps between specific
advantaged and disadvantaged groups.

• H
 old themselves and each other to account for
implementation of the post-2015 framework
through reviewing and publicly reporting on their
contribution on an ongoing basis, in coordination with
accountability mechanisms established for the post2015 framework.

Photo: CJ Clarke/Save the Children

Five-day-old Ayush was born without complications in New Delhi, India.
New Delhi is home to almost 17 million people. More than half of its population lives in slum areas,
unauthorised colonies and Jhuggi Jhopdi clusters (shantytowns). Delhi’s urban poor do not have
access to basic healthcare and sanitation, damaging children’s health and chances of survival.
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Appendix 1
Methodology

There are numerous challenges in conducting systematic
monitoring of progress in under-five child mortality for
social and economic groups across a large number of
countries. Unfortunately, the disaggregated data essential
for such analysis are scarce or dispersed across various
sources and in different formats.This report has made
substantial efforts to compile existing statistics and
produce additional data.
The groups and inequality dataset (GRID)
The background research in this report is based
on data either calculated or compiled from public
sources into the groups and inequality dataset (GRID),
developed by Save the Children in collaboration with
the Development Progress project at the Overseas
Development Institute (ODI).152 It is based on direct
data processing of 257 Demographic and Health Surveys
(DHS) and Multiple Indicator Cluster Surveys (MICS),
aggregated public sources (the UN Inter-agency Group
for Child Mortality Estimation,WHO, and UNICEF)153
and official disaggregated figures for a few countries
without survey data.154 It contains a total of 87 countries
with disaggregated data on disparities across social and
economic groups, and a total of 64 countries with data
over time for up to seven data points (170 periods). In
the current version, GRID contains measures of stunting,
child mortality, and children’s access to piped water and
flush toilets. Each of these indicators is disaggregated
by the following groups: boys/girls; urban/rural areas;
subnational regions; ethnolinguistic groups; economic
groups (either quintiles or bottom 40% and top 10%
according to asset index).

Three analyses in the report
The report presents three separate sets of analysis based
on data from GRID:
1.	
Furthest behind: A static analysis identifying the social
and economic groups that are furthest behind, and the
level of disparities in child mortality in 2013
(Chapter 2).
2.	
Analysis over time: A retrospective analysis assessing
past progress and changes in disparities in child
mortality between 2000 and 2013 (Chapter 3).
3.	
2030 projections:An array of projections for child
mortality rates by 2030 based on two scenarios:
‘business as usual’ and ‘equitable progress’
(Chapter 3).
Under-five mortality data
National-level under-five child mortality rates in GRID
are compiled from UN Inter-agency Group estimates
corresponding to the official MDG 4 figures.Throughout
this report, in all national-level analyses and projections,
we use national figures produced by the UN Inter-agency
Group for Child Mortality Estimation (UN IGME). It uses
all available nationally representative data that have been
judged to be of good quality (ie, vital registration data,
census data, household surveys and sample registration
systems). Using these data, the methodology fits a
statistical model (called Bayesian B-spline bias-reduction
model) to generate a smooth trend curve that averages
over possibly disparate estimates from the different
sources.155 These figures are arguably more accurate than
the ones derived through surveys only.
Disaggregated estimates in GRID are derived through: (i)
processing DHS/MICS data; (ii) public sources mentioned
above; and (iii) national administrative accounts. GRID
uses the direct estimation method for under-five child
mortality when processing DHS/MICS data.156 In such
cases, the recall period in the birth history corresponds
to the five-year period prior to the survey.157 In
retrospective and furthest-behind analysis, we used
only those data which are able to capture short-term
changes. In contrast, in all projections (except regional),
we used data published in the DHS Statcompiler , which
correspond to ten years previous to the survey.158 These
longer periods are less prone to significant fluctuations
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To make the DHS/MICS disaggregated figures compatible
with the UN IGME national estimates, we adjusted them
by applying the following formula:
Adj CMRgi = CMRgi *CMR/ CMRS 			

(1)

Where:
Adj CMRgi = Adjusted child mortality rate for
the group i of a total of n groups
		
		CMRgi = DHS/MICS mortality estimate for group
i of n groups
		CMR = UN IGME national child mortality estimate
		
		CMRS = National child mortality estimate based on
DHS/MICS
		
		 n = number of groups
In all cases except static analysis, disaggregated figures
are adjusted with the UN IGME national estimate for
the year when the survey was conducted. As noted
above, the static analysis compares disparities in child
mortality in 2013. Since only some countries have survey
data for this year, to derive group-level estimates for the
furthest-behind analysis in 2013 we consider the level
of disparities observed in the most recent available year
(never going back more than five years).
Disaggregation by subnational regions
and ethnic groups
One of the advantages of GRID is that it contains
sample sizes and confidence intervals for each of the
disaggregated groups obtained from direct processing
of DHS and MICS data.This is particularly useful, as in
some cases DHS/MICS sample sizes are too small for
particular groups (especially in countries which have
dozens of regions and/or ethnicities) and confidence
intervals of compared groups may be overlapping.
Therefore, reported rates may simply be a data artefact
rather than an indicator of genuine difference between
the groups.To deal with this challenge, in GRID, groups
with small sample sizes (less than 150 in DHS and less
than 250 in MICS) have been combined with other
group(s) that have the closest child mortality rates so
that the combined groups always represent the most/
least disadvantaged groups.

Changes in the ethno/regional classification also pose
additional challenges. In a significant number of countries,
the number of ethnic groups and/or administrative
borders of regions have changed between surveys. For
this reason, in the retrospective analysis we included
only those countries where the number of regions and
ethnic groups had experienced minimum changes.159 In
the projections, to make the regional data from different
years compatible when changed for one group, we have
estimated previous child mortality rates in the newly
formed regions based on the previous shares of child
births and new child mortality rates.160 However, there
have also been cases where the change of administrative
borders was more complicated – for example, when
a region was abolished and its parts were transferred
to different regions. Such cases were excluded from
the analysis.
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than the shorter periods and therefore they better
capture the actual trends, allowing more accurate
projections. Finally, the national administrative data for
a few countries are based on both vital registration
records and survey data.

Disaggregation by economic groups
In various parts of the report we use two different
methods to define economic groups: bottom 40% vs
top 10%, and quintiles based on asset index distribution.
Both methods are widely used in the literature as each
has particular advantages. For example, because of
larger sample size, the quintile method more accurately
captures the characteristics of the top of the wealth
distribution than the top 10%. On the other hand,
because of widespread poverty in many developing
countries, the bottom quintile often fails to capture a
large proportion of the poor population and therefore
the bottom 40% is more representative of materially
deprived groups. In the face of increasing polarisation of
wealth distribution, the bottom 40%/top 10% approach is
being used more frequently – for example, by the World
Bank in its Shared Prosperity framework. However, in
our case, the choice of which of the two methods to
use in different parts of the report was guided by data
considerations. In GRID, directly computed data are
disaggregated by bottom 40%/top 10%, while the public
source data (most importantly the DHS Statcompiler)
are disaggregated by quintiles. As noted above, due to
a number of considerations, for the retrospective and
furthest-behind analysis we used the directly computed
data, and in the projections we used the aggregated
public data.Therefore, in the retrospective and furthestbehind analyses, economic groups are defined as bottom
40% and top 10%, while in the projections we use
quintiles instead.
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Group-based inequality metrics

Annualised rate of progress

We considered using two main metrics for the analysis:
the absolute gap and the relative ratio.The former
measures absolute difference in the given indicator
between disadvantaged and reference groups, while the
latter measures how much more likely the disadvantaged
group is to experience the given condition compared
to the reference group. Reduction in the gap implies
conversion in the total absolute number of children
experiencing child mortality. Reduction in the ratio tells
more directly about equalisation in life chances, as the
measures effectively show how more likely a child from
one group is to die than a child from another group. For
the retrospective analysis, we opted for the ratio as it is
more useful for making comparisons across countries/
groups. As reference groups we used urban areas, top
asset index groups (10% or quintile), and regions and
ethnicities with the lowest child mortality rates.

We used the annualised percentage rate of progress to
compare periods of different lengths.To calculate the
average percentage annual rate of reduction (AARR) in
under-five child mortality, we used the following formula:

We used the following formula:
Ratio = CMd /CMa,				(2)
Where:
Ratio = inequality in child mortality
CMd = estimated child mortality in disadvantaged group
CMa = estimated child mortality in advantaged group
There are three additional reasons that support our
decision to use ratio as the main metric in our analysis.
Child survival is a basic human right – any differences
between groups can be ascribed to systematic
differences in life chances and are fundamentally unjust.
This means that the ratio between the top and bottom
groups is revealing of the extent of inequity in life
chances. Second, the gap between the most and least
advantaged groups is easy for both politicians and
citizens to understand, and should therefore motivate
action.Third, examining the performance of the topperforming group in society shows what level and pace
of progress is possible within a given country context.
We are aware that the ratio does not provide a full
account of the entire distribution. For example, while
the ratio between the most/least disadvantaged groups
may increase, at the same time all other groups may
be catching up with the best performer.There are
alternative approaches – for example, we could compute
a concentration index for quintiles based on asset
index ranking, but the same could not be done for
regions and ethnic groups as these cannot be ranked
by predetermined criteria.To test the validity of our
findings we have carried out robustness tests where,
instead of the most advantaged groups, we used national
averages as a reference point to which the rates of most
disadvantaged groups were compared.We have also
checked our findings using the absolute gap as a measure
of inequality. In the vast majority of cases, these tests
yielded results similar to those presented in the report
(results from robustness tests are provided below).
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AARR = ((CML/ CME)^(1/n))-1			(3)
Where:
CML = child mortality rate from the latest year/survey
CME = child mortality rate from the earlier year/survey
n = the number of years between surveys
We also computed absolute rates of change, which
would highlight progress among countries with high
child mortality.We only report relative change for
simplicity, and also because our analysis focuses more on
comparing the same country over time.
Results of robustness tests
To check the robustness of our findings in the analysis
over time, we carried out the following tests:
a) Change in the reference group: instead of comparing
the most and least advantaged groups, we compared
the average national rates and those of the most
disadvantaged group.
b) Change in the metric to measure inequalities:
instead of using the relative ratio we used the absolute
gap between the most disadvantaged group and the
reference group.

Type of disadvantaged group
Economic

Regions

Urban/Rural

Ethnicity

Ratio most advantaged and disadvantaged group
Increased Inequality

35% (15)

59% (30)

42% (23)

76% (16)

Decreased Inequality

65% (28)

41% (21)

58% (32)

24% (5)

Increased in at least one

78% (43)

Increased in all

16% (9)

Decreased in all

22% (12)
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Table A1. Robustness test of typology of progress

Ratio most disadvantaged group and national average
Increased Inequality

63% (27)

59% (30)

Decreased Inequality

37% (16)

41% (21)

46% (25)

52% (11)

55% (30)

48% (10)

Increased in at least one

84% (46)

Increased in all

18% (10)

Decreased in all

16% (9)

Absolute gap advantaged and disadvantaged group
Increased Inequality

35% (15)

31% (16)

Decreased Inequality

65% (28)

68% (35)

Increased in at least one

42% (23)

29% (6)

58% (32)

71% (15)

67% (37)

Increased in all

11% (6)

Decreased in all

33% (18)

Absolute gap most disadvantaged group and national average
Increased Inequality

47% (20)

43% (22)

49% (27)

33% (7)

Decreased Inequality

53% (23)

57% (29)

51% (28)

67% (14)

Increased in at least one

76% (42)

Increased in all

20% (11)

Decreased in all

24% (13)

Table A2. Robustness test of differentials in rate of progress
Type of disadvantaged group
Economic

Regions

Urban/Rural

Ethnicity

Ratio most advantaged and disadvantaged group
Increased Inequality

-4.2

-4.0

-3.9

-3.6

Decreased Inequality

-4.7

-4.7

-4.6

-6.4

Ratio most advantaged group and national average
Increased Inequality

-4.6

-4.3

-3.9

-4.2

Decreased Inequality

-4.3

-4.1

-4.7

-4.4

Absolute gap advantaged and disadvantaged group
Increased Inequality

-4.1

-3.7

-4.0

-3.8

Decreased Inequality

-4.9

-4.7

-4.6

-4.5

Absolute gap most advantaged group and national average
Increased Inequality

-3.6

-3.4

-3.9

-3.2

Decreased Inequality

-5.0

-4.7

-4.6

-4.7
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Methodology for 2030 projections
For this report, two sets of projections were produced
– the ‘business as usual’ scenario and the ‘equitable
progress’ scenario.
Under the ‘business as usual’ projections, four possible
scenarios were considered.These were based on an
assumption that child mortality rates in countries/
groups will continue to decrease at the average rates
experienced between: a) 1990–1999; b) 1995–2005;
c) 2000–2013; and d) 1990–2013.161 The target is an
under-five child mortality rate of 25 or less per 1,000
live births. Given that each country experienced
different rates of reduction in these time periods, some
countries might meet the target under one scenario,
but not necessarily under others.The score card table
in Appendix 2 presents the best of these projections.
Hence, if a country is projected to have achieved the
national/group target under any of the scenarios, it will
be reported as such.
In the second scenario, ‘equitable progress’ projections
were based on the assumption that countries reduce
child mortality in all groups at the highest rate that any
similar group has experienced in the country at any
time period since 1990.This allows us to project the
maximum progress that groups can achieve based on
what has been achieved by other groups.In this scenario,
the national-level target was projected to be met if a
country managed to achieve the target at any of the
group levels.

Formulas used in projections
The actual projections of national- and group-level child
mortality rates by 2030 involved two stages. First, we
calculated the average annual rate of reduction (AARR)
as in formula (3) above.
Next, we used the formula:
CMF = CML *((1+AARR)^k)			(4)
Where CMF = estimated child mortality rate in 2030
CML = child mortality rate from the latest year/survey
k = 2030 – the year when the latest survey was conducted.
As the formula shows, the projection models are
based on linear trends, implying that the rate of change
and trajectory (increase or reduction) is uniform
throughout the whole period. In practice, the reduction
in child mortality considerably slows down in line with
progress: for example, it is more difficult to reduce child
mortality from 15 to 10 than from 80 to 75. A more
accurate method is to use the ‘decreasing performance’
approach;162 however, it requires far more detailed data
about the performance of separate groups over several
time periods – data which were not available to us.
Classification of countries based on projected
child mortality rates
Based on the results of projections, for each of the
scenarios, countries were classified into three groups:
a) Green – countries projected to reach national/group
target of reducing under-five mortality to 25 deaths
per 1,000 live births
b) Amber – countries projected not to reach national/
group target, but making considerable progress judged
by various criteria (see Table A3)
c) Red – countries projected not to reach national/group
target and not making considerable progress.

Table A3: Criteria for considerable progress in reducing child mortality
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Business as usual

Equitable progress

National

Child mortality reduced by half or more between 2015
and 2030

Child mortality reduced by more than two-thirds
between 2015 and 2030

Wealth quintile

Target met for at least three quintiles

Target met for at least three quintiles

Urban/rural

Child mortality reduced by half or more in both urban
and rural areas between 2015 and 2030

Child mortality reduced by more than two-thirds in
both urban and rural areas between 2015 and 2030

Regions

Target met in at least half of regions

Target met in at least half of regions

Databse/type of analysis

GRID database

Changes over time in Chapter 3
(only countries with two data points
from 2000)

Furthest behind groups in Chapter 2
(only countries with data from 2008)

Projections in Chapter 3
(only Countdown countries)

Disaggregation

Total number of
countries

Number of
countries with latest
data from 2008

Number of
countries with latest
data from 2010

Urban/rural

87

61

47

Subnational Regions

87

61

47

Economic groups

70

48

34

Ethnic groups

55

30

25

Total

87

61

47

Urban/rural

55

49

41

Subnational Regions

51

44

37

Economic groups

43

37

30

Ethnic groups

21

18

16

Total

55

49

41

Urban/rural

54

54

42

Subnational Regions

44

44

34

Economic groups

40

40

28

Ethnic groups

24

24

21

Total

54

54

42

Urban/rural

50

42

35

Subnational Regions

37

31

26

Economic groups

45

38

32

Total

50

54

35
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Table A4: Number of countries included in different types of analysis

Countries included in the analyses
As noted above, the GRID database contains data from
87 countries. Because of the different focus, the number
of countries in the three separate pieces of analysis
varies.163 In the changes over time analysis, we included
55 countries which have disaggregated data for at least
two points in time since 2000.The static analysis of the
furthest-behind groups covers 54 countries where the
most recent disaggregated figures are from 2008 or
later.The projections were produced for 50 Countdown
countries with disaggregated data for at least two
points in time since 1990. For detailed information
on the number of countries with particular types of
disaggregated data, as well as how recent these data are,
see Table A4.
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Appendix 2
Projections under the ‘business-as-usual’
and equitable progress scenarios
Table A2: 2030 projections under “business-as-usual” scenario
and “equitable progress” scenario
Note: Cells highlighted in green indicate that the country will meet the proposed post-2015 target of 25 deaths per 1,000 live births at the national level
or for each social and economic group. Cells coloured red indicate that the target will not be achieved. Amber indicates that, despite not meeting the
target, considerable progress is made (see Appendix 1 for further details).White cells indicate groups for which data is not available.
Business as usual scenario
Country

Will the
national target
be met based on
average national
progress?

Afghanistan

NO

Angola

NO
YES
YES

YES

Benin

NO

NO

Bolivia

YES
YES
YES

Burkina Faso

54

YES

YES

YES

NO

NO

Rural
and
urban

Bangladesh

Botswana

Regions

Will the national
target be met
with equitable
progress?

Economic
groups

Azerbaijan

Brazil

Equitable progress scenario

Do all groups meet the target?

YES

Do all groups meet the target?
Economic
groups

Rural
and
urban

YES

YES

YES

YES

NO

Regions

YES
YES

YES

NO

NO

YES

YES

YES

YES

YES

NO

YES

YES

Burundi

NO

NO

NO

Cambodia

YES

YES

YES

YES

YES

YES

YES

Cameroon

NO

NO

NO

YES

NO

NO

YES

NO

NO

NO

NO

NO

CAR

NO

Chad

NO

China

YES

Comoros

NO

NO

NO

Congo

YES

YES

YES

Cote d'Ivoire

NO

NO

NO

Congo DR

NO

NO

NO

Djibouti

NO
YES

YES

Egypt

YES

Equatorial Guinea

NO

Eritrea

YES

Ethiopia

YES

Gabon

NO

NO

NO

YES

YES
NO

NO

NO

NO

NO

YES

YES

YES

YES

NO

NO

NO

YES

YES

YES

YES

YES

YES

NO

YES
NO

NO

NO

NO

YES

YES

YES

YES

YES

NO

NO

NO

NO

Gambia

NO

Ghana

NO

NO

NO

NO

YES

YES

NO

YES

Guatemala

YES

NO

YES

NO

YES

YES

YES

YES

Guinea

NO

NO

NO

NO

NO

NO

Guinea-Bissau

NO

Haiti

NO

NO

NO

YES

YES

NO
YES

YES

YES

YES

YES

India

NO

NO

NO

YES

Indonesia

YES

YES

YES

YES

Iraq

YES

Kenya

NO

NO
NO

NO

YES
YES

YES
YES

NO

YES
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Business as usual scenario
Country

Korea DPR

Will the
national target
be met based on
average national
progress?

Equitable progress scenario

Do all groups meet the target?
Economic
groups

Rural
and
urban

YES

YES
NO

Regions

Will the national
target be met
with equitable
progress?

Do all groups meet the target?
Economic
groups

Rural
and
urban

YES

YES

Regions

YES

Kyrgyzstan

YES

Lao PDR

NO

Lesotho

NO

NO

Liberia

YES

NO

Madagascar

YES

Malawi

YES

Mali

NO

Mauritania

NO

Mexico

YES

Morocco

YES

Mozambique

YES
NO

YES

YES

YES

YES

YES

NO

NO

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

NO

NO

NO

YES

YES

NO

NO

NO

NO

Pakistan

NO

NO

NO

NO

YES

YES

Rwanda

YES

Sao Tome and Principe

YES

Senegal

YES

Sierra Leone

NO

Solomon Islands

YES

Somalia

NO

South Africa

YES

YES

NO

YES
YES

NO

YES

YES
YES

NO

YES

YES

YES

Nigeria

Philippines

YES

YES

YES

NO

YES

NO

NO

YES

YES

NO

YES

YES

Papua New Guinea

NO
YES

NO

Myanmar

Peru

NO
YES

NO

Nepal
Niger

NO
YES

YES

YES

YES

NO

YES

NO

NO

YES

NO

NO

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

NO

YES

NO

NO

YES

YES

YES

NO

YES

NO

YES

South Sudan
Sudan

NO

Swaziland

NO

Tajikistan

YES

Tanzania

YES

Togo

NO

Turkmenistan

NO

Uganda

YES

Uzbekistan

YES

YES

YES
NO
YES

YES

YES
YES

Viet Nam

YES

YES

YES

Yemen

YES

NO

NO

Zambia
Zimbabwe

NO

YES
NO

YES

YES

YES

YES
NO

NO

NO

NO

YES

YES

YES

YES

NO

NO

NO

YES

NO

NO

YES
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Appendix 3
Interpreting the Spotlight Case Studies

This report contains six country ‘spotlights’
which provide analysis of trends in child survival
indicators and explore the policy decisions and
outstanding challenges that lie beneath them.

Interpreting the outcomes box

Data and sources

Data on ‘equity of progress’: refer to whether inequalities
in child mortality rates between different social and
economic groups increased or decreased between 2000
and 2013 for which data are available (detailed in the
spotlight for each country). The figures correspond to
those from the analysis of changes over time presented
in Chapter 3 of the report (see Appendix I for further
methodological details). Analysis is provided for all of the
groups that have data available in the country concerned
(economic groups [10:40 ratio], subnational regions,
urban/rural areas and ethnic groups).

All figures on national child mortality rates, number
of child deaths and rates of change refer to under-five
mortality for the year 2013. Source: UN Inter-agency
Group for Child Mortality Estimation (UN IGME) (2014)
Levels and Trends in Child Mortality - Report 2014. Data
on inequalities in child mortality rates between groups
correspond to those from GRID (see Appendix 1).
Data on disparities in the coverage of key interventions
were drawn from Countdown to 2015 (2014)
Countdown Equity Analyses by Country, 2014. Available at
www.countdown2015mnch.org/documents/2014Equity/
Countdown_Equity_Profiles_2014.pdf.
Data on health spending in the ‘policy spotlight’ section
were drawn from the 2014 country profiles contained in
Countdown to 2015 (2014) Fulfilling the health agenda for
women and children:The 2014 report, available at
www.countdown2015mnch.org/country-profiles
Please see References section for sources used for
policy analysis.
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Acceleration/deceleration:The average annual rate
of reduction has been classed as ‘accelerating’ if it was
faster in the period 2000–2013 than 1990–2000.

Data on ‘Post-2015’: refer to whether the country is
expected to meet child mortality targets by 2030, both
as a national average and for all social and economic
groups (economic, subnational regions, urban and rural
areas). This is based on the projections presented
in Chapter 3 of the report (see Appendix 1 and 2 for
methodological details). The post-2015 target used for
the projections is an under-five child mortality rate of
no more than 25 deaths per 1,000 live births (see Box
4, page 21). Labels in the projections correspond to the
classification explained in Appendix 1.
• Yes – projected to reach national/group target of
reducing under-five mortality to 25 deaths per 1,000
live births
• No, but with potential – projected not to reach
national/group target, but making considerable
progress judged by various criteria (see Table A3,
Appendix 1)
• No – projected not to reach national/group target
and not making considerable progress.

1. 	The figures cited here compare the life chances of a child born into
the poorest 40% of families in the region in Nigeria with the highest
child mortality rate (North West) to the region with the lowest child
mortality rate (South West). Figures are calculated from 2013 DHS
data. DHS survey reports refer to these regions as ‘zones’ (of which
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The lottery
of birth
Giving all children an equal chance to survive

The Lottery of Birth shines a spotlight on the children left behind
by global and national progress in child mortality reduction.
The report is based on inaugural analysis of disaggregated data
from 87 low- and middle-income countries around the world.
Examining inequality in children’s chances of survival – between
subnational regions, urban and rural areas, ethnic groups, and economic
groups – this report explores a series of fundamental questions:
• W
 hat is the magnitude of the problem? How many countries
are leaving children behind?
• Is inequitable progress in reducing child mortality inevitable?
• D
 oes focusing on disadvantaged groups mean overall progress
will necessarily be slower?
• W
 hat can be done to allow countries to shift onto more equitable
pathways, ensuring that disadvantaged groups catch up with those with
lower child mortality rates?
The new evidence presented in this report reveals that equitable progress
is not only possible, but faster. It contradicts the widespread belief that
reaching the poorest and most disadvantaged groups is harder and
therefore likely to slow progress.
The report makes a powerful case for putting action to tackle inequalities
in child survival at the heart of the global fight against poverty – including
in the post-2015 framework and in national development strategies.
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