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PMNCH – an international partnership of >300 
organizations including UN (H4); NGOs; health 
professionals; academics; donor/funding agencies; 
countries

Our Aim: 
•ά9ǾŜǊȅ ǇǊŜƎƴŀƴŎȅ ǿŀƴǘŜŘΣ ŜǾŜǊȅ ōƛǊǘƘ ǎŀŦŜΣ ŜǾŜǊȅ 
ƴŜǿōƻǊƴ ŀƴŘ ŎƘƛƭŘ ƘŜŀƭǘƘȅέ
•Saving the lives of over 10 million women and 

children by 2015
•Our Timeline: 2009 ς2015



Global Situation

•180-210 million pregnancies every year

•80 million unwanted pregnancies

•50 million induced abortions

•20 million unsafe abortions 

•68,000 deaths from unsafe abortion

•20 million women suffer from maternal morbidity

•Estimated 536,000 maternal deaths (342,900?)

•3 million babies are born dead

•Almost 10 million children under 5 die 

•Of which 3 million newborns die within the first week of life

•500,000 infants are infected with HIV

•700,000 infants born with congenital syphilis



Millenium Development Goals



Source: WHO, UNICEF, UNFPA, World Bank

Mapping our progress

MDG4 1990-2015: Little progress in Africa, insufficient in Asia On track

Insufficient progress

No progress /reversal

No data

MDG5 Data at 2005: Maternal deaths still common in Africa and Asia

Low maternal death rate
Medium maternal death rate
High maternal death rate
Very high maternal death rate

No data
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MDG4 reduce child mortality by 2/3

MDG5 –reduce maternal mortality by 3/4We are not achieving 
the required reduction

MDGs 4 and 5 ςnot enough progress

MDG 5 is the most off track of all MDGs



Global causes of child deaths, 2008 

Countdown 2015 early data

8.8 million child deaths every year ïwhy?

•41% deaths in neonatal period, progress slower than 2mths-

5 years

•42% accounted for by pneumonia, diarrhoea, malaria  

•Undernutrition contributes up to one third of deaths

•Important regional and country variations, as shown in the 

country profiles. Country derived data is essential to 

determine priorities for action

[i] Black RE, Cousens S, Johnson H et al. Global, regional and national causes of child deaths, 2008. Lancet, in press.



Á None of these countries are 
in sub-Saharan Africa or 
South Asia

Á 9ǾŜƴ ŀƳƻƴƎ ǘƘŜ ǘŜƴ άōŜǎǘ 
ǇŜǊŦƻǊƳŜǊǎέΣ т ƘŀǾŜ Ǌŀǘƛƻǎ 
over 100

Progress toward MDG5

Á 12 of 13 countries with highest 
MMRs are in sub-Saharan Africa

Á Pattern of contextual  factors 
differs from that of MDG4. 

Č High HIV prevalence 
(>5%, 1/13)

Č Conflict (8/13)

Countdown 2008 – update expected in June



Why do women die during 
pregnancy and childbirth? 

Informing interventions

25%

15%

13%13%

7%

7%

20%

Causes of Maternal Mortality

Post Partum Haemorrhage

Infection

Unsafe Abortion

Eclampsia

Obstructed Labour

Other Direct Causes

Indirect Causes



Coverage failures across the continuum of care

Coverage estimates for interventions across the continuum of care in the 68 
priority countries (2000-2006).  Vertical bars indicate the range in coverage 
across countries.

For some  
interventions:

ÁFamily planning

ÁExclusive 
breastfeeding

ÁClinical care for 
newborn and child 
illnesses

In some countries: 

ÁWide gaps in 
coverage across 
countries

For some  

interventions:
•Family planning

•Exclusive 

breastfeeding

•Clinical care for 

newborn and child 

illnesses

In some countries: 

•Wide gaps in 

coverage across 

countries



MDG5 is family planning too ς
and more progress is needed
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Eastern Asia

Northern Africa
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South-eastern Asia
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Commonwealth of Independent States (CIS) - Asia

Southern Asia

Transition countries of south-eastern Europe

Sub-Saharan Africa

Proportion of married/in union women 15-49 years with unmet need for family planning. 
2000 and 2007 (Percentage)
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Role of Nutrition in Saving Lives of 
women and children

•Nutrition of mothers critical for newborn and child
health; undernutrition implicated in 1/3 child 
mortality

•Breastfeeding and early feeding practices critical

•No tracking of undernutritionof pregnant women to 
date

•Suggested anaemiacontributes up to 20% of 
maternal mortality in some countries

•No clear evidence that iron supplementation 
decreases maternal mortality



1. Political leadership, community engagement and mobilization
2. Effective Health systems that deliver a package of high impact interventions at 

key points along the continuum of care supporting nationally led health plans:
•Comprehensive family planning - advice, services and supplies
•Quality, skilled care for women and newborns during and after pregnancy

and childbirth, including antenatal care, quality delivery care in a health
facility, emergency care for complications, postnatal care, and essential 
newborn care
•Improved child nutrition and prevention and treatment of major childhood

illnesses
3. Removing barriers to access, with services for women and children being free at 

the point of use where countries choose
4. Skilled and motivated health workers in the right place at the right time, with 

the necessary infrastructure, drugs, equipment and regulations
5. Accountability at all levels for credible results

The interventions needed to save the lives of 
Mothers, Newborns and Children are:



ChildhoodNewborn/postnatalPre-pregnancy Pregnancy
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ANTENATAL CARE

- 4-visit focused 

package

- IPTp and bednets 

for malaria

- PMTCT

POSTNATAL CARE

- Promotion of healthy 

behaviours

- Early detection of 

and referral for illness

- Extra care of LBW 

babies

- PMTCT

- Counselling and 

preparation for 

newborn 

care, breastfeedin

g, birth and 

emergency 

preparedness

Healthy home care including: 

- Newborn care (hygiene, warmth)

- Nutrition including exclusive breastfeeding and 

appropriate complementary feeding

- Seeking appropriate preventive care

- Danger sign recognition and careseeking for illness

- ORS and zinc for treatment of diarrhoea

- Where referral is not available, consider case 

management for pneumonia, malaria, neonatal sepsis

- Where skilled care is not 

available, consider clean 

delivery and immediate 

newborn care including 

hygiene, warmth and early 

initiation of breastfeeding

–Adolescent and 

pre-pregnancy 

nutrition 

–Education

–Prevention of 

STIs and HIV

CHILD HEALTH CARE
- Immunisations, nutrition, e.g. 

Vitamin A  supplementation and 

growth monitoring

- IPTp and bednets for malaria

- Care of children with HIV 

including cotrimoxazole

- IMNCI

CHILDBIRTH CARE

–Emergency obstetric care

–Skilled obstetric care and immediate newborn 

care (hygiene, warmth, breastfeeding) and 

resuscitation

–PMTCT

EMERGENCY NEWBORN AND CHILD CARE 

- Hospital care of newborn and childhood illness 

including HIV care

- Extra care of preterm babies including kangaroo 

mother care

- Emergency care of sick newborns

REPRO-

DUCTIVE

- Post-abortion 

care, TOP 

where legal

- STI case 

management

REPRODUCTIVE 

HEALTH CARE

- Family planning

- Prevention and 

management of 

STIs and HIV

- Peri-conceptual 

folic acid

Intersectoral        Improved living and working conditions – Housing, water and sanitation, and nutrition

Education and empowerment 

Birth

FAMILY AND COMMUNITY

Integrated maternal, newborn, and child health packages



What will it achieve?
Saving lives and more

•Prevent the deaths of up to 1 million women from pregnancy 
and childbirth complications 

•Save the lives of at least 4.5 million newborn babies 
•Save the lives of at least 6.5 million children (1 month to 5 

years) 
•Prevent 1.5 million stillbirths 
•A significant decrease in the global number of unwanted 

pregnancies and of half the number of unsafe abortions 
•An effective end to the current unmet need for family 

planning services 
•Reduce by over one-third the rate of chronic malnutrition in 

children age 12 to 23 months



What Will It Take?

In 2015,
ω !ƴ ŀŘŘƛǘƛƻƴŀƭ рл Ƴƛƭƭƛƻƴ ŎƻǳǇƭŜǎ ǳǎƛƴƎ ƳƻŘŜǊƴ ƳŜǘƘƻŘǎ ƻŦ 

family planning 
ω !ƴ ŀŘŘƛǘƛƻƴŀƭ ноп Ƴƛƭƭƛƻƴ ōƛǊǘƘǎ ǘŀƪƛƴƎ ǇƭŀŎŜ ƛƴ ŦŀŎƛƭƛǘƛŜǎ ǘƘŀǘ 

provide quality care for both normal and complicated births 
ω нтс Ƴƛƭƭƛƻƴ ŀŘŘƛǘƛƻƴŀƭ ǿƻƳŜƴ ǊŜŎŜƛǾƛƴƎ ǉǳŀƭƛǘȅ ŀƴǘŜƴŀǘŀƭ ŎŀǊŜ 
ω ноп Ƴƛƭƭƛƻƴ ŀŘŘƛǘƛƻƴŀƭ ǿƻƳŜƴ ŀƴŘ ƴŜǿōƻǊƴ ōŀōƛŜǎ ǊŜŎŜƛǾƛƴƎ 

quality postnatal care 
ω aƻǊŜ ǘƘŀƴ мсп Ƴƛƭƭƛƻƴ ŀŘŘƛǘƛƻƴŀƭ ŜǇƛǎƻŘŜǎ ƻŦ ŎƘƛƭŘ ǇƴŜǳƳƻƴƛŀ 

taken for appropriate treatment 
ω нΦр Ƴƛƭƭƛƻƴ ŀŘŘƛǘƛƻƴŀƭ ƘŜŀƭǘƘ ŎŀǊŜ ǇǊƻŦŜǎǎƛƻƴŀƭǎ ŀƴŘ м Ƴƛƭƭƛƻƴ 

additional community health workers, towards the WHO 
target of at least 2.3 health workers per 1,000 of population 



What will it cost?
Overall?

The global Consensus estimates an additional is $30 billion for 
MNCH is needed between 2009-2015.

G8 ask?

Double total bilateral aid (based on 2007 ODA) to at least 
$4b/year from 2010-2015

Multilateral aid to increase proportionately

Non G8 donors to double their aid for MNCH

UN SG “Effort” underpins contributions, including private sector

Recipient countries must play their part



What funding mechanism?
Options include:

Bilateral funding

Existing multilateral funding structures:

•World Bank

•International Finance Facility for Immunization

•Global Alliance for Vaccines and Immunization

•Global Fund to Fight AIDS, TB and Malaria

•Catalytic Initiative to Save a Million Lives



Issues of Equity

•In many low-income countries, there are large 
disparities in access to maternal and child health 
services between the rich and poor and urban and 
rural populations; 
•Indonesia under 5 mortality rate 
–< 30 per 1000 for the wealthiest 20%;
–> 100 per 1000 for the poorest 20%.*

•In Canada, Canadian Perinatal Surveillance System 
suggests that the disparities in fetal and infant 
mortality range from 2-fold to 5-fold higher rates 
among the Indian and Inuit populations as compared 
with the French and English populations in Quebec. 

*Ref: Victora, Lancet 2003 –Applying an equity lens



Maternal mortality and economic growth in Canada 1915-2006

Progress is possible:
learning from Canadaõs moment in history
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A success story:
Maternal mortality fell 

by 80% between 1930 

& 1950, across  times 

of economic slow-down 

& political fragility. 

Politicians  & the public 

agreed 

ñenough was enoughò. 

Resources were 

invested in a

health system to 

provide quality 

maternity care ï

rapidly, at scale

& equitably. 

Commitments to

Canadaôs mothers & 

babies  were honoured.



Median national coverage levels for 19 Countdown interventions and 
approaches, most recent estimate since 2000.
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Figure 3
Countdown to 2015 : 2010 report 



Case study : Building up human resources in Thailand

ωHigh maternal mortality reduced 
sharply in Thailand starting in 1960s 
when traditional birth attendants 
were substituted by certified village 
midwives, 7,191 of whom were 
newly registered within a 10-year 
period. 
ωDuring the 1970s the registration 
of midwives was stepped up with 
18,314 new registrations. Midwives 
became key figures in many 
villages, proud of their professional 
and social status. 
ωMortality dropped steadily Within 
10 years, from 1977 to 1987 the 
number of doctors in the districts 
rose from a few hundred to 1,339. 
By 1990 the maternal mortality ratio 
was as low as in Europe

Countdown to 2015 : 2010 report 



Principles:

• All development commitments should also be results-

based, with specific and measurable objectives;

• Commitments should be time-bound with clear start and end 

dates;

• Commitments should be explicit about whether funding is 

additional or inclusive of previous commitments;

• Commitments should be clear about how much each donor 

and partner country is contributing.

ACCOUNTABILITY



Interventions to delay first pregnancy 

and promote birth spacing 

A A A

Peri-conceptual folic acid A A A

Prevention & management of STIs 

including HIV

A A A

Social support during labour A A A

Infection prevention A A A

Advice and provision of family 

planning

A A A

Early initiation of breastfeeding A A A

Exclusive BF for 6 months A A A

Continued breastfeeding up to 2 years 

of age

A A A

Complementary feeding 6-23 months 

of age

A A A

Vitamin A supplementation A A A

Appropriate feeding for HIV -exposed 

child

A A A

Case management of childhood 

pneumonia

A A A

A LEVEL EVIDENCE ACTROSS ALL 3




