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SUMMARY

Deaths among pregnant women, children and adolescents account for more than one third of the global burden of 
premature mortality, despite the fact that the vast majority of these deaths are preventable. Rates of maternal mortality 
are 19 times higher in developing countries than in developed, and children in developing countries are eight times more 
likely to die die before they reach five years. 

Despite substantial progress on maternal and child mortality, neither MDG 4 nor MDG 5 targets will be met. The global 
under-five mortality rate (U5MR) fell by 53% between 1990 and 2015, short of the targeted two thirds reduction, and the 
global maternal mortality ratio (MMR) declined by 44%, well short of the targeted 75% fall. 

It is estimated that 5.9 million children under five will die in 2015, and there will be 303 000 maternal deaths. The African 
Region and South-East Asia Region account for a disproportionate share of maternal, newborn and child deaths.  

Major efforts to eradicate polio have led to dramatic decreases in the number of countries with endemic transmission to 
just two, and a fall in wild poliovirus cases from about 2000 in 2005 to 359 cases in 2014. The prevalence of underweight 
among children under five years declined from 25% to 14% between 1990 and 2015, nearly reaching the MDG 1.C target 
of a 50% reduction.
 
Global, regional and national political commitment, global partnerships and funding – some of which have come only 
recently – contributed to the achievements, as did improvements in socioeconomic conditions, education, gender equality 
and the environment. Many countries achieved major increases in the coverage of family planning, antenatal care, skilled 
attendance at birth and child immunization and successfully scaled up new interventions such as insecticide-treated 
mosquito net (ITN), treatment with antimalarials and prevention of mother-to-child HIV transmission since 2000. 

A comprehensive set of targets for addressing the health and well-being of women, children and adolescents has been 
adopted under the SDGs, including the targets under the health goal and other relevant goals, such as on hunger (SDG 2). 
Ambitious targets are set to end preventable maternal and child deaths and achieve universal access to reproductive 
health-care services. Newborns are explicitly included.

The UN Secretary-General’s new Global Strategy for Women’s, Children’s and Adolescents’ Health 2016–2030, released at 
the same time as the adoption of the SDG declaration, provides a broad multistakeholder framework for the implementation, 
follow-up and review of progress towards the relevant health and related targets.
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While not all MDG targets will be met, important progress 
has been made in recent years in reducing maternal and child 
mortality, as well as child undernutrition, with substantial 
improvements across key indicators since 1990. The least-
developed countries continue to face the greatest challenges 
in improving maternal and child health, struggling with a 
combination of poor coverage and quality of health care 
services and public health interventions, inadequate water 
and sanitation, poor infrastructure, low food security, and 
limited education and economic opportunity. These same 
countries also often face obstacles in ensuring universal 
access to sexual and reproductive health services, as well 
as safe-guarding the health of adolescents – challenges that 
are shared by most world regions.

Globally, in 2012, 37% of YLLs was due to deaths from 
maternal causes or deaths among those younger than 
15 years (Figure 4.1). The difference in the fraction of 
YLLs accounted for by reproductive, maternal, newborn, 
child and adolescent health (RMNCAH) between the 
African Region and high-income OECD countries is a stark 
reminder that many of these deaths are avoidable. In high-
income OECD countries, only 4% of total YLLs occurs 
among pregnant women and children under 15 years of 
age, compared to 63% in the African Region, 51% in the 
Eastern Mediterranean Region and 36% in the South-East 
Asia Region. Some of this divergence can be explained by 
differences in age structure, but it is clear that MDGs 4 and 
5 constitute two parts of a far-from-finished agenda. 

Fortunately, the SDGs will keep the spotlight on the 
unfinished agenda of ending preventable maternal, newborn 
and child mortality. SDG 3.1 aims to reduce the global MMR 
to less than 70 per 100 000 live births by 2030, and to have 
no country with an MMR above 140 – significantly below the 
current global MMR of 216 per 100 000. About 303 000 
women are expected to die in 2015 due to maternal causes,2 
which makes maternal mortality the second leading cause 
of death among women age 15–49, after HIV. Globally, 
women face a 1 in 180 lifetime risk of dying due to maternal 

causes, which are dominated by haemorrhage, hypertensive 
disorders, sepsis and abortion (Figure 4.2).3 In the African 
Region, however, the MMR is still running at 540 per 
100 000 live births, which, combined with the high levels of 
fertility, translates into a lifetime risk of dying from maternal 
causes of 1 in 37.

The SDGs also contain ambitious targets for child mortality, 
with SDG 3.2 seeking to end preventable deaths of newborns 
and children under five. These include national targets of 
a U5MR of no more than 25 deaths per 1000 live births, 
and a neonatal mortality rate (NMR) of no more than 12 
per 1000 live births. This compares with a global U5MR of 
43 per 1000 live births in 2015 (5.9 million children under-
five deaths), and a NMR of 19 per 1000 live births (2.7 
million deaths the first 28 days of life). The major causes 
of newborn mortality in 2015 are prematurity, birth-related 
complications (birth asphyxia) and neonatal sepsis, while 
leading causes of child death in the post-neonatal period 
are pneumonia, diarrhoea, injuries and malaria (Figure 4.2). 
Target 4.2, which calls for efforts to ensure that all girls and 
boys have access to quality early childhood development, 
care, and pre-primary education (as part of the broader 
education goal) is also likely to have an impact on child 
mortality, while also improving children’s chances of living 
long and rewarding lives.

Figure 4.2 
Global major causes of maternal and under-five child mortality, 20153,4
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Figure 4.3 
MDG and SDG targets related to reproductive, maternal, newborn, child and adolescent health and malnutrition

SDG

SDG Target 2.2
By 2030, end all forms of malnutrition, including achieving, by 
2025, the internationally agreed targets on stunting and wasting 
in children under five years of age, and address the nutritional 
needs of adolescent girls, pregnant and lactating women and 
older persons

SDG Target 3.1
By 2030, reduce the global maternal mortality ratio to less than 
70 per 100 000 live births

SDG Target 3.2
By 2030, end preventable deaths of newborns and children under 
five years of age, with all countries aiming to reduce neonatal 
mortality to at least as low as 12 per 1000 live births and under-
five mortality to at least as low as 25 per 1000 live births

SDG Target 3.7
By 2030, ensure universal access to sexual and reproductive 
health-care services, including for family planning, information 
and education, and the integration of reproductive health into 
national strategies and programmes

MDG

MDG Target 1.C
Halve, between 1990 and 2015, the proportion of people who 
suffer from hunger

MDG Target 4
Reduce by two thirds, between 1990 and 2015, the under-five 
mortality rate

MDG Target 5.A
Reduce by three quarters, between 1990 and 2015, the maternal 
mortality ratio

MDG Target 5.B
Achieve, by 2015, universal access to reproductive health

Reducing malnutrition is key to improving health, including 
the health of children and pregnant women. As part of Goal 
2 on ending hunger, SDG 2.2 is, therefore, as critical as it is 
expansive, aiming to end all forms of malnutrition by 2030, 
including achieving by 2025 the internationally agreed 
targets on stunting and wasting in children under five, 
and addressing the nutritional needs of adolescent girls, 
pregnant and lactating women, and older people. In 2015, 
one in four children (156 million) is estimated to be affected 
by stunting, and one in seven (93 million) is underweight.5 
Stunted children can face a lifetime of disadvantages, such as 
poor cognitive abilities and educational performance, which 
have a knock-on effect for adult wages and productivity. 
It is estimated that undernutrition is an underlying factor 
in 45% of child deaths,6 and 80% of newborn mortality 
occurs in babies who are of low birth weight.7 Malnutrition 
is important in older ages too, with anaemia contributing 
to 20% of maternal deaths.5

New in the SDGs is the emphasis on youth as a vulnerable 
population. In some cases the topic is addressed explicitly, 
as with SDG 2.2, which includes targets for the nutritional 
needs of adolescent girls (Figure 4.3). Though generally a 
healthy group, adolescents8 are exposed to a range of risks 
and diseases, and as many health behaviours established 
during adolescence have profound effects over the rest 
of the life course, they are a population deserving more 
concerted attention from the global health community in 
the SDG era. Globally, road injuries, HIV/AIDS and self-harm 
are the leading causes of adolescent death.9 

While mortality and burden of disease statistics are 
important, they sometimes fail to capture significant 
aspects of health and well-being. This is particularly true 
of sexual and reproductive health, where certain aspects 
of human experience are beyond the purview of morbidity 
and mortality data. It is estimated that between 100 and 
140 million women alive today have been subjected to 
female genital mutilation (FGM),10 while an estimated 15 
million girls marry before age 18 each year,11 and nearly one 
in three women has experienced physical or sexual intimate 
partner violence.12 The SDGs confront several of these 
issues head on. For example, under Goal 5 for achieving 
gender equality, SDG 5.2 calls for the elimination of all 
forms of violence against all women and girls, and SDG 5.3 
aims to eliminate all harmful practices, such as child, early 
and forced marriage and FGM. In the health goal, SDG 3.7 
targets universal access to sexual and reproductive health-
care services, following on from MDG 5.B. Much work is still 
needed to meet these targets.

Similarly, current metrics poorly capture developmental 
indices that tell whether children who survive are also able 
to thrive. Conservative estimates show that 1 in 3 children 
globally are at risk of sub-optimal development because of 
poverty and undernutrition.13 If other risk factors such as low 
maternal education and exposure to violence are added, the 
proportion of children at risk increases. The SDG framework 
includes targets to protect, promote and support early child 
development and increasingly indicators and assessment 
tools are becoming available that can generate comparable 
data across settings and time.14    
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ACHIEVEMENTS

The MDG era was marked by significant progress in 
reducing maternal and child mortality, even though the 
global community fell short of achieving the ambitious 
mortality targets set by MDGs 4 and 5 (Figure 4.4). The 
global U5MR declined by 53% between 1990 and 2015, 
falling short of the MDG 4 target of a two thirds reduction, 
with 62 countries meeting the MDG 4 target on child 
mortality.15 

The world’s MMR fell by 44% between 1990 and 2015, 
missing the target of a 75% reduction.2 Country-level 
estimates of the trends in the MMR are much more 
uncertain than for children because of data gaps. It is 
estimated that of the 95 countries with an MMR of at least 
100 per 100 000 live births in 1990, 9 countries are meeting 
the MDG 5 target and another 42 countries have at least 
halved the MMR. 

The Western Pacific Region had the largest decline in U5MR 
between 1990 and 2015 at 74%, while the South-East Asia 
Region had the most dramatic decline in the MMR, with a 
69% reduction. The Eastern Mediterranean Region (48%) 
and the African Region (54%) had the smallest declines in 
U5MR, and the African Region (44%) and the Region of 
the Americas (49%) made the least progress in reducing 
the MMR. In 2015, the African Region accounts for 47% of 
child deaths and 64% of maternal deaths.

Importantly, global rates of progress have accelerated 
since 2000, with the average annual rate of decline in 
U5MR increasing from 1.8% during 1990–2000 to 3.9% 
during 2000–2015, and for MMR increasing from 1.2% in 
1990–2000 to 3.0% in 2000–2015.

Running parallel to the declines in maternal mortality, 
global coverage of skilled birth attendance (an indicator 
for MDG 5) has increased, rising from 58% in 1990 to 
73% in 2013.16 This means that the fraction of births 

not attended by a skilled birth attendant17 has fallen by 
more than one third since 1990. MDG 4 named only 
one indicator for interventions to reduce child mortality – 
measles vaccination – and here too the news is positive, 
with coverage of measles immunization increasing from 
73% to 85% between 1990 and 2014 in infants younger 
than 12 months. Since 2000, measles deaths in children 
under 5 are estimated to have decreased by over 75%.4 For 
child mortality globally, more than half of the decline since 
2000 has been achieved through reductions in deaths due 
to pneumonia, diarrhoea, measles and malaria, all of which 
tend to affect children older than one month.18  

Polio eradication is one of the earliest globally agreed 
health goals, even though it was not an explicit target 
in the MDGs. On 27 March 2014, the South-East Asia 
Region was certified polio-free, joining the Region of the 
Americas, Western Pacific Region and European Region; 
and brought the percentage of the world’s population now 
living in certified polio-free regions to 80%, a significant 
leap towards global eradication.

There has also been substantial progress in reducing child 
undernutrition globally (Figure 4.5). The proportion of 
children under five who were underweight is estimated to 

Figure 4.4 
Global trends in maternal mortality, neonatal and under-five child mortality, 1990–20152,15
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Global prevalence of stunting and underweight for children under five, 1990–20155
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have declined from 25% to 14% between 1990 and 2015, 
a 44% reduction that falls just short of the MDG Target 1.C 
of a 50% reduction. The prevalence of underweight in the 
Western Pacific Region declined by 82%, falling from 23 
million in 1990 to 3 million in 2015, while the South-East 
Asia Region had 43 million underweight children in 2015, 
compared to 83 million in 1990. As with underweight, all 
WHO regions reduced the absolute numbers of children 
affected by stunting between 1990 and 2015, except the 
African Region, where population growth outpaced a 27% 
reduction in stunting prevalence. Globally, stunting fell by 
41% between 1990 and 2015.5 

The target of achieving universal access to reproductive 
health (MDG 5.B) was only added to MDG 5 in 2007, but 
some progress has been made, nonetheless (Figure 4.6). 
MDG 5.B included four specific indicators: adolescent 
birth rate; antenatal care visits; contraceptive prevalence 
rate; and unmet need for family planning. Improvements 
in these areas are expected to reduce maternal mortality 
– since high fertility rates are correlated with an increased 
lifetime risk of dying from maternal causes – as well as 
improve the health of adolescent girls. Based on current 
projections to 2015,19 the adolescent birth rate fell from 59 
births per 1000 women age 15–19 in 1990 to 51 per 1000 in 
2015. Declines in the adolescent birth rate were greater in 
developed (50% decline) than in developing regions (13% 
decline). However, southern Asia saw an impressive 47% 
decline. With regard to the recommended four or more 
antenatal care visits, coverage in developing regions nearly 
doubled, increasing from 31% in 1990 to 60% in 2013. 
While this is encouraging, 4 out of 10 women still do not 
have four routine antenatal clinic visits, and many of those 
that do experience poor quality of care.16 As noted above, 
skilled birth attendance coverage also increased. In east 
Asia and the Pacific as well as in Latin America and the 
Caribbean, about 9 in 10 births now occur in health facilities. 
In contrast, in south Asia and sub-Saharan Africa, where 
the burden of maternal and newborn deaths is highest, 
only about half of births (45% and 46%, respectively) are 
delivered in a health facility.20

With regard to family planning services, contraceptive 
prevalence with a modern method rose from 48% to 58% 
between 1990 and 2015 among married or in-union women 
age 15–49, driven by a 10 percentage point increase in 
developing countries.21 Meanwhile, family planning demand 
satisfied with a modern method increased from 68% 
in 1990 to 76% in 2015. All WHO regions reduced the 
unmet demand for family planning with a modern method 
by at least 25%, with the European Region and the South-
East Asia Region achieving over a 30% reduction since 
1990. These changes corresponded with a slight decline 
in unintended pregnancies, which fell from 43% to 40% 
between 1995 and 2012.22 Among adolescents, in particular, 

Figure 4.6 
Changes in four MDG 5.B indicators, developing and developed countries, 1990–201521

 Developing region    Developed region

Bi
rth

s 
pe

r 1
00

0 
gi

rls
 a

ge
 1

5–
19

60

50

40

30

20

10

70

Adolescent birth rate

1990 2000 2015
0

Co
ve

ra
ge

 (%
)

60

50

40

30

20

10

100

90

80

70

Contraceptive prevalence 
(modern method)

1990 2000 2015

Met demand for family 
planning (modern method)

1990 2000 2015

Antenatal care (4+ visits)

1990 2000 2013
0

75REPRODUCTIVE, MATERNAL, NEWBORN, CHILD, ADOLESCENT HEALTH AND UNDERNUTRITION



access to contraception is only one part of the picture 
determining pregnancy rates. In some settings, important 
cultural factors are in play, including traditions of child 
marriage. Globally, one in four young women in 2014 was 
married in childhood versus one in three in the early 1980s 
and the proportion of young women married before age 15 
declined from 12% to 8% over the same period.11 

The SDG era will include an increased focus on equity. 
As we enter this new era, it is important to recognize 
that there have actually been substantial improvements 
in equity in a number of RMNCAH areas, although these 
gains are certainly not universal.23 For example, within 
many developing countries, absolute increases in coverage 
of diphtheria, tetanus and pertussis (DTP) (three doses/
DTP3) immunization coverage have tended to be greater 
for the poor than for the rich. A similar pattern is observable 
in under-five mortality, with gains for the poorest quintile 
outpacing those in the richest quintile by at least 26 deaths 
per 100 000 live births over a 10-year period. There has 
also been a decrease in inequality regarding unmet demand 
for family planning across educational groups within 
many countries. Despite these relative reductions, large 
inequalities still remain in these and many other areas. 

SUCCESS FACTORS

Increased coverage of proven high impact child health 
interventions: Country plans and programmes increasingly 
focused on achieving high coverage of key interventions 
for maternal and child health. The global consensus on 
essential interventions, commodities and guidelines for 
reproductive, maternal, newborn and child health has 
contributed to convergence in investments.24 Countries with 
higher levels of coverage tend to have lower child mortality 
than countries with low coverage.25 It is thus reasonable 
to suppose that the scaling up of priority interventions, 
alongside poverty reduction and improvements in basic 
living conditions, has been beneficial for health outcomes 
and has contributed to the impressive falls in child mortality 
since 1990. For instance, in high mortality countries, four 
out of five children are receiving two doses of Vitamin 
A supplementation,26 an estimated 2–3 million deaths 
are prevented every year by vaccination against DTP and 
measles,27 and in 2014, 84% of children globally received 
three doses of the polio vaccine. The proportion of children 
in countries with high malaria risk that were sleeping under 
an ITN increased from essentially 0 in 2000 to 43% in 
2013, and similar gains were made in ART provision (see 
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Chapter 5). As noted above, there has been an increase in 
coverage of antenatal care, skilled attendance at birth and 
institutional deliveries. 

Global and country-level consensus and commitments: 
The MDGs themselves constituted a significant global 
commitment to address maternal and child mortality. 
Also of note was the Lancet child survival series in 2003, 
followed by the Countdown to 2015 for maternal and child 
survival, and the support provided to countries by UN 
agencies led by the UNICEF, WHO, UNFPA and the World 
Bank, bilateral agencies and civil society organizations. A 
global partnership on maternal, newborn and child health 
was established in 2005.28 However, in recognition of 
the relatively lacklustre investment in this area, in 2010, 
UN Secretary-General Ban Ki-moon launched the Global 
Strategy for Women’s and Children’s Health 2010–2015, 
which galvanized efforts to accelerate progress towards 
MDGs 4 and 5 in a number of countries.29 In support of 
the implementation of the Global Strategy, the Commission 
on Information and Accountability for Women’s and 
Children’s Health30 and the Commission on Life-saving 
Commodities for Women’s and Children’s Health made 
a number of recommendations that have supported work 
on health system strengthening. The H4+ partnership,31 
country commitment and leadership, and coordination 
and advocacy by the UN Secretary-General Every Woman 
Every Child initiative have also contributed to improvements 
in RMNCH outcomes,32 as has increased and predictable 
financing (US$ 45 billion committed as of 2012–2013, with 
US$ 27 billion already disbursed). 

Another notable effort is the the Global Polio Eradication 
Initiative, launched in 1988 as a result of the World Health 
Assembly resolution for the worldwide eradication of polio 
by 2000, which has become one of the largest global 
public health programmes, and has succeeded in mobilizing 
significant funding, through coordinated advocacy over a 
prolonged period of time. Additionally, the International 
Conference on Population and Development Programme 
of Action, focusing on sexual and reproductive health 
and rights, was adopted by 179 countries in 1994, and 
reviewed in 2014.33,34 Meanwhile, early child development 
and adolescent health are increasingly recognized as 
critical areas of public health, not only for improving health 
outcomes in the short term, but also for building human 
capital along the life course.9,35,36 As a consequence, the new 
Global Strategy for Women’s, Children’s and Adolescents 
Health has been expanded to address these challenges.

Socioeconomic changes: Prosperity brings many benefits (and 
challenges) for health. For example, increases in household 
income have improved the ability of families to obtain 
increased quantities and greater variety of foods for infants 
and young children.37 It also contributes to improvements 
in basic infrastructure that are vital for improving health, 
including improved water and sanitation, roads and 

transport, and communication technology. Progress in 
education – especially of women and girls – also has a major 
impact on maternal and child mortality, early marriage 
and early pregnancy.38,39 More than half of countries have 
achieved or nearly achieved universal primary education.40 
Rates of enrolment in secondary school have increased 
globally since 1990. For example, in 2000, the out-of-school 
population of children of lower secondary school age was 
97 million, compared to 63 million by 2012,41 despite an 
absolute increase in the population in this age range. 

Improvements in legislation: Marked improvements have 
been seen in national policies and regulation for increasing 
access and coverage to reproductive, maternal, newborn 
and child health services. For example, among 68 countries 
monitored by the Countdown initiative between 2008 and 
2015, 15 countries adopted policies enabling midwives to 
deliver life-saving interventions for emergency obstetric 
maternal and newborn care, representing a 57% increase, 
and 23 countries began allowing community health 
workers to identify and treat children with uncomplicated 
pneumonia in the community.26 Progress was also made 
in legislation for sexual and reproductive health and rights, 
FGM and violence (see relevant sections). For instance, at 
least 24 of the 29 countries in which FGM is practised have 
passed anti-FGM laws or decrees.42

Financing: Global annual growth in development assistance 
for health doubled after the adoption of the MDGs in 
2000. Funding for child health increased by 8.3% annually 
from 2000 to 2014, while maternal funding only grew 
at an average rate of 3.0% in the same time period. In 
comparison, funding for HIV, tuberculosis and malaria all 
increased by an average of more than 15% per year since 
2000. Despite growth in overall assistance stagnating 
since 2010, funding for maternal and child health increased 
by 11% per year between 2006 and 2013. With funding 
falling slightly in 2014, maternal, newborn and child health 
received 27% of development assistance for health, with 
US$ 3.0 billion dispersed for maternal health and US$ 6.6 
billion dispersed for child health. It is also worth noting that 
government health expenditure has increased substantially 
in the MDG era, growing at an average rate of 8.1% annually 
between 1995 and 2012 among low- and middle-income 
countries. This means that, while important, development 
assistance for health only accounts for roughly 5% of total 
health expenditure in these countries.43 Also of note, is 
the fact that a number of countries have embraced health 
financing systems based on prepayment and pooling of 
resources and/or have introduced exemption schemes 
for MDG-target areas such as RMNCH to make services 
accessible to the poor16 (see Chapter 2).

Improved measurement and monitoring: The investments 
of global agencies in international survey programmes 
to measure RMNCH indicators, notably through the 
DHS, mainly funded by the United States Agency for 
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International Development, and Multiple Indicator Cluster 
Surveys (MICS), led by UNICEF, have been critical. 
The surveys have also formed the basis for the global 
production of regular estimates of maternal and child 
mortality through interagency and expert mechanisms44 
and for regular monitoring of intervention coverage.45 
These data, widely used in global planning, monitoring 
and review mechanisms, have helped sharpen the focus 
on RMNCH. The monitoring process implemented for 
tacking polio eradication shows what is possible, with the 
establishment of real-time surveillance and data analysis, a 
laboratory network that spans 145 countries, accountability 
mechanisms in countries with weak health systems, and 
specific strategies for accessing children in conflict areas.46

CHALLENGES

Improving care during time around birth: Declines since 1990 
in neonatal mortality have been slower than for under-
five mortality, and neonatal deaths now account for 45% 
of child deaths. The reduction in maternal mortality was 
also slower than that for children age 1–59 months over 
the same period. More rapid improvements in maternal 
and neonatal mortality will require increased focus on 
health-care services during labour, childbirth and in the 
first week of a newborn’s life. High-impact, cost-effective 
interventions that benefit both mother and baby exist, 
and must be a focus of health system strengthening and 
improvements in quality of care. Improving maternal and 
newborn health should no longer be pursued with separate 
strategies, as outcomes are correlated (Figure 4.7).

Providing on-demand treatment: Essential interventions to 
improve newborn and child survival are well known and 
can be implemented at scale even in resource-constrained 
settings. However, increases in coverage have been variable. 
Interventions that can be scheduled such as immunization 
and vitamin A supplementation have much higher coverage 

than those that require around-the-clock medical services 
that can be accessed on demand, such as treatment of 
pneumonia, diarrhoea and malaria. Less than half of children 
with signs of pneumonia, diarrhoea or malaria access 
appropriate treatment in countries with a high burden of 
morbidity and mortality due to these conditions.26

Enhancing quality of health care services: As access and 
utilization of health services improves, the quality of 
those services comes under greater scrutiny. Poor 
quality maternal, newborn, child and adolescent health 
care remains a pervasive problem, preventing progress 
in mortality reduction even in those settings where 
coverage rates of health service utilization are increasing. 
Fundamental challenges remain with regard to attracting, 
training, deploying, motivating, managing and retaining 
skilled, committed and caring health workers.47 Shortages 
in medicines and supplies, poorly defined referral pathways, 
and the lack of regular and supportive supervision are other 
key factors affecting quality of care in particular in resource-
constraint settings. 

Reducing inequity in access to care: Across a spectrum of 
RMNCH coverage indicators, including access to family 
planning, antenatal care and skilled birth attendance, and 
measles vaccination, access to care varies importantly 
by household economic status within low- and middle-
income countries (Figure 4.8). The largest gaps in coverage 
– between the richest and poorest, the most and least 
educated, and urban and rural areas – are reported for 
skilled birth attendance, which varies by as much as much 
as 80%.23

Conflict situations and fragile states: Access to and quality 
of regular primary health care services may collapse 
and severely disrupt the provision of essential RMNCH 
services. Eradication efforts are also affected. Polio remains 
endemic in Afghanistan and Pakistan and until poliovirus 
transmission is interrupted in these countries, all countries 
remain at risk of re-infection, especially in the “poliovirus 
importation belt” of countries from West Africa to the 
Horn of Africa. Several countries in the Middle East are 
at elevated risk because of deterioration of immunization 
systems due to the security situation in those countries.48

Reducing malnutrition in all forms: Stunting and wasting 
remain major causes for concern. An estimated one in 
four children (23%), or 156 million children, in 2015, are 
affected by stunting globally, and are exposed to risks that 
include diminished cognitive and physical development.5 
Globally, less than 40% of infants younger than six months 
are exclusively breastfed, often owing to inadequate 
care that starts in the first week of a baby’s life and in 
spite of the fact that suboptimal breastfeeding practices 
contribute to 800 000 deaths among children under five 
each year.6 Reductions in maternal anaemia have also 
been disappointing, ranging from 43% to 38% in pregnant 
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women between 1995 and 2011.49 Even as malnutrition due 
to undernutrition has improved in some areas, the growing 
rates of child and adolescent overweight and obesity in 
many counties pose serious risks to their health now and 
in the future.

Increasing contraceptive prevalence: While there was an 8.4 
million increase in the number of girls and women using 
modern contraceptive methods between 2012 and 2013, it 
is still below the benchmark of 9.4 million new users, and 
more needs to be done to provide access to all.50 

Protecting the rights of young girls and adolescents: Despite 
some progress in certain countries, and the fact that FGM 
has gained recognition as a human rights violation, annually, 

more than 3 million girls are at risk in Africa, living in areas 
where FGM is practised.51 Globally, one in four young 
women in 2014 was married in childhood. The highest 
rates of child marriage are found in south Asia and sub-
Saharan Africa.11 Overall, there were an estimated 1.3 million 
adolescent deaths in 2012, most from causes that could 
have been prevented. Mortality is higher in boys than in 
girls. While there are many causes of mortality common 
to both sexes, violence is a particular problem for boys and 
maternal causes for girls. 

Improving monitoring: Relatively sparse data on maternal 
mortality, morbidity and causes of death make monitoring 
progress challenging. For example, many countries with 
high rates of maternal mortality have only a few nationally 
representative surveys between 1990 and 2015, which 
provide imprecise estimates of the MMR. Limited country-
level data preclude accurate monitoring of trends in child 
causes of death, and data on adolescents are also very 
incomplete. Better birth registration is also critical. Only 
59% of infants younger than 12 months is registered 
globally, with around 33% registered in south Asia and 
sub-Saharan Africa.52

STRATEGIC PRIORITIES

Women and children’s health remains a central concern 
in the SDGs, as evidenced by the strong commitment to 
ending preventable newborn, child and maternal deaths by 
2030, to ensure universal access to sexual and reproductive 
health-care services, including for family planning, 
information and education, and to protect, promote and 
support early child development and adolescents’ health. 

The first Global Strategy for Women’s and Children’s Health, 
launched by the UN Secretary-General in 2010, resulted 
in increases in financing, policy strengthening and dozens 
of global, regional and national initiatives.53 The updated 
Global Strategy for Women’s, Children’s and Adolescents’ 
Health 2016–2030 (Global Strategy 2.0),54 launched in 
September 2015, acknowledges the unfinished MDG 
agenda regarding preventable mortality, takes into account 
new evidence regarding areas in which progress can be 
accelerated and emphasizes the importance of ensuring 
health and well-being for all at all ages on the SDG agenda.29 
An important focus is the scaling up of priority intervention 
areas and/or specific high-impact interventions to address 
major gaps in the continuum of care (Figure 4.9). There 
are also multiple initiatives and resolutions that provide 
impetus to specific interventions, such as Family Planning 
2020,55 A Promise Renewed,52 Every Newborn Action 
Plan,56 improving pneumonia prevention and treatment57 
and GAVI.58 While each specific strategy has a legitimate 
rationale to address a major public health problem, the need 
to provide an integrated approach is paramount. 

Figure 4.8 
Wealth-related inequality in RMNCH intervention coverage indicators in low- and 
middle-income countries, 2005–201323
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Under the new Global Strategy there is a clear desire to 
respond to governments’ request for less fragmentation 
and better alignment of efforts. Three interconnected 
action areas underpin the delivery of the Global Strategy: 
country planning and implementation; financing of country 
plans and implementation; and engagement and alignment 
of global stakeholders. Global and regional partners are 
therefore working towards a simplified architecture in which 
many former initiatives will converge around a common 
coordination mechanism to enable harmonized support to 
countries with predictable financing.

The Global Strategy 2.0 pays particular attention to 
equity, rights and gender issues, while also highlighting 
the importance of innovation, including research and 
development of new technologies and operational 
innovations such as a more integrated approach to women’s 
and children’s health. The importance of accountability is also 
stressed, particularly with regard to meeting commitments 
for results and resources both at the country and global 
level. A Global Financing Facility in collaboration with Every 
Woman Every Child59 has been established in support 
of the Global Strategy 2.0, using an innovative approach 
that combines external support, domestic financing and 
innovative sources for resource mobilization and delivery 
(including the private sector) in a synergistic way.

Priority strategies to improve RMNCAH include:
• ensuring universal access to high quality RMNCAH 

information and services that are free at the point of use, 
including for management of complications; 

• strengthening care around the time of childbirth, with 
a focus on improving quality and experience of care, 

while ensuring full integration of services for mothers 
and babies;

• ensuring a continuum of health care across the life 
course of women, children and adolescents and between 
levels of service delivery – including community, primary 
care and referral levels; 

• strengthening prevention and case management of 
childhood illness including pneumonia, diarrhoea, 
malaria, HIV and malnutrition, including through 
community-based health workers;

• implementing policies that are health promoting and 
mandate interventions to prevent exposure from harm 
– for example to decrease road traffic accidents or use 
of harmful substances such as tobacco;

• addressing inequities in access to and quality of sexual, 
reproductive, maternal, newborn and adolescent health 
care;

• ensuring accountability and transparency to improve 
access to quality of care and equity;

• harnessing the power of parents, families and 
communities and engagement with society at large; 

• reaching out beyond the health sector to engage with 
other sectors that have an important impact on health, 
such as water and sanitation, education, economic and 
social protection, environment and gender .

The SDG targets on malnutrition and hunger resonate with 
several resolutions endorsed by the World Health Assembly, 
including resolution WHA65.6 on the comprehensive 
implementation plan on maternal, infant and young child 
nutrition60 and resolution WHA63.23 on infant and young 
child nutrition in which Member States were urged to 
end inappropriate promotion of food for infants and 
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Figure 4.9 
Intervention coveragea along the continuum of care26

a Median national coverage of 75 countries, based on most recent survey 2009 or later.
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young children.61 Specific indicators have been proposed 
to monitor progress in these areas. A global movement 
founded on the principle that all people have a right to food 
and good nutrition has been established.62 Examples of 
areas requiring specific attention concerning young children 
include scaling up coverage of programmes that promote 

healthy, diversified diets, including high-quality, nutrient-
rich foods in the complementary feeding period (6–23 
months), scaling up the management of acute malnutrition 
and enacting labour policies in support of exclusive and 
continued breastfeeding.
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MATERNAL HEALTH
Ending preventable maternal mortality remains one of the world’s most critical challenges despite 
significant progress over the past decade. There will be roughly 303 000 maternal deaths in 2015, largely 
from preventable causes before, during and after the time of giving birth.2 Globally among women of 
reproductive age, maternal mortality is the second leading cause of death, and women currently face a 1 in 
180 chance of dying from maternal causes.

ACHIEVEMENTS 
Since 1990, the number of maternal deaths per 100 000 live births 
(the MMR) dropped by 44%. While this is a significant improvement, 
showing what can be achieved given sustained commitment, the 
world failed to meet the 75% reduction target set by MDG 5. The MMR 
dropped from 385 in 1990 to 341 in 2000 to 216 per 100 000 live 
births in 2015, indicating major acceleration of the decline after 2000.

The global declines in the MMR since 1990 have been driven largely by 
declines in the South-East Asia Region (69% decline) and the Western 
Pacific Region (64% decline). The African Region has shown the least 
progress, with a 44% decline between 1990 and 2015 (Figure 4.10) 
and now accounts for more than 6 out 10 maternal deaths globally.

SUCCESS FACTORS 
Country improvements in service coverage: Coverage of antenatal care, 
skilled attendance at birth and institutional deliveries has increased, 
along with the increased integration in the delivery of health services 
(Figure 4.11). Almost 90% of women have at least one antenatal care 
visit, and over 60% at least four.16 Coverage of skilled attendance 
at birth increased from 58% to 73% between 1990 and 2013.16 
There has also been an increase in contraceptive prevalence, which 
gives women the ability to reduce their number of pregnancies and, 
therefore, mortality risk.

Global Strategy for Women’s and Children’s Health 2010–2015 and 
related initiatives: The slow initial progress towards the MDG target 
for maternal mortality led to a series of global initiatives in support 
of country action and mobilization of funds from 2005. The impetus 
provided by the WHO-led Making Pregnancy Safer initiative, the 
Global Strategy,29 the Commission on Information and Accountability 
for Women’s and Children’s Health,30 the H4+ partnership31, country 
commitment and leadership, along with increased and predictable 
financing (US$ 45 billion committed as of 2012–2013, with US$ 27 
billion already disbursed), have all contributed to improvements in 
maternal health outcomes, as did the earlier Partnership for Maternal 
Child and Newborn Health (2005).32

Socioeconomic development: Higher levels of education, especially 
for women and girls, are associated with lower levels of maternal 
mortality.64 For women age 25 and above, average educational 
attainment has increased from 4.7 years in 1990 to 7.0 years in 
2015.65 In the African Region, it rose from 2.0 to 4.1 years, and in the 
South-East Asia Region it went from 2.0 to 4.3 years. Especially in 
Asia, the large maternal mortality declines are likely to have benefited 
from economic developments, leading to better access of services.
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Figure 4.10 
Trendsa in the maternal mortality ratio (MMR) by WHO region, 1990–20152

Figure 4.11 
Global trends in coverage of maternal health interventions, 1990–201363
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CHALLENGES
Access to skilled care at birth: Despite steady improvement globally 
and within regions, more than 40% of women in the African Region 
and South-East Asia Region did not have access to a skilled health 
provider at birth in 2013.

Quality of care: As more women give birth in health facilities, the 
quality of care will become increasingly important.66 Fundamental 
health systems challenges remain with regard to attracting, training, 
deploying, motivating, managing and retaining skilled, committed and 
caring health workers.47 

Indirect maternal deaths: The increasing importance of the infectious 
and chronic noncommunicable diseases that contribute directly and 
indirectly to maternal mortality is a matter for concern. As countries 
reduce the MMR, there is a need to strengthen the recognition and 
management of indirect causes of maternal death, and coordinate 
with other relevant sectors and health providers to address care for 
noncommunicable diseases, develop innovative education, screening and 
management approaches for these conditions, as well as appropriate 
clinical guidelines and protocols.67

Inequity in access: In many countries, the delivery care women receive 
is strongly associated with their income, whether they live in an urban 
or rural area, and their level of education. Disparities across economic, 
education and urban/rural gradients are particularly pronounced in 
low-income countries (Figure 4.12). 

Health workforce: Fundamental health systems challenges remain 
with regard to attracting, training, deploying, motivating, managing 
and retaining skilled, committed and caring health workers.

Funding: In addition to an overall funding gap for maternal health, 
there are large disparities in the targeting of donor funding and 
country needs, with some very poor countries with a high MMR getting 
relatively little funding.68

Monitoring: Sparse data on maternal mortality and morbidity and 
on causes of death in children in many countries make monitoring 
progress challenging. Vital statistics based on death registration is 
lacking. Even in high-income countries, vital registration systems 
typically miss about one third of maternal deaths.2

STRATEGIC PRIORITIES
There is a specific SDG target on maternal mortality under the health 
goal, based on the WHO Ending Preventable Maternal Mortality (EPMM) 
initiative.67 The goal of the post-2015 maternal health strategy is to 
end all preventable maternal mortality using a holistic, human rights-
based approach to sexual, reproductive, maternal and newborn health 
that rest on a foundation of implementation effectiveness. Specifically, 
the global target is that the global MMR is reduced to less than 70 
per 100 000 live births by 2030. The EPMM target also specifies that 
no country has an MMR greater than 140 per 100 000. This implies 
countries achieving at least a two thirds reduction in their MMR 
between 2010 and 2030. 

The key EPMM strategic objectives are to:
• address inequities in access to and quality of sexual, reproductive, 

maternal and newborn health information and services;
• ensure UHC for comprehensive sexual, reproductive, maternal and 

newborn health care;
• address all causes of maternal mortality, reproductive and maternal 

morbidities, and related disabilities;
• strengthen health systems to respond to the needs and priorities 

of women and girls;
• ensure accountability to improve quality of care and equity.

Other strategic objectives include improving metrics, measurement 
systems and data quality and allocating adequate resources and 
effective health-care financing. In this regard, it is vital to continue 
momentum to sustain and increase funding for RMNCH within the 
Global Strategy 2.0 through, for instance, the Global Financing Facility.59

Figure 4.12 
Births attended by skilled health personnel in low-income countriesa by multiple 
dimensions of inequality, 2005–201323

a  Median value of 30 selected countries.
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NEWBORN HEALTH
Global efforts to reduce child mortality have had most impact on children who have already survived their 
first month of life. In 2015, there were 2.7 million neonatal deaths (deaths within the first 28 days of life) 
globally, which represents 45% of all deaths among children under five.15 The vast majority of newborn 
deaths is preventable, with 73% occurring within seven days of birth,69 and require many of the same 
investments in health systems that are needed to improve maternal health outcomes. 

ACHIEVEMENTS 
NMRs have declined across all WHO regions since 1990, with the global 
rate falling from 36.2 to 19.2 deaths per 1000 live births between 
1990 and 2015, a 47% decline.15 Yet, the percentage of deaths in 
children under five that occurred in the neonatal period increased 
from 40% to 45% because mortality at age 1–59 months declined 
faster. The Western Pacific Region experienced the greatest decline 
in the NMR at 75%, while the Eastern Mediterranean Region and the 
African Region the smallest (both 38%).

Since 2000, neonatal mortality has fallen largely due to decreases in 
deaths from its two main causes, birth asphyxia (34% of total reduction) 
and prematurity (21%). Deaths due to neonatal tetanus have fallen by 
almost 80% (Figure 4.13).4

MAIN SUCCESS FACTORS
Country improvements in service coverage: Coverage of interventions 
for family planning, antenatal care, skilled attendance at birth and 
postnatal care for mother and baby in the first week of life are expected 
to lower NMRs.70 There is, for example, a correlation between NMRs 
and coverage of skilled attendance at birth (Figure 4.14). The fraction 
of babies protected against tetanus at birth rose from 60% in 1990 to 
83% in 2014.71 By 2014, 60 out of 75 countries with a high burden of 
maternal and newborn mortality reported having a policy on home-
based newborn care for mother and baby.72 

Global commitments/partnerships: Much of the decline in neonatal 
mortality occurred before the global community started to prioritize 
newborn health, largely driven by the increasing relative importance 
of deaths in the first month of life. Many governments and partners 
responded to the UN Secretary-General Global Strategy for Women’s 
and Children’s Health in 201073 and its accompanying Every Woman 
Every Child initiative74 as well as to recommendations made by the 
Commission on Information and Accountability30 and the UN Commission 
on Life-Saving Commodities for Women and Children.75 The global 
movement Committing to Child Survival: A Promise Renewed was 
initiated in 201252 and the global Every Newborn Action Plan (ENAP) 
was published in 2014.76

Non-health sector determinants: Other factors that have contributed to 
improved newborn survival include better water and sanitation, maternal 
education, poverty reduction, social protection (including conditional 
and unconditional cash transfers), policies and legislation to create a 
conducive environment and mitigate risks (e.g. maternity protection, 
restrictions on marketing of breast-milk substitutes) and urbanisation 
in so far as this leads to better access to quality health services.77

 Figure 4.13 
Global cause-specific risks of neonatal deaths, 2000–20154

20 —

15 —

10 —

25 —

Ne
on

at
al

 d
ea

th
s 

pe
r 1

00
0 

liv
e 

bi
rth

s

 Tetanus    Pneumonia    Congenital anamolies    Other conditions    
 Sepsis and other infections    Birth asphyxia    Prematurity

l
2000

l
2003

l
2006

l
2009

l
2010

35 —

5 —

l
2015

l
2012

30 —

0 —

Figure 4.14 
Current neonatal mortality rate (NMR) and skilled birth attendance coverage in 
selected countriesa, 15,63
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CHALLENGES
Scaling up effective interventions: Low coverage and poor quality 
maternal and neonatal health care account for high rates of newborn 
mortality (Figure 4.15) as well as maternal mortality and intrapartum 
stillbirths.52,76 Interventions with the greatest bottlenecks to scaling 
up are those related to the prevention and management of preterm 
births, inpatient supportive care of ill and small newborn babies, the 
management of severe infections, and kangaroo mother care.78 It has 
been estimated that almost 3 million maternal and newborn deaths 
and preventable stillbirths could be averted by 2025 for US$ 1.15 
per person in the 75 worst affected countries if coverage levels of 
essential interventions around the time of childbirth and for small and 
sick babies would improve.70

Strengthening weak health systems: System constraints to scaling up 
effective intervention packages are found in all high-burden countries, 
particularly for health workforce, finance and service delivery for 
newborn health.78 Many high-burden countries face serious shortages 
in midwifery personnel, depriving women and newborns of essential 
care when they need it most.79 

Overcoming inadequate postnatal care: Less than half of women 
and their newborn babies receive postnatal care within the first two 
days after birth.80 Postnatal care is particularly important for reducing 
newborn mortality that occurs on the first day of life, but care during 
the first weeks postpartum also has an impact on maternal and 
newborn health.81 

Reducing inequity: Inequitable access to quality health care continues to 
be prominent, due to geographical barriers, financial barriers or cultural 
barriers. Inequalities in access to essential newborn interventions 
remains pervasive even in countries where use of antenatal, child 
birth and postnatal care services is increasing. 

Making every child count: Progress cannot be monitored without basic 
data collection. Only 59% of infants younger than 12 months have 
their births registered, with around 33% registered in south Asia and 
sub-Saharan Africa.52

STRATEGIC PRIORITIES
The SDGs include a specific target for newborns: by 2030, achieve 
national NMRs of less than 12 deaths per 1000 live births. ENAP also 
includes a target on stillbirth: a reduction of the stillbirth rate to 12 
deaths per 1000 total births. ENAP provides strategic directions on how 
to address the burden of preventable newborn mortality, highlighting 
that such investment will generate a triple return on investment, 
and also prevent maternal mortality and stillbirths. The main ENAP 
strategic objectives are: 

• Strengthen and invest in care during labour, childbirth and the first 
day and week of life. 

• Improve the quality of maternal and newborn care by introducing 
high-quality care with high-impact, cost-effective interventions for 
mother and baby together – in most cases, by the same health 
providers at the same time. 

• Reach every woman and every newborn to reduce inequities, notably 
through the introduction of financing based on prepayment and 
pooling as the basis for UHC.

• Harness the power of parents, families and communities. Evidence 
has shown the power of engaged community leaders, women’s 
groups and community workers in turning the tide for better health 
outcomes for newborns. 

• Count every newborn. There is an urgent need to improve health 
metrics globally and nationally, especially for birth outcomes and 
quality of care. Every newborn needs to be registered and newborn 
deaths need to be counted. Counting every maternal death and 
stillbirth is of equal importance.

Figure 4.15 
Neonatal mortality rate (NMR), 201515
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CHILD HEALTH
An estimated 5.9 million children under five will die in 2015.15 While still unacceptably high, this represents 
more than a halving of the global child mortality rate in 1990. The vast majority of deaths occurs in less 
developed countries and are caused by infectious diseases, aggravated by poor nutrition, and manageable 
conditions around birth. Cost-effective, life-saving interventions exist and need to scale up further.

ACHIEVEMENTS 
Globally, the U5MR has declined only from 91 to 43 per 1000 live 
births, that is, by 53% since 1990, and will thus fall short of the MDG 
target of a two thirds reduction. However, many countries have made 
tremendous progress, and 62 have achieved MDG 4, including several 
low-income countries (Figure 4.16). Progress was two times faster 
since 2000 than during the 1990s.15

From 2000 to 2015, the decline in child mortality has been driven 
by reductions in deaths due to pneumonia (47%), diarrhoea (57%), 
malaria (58%) and intrapartum-related complications (38%), and a 
dramatic decline in measles deaths of over 75%.4 

Figure 4.16 
Country progress towards MDG 4, relative decline in under-five mortality rate, 1990–201515 

<50% reduction

50–66.6% reduction

Achieved MDG 4

Data not available

Not applicable 0 1700 3400850 Kilometres

<50% reduction

50–66.6% reduction

Achieved MDG 4

Data not available

Not applicable 0 1700 3400850 Kilometres

MAIN SUCCESS FACTORS 
Immunizations: Since 2000, global coverage of several immunizations 
has increased, some rapidly (Figure 4.17). In the same period, coverage 
of the Hib3 vaccine, which protects against meningitis and pneumonia, 
has leapt to over 50%, and in the past five years vaccines against 
pneumococcal disease (PCV3) and diarrhoea (rotavirus) have been 
introduced.71 Efforts to eradicate polio have also resulted in an increase 
in immunization coverage (see subsequent section).

Coverage of other high impact interventions: Among the 75 countries 
with the highest burden of child mortality, there have been significant 
increases since the 1990s in the proportion of children sleeping under 
ITN, receiving treatment with recommended antimalarials and, to a 

lesser extent, treatment of children with diarrhoea and suspected 
pneumonia.25 Apart from south Asia and sub-Saharan Africa, deaths 
attributable to vitamin A deficiency have almost been eliminated.82

Reductions in undernutrition: Prevalence of underweight children 
is projected to decline by 44% between 1990 and 2015,5 a critical 
achievement as 45% of under-five deaths are linked to malnutrition.

Global Strategy 2.0 and related initiatives: Child survival has been a 
priority in the support given by UN agencies, especially UNICEF, bilateral 
donors, civil society organizations and WHO. Since 2010, following the 
launch of the UN Global Strategy for Women’s and Children’s Health 
2010–2015, many more initiatives have emerged and many countries 
have accelerated action since. Examples of global initiatives for 
children include the Child Survival Call to Action, the UN Commission 
on Life-Saving Commodities for Women and Children and the Global 
Action Plan for Pneumonia and Diarrhoea. 

Non-health sector determinants: Major progress was made in key 
determinants of child survival including reductions in extreme poverty,19 
increased primary school net enrolment for both girls and boys19 and 
improved access to improved water and sanitation.83 

Data and monitoring: U5MR is arguably the most consistently well-
measured health outcome in developing countries, especially through 
household surveys, which has allowed for monitoring progress 
towards MDG 4.

MAIN SUCCESS FACTORS cont.
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CHALLENGES
Leaving no country behind: Deaths of children under five are increasingly 
concentrated in the African Region, where nearly half of all under-five 
deaths occurred in 2015, despite only having one quarter of global live 
births. Fragile states are a particularly great challenge. 

Strengthening weak health systems: Major obstacles to UHC for child 
health interventions include: limited access and poor quality of health 
services; suboptimal programme management; poor procurement 
and supply chain management systems; inadequately prepared and 
supported health workforce with service provider shortages; and 
failure to convert national policies into actions.84

Renewing momentum for preventive and treatment interventions: 
There has been only modest progress in increasing rates of exclusive 
breastfeeding, appropriate care-seeking for signs of pneumonia and oral 
rehydration therapy for diarrhoea.25 Coverage rates of new vaccines are 
below 50% and rates of increase in the coverage of well-established 
vaccines have waned since 2010 (Figure 4.17). 

Addressing NCDs and injuries: Globally, more than one in four deaths 
in children age 1–59 months are now caused by non-infectious 
conditions.4 Childhood obesity is increasing, particularly in urban 
settings. In 2015, over 41 million children under five were overweight, 
with five out of six of them living in developing countries (Figure 4.18).5 
Overweight and obese children are likely to stay overweight and obese 
into adulthood and are more likely to develop NCDs such as diabetes 
and cardiovascular diseases at younger ages. Addressing common 
causes of fatal injuries in children, especially those age five to nine, 
requires action to reduce road traffic injuries, drowning and burns.

Addressing child development: An estimated 200 million children 
are at risk of not reaching their full development potential because 
of undernutrition and poverty. Investing in early child development as 
part of interventions that promote survival is essential.

Reducing inequality: Children are at greater risk of dying before age five 
if they are born in rural areas, poor households or to mothers denied 
basic education. While there has been a reduction in the difference 
in U5MR between the rich and the poor in most regions since 1990, 
disparities still remain, with regions having around a 1.5–2.5 times 
higher U5MR among the poor as compared to the rich.52 

Figure 4.17 
Global coverage of key immunizations to protect children, 1990–201471
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Figure 4.18 
Number of overweight children under five by WHO region,a 1990 and 20155
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STRATEGIC PRIORITIES
There is a specific SDG target for child mortality reduction, which 
includes the target that every country should reduce its U5MR to 25 
per 1000 live births or fewer by 2030, set a few years earlier as part 
of the movement Committing to Child Survival: A Promise Renewed.52 
Specific plans such as the Global Action Plan for Pneumonia and 
Diarrhoea propose concrete operational targets in immunization, 
nutrition and water and sanitation with the aim of averting 2 million 
child deaths every year.85 

Strategic directions for the post-2015 child health agenda include:

• Strengthen and invest in health system service delivery to ensure 
access to integrated packages of child health interventions through 
an optimal mixture of community and facility-based care. 

• Promote coordinated and integrated actions to improve infant and 
young child feeding and nutrition, access to safe drinking-water 
and sanitation, handwashing with soap, reduction in indoor air 
pollution, immunization, malaria and HIV prevention, and treatment 
of malaria, pneumonia and diarrhoea.

• Improve quality of care at all levels of service provision, supported 
by appropriate managerial responses at subnational and national 
levels. 

• Promote equity and reduce inequities through multidimensional 
approaches such as conditional cash transfers, voucher schemes, 
microcredit, outreach services and/or targeted community health 
services to ensure UHC.

• Identify and address emerging priorities of congenital anomalies, 
injuries and NCDs, including for children age five to nine years.

• Foster intersectoral collaboration of health, education, local 
government and other sectors.
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POLIO
Poliomyelitis (polio) is a highly infectious viral disease, which mainly affects young children. One in 200 
infections leads to irreversible paralysis (usually in the legs), and 5–10% of those paralysed die. There 
is no cure for polio. It can only be prevented. Polio vaccine, given multiple times, can protect a child for 
life. If enough people in a community are immunized, then the virus will be deprived of susceptible hosts 
and will die out. High levels of vaccination coverage must be maintained to stop transmission and prevent 
outbreaks occurring.

TRENDS 
Since 1988, the number of polio cases has decreased by over 99% 
from an estimated 350 000 cases in more than 125 endemic countries 
to fewer than 2000 cases in 2005, and 359 in 2014 (Figure 4.19). In 
the first nine months of 2015 there have been 44 cases in Afghanistan 
and Pakistan. However, the risk of international spread from endemic 
areas into polio-free areas remains high, as was demonstrated in 2014 
with 19 cases in non-endemic countries. The extinction of infection 
with type 2 wild-type poliovirus, one of the three wild viruses, was 
proclaimed globally in 2000 and proved that eradication was possible. 
Nigeria was declared polio-free in September 2015.

In 1994, the Region of the Americas was the first to be certified polio-
free (all types), followed by the Western Pacific Region in 2000 and the 
European Region in June 2002. On 27 March 2014, the South-East 
Asia Region was certified polio-free, meaning that transmission of wild 
poliovirus has been interrupted in this bloc of 11 countries stretching 
from India to Indonesia. This achievement marks a significant leap 
forward in global eradication, with 80% of the world’s population now 
living in certified polio-free regions. This is testament to the success 
of vaccination efforts. Vaccination coverage with three doses of polio 
vaccine has increased during the same period in all regions of the 
world (Figure 4.20).

Figure 4.19 
Number of wild poliovirus cases, 2000–201486
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POSITIVE DEVELOPMENTS
Technology: The development of effective vaccines to prevent 
paralytic polio was one of the major medical breakthroughs of the 
20th century. Research and development efforts have continued and, 
with the development and evaluation of bivalent oral polio vaccine in 
2009, there now is an armoury of five different vaccines to stop polio 
transmission, including four oral and one inactivated polio vaccine 
given by injection.

Partnership: Inspired by the success of global smallpox eradication, 
in 1988, the Forty-first World Health Assembly adopted a resolution 
for the worldwide eradication of polio by 2000. It marked the launch 
of the Global Polio Eradication Initiative, spearheaded by national 
governments, WHO, Rotary International, the United States Centers 
for Disease Control and Prevention (CDC), UNICEF, and supported by 
key partners including the Bill & Melinda Gates Foundation.
 
Funding: The Global Polio Eradication Initiative has become one of 
the largest global public health programmes, and has succeeded in 
mobilizing significant funding for polio eradication, through coordinated 
advocacy over a prolonged period of time. As a result, the programme 
benefits from a mix of funding that includes domestic resources, donor 
government funding, business and philanthropy. External funding for 
104 countries in 2005–2012 hovered between US$ 1.5–2.0 billion 
per year. The economic benefits of polio, however, greatly outweigh 
these investments.88

Effective immunization strategy: The key components of the strategy 
are a standardized, real-time surveillance and response capacity, 
routine immunization of infants with polio vaccine, supplemental 
national or regional immunization campaigns based on detailed 
mapping of communities and rapid response to disease outbreaks. 
The partnership has mobilized and trained millions of volunteers, social 
mobilizers and health workers to implement this strategy, and used 
this same infrastructure to bring other health interventions such as 
vitamin A to underserved communities. 

CHALLENGES
Endemic countries: Polio remains endemic in two countries: Afghanistan 
and Pakistan. In 2014, all cases of paralytic polio due to wild poliovirus 
were caused by wild poliovirus type 1 and most (85%) of them occurred 
in Pakistan. In Afghanistan, the reported cases were primarily a result 
of cross-border importation, although transmission of an indigenous 
wild poliovirus continued in the southern region.

Imported polio cases: Until poliovirus transmission is interrupted in 
the all countries, all remain at risk of importation of polio, especially 
in countries affected by conflict where immunization services falter. In 
2014, seven countries reported polio cases associated with imported 
wild poliovirus, including Iraq, Somalia and the Syrian Arab Republic. 
Countries, and regions such as the Middle East, in close proximity to 
endemic countries and with deteriorating immunization systems, are 
at particularly high risk.48

Disasters, emergencies and conflict: Most of the remaining pockets of 
polio are in conflict-affected countries. Persisting reservoirs of naturally 
occurring (wild-type) polio have proven stubbornly resistant to control 
in Afghanistan and Pakistan in large measure due to continuing conflict.

Local resistance: Suspicion and mistrust in some communities have 
hindered progress towards universal immunization. This has occurred 
in Afghanistan and Pakistan as well as in Nigeria, where a poor 
public health infrastructure and, until recently, a lack of political will 
has resulted in very low routine immunization rates and ineffective 
supplemental immunization activities.89 

Vaccine-derived polio: A further challenge has been the emergence of 
vaccine-derived polioviruses, genetically unstable viruses that revert 
towards the profile of the virulent parent strain as they circulate for 
extended periods in a population with low immunity levels. As wild 
poliovirus is eventually stopped, the risks of oral polio vaccine will 
start to outweigh its benefits, due to the threat of vaccine-derived 
poliovirus. A coordinated switch in type of vaccine will be necessary.90,91

STRATEGIC PRIORITIES
Polio eradication is one of the earliest globally agreed health goals, and 
was subsumed under the general child health and immunization goal in 
the MDGs. Even though polio eradication is not explicitly mentioned in 
the health SDG, there are implicit linkages to the health SDG, including 
Target 3.b on access to vaccines, Target 3.d on implementation of 
the IHR and Target 3.8 on universal access to health services and 
vaccines. SDG 16 on promoting peaceful and inclusive societies is 
highly relevant for polio eradication.

Recognizing both the epidemiological opportunity and the significant 
risks of potential failure, a new Polio Eradication and Endgame 
Strategic Plan 2013–2018 has been developed, in consultation with 
polio-affected countries, stakeholders, donors, partners and national 
and international advisory bodies.92 It is the first plan to eradicate all 
types of polio disease simultaneously – both due to wild poliovirus 
and due to vaccine-derived polioviruses.

Successful polio eradication is potentially an early milestone for the 
SDGs, if political and financial commitment is maintained. Lessons 
learnt from the polio eradication programme can also play an important 
role in the implementation the SDGs. Some of the lessons include 
the establishment of real-time surveillance and data analysis, with 
a laboratory network that spans 145 countries, the importance of 
establishing accountability mechanisms in countries with weak health 
systems, and specific strategies for accessing children in conflict areas.46
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UNDERNUTRITION
Of the three key undernutrition measures – underweight (defined as inadequate weight for age), stunting 
(defined as inadequate length/height for age) and wasting (low weight for height)93 – stunting best reflects 
the cumulative effects of child undernutrition and infection during the critical 1000-day period covering 
pregnancy and the first two years of a child’s life. An estimated one in four children (23.2%), or 156 million 
children, is affected by stunting globally in 2015, and is exposed to risks that include diminished cognitive 
and physical development.5 An estimated 93 million children under five (one in seven children globally) 
suffer from the negative effects of underweight,5 and 45% of child deaths is linked to undernutrition.

ACHIEVEMENTS 
Between 1990 and 2015, the prevalence of underweight declined 
from 25% to 14% (Figure 4.21), a 44% reduction that falls slightly 
short of the MDG 1 target of halving the prevalence of underweight. 
All regions have experienced a decline in the prevalence of stunting 
among children, however, due to population growth, in the African 
Region the number of children affected by stunting increased by 28% 
between 1990 and 2015.5

Modest progress has been made in reducing maternal anaemia, which 
has dropped from 33% to 29% in non-pregnant women, and from 43% 
to 38% in pregnant women between 1995 and 2011.49 

In 1990, 28% of infants younger than six months was exclusively 
breastfed compared to an estimated 34% in 2010. During this time 
period, 25 countries recorded gains of 20% or more in exclusive 
breastfeeding rates.94

SUCCESS FACTORS
Economic development: Increases in household income have improved 
the ability of families to obtain increased quantities and greater variety 
of foods for infants and young children.37

Ancillary health programmes: Child illness has an important effect on 
the growth of children. Nutritional status has benefited from progress in 
the widespread delivery of related public health programmes, including 
malaria control, treatment of diarrhoea and pneumonia, immunization 
of children, deworming, water and sanitation, female education, and 
delayed umbilical cord clamping.

Enabling environment: Policies guided by the WHO UNICEF Global Strategy 
for Infant and Young Child Feeding, including national legislation on the 
International Code of Marketing of Breast-milk Substitutes, maternity 
protection for working women, and standards for maternity facilities 
have been implemented to remove barriers to breastfeeding.95

Service delivery: Community-based programmes to address acute 
malnutrition and vitamin and mineral supplementation have directly 
improved nutritional status. Increased capacity of health providers and 
community workers in providing counselling has given caregivers the 
skills they need to improve infant and young child feeding practices.6
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Figure 4.21 
Proportion of underweight children under five by WHO region,a 1990 and 20155
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Figure 4.23 
Stunting prevalence in children under five in low- and middle-income countries,a 
by multiple dimensions of inequality, 2005–201323 
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CHALLENGES
Stunting in Africa and India: Post-2015, efforts will need to focus on 
reducing the number of stunted children, with particular emphasis 
on India and the African Region (Figure 4.22).

Underweight: While the MDG for underweight was nearly met, there is 
still work to be done. The South-East Asia Region and African Region 
combined account for an estimated 84% of the global burden of 
underweight children under five. The percentage of babies with low 
birth weight varies widely from an average of 28% in south Asia to 
only 6% east Asia and the Pacific.97

Maternal anaemia: Progress has been made in reducing maternal 
anaemia, but most countries still have anaemia as a moderate or 
severe public health problem.98 New and innovative strategies will be 
needed to effectively reduce anaemia to acceptable levels.

Wasting: Wasting is a strong predictor of mortality among children 
under five,99 and is usually the result of acute significant food shortage 
and/or disease. Rates of severe wasting remain unacceptably high in 
the South-East Asia Region (4.3%), the Eastern Mediterranean Region 
(3.8%) and the African Region (3.3%).5

Inequity in child undernutrition: Prevalence of undernutrition is higher 
in disadvantaged children (Figure 4.23). In half of 77 low- and middle-
income countries the absolute difference in stunting prevalence between 
richest and poorest quintiles was 18 percentage points or more.23

Inadequate implementation: Only a small minority of countries have 
fully implemented the International Code of Marketing of Breast-milk 
Substitutes or fully comply with the ILO Convention 183 on maternity 
protection.100

Inadequate resources: While new resources have been mobilized to 
address stunting in high-burden countries, other forms of malnutrition, 
including obesity, micronutrient deficiencies, breastfeeding and 
appropriate complementary feeding have not received the attention 
they deserve.

STRATEGY FOR THE SDGs
SDG Target 2.2 aims to end all forms of malnutrition by 2030, as part of 
the goal to “end hunger, achieve food security and improved nutrition 
and promote sustainable agriculture”. This approach recognizes the 
global dimension of the nutrition issue, as practically no country is 
exempt from malnutrition. The 2012 World Health Assembly endorsed 
six global nutrition targets for 2025:60

• achieve a 40% reduction in the number of children under five who 
are stunted;

• achieve a 50% reduction of anaemia in women of reproductive 
age;

• achieve a 30% reduction in low birth weight;
• ensure that there is no increase in childhood overweight; 
• increase the rate of exclusive breastfeeding in the first six months 

up to at least 50%;
• reduce and maintain childhood wasting to less than 5%.

Key strategies to achieve these targets have been identified in the World 
Health Assembly Comprehensive implementation plan on Maternal, 
Infant and Young Child Nutrition and the Framework for Action.101 
They include a range of interventions such as scale-up coverage of 
programmes that promote healthy, diversified diets, including high-
quality, nutrient-rich foods in the complementary feeding period (6–23 
months), improvement of micronutrient intake through food fortification, 
including of complementary foods, and use of supplements and use 
of multiple channels for messaging and counselling on optimal infant 
and young child nutrition. 

Figure 4.22 
Prevalence of stunting in children under five96 
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ADOLESCENT HEALTH
A focus on the adolescent phase of the life course is crucial for building a solid foundation for the SDGs. 
Today’s adolescents will be 2030 policy and decision-makers. Adolescents8 are exposed to a range of risks 
and suffer from a variety of illnesses, the most significant being unipolar depressive disorder, road injury, 
iron deficiency anaemia, HIV/AIDS and self-harm.9 While mortality rates are low compared to other age 
groups, most causes of death among adolescents are preventable. Importantly, many health behaviours 
that are adopted during adolescence can have lasting impacts on health through the life course.

TRENDS 
Adolescent mortality rates declined between 2000 and 2012, with the 
number of global deaths falling from 1.5 million to 1.3 million.9 The 
adolescent birth rate (births to those age 15–19) declined by about 
30% between 1990–1995 and 2010–2015 (Figure 4.24). The declines 
were greatest in lower-middle-income countries (44%).102 

In 2014 over 1.6 million adolescents in the African Region were living 
with HIV/AIDS, which has become a leading cause of death among 
adolescents globally.9,103

POSITIVE DEVELOPMENTS 
Increased policy focus in countries: Among the national health policy 
documents from 109 countries retrieved in 2013 from the WHO 
Country Planning Cycle Database, 84% of the policies included some 
attention to adolescents.

Global advocacy: The new UN Every Woman Every Child Global 
Strategy 2015–2020 includes adolescent health and, in 2012, the UN 
Secretary-General called for the development of a UN system-wide 
Action Plan on Youth (Youth-SWAP) to enhance the coherence and 
synergy of UN system-wide activities in key areas related to youth 
development, including health. 

Improved coverage of interventions: Across countries with available 
data, there has been a steady increase in young women’s use of modern 
contraceptive methods over the past two decades.104 In eastern and 
southern Africa, where the HIV burden is high, the percentage of girls 
and boys who was sexually active before age 15 declined, and rates 
of condom use among girls increased from 22% to 33%.103 

Benefits from childhood interventions: The increase in the immunization 
coverage with measles vaccine in childhood translated into health 
gains for adolescents, which reiterates the importance of the life 
course approach to policies and interventions.

Education: Rates of enrolment in secondary school have increased 
globally since 1990. For example, in 2000, the out-of-school population 
of children of lower secondary school age was 97 million, compared 
to 63 million by 2012,20 despite an absolute increase in the population 
in this age range. 
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Figure 4.24 
Adolescent birth rates by country income group, 1990–2015102
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Global top 10 causes of death among adolescents by sex, 20121
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CHALLENGES
Spurring action in countries: Major causes of deaths and ill-health 
in adolescents, such as mental health, substance use and nutrition 
related disorders, do not get sufficient attention in national health 
policies. Among the national health policy documents from 109 
countries, only approximately one third address tobacco and alcohol 
use among adolescents, and only one quarter address mental health.

Reducing road traffic injuries: The leading cause of death among 
adolescents is road traffic injuries (Figure 4.25), which will become 
an even greater problem as rates of vehicle ownership increase in 
the future, particularly in developing countries.

Treating mental illness: Suicide is estimated to be the number one 
cause of death among women age 15–19, and depression is the 
leading cause of illness and disability in adolescence. In any given 
year, 10–20% of adolescents will experience a mental health problem, 
most commonly depression or anxiety.105

Improving nutrition and physical activity: Many boys and girls in 
developing countries enter adolescence undernourished. The number 
of adolescents who are overweight or obese is increasing in both low- 
and high-income countries. Available survey data indicate that fewer 
than one in every four adolescents meets the recommended guidelines 
for physical activity. Anaemia resulting from a lack of iron affects girls 
and boys, and is the third cause of years lost to death and disability.9 

Ensuring sexual and reproductive health services and rights: There are 
considerable barriers to access to health services due to mandatory third 
party authorization, and barriers to implementation of comprehensive 
sexuality education.106 Early marriage of an estimated 39 000 adolescent 
girls every day often deprives them of their education, health and 
long-term prospects.107 An estimated 33 million women age 15–24 
have an unmet need for family planning in 61 countries.104 Globally, 
some 30% of girls age 15–19 who are cohabiting have experienced 
violence by a partner.9 Although the overall number of HIV-related 
deaths is down 30% since the peak eight years ago, estimates 
suggest that adolescents are the only population group in which HIV 
deaths are rising.105

Confronting adolescent male mortality: In the Region of the Americas, 
the adolescent mortality rate for males has been stagnant since 

STRATEGIC PRIORITIES
The 2030 SDG declaration mentions adolescents or youth in several 
instances as a vulnerable population. The targets include a few specific 
targets for youth, mostly on employment, but several targets that, if 
met, will substantially improve adolescent health. In addition to disease-
specific interventions, such as increasing access to male circumcision 
and HPV vaccination, structural, environmental and social changes 
are required. These include infrastructure changes to improve road 
safety, greater alcohol and tobacco taxation, and increased access to 
education. In addition, actions to create adolescent-responsive health 
systems are necessary, such as  facilitation of the adoption of health 
promoting and protecting policies that prevent exposure to harms and 
enable adolescents to adopt healthy lifestyles and  strengthening of the 
capacity of primary and referral-level facilities to deliver adolescent 
responsive services.

2000, where one out of every three deaths among boys age 15–19 
is due to interpersonal violence. The rate among those age 15–19 in 
the Eastern Mediterranean Region has increased since 2000 due to 
war-related deaths.9

Increasing monitoring: Although one in six people in the world is an 
adolescent, adolescent health is monitored poorly compared to many 
other age groups.

Improving equity: Adolescents have decreased rates of access to family 
planning services compared to older age groups. For example, based 
on survey data from 49 low- and middle-income countries, median 
coverage of demand for family planning satisfied with modern and 
traditional contraceptives is 1.5 times higher in women age 20–49 
(66%) than in adolescents age 15–19 (42%).16

Removing barriers to care: Adolescents often find health services 
unacceptable because of perceived lack of respect, confidentiality 
and fear of stigma or discrimination. For adolescents responding to 
a WHO global consultation, cost and poor access were the top two 
reasons preventing them from using health services.9

CHALLENGES cont.
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ACHIEVEMENTS 
Globally, contraceptive prevalence with any method rose from 55% 
in 1990 to 63% in 2010, with 58% of married women of reproductive 
age projected to be using a modern method by 2015 (Figure 4.26). 
The increase was primarily due to a 10 percentage point increase 
in developing countries. The unmet need for contraception with a 
modern method fell from 32% in 1990 to 24% in 2010, driven by 
decreases in developing countries. For women in the African Region, 
the met demand for family planning with a modern method jumped 
by 85% between 1990 and 2010 and is projected to have more than 
doubled by 2015.21

As a result, between 1995 and 2012, rates of unintended pregnancy 
fell from 69 per 1000 women to 53 per 1000 women.22

Primary infertility (non-voluntary childlessness) significantly has 
declined since 1990 in sub-Saharan Africa, where it is most common 
and in south Asia, although there was little change in other regions 
between 1990 and 2010.108 
 
Globally, one in four young women in 2014 was married in childhood 
versus one in three in the early 1980s.11 The proportion of young 
women who entered into marriage before age 15 declined from 12% 
to 8% between the early 1980s and 2014.11 

SEXUAL AND REPRODUCTIVE HEALTH 
AND RIGHTS
The MDG 5.B target for sexual and reproductive health and rights that sought to “achieve universal 
access to reproductive health” was added in 2007. This target covers a wide range of health issues, from 
contraception to FGM, which makes it difficult to agree on a manageable set of appropriate indicators for 
the target. In the SDG, the sexual and reproductive rights are included in the gender goal.

POSITIVE DEVELOPMENTS
Policies and legislation: In the past five years, 77% of country 
governments implemented concrete measures to increase women’s 
access to comprehensive sexual and reproductive health services, 
regardless of marital status and age.109 FGM gained recognition as a 
human rights violation and in the 29 countries that practise FGM, at 
least 24 have enacted anti-FGM laws or decrees.42 Between 1975 and 
2010, 119 countries enacted 260 changes in legislation to address 
intimate partner violence, 95% of these changes enacted since 1995.110

Global and country-level commitments: Notable commitments include 
the International Conference on Population and Development Programme 
of Action, which was adopted by 179 countries in 1994 and focuses 
on sexual and reproductive health and rights.34 Over 30 country 
governments have committed to achieving Family Planning 2020 
(FP2020), with 120 million new users of contraceptives by 2020, and 
donors provided US$ 1.3 billion dollars for family planning in 2013.111

Investments in education: Several high-quality interventions have 
demonstrated a link between investing in education and decreases 
in early marriage and early pregnancy.38 More than half of countries 
and areas worldwide have achieved or nearly achieved universal 
primary education.40 

Figure 4.26 
Trends in contraceptive prevalence and met need for family planning by WHO region, 1990–201521 
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CHALLENGES
Ending child marriage: Despite progress, of the world’s 1.1 billion 
girls, 22 million are already married and hundreds of millions more 
are at risk, and the number will only grow as populations increase.11 

Eradicating FGM: Annually, more than 3 million girls are potentially at 
risk of FGM in Africa.51 The available evidence suggests only a modest 
decline in prevalence of FGM from the mid-1990s to the present.112

Stopping intimate partner violence: 30% of “ever partnered” women 
experience physical or sexual intimate partner violence in their lifetimes. 
The highest rates are in the South-East Asia Region (38%) and the 
African Region (37%), but reports by women from all regions indicate 
that it is a common behaviour.12 

Halting sexually transmitted infections: The incidence of sexually 
transmitted infections remains high for many pathogens and coverage 
is still inadequate for several interventions (see Chapter 5). 

Making abortion safe: In 2008, roughly half of the estimated 43.8 
million induced abortions that occurred globally were unsafe, with the 
majority of them occurring in developing countries.113 Induced abortion 
rates were between 20 and 40 per 1000 women of reproductive age 
in regions with legal restrictions on induced abortion. Around 8% of 
maternal deaths are due to abortion.3

STRATEGIC PRIORITIES
The SDGs include a specific target on ensuring universal access to 
sexual and reproductive health-care services as part of the health goal, 
and several targets on sexual and reproductive rights are included 
under the gender goal. All components of sexual and reproductive 
health such as family planning, prevention of unsafe abortion, 
eliminating harmful practices such as female genital mutilation, 
addressing violence against women, and ensuring access to sexual 
and reproductive health services by all who need them, including 
adolescents, are being addressed within the new Global Strategy 
for Women’s, Children’s and Adolescents’ Health launched by the 
Secretary-General in September 2015. 

Several World Health Assembly resolutions have addressed some of 
these issues including the Global Reproductive Health Strategy.114 
Global campaigns and action plans have been developed and are 
in place to address variety of sexual and reproductive health issues 
supporting the implementation of the Global Reproductive Health 
Strategy, such as Family Planning 2020, a global initiative aiming to 
accelerate meeting unmet needs in contraception,115 a Global Health 
Sector Strategy for Sexually Transmitted Infections,116 and a global 
plan of action to strengthen health system response to interpersonal 
violence, in particular against women and girls, are being prepared. 
Other efforts to address violence against women and girls, including 
female genital mutilation and child marriage, include the UN Secretary-
General UNiTE Campaign to Eliminate Violence against Women117 and 
the UNICEF #ENDviolence against Children campaign.118
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