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Foreword

from the new Director,
Maternal, Newborn, Child and
Adolescent Health (MCA)
I feel greatly privileged to have joined the Department of Maternal,
Newborn, Child and Adolescent Health in September 2015. With our
colleagues in the regional and country offices, and with partners all over
the globe, we address some of the world’s most important health issues.
We support countries to implement programmes for maternal health,
newborn and preterm care, the quality of service delivery and how to
ensure patient safety, integrated management of childhood illness, early
child development, adolescent health, community engagement and new
and emerging threats such as the zikavirus-linked surge in microcephaly
and other neurological syndromes. We have a large research programme
focusing on newborn sepsis, kangaroo mother care, infant feeding, child
survival, early child development and adolescent health. We contribute to
the global monitoring of these problems and the definition of indicators
and guidelines for governments and professionals. Above all we use our convening
power to ensure that these problems benefit from the world’s best minds and from
innovative solutions.
We enjoy magnificent support from our outstanding and committed partners, donors
and foundations, without whom our work would not be possible, and we thank them for
their generosity. The next two years will be pivotal in implementing the UN SecretaryGeneral’s Global Strategy for Women’s, Children’s and Adolescents’ Health (2016–
2030) as part of the switch to Sustainable Development Goals. There is much work to
be done. The new strategy is about surviving, thriving and transforming. We shall need
to be flexible and collaborative, to take risks, and to broaden our programmatic and
research interests. This is a big challenge but we shall ensure that the team, working
with our partners, can take it on.
Dr Anthony Costello
Director Maternal, Newborn, Child and Adolescent Health
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Introduction

The 2014–15 biennium that celebrated the end of the Millennium Development Goals
(MDGs) was a landmark period during which the Department of Maternal, Newborn,
Child and Adolescent Health (MCA) targeted accelerated action in
particular towards MDGs 4 and 5. Major achievements include the
2014–2015 was a
global expansion of the Every Newborn Action Plan and the Global
landmark period
Action Plan for Pneumonia and Diarrhoea, continuous progress
for maternal and
on implementing integrated community case management and
newborn health.
integrated management of childhood illness, a wide-ranging
research agenda that strengthened the evidence base to guide
global policy, multi-country work on quality of care and respect to women during
childbirth, evidence briefs for policymakers, updated estimates of newborn and child
mortality rates, work on HIV prevention and care, including preventing mother-tochild transmission and behaviour change, and technical support to global policymaking, to regions and to countries.
We worked for the post-2015 agenda in line with the Sustainable Development Goals
(SDG)s and their targets as defined by the international community. Building on
prior successes and lessons learned, the Global Strategy for Women’s, Children’s and
Adolescents’ Health (2016–2030)1 was launched in September 2015. We were closely
involved with the development of the new Global Strategy, with the Global Financing
Facility, the RMNCH Trust Fund, the Partnership for Maternal, Newborn, and Child
Health (PMNCH). As part of a coordinated effort to promote adolescent health, we
published the first-ever report State of the World’s Adolescents and prepared, as part
of the global strategy, a Global Accelerated Action for Framework for the Health of
Adolescents (AA-HA) Framework.

1

http://globalstrategy.everywomaneverychild.org/
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I. Advancing maternal,
newborn, child and
adolescent health
Strengthening the evidence base
Research on newborn health
The completed studies we supported on newborn health during the biennium include
evaluating the effect of vitamin A supplementation on infant survival, the first phase
of Better Outcomes of Labour Difficulty (BOLD), a maternal and newborn mortality
and morbidity cohort study, and the research behind the new guidelines on managing
possible serious bacterial infection (PSBI).
n

Three large randomized controlled trials were completed in
We completed six
Ghana, India and the United Republic of Tanzania to evaluate
studies on newborn
the effect of neonatal vitamin A supplementation on infant
health and initiated
survival. A single dose of 50 000 i.u. vitamin A given within
four more to improve
three days of birth was compared with placebo. Overall,
the survival of
neonatal vitamin A supplementation did not improve survival.
preterm babies.
There was a trend towards benefits in the study conducted
in India and towards harm in the studies conducted in Ghana
and the United Republic of Tanzania. MCA coordinated a pooled analysis of ten
studies, current and prior, to better understand the variability in research findings.
The results of the pooled analysis indicate that neonatal vitamin A supplementation
may be beneficial in settings with high rates of maternal vitamin A deficiency and
high mortality in the first half of infancy. In contrast, the intervention had no effect
or may even be harmful in settings with lower rates of maternal deficiency and low
infant mortality. Relevant WHO guidelines will be updated during 2016.

n

The first phase was completed of the BOLD study, which we hope will result in
improvements in monitoring of labour. About 10 000 women in labour in health
facilities in Kenya and Nigeria were carefully monitored and the outcomes recorded;
data are being analysed.

n

A study on maternal and newborn mortality and morbidity cohorts (AMANHI)
was completed, which prospectively followed nearly 300000 pregnancies in South
Asia (Bangladesh, India and Pakistan) and in sub-Saharan Africa (Democratic
Republic of the Congo, Ghana, Kenya,United Republic of Tanzania and Zambia).
Results provide population-based rates of maternal, foetal and neonatal mortality,
their timing and causes, the burden of maternal morbidity and its relationship with
foetal and neonatal outcomes.

n

Community-based clinical trials were completed that evaluated simplified antibiotic
regimens to manage serious infections on an outpatient basis where referral was
not possible. These trials, in Bangladesh, Democratic Republic of the Congo, India,
Kenya, Nigeria and Pakistan enrolled over 10 000 young infants (see page 8 of this
report).
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Four new research studies have been initiated to investigate options for improving the
survival of preterm babies.
A randomized controlled trial will evaluate the efficacy of community-initiated
kangaroo mother care (KMC) in improving newborn survival. If efficacious, this
innovation could expand access to the benefits of kangaroo mother care for
preterm babies born at home or sent home very early from health facilities.

n

A multi-country randomized controlled trial in hospitals aims to evaluate early KMC
in improving survival. If safe and efficacious, this study would open the way to
initiating KMC much earlier than currently recommended.

n

An ongoing large community-randomized controlled trial will evaluate the effective
ness of emollients in improving newborn survival. The trial compares sunflower
seed oil and improved massage practices to standard care practices.

n

A multi-country randomized controlled trial in hospitals is being planned in
Bangladesh, India, Kenya, Nigeria and Pakistan to assess the risks and benefits
of ante
natal corticosteroids when used under the conditions recommended in
recent WHO guidelines. The study aims to resolve the controversy on the use of
antenatal corticosteroids in resource-limited settings after the publication of a
National Institute of Child Health and Human Development (NICHD)-supported
implementation research study suggesting that scale-up of this intervention in lowand middle-income settings resulted in an increase in foetal and neonatal mortality
and in maternal sepsis.

© SC/TANZANIA/KMC/MATAS

n

Research on child health
There was a rejuvenation of child health research in the Department in the biennium,
with the initiation or preparation of several large, multicountry research projects on
diarrhoea, pneumonia and child nutrition. MCA is also investigating interventions to
prevent overweight and obesity, and to improve retention-in-care of HIV-infected
women. In addition, we have published new information on breastfeeding including an
important two-paper Lancet series.
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Improved management of childhood pneumonia: Two projects were started, the first
of which aims to improve guidance on the clinical diagnosis of pneumonia through
a pooled analysis of data from over 35 previously completed studies. The second is
a multi-country cluster-randomized trial to evaluate enhanced integrated community
case management of pneumonia. The “enhancement” includes use of pulse oximetry
by community health workers (CHWs), plus the use of amoxicillin to treat infants
younger than 2 months who present with fast breathing as the only sign of illness. This
trial will be conducted in Bangladesh, Ethiopia, India and Malawi.
Improved management of childhood diarrhoea: Two projects will
The first of these, to determine the optimal dose of zinc, will be
arm randomized- recommended dose with two lower doses.
The second is a multi- country randomized trial to evaluate the
efficacy of antibiotic use in a selected group of children less
than 2 years of age who have severe diarrhoea and are at a
high risk of death. This trial will be conducted in Bangladesh,
India, Kenya, Malawi, Mali, Pakistan and the United Republic of
Tanzania.

soon be initiated.
done as a three-

There was a rejuvenation
of child health research
in MCA in 2014–2015,
with a focus on
pneumonia, diarrhoea
and nutrition.

Optimal linear growth: Funding has been secured for a
study to achieve optimal linear growth in children through
interventions spanning pre-conception up to the age of two years. Interventions will
cover reproductive, maternal and infant health care, nutrition, environment (water,
sanitation and air pollution), social support and child development. It is hypothesized
that interventions are required in all these areas and over all the included periods to
achieve a substantial impact on linear growth. In this three-arm randomized controlled
trial, the first arm will receive all the interventions from pre-conception to the end of
the two-year post-birth period. The second arm will start receiving the interventions
only after pregnancy is identified, while the third arm (control group) will receive
routine care.

Preventing child overweight and obesity: In collaboration with the Canadian
Institutes of Health Research (CIHR), MCA is developing an initiative to examine
interventions to prevent overweight and obesity among children and adolescents and
to reduce the risk factors for non-communicable diseases in later life. The research will
focus on interventions founded on the concept of the Developmental Origins of Health
and Disease.
As part of the initiative, CIHR will establish bilateral funding agreements with the
National Science Foundation of China, the Indian Department of Biotechnology and
the South African Medical Research Council. Research teams in each country will be
jointly led by local and Canadian scientists, and will be jointly funded by the national
research agency and CIHR. Intervention cohorts will be established to examine
interventions that will start pre-conception and continue through pregnancy; children
will be followed up to seven or eight years of age. Other countries in Asia, Central
America and the Western Pacific have indicated their interest to participate. Calls for
letters of interest will be released in each country in early 2016 and a joint protocol
development workshop is planned for later in the year.
Special supplement published in the Journal of AIDS on implementation research:
MCA and the HIV/AIDS Department provide technical support to six implementation
research studies, two each in Malawi, Nigeria and Zimbabwe. The projects examine
interventions to improve retention-in-care of women and mothers living with HIV.
These include approaches to health systems’ management of women attending
facilities, communication strategies to improve follow-up by CHWs and establishing
mothers’ support groups or peer-support by mother mentors. The studies are led by
local research groups and we expect that results will be analysed by the end of 2016.
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Lancet series on breastfeeding: MCA led the
development of a two-paper series that highlights
the impact of breastfeeding on maternal and
child health and its relevance for high-income
countries as well as for low-and middle-income
countries. The first paper presents the global
epidemiology of breastfeeding and summarized
the evidence of the impact of breastfeeding on
maternal and child health. Using the Lives Saved
Tool (LiST), the number of infant and child deaths
avoided if breastfeeding practices improved was
estimated to be 820 000, higher than previously
reported. The paper also highlights the impact
of breastfeeding on long-term outcomes including improved school performance and
reduced obesity.
The second paper provides a historical perspective covering the Innocenti Declaration,
the Convention on the Rights of the Child and the establishment of the Baby-Friendly
Hospital Initiative. It describes evidence on how to improve breastfeeding rates. The
paper contains two new analyses of the size of the breastmilk substitutes market
(US$ 45 billion in 2014 and a projected US$ 70 billion in 2019) and the economic
consequences of not breastfeeding. The paper suggests actions to protect, promote
and support breastfeeding at policy, health system and community levels.
Systematic reviews examine the impact of breastfeeding on maternal and child
health outcomes including mortality, child development, allergy and the risk of noncommunicable diseases such as obesity or cancer. These reviews were published as a
WHO-coordinated special supplement in Acta Paediatrica.3
New research findings on breastfeeding: MCA coordinated the largest analysis to
date of the impact of early initiation of breastfeeding on newborn and infant survival.
Data from about 100 000 mother-infant pairs confirmed that early initiation of
breastfeeding is an important child survival intervention. In addition to increasing
exclusive breastfeeding, early initiation works through other mechanisms, and the
survival benefits continue up to six months of age. Results will be published in Lancet
Global Health.
Improving the quality of paediatric care: results from a four-country initiative4
From 2012 to 2015, MCA supported an initiative to reduce child mortality by improving
the quality of paediatric care in hospitals. Implemented in Angola, Ethiopia, Kyrgyzstan
and Tajikistan, the initiative aimed to: 1) improve the quality of paediatric care in 40
2
3
4

http://journals.lww.com/jaids/toc/2014/11011
http://onlinelibrary.wiley.com/doi/10.1111/apa.2015.104.issue-S467/issuetoc
http://www.who.int/maternal_child_adolescent/documents/paediatric-hospital-care-quality/en/
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The study designs of the six projects were
published in a special supplement of the Journal
of AIDS.2 The supplement also included a
paper considering definitions and methods of
assessing retention-in-care as part of research
and routine monitoring programmes, another
examining how to take context into account when
interpreting research findings, and an outline of an
implementation research programme being led in
parallel by the National Institutes of Health.

selected first-level or district referral hospitals, 2) expand implementation to a national
level by building capacity and by adopting up-to-date national norms and standards
in paediatric care based on the WHO Pocket book for hospital care for children,
3) update key WHO child health guidelines and tools based on experience gained and
4) introduce the concept of paediatric quality of care into basic health training.
The effort was guided by the WHO framework and comprehensive
imple
mentation model for improving quality of care. After baseline
assessments, each participating country developed or updated national
paediatric treatment guidelines and standards of care, and all participating
hospitals introduced emergency triage and treatment. Nearly 1500 health
workers were trained, mentored and supervised, and given key equipment.
Reassessments in 2014 and 2015 showed consistent improvement in
the quality of care and a declining trend in the number of child deaths
in hospital. Practices improved for managing cases of severe diarrhoea,
pneumonia, febrile conditions and severe acute malnutrition, and for
caring for newborns. Overall, the hospitals are now better organized
and provide better care for children. The frequency of unnecessary
hospitalizations and unjustified and painful paediatric procedures was significantly
reduced in both Kyrgyzstan and Tajikistan. The more rational use of medicines, plus
reductions in polypharmacy, unnecessary infusions and injections saved significant
hospital resources. The initiative catalysed the introduction of the concept of quality
improvement (QI) and increased national and partner investments in QI processes.
Countries have now developed long-term plans and budgets for scaling up.
Integrated community case management of childhood illness (iCCM): lessons from
Burkina Faso and Malawi
MCA coordinated a multi-partner effort aiming to reduce child mortality by 25% in
selected districts in Burkina Faso and Malawi. Based on impact modelling using LiST,
the intervention found to have the greatest potential impact in both countries was
iCCM, and plans were developed accordingly. After three years of implementation, an
independent evaluation indicated that under-five mortality had declined in the targeted
districts of Burkina Faso by 6% relative to the comparison districts. In Malawi, the
measured decline over approximately the same period was 30% nationwide.
Nonetheless, the evaluation could not find an association between the scale-up of
iCCM and the reduction of child mortality in either country. In Burkina Faso, there
were significant constraints with regards to access, quality and utilization of community
child health services. In Malawi, despite the rapid scale-up of iCCM in hard-toreach areas nationwide, changes in coverage of care-seeking for childhood illness
at a population level could not be documented, the overall density of iCCM-trained
community health workers remained low, and utilization at the aggregate national level
was estimated to be less than one visit per child per year. The results of the evaluation
are being published in the American Journal of Tropical Medicine, together with a
commentary analysing the factors that might have contributed to these results. The
overall conclusion was to ensure that implementation of iCCM is well embedded in
a functional health system, that supply of services is matched with efforts to raise
awareness and create demand, and that real-time monitoring with use of data is a
critical component of iCCM implementation and scale-up.
Promoting early child development
Global estimates indicate that more than one third of all children worldwide are
exposed to risks to their full development. Stunted growth, for example, affects more
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Improving
paediatric
quality of care
at first-level
referral hospitals
Final Meeting on the
WHO-Russian Federation
Paediatric Quality of Care
Improvement Initiative
Geneva, Switzerland
27–28 July 2015

than 156 million children in the first years of life. Many more grow up in poverty, are
deprived of love because of parental stress or mental illness, or suffer maltreatment
and neglect in the home. Early adverse experiences greatly increase the likelihood of
poor health across the entire life course, including the risk of obesity, cardiovascular
disease and diabetes. Adversities in early childhood also affect social outcomes such
as low educational attainment, economic dependency, increased violence, crime,
substance misuse and depression.
With MCA as the secretariat, a steering committee of global experts is synthesizing
state-of-the-art evidence and preparing a new series of peer-reviewed articles on
early child development (ECD) for release in 2016. This work is intended to stimulate
planning and scale-up of ECD interventions in countries. WHO, UNICEF and other
partners are building capacity for implementing Care for Child Development to lay the
groundwork for this. Promotion of play and communication between a caregiver and
a child, for example, can be integrated into a range of services, including well and sick
child visits. The Department provided technical support for an inter-country workshop
in Kenya, involving teams from eight African countries. A select group of participants
was prepared as master trainers available to facilitate workshops for country teams.
Similar courses are planned for other countries in sub-Sahara Africa, in the Eastern
Mediterranean Region and in Asia.
Defining research priorities on adolescent health
During 2015, the methodology of the Child Health and Nutrition Research Initiative
(CHNRI) was used to establish global research priorities in adolescent health. The
exercise built on earlier work that defined research priorities for adolescent sexual
and reproductive health and HIV, and added eight areas: communicable diseases,
health systems, injuries and violence, management of non-communicable diseases,
mental health, nutrition, physical activity, and substance use. Experts considered
three specific research ideas in more detail. We plan to take forward an evaluation of
the effectiveness of a package of adolescent health service interventions in low- and
middle-income countries, trials of the effectiveness of brief psychological interventions
for common mental health disorders in adolescents (with the Department of Mental
Health and Substance Abuse), and the effectiveness of interventions to improve
adolescent parenting in low-income countries.

Updating guidelines and recommendations
Improving outcomes of preterm birth
Every year, nearly 15 million babies are born before 37 completed weeks of pregnancy.
Complications of preterm birth are the leading cause of death among children under
5 years of age, responsible for nearly one million deaths in 2013. Without appropriate
treatment, those infants who survive complications of preterm birth are at increased
risk of lifelong disability and poor quality of life.
New guidance to improve outcomes of preterm birth recommends interventions that
can be provided to the mother when preterm birth is imminent and to the infant
after birth. Interventions provided to the mother include steroid injections before
birth, antibiotics when her water breaks and magnesium sulfate to prevent future
neurological impairment of the child. Interventions for the baby include KMC and
the use of oxygen and continuous positive airway pressure to provide respiratory
support. The guidelines also specify the conditions under which interventions should
be implemented to ensure that they are safe. For example, recent research shows that
steroids to protect preterm babies can only be safely given where facilities can also
provide round-the-clock special care.
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Managing possible serious bacterial infection (PSBI) in neonates and young infants
when referral is not feasible
Infections, including sepsis and meningitis, are responsible for more than 400 000 of
the world’s annual 2.7 million neonatal deaths; up to 160 000 more neonatal deaths
are attributed to pneumonia. Nearly all deaths of neonates and young infants are in
low- and middle-income countries.
WHO recommends that neonates and young infants (0 to 59
days, henceforth referred to as “young infants”) with infection
be referred to hospital for treatment with a 7- to 10-day course
of benzylpenicillin or ampicillin plus gentamicin. This remains the
standard of care. However, in many resource-limited settings
hospitalization is not accessible, acceptable or affordable to
families, and sick young infants do not get the swift and urgent
treatment that would save their life.

Prompt treatment of
neonates and young
infants having signs of
possible serious bacterial
infection is essential to
reducing mortality and
disability.

To find a solution, WHO and partners supported community-based clinical trials in
Bangladesh, Democratic Republic of the Congo, India, Kenya, Nigeria and Pakistan.
These trials enrolled over 10 000 young infants and evaluated simplified
antibiotic regimens to manage serious infections on an outpatient basis
GUIDELINE
where referral was not possible. Results showed that it is possible for
Managing
possible serious
bacterial infection
CHWs to accurately identify sick young infants with possible serious
in young infants
when referral
bacterial infection. More importantly, a substantial proportion of these
is not feasible
sick young infants were successfully treated by physicians or nurses in
outpatient situations using the simplified antibiotic regimens (Lancet Glob
Heal. 2015; 3: e279–87 and Lancet. 2015; 385: 1767–76).
We have now issued a new WHO/MCA guideline, Managing possible
serious bacterial infection in young infants when referral is not feasible.5
The new guidance has been integrated into the
updated version of Integrated Management
The new guideline is
of Childhood Illness (IMCI) being implemented in resourceintended for use in
constrained settings so we can demonstrate feasibility and
resource-limited settings
gain experience for scale-up. Policy dialogue and orientation
when families do not
meetings held with ministries of health and partners at national
accept or cannot access
and sub-national levels resulted in policy adoption and the
referral care.
establishment of six public-sector early implementation sites; an
additional three will be set up in 2016.
Updating IMPAC Guidelines
A review of new evidence led to a number of revisions in the clinical practice guides
of Integrated Management of Pregnancy and Childbirth (IMPAC), Pregnancy,
Childbirth, Postpartum and Newborn Care (PCPNC) and selected chapters of
Managing Complications in Pregnancy and Childbirth.
Updating recommendations on HIV and infant feeding
WHO previously made a significant shift in recommendations for infant feeding by
HIV-infected mothers, from an individualized approach of counselling HIV-infected
women on feeding options to a public health approach of recommending one single
feeding practice and antiretroviral (ARV) drug uptake. A technical consultation in 2014
considered new evidence and programmatic experience, leading to agreement on two
recommendations and two best practice statements. The updated guideline is under
external review.
5

http://www.who.int/maternal_child_adolescent/documents/bacterial-infection-infants/en/
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Health promotion interventions for maternal and newborn health
Working with individuals, families and communities to improve maternal
and newborn health (MNH) implies incorporating the health promotion
approach set out in the Ottawa and subsequent Charters into relevant
strategies. In 2015 we updated the evidence and recommendations for
selected interventions, including birth preparedness and complication
readiness, male involvement in MNH, maternity waiting homes, and
community participation and mobilization especially through women’s
groups.

WHO

recommendations
on health promotion
interventions
for maternal and
newborn health

2015

The resulting guideline, WHO recommendations on health promotion
interventions for maternal and newborn health,6 summarizes the recom
mendations and the process used to develop them. The document
targets health programme managers from governmental and nongovernmental organizations as well as policy makers who are responsible for designing
maternal, newborn and child health programmes, primarily in low-income settings.
The recommendations will help countries decide whether a specific intervention should
be implemented as part of a broader package for: (i) improving maternal and newborn
health; (ii) improving the care provided within the household by women and families;
(iii) increasing community support for maternal and newborn health; and (iv) increasing
access to, and use of, skilled care during pregnancy, for childbirth and after birth.
Ensuring quality midwifery care for women, newborns and their families
Evidence from a systematic mapping, presented at a consultation
in December 2015, highlighted the socio-cultural, economic and
professional barriers experienced by midwifery personnel in
providing quality, respectful care for women, newborns and their
families. The largest global survey of midwifery personnel to
date (2470 respondents from 93 countries) described the critical
barrier, as experienced by midwifery personnel, as gender inequality. This underlies
a subsequent lack of visibility and opportunities to influence. A systematic review
of interventions led to the identification of practical solutions, including improving
teamwork to overcome institutionalized power structures and poor communication.
The consultation also clarified the differences between midwifery (the care provided,
as defined by the Lancet Midwifery Series 20147), the midwife (International
Confederation of Midwives (ICM) definition8) and the skilled birth attendant (SBA)
(WHO-ICM-FIGO Statement 20049). MCA managed the
process in partnership with the ICM and the White Ribbon
Differences have been
Alliance, with the participation of UNFPA, leading academics
clarified between
and WHO Collaborating Centres in Midwifery from all six
midwifery (the care
regions. The recommendations of the consultation will inform
provided), the midwife
the development of guidance on strengthening midwifery to
and the skilled birth
improve quality of care and a new Global Midwifery Initiative to
attendant.
support implementation of the UN Secretary-General’s Global
Strategy for Women’s, Children’s and Adolescents’ Health
(2016–2030).

The single most
important barrier to
quality midwifery care
is gender inequality.

MCA supported the development of midwifery policy by chairing both the steering
committee for the UNFPA-WHO-ICM State of the World’s Midwifery (SOWMy) Report,
6
7
8

9

http://www.who.int/maternal_child_adolescent/documents/health-promotion-interventions/en/
http://www.thelancet.com/series/midwifery
http://www.internationalmidwives.org/who-we-are/policy-and-practice/icm-international-definitionof-the-midwife
http://www.internationalmidwives.org/who-we-are/policy-and-practice/icm-international-definitionof-the-midwife
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THE STATE OF THE

WORLD’S MIDWIFERY
2014

A UNIVERSAL
PATHWAY.
A WOMAN’S RIGHT
TO HEALTH

REPRODUCTIVE HEALTH

PREGNANCY

launched at the ICM Triennial Congress in Prague, May 2014, and the
Bangladesh SOWMy meeting in Dhaka. These experiences gave greater
visibility to the vital role of midwifery in improving MNH. With support
from all WHO regional offices, MCA also made significant contributions
to the collection and analysis of national data from 73 countries.

In partnership with the authors of the Lancet Midwifery Series and
stakeholders including UNFPA and ICM, MCA helped to develop global
research priorities in the provision of both maternal and newborn health.
We benefited from our strong links with the PMNCH to ensure wide
participation in the scoring of the 30 research priorities identified. The
Department also provided guidance on the methodology, analysed
the data and supported writing a publication for release in early 2016.
Evidence from the Lancet series has been incorporated into the draft standards on
quality care in childbirth developed jointly between MCA and the Department of
Reproductive Health and Research (RHR).
CHILDBIRTH

POSTNATAL

The increased visibility of WHO at regional and global midwifery conferences in 2014–
2015 reflects the value of the formal collaborative agreement with the ICM, as well as
strengthened partnership with UNFPA, JHPIEGO,10 WHO Collaborating Centres and
other stakeholders.
Two new tools to support midwifery care were prepared by MCA during the biennium:
n

The first draft of the Essential childbirth care course, a tool for quality, respectful
care in cases of normal childbirth;

n

An algorithm, a flip chart and a cartoon strip for use by midwives during antenatal
care to promote tobacco cessation in pregnancy with the aim of reducing stillbirths
and increasing birth weight (in collaboration with the Tobacco Free Initiative).

We also worked with RHR in developing the post-natal family planning compendium,
an on-line tool currently being field tested by midwifery personnel.
With UNFPA we supported an evaluation of the SBA strategy in Lao People’s
Demo
cratic Republic, which led to revised national guidelines for midwifery
education, a stronger monitoring plan and a shift in focus from SBAs to midwifery.
A joint WHO-UNFPA review of the Guinea-Bissau midwifery programme resulted in
recommendations to strengthen the Health Education College.
Revised recommendations for pneumonia treatment in health facilities
New recommendations for the treatment of chest indrawing
New recommendations
pneumonia with oral antibiotics led to a revision in the way
for treating pneumonia
pneumonia severity is classified. The new classification includes
will reduce the need
only two categories: 1) “pneumonia” with fast breathing and/
for referral and lead
or chest indrawing, which requires home therapy with oral
to better treatment
amoxicillin and 2) “severe pneumonia”, with any general danger
outcomes.
sign, which requires referral and injectable therapy. At the same
time, dosages of oral amoxicillin for pneumonia treatment at
health facilities were revised to reflect three age bands: 2 months up to 12 months
(4–<10 kg); 12 months up to 3 years (10–<14 kg); 3 years up to 5 years (14–19 kg).
These recommendations will reduce the need for referral, and lead to better treatment
outcomes. National child health programmes are encouraged to incorporate the
new recommen
dations into their existing guidelines for care at health facilities.
The recommendations concerning the use of amoxicillin should also be included in
10
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guidelines for integrated community case management, however dosages and age
bands for treatment of fast breathing pneumonia by CHWs have not changed.
Three derivative documents, a Quick Reference Guide, Policy Implications, and
Evidence Summaries consolidate the new recommendations and the evidence that
supports them, and guide national child health programmes in revising and implemen
ting their guidelines. These documents are available in print and electronic formats in
English and French.11
Updating Emergency Triage, Assessment and Treatment (ETAT)
Rapid triage and appropriate emergency treatment are central to averting numerous
deaths of children during their first 24 hours in hospital. Paediatric ETAT provides the
basis for an adequate process. In light of new evidence, a WHO guideline development
group identified three priority areas of care and specific recommendations needing
updating: 1) detection of hypoxia and use of oxygen therapy, 2) fluid management
of infants and children presenting with impaired circulation and 3) management of
seizures. The revised recommendations are intended for use in low-resource settings
where infants and children are likely to be managed by non-specialists, and will be
used to update ETAT guidelines in 2016.
Developing IMCI recommendations to prevent overweight and obesity among
children and adolescents
The global epidemic of child and adolescent obesity affects all regions, including
countries where undernutrition remains common. To date, IMCI guidelines have not
included reference to overweight or obesity. In response, MCA and the Department
of Nutrition for Health and Development (NHD) identified four areas of care where
recommendations should be developed to guide practices for children presenting to
primary health care facilities:
n
n
n
n

Assessing infants and children;
Care of infants and children with acute or chronic undernutrition;
Care of infants and children who are overweight or obese;
Management of infants and children with a history of low birth weight.

Defining WHO Global standards for quality health care services for adolescents
Setting standards for quality health care services reduces variability and ensures a
minimal required level of quality to protect the rights of adolescent clients. Yet,
evidence from both high- and low-income countries shows that services for adolescents
are highly fragmented, poorly coordinated and uneven in quality.
In 2014, MCA finalized Global Standards for quality health care services for adoles
cents. Development of the document followed a four-stage process: conducting
a needs assessment, defining the global standards and their criteria, holding expert
consultations and assessing the usability of the standards. WHO is working with
the UNFPA East and Southern Africa Regional Office and the International Planned
Parenthood Federation Africa Regional Office on assessing the quality of service
provision to adolescents in 23 countries. This assessment will inform a plan for scaling
up implementation of the global standards.
MCA has also developed tools to accompany use of the standards. An implementation
guide outlines actions to be taken at national, district and local levels. Tools to measure
quality and coverage enable countries to measure progress against standards and
inform actions.
11

http://www.who.int/maternal_child_adolescent/documents/child-pneumonia-treatment/en
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Quality measurement tools: Adolescent client exit interview tool, Health facility management
interview tool, Observation tool and checklist for facility inventory, Client-provider interaction
observation, Health-care provider interview tool, Support staff interview tool, Adult client exit
interview tool.
Coverage measurement tools: Community member interview tool, Adolescent in the community
interview tool.

The global standards were adapted for Latin American and Caribbean countries and
for Benin. We presented the standards at regional and sub-regional meetings, as well
as at national and international conferences.
Updating guidelines on improving treatment and care of adolescents living with HIV
To ensure that adolescent-related issues are adequately addressed in the updated
Consolidated Guidelines on the use of ARVs for treating and preventing HIV infection,
MCA and the HIV/AIDS Department convened experts to review the existing data.
Background papers for the meeting included a systematic review of clinical outcomes
and issues related to anti-retroviral therapy (ART) for adolescents, a systematic review
of service delivery interventions to improve linkage, retention and adherence to ART
among adolescents living with HIV, a situation analysis of adolescent HIV treatment
and care in sub-Saharan Africa, a report of a community consultation with adolescents
and young people living with HIV, and a mapping exercise that identifies and highlights
gaps in ongoing research.
The meeting led to an assessment of the effectiveness of adolescent-friendly health
services compared to standard care for adolescents living with HIV. Due to the limited
evidence identified prior to the meeting, the approach was broadened to include the
general adolescent population and young people up to 24 years. Results suggest
strong support for incorporating WHO-defined adolescent-friendly approaches to
service delivery in the new guidelines.

Supporting impact on the ground
Ending preventable maternal and newborn mortality
This was a ground-breaking period for maternal and newborn health. The World
Health Assembly endorsed the Every Newborn Action Plan (ENAP)12 and the goals
and targets of strategies for Ending Preventable Maternal Mortality (EPMM).13 These
initiatives put forward global and country-specific targets for ending preventable
maternal and newborn mortality by 2030 and articulated clear strategic objectives.
They also provided a foundation for developing the UN Secretary-General’s Global
Strategy for Women’s, Children’s and Adolescents’ Health (2016–2030).
Following a launch of the two initiatives in 2015, we worked with RHR to accelerate
quality improvement in maternal, newborn and child health services. We built a broadbased coalition of governments, technical partners and funding agencies for effective,
scalable and sustainable approaches to improving quality. The coalition intends to
provide proof of concept that we can institutionalize quality of care in health systems
and substantially reduce maternal and newborn mortality and stillbirths within one
generation.
12
13

http://apps.who.int/iris/bitstream/10665/127938/1/9789241507448_eng.pdf?ua=1
http://www.everywomaneverychild.org/images/EPMM_final_report_2015.pdf
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Implementing the Every Newborn Action Plan and Ending Preventable Maternal
Mortality
MCA and partners help to implement, monitor and evaluate ENAP and EPMM in
countries and presented a progress report to the World Health Assembly in 2015.
By the end of that year, 41 countries had developed national newborn action plans
or strengthened maternal and newborn components within existing plans. A further
11 countries were in the process of strengthening their plans. In the Western Pacific
Region the First Embrace initiative is mobilizing action in eight countries to improve
early essential newborn care.
We are developing a common platform for action around the goals and objectives
of the initiatives, to ensure coordinated responses in countries. Indicators to assess
progress in achieving the targets will be included in the monitoring framework that
WHO is setting up for the health-related SDGs; progress will be reported regularly to
the World Health Assembly.

Joint resolution WHO–African Union Commission (AUC)
MCA/HQ worked with the African Region to develop a joint WHO–AUC resolution on Ending
preventable maternal and child deaths in Africa. On the African continent only a handful of
countries achieved MDG5. In addition, sub-Saharan Africa has the largest proportion (10%) of
maternal deaths attributed to HIV. In line with the 2014 African Union Heads of State Summit
Declaration on Maternal, Newborn and Child Health (MNCH) and the African Union MNCH Action
Plan, the resolution highlights major issues and strategic considerations in achieving targets.

Improving maternal care in hospitals
Despite a significant increase in coverage of life-saving interventions, countries in
Africa and South Asia still account for a large proportion of maternal and child deaths,
and improving the quality of care (QoC) at hospital level has become increasingly
crucial. In a series of workshops, more than 120 participants from 21 African countries
learned to use the maternal health module of the Integrated tool for assessing MNCH
quality of care in first-referral level hospitals and to strengthen implementation of
MDSR. The workshops helped participants to become familiar with the concept of
quality of care, including its specific definition, dimensions and framework.
Support was also provided to train national assessors and conduct QoC assessments
in more than 60 hospitals in five countries (Burkina Faso, Cote d’Ivoire, Democratic
Republic of the Congo, Malawi and Swaziland). This training included an overview of
the QoC tool and how to administer the five sections: 1) general/administration, 2)
maternal care, 3) neonatal care, 4) child care and 5) guides for key informant interviews
with health workers, caregivers and postnatal mothers. A group of
consultants has been identified and prepared to provide technical support
for countries in need.
Supporting Maternal death surveillance and response (MDSR)
MDSR is a continuous cycle of identification, notification and review that
informs actions to prevent future maternal deaths. We lead the global
MDSR working group that supports countries in this process. In October
2015, a global workshop on MDSR was organized at the World Congress
of Obstetrics and Gynaecology in Vancouver, Canada to review and
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share experience among representatives of professional organizations, civil society
organizations, academic institutions, UN and bilateral agencies and foundations.
A WHO-UNFPA global survey among Member States provides baseline information
on MDSR implementation and will allow more accurate targeting of support and
measurement of progress over time. Case studies describing the implementation
process, challenges, success factors and innovations were published to serve as a
learning platform for other countries and implementers. Findings of the survey as
well as 59 country profiles are available at www.who.int/mdsr. The survey will be
conducted at regular intervals.

Perinatal death review
Following on progress with MDSR implementation, many countries have requested guidance for
review of perinatal deaths. Due in part to issues related to misclassification of stillbirths and neonatal deaths, this type of review required significant attention and support. The draft guidance
tool was reviewed during a technical consultation in September 2015, and inputs were provided
separately on a proposed new classification of perinatal deaths. The tool will be field-tested in
2016.

Community mobilization for MCH: Training package
In settings where maternal and neonatal mortality are high, many deaths
and health problems could be prevented by simple interventions organized
with the community. MCA and partners have developed a training
course to guide implementation of the 2014 WHO recommendation on
community mobilization through, for example, women’s groups practicing
the Participatory Learning and Action (PLA) process. This course, which
also supports the WHO/UNICEF package Caring for newborns and
children in the community, is divided into five modules:

WHO recommendation
on community mobilization
through facilitated
participatory learning and
action cycles with women’s
groups for maternal and
newborn health
2014

1. An overview of the PLA group programme including the approach
and cycle.
2. Guidance in PLA group programme design.
3. Facilitation skills, MNH knowledge and facilitation of meetings in the PLA group
cycle.
4. Supervision skills, MNH knowledge and supervision of the PLA group approach.
5. Managing the PLA group approach.
H4+ Technical brief: Strengthening the capacity of community health workers
to deliver care for sexual, reproductive, maternal, newborn, child and adolescent
health (RMNCAH)
Government institutions, UN agencies and other global partners have been repositioning
the role that CHWs can play in increasing access to essential quality health services
for primary health care and to achieve universal health coverage. Given the growing
momentum and interest in training and deploying CHWs, the UN health agencies
(H4+) developed a technical brief on key elements for strengthening the capacity
of this cadre. The brief covers health system and programmatic considerations, core
competencies, and evidence-informed interventions along the RMNCAH continuum of
care.
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Certain elements need to be adapted by countries to reflect the structure, gaps and
opportunities of their national primary health care system, the interaction between
health and other sectors and the specific roles and competencies that CHWs have
within that system. These elements will also guide United Nations partners to take a
joint and harmonized approach to supporting countries in building capacity.
Adapting CHW training packages to integrate actions for HIV and TB
Country uptake of community-based child health interventions has been remarkable,
particularly integrated community case management of diarrhoea, pneumonia and
malaria and home visits for newborn care. At
the same time, relatively few HIV- and TBexposed infants are identified early and linked to
care; others may be lost to follow-up along the
continuum of care.

Promoting child rights
In 2014–2015, we continued our efforts to
address the human rights dimensions of new
born, child and adolescent health, in close
collaboration with a range of partners.
Following the earlier submission of the WHO
report on mortality among children under 5
years of age as a human rights concern to the United Nations Human Rights Council,
that body requested WHO to work with the Office of the UN High Commissioner for
Human Rights (OHCHR) to prepare “concise technical guidance on the application of
a human rights/based approach to the implementation of policies and programmes to
reduce and eliminate preventable mortality and morbidity of children under 5 years of
age”.14 MCA led the overall coordination of partners, and incorporated input from an
external advisory group of human rights and child health experts, a public consultation
and responses to a note verbale circulated to governments, national human rights
institutions and civil society organizations. The document outlines the key elements
of a human rights-based approach to reducing child mortality and morbidity, and
provides tangible, concrete measures including in the areas of legislation, coordination,
planning, budgeting, implementation and international cooperation. It is primarily
directed towards health decision-makers and policy-makers, but is relevant to other
sectors including finance and education, parliamentarians, the judiciary, health service
providers and civil society organizations. The guidance was launched during a highlevel event hosted by the governments of Botswana, Ireland, Mongolia and Uruguay.
14

Technical Guidance on the application of a human rights-based approach to the implementation of
policies and programmes to reduce and eliminate preventable mortality and morbidity of children under
5 years of age. A/HRC/27/31. Human Rights Council 27th Session; 2014.
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WHO, UNICEF and partners capitalized on
existing tools and services in a significant step
towards improving coverage of HIV- and TBrelated interventions for mothers and children.
A series of interdisciplinary consultations helped
to adapt Caring for newborns and children
in the community. The adapted package
recognizes the critical role that CHWs play
in increasing access to HIV- and TB-related
interventions. It has since been introduced in
Malawi and Zambia.

WHO and OHCHR have since undertaken activities aimed at dissemination and early
application of the recommendations. At the request of UNICEF and the UN Country
Team, a field visit to the Dominican Republic was conducted to introduce the guidance.
A national consultation on child health and child rights was also organized in the
United Republic of Tanzania. In addition, user-friendly versions of the WHO report
and technical guidance were prepared. With the PMNCH, we produced a Knowledge
Summary to support application of the guidance. We also addressed the issue of human
rights and child health, and the technical guidance, at the 2015 European Paediatrics
Conference, through an inaugural statement and a workshop.
The WHO European Region made significant progress in applying child rights standards
in efforts to improve quality of care for children in hospitals and in community settings.
The guidance and the regional rights-based assessment tools are informing the
development of human rights-based standards for the global quality of care framework
for child health, and a checklist for assessing rights-based legal, regulatory and policy
frameworks.
Increasing access to training and guidance on child health
We developed innovative methods, distance learning and an e-Pocket book to allow
greater numbers of health workers to be trained in IMCI and to have access to practical
guidance on hospital care.
IMCI distance learning. Standard IMCI training requires health workers to travel and
spend two weeks in classroom and clinic, a barrier for many healthcare providers. In
2014, we published paper-based materials for IMCI distance learning15 as an alternative.
The two core learning components of this course are 1) face-to-face meetings where
facilitators introduce new material, review self-study progress and facilitate clinical
practice and 2) self-study periods carried out between the face-to-face meetings.
This approach allows participants to learn at their own pace through reading, study,
and clinical practice. They also work with mentors, arrange study groups with fellow
participants in their area, and seek support within their facility.
The distance learning materials include nine self-study modules, a facilitator guide for
the face-to-face meetings and an implementation guide to assist adaptation. The selfstudy modules are: general danger signs for the sick child, the sick young infant, cough
or difficult breathing, diarrhoea, fever, malnutrition and anaemia, ear problems, HIV/
AIDS and care of the well child.
WHO e-Pocketbook of hospital care for children. In an effort to increase access to
the practical guidance on hospital care for children, we published an iOS and android
platform application for smart phones and tablets. The WHO e-Pocketbook is the
electronic version of the widely used Pocket book of hospital care for children. It
provides up-to-date, evidence-based clinical guidelines for children requiring hospital
care. The application includes guidance on the stages of management for every child:
Triage and emergency treatment, History and examination, Laboratory investigations,
Supportive care and monitoring, Discharge planning and Follow-up. The application
was developed in collaboration with the Royal Children’s Hospital Melbourne, the
University of Melbourne and Murdoch Children’s Research Institute, and can be
accessed universally.16

15
16

http://www.who.int/maternal_child_adolescent/documents/9789241506823/en/
iOS platform: http://appshopper.com/medical/who-e-pocketbook-of-hospital-care-for-children;
Android platform: https://play.google.com/store/apps/details?id=au.org.rch.hospitalCareForChildren
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Updating the IMCI chart booklet
The IMCI chart booklet17 describes a series of steps for managing sick young infants
and children, and provides information for performing each step. It is used by health
professionals providing care to sick children, in particular at the primary care level
where there is limited capacity for diagnostic testing.
Using our technical updates we revised the chart booklet for:
n

assessment, classification and antibiotic treatment for pneumonia;

n

assessment and classification of fever to include use of the rapid diagnostic test for
malaria;

n

assessment, classification and treatment of malnutrition and the assessment of
anaemia in malaria high-risk areas;

n

assessment for HIV infection in children to ensure early diagnosis and confirmation
of HIV infection, as well as the use of ARV for prevention and treatment;

n

feeding recommendations including in HIV infected/exposed children; Assessment
and management of the sick young infant with HIV infection, infant feeding and
care of HIV-exposed infants.

Multimedia materials to support implementation of iCCM
The Department is working with a diverse group of health professionals coordinated
by staff in the Institute of Child Health, University College London to develop
an Electronic Resources Package to support iCCM. The package is based on video
materials illustrating assessment of clinical signs and case management procedures.
Although the first version is tailored to the needs of Malawi, with minor modifications
such as language and voice-over, it will eventually serve a global audience. The
materials are grounded in formative research carried out with end users and have been
formatted to allow for formal group teaching, continuing education and self-directed
learning. They can be easily adapted for different devices and will be made available
free of charge on learning.worldmedicaleducation.org in 2016.
NEW REPORT: Health for the world’s adolescents. A second chance in the
second decade
Health for the World’s Adolescents is a dynamic, multi
media, online report that puts forward the arguments for
giving special attention to adolescent health, distinct from
child and adult health. We coordinated this effort, which
involved inputs from 12 WHO departments and all WHO
regional offices. Input was also received from technical
experts, 735 primary care providers from 81 countries and
1143 adolescents aged 12–19 years from 104 countries.
The report serves as the first repository for all WHO
recommendations and key tools that relate to adolescent health. It also includes a new
analysis of 2012 global and regional estimates of adolescent mortality and disabilityadjusted life years (DALY), and compares them with data from the year 2000. It
presents new health-related behaviours and trends, reviews how the adolescent
age group figures in national health policies, and focuses attention to adolescents
in national mental health policies. In addition to the online report, a summary was
produced in print format in Arabic, Chinese, English, French, Russian and Spanish.18
17
18

http://apps.who.int/iris/bitstream/10665/104772/16/9789241506823_Chartbook_eng.pdf
http://www.who.int/maternal_child_adolescent/topics/adolescence/second-decade/en/
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By the end of 2015, the website had been viewed 76 252 times. A total of 57 230
persons have opened the site reading 301 211 pages. Approximately one third of the
total views were revisits. The report has been viewed by individuals from over 208
countries, the top 10 of which are (in order) the USA, the United Kingdom, India,
Canada, Australia, Philippines, France, Switzerland, the United Arab Emirates and
Kenya.
Improving core competencies on adolescent health and development for health care
providers in primary care settings
Health for the world’s adolescents suggests that progress towards universal health
coverage for adolescents will require renewed attention to the education of health
care providers. To support this, we developed Core competencies in adolescent health
and development for primary care providers.19 This document argues for investing
in an adolescent-competent workforce, and provides the latest evidence on how this
can be done through basic and continuous professional education. We also supported
institutions involved in the basic education of health care professionals from selected
countries to assess the structure, content and quality of the component on adolescent
health, and to develop recommendations for improvement. By fostering the capacity
of health care providers in this way, the Core competencies document contributes to
country implementation of the global standards for quality health care services for
adolescents.
The document is available in English, French and Spanish and is accompanied by a
policy brief.20
WHO and the UNFPA East and Southern Africa Regional Office are carrying out a
review to assess the level of institutionalization of competency-based pre- and inservice training for health care providers in 23 countries. Data have been collected and
recommendations are being developed. The assessments will inform plans for scaling
up quality education in adolescent health and development.
Supporting countries and regions in strategy development for adolescent health
We supported countries (Burkina Faso, Egypt, Ethiopia, Ghana, India, Kenya, Lesotho,
Myanmar, Nepal, Sri Lanka, United Republic of Tanzania and Uzbekistan,) and regions
(Africa, The Americas, South-East Asia and the Eastern Mediterranean) in developing
comprehensive strategies, plans and pre-service assessments, in promoting a lifecourse approach through preconception care interventions and in strengthening school
health services.
Global Accelerated Action for the Health of Adolescents (AA-HA!) Framework
At the World Health Assembly in May 2015 Member States supported the Secretariat’s
proposal to prepare a draft Global Accelerated Action for the of Health Adolescents
(AA-HA!) Framework. The framework will be considered at the 2017 Assembly to allow
sufficient time for consultation with Member States, UN partners, young people and
other stakeholders, and to ensure that it is fully aligned with, but does not duplicate
the operational framework for the Global Strategy on Women’s, Children’s and
Adolescents’ Health (2016–2030). The framework will aim to assist countries and
regions to make more progress on adolescent health in the coming two decades than
in the past. It will provide Member States with a basis for developing and implementing
19
20

http://www.who.int/maternal_child_adolescent/documents/core_competencies/en/
http://apps.who.int/iris/bitstream/10665/183151/1/WHO_FWC_MCA_15.05_eng.pdf?ua=1
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coherent national plans for improving the health of adolescents and for involving
adolescents and youth in deciding priorities and actions.
Teaching short courses on “adolescent health in low- and middle-income countries”
A joint London School of Hygiene and Tropical Medicine (LSHTM)/WHO two-week
face-to-face course on “adolescent health in low- and middle-income countries” has
been run in London annually since 2000. This course led to a six-week Massive Open
Online Course (MOOC) on maternal, adolescent, reproductive and child health, run
by the LSHTM and Future Learn in September–October 2015, which reached more
than 5000 participants. The MOOC will be repeated in February–March 2016. A
modified version of the face-to-face course was also held in India by the Public Health
Foundation and in Nigeria by Obafemi Awolowo University. Plans are under way for
the course to be adapted and implemented in South Africa by the Africa Centre for
Health and Population Studies.
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II. Evaluating and monitoring
progress on MNCAH

Harmonizing metrics for maternal and newborn health
The Department serves as co-chair of the Metrics Group of ENAP and provides
inputs to Ending Preventable Maternal Mortality, both of which focus on the mother
and foetus/infant, particularly around the time of birth. The WHO Executive Board
endorsed the development of an integrated monitoring and evaluation framework
for ending preventable maternal and newborn mortality, and MCA is committed
to developing and ensuring a harmonized approach to measurement. In this light it
periodically convenes experts to review current work, identify gaps in the measurement
agenda and provide guidance on reporting progress in maternal and newborn health.21

Monitoring and evaluation framework and tools for GAPPD
The integrated Global Action Plan for the Prevention and Control of Pneumonia and
Diarrhoea (GAPPD) outlines actions for eliminating preventable child deaths from
these two illnesses and provides an innovative framework for integrating the planning,
delivery and monitoring of health interventions through a multi-sectorial coordinated
approach. A new monitoring and evaluation framework, to be tested in 2016, defines
indicators and provides guidance on implementing the review process.

Estimating causes of child mortality
In the biennium, MCA continued to contribute to the work on the estimating country,
regional and global causes of neonatal and under-five deaths. The main causes of death
in these age groups remain the same: prematurity, pneumonia, birth asphyxia/trauma
and diarrhoea. These conditions have shown little change in their relative contribution
to the overall 5.9 million under-five deaths. Malaria, however, has had an important
drop in the past two years, from 7.3% in 2013 to 5.2% in 2015.

Estimates of rotavirus mortality levels and trends among children under
5 years of age
Rotavirus vaccine is recommended for routine use in all countries. MCA, together
with the Department of Immunization, Vaccines and Biologicals (IVB) and the US
Centers for Disease Control and Prevention (CDC), has been providing estimates of
rotavirus mortality for children under 5 years of age since 2004. Modelled estimates
are designed to help countries decide whether nor not to adopt rotavirus vaccine,
to guide donors in prioritizing investments in health interventions and to monitor
vaccine impact. A time series with estimates from 2000–2013 was also calculated
based on information obtained through a literature review on children hospitalized
with diarrhoea and from the WHO Global Network for Rotavirus Surveillance. A 59%
21

The full report of the 2014 consultation is available at http://www.who.int/maternal_child_adolescent/
documents/newborn-health-indicators/en/
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Major causes of death in neonates and children under 5 years of age, World, 2015
Pneumonia 2.7% Tetanus 0.6%
Pneumonia 12.8%
Congenital anomalies
and other NCDs 8.0%

Other (Group I)
conditions 9.3%
Injuries 5.6%
Meningitis 1.9%
HIV/AIDS 1.4%
Pertussis 0.9%
Malaria 5.2%
Measles 1.2%

45% of global under-five
deaths are associated with
nutrition-related factors*

Prematurity 15.9%
Neonatal
deaths
45%

Birth asphyxia/trauma
10.7%
Sepsis and other infections
6.7%

Congenital anomalies 5.1%
Other neonatal 3.3%
Diarrhoea 8.6%

Sources: (1) WHO. Global Health Observatory (http://www.who.int/gho/child_health/en/index.html)
(2) *For undernutrition: Black et al. Lancet, 2013

decline was estimated in the global numbers of rotavirus deaths in children less than
5 years of age, from 528 000 in the year 2000 to 215 000 in 2013. Regional-level
and country-level numbers were also estimated. While rotavirus vaccine had been
introduced in more than 60 countries by the end of 2013, most were low-mortality
countries and thus the impact on global estimates of rotavirus mortality has been
limited.

Identifying causes of death among children 5–14 years of age

© WHO

Recent decades have witnessed significant efforts to estimate levels and causes of
death among infants and children less than 5 years of age. Attention to the health of
young people 15–24 and of adolescents 10–19 years of age has also gained momentum,
with a number of relevant studies and publications. However, little attention has been
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given to children between 5 and 14 years of age, and there is a dearth of information
about the 1.4 million annual deaths that occur in this age range.
Valid information about cause-specific mortality is essential for national and inter
national health policy. Building on work initiated by WHO in the early years of this
millennium, MCA and the Centre for Global Health Research, Canada have mapped
and reviewed the existing literature on causes of death among children in this age
group in low and middle-income countries, investigated the geographic distribution
and summarized the findings.
The European Region also identified this age group as a top priority. Compared to
many other regions in the world, European countries have relatively well-functioning,
high quality Civil Registration and Vital Statistics (CRVS) systems with acceptable
levels of completeness and coverage. With the Regional Office for Europe we initiated
a joint study to review and summarize the information available from CRVS and other
sources, to assess the quality of those data, and to analyse country and regional causespecific levels of mortality, distribution and trends since 1990.

Support for global and national scorecards for RMNCH
Global and national scorecards for RMNCH enable better monitoring of relevant
indicators and help to enhance transparency, accountability and action. Global
scorecards, available for the 75 high-mortality countries, include all 11 indicators
recommended by the Commission of Information and Accountability (CoIA). We have
supported this effort by developing and regularly updating global RMNCH scorecards
and by participating in the development and follow-up of national initiatives.
We also contributed to the preparation of the African Leaders Malaria Alliance scorecard for Accountability and Action. RMNCH scorecards have been used in 26 countries
in Africa with support from WHO staff from headquarters, the regional office and
country offices. MCA provided direct support to Burkina Faso, Ghana, Madagascar,
Senegal and Zimbabwe.

RMNCH programme review
We have built capacity in five countries (Benin, Botswana, Côte d’Ivoire, Morocco
and Namibia) to conduct RMNCH programme performance reviews. The countries
aim to improve access to and quality of services for sexual and reproductive health
and MNCH, with particular emphasis on the national Road Map for Accelerating the
Reduction of Maternal and Neonatal Mortality, IMCI, the Nutrition Strategic Plan and
the Family Planning programme.

Adolescent health indicators
Indicators to monitor the health status of adolescents nationally and globally can assist
countries to collect the most useful data to inform policy and programming. Consensus
was reached among partners on a core list of indicators that align with those included
in other WHO documents (for example, the Global reference list of 100 core health
indicators). The final list consists of 20 core and seven additional indicators; three
more have been suggested for inclusion but will require further development.
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III. Moving from
MDGS to SDGS

We played an important role in the development of the UN Secretary-General’s
Global Strategy for Women’s, Children’s and Adolescents’ Health (2016–2030), in the
definition of relevant targets and in building the business plan for the Global Financing
Facility.

Global Strategy for Women’s, Children’s and Adolescents’ Health
(2016–2030)
The UN Secretary-General’s Global Strategy for Women’s, Children’s and Adolescents’
Health (2016–2030), launched in September 2015, is a roadmap for ending all
preventable deaths and improving the overall health and well-being of women,
children, and adolescents by 2030. With ambitious yet achievable targets, and fully
aligned with the SDGs, the new Global Strategy moves beyond reductions in mortality
to a vision of health through the life-course. It aims to ensure that women, children
and adolescents thrive, and that the societies they live in are transformed. To support
the development of the strategy, we provided evidence on health interventions and
helped to develop an operational framework for putting the strategy into action.
We were also instrumental in publishing three papers in the September 2015 supple
ment to the British Medical Journal, Towards a new Global Strategy for Women’s,
Children’s and Adolescents’ Health.22

Global Financing Facility
The Global Financing Facility (GFF) was launched in July 2015 at the Financing for
Development Conference in Ethiopia. In support of the Global Strategy, the GFF acts as
a pathfinder in a new era of financing for development. It pioneers a model that shifts
away from focusing solely on official development assistance to combining external
support, domestic financing, and innovative sources including the private sector.
We provided technical support to four frontrunner countries (Democratic Republic
of the Congo, Ethiopia, Kenya and the United Republic of Tanzania) to develop their
investment cases. Work is under way to go to scale in other countries that contributed
to 88% of all child and maternal deaths globally. We are also taking a lead in developing
modalities for country platforms and quality assurance mechanisms to inform the
development of GFF guidance notes.
In addition, we organized a workshop on how best to support countries to develop and
finance sound investment plans for women’s, children’s, and adolescents’ health. Fortysix participants representing countries and partners focussed on three interconnected
issues: strengthening country level investment plans, streamlining planning tools and
improving the development impact of technical assistance.
22
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Countdown to 2015
The 2015 Countdown Report marks the end of the MDG era. The report is a celebration
of achievements in women’s and children’s health as well as a call for further action and
accountability. This report analyses decade-long trends in coverage, equity, systems,
policies and financing of RMNCH for 74 countries. It shows the acceleration of positive
trends in recent years as well as some failures. Over the lifetime of the Countdown,
MCA provided information, analysis and tools and served as a platform for access to
relevant decision-makers in countries.

Malawi: country case study
Because Malawi was one of the few countries in sub-Saharan Africa deemed likely
to achieve MDG4, the Countdown to 2015 selected the Malawi National Statistical
Office, with technical support from WHO, to lead an in-depth case study to explain
the country’s success. Using data from five district-representative household surveys
the analytic and writing team estimated child and neonatal mortality and recalculated
coverage indicators for the years 2000 to 2014. Key drivers of and barriers to change
were identified through documentation of MNCH programmes and policies and by an
analysis of health financing since 1990.
Results from the LiST analysis show that about 280 000 child lives were saved between
2000 and 2013, attributable to increases in treatment for diarrhoea, pneumonia and
malaria (23%), use of insecticide-treated bednets (20%), and immunization (17%). The
case study highlighted that the Government of Malawi was an early adopter of policies
supportive of child survival. Findings were shared in a national Countdown meeting,
bringing together health managers from national and district levels and leading to the
launch of a national newborn action plan and a child survival strategy. The study was
published in the 21 January 2016 issue of Lancet Global Health.

Working with the RMNCH Strategy and Coordination Team and the
RMNCH Fund
The RMNCH Strategy and Coordination Team, of which we are a member, acts as
the secretariat for the RMNCH Steering Committee. This committee brings together
donors, technical agencies, governments and civil society to share information about
progress on global initiatives and events, to discuss progress towards global goals and
potential bottlenecks affecting implementation and scale-up, and to discuss ways to
better respond to the needs of countries. The committee has been vital in developing
the GFF and its related mechanisms.
The Strategy and Coordination Team also manages the RMNCH Fund, a multi-donor
trust fund that makes catalytic investments to fill country gaps. These resources are
used in part to support the RMNCH Country Engagement Process, which then creates
opportunities to raise additional funding. By the end of 2015 this process resulted in
channeling about US$ 200 million from the RMNCH Fund to 18 countries. 23 WHO
alone channeled nearly US$ 39 million for activities such as translating global guidelines
into national policies and plans, carrying out a strategic analysis of the RMNCAH
situation, supporting MDSR, improving the quality of care, strengthening procurement
and supply chain management systems and building capacity.

23

Afghanistan, Benin, Burkina Faso, Cameroon, Democratic Republic of the Congo, Ethiopia, Kenya,
Malawi, Mali, Mozambique, Niger, Nigeria, Pakistan, Senegal, Sierra Leone, Uganda, the United Republic
of Tanzania, Zambia.
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MCA documents, tools and
guidelines
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Guideline: Managing possible serious bacterial infection in young infants when
referral is not feasible. Geneva: World Health Organization; 2015 (http://apps.
who.int/iris/bitstream/10665/181426/1/9789241509268_eng.pdf?ua=1).

2. Classification et traitement des cas de pneumonie chez l’enfant dans les
établissements de santé selon l’OMS : version révisée. Résumé des données.
Geneva: World Health Organization; 2014.
3. Révision OMS de la classification et du traitement des pneumonies de l’enfant
au niveau des établissements de santé. Conséquences en termes de politique
et de mise en oeuvre. Geneva: World Health Organization; 2014. WHO/FWC/
MCA/15.1.
4. Révision OMS de la classification et du traitement de la pneumonie de l’enfant au
niveau des établissements de santé. Guide de référence rapide. Geneva: World
Health Organization; 2014. WHO/FWC/MCA/15.2.
5. WHO Recommendations on health promotion interventions for maternal and
newborn health. WHO Geneva: World Health Organization; 2015 (http://www.
who.int/maternal_child_adolescent/documents/health-promotion-interventions/
en/).

2014
6. Revised WHO classification and treatment of childhood pneumonia at health
facilities. Evidence summaries. Geneva: World Health Organization; 2014
(http://www.who.int/maternal_child_adolescent/documents/child-pneumoniatreatment/en/).
7.

Revised WHO classification and treatment of childhood pneumonia at health
facilities. Implications for policy and implementation. Geneva: World Health
Organization; 2014 (http://www.who.int/maternal_child_adolescent/documents/
child-pneumonia-treatment/en/).

8. Revised WHO classification and treatment of childhood pneumonia at health
facilities. Quick reference guide. Geneva: World Health Organization; 2014
(http://www.who.int/maternal_child_adolescent/documents/child-pneumoniatreatment/en/).
9. Health for the world’s adolescents. A second chance in the second decade.
Geneva: World Health Organization; 2014 (http://www.who.int/maternal_child_
adolescent/topics/adolescence/second-decade/en/).
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10. WHO recommendation on community mobilization through facilitated
participatory learning and action cycles with women’s groups for maternal and
newborn health. Geneva: World Health Organization; 2014 (http://www.who.
int/maternal_child_adolescent/documents/community-mobilization-maternalnewborn/en/).
11. Recommandation de l’OMS relative à la mobilisation communautaire pour
la santé de la mère et du nouveau-né au moyen de cycles d’apprentissage
et d’action participatifs avec les associations féminines sous la conduite
d’animateurs. Geneva: World Health Organization; 2014 (http://apps.who.int/
iris/bitstream/10665/127940/1/9789242507270_fre.pdf?ua=1).
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Lancet. 2015;385(9975):1333–42. doi: 10.1016/S0140-6736(14)60891-6. Epub
2014 Dec 11. PubMed PMID: 25499546.

2. Edmond KM, Newton S, Shannon C, O’Leary M, Hurt L, Thomas G, AmengaEtego S, Tawiah-Agyemang C, Gram L, Hurt CN, Bahl R, Owusu-Agyei S,
Kirkwood BR. Effect of early neonatal vitamin A supplementation on mortality
during infancy in Ghana (Neovita): a randomised, double-blind, placebocontrolled trial. Lancet. 2015;385(9975):1315–23. doi: 10.1016/S01406736(14)60880-1. Epub 2014 Dec 11. PubMed PMID: 25499545.
3. Masanja H, Smith ER, Muhihi A, Briegleb C, Mshamu S, Ruben J, Noor RA,
Khudyakov P, Yoshida S, Martines J, Bahl R, Fawzi WW; Neovita Tanzania Study
Group. Effect of neonatal vitamin A supplementation on mortality in infants in
Tanzania (Neovita): a randomised, double-blind, placebo-controlled trial. Lancet.
2015;385(9975):1324–32. doi: 10.1016/S0140-6736(14)61731-1. Epub 2014 Dec
11. PubMed PMID: 25499543; PubMed Central PMCID: PMC4419827.
4. AFRINEST group. Tshefu A, Lokangaka A, Ngaima S, et al.Simplified antibiotic
regimens compared with injectable procaine benzylpenicillin plus gentamicin
for treatment of neonates and young Infants with clinical signs of severe
infection when referral is not possible: a randomized equivalence trial. Lancet.
2015;385:1767–76.
5. AFRINEST group. Tshefu A, Lokangaka A, Ngaima S, et al. Oral amoxicillin
compared with injectable procaine benzylpenicillin plus gentamicin for treatment
of neonates and young infants with fast breathing when referral is not possible: a
randomised, open-label, equivalence trial. Lancet. 2015;385: 1758–66.
6. Esamai F, Ayede AI, Adejuyigbe EA, Tshefu A, Wammanda RD; African Neonatal
Sepsis Trial (AFRINEST) group. Simplified antibiotic regimens for neonatal sepsis
– AFRINEST – Authors’ reply. Lancet. 2015;386:1339. doi: 10.1016/S01406736(15)00332-3.
7.

Baqui A, Saha S, Ahmed A, et al. Safety and efficacy of alternative antibiotic
regimens compared with 7 day injectable procaine benzylpenicillin and gentamicin
for outpatient treatment of neonates and young infants with clinical signs of
severe infection when referral is not possible: Lancet Global Health.2015;3:
e279–87.

MCA PROGRESS REPORT 2014–2015 | 29

8. Moschovis PP, Addo-Yobo EO, Banajeh S et al. Stunting is associated with poor
outcomes in childhood pneumonia. Trop Med Int Health. 2015;17. doi: 10.1111/
tmi.12557. [Epub ahead of print]
9. Sadruddin S, Khan IU, Bari A, Khan A, Ahmad I, Qazi SA. Effect of community
mobilization on appropriate care seeking for pneumonia in Haripur, Pakistan. J
Glob Health. 2015; 5(1):010405. doi: 10.7189/jogh.05.010405.
10. Rabbani F, Perveen S, Aftab W. Investing in universal health coverage
for childhood diarrhea and pneumonia: lessons learnt from NIGRAAN
implementation research. Pak J Public Health. 2015; 5:1.
11. Hamer DH, Darmstadt GL, Carlin JB et al. Young Infants Clinical Signs Study
Group. Etiology of bacteremia in young infants in six countries. Pediatr Infect Dis
J. 2015;34(1):e1–8. doi:10.1097/INF.0000000000000549.
12. Viljoen J, Tuaillon E, Nagot N, Danaviah S, Peries M, Padayachee P, Foulongne
V, Bland R, Rollins N, Newell ML, van de Perre P. Cytomegalovirus, and possibly
Epstein-Barr virus, shedding in breast milk is associated with HIV-1 transmission
by breastfeeding. AIDS. 2015;29(2):145–53.
13. Cournil A, Van de Perre P, Cames C, de Vincenzi I, Read JS, Luchters S, Meda
N, Naidu K, Newell ML, Bork K; Kesho Bora Study Group. Early infant feeding
patterns and HIV-free survival: findings from the Kesho-Bora trial (Burkina Faso,
Kenya, South Africa). Pediatr Infect Dis J. 2015;34(2):168–74.
14. Ginsburg AS, Izadnegahdar R, Berkley JA, Walson JL, Rollins N, Klugman K.
Undernutrition and pneumonia mortality. Lancet Global Health. 2015;Vol. 3, No.
12, e735–e736.

2014
15. Mazumder S, Taneja S, Bahl R, Mohan P, Strand TA, Sommerfelt H, Kirkwood
BR, Goyal N, Van Den Hombergh H, Martines J, Bhandari N; Integrated
Management of Neonatal and Childhood Illness Evaluation Study Group. Effect
of implementation of Integrated Management of Neonatal and Childhood Illness
programme on treatment seeking practices for morbidities in infants: cluster
randomised trial. BMJ. 2014;349:g4988.
16. Rahman AE, Moinuddin M, Molla M, Worku A, Hurt L, Kirkwood B, Mohan SB,
Mazumder S, Bhutta Z, Raza F, Mrema S, Masanja H, Kadobera D, Waiswa P,
Bahl R, Zangenberg M, Muhe L; Persistent Diarrhoea Research Group. Childhood
diarrhoeal deaths in seven low- and middle-income countries. Bull World Health
Organ. 2014;92(9):664–71.
17. Izadnegahdar R et al. Revisiting pneumonia and exposure status in infants born
to HIV-infected mothers. Pediatr Infect Dis J. 2014;33(1):70–2. doi: 10.1097/
INF.0b013e31829f0ade.
18. Thakwalakwa C, Phiri A, Rollins N, Heikens GT, Barnell EK, Manary M. Growth
and HIV-free survival of HIV-exposed infants in Malawi: a randomized trial of two
complementary feeding interventions in the context of maternal antiretroviral
therapy. J Acquir Immune Defic Syndr. 2014;66(2):181–7.
19. Easterbrook PJ, Irvine CJ, Vitoria M, Shaffer N, Muhe LM, Negussie EK, Doherty
MC, Ball A, Hirnschall G. Developing the 2013 WHO consolidated antiretroviral
guidelines. AIDS. 2014;28(suppl 2):S 93–S100.
20. Penazzato M, Prendergast AJ, Muhe L, Tindyebwa, Abrams EJ. Optimization of
antiretroviral therapy in HIV-infected children under 3 years of age: a systematic
review. AIDS. 2014;28(suppl 2):S137–S146.
30 | MCA PROGRESS REPORT 2014–2015

21. Rahman et al. Childhood diarrhoeal deaths in seven low- and middle-income
countries. Bull World Health Organ 2014;92(9):664–672. Bull World Health
Organ. 2014;92:664–671. doi: http://dx.doi.org/10.2471/BLT.13.134809.
22. Theodoratou, McAllister, Reed , Adeloye, Rudan, Muhe, Madhi, Campbell, Nair.
Global, regional and national estimates of burden of disease due to pneumonia in
young HIV-infected children in 2010. Lancet ;ID 2014.
23. Ciaranello A., Doherty K, Babiker A, Essajee S, Kelly K, Harrison K,Hou T,
Lindsey,L, Muhe, L, Palumbo, P. Cost-effectiveness of first-line antiretroviral
therapy for HIV-infected African children less than three years of age. AIDS; 2014
(in press).
24. El-Sayed H, Martines J, Rakha M, Zekry O, Abdel-Hak M, Abbas H. The
effectiveness of the WHO training course on complementary feeding
counseling in a primary care setting, Ismailia, Egypt. J Egypt Public Health
Assoc. 2014;89(1):1–8. doi: 10.1097/01.EPX.0000443990.46047.a6. PMID:
24717394.
25. Choulagai B, Onta S, Subedi N, Mehata S Bhandari GP, Poudyal A, et al. Barriers
to using skilled birth attendants’ services in mid and far western Nepal: a crosssectional study. BMC Int health Hum Rights. 2013;13:49. doi: 10.1186/1472698X-13-49 (https://www.ncbi.nlm.nih.gov/pubmed/24365039).

STUDY PROTOCOLS AND METHODS PAPERS
2015
26. Souza JP, Oladapo OT, Bohren MA, Mugerwa K, Fawole B, Moscovici L, Alves D,
Perdona G, Oliveira-Ciabati L, Vogel JP, Tunçalp Ö, Zhang J, Hofmeyr J, Bahl R,
Gülmezoglu AM; WHO BOLD Research Group. The development of a Simplified,
Effective, Labour Monitoring-to-Action (SELMA) tool for Better Outcomes in
Labour Difficulty (BOLD): study protocol. Reprod Health. 2015;26;12:49. doi:
10.1186/s12978-015-0029-4. PubMed PMID: 26006758; PubMed Central
PMCID:PMC4448543.
27. Bohren MA, Oladapo OT, Tunçalp Ö, Wendland M, Vogel JP, Tikkanen M, Fawole
B, Mugerwa K, Souza JP, Bahl R, Gülmezoglu AM; WHO BOLD Research Group.
Formative research and development of innovative tools for “Better Outcomes
in Labour Difficulty” (BOLD): study protocol. Reprod Health. 2015;12:50. doi:
10.1186/s12978-015-0028-5. PubMed PMID: 26006320; PubMed Central
PMCID: PMC4464989.

2014
28. Onta S, Choulagai B, Shrestha B, Subedi N, Bhandari GP, Krettek A. Perceptions
of users and providers on barriers to utilizing skilled birth care in mid- and
far-western Nepal: a qualitative study. Global Health Action. 2014, 7:24580
doi: 10.3402/gha.v7.24580. eCollection 2014 (https://www.ncbi.nlm.nih.gov/
pubmed/25119066 ).
29. Rabbani F et al. Improving community case management of diarrhoea and
pneumonia in district Badin, Pakistan through a cluster randomised study: the
NIGRAAN trial protocol. Implement Sci. 2014;9(1):186. [Epub ahead of print]
30. Rollins NC, Becquet R, Orne-Gliemann J, Phiri S, Hayashi C, Baller A et al.
Defining and analyzing retention-in-care among pregnant and breastfeeding HIVinfected women: unpacking the data to interpret and improve PMTCT outcomes.
J Acquir Immune Defic Syndr. 2014;67 Suppl 2:S150–S156.

MCA PROGRESS REPORT 2014–2015 | 31

31. Rosenberg NE, van LM, Tweya H, Kapito-Tembo A, Bourdon CM, Cataldo F et
al. Improving PMTCT uptake and retention services through novel approaches in
peer-based family-supported care in the clinic and community: a 3-arm cluster
randomized trial (PURE Malawi). J Acquir Immune Defic Syndr. 2014;67 Suppl
2:S114–S119.
32. Mwapasa V, Pro G, Chinkhumba J, Mukaka M, Kobayashi E, Stuart A et al.
Mother-infant pair clinic and SMS messaging as innovative strategies for
improving access to and retention in eMTCT care and Option B+ in Malawi: a
cluster randomized control trial (the PRIME study). J Acquir Immune Defic Syndr.
2014;67 Suppl 2:S120–S124.
33. Foster G, Kangwende A, Magezi V, Maphosa T, Mashapa R, MukoraMutseyekwa F et al. Cluster randomized trial on the effect of mother support
groups on retention-in-care and PMTCT outcomes in Zimbabwe: study design,
challenges, and national relevance. J Acquir Immune Defic Syndr, 2014;67 Suppl
2:S145–S149.
34. Mangwiro AZ, Makomva K, Bhattacharya A, Bhattacharya G, Gotora T, Owen
M et al. Does provision of point-of-care CD4 technology and early knowledge
of CD4 levels affect early initiation and retention on antiretroviral treatment in
HIV-positive pregnant women in the context of Option B+ for PMTCT? J Acquir
Immune Defic Syndr. 2014;67 Suppl 2:S139–S144.
35. Oyeledun B, Oronsaye F, Oyelade T, Becquet R, Odoh D, Anyaike C et al.
Increasing retention in care of HIV-positive women in PMTCT services through
continuous quality improvement-breakthrough (CQI-BTS) series in primary and
secondary health care facilities in Nigeria: a cluster randomized controlled trial.
The Lafiyan Jikin Mata Study. J Acquir Immune Defic Syndr. 2014;67 Suppl
2:S125–S131.
36. Sam-Agudu NA, Cornelius LJ, Okundaye JN, Adeyemi OA, Isah HO, Wiwa OM
et al. The impact of mentor mother programs on PMTCT service uptake and
retention-in-care at primary health care facilities in Nigeria: a prospective cohort
study (MoMent Nigeria). J Acquir Immune Defic Syndr. 2014;67 Suppl 2:S132–
S138.
37. Bhandari GP, Subedi N, Thapa J, Choulagai B, Masket ML, Onta SR. A cluster
randomized implementation trial to measure the effectiveness of an intervention
package aiming to increase the utilization of skilled birth attendants by women for
childbirth: study protocol. BMC Pregnancy Childbirth. 14:109.doi. 10.1186/14712393-14-109 (https://www.ncbi.nlm.nih.gov/pubmed/24646123).

RESEARCH PRIORITIZATION EXERCISES
2015
38. Yoshida S, Martines J, Lawn JE, et al. Setting research priorities to improve global
newborn health and prevent stillbirths by 2025. J Glob Health. 2016;6(1):010508.
PubMed PMID: 26401272; PubMed Central PMCID: PMC4576458.
39. Yoshida S. Approaches, tools and methods used for setting priorities in health
research in the 21st century. Journal of Global Health. 2016; Vol. 6 No. 1.
40. Rudan I, Yoshida S, Chan KY, Cousens S, Sridhar D, Bahl R, Martines J. Setting
health research priorities using the CHNRI method: I. Involving funders. J Glob
Health. 2016;6(1):010301. doi: 10.7189/jogh.06.010301. PubMed PMID:
26401269; PubMed Central PMCID: PMC4576461.

32 | MCA PROGRESS REPORT 2014–2015

2014
41. Yoshida S, Rudan I, Lawn JE, Wall S, Souza JP, Martines J, Bahl R. Neonatal
health research priority setting group. Newborn health research priorities beyond
2015. Lancet. 2014;384(9938):e27–9.
42. Rollins N, Chanza H, Chimbwandira F, Eliya M, Nyasulu I, Thom E et al.
Prioritizing the PMTCT implementation research agenda in 3 African countries:
INtegrating and Scaling up PMTCT through Implementation REsearch (INSPIRE).
J Acquir Immune Defic Syndr. 2014;67 Suppl 2:S108–S113.
43. Souza JP, Widmer M, Gülmezoglu AM, Lawrie TA, Adejuyigbe EA, Carroli G,
Crowther C, Currie SM, Dowswell T, Hofmeyr J, Lavender T, Lawn J, Mader S,
Martinez FE, Mugerwa K, Qureshi Z, Silvestre MA, Soltani H, Torloni MR, Tsigas
EZ, Vowles Z, Ouedraogo L, Serruya S, Al-Raiby J, Awin N, Obara H, Mathai M,
Bahl R, Martines J, Ganatra B, Phillips SJ, Johnson BR, Vogel JP, Oladapo OT,
Temmerman M. Maternal and perinatal health research priorities beyond 2015:
an international survey and prioritization exercise. Reprod Health. 2014;11:61.
44. Wazny K, Sadruddin S, Zipursky A, Hamer DH, Jacobs T, Kallander K, Pagnoni
F, Peterson S, Qazi S, Raharison S, Ross K, Young M, Marsh DR. Setting global
research priorities for integrated community case management (iCCM): Results
from a CHNRI (Child Health and Nutrition Research Initiative) exercise. J Glob
Health. 2014;4 (2): 020413 doi: 10.7189/jogh.04.020413.

SYSTEMATIC REVIEWS/MAPPINGS
2015
45. George AS, Branchini C, Portela A. (2015) Do Interventions that Promote
Awareness of Rights Increase Use of Maternity Care Services? A Systematic
Review. PLoS ONE 10(10): e0138116. doi:10.1371/journal.pone.0138116.
46. Solnes Miltenburg A, Roggeven Y, Shields L, van Elteren M, van Roosmalen
J, Stekelenburg J, Portela A. Impact of birth preparedness and complication
readiness interventions on birth with a skilled attendant: A systematic review.
PLoS ONE. 2015;PONE-D-15-29276R2.
47. Comrie-Thomson L, Tokhi M, Ampt F, Portela A, Chersich M, Khanna R,
Luchters S. Challenging gender inequity through male involvement in maternal
and newborn health: critical assessment of an emerging evidence base. Culture,
Health & Sexuality: An International Journal for Research, Intervention and Care.
2015; doi:10.1080/13691058.2015.1053412.
48. MacPherson P, Munthali C, Ferguson J, Armstrong A, Kranzer K, Ferrand RA,
Ross DA. Service delivery interventions to improve adolescents’ linkage, retention
and adherence to antiretroviral therapy and HIV care: a systematic review. Trop
Med Internat Hlth. 2015; doi:10.1111/tmi.12517.
49. Sankar MJ, Sinha B, Chowdhury R, Bhandari N, Taneja S, Martines J, Bahl R.
Optimal Breastfeeding Practices and Infant and Child Mortality: A Systematic
Review and Meta-analysis. Acta Paediatr. 2015; doi: 10.1111/apa.13147. [Epub
ahead of print] PubMed PMID: 26249674.
50. Sinha B, Chowdhury R, Sankar MJ, Martines J, Taneja S, Mazumder S, Rollins
N, Bahl R, Bhandari N. Interventions to Improve Breastfeeding Outcomes:
Systematic Review and Meta Analysis. Acta Paediatr. 2015. doi: 10.1111/
apa.13127. [Epub ahead of print] PubMed PMID: 26183031.

MCA PROGRESS REPORT 2014–2015 | 33

51. Chowdhury R, Sinha B, Sankar MJ, Taneja S, Bhandari N, Rollins N, Bahl R,
Martines J. Breastfeeding and Maternal Health Outcomes: A Systematic Review
and Meta-Analysis. Acta Paediatr. 2015. doi: 10.1111/apa.13102. [Epub ahead of
print] PubMed PMID: 26172878.
52. Khan J, Vesel L, Bahl R, Martines JC. Timing of breastfeeding initiation and
exclusivity of breastfeeding during the first month of life: effects on neonatal
mortality and morbidity – a systematic review and meta-analysis. Matern Child
Health J. 2015;19(3):468–79. doi: 10.1007/s10995-014-1526-8. PubMed PMID:
24894730.
53. Bowatte G, Tham R, Allen KJ, Tan DJ, Lau M, Dai X, Lodge CJ. Breastfeeding
and childhood acute otitis media: a systematic review and meta-analysis. Acta
Paediatr Suppl. 2015;104(467):85–95.
54. Tham R, Bowatte G, Dharmage SC, Tan DJ, Lau M, Dai X, Allen KJ, Lodge
CJ. Breastfeeding and the risk of dental caries: a systematic review and metaanalysis. Acta Paediatr Suppl. 2015;104(467):62–84.
55. Lodge CJ, Tan DJ, Lau M, Dai X, Tham R, Lowe AJ, Bowatte G, Allen KJ,
Dharmage SC. Breastfeeding and asthma and allergies: a systematic review and
meta-analysis. Acta Paediatr Suppl. 2015;104(467):38–53.
56. Horta BL, Loret de Mola C, Victora CG. Long-term consequences of breast
feeding on cholesterol, obesity, systolic blood pressure and type 2 diabetes: a
systematic review and meta-analysis. Acta Paediatr Suppl. 2015;104(467):30–7.
57. Horta BL, Loret de Mola C, Victora CG. Breastfeeding and intelligence: a
systematic review and meta-analysis. Acta Paediatr Suppl. 2015;104(467):14–9.
(http://www.ncbi.nlm.nih.gov/pubmed/26361071).
58. Giugliani ER, Horta BL, Loret de Mola C, Lisboa BO, Victora CG. Effect of
breastfeeding promotion interventions on child growth: a systematic review and
meta-analysis. Acta Paediatr Suppl. 2015;104(467):20–9.
59. Peres KG, Cascaes AM, Nascimento GG, Victora CG. Effect of breastfeeding
on malocclusions: a systematic review and meta-analysis. Acta Paediatr Suppl.
2015;104(467):54–61.

2014
60. Lassi ZS et al Systematic review on antibiotic therapy for pneumonia in children
between 2 and 59 months of age. Arch Dis Child. 2014;99(7):687–93. Epub
2014 Jan 15. Review.
61. Hindin, MJ, Bloem, P, Ferguson, J. Effective Nonvaccine Interventions to Be
Considered Alongside Human Papilloma Virus Vaccine Delivery. Journal of
Adolescent Health. 2015; 56 (1):10–18.
62. Coast E, Jones E, Portela A, Lattof SR (2014) Maternity Care Services and
Culture: A Systematic Global Mapping of Interventions. PLoS ONE 9(9):
e108130. doi:10.1371/journal.pone.0108130.
63. Tran NT, Portela A, de Bernis L, Beek K (2014) Developing Capacities of
Community Health Workers in Sexual and Reproductive, Maternal, Newborn,
Child, and Adolescent Health: A Mapping and Review of Training Resources.
PLoS ONE 9(4): e94948. doi:10.1371/journal.pone.0094948.

34 | MCA PROGRESS REPORT 2014–2015

64. Bhutta ZA, Das JK, Bahl R, Lawn JE, Salam RA, Paul VK, Sankar MJ, Blencowe
H, Rizvi A, Chou VB, Walker N, Lancet Newborn Interventions Review Group;
Lancet Every Newborn Study Group. Can available interventions end preventable
deaths in mothers, newborn babies, and stillbirths, and at what cost? Lancet.
2014;384(9940):347–70.
65. Seale AC, Blencowe H, Manu AA, Nair H, Bahl R, Qazi SA, Zaidi AK, Berkley
JA, Cousens SN, Lawn JE; pSBI Investigator Group. Estimates of possible severe
bacterial infection in neonates in sub-Saharan Africa, south Asia, and Latin
America for 2012: a systematic review and meta-analysis. Lancet Infect Dis.
2014;14(8):731–41.
66. Nair M, Yoshida S, Lambrechts T, Boschi-Pinto C, Bose K, Mason EM, Mathai
M. Facilitators and barriers to quality of care in maternal, newborn and child
health: a global situational analysis through metareview. BMJ Open. 2014;
4(5):e004749.

QUALITATIVE REVIEWS OR VIEWPOINTS
2015
67. Qazi S, Were W. Improving diagnosis of childhood pneumonia. Lancet Infect Dis.
2015;15:372–3. doi: 10.1016/S1473-3099(15)70029-0. Epub 2015 Mar 11.
68. Qazi S, Aboubaker S, MacLean R, Fontaine O, Mantel C, Goodman T, Young M,
Henderson P, Cherian T. Ending preventable child deaths from pneumonia and
diarrhoea by 2025. Development of the integrated Global Action Plan for the
Prevention and Control of Pneumonia and Diarrhoea. Arch Dis Child. 2015;100
Suppl 1:S23–8. doi: 10.1136/archdischild-2013-305429.
69. Qazi SA, Fox MP, Thea DM. Editorial commentary: ambulatory management of
chest-indrawing pneumonia. Clin Infect Dis. 2015;60(8):1225–7. doi: 10.1093/cid/
ciu1172. Epub 2014 Dec 30.
70. Moxon SG, Ruysen H, Kerber KJ, Amouzou A, Fournier S, Grove J, Moran AC,
Vaz LM, Blencowe H, Conroy N, Gülmezoglu A, Vogel JP, Rawlins B, Sayed R, Hill
K,Vivio D, Qazi SA, Sitrin D, Seale AC, Wall S, Jacobs T, Ruiz Peláez J, GuentherT,
Coffey PS, Dawson P, Marchant T, Waiswa P, Deorari A, Enweronu-Laryea
C,Arifeen S, Lee AC, Mathai M, Lawn JE. Count every newborn; a measurement
improvement roadmap for coverage data. BMC Pregnancy Childbirth. 2015;15
Suppl 2:S8. doi: 10.1186/1471-2393-15-S2-S8. Epub 2015 Sep 11. PubMed PMID:
26391444.
71. Simen-Kapeu A, Seale AC, Wall S, Nyange C, Qazi SA, Moxon SG, Young M,
Liu G, Darmstadt GL, Dickson KE, Lawn JE. Treatment of neonatal infections: a
multi-country analysis of health system bottlenecks and potential solutions. BMC
Pregnancy Childbirth. 2015;15 Suppl 2:S6. doi: 10.1186/1471-2393-15-S2-S6.
Epub 2015 Sep 11.
72. Seale AC, Head MG, Fitchett EJ, Vergnano S, Saha SK, Heath PT, Sharland M,
Lawn JE; SPRING. Neonatal infection: a major burden with minimal funding.
Lancet Glob Health. 2015;3(11):e669–70. doi: 10.1016/S2214-109X(15)00204-1.
73. Kallander K; Burgess D and Qazi S. Early identification and treatment of
pneumonia: a call to action. Lancet Glob Health. 2015; Published Online
November 11, 2015 (http://dx.doi.org/10.1016/S2214-109X(15)00272-7).
74. Were WM, Daelmans B, Bhutta Z, Duke T, Bahl R, Boschi-Pinto C, Young M,
Starbuck E, Bhan MK. Children’s health priorities and interventions. BMJ.
2015;351:h4300. doi: 10.1136/bmj.h4300. PubMed PMID: 26371225.

MCA PROGRESS REPORT 2014–2015 | 35

75. Vogel JP, Oladapo OT, Manu A, Gülmezoglu AM, Bahl R. New WHO
recommendations to improve the outcomes of preterm birth. Lancet Glob Health.
2015 Oct;3(10):e589–90. doi: 10.1016/S2214-109X(15)00183-7. Epub 2015 Aug
23. PubMed PMID: 26310802.
76. Jensen SK, Bouhouch RR, Walson JL, Daelmans B, Bahl R, Darmstadt GL,
Dua T. Enhancing the child survival agenda to promote, protect, and support
early child development. Semin Perinatol. 2015;39(5):373–86. doi:10.1053/j.
semperi.2015.06.002. Epub 2015 Jul 31. Review. PubMed PMID: 26234921.
77. Das JK, Rizvi A, Bhatti Z, Paul V, Bahl R, Shahidullah M, Manandhar D, Stanekzai
H, Amarasena S, Bhutta ZA. State of neonatal health care in eight countries of
the SAARC region, South Asia: how can we make a difference? Paediatr Int Child
Health. 2015;35(3):174–86. doi: 10.1179/ 2046905515Y.0000000046. Epub
2015 Jul 27. PubMed PMID: 26212573.
78. Tunçalp Ö, Were WM, MacLennan C, Oladapo OT, Gülmezoglu AM, Bahl R,
Daelmans B, Mathai M, Say L, Kristensen F, Temmerman M, Bustreo F. Quality
of care for pregnant women and newborns-the WHO vision. BJOG. 2015; doi:
10.1111/1471-0528.13451. [Epub ahead of print] PubMed PMID: 25929823.
79. Grummer-Strawn LM, Rollins N. Summarising the health effects of breastfeeding.
Acta Paediatr Suppl. 2015;104(467):1–2.
80. Matthews Mathai, Thandassery R. Dilip, Issrah Jawad, Sachiyo Yoshida,
Strengthening accountability to end preventable maternal deaths, International
Journal of Gynecology & Obstetrics, Volume 131, Supplement 1, October 2015,
S3–S5, ISSN 0020-7292 (http://dx.doi.org/10.1016/j.ijgo.2015.02.012).
81. Nair M, Baltag V, Bose K, Boschi Pinto C, Lambrecht T, Mathai M. Improving
the quality of healthcare services for adolescents, globally: a standards-driven
approach. J Adolesc Health. 2015; 57(3):288–98.
82. Pyone T, Dickinson F, Kerr R, Boschi-Pinto C, Mathai M, van den Broek N.
Reproductive, maternal, newborn and child health data collection in humanitarian
and emergency settings: a systematic review. Bull World Health Organ 2015;
93:648–58. doi: http://dx.doi.org/10.2471/BLT.14.148429.
83. International Federation of Gynecology And Obstetrics; International
Confederation of Midwives; White Ribbon Alliance; International Pediatric
Association; World Health Organization.
84. Mother-baby friendly birthing facilities. Int J Gynaecol Obstet. 2015;128(2):95–9.
85. Mathai M. How useful are national caesarean section rates for monitoring quality
of perinatal care? BJOG. 2015 Mar 9. doi: 10.1111/1471-0528.13344.
86. Schneeberger C, Mathai M. Emergency obstetric care: making the impossible
possible through task shifting. International Journal of Gynecology & Obstetrics.
2015;131 Suppl 1:S6–9. doi: 10.1016/j.ijgo.2015.02.004. Epub 2015 Feb 24.
87. Dickson KE, Kinney MV, Moxon SG, Ashton J, Zaka N, Simen-Kapeu A, Sharma
G, Kerber KJ, Daelmans B, Gülmezoglu A, Mathai M, Nyange C, Baye M, Lawn
JE. Scaling up quality care for mothers and newborns around the time of birth:
an overview of methods and analyses of intervention-specific bottlenecks and
solutions. BMC Pregnancy Childbirth. 2015;15 Suppl 2:S1. doi: 10.1186/14712393-15-S2-S1. Epub 2015 Sep 11.

36 | MCA PROGRESS REPORT 2014–2015

88. Sharma G, Mathai M, Dickson KE, Weeks A, Hofmeyr G, Lavender T, Day L,
Mathews J, Fawcus S, Simen-Kapeu A, de Bernis L. Quality care during labour
and birth: a multi-country analysis of health system bottlenecks and potential
solutions. BMC Pregnancy Childbirth. 2015;15 Suppl 2:S2. doi: 10.1186/14712393-15-S2-S2. Epub 2015 Sep 11.
89. Kerber KJ, Mathai M, Lewis G, Flenady V, Erwich JJ, Segun T, Aliganyira P,
Abdelmegeid A, Allanson E, Roos N, Rhoda N, Lawn JE, Pattinson R. Counting
every stillbirth and neonatal death through mortality audit to improve quality of
care for every pregnant woman and her baby. BMC Pregnancy Childbirth. 2015;15
Suppl 2:S9. doi: 10.1186/1471-2393-15-S2-S9. Epub 2015 Sep 11.
90. Bonet M, Oladapo OT, Khan DN, Mathai M, Gülmezoglu AM. New WHO
guidance on prevention and treatment of maternal peripartum infections. Lancet
Glob Health. 2015 Sep 28. pii: S2214–109X(15)00213–2. doi: 10.1016/S2214109X(15)00213-2.
91. Lawn JE, Blencowe H, Waiswa P, Amouzou A, Mathers C, Hogan D, Flenady V,
Frøen JF, Qureshi ZU, Calderwood C, Shiekh S, Jassir FB, You D, McClure EM,
Mathai M, Cousens S. Stillbirths: data for accelerating progress towards 2030.
Lancet (in press).
92. de Bernis L, Kinney MV, Stones W, ten Hoope-Bender P, Vivio D, Leisher SH,
Bhutta ZA, Gülmezoglu M, Mathai M, Belizán JM, Franco L, McDougall L, Zeitlin
J, Malata A, Dickson KE, Lawn JE. Stillbirths: ending preventable deaths by 2030.
Lancet (in press).
93. Chou D, Daelmans B, Jovilet R, Kinney M, Say L. Ending preventable maternal
and newborn mortality and stillbirths. BMJ. 2015 Sep 14;351:h4255. doi:
10.1136/bmj.h4255. PubMed PMID: 26371225.
94. Daelmans B, Black M, Lombardi J, Lucas J, Richter , Silver K, Britto P, Yoshikawa
H, Perez-Escamilla R, Macmillan H, Dua T, Bouhouch R, Darmstandt G, Rao N.
Effective interventions and startegies for improving child development BMJ. 2015
Sep 14;351:h4029. doi: 10.1136/bmj.h4029. PubMed PMID: 26371225.
95. Britto PR, Daelmans B, Richter L, Yousafzai AK Positioning early child
development in the post-2015 agenda. Published letter. Arch Dis Child. 2015.
96. Daelmans B. Seck A, Nsona H, Wilson S, Young M. Integrated community case
management of childhood illness: what have we learned? American Journal of
Tropical Medicine (in press).
97. Kinney M, Cocoman O, Dickson K, Daelmans B, Zaka N, Rhoda N, Moxon S,
Kak L, Lawn JE, Khadka N, Darmstadt G. Implementation of the Every newborn
Action Plan: Progress and lessons learned. Semin Perinatol. 2015;39(5):326–37.
doi:10.1053/j.semperi.2015.0040146-0005. Epub 2015 Jul 31. Review. PubMed
PMID: 26234921.
98. Kanyuka M, Ndawala J, Mleme T, Chises L, Makwemba M. Amazou A, Borghi J,
Daire J, Ferrabee R, Hazel E, Heidkamp R, Hill K, Martinez Alvarez M, Mgalula
L, Munthali S, Nambiar B, Nsona H, Park L, Walker N, Daelmans B, Bryce J,
Colbourn T Malawi and Millennium Development Goal 4: Early adopter; Early
Achiever. Lancet Global Health Published Online January 21, 2016 http://dx.doi.
org/10.1016/.
99. Victora CG, Requejo JH, Barros AJ, Bhutta A, Boerma T, Chopra M, De Francisco
A, Daelmans B, Hazel E, Lawn J, Maliqi B, Newby H, Bryce J. Countdown to
2015: a decade of tracking progress for maternal, newborn and child survival
Lancet. 2015 (http://dx.doi.org/10.1016/S0140-6736(15)00519-X).

MCA PROGRESS REPORT 2014–2015 | 37

2014
100. Darmstadt GL, Kinney MV, Chopra M, Cousens S, Kak L, Paul VK, Martines
J, Bhutta ZA, Lawn JE; Lancet Every Newborn Study Group. Who has been
caring for the baby? Lancet. 2014;384(9938):174–88. doi: 10.1016/S01406736(14)60458-X. Epub 2014 May 19. Review. PMID: 24853603.
101. Aboubaker A, Qazi S, Wolfheim C, Oyegoke A, Bahl R. Community health
workers: A crucial role in newborn health care and survival. J Glob Health
2014;4 (2): 020302 doi: 10.7189/jogh.04.020302.
102. Källander K et al. Universal access to pneumonia prevention and care: a
call for action. Lancet Respir Med. 2014;2(12):950–2. doi:10.1016/S22132600(14)70248-6. Epub 2014 Nov 12.
103. Dick, B Ferguson, BJ Health for the world’s adolescents. Journal of adolescent
health. 2015; 56(1),3–6.
104. Waddington C. Sambo, C Financing health care for adolescents: a necessary part
of universal health coverage. Bull World Health Organ. 2015;93(1), pp 57–59.
doi: 10.2471/BLT.14.13974.
105. Blais P, Hirnschall G, Mason E, Shaffer N, Lipa Z, Baller A et al. Introducing
INSPIRE: an implementation research collaboration between the Department
of Foreign Affairs, Trade and Development Canada and the World Health
Organization. J Acquir Immune Defic Syndr. 2014;67 Suppl 2:S105–S107.
106. Rasmussen E, Jorgensen K, Leyshon S, ed. Person-centred care: co creating
a healthcare sector for the future. Copenhagen, Denmark, Monday Morning/
Sustainia. 2014; (http://www.sustainia.me/resources/publications/PersonCentred_Healthcare.pdf).
107. Perkins J, Bargo A, Capello C and Santarelli C. Training health workers to
provide person-centred maternal and newborn health care in Burkina Faso. The
Intl J of Person-Centered medicine. 2014;3, 2: 152–157.
108. Mathai M. Community-based distribution of misoprostol: is this the way
forward? BJOG 2014;121(3) 325–6.
109. Ota E, Ganchimeg T, Morisaki N, Vogel JP, Pileggi C, Ortiz-Panozo E, Souza
JP, Mori R; WHO Multi-Country Survey on Maternal and Newborn Health
Research Network. Risk factors and adverse perinatal outcomes among term
and preterm infants born small-for-gestational-age: secondary analyses of the
WHO Multi-Country Survey on Maternal and Newborn Health. PLoS One.
2014;9(8):e105155. doi: 10.1371/journal.pone.0105155.
110. van den Broek N, Lewis G, Mathai M. Guest editors’ choice. BJOG. 2014;121
Suppl 4:2–3.

38 | MCA PROGRESS REPORT 2014–2015

For more information please contact:
Department of Maternal, Newborn, Child and Adolescent Health (MCA)
World Health Organization
20 Avenue Appia
1211 Geneva 27
Switzerland
Tel: + 41 22 791 32 81
Fax: + 41 22 791 48 53
E-mail: mncah@who.int
Website: www.who.int/maternal_child_adolescent

ISBN 978 92 4 151035 6

