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Cross-country analysis of strategies for achieving progress towards

global goals for women’s and children’s health
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Objective To identify how 10 low- and middle-income countries achieved accelerated progress, ahead of comparable countries, towards
meeting millennium development goals 4 and 5A to reduce child and maternal mortality.

Methods We synthesized findings from multistakeholder dialogues and country policy reports conducted previously for the Success Factors
studies in 10 countries: Bangladesh, Cambodia, China, Egypt, Ethiopia, the Lao People’s Democratic Republic, Nepal, Peru, Rwanda and Viet
Nam. A framework approach was used to analyse and synthesize the data from the country reports, resulting in descriptive or explanatory
conclusions by theme.

Findings Successful policy and programme approaches were categorized in four strategic areas: leadership and multistakeholder partnerships;
health sector; sectors outside health; and accountability for resources and results. Consistent and coordinated inputs across sectors, based
on high-impact interventions, were assessed. Within the health sector, key policy and programme strategies included defining standards,
collecting and using data, improving financial protection, and improving the availability and quality of services. Outside the health sector,
strategies included investing in girls'education, water, sanitation and hygiene, poverty reduction, nutrition and food security, and infrastructure
development. Countries improved accountability by strengthening and using data systems for planning and evaluating progress.
Conclusion Reducing maternal and child mortality in the 10 fast-track countries can be linked to consistent and coordinated policy and
programme inputs across health and other sectors. The approaches used by successful countries have relevance to other countries looking
to scale-up or accelerate progress towards the sustainable development goals.

Abstracts in LS5 H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

Between 1990 and 2015, during the era of the millennium
development goals (MDGs), there was unprecedented global
progress towards reducing both child and maternal mortality
by around 50%."* Progress was uneven, however, between and
within countries. Of the 95 countries with maternal mortality
ratios above 100 deaths per 100000 live births in 1990, nine
countries achieved MDG 5A to reduce maternal mortality by
three quarters. Only 24 out of 104 low- and middle-income
countries met the MDG 4 target of a two-thirds reduction in
the under-five mortality rate between 1990 and 2015.* To
understand why some countries did better than other com-
parable countries in preventing maternal and child deaths, a
three-year multidisciplinary, multi-country series of studies
on success factors for women’s and children’s health, referred
to as the Success Factors studies, was undertaken.’

Among the 75 highest-burden countries flagged up by the
Countdown to 2015 initiative,’ 10 low- and middle-income
countries were on track to achieve both MDGs 4 and 5A when
the Success Factors studies started in 2012: Bangladesh, Cam-
bodia, China, Egypt, Ethiopia, the Lao People’s Democratic
Republic, Nepal, Peru, Rwanda and Viet Nam.” Focusing on
what contributed to the higher reduction of maternal and
child mortality rates in these countries, the studies identified

an integrated set of high-impact factors in the health sector
and sectors outside health, underpinned by strong country
leadership, collaboration between different stakeholders and
economic development.® Statistical, econometric and policy
analyses showed that these countries were not only progress-
ing faster on mortality reductions, but were also performing
significantly better than comparable countries on the identified
success factors.”

Based on the initial analyses of success factors, we con-
ducted a series of multistakeholder dialogues in the 10 fast-
track countries to identify how these countries designed and
implemented policies and programmes in the areas identified
as success factors. This paper presents a synthesis of the mul-
tistakeholder dialogue findings across the countries. These
findings informed the development of the Global strategy
for women’s, children’s and adolescents’ health (2016-2030)°
and could inform country policies and programmes to help
accelerate progress towards meeting the sustainable develop-
ment goals (SDGs).

Methods

The first part of the success factors studies comprised compara-
tive analyses of data from 144 low- and middle-income coun-
tries over 20 years and a literature review of countries’ progress
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in reducing maternal and child mortality
during the MDG period, as described
before.** Subsequently, between 2014
and 2015, country policy reports were
developed through multistakeholder
dialogues in the 10 fast-track countries
identified in the Success Factors studies.*
A multistakeholder dialogue is a struc-
tured, facilitated process that brings
stakeholders together to develop a
shared understanding of issues and evi-
dence and to develop plans of action. In
total, 407 stakeholders (representatives
of government, academia, civil society,
private sector, multilateral and other
development partner organizations)
across the 10 countries took part in the
dialogues. Each dialogue was conducted
in three phases: (i) preparation and
review of literature and data; (ii) discus-
sion meetings, usually over two days,
supplemented in some cases by one-to-
one interviews and additional meetings;
and (iii) validation and preparation of
country reports and dissemination of
findings. The methods for the multi-
stakeholder dialogues are described in
more detail elsewhere.” Ethics approval
for the Success Factors studies was ob-
tained from the World Health Organiza-
tion (WHO) Ethics Review Committee
(reference RPC528), and participants in
the dialogues gave consent to be inter-
viewed for the analysis.

To analyse and synthesize the data
from the 10 country reports resulting
from the dialogues,* we adapted and
used the Framework Method as it is ap-
propriate for comparing and contrasting
large-scale textual data across cases.®
This method comprises seven steps:
(i) transcription; (ii) familiarization
with the data; (iii) coding; (iv) devel-
oping a working analytical framework;
(v) applying the analytical framework;
(vi) inserting data into the framework
matrix; and (vii) interpreting the data.
Similarities and differences in the data
can be identified and relationships
drawn across different parts of the analy-
sis, resulting in descriptive or explana-
tory conclusions by theme.’

Transcription of country policy
reports, meeting documents and stake-
holder interviews was completed during
the dialogue process in the countries.”
The cross-country analysis started with
examining the data and initial cod-
ing. We developed a modified health
systems framework matrix which was
populated with data from the country
policy reports and categorized by the
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Table 1. Reduction of under-five mortality rate between the years 1990 and 2015 in
10 countries with accelerated progress towards reducing child and maternal

mortality

Country No. of child deaths per 1000 live births Decrease Annual

1990-2015, rate of
(%) reduction,
%
1990 1995 2000 2005 2010 2015

Bangladesh 144 114 88 67 49 38 106 (73.8) 54

Cambodia 17 122 108 64 438 29 88 (75.5) 5.6

China 54 48 37 24 158 i 43 (80.1) 6.5

Egypt 86 64 47 31 24 24 62 (72.1) 5.1

Ethiopia 205 175 145 110 76 59 146 (71.1) 50

LaoPeople's 162 140 118 97 80 67 95 (58.9) 36

Democratic

Republic

Nepal 141 109 81 60 45 36 105 (74.5) 55

Peru 80 58 39 28 20 17 63 (78.8) 6.2

Rwanda 152 253 184 106 636 42 110 (72.5) 5.2

Viet Nam 51 42 34 30 26 22 29 (57.2) 34

Note: Under-five mortality rate is number of deaths of children aged 0-4 years in a given period per 1000

live births in the same period.

Sources: UN Inter-agency Group for Child Mortality Estimation' and World Bank.'”

main strategic areas where policy and
programme inputs had been made.”"
We further coded the data to identify
common themes, focusing on key poli-
cies and programmes and strategic areas,
until we identified no new themes."
Based on this approach, we synthesized
the countries’ policy and programme
approaches into strategic areas. We
triangulated findings, where possible,
with related literature reviews and other
data.’

Results

From 1990 to 2015 the countries
achieved major reductions in under-
five child mortality (Table 1) and ma-
ternal mortality (Table 2) and there
were associated improvements in pop-
ulation-based coverage of high-impact
interventions in health and other sec-
tors. Stakeholders in the 10 countries
identified policies and programmes
that contributed to this progress, and
the review of data between 1990 and
2015 highlighted related trends under
four strategic areas: leadership and
multistakeholder partnerships; health
sector; sectors outside health; and ac-
countability for resources and results
(Table 3 and Table 4). Table 5 presents
additional examples of country policies
and programmes that were identified in
the dialogues as contributing to progress

towards MDGs 4 and 5A; further details
are found in the country reports and
their web annexes."”

Leadership and partnerships

Countries demonstrated leadership
by using data from population-based
surveys and research to develop policies
and plans to reach high-risk populations
(Table 3 and Table 5). They prioritized
high-impact interventions and used
technical standards to guide implemen-
tation. Human rights policies helped
ensure high-risk groups were protected
and prioritized."’ In some cases, govern-
ments established agencies to support
implementation;'*'* for example Egypt
created national councils to strengthen
rural women’s participation in health
and development.'*

Countries took steps to improve
governance by increasing transparency
and accountability, reducing corruption
and creating opportunities for civic
participation (Table 4). Progress varied
among countries. In Ethiopia, reforms
in governance reduced corruption be-
tween 1996 and 2014 and improved the
efficiency of the civil service.'* Despite
political instability, Nepal made modest
progress in the rule of law and control
of corruption between 2004 and 2014."
The proportion of women members
in the national legislature of the Lao
People’s Democratic Republic tripled
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Table 2. Reduction of maternal mortality ratio between the years 1990 and 2015 in
10 countries with accelerated progress towards reducing child and maternal

mortality

Country No. of maternal deaths per 100 000 live births Decrease Annual

1990-2015, rate of
(%) reduction,
%
1990 1995 2000 2005 2010 2015

Bangladesh 569 479 399 319 242 176 393 (69.1) 4.7

Cambodia 1020 730 484 315 202 161 859 (84.2) 74

China 97 72 58 48 35 27 70(72.2) 5.2

Egypt 106 83 63 52 40 33 73 (68.9) 4.7

Ethiopia 1250 1080 897 743 523 353 897 (71.8) 50

Lao People’s 905 695 546 418 294 197 08 (78.2) 6.1

Democratic

Republic

Nepal 901 660 548 444 349 258 643 (71.4) 5.0

Peru 251 206 140 114 92 68 83(72.9) 5.2

Rwanda 1300 1220 1020 567 381 290 0(77.7) 6.0

Viet Nam 139 107 81 61 58 54 85(61.1) 3.8

Note: Maternal mortality ratio is the number of deaths of women while pregnant or within 42 days of
termination of pregnancy in a given period per 100000 live births in the same period.
Sources: WHO, UNICEF, UNFPA, World Bank Group and the United Nations Population Division’ and World

Bank."”

between 1990 and 2003, so that by 2014
women comprised a quarter of members
of parliament."® Rwanda achieved female
representation in 64% of the seats in the
parliament and 40% in the senate."’
Collaboration across government
entities, development partners and
nongovernmental and community-
based organizations was improved. In
Ethiopia, an agreement in 2005 between
the government and its development
partners guided partner support for the
health sector development programme,
and led to other agreements related to
international health partnerships and
joint financing. Several other countries
adopted cross-sector approaches to
ensure better allocation and use of re-
sources for health (Table 5).!520-2*

Health sector

The countries took steps to strengthen
essential health systems to deliver prior-
ity interventions (Table 3 and Table 5).
They ensured a mix of delivery strate-
gies for interventions in women’s and
children’s health, based on their current
health system capacity and the country
context. Key interventions were deliv-
ered using a combination of targeted
vertical delivery and campaign strate-
gies, complemented by community-
based approaches for hard-to-reach
populations. They also strengthened
routine facility-based services. Bangla-

desh began with a vertical immuniza-
tion programme, but later integrated
this into the health-care system, with
semi-annual campaigns to deliver vita-
min A supplements and polio vaccina-
tion.”” Nepal used targeted child health
campaigns and integrated programmes
delivered by female community health
volunteers to reach communities with
limited access to services.”*

Various mechanisms were used
to improve health financing, includ-
ing increasing the annual per capita
expenditure on health, introducing
community-based health insurance,
minimizing out-of-pocket expenses
on health and providing monetary in-
centives to marginalized populations.
Although governments increased their
health expenditure (Table 4), most of
them remain highly dependent on ex-
ternal funds. China was an exception;
government health expenditure per
capita increased from 53 United States
dollars (US$) in 1995 to US$ 646 in
2013.%” China also introduced a medical
scheme which covers 95% of the eligible
rural population.”

Countries developed short- and
long-term approaches to address health
workforce challenges. Several countries
improved midwifery training and used
incentives for recruitment and retention
of staff, while others used task shifting
and community health workers or vol-
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unteers to address staft shortages and
reach marginalized populations. Cam-
bodia has dramatically improved its rate
of skilled birth attendance (Table 4).”
The Chinese government trained large
numbers of additional health person-
nel, including village doctors (barefoot
doctors) to strengthen primary care
delivery.”” Peru improved access to
emergency obstetric care in rural com-
munities by training health providers
to respond better to local beliefs and
expectations.”

Actions to improve the quality of
care have included strengthened supervi-
sion and monitoring systems for service
delivery, improved referral mechanisms,
implementation of accreditation pro-
cesses and reviews of maternal deaths
(Table 5). Testing of community-based
management of neonatal sepsis in Nepal
has contributed to improving access
to life-saving neonatal care.”” Rwanda
has focused on specialized training for
nurses and doctors.” Bangladesh has
promoted health and behaviour change
strategies that have increased commu-
nity demand and use of services.” Cam-
bodia has a strategy to promote exclusive
breastfeeding and antenatal care.”

Other sectors

In sectors other than health, the 10
fast-track countries applied policy and
programme strategies that invested in
girls’ education, poverty reduction, food
security and infrastructure development
(Table 3 and Table 5). Countries made
education - primary, extended primary
and sometimes secondary - freely avail-
able to all. Access to education for girls
was prioritized, with a focus on better
deployment and living conditions of
teachers, especially female teachers, and
incentives for poor families to send their
children to school. Bangladesh’s female
secondary-school stipend project has
rapidly expanded secondary schooling
for girls since the 1990s; keeping girls in
education longer helps to delay marriage
and childbearing, which in turn affects
maternal mortality.*

Countries invested in water and
sanitation infrastructure (Table 4) and
focused on community-oriented inter-
ventions on specific health issues, such
as open defecation. Rwanda introduced
several community-based initiatives,
including hand-washing stations for
restaurants, schools and public places.”

Another approach common to
these countries was poverty reduc-
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Table 3. Key policy and programme actions in four strategic areas identified as important for accelerated progress towards reducing
child and maternal mortality

Strategic area Policy and programme actions lllustrative performance
measures
Leadership and Develop policies, strategies, plans and mechanisms to guide programme — Rule of law

multistakeholder
partnerships

Health sector

Sectors outside
health

implementation by:

— establishing mechanisms for coordination and collaboration within government and
between government and partners;

— strengthening governance by reducing corruption, maintaining transparency and
accountability, and improving civic participation and representation of women in
government;

— collecting data for planning, including research and innovation;

— defining interventions that will be delivered by the programme along the lifecycle of
women and children, with a focus on high-impact, evidence-based interventions;

— developing or revising policies, standards and guidelines that are informed by human
rights, and supporting implementation of priority interventions that are evidence-
based and target high-risk groups; and

— developing short- and long-term plans to deliver priority interventions.

Strengthen essential health systems to deliver priority interventions by:

— deciding how interventions will be delivered;

— ensuring adequate resources are available and removing financial barriers to
accessing health care;

— ensuring availability of trained staff;

— strengthening quality of and demand for care;

— increasing the number of primary health care and specialized maternal and child care
centres; and

— ensuring supply of high-quality essential medicines and commodities.

Strengthen sectors which support improved health and nutrition by:

— increasing financial resources allocated to key sectors, targeted to areas with highest
morbidity and mortality;

— investing in infrastructure to improve transportation and communication;

— Government effectiveness
—Women in parliament

— Female labour force
participation

— Births assisted by skilled
staff

— Physicians per population
— Total fertility rate

— Immunization (DTP and
measles)

— Clean water supply

— Access to sanitation

— Primary-school enrolment
(female and total)

— promoting education of girls and poor people; enhancing training and deployment

of teachers, particularly women;
— developing water and sanitation initiatives with communities;

— developing information and communication technologies, including e-health

initiatives;

— improving income-generation opportunities for poor people; and
— developing cross-sectoral approaches to improve nutrition.

Accountability for
resources and results

Collect and use data for planning and evaluating progress by:
—adopting standard indicators and targets;
— strengthening routine health management information system, incorporating key

indicators and vital registration;

— conducting regular performance reviews;

— conducting maternal and neonatal death audits;
— improving access to electronic data collection and management systems at all levels
including Internet databases, and use of SMS tracking systems.

— Secondary-school
enrolment (female and total)
— Roads paved

— Rural electricity

— GDP per capita
— Gini index
— Total health expenditure

DTP: diphtheria—tetanus—pertussis; GDP: gross domestic product; SMS: short message service.

tion, with clear targets to reach women
and vulnerable groups, especially in
rural and farming communities. In
Bangladesh, rapid expansions in the
garment industry and in microcredit
programmes increased the number of
women employed.’® Poverty was re-
duced in Cambodia due to removal of
price controls and taxes on rice produc-
tion, improved rural infrastructure and
a higher minimum wage for garment
industry workers.”"*

Accountability

All the 10 countries collected and
used data for planning and evaluating
progress towards the MDGs (Table 3

354

and Table 5). They adopted the MDGs,
set their own targets and made com-
mitments to measuring and achieving
them.** Most countries relied on regu-
lar demographic and health surveys to
collect high-quality, population-based
data to track progress and to inform
planning.

Some countries have begun shifting
from paper-based routine health infor-
mation systems to electronic systems
with centralized data management. The
maternal and child health surveillance
system in China is one of the largest cen-
tralized networks of its kind."' Rwanda’s
web-based applications enables public
access to aggregated health information,

thereby improving transparency and
encouraging wider use of this informa-
tion.”” Egypt also makes aggregated
health information publicly available.*

Several fast-track countries have had
some success with improving the complete-
ness of their birth and death registration
systems. Bangladesh established a central-
ized online birth and death registration
system, and succeeded in registering over
half of all children younger than 5 years,
up from a baseline of 10%.* Viet Nam
introduced community reporting systems
for births and maternal and child deaths
and the Lao People’s Democratic Republic
strengthened facility death reporting
standards.">*

Bull World Health Organ 2016,94:351-361 I doi: http://dx.doi.org/10.2471/BLT.15.168450
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Table 5. Examples of policy and programme actions towards development successes of 10 countries with accelerated progress towards
reducing child and maternal mortality

Country Leadership and multistake- Health sector Sectors outside health Accountability for

holder partnerships resources and results

Bangladesh Led multi-country Since 1973 country is committed  Strategic planning Provided wireless
evaluation of integrated case to expanding rural health increased the number  Internet and laptops
management of childhood infrastructure to provide of paved roads from to 12527 community
iliness, leading to global scale-  comprehensive services. 9704 to 17321 over clinics and 4500 union
up of initiative. 1991-2007. health centres.

Cambodia Based planning on research Developed a midwifery training  Increased % of Since 2011 health
findings into causes of and incentive scheme. By 2013, government spending  information system
newborn and child deaths; 75% of health facilities had at on infrastructure from  data demonstrate a
micronutrient sprinkles (single-  least one secondary midwife 4.7%in 200410 9.5%  99% rate of reporting
dose supplement packets); and  (with at least 3 years of basic in 2010. completeness and data
health financing schemes. training). internal consistency.

China Established a policy and legal ~ Used target responsibility Introduced Implemented a
framework through a law agreements with service compulsory universal  comprehensive
on maternal and infant child providers, for example to free education for surveillance and health
care and National Programme  improve quality of care for the first 9 years, and information system.
for Women's and Children’s immunization and antenatal care initiatives to improve
Development. and achieve the related national  school access for the

targets. underserved.

Egypt Used data on levels and causes  Fatwa (Islamic religious ruling) Invested resources Conducts annual data
of maternal mortality for issued by the Grand Mufti of in Upper Egypt to reviews and planning
planning strategies. Created Egypt in support of family improve access to using routine health
national councils to strengthen  planning aimed to change water and sanitation.  information system data.
rural women'’s participation in  traditional society views. Fertility Used data on levels
health and development. dropped from 5 children per and causes of maternal

woman in 1980 to <3in 2011. mortality for planning
strategies.

Ethiopia Created a government Developed new cadres: health Initiated multi-sectoral ~ Monitors progress in
department to support extension workers and non- coordinated nutrition  reproductive, maternal,
development in pastoralist doctor clinicians to improve planning targeting the  newborn and child
areas. access to care. first 1000 days of life. ~ health using a routine

data scorecard to
identify and respond to
service gaps.

Lao People’s Defined minimum package Abolished user fees so as to Increased public developed Health

Democratic Republic

Nepal

Peru

Rwanda

Viet Nam

of interventions that must be
delivered at each level of the
health system.

Instituted sector-wide
approaches to improve donor
coordination focused on
national priorities.

Ministry for Women and
Social Development promotes
social development and equal
opportunity for women and
excluded groups.

Instituted sector-wide
approaches to improve donor
coordination and alignment
with national priorities.

Established national
technical working groups
on reproductive, maternal,
newborn and child health.

improve care-seeking by women
and children.

Increased the number of health
facilities from 975 to 4000, and
birthing centres from 422 to
1121.

Trained health staff in culturally
sensitive emergency obstetric
and neonatal care.

Introduced 45000 community
health workers to provide
essential services.

Routinely updates the essential
medicine list and enforces
standards to maintain quality.

expenditure on
education sixfold.

Pioneered a
multisectoral and
high-level coordinated
national nutrition plan.

Adopted a
multisectoral strategy
to address poverty
and socially excluded
groups.

Developed nationwide
Internet access and
rapid SMS technology
for community health
worker reporting.
Invested in commune
infrastructure with
funding targeted to
poor and marginal
households.

information system
strategic plan, including
institution-based data
collection systems and
vital registration system.

Scaled-up maternal
death surveillance and
reviews.

Introduced a perinatal
reporting system to
track maternal and
newborn deaths.

Instituted a community
reporting system for
births and for maternal
and child deaths.

Published national
health data on a website
to promote transparency
and use.

SMS: short message service.
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of policy and programme approaches
that invested in girls’ education, water
and sanitation, infrastructure devel-
opment, food security, and poverty
reduction policies such as promoting
job growth in rural populations and in
industries employing women from low-
income settings. Such investments also
contributed to reducing socioeconomic,
geographical and gender disparities.*
These findings reiterate the integrated
and holistic approach to health and
sustainable development promoted by
the SDGs.

Policy implications

By 2015, eight of the 10 countries on track
to achieving MDG 4 had done so, and four
countries had achieved MDG 5A. How
countries can sustain progress was not
the focus of this paper, but is an important
area for further research. Some initial
inferences can, however, be drawn from
the analysis of factors affecting countries’
progress and contextual changes since the
time of the dialogues, highlighting critical
challenges for the SDG era.

First, the MDGs imposed the same
ambitious targets on every country, irre-
spective of mortality burden, resources
and policy potential. Failure to achieve
specific targets in 2015 does not negate
the high rate of progress over the previ-
ous 20 years, and a lack of reliable data
meant that progress overall was estimat-
ed. Analyses show that country-specific
targets can supplement global targets
to identify under- or over-performance
relative to a country’s potential, and
this could be helpful to track progress
towards the SDGs.*

Second, while countries were ini-
tially able to lower average national rates
of mortality, a challenge across all the
countries was addressing inequitable
access to essential, quality services,
especially for people in underserved,
marginalized and challenging settings.
These groups tend to have higher mor-
tality and are exposed to greater health
risks, thereby slowing the overall rate
of mortality reduction in a country.
Further, the specific needs of adolescent
girls who might have high-risk pregnan-
cies were not included in the MDGs, nor
were issues concerning adolescent heath
overall: issues that are central to improv-
ing health and achieving the SDGs.
Equity was largely under-evaluated
during the MDGs; yet equity has to be
a critical concern to all countries under
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the universal scope of the SDG agenda
and considering the aim of the global
strategy to reach every woman, child
and adolescent in every setting.

Third, the epidemiology of un-
der-five child mortality changes as
mortality declines, with an increasing
proportion of child deaths occurring in
the neonatal period. This was another
common challenge identified by the
countries as a priority focus for the
SDG era. Strategies to prevent neona-
tal deaths require improved quality of
delivery and immediate care of babies
after delivery, which is still limited in
many countries.

Fourth, continued reductions in
maternal mortality require sustained
investment and improvements in ac-
cess, coverage and quality of care to
both prevent and manage complicated
deliveries. This requires sustained in-
vestments in the development of the
health workforce, health facilities and
other health systems, as well as in the
roads and transport to access health
services, together with a reduction of
financial barriers to access. Policies to
strengthen health systems, including
the availability of a skilled workforce,
are often the most difficult to imple-
ment and sustain.

Fifth, external factors such as
social, economic and environmental
shocks have an important impact on
how effectively programmes deliver
interventions to women and children
and these factors may increase the risk
of death. Examples include periodic
droughts in Ethiopia, the Nepal earth-
quake of 2015 and political unrest in
Egypt and Bangladesh towards the end
of the era of the MDGs.

Finally, in tracking progress, the
MDGs focused on measuring reduc-
tions in maternal and child mortality
without linking these to measurements
of factors that contribute to mortality
reductions — with around 50% of the
reductions associated with the health
sector and 50% with sectors outside
health.”* The SDGs and the Global
strategy for women’s, children’s and
adolescents’ health (2016-2030)° offer
an opportunity for a more holistic and
integrated approach to implementing
and evaluating progress across sectors.

Limitations

As part of the Success Factors studies,
the countries in this analysis were first

Syed Masud Ahmed et al.

selected based on their accelerated
progress towards the MDGs between
1990 and 2012. If the country selection
had been later, for example after the
final MDG progress reports in 2015,
a different set of countries might have
been identified. Nevertheless, these
countries had made significantly bet-
ter progress than other comparable
countries at a specific point in time**
and this analysis highlights how they
achieved this progress. The data syn-
thesis was constrained by the data used
for the dialogues. For example, several
countries preferred to use national data
over international data in the dialogues
as it was perceived as more relevant and
reliable for country-specific policies
and programmes. This limited the abil-
ity to compare quantitative data across
countries. The dialogues attempted to
ensure that the inputs met basic criteria
for plausibility. However, limited data
in some areas sometimes made it diffi-
cult to meet all the plausibility criteria.
Given the difficulties in quantifying
the strength of individual policy and
programme inputs and their relative
contributions to improved health out-
comes, we did not attempt to weight
the identified strategies across coun-
tries. Thus, the impact of particular
policies and programmes - the extent
to which they were directly associated
with observed health outcomes - was
subject to interpretation, although we
verified these where possible through
data triangulation and consensus
among stakeholders. The development
of robust dialogue processes, including
preparation, evidence review and ex-
plicit plausibility criteria, as described
elsewhere,” can help address some
of these limitations. In all countries
there is a need for better local data on
country policy and programme inputs
across sectors, and for better evalu-
ation of the association of the inputs
with overall health and sustainable
development.

Conclusion

Reducing maternal and child mortality in
the 10 fast-track countries can be linked to
consistent and coordinated policy and pro-
gramme inputs across sectors. Approaches
used by successful countries have relevance
to other countries looking to scale-up or
accelerate progress and can inform coun-
tries’ progress towards the SDGs. ll
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Résumé

Analyse transnationale des stratégies pour accomplir des progrés en vue des objectifs mondiaux pour la santé de la femme et

de I'enfant

Objectif Déterminer comment dix pays a revenu faible et intermédiaire
ont réussi a accomplir des progrés accélérés, vis-a-vis de pays
comparables, en vue d'atteindre les objectifs 4 et 5A du Millénaire pour
le développement visant a réduire la mortalité infantile et maternelle.
Méthodes Nous avons synthétisé les conclusions de dialogues
multipartites et de rapports dorientation nationaux précédemment
établis pour étudier les facteurs de succes dans les dix pays concernés: le
Bangladesh, le Cambodge, la Chine, I'Egypte, 'Ethiopie, le Népal, le Pérou,

Bull World Health Organ 2016,94:351-361 I doi: http://dx.doi.org/10.2471/BLT.15.168450

la République démocratique populaire lao, le Rwanda et le Viet Nam. Une
approche de cadre a été utilisée pour analyser et synthétiser les données
tirées des rapports nationaux, ce qui a donné lieu a des conclusions
descriptives ou explicatives en fonction de différents themes.

Résultats Les approches politiques et de programme réussies ont été
classées dans quatre domaines stratégiques: leadership et partenariats
multipartites; secteur de la santé; secteurs autres que celui de la
santé; et responsabilisation en matiére de ressources et de résultats.
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Les contributions cohérentes et coordonnées dans les différents
secteurs, basées sur des interventions a fort impact, ont été évaluées.
Dans le secteur de la santé, les principales stratégies politiques et de
programme incluaient la définition de normes, la collecte et I'utilisation
de données, I'amélioration de la protection financiére et I'amélioration
de l'accessibilité et de la qualité des services. En dehors du secteur
de la santé, les stratégies impliquaient des investissements dans
I'éducation desfilles, l'eau, I'assainissement et I'hygiene, la réduction de
la pauvreté, la nutrition et la sécurité alimentaire et le développement
des infrastructures. Les pays ont amélioré leur responsabilisation grace

Syed Masud Ahmed et al.

au renforcement et a I'utilisation de systémes de données permettant
de planifier et dévaluer les progreés.

Conclusion La réduction accélérée de la mortalité maternelle et
infantile dans les dix pays peut étre liée a I'élaboration de politiques
et de programmes cohérents et coordonnés au sein du secteur de
la santé et des autres secteurs. Les approches utilisées par les pays
qui enregistrent des succes présentent un intérét pour d'autres pays
cherchant a augmenter ou a accélérer les progres en vue des objectifs
de développement durable.

Pesilome

AHanus peanusaynn CTp&TEI’VII?I AnA npoAaBmXeHnAa No NyTn K 4OCTUXKEHUI0 rno6anbHbIX Lenen B 06nactu

OXpPaHbl 340P0BbA XXEHLNH N aeten B Pa3HbIX CTPaHaX

Llenb Onpepenntb, kak 10 CTPaHaM C HU3KKUM 1 CPELHUM YPOBHEM
[IOXO[0B Y1a710Cb MPOAEMOHCTPUPOBATH YCKOPEHHbIV MO CPABHEHWIIO
C COMOCTaBMMbBIMY CTPaHaMV MPOrPEeCC B NiaHe [OCTVKEHNA Lienei
TeicAueneTna 4 1 5A B 06nacT pas3suTrs, CHOPMYINPOBAHHbBIX B
[eknapaumn TbicAdeneTus, NpeanonaraloLLx COKpaLleHe AETCKOM
1 MaTePUHCKOM CMEPTHOCTH.

Metopapb! [laHHble, MonyyeHHble 13 paHee NPOBEAEHHbBIX A1anoros
C y4yacTvieM LUIMPOKOTO Kpyra 3avHTePeCcOBaHHbIX CTOPOH 1 paHee
COCTaBfEHHbIX OTYETOB O CTPATEMMUECKINX HanpaBIeHNAX Pa3BUTNA
CTpaH, 6binK 0600UieHbl ANA n3ydeHra GakTopoB ycrnexa B
10 cTpaHax: baHrnagelw, BoetHam, Ervnet, Kambompka, Kutai, Jlaocckas
HapoaHo-[lemokpatnyeckasa Pecnybnuvka, Henan, Mepy, PyaHaa
Sdvronna. C NoMoLLblo PaMOYHOTO NOAXOAA faHHbIE M3 AOKNA0B
CTpaH ObINM NPOaHaNM3MPOBaHbl 1 0O0OLLEHDI, B pe3ynbTaTe Uero
ObINM CAENAHbI BbIBOAbI MO TEME C OMMCAHVIAMM U OO BACHEHVSMM.
Pe3ynbtatbl YcnelHble Noaxoabl K BOMMOWEHWIO MIAHOB AENCTBIA
M NMporpaMm ObIIY OTHECEHbI K YeTblpeM CTpaTernyeckum
00nacTAM: PYKOBOACTBO ¥ MapTHEPCTBO C HOMbLUVIM KONMYECTBOM
3aMHTepPeCcoBaHHbIX CTOPOH, chepa 3APaBOOXpaHeHs, apyrie
cdepbl SKOHOMMKM 1 OTBETCTBEHHOCTb 3a PECYPChl 1 Pe3ysbTaThl.
Bbina npoBefeHa OLeHKa CUCTEMATUUECKOrO 1 COrNacoBaHHOMO

BK/aa 113 PasinyHbIX CEKTOPOB, B OCHOBY KOTOPOTO Dbl 3a/10°KEHI
BbICOKOIGDEKTMBHbIE MeponpuAaTUs. B cdepe 3apaBooxpaHeHns
OCHOBHble CTpaTern niaHoB AEUCTBUIA 1 NPOrpaMm BKtOYan
onpeaeneHe CTaHaapToB, COOP U NPUMEHEHME JaHHbIX, MOBbILLIEHNE
dVHaHCOBOW 3allKWThI, @ TakKe [OCTYNMHOCTY M KayecTsa ycnyr. B
Apyrvx cdepax CTpaTern BKIOYanM MHBECTUPOBAHKE B CUCTEMbI
06pa30BaHKa An1a AeBOYEK, BOAOCHAOXKeHMe 11 0051acTb CaHWUTapun
1 TUrMeHbl, coKpalleHre maclitaboB 6eaHoOCTK, obecrnevueHme
NPOAOBONBCTBEHHOM 6E30MacHOCTH 1 6e30MacHOCTU NUTAHUS U
pa3BuUTME MHOPACTPYKTYPbI. YCUNEeHe MexaH3MOB NOAOTYETHOCTM
B CTpaHax Oblfo AOCTUIHYTO 3a CUET COBepLIeHCTBOBAHMA U
MNCNOMb30BaHMA CUCTEM [laHHbIX AN MIaHMPOBAHMUA 1 aHanm3a
X0o[a Pa3BUTUA.

BbiBog CHVKeHME YPOBHEM MaTEPUHCKOW 1 IETCKOM CMEPTHOCTH B
10 CTpaHax, AEMOHCTPUPYIOLLMX YCKOPEHHBIV MPOrPeCe, MOXET ObiTh
CBA3aHO C CUCTEMATUYECKIM U COTNIAaCOBAHHbIM BKAOM, BHECEHHbIM
B pe3ynbraTe peanu3almn CTpaternyeckux nnaHoB 1 NporpaMm,
B cdepy 30paBoOXpaHeHns v apyrve chepsl. [Noaxomdsl, KOTopble
MCNOSb30Bany AOCTUILLME YCrexa CTPaHbl, MOTyT ObiTb MPYIMEHEHI
B PYrVIX CTPaHax, CTPEMALLMXCA YCKOPUTL MPOABUXKEHME MO My Th K
JOCTVIKEHMIO Lienelt B 0611aCTH YCTOMYMBOrO PasBUTUA.

Resumen

Analisis transnacionales de las estrategias de progreso hacia objetivos mundiales para la salud de las mujeres y los nifos

Objetivo Identificar el modo en que diez paises con ingresos bajos
y medios han logrado un progreso acelerado, por delante de paises
comparables, camino de cumplir los objetivos de desarrollo del milenio
4y 5A para reducir la mortalidad infantil y materna.

Métodos Se sintetizaron los resultados de didlogos entre varias partesy
los informes de politicas de paises redactados anteriormente en relacion
con los estudios de los factores de éxito en los diez paises: Bangladesh,
Camboya, China, Egipto, Etiopfa, Nepal, Pert, Republica Democratica
Popular Lao, Rwanda y Viet Nam. Se utilizé un enfoque de marco para
analizar y sintetizar los datos de los informes de paises, lo que dio lugar
a conclusiones descriptivas o explicativas por tema.

Resultados Se categorizaron los enfoques de programas y politicas
que tuvieron éxito en cuatro dreas estratégicas: alianzas de liderazgo
y de diversas partes interesadas; sector sanitario; sectores no
sanitarios; y contabilidad de recursos y resultados. Se evaluaron las
contribuciones coherentes y coordinadas en todos los sectores, en
base a las intervenciones con gran impacto. Dentro del sector sanitario,
las estrategias fundamentales de programas y politicas incluyeron la

definicién de estandares, la recopilacién y el uso de datos, la mejora
de la proteccién financiera y la mejora de la disponibilidad y calidad
de los servicios. Fuera del sector sanitario, las estrategias incluyeron
la inversion en la educacion de nifias, agua, saneamiento e higiene,
reduccion de la pobreza, nutricién y sequridad alimentaria, y desarrollo
deinfraestructuras. Los paises mejoraron su contabilidad consolidando
y utilizando sistemas de datos para el progreso de planificacién y
evaluacion.

Conclusion La reduccion de la mortalidad materna e infantil en los
diez paises de via rapida puede estar relacionada con las contribuciones
coherentes y coordinadas de programas y politicas, tanto en el sector
sanitario como en otros. Los enfoques utilizados por los paises que han
tenido éxito son relevantes para otros paises que buscan aumentar y
acelerar el progreso hacia los objetivos de desarrollo sostenible.
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