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Lancet 1985 Jul 13;2(8446):83-5. 

Maternal mortality--a neglected tragedy. 

Where is the M in MCH? 

Allan Rosenfield, Deborah Maine.



The safe motherhood initiative: a call to action

Lancet 1987 Mar 21;1(8534):668-70. Halfdan Mahler

A conference on Safe Motherhood, convened in Nairobi in February 
1987 by the World Bank, World Health Organization, and United 
Nations Fund for Population Activities, has issued a call to reduce 
maternal mortality in developing countries by 50% in 1 decade. 

Of the 500,000 maternal deaths that occur each year, 99% are in 
developing countries. 

This has been a seriously neglected problem, largely because its 
victims are those with the least power and influence in society--
they are poor, rural peasants, and female. 



The safe motherhood initiative: a call to action.

The roots of much maternal mortality lie in discrimination against 
women, in terms of legal status and access to education, 
financial resources and health care, including family 
planning. 

It is essential that all women are ensured access to maternal health 
and family planning services, especially obstetric care for 
life-threating conditions such as obstructed labor, eclampsia, 
toxemia, infection, and complications from spontaneous and 
induced abortion. 



The safe motherhood initiative: a call to action.

Halfdan Mahler, Director-General of WHO,                             
outlined a 4-part strategy to combat maternal mortality: 

1) adequate primary health care and an adequate share of 
available food for females from infancy to adolescence, and 
universally available family planning; 

2) good prenatal care, including nutrition, with early detection and 
referral of those at high risk; 

3) the assistance of a trained person at all births; and 

4) access to the essential elements of obstetric care for women 
at higher risk.



Healthy mothers and healthy newborns: the vital 
link.

Tinker A, Ransom E,
Population Reference Bureau and Save the Children, Washington, DC, 2002 

The past century witnessed a revolution in health care, yet millions of 
women still endure the risks of pregnancy and childbirth under 
conditions virtually unchanged over time.

Maternal complications take a serious toll on women. 

Tragically, millions of stillbirths and newborn deaths result from 
many of the same preventable causes.



Healthy mothers and healthy newborns: the vital 
link.

Tinker A, Ransom E,
Population Reference Bureau and Save the Children, Washington, DC, 2002 

Making motherhood safer is critical to saving newborns.

Research shows that a significant number of stillbirths and 
neonatal deaths could be prevented if all women were 
adequately nourished and received good quality care during 
pregnancy, delivery, and the postpartum period.

But safe motherhood is only one part of the equation.

Policymakers must ensure that healthcare is available for 
newborns as well as their mothers. 

From the moment of birth, each new-born is a separate individual 
with needs that may depend not only on the mother, but also may 
require special attention.

Saving Newborn Lives, Save the Children



Healthy mothers and healthy newborns: the vital 
link.

Tinker A, Ransom E,
Population Reference Bureau and Save the Children, Washington, DC, 2002 

To a considerable extent, the well-being of a newborn depends 
on the health of the mother. 

In developing countries, a mother’s death in childbirth means 
almost certain death for her newly born child. 

When mothers are malnourished, sickly, or receive inadequate 
prenatal and delivery care, their babies face a higher risk of 
disease and premature death.

Saving Newborn Lives, Save the Children



Lancet. 2005; 365

Lawn JE, Cousens S, Zupan J 

4 million neonatal deaths: when? Where? Why?

Lancet. 2005; 365: 891-900

Martines J, Paul VK, Bhutta ZA, et al. 

Neonatal survival: a call for action. 

Lancet. 2005; 365: 1189-1197

A continuum of care to save newborn lives.

Tinker A, Hoope-Bender P, Azfar S, Bustreo F, Bell R 

Lancet. 2005; 365: 822-825



Evidence-based, cost-effective interventions that matter: 
how many newborn babies can we save and at what cost?
Gary L Darmstadt, Zulfiqar A Bhutta, Simon Cousens, Taghreed Adam, 

Neff Walker, Luc de Bernis,

Lancet 2005

In this second article of the neonatal survival series, we identify 16 
interventions with proven efficacy (implementation under ideal 
conditions) for neonatal survival and combine them into packages 
for scaling up in health systems, according to three service 
delivery modes (outreach, family-community, and facility-based 
clinical care). 

All the packages of care are cost effective compared with single 
interventions. 

Universal (99%) coverage of these interventions could avert an 
estimated 41–72% of neonatal deaths worldwide. 









Where is maternal and child health now? 
Joy E Lawn, Anne Tinker, Stephen P Munjanja, Simon Cousens

Lancet September 28, 2006

21 years ago, Rosenfield and posed the question “where is the M in 
MCH?”, conceiving the safe motherhood movement. 

What has happened to maternal and child health (MCH) since? 
Mothers are the cornerstone of families; their health and wellbeing 
is fundamental to the health of newborn babies and children, 
topics which have already been the focus of series in The 
Lancet.

The Lancet now focuses on maternal health, providing an 
opportunity to assess progress, to review epidemiology and 
evidence to guide priority setting, and to analyse programmatic 
and financing options.

The ultimate goal is to accelerate efforts to save lives. 10

https://www.thelancet.com/pdfs/journals/lancet/PIIS0140-6736(06)69387-2.pdf


Maternal Health and Safe Motherhood Programme, 
World Health Organization, 1994-1996



A Guide to Effective Care in Pregnancy and Childbirth
Murray Enkin, Eleanor Enkin

Oxford University Press, 1995

A great deal is now known about the effects of care given and 
received during pregnancy and childbirth. 

In order to best understand and utilize this information, pregnant 
women and all those involved in caring for them need an 
accessible, comprehensive reference to explain the methods 
and importance of proper care. 

A Guide to Effective Care in Pregnancy and Childbirth, Second 
Edition fills that need.



Kangaroo mother care: a practical guide
World Health Organization, 2003

https://www.who.int/maternal_child_adolescent/documents/9241590351/en/

Its key features are: 

• early, continuous and prolonged skin-to-skin contact between the mother and the 

baby; exclusive breastfeeding (ideally); 

• it is initiated in hospital and can be continued at home; 

• small babies can be discharged early; 

• mothers at home require adequate support and follow-up; 

it is a gentle, effective method that avoids the agitation routinely experienced in a busy 

ward with preterm infants.

Research and experience show that: 

KMC is at least equivalent to conventional care (incubators), in terms of safety 

and thermal protection, if measured by mortality. 

KMC, by facilitating breastfeeding, offers noticeable advantages in cases of severe 

morbidity. 

KMC contributes to the humanization of neonatal care and to better bonding 

between mother and baby in both low and high-income countries. 

KMC is, in this respect, a modern method of care in any setting, even where 

expensive technology and adequate care are available.



The World Health Organization recommends KMC for the routine 

care of newborns weighing 2000 grams or less at birth. 

However, country-level adoption and implementation have been limited, 

and only a very small proportion of newborns who could benefit 

from KMC receive it. 

Barriers to KMC implementation include inadequate knowledge and skills 

for KMC, misperception of KMC as a “second-best” alternative to 

incubator care, cultural norms that make practice of skin-to-skin care 

difficult, poor data availability for KMC practice, and inadequate policy 

and professional commitment to KMC.

https://www.healthynewbornnetwork.org/issue/kangaroo-mother-care/



Policy level:

• Gap in equity

• Lack of access to available services 

• Legislative constraints

• Lack of decentralization and integrated network  

among different levels of care

• No multidisciplinary approach to perinatal care

• Punitive approach

Service provision level:

• Over-medicalization 

• Inappropriate use of technology

• Inappropriate use of drugs

• Use of abortion instead than family planning

• Lack of integrated network among different providers

• Punitive approach

• Disrespect of human rights in childbirth

Mother and newborn health:

specific challenges in the European region



http://www.euro.who.int/en/what-we-do/health-topics/Life-

stages/maternal-and-newborn-health

Improving maternal and perinatal health: 

the European strategic approach 

for making pregnancy safer



http://www.euro.who.int/en/health-topics/Life-stages/maternal-and-newborn-health/publications/2014/hospital-
care-for-mothers-and-newborn-babies-quality-assessment-and-improvement-tool



In each hospital:

a visit to inpatient and outpatient services, 
delivery room, nursery, intensive care,

direct observation of case management,

examination and discussion of selected
cases and clinical records

The WHO hospital QoC assessment includes:



In each facility:

interviews with

health professionals, 

pregnant women and 
mothers

The WHO hospital QoC assessment includes:



Observation

The WHO hospital QoC assessment 

includes:



Preliminary assessors teams' discussion 
on main findings



a preliminary feedback to the local 
managers and staff at the end of 
each hospital’s assessment, in order 
to develop draft plan of action

The WHO hospital QoC 

assessment includes:



Better understanding of 
quality of care

Capacity building of local staff 
and national assessors

Empowerment

f

The WHO hospital QoC assessment 

Additional achievements



0

1

2

3

Before

After

Measurable  

improvements

Uzbekistan 2010-2012

https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0078282











Valutazione della qualità delle cure ospedaliere per 
madre e neonato in 4 ospedali in Africa

CUAMM

• Original Tool

Quality of Hospital care for mothers and newborn tool (QoMNC) developed by 
WHO Europe. Management tool for Continuous Quality Improvement (CQI).

http://www.euro.who.int/en/health-topics/Life-stages/maternal-and-newborn-health/publications/2014/hospital-care-for-mothers-and-newborn-babies-quality-
assessment-and-improvement-tool

• Scientific basis

WHO recommended interventions for improving maternal and newborn health 
(2009)

• Scientific Project Partner

European School for Maternal, Newborn, Child and Adolescent Health, Burlo
Garofalo, Trieste, WHO Collaborating Centre, Italy. 

• Scientific Project Advisor

Giorgio Tamburlini, MD-PhD, WHO consultant and among the authors of the 
original tool



Valutazione della qualità delle cure 
ospedaliere per madre e neonato

CUAMM



Valutazione della qualità delle cure 
ospedaliere per madre e neonato

CUAMM



Valutazione della qualità delle cure 
ospedaliere per madre e neonato

CUAMM



Valutazione della qualità delle cure ospedaliere per madre 
e neonato
CUAMM





WHO 
Effective Perinatal Care Training Package

http://www.euro.who.int/en/health-topics/Life-stages/maternal-and-newborn-health/activities-and-tools/effective-perinatal-care-
epc-training-package

In 2004, WHO/Europe developed the EPC training 

package in the framework of the Making Pregnancy Safer 

strategic approach, which was revised and updated in 

2015.

The overall aim of the EPC training course includes both 

improving the knowledge and skills of health 

professionals and managers on evidence-based 

recommendations on perinatal health care, and, most 

importantly, stimulating critical thinking on existing 

practices.

The EPC training package is designed for midwives, 

obstetrician-gynaecologists, neonatologists, 

paediatric nurses and policy-makers. It includes 

essentials of midwifery, obstetric and neonatal care 

delivered through theoretical sessions, role plays, group 

work and several hours of hands-on training to develop 

practical skills using the newly obtained knowledge.



One woman

23 drugs

Effective Perinatal Care:
rational drug use



Effective Perinatal Care:
professional one-to-one care



Effective Perinatal Care:
companionship in labour

Kurgan-Tube maternity, 
Khatlon oblast, Tajikistan, 2005
Making Pregnancy Safer 
Effective Perinatal Care 
training course



WHO
maternal mortality and morbidity audit

Beyond the Numbers Reviewing maternal deaths and 
complications to make pregnancy safer

https://www.who.int/maternal_child_adolescent/documents/9241591838/en/

Conducting a maternal near-miss case review cycle at 
hospital level - Manual with practical tools
http://www.euro.who.int/en/health-topics/Life-stages/maternal-and-newborn-
health/publications/2016/conducting-a-maternal-near-miss-case-review-cycle-at-hospital-
level-2016



Audit of maternal and perinatal deaths and severe 
complications 



Regionalized systems of perinatal care are 
recommended 

(American Academy of Pediatrics, 2004):

to ensure that each newborn infant is delivered and 
cared for in a facility appropriate for his or her health 
care needs and

to facilitate the achievement of optimal outcomes



Example of perinatal care regionalization in Lithuania

1991 – Established national Perinatal Committee. Introduced WHO 
live-birth definitions

1992 – Initiated regionalization of perinatal care

1995 – Introduced first evidence-based national guidelines in 
perinatology

Neonatal mortality declined from 17.3 to 8.3 per 1000 live births,

maternal mortality ratio – from 44 to 9.1 per 100000 live births (years 
1992 and 2004 respectively).

“Entre Nous”: The European Magazine for Sexual and Reproductive Health, No. 60, 2005



Lithuania:
WHO definitions accepted and regionalization started 1991

First evidence-based guidelines published 1995
WWW.lsic.lt

Infant and perinatal mortality
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Lithuania:
WHO definitions accepted and regionalization started 1991

First evidence-based guidelines published 1995
WWW.lsic.lt

Proportions of all 22-31 weeks births (N~ 300, cummulative national data) by the level of facility
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First workshop on regionalization of perinatal care 
in SKO, 28-29/1/2008, Chimkent

Second workshop on regionalization of perinatal 
care in SKO,8-9/8/2008, Chimkent

Managing Complications in Perinatal Care in SKO, 
1-6/8/2008, Chimkent

Follow up implementation workshop, 23//11/ 2009, 
Chimkent

Workshop on development of national guidelines 
for perinatal care, 26 November 2009, Almaty

National workshop on regionalization of perinatal 
care in Karagandynskaja oblast, 20-21/8/2010, 
Karaganda

WHO technical support to development of 

perinatal referral system, 

South Kazakhstan oblast (SKO)



Bottom up approach

What? Where? How?

Setting up perinatal referral system, SKO



ISSUES  DISCUSSED:

Definition of levels of care, number and location

of tertiary and secondary level facilities

Criteria for referral to secondary and tertiary levels  

-maternal/fetal - neonatological indications

Indicators for functioning referral system

.

Setting up perinatal referral system, SKO

Participatory process



Final consensus!!!

Committment

Implementing body –
Perinatal Committee

Setting up perinatal referral system, SKO



Maternal mortality in SKO, 

according to level of maternities 

- concentration of cases at referral level-

2008 - 2009 (10 months)



Maternal “near-misses” in SKO

(concentration at level 3)

10 months in 2009

195

43



South Kazakhstan Oblast
outcome of concentration of pregnant and delivering 

women in referral centres, 
according to criteria agreed during 1st workshop 

After regionalization 14.7% of all SKO preterm babies were born at 
tertiary level (5.4% in 2007). 

The proportion of LBW at OPC (Shymkent) is >20% (both 2008 and 
2009), which indicates efficient first steps of regionalization.

Perinatal mortality increased at referral level from 51.2‰ to 105‰ 
(2008) and 93.5‰ (2009),

Early neonatal mortality increased from 29.3‰ to 66.9‰ (2008) and 
55.4‰ (2009, Oblast Perinatal center-OPC), 

which is quite logical outcome in-line with similar proportional surge in 
Kyrgyzstan starting 2005 and Lithuania starting 1991 after 
implementation of WHO criteria.



Predicted effect of regionalised delivery care on neonatal
mortality, utilisation, financial risk, and patient utility in

Malawi: an agent-based modelling analysis
Mark G Shrime, Katherine R Iverson, Rachel Yorlets, Sanam Roder-DeWan, Anna D Gage, Hannah Leslie, 

Lancet Glob Health 2019; 7: e932–39

Findings 

Scenarios restricting women to give birth in facilities with caesarean section capabilities 
reduced neonatal mortality by 11·4 deaths per 1000 livebirths (scenario 1; 95% PCI 
9·8–13·1) and 11·6 deaths per 1000 livebirths (scenario 2; 10·2–13·1), whereas 
scenarios restricting women to facilities that provided five or more basic emergency 
obstetric and neonatal care services did not affect neonatal mortality. 

Similarly, the caesarean section rate in Malawi, which is 4·6% under the status quo, was 
predicted to rise significantly in scenario 1 (14·7%, 95% PCI 14·5–14·9; p<0·0001) 
and scenario 2 (10·4%, 10·2–10·6; p<0·0001), but not in scenarios 3 and 4. 

Women were required to travel longer distances in scenario 1 (increase of 7·2 km, 95% 
PCI 4·5–9·9) and in scenario 2 (4·4 km, 1·5–7·2) than in the status quo (p<0·0001). 

Out-of-pocket costs tripled (p<0·0001; status quo vs scenario 1 and scenario 2), and 
the risk of catastrophic expenditure significantly increased from a baseline of 6·4% 
(95% PCI 6·1–6·6) to 14·7% (14·5–14·9) in scenario 1 and 11·3% (11·0–11·5) in 
scenario 2. This increase was especially pronounced among the poor (p<0·0001; 
status quo vs scenario 1 and scenario 2).



Predicted effect of regionalised delivery care on neonatal
mortality, utilisation, financial risk, and patient utility in

Malawi: an agent-based modelling analysis

Interpretation

Policies restricting women to give birth in facilities with 
caesarean section capabilities is likely to result in significant 
decreases in neonatal mortality and might allow Malawi to 
meet its goal of halving its neonatal mortality by 2030.

However, this improvement comes at the cost of increased 
distances to care and worsening financial risks among 
women.



The WHO Health System Framework



Lancet Glob Health 2018; 6: e1196–252



High coverage of essential interventions did not imply 
reduced maternal mortality in the health-care facilities we 
studied. 

If substantial reductions in maternal mortality are to be 
achieved, universal coverage of life-saving interventions 
need to be matched with comprehensive emergency care 
and overall improvements in the quality of maternal 
health care. 



Does facility birth reduce maternal and perinatal mortality 
in Brong Ahafo, Ghana? A secondary analysis using data 

on 119 244 pregnancies from two cluster-randomised 
controlled trials 

Lancet Glob Health. 2019 Aug; 7(8): e1074–e1087 

Annually, more than 1 million newborn babies die on the day they are born and 
1·3 million stillbirths occur during labour and birth, which is also when 46% 
of maternal deaths occur.

Acknowledging these epidemiological facts has led to the prioritisation of 
intrapartum care, namely birth with a skilled attendant and in a health 
facility. However, empirical evidence for the benefits of facility birth is scant, 
and has only started to emerge, with ambiguous findings. Effect estimates 
have been largely based on a single before–after study from Bangladesh
and on expert opinion. 

Moreover, the extent to which facility birth can translate into mortality 
decline crucially depends on the quality of care provided.

A substantial body of evidence is emerging that documents low provider skills 
and limited facility capability to provide good-quality routine and emergency 
care at birth. 

This evidence might explain the mismatch between high coverage of facility 
birth and persistently high mortality burdens in many settings.



Does facility birth reduce maternal and perinatal mortality 
in Brong Ahafo, Ghana? A secondary analysis using data 

on 119 244 pregnancies from two cluster-randomised 
controlled trials 

Lancet Glob Health. 2019 Aug; 7(8): e1074–e1087
Findings

Higher proportions of facility births in a cluster were not linked to 
reductions in any of the mortality outcomes. 

In women who were wealthier, facility births were much more common than in 
those who were poorer, but mortality was not lower among them or their 
babies. Women with higher education had lower mortality risks than less-
educated women, except first-day and early neonatal mortality. 

A substantially higher proportion of women living in areas closer to childbirth 
facilities had facility births and caesarean sections than women living further 
from childbirth facilities, but mortality risks were not lower despite this 
increased service use. Among women who lived in areas closer to facilities 
offering comprehensive emergency obstetric care (CEmOC), emergency 
newborn care, or high-quality routine care, or to facilities that had providers 
with satisfactory competence, we found a lower risk of intrapartum stillbirth 
(14·2 per 1000 deliveries at >20 km from a CEmOC facility vs 10·4 per 1000 
deliveries at ≤1 km; odds ratio [OR] 1·13, 95% CI 1·06–1·21) and of 
composite mortality outcomes than among women living in areas where 
these services were further away. 



Does facility birth reduce maternal and perinatal mortality 
in Brong Ahafo, Ghana? A secondary analysis using data 

on 119 244 pregnancies from two cluster-randomised 
controlled trials 

Lancet Glob Health. 2019 Aug; 7(8): e1074–e1087

Findings 

Protective effects of facility birth were restricted to the two earlier policy 
periods (from June 1, 2003, to June 30, 2008), whereas there was 
evidence for higher perinatal mortality with increasing wealth (OR 1·09, 
1·03–1·14) and lower perinatal mortality with increasing distance from 
childbirth facilities (OR 0·93, 0·89–0·98) after free health insurance was 
introduced in July 1, 2008.

Interpretation

Facility birth does not necessarily convey a survival benefit for women 
or babies and should only be recommended in facilities capable of 
providing emergency obstetric and newborn care and capable of 
safe-guarding uncomplicated births.



Respectful care during childbirth in health facilities 
globally: a qualitative evidence synthesis

This review presents an evidence‐based typology of RMC in health 
facilities globally, and demonstrates that the concept is broader 
than a reduction of disrespectful care or mistreatment of women 
during childbirth. Innovative approaches should be developed and 
tested to integrate RMC as a routine component of quality 
maternal and newborn care programmes. 

E Shakibazadeh
M Namadian
MA Bohren
JP Vogel
A Rashidian
V Nogueira Pileggi
S Madeira
S Leathersich

https://obgyn.onlinelibrary.wiley.com/action/doSearch?ContribAuthorStored=Shakibazadeh%2C+E
https://obgyn.onlinelibrary.wiley.com/action/doSearch?ContribAuthorStored=Namadian%2C+M
https://obgyn.onlinelibrary.wiley.com/action/doSearch?ContribAuthorStored=Bohren%2C+MA
https://obgyn.onlinelibrary.wiley.com/action/doSearch?ContribAuthorStored=Vogel%2C+JP
https://obgyn.onlinelibrary.wiley.com/action/doSearch?ContribAuthorStored=Rashidian%2C+A
https://obgyn.onlinelibrary.wiley.com/action/doSearch?ContribAuthorStored=Nogueira+Pileggi%2C+V
https://obgyn.onlinelibrary.wiley.com/action/doSearch?ContribAuthorStored=Madeira%2C+S
https://obgyn.onlinelibrary.wiley.com/action/doSearch?ContribAuthorStored=Leathersich%2C+S


We included 31 studies that explored the views and experiences of different types of 
SBAs, including doctors, midwives, nurses, auxiliary nurses and their managers. 
The included studies took place in Africa, Asia, and Latin America.

Many factors influence the care that SBAs are able to provide to 
mothers during childbirth. 

These include access to training and supervision; staff numbers 
and workloads; salaries and living conditions; and access to 
well‐equipped, well‐organised healthcare facilities with water, 
electricity, and transport. 

Other factors that may play a role include the existence of teamwork 
and of trust, collaboration, and communication between health 

workers and with mothers. 



Quality of care for pregnant women and newborns
the WHO vision, May 2015 - 1

Although indirect causes of maternal death are 
increasing (27.5% of maternal deaths), globally, 
over 70% of maternal deaths occur as a result of 
complications of pregnancy and childbirth such
as haemorrhage, hypertensive disorders, sepsis
and abortion.

Complications of preterm birth, birth asphyxia, 
intrapartum-related neonatal death and neonatal
infections together account for more than 85% of 
newborn mortality.



Quality of care for pregnant women and newborns
the WHO vision, May 2015 - 2

Therefore, the time of childbirth and the period immediately after 
birth are particularly critical for maternal, fetal and neonatal
survival and well-being. 

Effective care to prevent and manage complications during this
critical period is likely to have a significant impact on reducing
maternal deaths, stillbirths and early neonatal deaths—a triple 
return on investment.

Within this critical period, quality of care improvement efforts
would target essential maternal and newborn care and 
additional care for management of complications that could
achieve the highest impact on maternal, fetal and newborn
survival and well-being.



Quality of care for pregnant women and newborns
the WHO vision, May 2015 - 3

Based on the current evidence on burden and impact, the following specific
thematic areas have been identified as high priority for this vision:

1. Essential childbirth care including labour monitoring and action, and 
essential newborn care at birth and during the first week;

2. Management of pre-eclampsia, eclampsia and its complications;

3. Management of postpartum haemorrhage;

4. Management of difficult labour by enabling safe and appropriate use of 
medical technologies during childbirth;

5. Newborn resuscitation;

6. Management of preterm labour, birth and appropriate care for preterm
and small babies;

7. Management of maternal and newborn infections.



Quality of care for pregnant women and newborns
the WHO vision, May 2015 - 4

To end preventable maternal and newborn morbidity and mortality, 
every pregnant woman and newborn need skilled care at birth
with evidence-based practices delivered in a humane, 
supportive environment. 

Good quality of care requires appropriate use of effective clinical
and non-clinical interventions, strengthened health
infrastructure and optimum skills and attitude of health
providers, resulting in improved health outcomes and positive 
experience of women and providers. 

Moreover, quality of care is considered a key component of the 
right to health, and the route to equity and dignity for women 
and children.



Quality of care for pregnant women and newborns
the WHO vision, 2015

WHO Quality of Care Framework for maternal and newborn health



THE GLOBAL STRATEGY FOR WOMEN’S, CHILDREN’S AND 
ADOLESCENTS’ HEALTH (2016-2030)

who.int/life-course/partners/global-strategy/ewec-globalstrategyreport-200915.pdf?ua=1

The previous Global Strategy achieved great 

things between 2010 and 2015.

It galvanized political leadership, attracted billions 

of dollars in new financial commitments and 

created Every Woman Every Child, a powerful 

multi-stakeholder movement for health. 



Inequitable risk of maternal and child death across regions



THE GLOBAL STRATEGY FOR WOMEN’S, CHILDREN’S 
AND ADOLESCENTS’ HEALTH (2016-2030)

https://www.who.int/life-course/partners/global-strategy/ewec-globalstrategyreport-200915.pdf?ua=1



THE GLOBAL STRATEGY FOR WOMEN’S, CHILDREN’S 
AND ADOLESCENTS’ HEALTH (2016-2030)



THE GLOBAL STRATEGY FOR WOMEN’S, CHILDREN’S 
AND ADOLESCENTS’ HEALTH (2016-2030)



Maternal, newborn, child & adolescent health 
WHO Data portal

neonatal mortality rate (per 1000 live births), latest data

https://www.who.int/data/maternal-newborn-child-adolescent/indicator-explorer-new/mca/maternal-mortality-ratio-(per-100-000-live-births)



Maternal, newborn, child & adolescent health 
WHO Data portal

maternal mortality ratio (per 100 000 live births), latest data

https://www.who.int/data/maternal-newborn-child-adolescent/indicator-explorer-new/mca/maternal-mortality-ratio-(per-100-000-live-births)



Father skin-to-skin
Kyrgyzstan


