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Equity in Child Survival, Health, and Nutrition 1

@

Strategies to improve health coverage and narrow the gz L& 4. g

equity gap in child survival, health, and nutrition

Mickey Chopra, Alyssa Sharkey, Nita Dalmiya, David Anthony, Nancy Binkin, on behalf of the UNICEF Equity in Child Survival, Health and
Nutrition Analysis Team

Implementation of innovative strategies to improve coverage of evidence-based interventions, especially in the most
marginalised populations, is a key focus of policy makers and planners aiming to improve child survival, health, and
nutrition. We present a three-step approach to improvement of the effective coverage of essential interventions. First,
we identify four different intervention delivery channels—ie, clinical or curative, outreach, community-based
preventive or promotional, and legislative or mass media. Second, we classify which interventions’ deliveries can be
improved or changed within their channel or by switching to another channel. Finally, we do a meta-review of both
published and unpublished reviews to examine the evidence for a range of strategies designed to overcome supply
and demand bottlenecks to effective coverage of interventions that improve child survival, health, and nutrition.
Although knowledge gaps exist, several strategies show promise for improving coverage of effective interventions—
and, in some cases, health outcomes in children—including expanded roles for lay health workers, task shifting,
reduction of financial barriers, increases in human-resource availability and geographical access, and use of the
private sector. Policy makers and planners should be informed of this evidence as they choose strategies in which to

invest their scarce resources.
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Equity in Child Survival, Health, and Nutrition 2

The comparative cost-effectiveness of an equity-focused

@

approach to child survival, health, and nutrition: BTRERAEERAF

a modelling approach

Carlos Camrera, Adeline Azrack, Genevieve Begkoyian, Jerome Pfaffmann, Eric Ribairg, Thomas O°Connell, Patricia Doughty, Kyaw Myint Aung,
Lorena Prieto, Kumanan Rasanathan, Alyssa Sharkey, Midcey Chopra, Rudolf Knippenberg, on behalf of the UNICEF Equity in Child Survival,
Health and Nutrition Analysis Team

Progress on child mortality and undernutrition has seen widening inequities and a concentration of child deaths and
undernutrition in the most deprived communities, threatening the achievement of the Millennium Development
Goals. Conversely, a series of recent process and technological innovations have provided effective and efficient options
to reach the most deprived populations. These trends raise the possibility that the perceived trade-off between equity
and efficiency no longer applies for child health—that prioritising services for the poorest and most marginalised is
now more effective and cost effective than mainstream approaches. We tested this hypothesis with a mathematical-
modelling approach by comparing the cost-effectiveness in terms of child deaths and stunting events averted between
two approaches (from 2011-15 in 14 countries and one province): an equity-focused approach that prioritises the most
deprived communities, and a mainstream approach that is representative of current strategies. We combined some
existing models, notably the Marginal Budgeting for Bottlenecks Toolkit and the Lives Saved Tool, to do our analysis. We
showed that, with the same level of investment, disproportionately higher effects are possible by prioritising the poorest
and most marginalised populations, for averting both child mortality and stunting. Our results suggest that an equity-
focused approach could result in sharper decreases in child mortality and stunting and higher cost-effectiveness than
mainstream approaches, while reducing inequities in effective intervention coverage, health outcomes, and out-of-
pocket spending between the most and least deprived groups and geographic areas within countries. Our indings
should be interpreted with caution due to uncertainties around some of the model parameters and baseline data.
Further research is needed to address some of these gaps in the evidence base. Strategies for improving child nutrition
and survival, however, should account for an increasing prioritisation of the most deprived communities and the
increased use of community-based interventions.
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Cause of Death among Infants in Rural Western China: A
Community-Based Study Using Verbal Autopsy

Yi Ma, MD'*, Sufang Guo, MD?*, Huishan Wang, MD", Tao Xu, PhD', Xiaona Huang, PhD’, Chenyue Zhao, MSc?,
Yan Wang, PhD', Robert W. Scherpbier, MD?, and David B. Hipgrave, PhD**

Objectives Todetermine the causes of death among infants in high-mortality areas of western China with the use
of globally recognized methods.

Study design A survey of allinfant deaths identified over 1 year in 4 counties in Yunnan and Xinjiang in which com-
bined verbal autopsy was combined with a physician’s diagnosis of the cause to calculate the local infant mortality
rate.

Results Among 470 completed investigations, a cause of death was assigned to 423 cases (90%). Overall, pneu-
monia (34.5%), preterm birth complications (16.5%), diarrhea (10.4%), birth asphyxia (10.3%), and congenital ab-
normalities (8.5%) were the main causes, with 56.6% of deaths occurring in the neonatal period. Deaths were
attributable predominantly to prematurity or birth asphyxia in the early neonatal period, whereas infection ac-
counted for more than 60% and 80% of deaths in the late and postneonatal periods, respectively. Calculated infant
mortality was 21.9 in 1000 live births.

Conclusions The pattern of infant mortality observed in the surveyed counties differs markedly from that reported
previously at the national level, with a high proportion the result of causes that may be preventable with globally
recommended interventions. Financial and political support is needed to promote improved cause of death surveil-
lance and newborn and infant health care in China’s western region. (J Pediatr 2014;165:577-84).
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China’s facility-based birth strategy and neonatal mortality:

a population-based epidemiological study ?gﬁ*‘;ﬁﬁﬁﬁ@g%ﬁ

Xing Lin Feng, Sufang Guo, David Hipgrave, Jun Zhu, Lingli Zhang, Li 5ong, Qing Yang, Yan Guo*, Carine Ronsmans®

Lancet 2011: DOI:10.1016/50140-6736(11)61096-9
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Epidemiology

Socio-economic disparities in maternal mortality
in China between 1996 and 2006

XL Feng,” ) Zhu,® L Zhang,® L Song,” D Hipgrave,” 5§ Guo,? C Ronsmans,® ¥ Guo,” Q@ Yang®
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Objective China's economic reforms have raed concerms over
ristig dnequalivies in maternal mortality, bt it is mel known
whether the gap acmas sock-eoonomic reglomns s incressed over

e,

Design A pop ket ion-bated, longitudina], soolegical comelstion
sudy.

Setting China

Sample Becords from the Matonal Maternal and Child Monality
Surveillanee System between 19806 and 2004,

Methods We report levels, camses and tming of mate mal deatls,
and examine cnade and adjusted tme tremds in the overll and
cage-speciiic matemal monality rathe in five soc k- ecommmic
regions [using Polson regresion). We examine whether socio-
ecopimoimie disparities have widened over Hime wing concenlea b

CUrves.,

Main oubtcome measures All-camses and canse-specific maternal
i lality rabios

Results Maternal mortality (MMR) declined by 6% per year
[veady rate ratio, KR, 0.94; 95% CI 0959-090). The decline was
il oo nced in tee wealthiest ol type-l counties [RR (L8,
5% 1 085093, and in the poomst il type-IV cowntes [RR
Ak 95% O 0A2~1.000). There were declines in almost all canses
of maternal death, Postpartum haemomhsge (FPH) was by far the
leading canse of matemal dexth (32%, 99703164 ). The decline in
MME was mpely explained by the increased uptake of
ittt barths. Concentration curves sugges thal wealll-
related reglomna] inequalites did ol inemease over tine.

Conelusions Clhing's extraond inary economic grvwith has aot
sfversely aflected dispanties in MMR scross s io-ecommic

e b over Umee, bl poor rural woonen remain sl
disproporiomate Ask Other emerging economies can learn froom
China's focus on the supply and quality of matemnity services
along with more genenl health systems strenghbening.

Keywonds China, MG 5, MME, socio-economic dispanties, time
trends.
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Under-five mortality rates in Brazil, 2013
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This map does not reflecta position by UNICEF on the legal status of any country or territory of the delimitation of any frontiers.

Source: Ministry of Health — Department of Informatics — DATASUS
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