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Strategies to avert preventable mortality among 
mothers and children in the Eastern Mediterranean 
Region: new initiatives, new hope
N. Akseer,1 M. Kamali,1 S. Husain,1 M. Mirza,1 N. Bakhache 1 and Z.A. Bhutta 1,2

ABSTRACT We conducted an assessment of maternal, newborn and child health and progress towards achieving 
Millennium Development Goals (MDG) 4 and 5 in the Eastern Mediterranean Region (EMR). We provide 
recommendations for scaling up and sustaining gains post-2015. Data were obtained from global data repositories. 
We constructed time trends from 1990 to 2013 and evaluated inequities across the Region. Under-5, neonatal 
and maternal mortality rates decreased 46%, 35%, and 50% respectively from 1990 to 2013. Pneumonia and 
diarrhoea accounted for 50% of all post-neonatal deaths; pregnancy- and delivery-related complications were the 
leading causes of neonatal and maternal deaths. Coverage of maternal, newborn and child health interventions is 
suboptimal, and poverty, food insecurity and conflict are pervasive across the Region. The EMR has made progress 
but is unlikely to attain MDG 4 and 5 targets. To sustain and further accelerate gains, the Region must reduce 
inequities and scale up implementation of recommendations made by the independent Expert Review Group.

1Centre for Global Child Health, Hospital for Sick Children, Toronto, Canada (Correspondence to Z.A. Bhutta: zulfiqar.bhutta@sickkids.ca).
2Center of Excellence in Women and Child Health, The Aga Khan University, Karachi, Pakistan.

اسرتاتيجيات جتنُّب وفيات األمهات واألطفال التي يمكن الوقاية منها يف إقليم رشق املتوسط: مبادرات جديدة، وآمل جديد
أ. أكسري، م كاميل، س. حسني، م. مريزا، ن. بخاش، ز.أ. بوتا 

ــع واملرمــى اخلامــس مــن  ــق املرمــى الراب م املحــَرز َصــْوب حتقي ــي الــوالدة والتقــدُّ ــام لصحــة األمهــات واألطفــال وحديث ــا تقيي ــة: أجَرين اخلالصـ
م توصيــات للحفــاظ عــى املكاســب واالرتقــاء بمســتواها ملــا بعــد عــام 2015. لقــد تــم  املرامــي اإلنامئيــة لأللفيــة يف إقليــم رشق املتوســط. ونقــدِّ
احلصــول عــى البيانــات مــن مســتودعات البيانــات العامليــة. وقــد أعددنــا االجتاهــات الزمنيــة مــن عــام 1990 إىل عــام 2013، وقيَّمنــا أوجــه عــدم 
املســاواة عــر اإلقليــم. وقــد انخفَضــت معــّدالت وفيــات املواليــد واألمهــات بمقــدار 46 % و35 % و50 % عــى التــوايل مــن عــام 1990 إىل عــام 2013. 
وشــكل االلتهــاب الرئــوي واإلســهال 50 % مــن مجيــع وفيــات الفــرة التاليــة حلديثــي الــوالدة؛ وكانــت املضاعفــات املتصلــة باحلمــل والــوالدة مــن 
األســباب الرئيســية لوفيــات األمهــات واألطفــال حديثــي الــوالدة. إن مــدى تغطيــة صحــة األم والوليــد والطفــل بالتدخــات الصحيــة مازالــت 
دون املســتوى األمثــل، ومــازال الفقــر وانعــدام األمــن الغذائــي، والرصاعــات مــن األمــور املنتــرة عــر اإلقليــم. ومــع أن إقليــم رشق املتوســط 
مــًا، لكــن مــن غــري املرجــح بلــوغ املرمــى الرابــع واملرمــى اخلامــس مــن املرامــي اإلنامئيــة لأللفيــة. ولاســتمرار يف حتقيــق املكاســب  قــد أحــَرز تقدُّ

وزيــادة وتريهتــا، عــى اإلقليــم احلــّد مــن عــدم املســاواة، وتوســيع نطــاق التوصيــات التــي قّدمهــا الفريــق املســتقل للخــراء املعنيــني باملراجعــة.

Stratégies permettant de prévenir la mortalité évitable chez les mères et les enfants dans la Région de la 
Méditerranée orientale : nouvelles initiatives, nouvel espoir

RÉSUMÉ Nous avons mené une évaluation de la santé de la mère, du nouveau-né et de l’enfant et des progrès effectués 
sur la voie de la réalisation des objectifs du Millénaire pour le développement (OMD) 4 et 5 dans la Région de la 
Méditerranée orientale. Nous fournissons des recommandations afin de renforcer et de prolonger les acquis pour la 
période de l’après-2015. Les données ont été obtenues des systèmes mondiaux d’archivage de données. Nous avons 
établi des tendances temporelles pour la période allant de 1990 à 2013 et avons évalué les inégalités dans l’ensemble 
de la Région. Les taux de mortalité des enfants de moins de cinq ans, des nourrissons et des mères ont diminué 
respectivement de 46 %, 35 % et 50 % de 1990 à 2013. La pneumonie et la diarrhée représentaient 50 % de tous les 
décès post-néonatals ; les complications associées à la grossesse et l’accouchement constituaient les principales 
causes de décès néonatals et maternels. La couverture des interventions de santé maternelle, néonatale et infantile est 
sous-optimale, et la pauvreté, l’insécurité alimentaire et les conflits sont très répandus dans l’ensemble de la Région. La 
Région de la Méditerranée orientale a fait des progrès mais ne devrait probablement pas atteindre les cibles des OMD 
4 et 5. Pour pérenniser et accélérer davantage les acquis obtenus, la Région doit réduire les inégalités et intensifier la 
mise en œuvre des recommandations effectuées par le Groupe d’examen composé d’experts indépendants.
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Introduction

It has been almost 15 years since the 
United Nations summit convened 
to build a roadmap for global poli-
cies related to the needs of develop-
ing countries (1). The Millennium 
Development Goals (MDGs) en-
compassed 8 goals focused primar-
ily on eradicating poverty, achieving 
universal primary education, envi-
ronmental sustainability, promoting 
gender equality, fighting diseases and 
developing global partnerships (2).

Improving maternal and child 
health and survival was at the fore-
front of the agenda, and MDGs 4 
and 5 were specifically prioritized 
to reduce mortality rates in children 
under 5 years old by two-thirds and 
maternal mortality rates by three-
quarters respectively from 1990 base 
figures, by 2015. With only a few 
months remaining, remarkable global 
progress has been made in a little over 
a decade. Globally, the number of 
under-5 deaths have declined by ap-
proximately 50% (from 12.7 million 
to 6.3 million from 1990 to 2013) 
(3,4) and the number of maternal 
deaths has dropped from 523 000 to 
289 000 (45% reduction) (5). These 
gains, however, fall short of meeting 
the MDG targets, and achievements 
vary dramatically across regions and 
nations (6).

The World Health Organization 
(WHO) Eastern Mediterranean Re-
gion (EMR) comprises 22 diverse 
nations which collectively account for 
almost 15% of the total global burden 
of newborn and child mortality (7). 
Over the last few decades, the EMR 
has shown a nearly 12-year increase 
in life expectancy; immunization cov-
erage has increased to more than 85% 
and the prevalence of communicable 
disease has dropped substantially 
(8). However, progress is localized 
to select countries, and pervasive in-
equities have contributed to variable 
success in attaining MDGs 4 and 5 

in the Region (6,9,10). As the end of 
the MDG period quickly approaches 
and as global efforts transition to the 
post-2015 Sustainable Development 
Goals, the EMR must hasten to ac-
celerate gains by reducing inequities 
and addressing key bottlenecks.

We conducted an updated analy-
sis of maternal, newborn and child 
health (MNCH) and survival in the 
EMR, and reviewed recommenda-
tions and the way forward for scaling 
up and maintaining MNCH suc-
cesses post-2015.

Methods

For this review, national estimates of 
neonatal mortality rates (NMR) and 
under-5 mortality rates (U5MR) for 
EMR countries were obtained from 
the United Nations Inter-agency for 
Mortality Estimation Group (3), and 
national estimates of maternal mor-
tality ratios (MMRs) were obtained 
from the Maternal Mortality Estima-
tion Inter-agency Group (5) serially 
from 1990 to 2013 inclusive. The an-
nual rate of reduction in U5MR and 
MMR was used to track progress 
in achieving MDGs 4 and 5 respec-
tively. We also examined NMR as a 
component of U5MR, as the issue of 
neonatal deaths were virtually miss-
ing from the MDGs.

It has been estimated that an 
annual rate of reduction in U5MR 
of around 4.4% should be sufficient 
to achieve MDG 4 targets (3). We 
classified the Region and countries 
as: having met the MDG goal if they 
were currently at or exceeded the 
MDG 4 target level; as being on-
track if the annual rate of reduction 
was ≥ 4.0%; as making progress but 
unlikely to reach the MDG target if 
the reduction was 2.6–3.9%; and as 
off-track if the reduction was ≤ 2.5%. 
Countries with an U5MR < 25 per 
1000 live births in 1990 were not 
categorized.

Similarly, to attain MDG 5 targets, 
the global decline in MMR should 
exceed a minimum of 5.5% (5). We 
classified the Region and countries 
as: having met the MDG 5 goal if 
they were currently at or exceeded 
the MDG target level; as on-track if 
the annual rate of reduction was ≥ 
5.0%; as making progress but unlikely 
to reach the MDG target if the reduc-
tion was 2.5–4.9%; and off-track if the 
reduction was < 2.5%. Countries with 
an MMR < 40 per 100 000 live births 
in 1990 were not categorized.

The Child Health Epidemiology 
Reference Group (7) and the Insti-
tute for Health Metrics and Evalua-
tion (4) provided child and maternal 
cause of death data for each nation in 
the EMR for 2013. We pooled cause-
specific deaths across all countries 
and calculated the proportion due 
to each cause for neonates (aged < 1 
month), post-neonates (aged 1–59 
months) and mothers.

National estimates for mater-
nal and child health interventions 
across the continuum of care were 
obtained from the WHO Global 
Health Observatory database (11), 
World Bank (12), United Nations 
Children’s Fund (UNICEF) (13), 
representative national demographic 
and health surveys, multiple indicator 
cluster surveys, and other nationally-
representative household surveys. 
The essential interventions exam-
ined included indicators of family 
planning, immunization, health-care 
service utilization, illness- and care-
seeking behaviour, improved water 
and sanitation facilities (14), and 
neonatal and child nutrition, includ-
ing stunting, wasting and overweight 
(15). The most recent available 
estimate in the 2000 to 2013 time 
period was used, and regional me-
dians were calculated. Social deter-
minants, including data on poverty, 
food insecurity, battle-related deaths, 
internally-displaced populations, age 
at marriage and female literacy, were 
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included Afghanistan, Pakistan and 
Sudan, which have U5MR among the 
highest worldwide (3).

More than 45% of all under-5 
deaths in 2013 occurred within the 
first month of birth (3). NMR in the 
Region have declined much slower 
than U5MR (approximately 35% 
reduction) and progress is similar to 
global and developing regional trends. 
Afghanistan, Pakistan, Somalia, Sudan 
and Djibouti made the least progress 
in reducing NMR between 1990 and 
2013 (< 35%) and continue to have 
rates exceeding 30 newborn deaths 
per 1000 live births (3).

The major causes of child deaths 
are pneumonia and diarrhoea, to-
gether accounting for approximately 
50% of post-neonatal mortality in the 
high-burden countries, and 40% in 
other EMR countries in 2013 (Figure 
3a). Pre-term birth complications 
and intrapartum-related events repre-
sented about one-third and one-fifth 
respectively of all neonatal deaths 
in the Region in 2013 (Figure 3b). 
Newborn death from congenital ab-
normalities was higher in high-burden 

also obtained for the most recent year 
available.

To explore within-Region equity, 
trends were disaggregated by World 
Bank income groups (16), and into 
high-burden and non-high-burden 
(other) EMR countries. EMR high-
burden countries include Afghanistan, 
Djibouti, Egypt, Morocco, Pakistan, 
Somalia, Sudan and Yemen (17). 
We also contrasted our analysis with 
the global trends and with data from 
developed and developing country 
regions.

Results

Child mortality rates

From the years 1990 to 2013 U5MR 
in the EMR declined from 101 to 55 
deaths per 1000 live births, a 46% 
reduction (Figure 1). While progress 
has been made, the annual rate of 
reduction of 2.6% forecasts that the 
Region will fall short of meeting the 
MDG 4 target (U5MR of 34 per 
1000). U5MR trends are consistently 
higher in the EMR when compared 

with global averages, and are on a par 
with developing countries (Figure 1).

Of the countries in the Region 
with U5MR > 25 deaths per 1000 live 
births in 1990, 5 countries reduced 
U5MR by at least 70% and have al-
ready achieved their MDG 4 targets 
(Egypt, Islamic Republic of Iran, Tu-
nisia, Oman and Lebanon) (Figure 
2). Four countries are on-track (Syr-
ian Arab Republic, Morocco, Saudi 
Arabia and Libya), while 4 more are 
making progress but are unlikely to 
reach their MDG targets (Yemen, 
Palestine, Jordan and Afghanistan). 
Five nations are off-track, namely 
Djibouti, Sudan, Pakistan, Iraq and 
Somalia (Figure 2). High-income 
countries, including Bahrain, Qatar, 
United Arab Emirates and Kuwait, 
have also reduced U5MR from base 
values and currently have rates < 10 
per 1000.

Seven countries accounted for 
more than 90% of the 848 072 deaths 
in under 5-year-olds in the Region 
in 2013 (Somalia, Afghanistan, Paki-
stan, Sudan, Yemen, Iraq and Egypt) 
(3). The highest burden countries 

Figure 1 Under-5 mortality rates (U5MR) per 1000 live births from 1990 to 2013 in the Eastern Mediterranean Region, globally 
and in global developing and developed countries. Source: United Nations Inter-agency Group for Mortality Estimation, 
2014 (3)
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Figure 3 Cause of death (%) for A) post-neonatal children (1-59 months) B) neonates (<1 month) C) mothers (15-49 years) in 
priority and non-priority Eastern Mediterranean countries (HB EMR = high burden countries in the Eastern Mediterranean 
Region, other EMR = non-high burden countries in the Eastern Mediterranean Region) [Source: Child Health Epidemiology 
Reference Group (CHERG), 2014 (a,b); Institute for Health Metrics and Evaluation (c)]
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EMR countries (~ 20%) when com-
pared with others (~ 10%). Neonatal 
infections accounted for another 17% 
and 13% of deaths in high-burden 
and non-high-burden countries re-
spectively (Figure 3b).

Maternal mortality ratios
MMRs declined 50% in the EMR 
between 1990 and 2013, from 340 
to 170 maternal deaths per 100 000 
live births, which is similar to global 
(45%) and developing region (47%) 
reductions across the same time 
period (5). While substantial, the 
reduction is far from the MDG 5 
target of a 75% reduction, and the 
Region’s annual rate of reduction of 
3.0% suggests that the EMR is not 
likely to reach its goal (5).

Two countries, Oman (77% 
reduction) and Lebanon (75% 
reduction), have already met their 
MDG 5 reduction target and the 
Islamic Republic of Iran is on-track 
(72% reduction). Notwithstanding 
the evident gaps, many high-burden 
countries in the Region, including 
Pakistan, Afghanistan, Egypt, Syr-
ian Arab Republic and Morocco, 
have decreased their MMRs around 
60% or more, despite challenging 
contexts. Sudan, Palestine and Libya 
decreased MMR by approximately 
50%, and in the case of Sudan, the 
rate fell substantially from 720 ma-
ternal deaths per 100 000 live births 
in 1990 to 360 per 100 000 in 2013. 
MMR in Tunisia, Djibouti, Jordan, 
Yemen, Iraq and Somalia dropped 
less than 50% and these countries 
are unlikely to meet their targets 
(5). Many high-income countries 
have relatively low MMR (< 25 per 
100 000 births in 2013). However, 
Saudi Arabia and Qatar persisted in 
reducing their MMRs about 50% 
from baseline figures, while Bahrain 
(5% increase) and Kuwait (17% in-
creased) showed increased MMR 
over the time period.

Seven countries in the Region 
continue to have MMR > 100 ma-
ternal deaths per 100 000 live births 
in 2013—Morocco (120), Paki-
stan (170), Djibouti (230), Yemen 
(270), Sudan (360), Afghanistan 
(400) and Somalia (850)—and ap-
proximately 80% of maternal deaths 
continue to occur in only 4 of these 
nations (Somalia, Afghanistan, Pa-
kistan and Sudan). Together with 
Yemen, Morocco and Egypt, these 
high-burden countries accounted for 
nearly 95% of the 26 000 maternal 
deaths in the Region in 2013 (5)

Maternal causes of death in the 
EMR mirror global trends, and are 
similar between high-burden and 
other EMR countries (Figure 3c). 
Pregnancy and delivery-related 
complications, such as haemorrhage, 
maternal infections, hypertensive 
disorders, obstructive labour and 
abortive outcomes, are the leading 
causes of maternal mortality, col-
lectively accounting for about two-
thirds of all maternal deaths in 2013 
(Figure 3c).

Interventions coverage
Estimates for MNCH interventions 
across the continuum of care are pre-
sented in Figure 4. The prevalence of 
contraceptive use is approximately 
42% in the EMR, which is lower 
than the global average (64%). Clear 
income differentials are apparent, as 
rates are considerably lower in low-
income countries (18%).

Coverage of antenatal care is 93% 
for 1 visit and 60% for 4+ visits in the 
EMR. While coverage rates appear 
high overall, low-income countries 
in the Region have rates closer to 
37% for 1 visit and 10% for 4+ visits. 
The rates of skilled birth attendance 
follow a similar pattern and cover-
age in low-income countries is only 
36% (compared with 96% in the 
EMR). Rates of antenatal care vis-
its and skilled birth attendance are 

substantially higher in the EMR on 
average than global estimates.

Coverage of essential newborn 
and child vaccines (neonatal tetanus, 
3-doses diphtheria-tetanus-pertussis, 
measles, 3-doses Haemophilus influ-
enzae type B) is approximately 90% 
or higher in the EMR. However, 
in low-income countries coverage 
average around 50–60% and this in-
creases with higher national income 
status.

Data on newborn- and child-feed-
ing practices, care-seeking behaviour 
and use of treatments is only available 
for one-third of EMR countries (and 
is missing for all the high-income 
countries). Across available nations, 
the proportion of the mothers initi-
ating breastfeeding within the first 
hour of birth averages about 42% and 
this is similar across income groups. 
Average coverage of exclusive breast-
feeding within the first 5 months is 
23%, with evident gaps between the 
lower- and middle-income groups 
(ranging from 9–31%). Income gaps 
are even are more pronounced for in-
troduction of solid or semi-solid soft 
food (low-income countries average 
16% coverage, while in upper–mid-
dle countries estimates reach 62%); 
the EMR average is 51%. Among 
children aged 0–59 months with 
symptoms of pneumonia, about 69% 
are taken to a skilled health provider, 
and 63% receive antibiotics for treat-
ment. About 32% of children aged 
0–59 months with diarrhoea are 
treated with oral rehydration solu-
tions, and 35% have oral rehydra-
tion incorporated with continued 
feeding. Clear income differentials 
are apparent across the Region, with 
low-income countries having lower 
estimates on average.

Social determinants of health
Poverty and food insecurity
While the Gulf Cooperation Coun-
cil states are some of the richest 
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countries globally, poverty rates 
remain high in many other countries 
of the EMR. The proportion of the 
population living below the national 
poverty line is more than 20% in 7 
EMR countries: Afghanistan (36%), 
Egypt (22%), Iraq (23%), Pakistan 
(22%), Palestine (22%), Sudan 
(47%) and Yemen (35%) (12). In 
5 of these countries, approximately 
one-third of the population is also 
food insecure: Afghanistan (34%), 
Iraq (30%), Pakistan (30%), Sudan 
(33%) and Yemen (36%) (12).

Malnutrition
Stunting in children aged under 5 
years old is highly prevalent in the 
EMR. The Region’s average is com-
parable to global figures (approxi-
mately 24% stunted) (15). However, 
substantial disparities exist across the 
EMR (e.g. 32% versus 13% stunted 
in high-burden versus non-high-
burden countries respectively). Four 
high-burden countries have under-5 
stunting rates exceeding 40% (Af-
ghanistan, Pakistan, Somalia and 
Yemen), and 5 nations have rates < 
10% (Kuwait, Islamic Republic of 
Iran, Jordan, Oman and Saudi Ara-
bia). The best estimates of nutritional 
wasting indicate that Djibouti (22%) 
and Sudan (16%) have the highest 
rates in the Region, while the rates 
in most of the other countries range 
between 5–15%. The EMR average 
rate of nutritional wasting is 8% and 
estimates are similar between high-
burden (10%) and non-high-burden 
(7%) groups.

In contrast, 3 countries in the 
Region—Libya (22%), Syrian 
Arab Republic (18%) and Lebanon 
(17%)—have rates of overweight 
greater than 15%, figures that char-
acterize epidemics of rising public 
health concern. Across the Region, 
non-high-burden EMR countries 
have a higher prevalence of over-
weight on average (11%) when 

compared with high-burden coun-
tries (7%) (15).

Water and sanitation
Access of the population to improved 
drinking water sources is greater than 
90% in the EMR, but estimates vary 
dramatically between countries. A 
clear gradient is evident across low-
income, low-middle, upper-middle 
and high-income countries (48%, 
79%, 95% and 98% respectively) 
(Figure 4). Likewise, the availability of 
improved sanitation facilities is high 
overall (94%), but disaggregation 
by income reveals that low-income 
countries have approximately 26% 
access, while coverage in low-middle, 
upper-middle and high-income 
groups is 69%, 92% and 99% respec-
tively.

Conflict and population displace-
ment
Armed conflict and insecurity are 
ongoing concerns in the EMR. The 
best available data suggests that 
battle-related deaths have increased 
since the year 2000 in many nations. 
As of 2012, the total number of 
deaths related to battle (including 
civilians) were approximately 12 127 
(Sudan), 20 412 (Somalia), 22 532 
(Pakistan), 25 965 (Iraq) and over 
50 000 in Afghanistan (12). While 
data on civilian deaths, particularly 
among women and children, are not 
readily available, previous research 
suggests that up to 80% of these 
could be civilian deaths (18). In lieu 
of reliable data, the impact of current 
ongoing conflicts in Yemen, Syrian 
Arab Republic, Palestine and Libya 
are not well understood.

War and insecurity had also led to 
mass population displacement both 
internally and externally to nations. 
While exact figures are difficult to 
trace, hundreds of thousands to mil-
lions of civilians have been displaced 
internally in Afghanistan, Iraq, Pa-
kistan, Somalia, Sudan, Syrian Arab 

Republic, Libya, Palestine and Yem-
en in recent years (12). Countries 
neighbouring conflict-prone nations 
in the Region have also borne the 
brunt of the war with unexpected 
large-scale refugee population influx 
around war times. Over the past sev-
eral years, the Islamic Republic of 
Iran, Pakistan, Jordan and Lebanon 
have hosted millions of refugees from 
bordering nations (12).

Female empowerment
Child marriage is highly prevalent in 
the EMR. Across 15 countries where 
recent data was available (exclud-
ing Gulf Cooperation Council na-
tions), approximately one-quarter 
of all girls were married before the 
age of 18 years. In countries such 
as Afghanistan, Somalia, Sudan and 
Yemen the rate is around 50% (12) 
and in Afghanistan and Yemen about 
15% of girls are married as young 
adolescents before age 15 years.

The literacy rate among females 
older than 15 years is approximately 
80% in the EMR on average, but var-
ies across countries. On the lower end 
of the spectrum, the rate is around 
67% for Morocco, 66% for Yemen, 
61% for Sudan, 55% for Pakistan and 
32% for Afghanistan.

Discussion and 
way forward

Results in context and 
effective interventions
The EMR has made steady progress 
in improving maternal and child and 
survival. Nevertheless, with a 46% 
reduction in U5MR and a meagre 
50% reduction in MMR, progress is 
lagging. Disparities within the Region 
are vast, with more than one-third 
of the countries off-track for MDG 
4 targets. Four off-track countries 
contribute to the majority of under-5 
deaths in the Region (Somalia, 
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Afghanistan, Pakistan and Sudan), 
and approximately 850 000 children 
under 5 years old continue to die 
each year. Children in the EMR are 
dying largely from preventable infec-
tious diseases, such as pneumonia 
and diarrhoea, for which cost-effec-
tive, evidence-based interventions 
are available (19). If implemented 
at scale, these interventions could 
prevent the majority of deaths from 
diarrhoea and more than two-thirds 
of those from pneumonia (19). Neo-
natal deaths account for 45% of all 
under-5 deaths in the Region and 
result mainly from basic obstetric 
complications, congenital anomalies 
and infections. These causes have 
been linked to maternal death and are 
highest among the poorest groups in 
the population (7).

Newborn health and survival has 
been largely neglected in the MDGs, 
however, and should be placed 
at the forefront of future efforts to 
improve child survival in the EMR. 
Nearly 80% of newborn mortality is 
preventable using cost-effective, evi-
dence-based interventions, especially 
before, during and immediately after 
birth (20,21). Annual deaths of over 
26 000 mothers in the Region due 
to complications such as excessive 
bleeding, high blood pressure/ec-
lampsia, obstructive labour and infec-
tions can also be easily prevented.

Countries within the EMR should 
adapt and prioritize frameworks such 
as the Every Newborn Action Plan 
(20) and the Global Action Plan for 
Pneumonia and Diarrhoea (21) to 
safeguard optimal health and survival 
of the newborn, child and mother. 
Appropriate strategies and policies 
should be developed at the national 
and local levels, with strong steward-
ship and accountability mechanisms, 
and a specific focus on equity.

Improved and equitable access 
to MNCH interventions across the 
continuum of care have been related 

to decreased mortality (6). Equity 
analyses revealed that gaps in inter-
ventions coverage across the con-
tinuum of care often favour richer 
countries. Disparities are widest for 
contraceptive use, skilled attendance 
at delivery, care-seeking behaviour 
and treatment for pneumonia and 
diarrhoea, and access to improved 
water and sanitation facilities. Fund-
ing assistance and resource sharing/
channelling from higher to lower 
income countries is a vital step in re-
ducing the glaring inequities in wealth 
across this Region.

Malnutrition is often exacerbated 
by illness and infectious diseases, food 
insecurity and poor food diversity 
and inadequate access to care. Over-
weight as well as undernutrition can 
adversely impact normal growth and 
development and has been linked 
to increased risk of morbidity and 
mortality. As a measure of chronic 
undernutrition, stunting is prevalent 
in more than 23% of children aged 
under 5 years in the EMR. Levels of 
its acute counterpart wasting, and 
overweight are prevalent in 8% and 
9% respectively of children aged un-
der 5 years in the EMR. This type of 
dual burden of nutrition problems 
places the EMR in a precarious pre-
disposition for morbidity and mortal-
ity due to nutrition-related disorders. 
Greater emphasis should be placed 
on improving the nutritional status 
of children under 5 years old, par-
ticularly within the first 1000 days of 
life. Nutrition-specific and -sensitive 
interventions implemented in this 
period have been shown to have a 
high impact on improving health out-
comes in childhood and adulthood, 
including better cognitive develop-
ment, which ultimately contributes 
to improved human capital gains 
(22,23).

Access to and utilization of 
family planning services has the 
potential to decrease population 

mortality rates by increasing birth 
spacing and decreasing the rate of 
high-risk pregnancies (24). There are 
cultural sensitivities, however, which 
may preclude women’s access to re-
productive education and services 
in many countries in the EMR and 
these barriers must be circumvented 
through information that engages 
and educates male household mem-
bers. Female empowerment, assessed 
using indicators such as age at mar-
riage and literacy, has been found 
to be associated with maternal and 
child health and survival (25–29). 
A younger age at marriage is associ-
ated with increased poverty, loss of 
education and widespread gender 
discrimination (25,27). These in turn 
lead to high fertility and adverse fer-
tility outcomes such as unwanted 
pregnancy and pregnancy termina-
tion (26), and increased risk of HIV/
AIDS (25), in tandem with poor so-
cioeconomic status and inaccessibil-
ity of health services (30). Marriage 
in the adolescent years can increase 
the risk of maternal mortality and 
morbidity. Child marriage is preva-
lent in the EMR with nearly 50% of 
girls getting married prior to 18 years 
of age in some high-burden prior-
ity countries and the literacy rates 
among females aged > 15 years is also 
less than optimal across the Region. 
Female education promotes confi-
dence, empowerment and increased 
use of health services (31). Thus, 
delaying the onset of marriage and 
first pregnancy and increasing female 
education must be emphasized in the 
Region as it promotes gender equity 
and female empowerment, and leads 
to improvement in overall maternal 
and child health (32).

Armed conflict in civilian areas re-
sults in mass displacement, replacing 
active battlefields with ill-equipped, 
unsanitary and overcrowded refu-
gee camps (33). Environmental 
changes propelled by conflict and 
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displacement result in food insecurity, 
lack of access to sanitation and health 
facilities, and inadequate care. Con-
flict can also facilitate to the break-
down of family structures, which can 
further exacerbate unhealthy envi-
ronments and lead to the spread of 
disease, decreased food intake and 
nutrition, and eventually greater 
morbidity and mortality. The burden 
is most cumbersome on vulnerable 
groups such women and children. 
Conflict increases the incidence of 
sexual violence, not only to women 
but also to boys and girls. Higher 
rates of rape, sexually transmitted 
diseases, unwanted pregnancies and 
unsafe abortions have been docu-
mented in previous conflicts (34). 
The introduction of violence into the 
physical environment along with the 
collapse of normal societal and fam-
ily structures further heightens the 
vulnerability of women and children 
(33). Conflict has been rampant in 
the EMR, and many countries con-
tinue to endure widespread insecurity 
and war. To mitigate the risks in war 
times and when facing humanitarian 
crises, particular attention must be 
paid to protecting the basic human 
rights of the vulnerable groups of 
the population and providing them 
with adequate shelter, food and ac-
cess to care. While not diminishing 
the adverse psychological and social 
consequences on women and chil-
dren, such protective measures can 
certainly maintain MNCH standards 
and improve survival.

Actions taken and next steps 
in the EMR
Recommendations from the Dubai 
Declaration in 2013, a high-level 
meeting on accelerating progress to-
wards achieving MDGs 4 and 5 in the 
EMR (35), have resulted in maternal 
and child health acceleration plans 
for all high-burden countries in the 
EMR. Preliminary steps have been 

taken towards implementing mater-
nal death surveillance and response 
systems, which are an active maternal 
death review process that identifies 
all maternal deaths and takes action 
to prevent future deaths. Progress has 
been made across all 9 high-burden 
countries: from advocating for sup-
port for maternal death surveillance 
and response systems at the national 
level, to strengthening the quality of 
existing systems (17). A WHO Re-
gional Office for the Eastern Medi-
terranean inter country meeting on 
care for children in the community in 
April 2014 also marked movement 
towards developing community-
based approaches for improved 
child care in high-burden countries 
in the Region (17). Results from the 
high-level joint planning meeting 
held by WHO, UNICEF, United 
Nations Population Fund and min-
istries of health in Amman in April 
2015 regarding MNCH progress 
and country-specific prioritization/
targets into the sustainable develop-
ment era are forthcoming.

While substantial progress has 
been made to improve women’s and 
children’s health in the EMR, further 
action is needed. Recommendations 
for the future of women’s and chil-
dren’s health post-2015 have been 
created to implement a vigorous 
strategic and financial plan to help 
strengthen universal health. The aim 
is to do this by scaling up political 
and human rights commitments to 
women’s and children’s health. We 
summarize here the key guidelines 
set out by the independent Expert 
Review Group, in their most recent 
2014 report and in previous reports, 
to accelerate progress in achieving 
optimal health and survival for wom-
en and children in the EMR (36–38) 
(Box 1). Since the initial independ-
ent Expert Review Group report in 
2012, high-burden countries in the 

EMR have made variable progress 
in adopting recommendations 
therein. Progress to date by country 
is highlighted in Appendices A and B. 
(available with the on line version). 

Conclusions

Ministries of health, nongovern-
mental organizations and civic 
society across the EMR have, uni-
versally, identified reproductive, 
maternal and child health as a health 
priority, and have developed targeted 
national strategic plans to improve 
the health status of women and 
children. However, the EMR faces 
many unique health challenges such 
as demographic change, dual disease 
burden, rising health costs and the 
effects of ongoing conflict and popu-
lation displacement. Many of these 
issues are exacerbated by the rise of 
instability due to political turmoil 
in the Region. Despite pervasive 
challenges, the EMR is a resource-
rich region, uniting predominantly 
Muslim-majority nations, in a faith 
that promotes equity and social 
justice. Wide differentials in health 
outcomes and intervention cover-
age across income groups suggests 
that high-income countries in the 
Region should consider strategies 
for effectively channelling funds and 
vital resources to their lower-income 
counterparts. With a few months 
remaining to the target of the MDGs, 
the EMR must synergize efforts to 
reduce inequities and overcome bot-
tlenecks. As the Region shifts into the 
post-2015 sustainable development 
era, the unfinished agenda of ending 
all preventable newborn, maternal 
and child deaths must remain central 
in order to accelerate progress and 
sustain the morbidity and mortality 
gains achieved in the EMR.
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tember 2000. New York (NY): United Nations; 2000 (http://
www.un.org/millennium/declaration/ares552e.pdf, accessed 
10 July 2015).

2. The Millennium Development Goals report 2012. New York 
(NY): United Nations; 2012.

3. Levels and trends in child mortality. Estimates developed by the 
UN Inter-agency Group for Child Mortality Estimation. Report 
2014. Geneva: United Nations Children’s Fund; 2014 (http://

Box 1 Recommendations from the independent Expert Review Group for accelerating progress in maternal and child 
health and survival. Source: Independent Expert Review Group on Information and Accountability for Women’s and 

Children’s Health, 2014 (38) 

1. Strengthen the global governance framework for women’s and children’s health. Such plans will synergize efforts in 
interdisciplinary initiatives to ensure coordination and unity in implementing this governance gap.

2. Develop a global investment to take national investments and contributions into consideration to help guide a 
more targeted and strategic approach to women’s and children’s health.

3. Establish clear country-specific strategic priorities for implementing the Global Strategy for Women's, Children's 
and Adolescents' Health while also testing innovative mechanisms for delivering those priorities.

4. Accelerate the compliance and evaluation of eHealth and mHealth technologies. Assistance is advised by partners 
with the development and implementation of national eHealth plans, encouraging coordination between provid-
ers, and to support evaluation.

5. Strengthen human rights tools and frameworks to achieve better health and accountability for women and chil-
dren. Human rights groups that address health are requested to include women and children into their work.

6. Expand the commitment and capacity to evaluate initiatives for women’s and children’s health. Evaluation is vital in 
addressing accountability, and partners are requested to establish a global research network to support the Global 
Strategy.

7. Strengthen country accountability. Ministers of health, with the help of partners, are asked to clearly prioritize and 
evaluate country-led, inclusive, transparent and participatory national oversight mechanisms to advance women’s 
and children’s health.

8. Demand global accountability for women and children. Promote and implement an independent accountability 
mechanism to monitor, review and continuously improve actions to deliver the post-2015 sustainable develop-
ment agenda.

9. Take adolescents seriously. Comprise an adolescent indicator in all monitoring mechanisms for women’s and children’s 
health, and involve young people on all policy-making bodies affecting women and children in a meaningful manner.

10. Prioritize quality to reinforce the value of a human-rights-based approaches to women’s and children’s health. 
Quality of care should be the path to equity and dignity for women and children.

11. Make health professionals count. Deliver an expanded and skilled health workforce, which serves women and 
children with measureable impact.

12. Launch a new movement for better data. Make universal and effective civil registration and vital statistics systems 
a target post-2015.

13. Develop, secure wide political support for and begin to implement a global plan during 2014–2015 to end all 
preventable reproductive, maternal, newborn, child and adolescent mortality for the period 2016–2030: a more 
inclusive Global Strategy for Women’s and Children’s health. Long-term strategies that focus on important needs 
for women and children are needed instead of waiting for governments to agree on Sustainable Development 
Goals. These needs include: to accelerate the delivery of life-saving interventions such as vaccines to women and 
children; to focus on the sexual and reproductive health, rights and well-being of the adolescent girl, delivering 
universal health coverage now; to protect health by investing in education for girls; and to address the unmet need 
for safe abortion practices. The post-2015 Global Strategy requires attention to the multisectoral nature of women’s 
and children’s health, not solely health-sector investments but also non-health-sector investments.

14. In 2015, devise a results-based financing facility to support and sustain this new Global Strategy. An investment 
framework for predictable performance-based financing systems, both globally and domestically, has been estab-
lished but not fully implemented. Involvement of funders is necessary for the investment framework to be fully ac-
tive. The independent Expert Review Group recommends that those involved in reproductive, maternal, newborn 
and child health join together with other partners such as nongovernmental organizations and donors to generate 
long-term investments to improve women and children’s health.
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