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A well-functioning national health 
information system (HIS) is a prereq-
uisite for the provision of reliable and 
timely health-related information. This 
information is essential for: 1) policy 
development and evidence-informed 
decision-making; 2) proper health 
management and rational resource al-
location; and 3) monitoring and evalua-
tion of health systems and other related 
social services performance. National 
HIS draw upon multiple data sources, 
including civil registration and vital 
statistics systems, census, population-
based surveys, routinely generated data 
from health facilities and administrative 
information systems. These are support-
ed by governance structures, human 
and financial resources infrastructure 
and information, communications 
technology, quality assurance proce-
dures, data management and standards, 
and clear plans for dissemination, use of 
the information and evidence generated 
from the system. 

Learning from the experience of 
the Millennium Development Goals 
(MDGs), generation, availability and 
accessibility of timely and quality in-
formation for key health indicators is 
essential for monitoring the progress to-
wards achieving the targets of the health-
related Sustainable Development Goals 
(SDGs). Despite the progress made by 
many countries in monitoring health 
during the MDG era, the lack of reli-
able, timely and comparable informa-
tion in low- and most middle-income 
countries remains an issue (1) and 
often hampers tracking and evaluation 
of progress. As a result, there has been 

reliance on estimates and modelling to 
substitute for unavailable key indica-
tors. This process surely comes with 
important limitations, including obser-
vations from national authorities that 
argue the estimates do not always reflect 
the reality in countries. This situation 
calls for effective and sustained action to 
strengthen national health information 
systems, as well as reinforce the capacity 
of countries in generating, compiling, 
analyzing, disseminating and report-
ing reliable data for the monitoring of 
health situations in countries.  

For the specific case of the SDGs, 
several SDG3 targets focus on different 
measures of mortality. These range from 
maternal mortality, nenonatal mortality, 
preventable mortality from noncom-
municable diseases (NCDs), and mor-
tality from environmental hazards, to 
road traffic accidents and other forms of 
violence (2,3). Consequently, strength-
ening national civil registration and vital 
statistics is imperative if countries are 
to have adequate data systems. This is 
especially important when 53% (4) of 
all deaths globally are not appropriately 
registered and only one in five deaths 
in the Region (5) is medically certified 
and coded using the International Clas-
sification of Diseases (ICD), which also 
suffers from non-ignorable proportions 
of ill-defined causes (6,7). As a result, 
the reporting of cause-specific mortal-
ity in the SDGs’ monitoring and ac-
countability framework will face notable 
constraints if further improvements are 
not achieved. This area has seen very 
little progress over the past 25 years; 
in 2014, only 50% of Member States, 

globally, reported cause-of-death data 
to WHO, compared to 45% in 1990 
(8). Regionally, only 11 countries regu-
larly reported to WHO cause-specific 
mortality data during 2008–2012 (9).

Strengthening HIS in countries 
of the Eastern Mediterranean Region 
(EMR) has been given a special priority 
in WHO’s work in the Region during 
the past five years. Extensive work was 
done by the WHO Secretariat and a 
series of regional meetings – engaging 
multisectoral representatives of Mem-
ber States, relevant United Nations 
(UN) agencies and regional organiza-
tions – were organized. The aim was to 
review the regional situation, identify 
constraints and collectively develop and 
implement strategic directions to ad-
dress these, and support countries in 
reinforcing informed decision-making 
and strengthening their capacity to 
monitor national health development. 
The outcome of this work was regularly 
presented, discussed and endorsed at 
the highest level by Ministers of Health 
and other health policy-makers dur-
ing the annual sessions of the WHO 
Regional Committee for the Eastern 
Mediterranean and other high-level 
meetings. Two Regional Committee 
resolutions were passed, which now 
represent a roadmap for countries and 
serve as the basis of WHO’s work (10). 
The objective of this paper is to review 
the current status, actions taken and 
present the priorities and strategic di-
rections for both countries, WHO and 
other partners in this area of work.   	
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The current status

Throughout WHO’s work with EMR 
Member States, a number of common 
gaps have been identified, which hin-
der development and strengthening of 
national HIS. There is often a lack of 
clarity on the essential health indicators 
that should be monitored as core in all 
countries. In many countries, political 
commitment and priority given to HIS 
is inadequate due to fragmentation of 
existing systems coupled with low ca-
pacity to collect, verify and disseminate 
data and information. 

In 2012, efforts to strengthen health 
systems in the Region were initiated 
with detailed situation analysis of the 
status of different components of the 
health systems in Member States (11). 
For practical reasons, Member States 
were categorized into three groups 
based on population health outcomes, 
health system performance and health 
expenditure1. A more in-depth analysis 
of the situation of national HIS across 
the three groups of countries was re-
ported during the 61st Session of the 
WHO Regional Committee for the 
Eastern Mediterranean in 2014 (9). The 
conclusion drawn was that although 
countries across the three groups are at 
different stages of development, avail-
ability of skilled human capacity and 
financial resources, there are still major 
gaps that are shared across the three 
groups of countries.

All Group 1 countries have national 
HIS centres or units with dedicated staff 

1	 Group 1) Six countries where 
socioeconomic development has 
progressed considerably over the 
last four decades, supported by high 
income; Group 2) Ten countries, largely 
middle-income, which have developed 
an extensive public health service 
delivery infrastructure but face resource 
constraints; Group 3) Six countries 
facing major constraints in improving 
population health outcomes as a result 
of lack of resources for health, political 
instability, conflicts and other complex 
development challenges.

as well as national plans. However, some 
plans are of limited scope in the areas 
of data collection, data analysis and ca-
pacity strengthening. In all countries, 
national HIS are computerized, with 
varying degrees of functionality and 
integration. With regards to basic data 
quality assessments and feedback, they 
are performed in all countries, although 
the assessment is not based on standard-
ized tools and processes. All countries 
regularly publish annual health statistics 
reports in various formats (i.e. print, 
digital and World Wide Web), noting 
that dissemination through the World 
Wide Web has improved substantially 
in recent years. 

A set of defined national indicators 
exists in most Group 1 countries with 
varying degrees of quality, complete-
ness and frequency of reporting. All, 
except one country, collect cause-spe-
cific mortality data using ICD, but the 
quality of the collected data is an issue 
in all except one country. At the time of 
the review in 2014, the percentage of re-
porting of indicators ranged from 25% 
to 80%. Specifically, the reporting of: i) 
health determinants and risks indica-
tors ranged from 25% to 90%; ii) health 
status indicators in all countries except 
one; and iii) health system response in-
dicators ranged from 10% to 80%. A key 
challenge is regular updating of popula-
tion data by age, sex, and nationality due 
to the high rate of in- and out-migration 
in these countries. 

All Group 2 countries, except one, 
have national (and subnational) HIS 
centres with predominately informa-
tion technology (IT) staff, as well as 
a national plan in the majority of the 
countries. Basic data quality assess-
ments and feedback are limited; while 
all countries publish annual health sta-
tistics reports, only two disseminate 
these reports through the World Wide 
Web.

A set of core national and pro-
gramme-specific indicators are defined 
in most Group 2 countries, and range 
from 52 to 152 indicators. Only one 

country reports complete cause-specific 
mortality data using ICD on a regular 
basis. Birth and death data are gener-
ally incomplete, as well as data on hu-
man resources for health. At the time 
of the review in 2014, the reporting of: 
i) health determinants and risks indica-
tors ranged from 50% to 60%; ii) health 
status indicators at 70%; and iii) health 
system performance indicators at 50%. 

All Group 3 countries, except two, 
have national HIS centres or units that 
lack capacity in most countries, espe-
cially those at the periphery, with only 
a few having a national plan, which is 
often outdated or incomplete. Data 
quality assurance and analysis through 
systematic methods are lacking. While 
all countries, except one, publish annual 
health statistics reports, there is a 2 to 3 
year time lag. Across all countries, dis-
semination of health statistics through 
the web is either unavailable or inac-
cessible. Population-based and facility-
based surveys are not conducted on a 
regular basis.

Most Group 3 countries lack a sys-
tem of routine reporting, especially on 
cause-specific mortality data, with ICD 
coding not systematically used in all 
countries. At the time of the review in 
2014, the reporting of: i) health deter-
minants and risks indicators was at 50%; 
ii) health status indicators were few and 
largely based on global estimates; and 
iii) health system performance indica-
tors were less than 50% in the majority 
of countries. 

Other constraints include: 

1.	 Weak coordination between national 
stakeholders and fragmentation of 
health information and civil registra-
tion and vital statistics systems, both 
within and across ministries. This also 
includes:

–– Limited access to routinely gener-
ated health care service data from 
the private sector, and often ser-
vices by public health systems not 
under the ministry of health (e.g. 
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insurance organizations, armed 
forces)

–– Lack of national comprehensive 
plans for health information sys-
tems including national population 
surveys and irregular conduct of 
such surveys

–– Limited governance or legal over-
sight from ministries of health and 
national statistics offices in obtain-
ing the required data and ensuring 
their availability as part of use. 

2.	 Weak and often incomplete report-
ing of deaths, cause-specific mortality 
data, the use of ICD and mortality 
statistics.

–– Out of 131 Member States, glob-
ally, with vital registration systems 
that provided summary data on 
cause-of-death statistics to WHO, 
only 60 countries had data that met 
certain criteria of completeness, ac-
curacy, regular reporting, and disag-
gregated by sex and age (12). 

–– Out of the 22 countries of the Re-
gion, seven have never reported to 
WHO causes of death using ICD. 
Eleven countries (50%) have major 
gaps in mortality data reporting and 
only four countries have continu-
ously reported annual mortality 
data (13).

3.	 Weak reporting on key morbidity 
indicators: population-based cancer 
registries and integrated disease sur-
veillances are weak or non-existent in 
most countries.

–– In the 2015 Global  Survey on as-
sessing national capacity for the 
prevention and control of NCDs 
conducted by WHO, less than 60% 
(14) of countries are reporting data 
on cancer incidence and type based 
on a population based cancer reg-
istry.

4.	 Ineffective leveraging of opportuni-
ties provided by information com-
munication and technology (ICT) 
in data collection, analysis and dis-
semination. 

5.	 Inadequacy of quality assurance pro-
cedures and lack of use or shared un-
derstanding of data collection and use 
standards and procedures.  

6.	 Routinely collected data (e.g. health 
service data) often are not linked with 
established quality assurance proce-
dures. 

7.	 Shortage of skilled human resources 
in epidemiology, statistics, IT and 
disease and risk factors surveillance.

–– Preliminary results from assess-
ments of essential public health 
functions in countries of the Re-
gion clearly demonstrate shortage 
of skilled human resource capacity 
in related health information disci-
plines. In many cases where capac-
ity exists in the countries, retention 
and adequate distribution poses a 
challenge. 

What is an effective 
health information 
system?

Health information systems include all 
activities and resources related to public 
health monitoring and reporting. This 
includes collecting data from the health 
sector and other relevant sectors, ana-
lysing the data and ensuring their overall 
quality, relevance and timeliness, and 
converting data into information for 
health-related decision-making (15). 
Health information systems provide the 
underpinnings for decision-making and 
have five key functions: data generation, 
compilation, analysis and synthesis, 
communication of information, and 
use (Figure 1). 

The Health Metrics Network de-
fines a national HIS as being “made 
up of all the data and records about 
the population’s health. The sources of 
data include civil and vital registration 
(recording births, deaths and causes of 
death), censuses and surveys, individual 
medical records, service records and 

financial and resource tracking informa-
tion” (16) . 

For policy-makers who recognize 
the major gaps that exist in their national 
HIS and the constraints encountered in 
addressing them, one practical ques-
tion is to determine the essential health 
indicators that they need to monitor as 
part of their commitment to strengthen 
their health system and achieve univer-
sal health coverage. Because countries 
will vary in terms of socioeconomic 
development and health achievements, 
it is important to identify what is core 
for all countries irrespective of income 
and public health capacity and what can 
be added as an expanded list to cater 
for national priorities and programme-
specific needs.   

There is also agreement that good 
quality data on a small number of key in-
dicators is more informative for policy, 
planning and prioritization than a larger 
number of indicators generated from 
unreliable data. With this understand-
ing, the WHO Regional Office for the 
Eastern Mediterranean facilitated and 
led extensive discussions with Member 
States and partners through a series 
of technical meetings and expert con-
sultations conducted between 2012 
and 2014. The focus of the discussion 
was to have an in-depth assessment of 
the current status of health information 
systems including civil registration and 
vital statistics and identify the type of 
indicators that are considered essential 
in monitoring health trends and health 
development.

Two strategic initiatives 
to strengthen health 
information systems

It was clear from the in-depth as-
sessment conducted in 2012 on the 
regional health challenges that reinforc-
ing health information systems is one 
of the key priorities for WHO’s work 
with Member States .  In this respect, 
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two main strategic directions were 
adopted: a) reaching consensus on a 
practical framework for national HIS 
and establishing a core set of indicators 
that can be feasibly implemented in all 
countries; and b) strengthening civil 
registration and vital statistics as one of 
the most critical elements of HIS. 

Both strategic directions require the 
commitment and active engagement 
of other government sectors outside 
health.   

Health Information Systems 
framework and regional core 
indicators 
There have been several global frame-
works proposed for HIS (17–19).  The 
challenge policy-makers face is to adopt 
a framework that is practical, easy to 
understand, feasible to implement and 
covers the key areas necessary for health 
policy development and monitoring. 
Both WHO and Member States of 
the Region agreed that the three broad 
areas requiring action and monitoring 
are the essential determinants of health, 
health status, and health system capac-
ity and response. This consequently led 
to consensus on the key components 
of a national HIS and identification 

of what needs to be monitored under 
each component (Figure 2). The three 
areas are: i) monitoring health risks and 
determinants; ii) assessing health status 
including morbidity and cause-specific 
mortality; and iii) evaluating health 
system performance.

To realize the Framework and en-
sure that national HIS are capable of 
effectively tracking health issues, it was 
agreed that a minimum dataset of core 
indicators should be prioritized and 
collected. Through a series of meetings, 
spanning 2013 and 2014, work contin-
ued to develop a list of core indicators 
(Figure 3) with a concise metadata reg-
istry. Every effort was made to ensure 
that the included indicators are valid, 
specific, relevant, feasible and affordable 
to generate. In consultation with Mem-
ber States, stakeholders and experts, 
a total number of 68 core indicators 
were agreed, with an expanded (as rel-
evant) list of 115 additional indicators 
for countries that need to have a wider 
coverage according to their capacity 
and needs. In this respect, since most 
countries are currently unable to report 
reliably on all the core indicators, it will 
be important for them to prioritize ad-
dressing the gaps before expanding.

An essential part of the initiative was 
the active engagement of stakeholders 
from ministries of health and interior, 
as well as central bureaus of statistics or 
national statistics offices; UN agencies; 
and international and regional experts. 

The aim of the regional context-
specific concise metadata registry (20), 
which draws upon the WHO global 
metadata registry, is to facilitate stand-
ardized data collection, analysis and 
reporting. A number of attributes are 
described for each indicator, including: 
the indicator name and abbreviated 
name, domain/subdomain, related/
associated term(s), definition, meas-
urement and estimation methods, pri-
mary/preferred and alternate/other 
possible data source(s), disaggregation 
and measurement frequency, numera-
tor and denominator (see annex 1 for an 
example) (9,21).  

Since its endorsement during the 
61st Session of the WHO Regional 
Committee for the Eastern Mediter-
ranean in 2014, WHO reports annually 
on the core indicators and verifies data 
with Member States (22). This has also 
served as the basis for the data that is in-
cluded in the brief health system profiles 
that are updated annually and provide 

Figure 1. National health information systems

Key sources of data

Data generation

Data compilation

Data analysis and synthesis

Information communication

Use for policy development, 
monitoring and evaluation

Civil and vital registration

Census and surveys

Individual medical records

Service and facility records

Financial and resource tracking 
information

Key functions of a national health 
information system
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a snapshot covering key health system 
indicators, achievements, strengths, 
weaknesses and priorities for action. 
The health system profiles aim to help 
policy-makers focus on the assets and 
challenges within their countries.

The Regional Office has embarked 
on a process to assess countries’ capac-
ity in reporting on the core indicators, 
through a rapid assessment. The assess-
ment of country capacity to regularly 
report on the core indicators is a basic 
step to support countries to plan for 
their HIS strategy and monitor their 
progress towards achievement of SDGs 
targets. The first phase of the initiative 
has entailed the development of an as-
sessment tool on the capacity to report 
on the core indicators, covering key 
domains of: existing data sources, fre-
quency of data collection, data analysis, 
existing resources and use of appropri-
ate standards for data collection, pro-
cessing, and analysis. Member States 
undertook the rapid assessment, which 
was completed by most countries in 
August 2016 through a web-based 
questionnaire. 

The initial results of 19 countries 
that participated in the survey reveal 

that although there is an improvement 
in reporting on the core indicators since 
their endorsement in 2014, none of 
the countries in the Region are able 
to report on all 68 core indicators in 
a timely manner. In 2016, reporting 
on the core indicators ranged from a 
minimum of 38 indicators and a maxi-
mum of 58 indicators (Figure 4). The 
results were discussed during a regional 
meeting of country delegations during 
August 2016. Discussions included key 
challenges and approaches to ensure 
that countries have functional health in-
formation systems, are able to conduct 
population-based surveys, improve 
reporting of the core indicators, and 
report on the SDG indicators that are 
not part of the core health indicators. 

Improving civil registration 
and vital statistics systems 
As mentioned before, assessing health 
status is one of the three basic compo-
nents of HIS. It covers reporting and 
monitoring of cause specific mortality, 
which represents a major gap in HIS 
globally and in the EMR particularly. 
Addressing this gap requires strength-
ening of civil registration and vital statis-
tics (CRVS). 

Civil registration refers to “the con-
tinuous, permanent, compulsory, and 
universal recording of the occurrence 
and characteristics of vital events (live 
births, deaths, fetal deaths, marriages, 
and divorces) and other civil status 
events pertaining to the population as 
provided by decree, law or regulation, in 
accordance with the legal requirements 
in each country” (23,24). 

A special priority has been given to 
CRVS by WHO as part of the regional 
initiative to strengthen national HIS in 
Member States. A starting point was to 
assess the current status in countries of 
the region. Rapid assessments of CRVS 
were carried out in 21 countries, using 
a standard assessment tool (25) in all 
countries from November 2012 to Jan-
uary 2013, through multi-stakeholder 
meetings. This was followed by compre-
hensive assessments (26) conducted in 
21 countries from 2013 to 2016. Results 
of the assessments revealed that only 
6 countries (29%) have satisfactory 
CRVS systems that produce data of suf-
ficient quality to adequately cover the 
needs for policy decision-making (Fig-
ure 2). However, the systems in these 
countries cover only 5.3% of the EMR 
population. Eight countries (almost 

Figure 2. Framework for health information systems – core indicators
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40%) have either weak or dysfunctional 
CRVS systems (27). Additionally, the 
assessments revealed a major gap in 
birth and death registration, where 
more than six million (40%) births and 
more than three million (67%) deaths 
are unregistered (Figure 5). Further-
more, only 19% of deaths are registered 
and medically certified with adequate 
cause-of-death registration (Figure 6). 
Analysis of death registration figures by 
country indicated that almost half of the 
countries in the region (12 countries) 
attain registration figures equal to or 
greater than 80% while only 6 countries 
have registration figures lower than the 
regional average of 33%. These six coun-
tries are now the focus of WHO’s efforts 
to strengthen this area of work.

A regional strategy for the im-
provement of civil registration and 

vital statistics systems was developed by 
WHO, through intensive consultations 
with Member States and stakeholders. 
The strategy endorsed by the WHO 
Regional Committee in 2013, includes 
seven strategic domains (6):

1.	 Ensure a sound legal and regulatory 
framework for civil registration and 
vital statistics systems.

2.	 Strengthen registration infrastruc-
ture, resources and capacities. 

3.	 Remove barriers at all levels to reg-
istration and the issuance of related 
legal documentation. 

4.	 Improve mortality certification and 
coding practices. 

5.	 Improve production, use and dissem-
ination of vital statistics. 

6.	 Improve intersectoral coordination 
and alignment among civil registra-
tion and vital statistics stakeholders. 

7.	 Maintain and strengthen the existing 
regional and global partnerships in 
support of country strategies.
The strategy is designed to provide 

Member States with a list of interven-
tions to implement, based on the level 
of development of their civil registration 
and vital statistics systems, country con-
texts, resources and capacities. 

Based on the results of the rapid and 
comprehensive assessments conducted 
in countries over the past few years, 
WHO recently provided each Member 
State with a specific road map with a 
list of prioritized actions. Work has fo-
cused on providing technical expertise 
to help the relevant national authorities 

Figure 4. Number of core indicators available, per country
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to take appropriate action and address 
the identified gaps. 

The country-specific recommen-
dations focus on a number of shared 
issues: 1) establishing national commit-
tees to oversee CRVS implementation; 
2) establishing and updating electronic 
civil registration systems to follow inter-
national standards for recording births, 
deaths and causes of deaths; 3) develop-
ing a birth/death notification process to 
capture vital events that occur in com-
munities; 4) enforcing decrees that for-
bid burials without death certificates; 5) 
expanding registration infrastructure by 
providing required resources; 6) capac-
ity building in ICD-10 for physicians 
and training of medical students; and 7) 
capacity building in analysis and quality 
checks of vital statistics data.

 The way forward and
 policy implications

The work conducted over the last five 
years has provided comprehensive 
information and a clear picture of the 
situation in each country with regards to 
their national HIS including civil regis-
tration and vital statistics. The joint work 
with countries and other stakeholders 
has also resulted in a clear vision and an 
evidence-based roadmap for both the 
Region and individual countries.  

The HIS framework adopted in the 
Region has been appreciated by policy-
makers as a well-defined, practical and 
focused approach, yet covering the es-
sential data necessary for policy-making 
and monitoring of national health de-
velopment. As mentioned before, a core 
set of 68 indicators under the three key 
components of the framework provides 
a comprehensive assessment of health 
situation in countries and the capac-
ity and response of the health system. 
Some countries may argue for a higher 
number of indicators covering addi-
tional aspects and will use the expanded 
list. However, there is consensus among 
countries that the first priority is to 

address the gaps that currently exist in 
reporting on the core indicators. In this 
respect, it is encouraging to observe a 
significant improvement in the report-
ing of the core indicators since their 
endorsement in 2014. 

The extensive work with Member 
States and other stakeholders has also 
laid the foundation for improving the 
completeness and accuracy of registra-
tion of birth and causes of death. Coun-
tries now have sound and clear guidance 
represented by the regional strategy for 
the improvement of civil registration 
and vital statistics 2014–2019. More 
specifically, using the rapid and com-
prehensive assessments, each country 
has been provided with an inclusive list 
of key gaps and a set of strategic actions 
to address them. 

Several factors have contributed to 
the achievements made over the last five 
years. The wisdom of Member States 
in endorsing the five key priorities has 
resulted in a practical agenda for the 
joint work between WHO and Mem-
ber States, which included a focus on 
strengthening HIS as an integral part 
of the strategic directions set for each 
of the five regional priorities. Within 

WHO, the leadership and commitment 
of all departments and the active en-
gagement across the three levels of the 
Organization was a prerequisite for suc-
cessful initiatives. An effective approach 
to improve HIS and civil registration 
and vital statistics will not be possible 
without the ownership and joint work 
with other key sectors within countries 
and other stakeholders and UN agen-
cies at the country and regional levels. 
The participation of representatives of 
ministries of interior and national statis-
tics offices has been key in designing the 
framework and development of rational 
and feasible multisectoral strategic ac-
tions. 

Further and sustained progress is 
dependent on the commitment and 
leadership of the relevant sectors at the 
national level. Monitoring progress in 
implementing the framework and the 
recommendations for improving civil 
registration and vital statistics will mo-
tivate national action and is essential in 
guiding effective support from WHO 
and its partners. 

Functional HIS will require sus-
tained investments in strengthening 
national capacities in epidemiology, 

Figure 5 CRVS functionality (number 
of countries) - Results of rapid self-
assessment in countries of the Region 
(2012–2013)

Figure 6 Coverage of death registration 
in the Region (2012–2013)
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statistics, data collection, compilation, 
quality assessment, validation and ad-
justment, as well as analysis and review. 
Training is therefore a priority in all 
countries, irrespective of their health-
care status or socioeconomic develop-
ment.

Finally, implementing the health 
information framework, the regional 
strategy for the improvement of civil 
registration and vital statistics system, 
and the WHO recommendations to 
countries in the Region –particularly 
low- and middle-income countries – 
will require adequate resources, both 

technical and financial. Global and 
regional support will be needed. Coun-
tries should be able to receive support 
from existing global initiatives (28,29) 
and efforts that provide a platform for 
collective and aligned action and the 
monitoring of progress towards the 
SDGs.  

Annex 1 Sample from the Eastern Mediterranean Region core indicators registry

11. Exclusive breastfeeding rate 0-5 months of age

Abbreviated name Exclusive breastfeeding rate

Exclusive breastfeeding 0–5 months of age

Indicator name Health determinants and risk/risk factors

Domain/subdomain Children ever breastfed – Continued breastfeeding at 1 
year – Continued breastfeeding at 2 years – Duration of 
breastfeeding – Early initiation of breastfeeding – Exclusive 
breastfeeding under 6 months – Nutrition

Related/Associated terms Proportion of infants 0–5 months of age (<6 months) who are 
fed exclusively with breast milk

Definition Percentage of infants 0–5 months of age who are fed 
exclusively with breast milk = (Infants 0–5 months of age who 
received only breast milk during the previous day/Infants 0–5 
months of age) x 100. Current status data are used. Vitamins 
and mineral drops or medicines are not counted.

Numerator Number of infants 0–5 months of age who are exclusively 
breastfed

Denominator Total number of infants 0–5 months of age surveyed

Method of estimation WHO maintains the WHO Global Data Bank on Infant and 
Young Child Feeding, which pools information mainly from 
national and regional surveys, and studies dealing specifically 
with the prevalence and duration of breastfeeding and 
complementary feeding. The process includes data checking 
and validation

Disaggregation Administrative regions, health regions, location (urban/rural), 
gender

Primary/preferred data 
sources

Household surveys, specific population surveys, surveillance 
systems

Alternative/other possible 
data sources

National health surveys

Measurement frequency Every 3–5 years
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