TIPPING THE BALANCE
Tackling unequal access to healthcare
to drive progress on child survival

Save the Children fights for children every single day.
We stand side by side with children in the toughest places to be a child.
We do whatever it takes to make sure they survive, get protection
when they’re in danger, and have the chance to learn.
Because every child should be able to make their mark on the world
and build a better future for us all.

Acknowledgements
This report was written by Oliver Fiala, Amanda Lenhardt and Kevin Watkins.
We are grateful for invaluable inputs from colleagues across Save the Children including
Simon Wright, Lilei Chow, Gabrielle Szabo, Mareen Buschmann, Delou Gonsan-Zeo,
Christopher Twiss and Jessica Winn. We would also like to thank Alexis Le Nestour,
Hannah Leslie, Stephen O’Neill and Yanhong Zhang for their helpful comments on an
earlier draft of the report.
Our thanks to Putri Gayatri for the foreword. We are also grateful for assistance and
contributions from Ravi Wickremasinghe and Sue Macpherson.

Published by
Save the Children
1 St John’s Lane
London EC1M 4AR
UK
+44 (0)20 7012 6400
savethechildren.org.uk
First published 2019
© The Save the Children Fund 2019
The Save the Children Fund is a charity registered in England and Wales (213890) and
Scotland (SC039570). Registered Company No. 178159
This publication is copyright, but may be reproduced by any method without fee or prior
permission for teaching purposes, but not for resale. For copying in any other circumstances,
prior written permission must be obtained from the publisher, and a fee may be payable.
Cover photo: Akokote, age one, from Kenya, was diagnosed with pneumonia. She made
a successful recovery, thanks to the support of a community health worker trained by
Save the Children. (Photo: Jonathan Hyams/Save the Children)
Typeset by Grasshopper Design Company
Printed by VR Print

Contents
Foreword

iv

Key messages

v

Introduction

vi

1 Unfair shares

1

2 The power of convergence

8

Child mortality

8

Malnutrition

9

Implications

10

3 The social gradient in access

12

4 Barriers in service provision

18

5 Accelerate progress in child survival for the
most deprived and marginalised children

24

Endnotes

27

Foreword
It is with great pride that, as one of tens of millions
of Indonesian children, I had the responsibility of
representing the voice of children to the world at
the 70th United Nations’ General Assembly in 2015.
Through the Forum Anak Daerah (Subnational
Children’s Forum), we have advocated about
issues of child marriage, out-of-school children
and reproductive health. In my area of Bandung
District, West Java, access to information and
services offering reproductive health and nutrition
for adolescent girls is not evenly distributed. It is
very difficult for adolescent girls like me to get
health consultations because they are only available
in places we are not able to reach. I want to see
those services accessible to adolescent girls in
villages and schools. Improving understanding and
education among teenage girls will help prevent
child marriage, sexually transmitted diseases,
anaemia and even undernutrition.
Difficulty in accessing integrated healthcare results
in a lack of understanding and awareness among
adolescent girls about stunting. Teenage girls in my
neighbourhood are not aware of the symptoms of
stunting and the importance early treatment for
children who are stunted. The role of posyandus
(integrated health care units) in addressing this
is neither optimal nor inclusive. They only serve
mothers with children under five or three years,
disregarding adolescent girls’ right to this service.
Yet ensuring safer future births is dependent on
the health of today’s adolescents.
Our access to services and resources is not the
same as that of our urban peers. We continue to
try to close the gaps in healthcare, education and
livelihoods. At the same time, these gaps should
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not be allowed to excuse higher rates of child
marriage, school drop-outs, and maternal and
infant mortality. Poverty must not be a reason for
our children to suffer from stunting or dropping
out of school – because every child deserves equal
access to resources. Health facilities, child- and
adolescent‑friendly health workers, and free
education for all, regardless of background, social
status or wealth, are crucial to realise a better
Indonesia – and a better world.
Haven’t children been promised this for many years
under the United Nations Convention on the Rights
of the Child? We must keep those promises. Let’s
demonstrate how our determination to achieve
the Sustainable Development Goals can close
the vicious gaps in services and outcomes at the
subnational level.
Leave no child behind! Leave no one behind!

Putri Gayatri

Putri is a youth advisory representative of Save the
Children in Indonesia. She was formerly part of Save the
Children’s inclusive education project in West Java,
supported by the IKEA Foundation. In 2015 she was one
of the 20 child delegates from Save the Children at the
70th United Nations General Assembly.

Key messages

1

Unfair shares
Despite significant progress in child survival over the last decade, the world is still far off reaching
the Sustainable Development Goals (SDGs). And despite the pledge to Leave No One Behind,
the children who have been denied their right to health and nutrition tend to be poorer or live in
disadvantaged regions.
We find that children from the poorest 20% of households account for 34% of all child
deaths and 31% of all cases of stunting. High inequalities exist within countries on the basis of
the region where children live: even the richest children in the most disadvantaged regions are more
likely to die than the poorest children in more advantaged regions. Inequalities in child mortality
are not unique to developing countries – they can be found in high-income countries as well.

2

The power of convergence
Global progress on tackling child mortality and malnutrition has not been inclusive, with
children living in the poorest households seeing slower rates of reduction than those living in
richer households.
To reach the SDG thresholds, children from the poorest 20% of households need twice
the current projected rate of reduction for child mortality and five times the current
rate for stunting. Closing the wealth gap in mortality could save 2.1 million lives in the poorest
quintile alone in the next decade.
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The social gradient in access
Driving convergence in child health outcomes requires equitable access to care. However, we see
a steep social gradient in access to healthcare. This leads to a double jeopardy for children: those
with the highest mortality and stunting rates are those who face the lowest access to
services, capturing a less than fair share of health inputs.
Closing gaps in outcomes therefore requires accelerated progress in access to basic health
services for the most deprived and marginalised children.
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Barriers in service provision
Girls and boys with the highest health risks need to be at the forefront of public policies. This
requires that limited resources for health and nutrition are spent in an equitable way, aligned
with the health needs of children and adults.
New analysis reveals that across six countries, subnational regions with higher deprivations
in child health are often regions where health facilities have lower capacity.
We find low quality of care across all countries and regions. This suggests that health workers
often provide poor care even in relatively well-equipped contexts and highlights the need
not only for better-equipped health facilities but also increased training for health workers.
v

Introduction

Grace was only one year old when he suffered from pneumonia, the biggest infectious killer
of children under five. He was taken to a health centre close to his home on the outskirts
of Kinshasa in the Democratic Republic of Congo. His mother said, “Without the health
facility I don’t know how I could have paid for the treatment. I didn’t even know what the
treatment of pneumonia was.” Thanks to the treatment, Grace made a full recovery.
But not every child has access to affordable and
high-quality healthcare. Almost 40,000 children
died of pneumonia in 2017 in DRC alone, and
809,000 world-wide.1 Many of those children did not
have access to good-quality healthcare or receive
treatment. This report provides new evidence

showing that children who are denied their right
to health tend to come from a poor background,
live in disadvantaged regions, or face discrimination
because of their gender, ethnicity or disability.
These are the children denied their right to life.

Rebecca and her son, Grace. who
recovered from pneumonia after being
treated at a local health centre.
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The Sustainable Development Goals (SDGs),
officially adopted by 193 countries in 2015, offer
a compelling approach for translating Sen’s
capabilities approach into action. By setting
absolute goals they define a minimum standard
and level of ambition. Examples include
eliminating all forms of malnutrition (SDG 2.2)
ending preventable child deaths (SDG 3.2) and
discrimination against all women and girls (SDG 5.1),
and achieving equitable and quality primary and
secondary education (SDG 4.1). The SDG
framework also provides a simple but compelling
approach to combating what are manifestly
unfair inequalities in these and other areas. As
the preamble to Transforming Our World: The 2030
Agenda for Sustainable Development states: “we
pledge that no one will be left behind…. we wish to
see the Goals and targets met for all nations and
peoples and for all segments of society. And we
will endeavour to reach the furthest behind first.” 4
This pledge has clear implications for the actions
required to meet the SDGs for all. As a matter of
simple arithmetic, ensuring that ‘all segments of
society’ achieve the 2030 goals requires that those
most distant from the target move further and
faster. In other words, progress towards the SDGs
must be driven by a process of convergence that
narrows and eliminates the gaps between deprived
and more advantaged social groups.
No matter the different views people hold on the
fairness of different patterns of income distribution,

the idea that a child should face greater risks
of mortality or hunger, or have diminished
opportunities for good-quality education, because
of their parents’ low income, their gender, their
ethnic group, or the area they live in is an affront to
the basic precepts of morality, fairness and human
rights. It is also a violation of their rights enshrined
in United Nations Convention on the Rights of the
Child, the most widely ratified international human
rights treaty in the world and which recognises
every child’s right to survive, develop and be
protected, without discrimination, no matter their
gender, ethnicity, religion or any other factor.

INTRODUCTION

These children who are denied the right to health,
along with many other rights and freedoms needed
to lead the kinds of lives they value, are exposed to
what Amartya Sen has described as “manifest
injustices”.2 According to Sen’s capabilities approach,
the inability to fully realise capabilities relating to
health, nutrition, gender equality, education, dignity
and having a voice constitute an affront to basic
ideas about fairness, justice and equality.3

There are further pragmatic reasons for focusing on
convergence. The world is significantly off-track to
achieving many of the SDGs. From the eradication
of extreme poverty, to child survival, maternal
health, nutrition and education, current trends
suggest big shortfalls. The services and enabling
factors that would ensure the achievement of these
goals are simply not being provided to those regions
and those people that need them. Changing this
picture will require a policy focus on those left
behind. Convergence, as this report shows, would
act as a powerful catalyst to accelerate progress
towards the goals through reduced inequality.
Inequalities in child survival powerfully illustrate
the case for accelerated convergence. At the
same time, disparities in child mortality are linked
to wider disparities and background risks. For
example, malnutrition itself is the single biggest
risk factor for child death: it is implicated in 45% of
early deaths and a compounding risk factor in most
major infectious killers, including pneumonia and
diarrhoea. 5 Ending preventable child deaths and all
forms of malnutrition are important 2030 goals in
their own right. But child survival is also a sensitive
barometer of wider challenges in public health and
child development.
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A four-month-old baby gets
a check-up at the outpatient
department of Save the Children’s
primary healthcare centre in
Cox’s Bazar, Bangladesh

1 Unfair shares

The world has registered extraordinary progress in reducing child mortality. Since 2000 the
number of children dying before their fifth birthday has fallen from 9.8 million to 5.4 million
each year (Figure 1).6 However, this is no cause for complacency as many countries are not
on track to meet the SDG target by 2030.
The progress that has been achieved reflects
both an expansion of access to vaccinations
and healthcare and wider reductions in poverty.
However, on current projections, between 2018 and
2030 an estimated 64 million children will lose their
lives before the age of five.7 More than half of those
deaths will be concentrated in only ten countries
and over half will be newborn babies. Globally,
57 countries need to accelerate progress to
achieve the overall 2030 target (a national average
of 25 deaths for every 1,000 live births), almost
three‑quarters of them in sub-Saharan Africa. More
than half of these countries will need to double their
historical rate of decline in child mortality to achieve
the SDG target.8
Malnutrition has declined over the same period,
but far more slowly. Most countries have seen
improvements in reducing different forms of

FIGURE 1: CHILD MORTALITY IS
FALLING, BUT NOT FAST ENOUGH

malnutrition, and global numbers of under-five
children affected by stunting have fallen from
198 million in 2000 to 149 million in 2018 (Figure 2).9
However, the world is far from reaching the SDG
goal of ending malnutrition in all its forms, and
projections suggest that there will still be 115 million
stunted children in 2030.10 Globally, more than
120 countries (for which data exist) need to
accelerate progress to achieve the SDG goal for
malnutrition, in most cases by greater orders of
magnitude than the historical rate of change.
Global aggregates on child survival and malnutrition
conceal marked disparities within individual
countries. These disparities (which we explore in
more detail below) are examples of manifestly unfair
inequalities that can be reduced. The ethical case
for public policies to address these inequalities cuts
across political divides: no child should be consigned

FIGURE 2: CHILD MALNUTRITION
IS NOT FALLING FAST ENOUGH
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to increased risks of mortality and malnutrition
solely based on the social circumstances they are
born into. Children often face greater risks of
mortality and malnutrition because of the wealth
status of their parents, their gender, the area they

PNEUMONIA – A GLOBAL CAUSE WITHOUT CHAMPIONS
Pneumonia is the leading infectious cause of
child mortality globally, killing more children
per year than diarrhoea and malaria combined.
An estimated 808,000 young lives were lost to
the disease in 2017. 11 Almost all the pneumonia
episodes behind these deaths could have been
prevented through vaccination or treated
with a course of antibiotics costing less than
50 US cents. Yet childhood pneumonia deaths
are falling more slowly than deaths from
other major killers, jeopardising prospects for
achieving the 2030 Sustainable Development
Goal of ending preventable child death.

Cutting through the neglect surrounding
pneumonia is a condition for delivering on the
SDG promise. Many of the mechanisms needed
to achieve a breakthrough are well known. Gavi,
the global vaccine alliance, has greatly expanded
access to effective preventative vaccines in
the poorest countries, reaching more than
143 million children.13 However, coverage rates
are unequal and for middle-income countries not
covered by Gavi support, vaccine costs remain
prohibitive. The 2020 replenishment of Gavi
provides an opportunity to extend the protection
that comes with immunisation.

Equity is at the heart of the pneumonia crisis.
This is overwhelmingly a disease of poverty, with
malnutrition a major risk factor for mortality.
But while the poorest children are at the greatest
risk, they are the least likely to be immunised.
When symptoms of pneumonia become
apparent, poor children are less likely to be taken
to a clinic, either because of distance or the
inability of their parents to afford fees or other
factors related to poverty and discrimination. In
South Asia there is evidence that young girls are
less likely to be treated than boys.12

Primary responsibility for combating pneumonia
rests with national governments. Simple but
effective technologies are available to aid early
and effective diagnosis. The antibiotics required
to treat simple cases are affordable. More
severe cases can be addressed through oxygen
treatment and higher-level antibiotics.

An obvious question that arises for the SDGs
is why childhood pneumonia does not figure
on national and international health agendas
with greater prominence. One plausible
explanation is that the disease overwhelmingly
affects children born into highly marginalised
and disadvantaged communities lacking
political voice and agency. In contrast to
other major killers that affect working-age
adults as well as children, most of the victims
of pneumonia are less than two years old.
Because pneumonia is not a disease that
crosses social boundaries (like cholera) or
international borders (like Ebola), it does
not come into the priorities of middle-class
populations or the international community.

2

live in or other forms of entrenched patterns of
discrimination or stigma. This is an affront to the
basic precepts of morality, fairness and universal
human rights.

What is missing in most high-burden countries
is the health system needed to deliver care to
the communities with greatest need. There is no
substitute for properly trained and supported
health workers, accessible and affordable
primary healthcare providers, and functioning
referral systems.
The most effective antidote to the pneumonia
crisis can be summarised in three words –
universal health coverage. Governments need to
put in place the investments needed to deliver that
coverage, focusing on the diseases that present
the greatest threat and the children facing the
greatest risks. Governments currently finance less
than 40% of primary healthcare provision in the
poorest countries, leaving households to pick up
the bill and leaving clinics without health workers,
essential drugs and vital equipment. Changing
this picture will require more public spending and
more equitable spending by directing resources
towards the poorest households.

80 countries accounting for more than 80% of
cases of stunting). Children in the poorest 20% of
households account for almost a third of all stunting
cases, rising to 56% for the poorest 40%. Given that
most deaths and cases of malnutrition occur among
the poorest households, it follows that accelerated
progress in these households will save more children
from death or stunting, and catalyse more rapid
progress towards the SDG threshold.

1 UNFAIR SHARES

The ethical case for equity in child survival is
reinforced by some simple SDG arithmetic. Based
on post-2012 data from 87 low- and middle-income
countries (accounting for 89% of child deaths),
Save the Children estimates that children in the
poorest 20% of households within countries account
for 34% of all child deaths, rising to 59% in the
poorest 40% (Figure 3). This reflects the combined
effects of a higher death rate and a greater number
of children in the poorest 20% of households.14
A similar picture emerges when undertaking an
equivalent analysis for malnutrition (including

Wealth inequalities are stark illustrations of
injustices in child survival. But they are by no means

FIGURE 3: POOR CHILDREN ACCOUNT FOR DISPROPORTIONATE SHARES OF DEATHS
AND CASES OF STUNTING
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Save the Children calculations based on GRID using Demographic and Health Surveys (DHS) and Multiple Indicator Cluster Surveys (MICS)
2012 or later. Quintiles are represented with different widths due to the different number of children in each quintile, with households in poorer
quintiles having relatively more children than in richer quintiles. The sample includes 87 countries for child mortality and 80 countries for stunting.

CONCENTRATION CURVES
In Figure 3 we use concentration curves to show
the distribution of outcomes in child survival
by wealth. The concentration curve measures
the departure from a situation in which each
population share accounts for a similar share of
the outcome being measured. The 45-degree line
for child survival would indicate that, say, the
poorest 40% accounted for 40% of child death.15
A concentration curve above the 45-degree line

(dashed in Figure 3) indicates that the outcome
is concentrated in the poorest households – as
is the case for under-five mortality and stunting.
In contrast, a concentration curve below the
45-degree line would suggest that the measured
outcomes are more concentrated in the richest
households (see Figure 13, page 13, and
Figure 16, page 15).
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the only determinants of how likely a child is to
survive or to be malnourished: gender, rural/
urban settings or ethnicity are some of the other
significant drivers of inequality. Figure 4 shows the
differences in mortality rates between countries
and within countries in West Africa, revealing large
inequities for children depending on the region they
are living in. In Nigeria, children living in the states
with the highest mortality rates – Zamfara, Kano
and Jigawa, which are all located in the north‑west
of the country – are 11 times more likely to die
before their fifth birthday than those living in the
state of Edo, which has already met the 2030
threshold target.
Outcomes in child survival are not merely driven
by how poor or rich a child’s family is or in which
region of the country a child is born, but also how
those groups intersect. As stated in the Overseas
Development Institute report, In Quest of Inclusive
Progress: “The intersection of group differences
can produce some of the most extreme forms of
exclusion in societies… a person’s ethnic identity,
gender and spatial location can all interact in ways
that exclude him or her from a country’s economy,
political system and social life.” 16

Figure 5 shows average levels of under-five mortality
by subnational region and wealth groups within
regions for 67 countries where recent data is
available, showing the regions with the lowest and
highest levels of mortality within each country.
This figure shows how entrenched subnational
inequalities are, with children born into regions with
the highest mortality rates being almost three times
more likely to die than those born into the most
advantaged regions on average. When we take the
intersection of region and household wealth into
account, the complexity deepens as we see that
there is also significant variation within regions.17
Children in the richest households in disadvantaged
regions are half as likely to die before the age of
five than children in the poorest households. So,
while regional inequalities within countries drive
a major wedge between children’s life chances,
income disparities within those regions are also
an important factor.
Inequalities in child mortality are not exclusively
a low- and middle-income country issue. While
death rates in high-income countries are well below
their lower-income counterparts, many children
in rich countries face stark inequalities, based on,

FIGURE 4: CHILD MORTALITY VARIES BETWEEN AND WITHIN COUNTRIES IN WEST AFRICA
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FIGURE 5: THE POWER OF PLACE: EVEN THE RICHEST CHILDREN IN COUNTRIES’
MOST DISADVANTAGED REGIONS DO WORSE THAN THE POOREST CHILDREN
IN THE MOST ADVANTAGED REGIONS
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Analysis for 67 countries using GRID data for 2012 or later (DHS and MICS).
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for example, the region they live in, their parents’
wealth or their ethnicity. This raises fundamental
questions about equity and the response of
governments to the social determinants of health
in both low- and high-income contexts.
Figure 6 illustrates inequalities between the most
deprived areas and the least deprived areas in

the UK.18 Despite reductions in infant mortality
rates over the last ten years, children living in
areas with lower incomes, higher unemployment
and other forms of deprivation are more likely to
die before their first birthday than those living in
more affluent areas.19

FIGURE 6: CHILDREN UNDER ONE IN DEPRIVED AREAS OF THE UK ARE AT SIGNIFICANTLY
HIGHER RISK OF DEATH
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FIGURE 7: INFANT MORTALITY RATES IN THE SOUTHERN STATES OF THE USA ARE MORE THAN
TWICE AS HIGH AS SOME NORTH-EAST AND WEST COAST STATES
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Data: Centers for Disease Control and Prevention 2017.
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Similarly, large inequalities in infant mortality exist
in the USA. The average infant mortality rate in the
USA of 5.8 deaths per 1,000 live births is already
significantly higher than in many European countries.

6

These rates range from 3.7 deaths in Massachusetts
to 8.6 deaths in Mississippi (Figure 7).20 Ethnic gaps
are even wider, with African Americans having
nationwide rates of 11.2 deaths per 1,000 live births.21

Nakwan, just seven days old,
has pneumonia. She is being
treated at a health centre in
northern Kenya.

Traditional gender roles and norms play a
crucial role in child survival, but their impact is
often difficult to trace in child mortality data.
Physiological differences mean that boys are
more vulnerable to a range of diseases and
therefore where boys and girls have equal
access to health, boys are likely to have
higher mortality rates than girls in early life.
Under‑five mortality rates in most countries
reflect these vulnerabilities, with higher
under‑five mortality rates for boys than girls.
This biologically‑determined gap between
girls’ and boys’ survival rates makes it hard to
see the effects of gender discrimination in child
mortality data. Notable exceptions, however,
can been found in Bangladesh, India, China,
Nepal and Pakistan, where mortality rates are
similar, if not historically higher, for girls.22 The
latest data for Bangladesh, for example, shows
that mortality rates for girls under five are
higher than rates among boys.23
The disproportionate share of girls dying
before the age of five, taking into account
biological differences, is associated with gender
discrimination in care and health-seeking
behaviour that favours boys and limits girls’
access to life-saving preventative and curative
care.24 For example, boys are physiologically
more vulnerable to pneumonia, but in South Asia
fatality rates due to the disease are 43% higher
for girls.25

Amartya Sen first identified what he called
missing women in 1990. He found women were
missing from, for example, China and India,
where men had come to outnumber women due
in part to son preference in sex selection.26 New
research is shedding light on gender inequality
by highlighting female deaths that exceed the
natural ratio between males and females in a
particular age cohort, referred to as ‘excess
female deaths’.27 This research reveals that
most excess female deaths occur not in China
or South Asia, but in sub-Saharan Africa, where
425,000 excess deaths among girls aged 0–14
and 1.3 million excess deaths among women
aged 15–59 are estimated to occur each year.
There is significant regional variation in excess
female deaths, suggesting that localised social
norms, policies and lack of investment in girls’
access to health services increase their exposure
to risks.

1 UNFAIR SHARES

FINDING MISSING GIRLS – ‘EXCESS FEMALE DEATHS’
AND THE ROLE OF GENDER IN CHILD SURVIVAL

Understanding how far the world is from ending
preventable child deaths for all children under five
requires a much better understanding of when
and where excess female deaths occur – and a
commitment to make these missing girls visible
by interpreting child mortality data in a way that
offsets girls’ naturally higher survival rates.
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2 The power of convergence

CHILD MORTALITY
The equity arithmetic around child mortality
becomes even more compelling in light of current
trends. Despite the progress that has been seen,
there is a large predicted shortfall against the SDG
child mortality target for 2030. We have calculated
trends in under-five mortality by wealth quintile for
a sample of 73 low- and middle-income countries
where sufficient data exists, representing 86% of
all child deaths in 2017. Our projections indicate
that in 2030, more than 3.2 million girls and boys
under the age of five will die in those 73 countries
alone. Around 830,000 of those deaths will reflect
the gap between the SDG target and the outcomes
associated with the current trajectory. Most would
be the result of entirely preventable causes rooted
in poverty and unequal access to good-quality
health and nutrition services. Given the significantly

higher child mortality rate in poorer households,
accelerated progress for the poorest children would
act as a powerful catalyst for overall progress.
Figure 8 illustrates both the scale of the convergence
challenge and the potential benefits of the
furthest‑behind children catching up with their peers
in child survival. On current trends, death rates for
children born into the wealthiest 20% will achieve
the SDG minimum threshold target. That is not the
case for those born into the poorest households.28
The rate of decline for these children needs to more
than double if the SDG pledge to ‘leave no one
behind’ is to be fulfilled. Accelerating the rate of
progress for the poorest households to reach the
rate of the richest 20% by 2030 is also critical for
achieving the target as a national average. Closing
the gap between the poorest and richest 20% would
save 2.1 million lives between now and 2030 in the

FIGURE 8: THE POWER OF CONVERGENCE IN CHILD MORTALITY
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FIGURE 9: UNEQUAL PROGRESS IN CLOSING THE GAP: COMPARING CHILDREN’S SURVIVAL
BY INCOME GROUP IN INDIA AND BANGLADESH
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Trends and projections from GRID, Save the Children’s Child Inequality Tracker (www.childinequality.org), based on DHS and MICS.
Dots represent actual data points from household surveys.

poorest households alone. Accelerating progress of
all wealth quintiles to the level of the richest would
save more than 5.2 million lives in the next decade.
Cross-country comparisons illustrate how greater
or lesser degrees of equity can influence overall
progress on child survival. Consider the very different
trajectories of India, the country accounting for the
largest number of child deaths, and neighbouring
Bangladesh. In India, children in the wealthiest 20%
of households have already crossed the SDG target
threshold and the country is on-track to achieve
the target ‘on average’ (Figure 9). By contrast, the
children in the poorest 20% of households are far
off-track for the 2030 goal. Reaching the goal for
them would require an annualised reduction in child
mortality of 4.9% between 2019 and 2030, compared
to the 3.7% projected for the next decade.
Bangladesh presents a different scenario. Starting
from a similar level of child mortality to India, there
has been more convergence between income groups
in the country. Consequently, current trajectories
suggest that all groups will reach the SDG threshold
by 2030, with only small differences between
income groups remaining. Pneumonia is the largest
infectious cause of deaths in both countries, causing
17.9% and 18.2% of under-five deaths in India and

Bangladesh respectively.29 However, progress in
reducing pneumonia has been faster in Bangladesh
with a 6.0% reduction per year compared with
4.4% in India. The same pattern can be seen for
other poverty-linked diseases, such as diarrhoea,
and might explain the different trajectories we see
in child mortality.30

MALNUTRITION
Malnutrition is the leading underlying cause of child
mortality, with 45% of child deaths occurring due to
stunting, wasting, deficiencies of vitamin A and zinc,
sub-optimal breastfeeding, and other malnutrition
factors.31 The world is a long way off‑target to
reach the aspirational SDG 2.2 to end all forms
of malnutrition by 2030. in fact, some forms of
malnutrition in some parts of the world are on the
rise – notably in sub-Saharan Africa, where the
number of undernourished people increased from
195 million in 2014 to 237 million in 2017.32 Based
on current trajectories for a sample of 85 low- and
middle-income countries that accounted for more
than 80% of cases of stunting in 2017, we estimate
that more than 106 million children will be stunted
by the end of the next decade in those countries.
9
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FIGURE 10: THE POWER OF CONVERGENCE IN STUNTING
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Trends in stunting for 85 low- and middle-income countries covering 82% of stunting cases in 2017.
Save the Children calculations based on data from the WHO/UNICEF/World Bank Joint Malnutrition Estimates
using GRID, Save the Children’s Child Inequality Tracker (www.childinequality.org).

And while the world has made some progress in
the last 20 years in reducing stunting, the rate of
change would need to more than quadruple to move
towards ending stunting, from the current rate of
1.8% per year to more than 8%.
While rates of progress have been similar for
different wealth groups, some are already much
closer to the target than others (Figure 10). Based
on current projections, one out of three children in
the poorest wealth quintile is expected to be stunted
in 2030 in contrast to less than one in seven children
from the richest quintile. Closing the gap between
children born into the poorest 20% of households
and those living in the richest 20% would require
accelerating the rate of reduction for the poorest
from 1.7% to 6% per year.
Consider the comparison of the prevalence of
stunting in Ethiopia and Nigeria (Figure 11). Both
countries share some similarities consistent with the
global picture: while both are off-track to meet the
SDG target, both have seen reductions in the rate of
stunting at the national average. Children in richer
households are expected to see faster progress than
those in the poorest households during the next
decade. But there are also significant differences
in the trajectories of both countries. Ethiopia has
seen consistent progress over time, while Nigeria
10

is just barely reducing the national stunting rate
and progress has been dramatically unequal across
wealth groups. Children in the richest 20% saw
some reduction in the prevalence of stunting and
can expect a moderate annual rate of reduction
of 2.4% over the next ten years. But stunting
among children living in the poorest households
has increased since 2000, with two out of three
children in the poorest 20% of households being
malnourished in 2017. Our projections suggest that
they will see rates of reduction of less than 1% per
year, effectively excluding poor children in Nigeria
from already slow progress and increasing the gap
between wealth groups even further.

IMPLICATIONS
Two main implications emerge from the global
trends on child survival and malnutrition. First,
progress is slow and needs to be accelerated
substantially to come anywhere close to reaching
the SDG targets. Second, global progress has not
been inclusive, with children living in the poorest
households seeing a slower rate of reduction than
those living in richer households. While the picture
varies at the country level, those two patterns
remain relatively constant.

2 THE POWER OF CONVERGENCE

FIGURE 11: UNEQUAL PROGRESS TOWARDS ENDING MALNUTRITION – THE EXAMPLE
OF ETHIOPIA AND NIGERIA
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Trends and projections from GRID, Save the Children’s Child Inequality Tracker, based on data from the WHO/UNICEF/World Bank Joint
Malnutrition Estimates. A rate of 2.5% is considered as reaching the target. Dots represent actual data points from household surveys.

There are many limiting factors in exercises such
as these. Wealth disparities may not reflect wider
disparities linked to race, ethnicity and other factors
such as maternal education. And projections are
uncertain and depend on many different factors.
Even so, the strong association between wealth

and child survival turns the spotlight on a critical
dimension of equity. Table 1 summarises the rates
of reduction in child mortality and stunting that
are required to achieve convergence on national
SDG thresholds.

TABLE 1: REQUIRED RATE OF CHANGE TO REACH SDG TARGETS

Under-five
mortality

Prevalence
of stunting

Projected rate of reduction
2019–30

Rate of reduction required
to reach 2030 target

Average

2.7%

4.4%

Poorest 20%

2.8%

5.5%

Richest 20%

2.5%

2.1%

Ratio poorest/richest

1.1

2.6

Average

1.8%

8.3%

Poorest 20%

1.7%

8.5%

Richest 20%

2.1%

7.9%

Ratio poorest/richest

0.8

1.1

Calculation based on Save the Children projections for child mortality (73 low- and middle-income countries covering 86% of child deaths in 2017)
and prevalence of stunting (85 low- and middle-income countries covering 82% of stunting cases in 2017). For stunting a rate of 2.5% is considered
as reaching the target.
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3 The social gradient in access

Expressing the need for social convergence in child survival arithmetically is one thing.
Driving convergence through public policy is another. Disparities in child survival reflect
underlying power relationships within households, across regions, between health providers
and users, and between elites and disadvantaged social groups. These disparities need to
be corrected by public policies in order to accelerate progress.
The SDG narrative on reaching people who have
been ‘left behind’ is misleading in one crucial respect:
those furthest from achieving the goals have been
systematically ‘pushed behind’ by policy choices. It
follows that reducing disparities will require marked
shifts in many areas of public policy, including
budgeting and shifting social and cultural norms.
Access to good-quality healthcare from a responsive
and accountable provider is critical for prevention,
diagnosis and treatment. This starts at birth with
skilled assistance during delivery, followed by
post‑natal check-ups and vaccinations. If a child falls
ill, it is essential to have access to a trained health
worker in the community who detects symptoms
and, if necessary, refers the child to a health facility
for treatment. Effective treatment requires that
the health clinic follows WHO guidelines when
treating potentially life-threatening illnesses –
including malnutrition – and that the facility is
well stocked with basic medical equipment and
essential medications.
Children in the poorest households face a double
jeopardy. They face higher levels of health risks
associated with poverty, malnutrition and limited
access to clean water and sanitation, but have lower
levels of access to the preventative and curative
health services that could mitigate these risks.
The steepness of the social gradient in access to
healthcare can be measured by reference to key
interventions such as access to antenatal care, the
share of births attended by skilled health personnel,
differences in immunisation coverage, and the gap
in care-seeking for treatment of potentially lethal
diseases like pneumonia (Figure 12, page 13).
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GRID, Save the Children’s Child Inequality Tracker,
provides evidence of the stark inequalities between
the poorest 20% and the richest 20%: 33
• The difference in antenatal coverage (a minimum
of four visits) exceeded 20 percentage points in
40 countries.
• The proportion of births attended by skilled
health personnel differed by 40 percentage points
or more in 24 countries.
• Immunisation rates among children from the
wealthiest 20% were on average more than
20 percentage points higher than for the poorest.
• There was an almost 20 percentage point gap in
care-seeking for children with pneumonia.
We have calculated an ‘access to care’ index based
on the key interventions shown above to compare
the extent to which access to services differs
between various wealth groups.34 Figure 12 (page 13)
shows this index as dashed lines, reflecting the steep
gradient in access to services, which we see for the
separate components as well.
The concentration curves introduced earlier help
us to bring together both dimensions – levels of
healthcare needs and access to services. They
provide a strong illustration of the inequalities
the most deprived and marginalised children
face globally. 37 countries in the GRID dataset –
reflecting more than 70% of child deaths – offer
data on both child mortality and stunting as well
as all dimensions of the access to care index. We
have seen earlier that needs – measured by child
mortality and stunting – are skewed towards the
poor; in this sample, of 37 countries the poorest
quarter of the population represents about
one‑third of all deaths and cases of malnutrition.
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FIGURE 12: THE STEEP SOCIAL GRADIENT IN ACCESS TO CARE ACROSS COUNTRIES

Household wealth
Weighted averages across countries with available data based on DHS and MICS (2012 or later) using GRID (www.childinequality.org).

In contrast, access to basic health services is
skewed towards the rich, with the poorest third of
the population capturing less than 20% of services.
The stark inequities between needs and access to
care are illustrated in the concentration curves in
Figure 13, with the curves above the 45-degree lines

for mortality and stunting showing the burden being
concentrated among the poor, while the access to
care curve below the dashed line shows that services
are pro-rich. The simple take-home message behind
this graph is that access to care is inversely related
to risk of child mortality and stunting.

FIGURE 13: DOUBLE JEOPARDY – INEQUALITIES IN HEALTHCARE NEEDS AND
ACCESS TO SERVICES
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Save the Children calculations based on GRID using DHS and MICS 2012 or later.
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We can quantify the degree of wealth-related
inequality in a health variable using the
concentration index, which is directly related to the
concentration curve.35 This allows us to calculate
and directly compare inequalities in health outcomes
and access to care for all countries, for which we
have data. Figure 14 shows that while deaths are
concentrated among the poorest wealth quintiles,
in almost all cases the poorest children have less
access to care than the richest children. However,
the graph also shows differences in those inequalities
between countries. Nigeria is the most extreme case
of the poorest children having the highest burden of
mortality while the richest children are most likely
to access basic healthcare. The same pattern is
true for India, the country with the highest number
of under-five deaths. Ethiopia has large inequalities
in access to care, but child mortality here is
less skewed towards the poorest than in many
other countries.
The inverse relationship between need and access
at the country level demonstrated in Figure 14
is powerfully illustrated by the case of Nigeria.
Figure 15 compares the share of child deaths

accounted for by different wealth quintiles
alongside data on access the critical health
services. While death rates among the poorest
children are three times those of the wealthiest,
the poorest children are four times less likely to
have basic vaccinations.
Figure 16 shows this inequality between child
mortality and access to care as concentration
curves, with Nigeria shown in red and Indonesia
shown in blue. The picture that emerges between
under-five mortality and access to care in Nigeria
is one of substantial inequalities. By comparison,
inequalities in Indonesia are shown to be far less,
mainly due to a much more equal – although not
equitable – distribution in access to services.
And while the poorest children in Indonesia remain
at a slightly higher relative risk of mortality than
the poorest children in Nigeria, inequalities in child
mortality have reduced far faster in Indonesia than
in Nigeria. In 2003, children in the poorest 20% of
households in Indonesia were 3.4 times more likely
to die before the age of five than the richest 20%
of children and this dropped to 2.4 times higher
likelihood of mortality in 2017 – a reduction in

FIGURE 14: INEQUALITIES IN CHILD MORTALITY AND ACCESS TO CARE
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FIGURE 15: CHILD DEATHS vs. ACCESS TO HEALTH CARE IN NIGERIA
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relative inequality of 30%. In Nigeria on the other
hand, relative inequalities have reduced at only half
that pace – from 3.2 higher likelihood of mortality
among the poorest children compared with the
richest in 2003 to 2.7 higher likelihood in 2017.36

Driving convergence in child health outcomes
requires accelerated progress in access to basic
health services. This is particularly urgent given the
large equity gap between child health outcomes and
access to care we have just seen. However, while we

FIGURE 16: THE DOUBLE JEOPARDY BURDEN IN NIGERIA AND INDONESIA
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FIGURE 17: FASTER PROGRESS IS NEEDED IN ACCESS TO CARE TO CLOSE THE GAPS
BETWEEN THE POOREST AND RICHEST CHILDREN
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see global progress in essential health inputs across
groups, our projections suggest that the gaps will
still be substantial by 2030 and faster progress is
needed during the next decade to further close the
differences in health access between the poorest
and richest children (Figure 17).

facilities or lack of transport) and traditional beliefs
or gender norms (Figure 18). Those issues generally
require more investments in publicly available and
affordable good-quality healthcare, particularly for
primary healthcare services.

Health-seeking behaviours are highly impacted
by traditional gender and social norms, which are
therefore a leading force behind inequalities in
health outcomes. Recent research examining excess
female deaths among newborn babies in South Asia
suggests that care-seeking rates are lower for girls
than boys, especially in families that already have
older female children, and that parents are more
likely to seek and pay for healthcare perceived as
high quality for newborn boys.37 The implications
for child survival are stark; girls in the region are
43% more likely to die from pneumonia than boys.38

WOMEN’S ACCESS TO HEALTHCARE
IS CRITICAL TO CHILD SURVIVAL

While analysis of the relationship between child
health outcomes and access to care allows us to
directly compare the distribution of burden with
the uptake of services, it does not immediately tell
us whether children miss out because of a lack in
appropriate service provision or because provided
services are not used. There are many reasons that
prevent parents taking up health services for their
children or themselves, including out-of-pocket
payments, logistical problems (distance to health
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Traditional gender roles mean that women and
girls, particularly mothers, are most likely to take
responsibility for children’s health. This means
that the barriers that women seeking access to
healthcare face also have an impact on the health
of children in their care. Many of these barriers are
gender-based or rooted in gender inequality – such
as limits on women’s freedom of movement, their
lack of safety in public spaces, of decision-making
power or of control of finances, and the need for
more female healthcare providers (see Figure 18).
These challenges are compounded for those
women and girls who face additional stigma and
discrimination because of, for example, disability
or ethnicity.
The issue of missing women comes up again here.
A new study of outpatients from a large referral
hospital in Delhi found that, relative to the male
and female populations in the states patients were
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FIGURE 18: PROBLEMS REPORTED BY WOMEN IN ACCESSING HEALTHCARE
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referred from, the number of male appointments
outnumbered female appointments. The number
of missing female patients was highest among
women aged 19–30 (years during which they were
likely to begin having children). Gender inequality
in appointments increased with distance between
patients’ home and the hospital.39
Prematurity remains the leading cause of death for
children under five and is more likely in high-risk

pregnancies, including among adolescent girls too
young to safely bear children. Pregnancy-related
complications are the leading cause of death for
adolescent girls.40 Achieving the SDG targets on
child health and nutrition will therefore not be
possible without addressing the gender inequalities
that limit access to health services and the right to
health for the women and girls who care for and are
mothers to the children these targets seek to save.
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4 Barriers in service provision

The UN Convention on the Rights of the Child sets out basic rights for every child,41 including
the right to the highest attainable standard of health and the promise that no child is deprived
of his or her right of access to health services. National and regional governments, as duty
bearers for children’s rights, have the responsibility to provide essential healthcare that is
accessible and affordable for everyone. Universal health coverage – where all children and
their family have access to health services, vaccinations and the medicines they need, without
facing financial hardship – represents that right in action.
Reaching the SDG goals and delivering on the
promise to Leave No One Behind means that
those children who are furthest behind – girls and
boys with the highest health risks – need to be at
the forefront of public policies. This requires that
limited resources for health and nutrition be spent
in an equitable way and aligned to the needs of
the population.

Reducing unjust and systematic inequalities in child
survival and providing universal health coverage
to the entire population doesn’t just help the
most deprived and marginalised communities but
contributes to improved child health outcomes
for the country as a whole. Figure 19 shows
the correlation between health outcomes and
inequalities in access to care for 36 countries with

FIGURE 19: COUNTRIES WITH LOWER INEQUALITY IN ACCESS TO SERVICES ARE COUNTRIES
WITH OVERALL LOWER MORTALITY RATES
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It is difficult to provide a clear picture of whether
essential health services are provided to good
standards. And it becomes even more difficult if we
want to know whether those services are provided
equitably. The World Health Organization has
designed the Service Availability and Readiness
Assessment (SARA) tool to assess and monitor
the service availability and readiness of the health
sector. 44 While many of those surveys are only
conducted sporadically, the best evidence basis for
cross-country analysis of health provision are the
Service Provision Assessment (SPA) of USAID’s DHS
Program and the World Bank’s Service Delivery
Indicators, although both include only a very
limited number of countries for which recent data
exists. As those surveys are facility-based, it is not
possible to use the results to study service provision
by different wealth groups, despite income being
such a significant driver for inequality in the health
system. However, they give us an opportunity to
study service provision subnationally and allow us
to compare the regional distribution of services
with the health needs of those regions.45

To shed more light on the equitable distribution of
health services by region, we have used available
SPAs for Bangladesh, Democratic Republic of
Congo, Malawi, Nepal, Senegal and Tanzania
to compare health outcomes for children with
the service readiness of health facilities in
sub‑national regions.46 We have calculated a
Child Health Deprivation Index including both
under‑five mortality and stunting to account for
both child mortality and nutrition and to allow for
differences in disease burden across countries.47
The WHO’s general service readiness index
provides a comparable metric of health facility
capacity.48 It includes more than 50 items covering
basic amenities such as electricity and water,
basic equipment such as stethoscopes, infection
prevention measures such as the availability of
gloves, types of diagnostic tests and essential
medicines. Leslie et al. (2017) evaluated the general
service readiness of health facilities in ten countries
using this assessment and found a mean service
readiness index of 77% for hospitals and 52% for
health centres/clinics, with common deficiencies in
diagnostic capacity and medicines.49

4 BARRIERS IN SERVICE PROVISION

available data.42 From this analysis we find that
countries with a fairer distribution of access to care
have significantly lower under-five mortality rates
at the national level than very unequal countries.43
Accelerating progress for the most marginalised
and deprived in particular and ensuring the right to
health is fulfilled for those furthest behind can chart
the path to achieving the SDGs for all.

The WHO assessment also provides servicespecific readiness measurements. We use a service
readiness index for child health that includes child
health-specific tracer indicators across staff and
training, equipment, diagnostics, and medicines.
Figure 20 shows scores of this index for six countries
where SPA data exists after 2012. The score for

FIGURE 20: SERVICE READINESS FOR CHILD HEALTH VARIES BETWEEN COUNTRIES
AND WITHIN COUNTRIES BY TYPE OF FACILITY
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service readiness in child health varies between
0.45 in Bangladesh to 0.63 in DRC, with a score
of 1 indicating that health facilities had all of the
measured child-relevant inputs to care available at
the time of the survey. 50 However, service readiness
varies considerably by type of facilities: in almost
all countries, hospitals have much more capacity
than health centres and clinics, with average service
readiness scores across the sample of 0.63 and 0.52,
respectively. Readiness also varies by ownership
type, with higher service readiness scores for public
health facilities in Malawi, Nepal and Senegal.
The big question is how well those health service
capacities for children – as measured by the service
readiness scores – are aligned with health and
nutrition needs. Figure 21 shows that across all six
countries in our sample, subnational regions with
higher deprivations in child health are often regions
where health facilities have lower capacity. In other
words, health services are inadequately provided for
those children who need them most.

One country where this is particularly true is the
Democratic Republic of Congo. It is the country
with the highest overall service readiness scores
across the six countries, but also the one where
we find the unequal distribution between service
provision and health outcomes to be statistically
significant. Figure 22 shows the correlation between
under-five mortality rates and the service readiness
score for child health in DRC. 51 In regions such as
Tshuapa, Mongala and Haut-Lomami, children face
some of the highest mortality rates across DRC,
but service provision is particularly insufficient.
Delivering on the commitment to Leave No One
Behind, which underpins the entire Agenda 2030 and
the SDGs, requires governments and international
organisations to focus more energy and resources
on those children who are furthest behind, whether
they live in disadvantaged regions or are excluded
from progress due to their gender or ethnicity
or to their parents’ wealth.

FIGURE 21: MISALIGNMENT BETWEEN CHILDREN’S NEEDS AND HEALTH SERVICE PROVISION
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FIGURE 22: THE DOUBLE JEOPARDY ON A REGIONAL SCALE IN DRC
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Well-equipped health facilities also need well-trained
and supported health workers to effectively diagnose
and treat child illnesses. Without these essential
human resources, child health outcomes will not
improve at the rates needed to drive convergence.
In Senegal, for example, only 55% of children with
pneumonia taken to a health facility were diagnosed
accurately and in Uganda only 42% of children
suffering from pneumonia received full treatment. 52
Protocols for the identification and treatment of
major killers such as pneumonia, diarrhoea and
malaria have been developed through an approach
known as the Integrated Management of Childhood
Illness (IMCI). While this approach has the
potential to expand the reach and equity of health
systems, it also delivers very specific benefits for
pneumonia treatment. 53
The challenge is how well treatment of children is
following these guidelines. Adherence to the IMCI
guidelines is worryingly low in many countries and
varies between 27% in Nepal and 38% in Senegal
according to SPA data for five of the six countries
analysed above. 54 This indicates that on average

only one-third of the recommendations in the
IMCI guidelines are followed. While the adherence
to the evidence-based guidelines is low across all
countries and subnational regions, the relationship
between this quality measure and the child-specific
service readiness index suggests that health workers
often provide poor care in relatively well-equipped
contexts (see Figure 23).
Effective training, deployment and retention of health
workers, including community health workers, will
be an instrumental enabling factor linking better
service readiness with improved health and nutrition
outcomes for marginalised groups. Well-trained and
supported community health workers, for example,
can help improve equitable access to primary
healthcare, with evidence showing their positive
impacts on promoting immunisation uptake and
improving outcomes for acute respiratory infections
and malaria.55
Like the results on health capacity above, quality
of care is not distributed equitably; this would
require subnational regions with a higher burden
of disease to be providing a higher quality of care.
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FIGURE 23: QUALITY OF CARE IS OFTEN LOW, NO MATTER HOW WELL
THE HEALTH FACILITY IS EQUIPPED: ADHERENCE TO IMCI GUIDELINES AND
SERVICE READINESS IN SUBNATIONAL REGIONS
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Data: SPA, 2012 or later. Each dot represents a subnational region.

While correlations between child deprivation and
adherence to IMCI guidelines are generally weak,
in DRC, Malawi and Tanzania we find an unequal
distribution of quality in care, with regions with
higher child health deprivation having lower quality
of care. Only in Senegal do we find a positive
relationship, meaning that the quality of care
provided is higher in regions facing a higher burden.
To achieve equitable progress in child survival,
targeted interventions in health systems are needed
to ensure that marginalised communities can
overcome the distinct barriers that they face in
accessing health services. These barriers include:
• material constraints to access – such as distance
to health services and out-of-pocket payments
• discriminatory barriers at the point of health
service delivery – such as harmful stigmatisation
by health workers or inappropriate care for
specific sub-populations
• accountability barriers preventing some
groups from accessing information on
healthcare entitlements and from participating
in health governance structures and in
accessing information.
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This report has provided evidence on how unfairly
and unequally child mortality and malnutrition
are distributed across wealth groups and across
subnational regions. Tackling these persistent
inequalities requires equitable access to health
services and high-quality care focused most on those
who are furthest behind. Our evidence across access
to care, service readiness and quality of care shows
that currently the opposite is true.
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COMMUNITY HEALTH WORKERS SAVE LIVES
Lucas became a Save the Children voluntary health promoter
in Turkana county, Kenya, as he wanted to alleviate suffering
in his community. Looking after 107 households, he is raising
awareness, identifying and monitoring cases of pneumonia,
malnutrition and other life‑threatening conditions, and
referring them to the nearest health facility.
Here he visits Elizabeth and her nine-month-old daughter,
Amoni, at their home. Lucas helped identify and refer Amoni
to get treatment for pneumonia at a nearby health centre.
Save the Children supported Lucas to get training from the
county Ministry of Health. He says that since the training there
have been no deaths in his community from pneumonia.
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5 Accelerate progress in child
survival for the most deprived
and marginalised children
With only a decade to go towards the Global Goals in 2030, the world is – despite
significant progress in recent years – far off track to end all preventable deaths of newborn
babies and children under five and to eliminate any form of malnutrition. Those least likely
to survive include the poorest children, children in marginalised areas within countries
or children who are excluded from progress due to other factors (their gender, ethnicity,
disability, etc.). Reaching the SDGs for all groups requires convergence in child health
outcomes, which means that those groups that are currently further away from the targets
need to see faster progress than those closer to achieving the SDG goals.
This report provides new evidence on the steep
social gradient in access to basic health services,
leading to a double jeopardy for children: those
with the highest mortality or stunting rates are
also those who face the lowest access to services.
Closing gaps in outcomes requires closing gaps –
or achieving convergence – in service access. Our
analysis shows that this problem not only exists
in access to health services but is also mirrored in
service provision and quality of care. For a small
number of countries for which data exists, we find
that health facilities in subnational regions with
higher burdens (as measured by child mortality and
malnutrition) are less likely to have the required
child-relevant diagnostics and essential medications
available. We also find that the quality of care
for sick children – measured by the adherence
to evidence-based guidelines such as IMCI – are
worryingly low across all countries and subnational
regions, meaning health workers often provide poor
care even in relatively well-equipped contexts.
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What would it take to accelerate progress towards
the 2030 goals in child survival through enhanced
equity? The answer to that question will vary
from country to country. There are no blueprints.
However, five general requirements stand out
to accelerate progress in child survival for those
furthest behind:
1. Track the gaps and report on them.
Governments should target and track progress –
both in child health outcomes and service
provision – towards the pledge of leaving no one
behind. This data will need to be disaggregated,
so that it can be interpreted using an equity
lens in order to expose inequalities, like the
impact of gender discrimination, that might not
be plainly visible. Using the best available data,
health and nutrition strategies should identify
the rate of progress required to ensure that
children in the poorest 20–40% of households,
the most disadvantaged social groups, and the
most deprived areas achieve the 2030 target.
Reporting on the rate of convergence would
help to keep equity at the centre of policy
and hold governments accountable. Various
indicators could be considered. One option is
for governments to close disparities between
the poorest and richest 20% in child health
outcomes – which would save 2.1 million lives
in the next decade.

3. Close the gaps through increased and
more equitable public financing. Equal
opportunity for basic health and nutrition is a
human right. Translating that right into practice
will require more equitable approaches to
provision of public services and therefore public
spending. This will require a radical review of
current approaches to public finance in many
countries. In some cases, there is a presumption
that all children having an equal claim on the
benefits of public spending is equitable. From a
human development perspective this approach is
flawed. The mere fact that the poorest children
have death rates averaging twice those of the
richest points to need for a relatively larger claim
on resources to equalise health outcomes.
In order to deliver good-quality services to all,
governments will also need to raise additional
revenues to adequately finance the health
system. To avoid exacerbating the economic
inequalities highlighted in this report, it will be
essential that these revenues are raised in an
equitable way through progressive taxation.
Those income-raising policies need to be
accompanied by costed health and nutrition
strategies that directly address equity challenges.
To make health systems as progressive as

possible, raised revenues should be collected
into as few compulsory risk pools as possible
and allow for maximum cross-subsidisation,
which ensures that the most deprived and
marginalised have the same access to health
and nutrition services.
4. Work towards universal health coverage.
Disparities in access to quality health and
nutrition services reflect the limited reach
of health systems. More than 100 million
people every year are forced into poverty
by unaffordable out-of-pocket payments for
healthcare.57 Many more either delay treatment
or are excluded from care because they cannot
pay for treatment, they live in areas lacking
health facilities or the facilities serving them
lack properly trained and supported staff. The
under-financing of health systems is at the heart
of the problem. The WHO has set the ambitious
target of ensuring that 1 billion more people
benefit from universal health coverage by 2023.
Achieving that target will require many countries
to increase the level of public financing directed
towards health towards a minimum level of 5% of
GDP, prioritising spending at primary healthcare
level. On the path towards a universal health
system, new investments should be focused on
those who are currently furthest from accessing
good-quality care. Integrated Community Case
Management (iCCM) was designed to deliver
care in the community where children need it
most, training health workers to diagnose, treat
and refer major diseases.
5. Focus on the diseases and threats posing
the greatest risk to the most deprived
and marginalised children – pneumonia
and malnutrition. There have been marked
reductions in many of the major killers
threatening children, including malaria, HIV/AIDS,
measles and sepsis. However, progress has been
faster in some areas than others. Pneumonia
stands out as a disease requiring an urgent
international and national response. This is now
the single biggest infectious killer of children,
claiming more than 800,000 lives annually, and
death rates have been falling more slowly than
for other diseases. 58

5 ACCELERATE PROGRESS IN CHILD SURVIVAL FOR THE MOST DEPRIVED AND MARGINALISED CHILDREN

2. Identify who is left behind. While this
report focuses mostly on deprivation by income
or geographic area, children’s basic right to
health and nutrition are also threatened by
discrimination and unequal access to services on
the basis of gender, ethnicity or disability. For
those children who identify with more than one
group exposed to discrimination, inequalities
between them and their peers are often even
wider. Tools like GRID, Save the Children’s Child
Inequality Tracker, 56 can help us identify groups
across and within country contexts. But while
we see progress in bringing together data for
some of those groups, many other children
are falling through the cracks of global data
collection efforts – for instance, children living
on the streets or in pastoral regions. Qualitative
data and more research on excluded children
are essential to make sure we are not leaving
children behind from progress.
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Halima, age two,
is weighed at an
outpatient therapeutic
nutrition centre in
north-eastern Nigeria.
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TIPPING THE BALANCE
Tackling unequal access to healthcare
to drive progress on child survival

Tipping the Balance provides new evidence showing that
children are denied their right to health based on the
circumstances they grow up in. Children from poorer
backgrounds are disproportionately affected by mortality
and malnutrition.
This steep social gradient in access to basic health services
leads to a double jeopardy for children: those with the
highest mortality or stunting rates are also those who
face the lowest access to services. Our analysis also
reveals how unequal access to health services is mirrored
in service provision and quality of care.
What will it take to accelerate progress towards the
Sustainable Development Goals in child survival through
enhanced equity? Drawing on our findings, we put forward
five general requirements to accelerate progress in child
survival for those who are furthest behind.
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