
Where is maternal and child health now?
21 years ago, Rosenfi eld and Maine1–3 posed the question 
“where is the M in MCH?”, conceiving the safe motherhood 
movement. What has happened to maternal and child 
health (MCH) since?  Mothers are the cornerstone of 
families; their health and wellbeing is fundamental to the 
health of newborn babies and children, topics which have 
already been the focus of series in The Lancet.4,5 The Lancet 
now focuses on maternal health, providing an opportunity 
to assess progress, to review epidemiology6 and evidence 
to guide priority setting,7 and to analyse programmatic8 
and fi nancing options.9 The ultimate goal is to accelerate 
eff orts to save lives.10

Where is the progress for the M in MCH in this 21 years? 
International commitment to maternal health is evident 
in Millennium Development Goal 5 (MDG-5), which is 
arguably the heart of the MDGs. MDG 5 aims for a three-
quarters reduction in the maternal mortality ratio (MMR) 
As emphasised throughout The Lancet maternal series, 
progress in reducing maternal deaths has been slow and 
diffi  cult to measure.6 Maternal mortality ratio estimates 
for 1990 and 2005 are 428 and 400 maternal deaths 
per 100 000 births, respectively. Both estimates carry 
enormous uncertainty,11–13 and are far from the MDG-5 
target of 141 per 100 000 births by 2015.

The other indicator for tracking MDG-5 is the proportion 
of births with a skilled attendant. Just over half the world’s 
mothers deliver with a skilled attendant, leaving more 
than 60 million women giving birth without skilled care 
every year, mostly at home. Three regions (southeast 
and east Asia, north Africa, and Latin America) have 
progressed, but the last decade has seen no progress in 
sub-Saharan Africa, where risks of maternal and neonatal 
death are highest.14 Postnatal care coverage is even lower 
than skilled attendance, despite the fact that at least half 
of maternal deaths15 and 4 million neonatal deaths occur 
in the fi rst days after birth.5

Inadequate focus and funding is certainly one of many 
reasons for this slow progress. Additionally, progress has 
been impeded at times by competition, confl icts, and 
changes of direction in global policy.3 We consider two 
such competitions—the mother versus the child, and 
community versus clinical care—and how these become 
obsolete with a shift to a continuum of care approach.

How did mother versus child become a competition? 
Despite the name, in the 1980s most MCH programmes 

focused on the child, with maternal care mainly limited to 
family planning. The justifi able need for more attention 
for women contributed to the downplaying of links 
between maternal and child health to such an extent that 
the ten action points for safe motherhood in 19973 did 
not mention the purpose of motherhood—a live, healthy 
newborn baby. Meanwhile child health programmes 
focused primarily on infectious diseases, largely ignoring 
the causes of 4 million neonatal deaths every year.5 
The separation of maternal health and child health 
programmes contributed to inaction for newborn health.16

Setting mothers against children is a false and 
damaging dichotomy. Mothers, newborn babies, and 
children all benefi t from a functioning health system 
providing interventions throughout the continuum of 
care from pre-pregnancy through pregnancy, childbirth, 
and the postnatal period, into infancy and childhood.14 
Recent recognition of this mutual benefi t has prompted a 
shift from MCH to MNCH (maternal, newborn, and child 
health),14,17 highlighting previously neglected newborn 
deaths though yet to recognise fully at least 3 million 
stillbirths.18

Disparate competing voices, focusing separately on 
outcomes for the mother, newborn baby, and child, have 
contributed to a situation in which, although 11 million 
of them die each year, funding for maternal, newborn 
baby, and child health is much lower than for other high-
profi le health issues with fewer deaths. Unfortunately, the 
structures of many funding agencies have the unintended 
eff ect of setting maternal and child health in competition, 
rather than prioritising long-term investment that benefi ts 
both. A united voice to call for investment in MNCH within 
health systems would be more eff ective than internally 
competing voices and this is the founding principle of the 
Partnership for Maternal Newborn and Child Health.19

Competition between policies for clinical or 
community care in safe motherhood also has a history. 
Global interest has swung between facility-based and 
community-based care, slowing progress in building 
integrated health systems. As independence dawned in 
the 1950s and 1960s, most countries in Africa and Asia 
invested in facility-based care for rich people in urban 
settings. The 1970s and 1980s saw a reaction to this 
with subsequent emphasis placed on primary health care 
for all through training of community health workers 
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(CHWs) and traditional birth attendants (TBAs). In many 
cases CHWs and TBAs were trained only briefl y and then 
left unsupervised, without a functional referral system.

By the end of the 1990s, interest in community health 
systems waned and global focus shifted to vertical 
approaches epitomised by global funds for vaccines 
and specifi c infectious diseases. In safe motherhood 
programmes the need for skilled attendance and 
emergency obstetric care was strongly emphasised, 
often without parallel eff orts to promote demand for 
care. Governments were advised to stop training TBAs.14 
However, even in countries working hard to increase 
skilled care there is an inevitable time lag—fi lling the 
global gap of 330 000 midwives requires new midwifery 
schools and teachers and takes time, especially to reach 
poorer rural communities.14

Confl ict between policies for skilled care and 
community care is another false dichotomy. Both are 
important for an eff ective health system. Indeed WHO’s 
model of health systems includes the community as a 
key component. Strong community services promote 
demand for skilled care. Assessments of the integrated 
management of childhood illness (IMCI)20 suggest that 
either clinical system strengthening or community 
activities alone have limited eff ect—the greatest success 
comes when both are linked. Preclusion of community 
care leaves the most vulnerable women and babies 
without options for many years to come.21 By applying a 
phased approach, family-community services can save up 

to 37% of neonatal deaths now22 and most child deaths,23 
and may also benefi t maternal health, even if mortality 
impact is low.24

In Nepal, empowering community-based women’s 
groups and simultaneous strengthening of the health 
system resulted in an increase in healthy behaviours 
and uptake of antenatal and skilled delivery care, and in 
a signifi cant reduction in both neonatal and maternal 
deaths.25 Several studies have shown the eff ectiveness 
of well-trained and supported CHWs in reduction of 
neonatal mortality, especially late neonatal mortality.26,27 
Although a meta-analysis of training of TBAs indicates a 
small but signifi cant decrease in perinatal mortality (8%) 
and neonatal mortality due to birth asphyxia (11%),28 
no eff ect of training TBAs on maternal mortality has 
been identifi ed.7 The failure to detect an eff ect might 
be related to the absence of any result or the formidable 
measurement challenges faced in showing a modest 
eff ect on a rare event.6,7 Whichever is the case, attempts 
to exclude TBAs from any role in communities where 
they have long been responsible for childbirth might be 
counterproductive. Roles for TBAs can be redefi ned—eg, 
in Burundi the involvement of TBAs to promote skilled 
attendance has increased facility deliveries in one district.29 
Malaysia has successfully used TBA training as a step 
towards skilled care.8

Focus on the continuum of care replaces competing 
calls for mother or child, with a focus is on high coverage 
of eff ective interventions and packages, on integrating 

Where have we been? Where are we heading?

Maternal and child health (MCH)
Mothers competing with children for little attention and 
funding
Newborn babies lost inbetween

Maternal, newborn, and child health (MNCH)
Mothers, newborn babies and children all benefi t from essential packages in a continuum of care
MDG-4 (child survival) and MDG-5 (maternal survival) are intimately linked with newborn health 
bridging the two
MNCH is receiving more attention, but MNCH interventions are yet to receive adequate 
investment

Facility-based care, with focus on vertical solutions, patchy 
community approaches, competition between various 
programmes and packages

Systematic phased strengthening of health systems with focus on universal coverage of 
essential MNCH packages (pregnancy spacing, focused antenatal care, intrapartum skilled care, 
and postnatal/newborn care, and IMCI and nutrition promotion) and interventions to address 
HIV, malaria, and vaccine-preventable conditions
Integration between essential MNCH packages and with other programmes such as HIV, malaria, 
and vaccine-preventable conditions. Strengthening newborn health interventions is a catalyst 
for integration.
Community-based approaches to promote healthy behaviours and demand for skilled care, and 
to deliver selected essential interventions to under-reached populations while skill-based care is 
being strengthened

Monitoring and assessment with global level indicators led 
by UN agencies and donors

Tracking of MDGs, deaths, and coverage of essential interventions with an equity lens
Tracking fi nancial fl ows for health
Promoting accountability of governments and partners

Competing interests of many partners and donors Country-led action with support from donors harmonised to accelerate progress, and broader 
partner inputs, such as professional and non-governmental organisations

Table: Shifts in maternal, newborn, and child health
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MNCH services as well as with other key programmes 
such as HIV/AIDS and malaria (table). Although the 
highest risk of death for mother and child is during birth 
and the 24 h after birth, saving of the maximum number 
of lives requires a continuum of care from pre-pregnancy, 
pregnancy, through birth and into the postnatal period 
and on to child health services, and promotion of eff ective 
links between communities and health facilities.17 The 
eff ect in each period is dependent on the foundation set 
in the preceding period—eg, intrapartum care is more 
likely to be accessed and save lives if this follows eff ective 
antenatal care. The cost-eff ectiveness of essential 
interventions of antenatal and postnatal care is very 
high because cost is low and the number of lives saved 
is high, especially if newborn as well as maternal deaths 
are included.22,30 Furthermore, antenatal care achieves 
relatively high coverage (68% of African women attend 
an antenatal clinic at least once) and provides a platform 
for addition of evidence-based interventions, including 
those for malaria and HIV.

Companies that focus only on long-term or short-term 
priorities have high bankruptcy rates, and the same is true 
for health systems. We need to achieve a balance between 
investments in community approaches and clinical care, 
between simple packages that will enable early success, 
thereby reducing deaths for poor communities at fairly 
low cost,22 while working to achieve the higher coverage 
with more complex care, including skilled delivery care 
in the longer term. Without both we cannot achieve the 
substantial reductions in mortality to achieve the MDGs, 
especially for reduction of maternal mortality.

There is progress. In Africa, over the past 3 years, 
35 countries have started their own national roadmap to 
reduce maternal and newborn deaths.29 Countries such as 
Colombia, Mexico, Honduras, and Vietnam are making 
good progress in reducing maternal, neonatal and child 
mortality, despite small resources.31 Allan Rosenfi eld and 
colleagues’ Comment2 on MDG-5 draws attention to 
inspirations both in facilities and communities, but these 
remain patchy; will the global community work to make 
these inspirations the norm?

This series in The Lancet and the coming of age of safe 
motherhood provide an opportunity to mark a shift from 
unhelpful dichotomies that slow action in countries, stifl e 
funding, and ultimately cost lives—mother versus child, 
skilled care versus community approaches, intrapartum 
versus the rest of the continuum of care, short term versus 

long term (table). The series team call for accelerated 
progress in scaling up skilled childbirth care8 and we 
echo that call, linking skilled care with empowered 
communities. Sustained investment in systematic phased 
scaling-up of essential MNCH interventions integrated in 
the continuum of care is required—this will save the most 
maternal, newborn, and child lives. As Cameroonians say, 
“When the elephant and the rhino fi ght, it is the grass that 
suff ers”.

*Joy E Lawn, Anne Tinker, Stephen P Munjanja, 
Simon Cousens
Saving Newborn Lives/Save the Children-USA, Pinelands, Cape 
Town 7405, South Africa (JL, AT); Harare Hospital, Harare, 
Zimbabwe (SPM); and London School of Hygiene and Tropical 
Medicine, London, UK (SC)

JL and AT are funded by the Bill & Melinda Gates Foundation through The Saving 
Newborn Lives Initiative of Save the Children-USA. We declare that we have no 
confl ict of interest.

1 Rosenfi eld A, Maine D. Maternal mortality—a neglected tragedy. Where is the 
M in MCH? Lancet 1985; 2: 83–85.

2 Rosenfi eld A, Maine D, Freedman L. Meeting MDG-5: an impossible dream? 
Lancet 2006; published online Sept 28. DOI:10.1016/S0140-6736(06) 
69386-0.

3 Starrs AM. Safe motherhood: 20 years and counting. Lancet 2006; published 
online Sept 28. DOI:10.1016/S0140-6736(06)69385-9.

4 Black RE, Morris SS, Bryce J. Where and why are 10 million children dying 
every year? Lancet 2003; 361: 2226–34.

5 Lawn JE, Cousens S, Zupan J. 4 million neonatal deaths: when? Where? Why? 
Lancet 2005; 365: 891–900.

6 Ronsmans C, Graham WJ. Maternal mortality: who, when, where and why. 
Lancet 2006; published online Sept 28. DOI:10.1016/S0140-6736(06) 
69380-X.

7 Campbell O, Graham WJ. Strategies for reducing maternal mortality: getting 
on with what works. Lancet 2006; published online Sept 28. DOI:10.1016/
S0140-6736(06)69381-1.

8 Koblinsky M, Matthews Z, Hussein J, et al. Going to scale with professional 
skilled care. Lancet 2006; published online Sept 28. DOI:10.1016/S0140-
6736(06)69382-3.

9 Borghi J, Ensor T, Somanathan A, Lissner C, Mills A. Mobilising fi nancial 
resources for maternal health. Lancet 2006; published online Sept 28. 
DOI:10.1016/S0140-6736(06)69383-5.

10 Lawn JE, Cousens SN, Darmstadt GL, et al. 1 year after The Lancet 
Neonatal Survival Series-was the call for action heard? Lancet 2006; 367: 
1541–47.

11 Hill K, AbouZhar C, Wardlaw T. Estimates of maternal mortality for 1995. 
Bull World Health Organ 2001; 79: 182–93.

12 AbouZhar C, Wardlaw T. Maternal mortality in 2000: estimates developed 
by WHO, UNICEF and UNFPA. 2003: http://www.who.int/reproductive-
health/publications/maternal_mortality_2000/index.html (accessed 
Sept 12, 2006).

13 UNICEF. State of the World’s Children 2006. New York, UNICEF, 2005.
14 WHO. The world health report: make every mother and child count. 2005: 

http://www.who.int/whr/2005/en/index.html (accessed Sept 7, 2006).
15 Li XF, Fortney JA, Kotelchuck M, Glover LH. The postpartum period: the key to 

maternal mortality. Int J Gynaecol Obstet 1996; 54: 1–10.
16 Martines J, Paul VK, Bhutta ZA, et al. Neonatal survival: a call for action. 

Lancet 2005; 365: 1189–97.
17 Tinker A, Hoope-Bender P, Azfar S, Bustreo F, Bell R. A continuum of care to 

save newborn lives. Lancet 2005; 365: 822–25.
18 Stanton C, Lawn JE, Rahman H, Wilczynska-Ketende K, Hill K. Stillbirth rates: 

delivering estimates in 190 countries. Lancet 2006; 367: 1487–94.
19 The Partnership for Newborn, Maternal & Child Health. www.pmnch.org 

(accessed Sept 14, 2006).

www.thelancet.com   Published online September 28, 2006   DOI:10.1016/S0140-6736(06)69387-2 3



Comment

4 www.thelancet.com

20 Bryce J, Gouws E, Adam T, et al. Improving quality and effi  ciency of facility-
based child health care through Integrated Management of Childhood Illness 
in Tanzania. Health Policy Plan 2005; 20 (suppl 1): i69–76.

21 Knippenberg R, Lawn JE, Darmstadt GL, et al. Systematic scaling up of 
neonatal care in countries. Lancet 2005; 365: 1087–98.

22 Darmstadt GL, Bhutta ZA, Cousens S, Adam T, Walker N, De Bernis L. 
Evidence-based, cost-eff ective interventions: how many newborn babies can 
we save? Lancet 2005; 365: 77–88.

23 Jones G, Steketee RW, Black RE, Bhutta ZA, Morris SS. How many child deaths 
can we prevent this year? Lancet 2003; 362: 65–71.

24 Costello A, Osrin D, Manandhar D. Reducing maternal and neonatal mortality 
in the poorest communities. BMJ 2004; 329: 1166–68.

25 Manandhar DS, Osrin D, Shrestha BP, et al. Eff ect of a participatory 
intervention with women’s groups on birth outcomes in Nepal: cluster-
randomised controlled trial. Lancet 2004; 364: 970–79.

26 Sazawal S, Black RE. Eff ect of pneumonia case management on mortality in 
neonates, infants, and preschool children: a meta-analysis of community-
based trials. Lancet Infect Dis 2003; 3: 547–56.

27 Bang AT, Bang RA, Baitule SB, Reddy MH, Deshmukh MD. Eff ect of home-
based neonatal care and management of sepsis on neonatal mortality: fi eld 
trial in rural India. Lancet 1999; 354: 1955–61.

28 Sibley L, Ann ST. What can a meta-analysis tell us about traditional birth 
attendant training and pregnancy outcomes? Midwifery 2004; 20: 51–60.

29 Lawn JE, Kerber K eds. Opportunities for Africa’s newborns: practical data, 
policy and programmatic support for newborn care in Africa. Cape Town: 
PMNCH, Save the Children, UNFPA, UNICEF, USAID, WHO, 2006.

30 Adam T, Lim SS, Mehta S, Bhutta ZA, et al. Cost eff ectiveness analysis of 
strategies for maternal and neonatal health in developing countries. 
BMJ 2005; 331: 1107.

31 Save the Children. Saving the lives of mothers and newborns. 2006: http://
www.savethechildren.org/publications/SOWM_2006_fi nal pdf#search=%
22state%20of%20the%20worlds%20mothers%202006%22 (accessed 
Sept 7, 2006).


	Where is maternal and child health now?
	References


