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Key Messages

•	 Uganda	reduced	the	under-five	mortality	rate	by	nearly	two-thirds,	
from	179/1,000	in	1990	to	66/1,000	in	2015.	

•	 The	 huge	 reduction	 in	 under-five	 mortality	 is	 attributed	 to	
Uganda’s	commitment	to	the	scale	up	of	cost-effective	child	survival	
interventions,	 including	 immunisation,	 integrated	 community	
case	 management	 of	 childhood	 illnesses,	 malaria	 prevention	 and	
treatment,	 micronutrient	 supplementation	 and	 the	 prevention	 of	
mother-to-child	transmission	of	HIV.	

•	 However,	inequity	and	disparities	in	child	mortality	exist,	with	the	
wealthy	 central	 region	 having	 the	 lowest	 number	 of	 child	 deaths.	
The	poor	regions	of	Karamoja,	West	Nile	and	southwestern	Uganda	
remain	 with	 the	 highest	 child	 mortality.	 Addressing	 neonatal	
mortality,	 quality	 of	 care	 and	 ensuring	 access	 to	 appropriate	
medicines	 and	 drug	 formulations,	 regardless	 of	 socio-economic	
status,	is	paramount.

•	 Expanding	 and	 strengthening	 non-medical	 side	 of	 child	 care	 and	
upbringing	such	as	through	improving	nutrition	and	care	practices	
at	community	are	critical	for	child	survival	efforts.

 Citation:  F. Ssengooba, SN Kiwanuka, E. Rutebemberwa, E. Ekirapa-
Kiracho (2017), Universal Health Coverage in Uganda: Looking Back and 
Forward to Speed up the Progress. Makerere University, Kampala Uganda.
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•	 In	order	to	ensure	universal	access	to	life-saving	interventions	by	all	
children	 in	Uganda,	 the	 following	 actions	 are	necessary:	 increased	
budget	 allocation;	 consolidation	 of	 partnerships	 and	 alignment	
of	 priorities;	 health	 system	 strengthening	 as	 opposed	 to	 vertical	
programming;	 and	 ensuring	 proper	 monitoring,	 evaluation	 of	
programmes	and	implementation	research.

Introduction

Between	1970	and	1990,	population	health	in	Uganda	was	negatively	affected	
by	years	of	civil	strife	and	instability,	with	women	and	children	being	the	most	
affected.	Poverty	was	widespread	and	over	half	the	population	lived	below	the	
poverty	line.	There	was	poor	infrastructural	development	and	many	gaps	in	
basic	health	service	provision.	This,	coupled	with	a	high	HIV/AIDS	burden	
(16	per	cent	prevalence)	had	severe	consequences	for	child	survival.	By	the	
turn	 of	 the	millennium,	Uganda	was	 among	 the	 top	 10	 countries	 in	 the	
world	with	the	highest	number	of	deaths	of	under-five	children,	with	more	
than	200,000	children	dying	annually	before	their	fifth	birthday	(1).	

Uganda	 set	 about	 responding	 to	 the	 challenge	 of	 child	mortality	 and	
population	health	in	general	by	undertaking	a	series	of	health	reforms	designed	
to	 reduce	 health	 inequity	 and	 to	 increase	 access	 to	 basic	 health	 services.	
These	 reforms	 included	the	decision	 to	 implement	a	 sector-wide	approach	
(SWAp),	which	was	launched	in	1999.	The	SWAp	emphasised	national	and	
local	 ownership	 in	 order	 to	 overcome	problems	 of	 fragmentation,	 vertical	
programmes	and	overly	prescriptive	donor	assistance.	 	The	national	health	
policy	was	 then	 translated	 into	 an	operational	 plan	 (the	 blueprint	 for	 the	
SWAp),	the	Health	Sector	Strategic	Plan	(HSSP)	I	of	2000	-	2005,	followed	
by	the	HSSP	II	(2005	-	2010),	the	HSSP	III	(2010	-	2015)	and,	now,	the	
HSSP	 IV	 (2015	 -	2020)	 (2).	These	plans	 are	 explicit	 about	 the	 reduction	
of	morbidity	and	mortality	from	major	causes	of	ill	health	and	the	need	to	
align	government	and	donor	health	financing	for	improved	health.	The	early	
years	of	SWAps	in	Uganda	were	successful	 in	terms	of	country	 leadership,	
increasing	 the	government	allocation	 to	health,	 and	 increasing	 the	general	
budget	or	sector	support	by	donors	(3).

In	2000,	Uganda	joined	the	global	community	in	making	a	commitment	
to	 improve	 population	 health	 by	 adopting	 the	Millennium	Development	
Goals	(MDGs).		Under	MDG	4,	the	global	community	pledged	to	reduce	by	
two-thirds,	between	1990	and	2015,	the	under-five	mortality	rate	(U5MR).	
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With	an	U5MR	of	179	deaths	per	1,000	live	births	in	1990,	Uganda’s	MDG	
target	 was	 58/1,000	 live	 births.	 Main	 interventions	 included	 addressing	
environmental	determinants	of	child	survival	such	as	poverty	reduction	and	
improvement	 in	 sanitation,	nutrition	and	 food	 security	 in	addition	 to	 the	
effective	management	of	childhood	illnesses	and	vaccinations.

Between	 2000	 and	 2003,	 numerous	 global	 health	 Initiatives	 (GHIs),	
including	the	Global	Alliance	for	Vaccines	and	Immunisations	(GAVI),	The	
Global	Fund	to	Fight	AIDS,	TB	and	Malaria,	and	the	President’s	Emergency	
Plan	 for	 HIV/AIDS	 (PEPFAR)	 were	 initiated	 with	 substantive	 resources	
focused	on	priority	diseases	and	interventions,	in	commitment	to	the	health	
related	MDGs.	While	these	GHIs	have	greatly	contributed	towards	reducing	
under-five	mortality	worldwide,	they	have	been	criticised	for	undermining	the	
SWAp,	creating	parallel	systems,	and	neglecting	health	systems	strengthening	
(4).	

In	this	chapter	we	discuss	the	successes	and	challenges	to	child	survival	
in	 Uganda,	 and	 highlight	 priority	 actions	 to	 ensure	 that	 every	 new-born	
and	 every	 child	 everywhere	 in	Uganda	 has	 access	 to	 affordable	 life-saving	
interventions	when	they	need	them.		

Trends and Causes of Global, Regional and Local Child Mortality, 
1990 – 2015 

The	under-five	mortality	rate	(U5MR)	is	the	probability	of	dying	between	
birth	 and	 five	 years	 of	 age,	 expressed	 per	 1,000	 live	 births.	 U5MR	 is	 a	
highly	sensitive	measure	of	population	health	and	well-being.	This	indicator	
decreases	 with	 improving	 socio-economic	 development	 of	 a	 country,	 and	
equity	in	access	to	health	care	and	the	distribution	of	resources.

Globally,	there	has	been	steady	progress	in	reducing	under-five	mortality,	
from	12.7	million	deaths	in	1990	to	5.9	million	deaths	in	2015	(1,	5-6),	with	
the	U5MR	reducing	from	90	deaths/1,000	live	births	to	43	deaths/1,000.	
This	progress	is	remarkable,	because	under-five	mortality	has	been	more	than	
halved	within	this	period.	However,	these	gains	still	fell	short	of	the	global	
MDG	4	target	(reducing	the	U5MR	by	two-thirds	between	1990	and	2015).	
Similarly,	in	the	African	region	U5MR	reduced	by	54	per	cent	between	1990	
and	2015	 (Figure	18.1).	Reductions	 in	neonatal	mortality	were	 slower,	 as	
shown	in	Figure	18.1.
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Figure 18.1: Trends of under-five and neonatal mortality, African 
region, 1990-2015
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Source: UN, 2015 (1)

Reduction in under-five mortality in Uganda, 1990 - 2015

Between	1990	and	2013,	the	under-five	mortality	rate	 in	Uganda	reduced	
from	 179/1,000	 live	 births	 to	 66/1,000	 live	 births,	 with	 an	 annual	 rate	
of	 reduction	 of	 4.3	 per	 cent.	 In	 2015,	 the	 under-five	 mortality	 rate	 was	
estimated	to	be	55/1,000,	lower	than	Uganda’s	MDG	target	for	under-five	
mortality	(58	deaths	per	1,000	live	births)	(1).	Thus,	using	this	modelled	data	
from	UN	estimates,	Uganda	is	reported	to	have	achieved	the	MDG	4	target.	
Uganda	has	recently	conducted	the	latest	demographic	health	survey	(2016),	
which	shows	the	U5MR	to	be	66/1,000	live	births.

Figure	18.2	shows	the	trend	of	progress	in	the	reduction	of	new-born	and	
child	mortality	between	1990	–	2015,	using	various	available	datasets	 (7).	
Consistently,	data	from	the	different	demographic	health	surveys	(DHS)	in	
Uganda,	the	UN	estimates	and	the	international	health	matrix	estimates	show	
a	clear	reduction	in	under-five	mortality	in	Uganda,	initially	slow	between	
1990	–	2000,	 then	an	exponential	decrease	between	2000	–	2015	(Figure	
18.2	(a)).	Reduction	in	neonatal	mortality	has	been	slower	throughout	this	
period,	with	an	annual	rate	of	reduction	of	2.2	or	less	(Figure18.2	(b)).	
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Compared	to	countries	in	similar	settings,	Uganda	performed	relatively	
well	with	regard	to	child	mortality.	In	the	sub-Saharan	African	(SSA)	region,	
only	10	countries	achieved	their	MDG	4	target.		These	are	Ethiopia,	Eritrea,	
Liberia,	Madagascar,	Malawi,	Mozambique,	Niger,	Rwanda,	Uganda	and	the	
United	Republic	of	Tanzania	(1).		

Figure 18.2: National progress to MDG 4 for new-born and child 
survival from 1990

Source: Mbonye, AK et al. 2012 (7)
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Moreover	 under-five	mortality	 varies	 by	 region	 in	Uganda,	with	Kampala	
and	the	central	region	having	the	 lowest	number	of	child	deaths.	Between	
1990	and	2011,	five	demographic	health	surveys	showed	much	higher	rates	
of	 reduction	 in	 child	mortality	 in	 the	wealthier	 central	 region	 of	Uganda	
compared	to	Karamoja,	West	Nile	and	the	south-western	regions	(9)	(Figure	
18.3).	

In	2011,	the	highest	U5MR	was	observed	in	the	south-western	regions	
(128/1,000)	 and	 the	 lowest	 in	 Kampala	 (65/1,000)	 (Figure	 18.4).	 It	 is	
important	to	understand	these	variations	because	they	show	where	most	of	
the	 deaths	 occur	 and	 the	 regions	 where	 efforts	 should	 be	 concentrated	 if	
significant	changes	are	to	be	made	in	the	reduction	of	U5MR.	Specifically,	
the	effect	of	 socio-economic	status	on	U5	mortality	 should	be	monitored.	
For	example,	delivery	with	skilled	health	personnel	is	consistently	high	(90	
per	cent)	in	Kampala	and	the	central	region	and	amongst	the	richest	wealth	
quintile	compared	to	 the	40	per	cent	amongst	 the	poorest	wealth	quintile	
and	regions	(9-10).	Similarly,	while	the	attendance	of	one	antenatal	care	visit	
by	 pregnant	women	 has	 been	 consistently	 high	 between	 1990	 and	 2015,	
attendance	 of	 all	 four	 recommended	 visits	 is	 almost	 90	 per	 cent	 amongst	
the	richest	women	compared	to	20-40	per	cent	amongst	the	poorest	wealth	
quintile.	

Progress	in	reduction	in	child	mortality	towards	the	MDG	targets	was	
particularly	slow	in	SSA	and	Southern	Asia,	where	the	burden	of	global	child	
death	remains	highest.	In	SSA,	about	one	out	of	every	10	children	dies	before	
reaching	their	fifth	birthday	(82/1,000	live	births)	compared	to	one	out	of	
100	 children	 in	 the	 developed	 world	 (11/1,000	 live	 births),	 representing	
almost	10	times	higher	mortality	(8).	However,	Uganda’s	U5MR	(55/1,000)	
is	well	below	the	overall	SSA	rate	(82/1,000).	

Meanwhile,	 the	 reduction	 in	neonatal	mortality	 is	 lagging	behind	 the	
general	reduction	in	under-five	mortality,	globally,	regionally	and	in	Uganda.	
Currently,	neonatal	mortality	contributes	to	nearly	half	of	all	global	under-
five	deaths.		In	Uganda,	neonatal	deaths	account	for	34	per	cent	of	overall	
child	mortality,	with	more	than	80	per	cent	of	neonatal	deaths	in	the	country	
occurring	 in	 the	first	 two	weeks	of	 life	–	a	 situation	that	 is	 linked	to	gaps	
in	the	maternal	and	new-born	care	processes	during	and	immediately	after	
childbirth	(19).
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Figure 18.3: Regional trends in under-five mortality, 1990–2011

Source: Roberts, et al. 2015 (9) 

Figure 18.4: Under-five mortality by geographical region in Uganda, 
2011

Source: UDHS, 2011 (19)
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Causes of Under-five Mortality 

Globally,	50	per	cent	of	all	child	deaths	in	2015	were	caused	by	infectious	
diseases.	In	addition,	45	per	cent	of	all	deaths	occurred	in	the	neonatal	period.	
Pneumonia	 (16	per	 cent)	 and	prematurity	 (16	per	 cent)	were	 the	 leading	
individual	causes	of	death	in	children	under	five,	followed	by	intrapartum-
related	complications,	including	birth	asphyxia	(11	per	cent)	and	diarrhoea	
(9	per	cent)	(11).	Infectious	causes	have	persisted	between	1990	and	2015	as	
important	causes	and,	more	recently,	neonatal-related	causes	of	death	have	
become	equally	important.

This	 trend	 is	 similar	 in	 SSA	 (Figure	18.5).	Pneumonia	 (17	per	 cent),	
malaria	(10	per	cent)	and	diarrhoea	(10	per	cent)	were	important	causes	of	
death	 in	 children	under	five	years	of	 age	 in	2015.	Preterm	causes	 (12	per	
cent)	and	intrapartum	(11	per	cent)	causes	also	contribute	an	equally	high	
proportion	of	child	deaths.

In	Uganda,	 in	2015,	malaria	 (27	per	 cent),	pneumonia	 (13	per	 cent)	
and	diarrhoea	(10	per	cent)	were	the	leading	causes	of	death,	accounting	for	
half	of	all	child	deaths.	These	were	followed	by	AIDS	(8	per	cent),	preterm-,	
intrapartum-	 and	measles-related	 deaths,	 at	 8	 per	 cent,	 7	 per	 cent	 and	 7	
per	 cent,	 respectively	 (Figure	 18.6).	 Malaria	 deaths	 in	 2015	 were	 higher	
than	in	the	previous	five	years	owing	to	much	higher	malaria	incidence	and	
prevalence	in	northern	Uganda	that	year	(12).

These	 data	 show	 that	 both	 infectious	 and	 neonatal	 causes	 are	 the	
major	contributors	to	under-five	mortality	globally,	in	SSA	and	in	Uganda.	
Concerted	 effort	 is	necessary	 to	 reduce	 childhood	 infections	 and	neonatal	
causes	 of	 mortality,	 in	 order	 to	 make	 significant	 improvements	 in	 child	
survival.	
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Figure 18.5: Causes of under-five mortalty in sub-Saharan Africa, 2015

Source: UNICEF, 2015 (11)

Figure 18.6: Causes of under-five mortalty in Uganda, 2015

Source: UNICEF, 2015 (11)

Drawn using data from: UNICEF global databases 2015, Child mortality estimates: country-
specific child deaths by cause, http://data.unicef.org
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Child Survival Strategies and Interventions Contributing to Reduced 
Child Mortality in Uganda

In	order	to	further	improve	child	survival,	the	new	Sustainable	Development	
Goals	(SDGs)	outline	clear	targets	and	strategies	for	reducing	neonatal	and	
child	mortality.	The	proposed	SDG	target	for	child	mortality	aims	to	end,	by	
2030,	preventable	deaths	of	new-borns	and	children	under	five	years	of	age,	
with	all	countries	aiming	to	reduce	neonatal	mortality	to	at	least	as	low	as	
12	per	1,000	live	births	and	under-five	mortality	to	at	least	as	low	as	25	per	
1,000	live	births.	

Two-thirds	of	child	deaths	could	be	prevented	by	universal	coverage	of	
the	23	already	known	and	tested	interventions	which	have	a	high	impact	on	
reducing	child	mortality	(13-14).	An	essential	package	for	child	survival	has	
since	been	developed	and	utilised	in	Uganda	and	other	countries,	based	on	
the	interventions	recommended	by	the	Lancet	series	on	child	and	neonatal	
survival.	These	interventions	are	included	in	Uganda’s	National	Child	Survival	
Strategy	(2009-2015),	which	emphasises	the	scale-up	of	cost-effective	child	
survival	interventions.	The	strategy	renewed	the	commitment	to	the	reduction	
of	child	mortality,	with	the	aim	of	attaining	universal	access	to	interventions	
such	as	micronutrient	supplementation,	malaria	prevention	and	treatment,	
immunisation	and	the	prevention	of	mother-to-child	transmission	of	HIV.	
The	Uganda	essential	package	for	child	survival	includes:	

•	 Skilled	 attendance	 during	 pregnancy,	 delivery	 and	 the	 immediate	
post-partum	period.

•	 Care	for	the	new-born:	especially	clean	cord	care,	thermal	care,	and	
helping	babies	to	breathe.

•	 Breastfeeding	and	complementary	feeding:	early	initiation	of	breast-
feeding;	exclusive	breastfeeding	for	six	months;	then	the	introduction	
of	complementary	feeds.

•	 Micronutrient	supplementation.

•	 Immunisation	of	children	and	mothers.

•	 Integrated	 Management	 of	 Childhood	 Illnesses	 (IMCI)	 and	
Integrated	 Community	 Case	 Management	 (iCCM)	 of	 malaria,	
pneumonia	and	diarrhoea.
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•	 Use	of	insecticide-treated	bed	nets	to	prevent	malaria.

•	 Prevention	 of	 mother-to-child	 transmission	 (PMTCT)	 of	 HIV/
AIDS.

The	 reduction	 in	 child	 mortality	 in	 Uganda	 over	 the	 last	 decade	 can	 be	
attributed	to	the	scale-up	of	many	of	these	high-impact	interventions.	There	
was	a	significant	reduction	in	deaths	attributed	to	malaria	in	the	last	decade;	
increased	coverage	of	immunisations	also	had	a	significant	impact	in	reducing	
deaths	due	to	measles;	and	the	countrywide	roll-out	of	PMTCT	reduced	the	
vertical	transmission	of	HIV.	

Key achievements in child survival in Uganda, 2000–2015

Some	 of	 the	 key	 achievements	 include	 reducing	 malaria	 prevalence	 from	
42	per	cent	to	19	per	cent	amongst	children	0-59	months	of	age,	with	the	
utilisation	 of	 high-impact	 interventions	 like	 indoor	 residual	 spraying	 in	
northern	Uganda;	diagnostic	testing	and	case	management	of	children	with	
malaria;		and	ownership	(90	per	cent)	as	well	as	utilisation	(70	per	cent)	of	
insecticide-treated	bed	nets	(15).	There	was	also	an	increase	in	immunisation	
coverage,	with	 at	 least	 80	per	 cent	of	 children	 vaccinated	 against	measles,	
diphtheria,	pertussis	and	tetanus	(DPT)	in	the	poorest	performing	districts	
(10).	

Further,	with	 funding	 from	the	Global	Fund	 to	Fight	AIDS,	TB	and	
Malaria,	coverage	of	Integrated	Community	Case	Management	(iCCM)	of	
malaria,	pneumonia	and	diarrhoea	increased	from	27	to	50	districts.	Finally,	
there	was	progress	in	addressing	malnutrition,	with	the	training	of	District		
Community	 Development	 Officers	 (DCDOs)	 in	 all	 districts	 in	 Uganda,	
and	progress	 in	 the	water,	 sanitation	and	hygiene	(WASH)	sector	 through	
the	continued	provision	of	clean	drinking	water	and	adequate	sanitation	in	
schools,	health	facilities	and	communities	in	many	districts	and	emergency	
areas;	and	this	contributed	towards	the	reduction	of	stunting	and	diarrhoea	
disease	morbidity	(10).

In	terms	of	new-born	health,	Figure	18.6	shows	additional	trends	from	
2000	to	2011	in	the	coverage	of	key	 interventions	and	packages	necessary	
for	 improved	 new-born	 health.	 There	 has	 been	 a	 slow	 increase	 in	 the	
contraceptive	prevalence	rate	 from	19	per	cent	to	26	per	cent;	an	 increase	
in	skilled	birth	attendance	from	36	per	cent	in	2001	to	57	per	cent	in	2011;	
high	exclusive	breast-feeding	(80	per	cent);	and	an	increase	in	tetanus	toxoid	
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vaccination	during	pregnancy	 from	75	per	 cent	 to	85	per	 cent.	However,	
gaps	 in	 new-born-related	 interventions	 persist,	 including	 low	 uptake	 of	
intermittent	preventive	treatment	for	malaria	in	pregnancy	and	less	than	10	
per	cent	access	to	early	postnatal	care	(within	2	days)	(Figure	18.6).	

Figure 18.6: Trends in the national coverage for new-born-related 
interventions and packages 

Source: Mbonye, AK et al., 2012, (7)

Gaps in Reducing Under-five Mortality

While	significant	progress	has	been	made	in	reducing	under-five	mortality	
over	the	last	30	years	in	Uganda,	there	are	still	gaps	that	need	to	be	addressed:

•	 Insufficient	 funding	 for	health	and	child	survival.	The	total	health	
expenditure	per	capita	in	Uganda	is	US$	59	compared	to	the	WHO	
recommendation	 of	 US$	 84,	 and	 much	 less	 than	 the	 developed	
countries’	average	of	US$	3,000	per	capita.	A	substantial	increase	in	
funding	for	health	is	necessary.	

•	 The	persistence	of	major	infectious	causes	of	childhood	mortality	for	
over	30	years,	including	malaria,	pneumonia,	diarrhoea	and,	HIV/
AIDS.



389Chapter 18: Child Survival

•	 Neonatal	mortality	now	accounts	for	about	35	per	cent	of	all	deaths	
in	children	under	five	years	of	age.	Addressing	neonatal	mortality	is	
important	in	order	to	impact	under-five	mortality.

•	 Poor	 quality	 of	 care	 around	 delivery	 and	 for	 sick	 children.	 The	
quality	of	care	for	both	the	mother	and	child	around	delivery	and	
immediately	 after	 delivery	 needs	 great	 improvement	 in	 order	 to	
reduce	avoidable	deaths.

•	 Inequity	 and	 disparities	 in	 child	 mortality.	 Inequity	 exists,	 with	
mortality	being	significantly	higher	in	poorer	families	than	in	wealthier	
ones.	Improving	access	to	and	delivery	of	known	interventions	like	
immunisation,	and	drugs	and	diagnostics	for	sick	children	regardless	
of	socio-economic	status,	and	all	over	the	country,	is	paramount.

•	 Improving	access	to	medicines	and	child-friendly	dosage	formulations	
for	common	childhood	illnesses	is	important.	This	will	ensure	that	
children	receive	full	medicines	dosage	when	ill	–	see	Box	2.	

Sustaining Gains in Child Survival: Opportunities and the Way 
Forward for Achieving UHC

Huge	 gaps	 exist	 within	 the	 Ugandan	 health	 system,	 requiring	 long-term	
interventions	for	improvement.	A	focus	on	the	goal	of	achieving	a	health	care	
system	 that	 provides	 promotive,	 preventive,	 curative	 and	 palliative	 health	
care	 for	all,	whenever	 it	 is	needed,	 is	paramount.	This	 requires	clear	 long-
term	 goals,	 intermediate	 objectives	 and	 short-term	 strategies	 to	 be	 clearly	
outlined	and	implemented.	There	is	need	for	a	clear	shift	from	vertical	disease-
specific	programmes	and	funding	towards	more	system-wide	strengthening	
and	 a	 return	 to	 the	 sector-wide	 approach	 with	 country	 ownership	 and	
leadership	and	clear	local	and	global	accountability	(4).	Further,	the	use	of	
routinely	collected	data,	implementation	and	operational	research	to	inform	
programme	direction	must	be	emphasised.	

In	order	 to	 sustain	 the	gains	 and	 further	 accelerate	 child	 survival,	 the	
following	strategic	approaches	are	important	(32):

•	 Improved	leadership	and	governance.	This	is	particularly	paramount	
in	 terms	of	 stewardship,	 coordination	of	multiple	 actors,	 financial	
mobilisation	and	allocation.
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•	 Consolidate	 partnerships	 with	 various	 actors	 and	 stakeholders	
in	 order	 to	 have	 a	 similar	 vision,	 and	 to	 pool	 resources	 and	 the	
implementation	capacity.

•	 Increased	budget	allocation	for	maternal	and	child	survival,	with	the	
prioritisation	of	new-born	survival,	which	will	greatly	impact	overall	
reduction	in	U5	mortality.	

•	 Engagement	 and	 empowerment	 of	 families	 and	 communities	 to	
ensure	and	advocate	their	own	health.

•	 Improving	the	efficiency	and	quality	of	health	services.

•	 Community	health	worker	programmes	that	improve	access	to	care.	
These	will	 continue	 to	 be	 necessary	 over	 the	 next	 two	 decades	 in	
order	to	improve	access	to	care	for	children.

•	 Improve	 access	 to	 preventive	 care,	 diagnostics	 and	 treatments	 for	
children	at	their	first	source	of	care	(CHWs,	outpatient	clinics	and	
private	health	facilities)	is	important	in	order	to	ensure	timely	access	
to	care.

•	 Clear	 monitoring,	 evaluation	 and	 implementation	 research	 plans	
should	be	utilised	to	improve	programmatic	design,	implementation	
and	direction.
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