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chapter two

obstacles to progress:
context or policy?

Although there has been, for decades now, a global consensus that 
the health of mothers and children is a public priority, much still needs 
to be done. Most progress is being made by countries that were al-
ready in a relatively good position in the early 1990s, whereas those 
less favourably placed, particularly in sub-Saharan Africa, have been 
left behind. Much of this large and growing gap can be explained by 
the context in which health systems have developed. The stagnations, 
reversals and slow progress seen in some countries are clearly related 
to contexts of poverty, humanitarian crisis and the direct and indirect 
effects of HIV/AIDS (see Table 2.1). These lead to an increasingly vis-
ible gap between people who have access to health care and others 
who are excluded from such benefits. Exclusion from health benefits 
leads to even greater inequalities in survival for mothers and newborns 

than for children. Whatever the context, lack of progress 
is also due to failures of health systems to provide good- 
quality care and services to all mothers and children.

Moving towards universal access to health care must 
take account of the contextual barriers to progress, the 
reasons for exclusion from care, and the various pat-
terns of exclusion. Many countries, and particularly 
those that face the biggest challenges, have based their 
health care systems on the health district model, with a 
backbone of health centres and a referral district hospi-
tal. This chapter argues that the disappointing situation 
in many countries often has more to do with the condi-
tions under which this strategy has been implemented 

This chapter seeks to explain why progress in maternal and child health has 

apparently stumbled so badly in many countries. It shows in detail how 

stagnations, reversals and slow progress in some countries are clearly related 

to poverty, HIV/AIDS, and humanitarian crises, leading to exclusion from access 

to health care. In many countries, the strategies put in place to provide health 

services have not produced the hoped for results. While many countries have 

based their health care systems on health districts, with a backbone of health 

centres and a referral district hospital, there has often been a failure to implement 

this model successfully in an exceedingly resource-constrained context. The 

chapter argues that the health district model still stands as a rational way for 

governments to organize decentralized health care delivery.
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than with the failure of the strategy itself. 
A new commitment is needed to create 
the conditions for moving towards effec-
tive implementation. 

CONTEXT MATTERS

Poverty undermines progress 
Many of the countries whose child mor-
tality rates are stagnating or reversing are 
poor in terms of gross domestic product; 
others are facing economic downturn. 
Conventional wisdom has it that income 
poverty is on its way out because the 
proportion and the total number of peo-
ple around the world living on less than 
US$ 1 per day is decreasing (1). However, 

almost all of this progress has been made in Asia. Sub-Saharan Africa, where most 
of the countries whose child mortality rates have stagnated or reversed are to be 
found, has emerged as the region with the highest incidence of extreme poverty, and 
the greatest depth of poverty (2). Furthermore, the average income of poor people in 
Africa has been falling over time, in contrast with that of poor people in the rest of the 
developing world (3).

But poverty also influences maternal health. When women die in childbirth it is usu-
ally the result of a cascade of breakdowns in their interactions with the health system: 
delays in seeking care, inability to act on medical advice, and failure of the health 
system to provide adequate or timely care. These breakdowns are more likely to occur 
and to come together into a fateful combination when the macroeconomic and social 
contexts deteriorate. In Mongolia, for example, widespread social chaos and economic 
collapse followed the introduction of economic “shock therapy” in the early 1990s (4, 
5), with a rapid increase in unemployment and widespread poverty. Government ex-

she did not follow their advice and was soon 
pregnant again. She did not seek prenatal care, 
but the family doctor discovered her pregnancy 
during an antenatal examination of her 18-year-
old daughter. Because of Dashnyam’s history 
and age, and because she said that she did not 
want the child, the family doctor urged her to go 
to the provincial hospital for an abortion. How-
ever, by the time she had collected sufficient 
funds, her pregnancy was too far advanced and 
abortion was no longer an option. She returned 
home and received antenatal care from the 
family doctor. As she came closer to term, she 
manifested symptoms of pre-eclampsia – high 
blood pressure and oedema. Because of her 
age, history of complications, and the presence 

Dashnyam, a 41-year-old housewife, was a very 
poor migrant from the countryside to a provin-
cial capital of Mongolia. She and her husband 
were unemployed and often homeless, with six 
children. During her last pregnancy Dashnyam 
had oedema and pre-eclampsia and required 
manual extraction of the placenta. Afterwards, 
she said she wanted no more children and was 
given an intrauterine device ( IUD). She had 
problems with the IUD and finally, in 2002 after 
six years of use, she asked to have it removed 
because of pelvic inflammatory disease and 
associated pain. The obstetrician who removed 
the IUD urged her to use another form of birth 
control, and her primary care physician gave her 
the same advice. For reasons that are unclear, 

of these serious symptoms, the doctor urged 
her to go to the provincial hospital’s maternity 
waiting home. However, her admission was 
delayed for over a week to solve bureaucratic 
issues, initially because she had no proof of 
having health insurance, and then because 
there were no beds available. Eventually, 
Dashnyam delivered via caesarean section, 
but suffered severe haemorrhage. After delay 
in finding the anaesthetist, the bleeding was 
eventually stopped by emergency surgery, but 
the hospital had no blood for transfusion. She 
died from haemorrhagic shock. (Names and 
places have been changed.)

Source: (7). 

Table 2.1 Factors hindering progress
 Decline of More than two years Adult HIV GDP per capita
 child mortality of humanitarian prevalence rate (weighted average 
  crisis since 1992 (weighted average) 1990–2002 in 1995
    international dollars)

 93 countries are  3/93 countries 0.3 20 049 (OECD) 
 on tracka    4179 (non-OECD)

 51 countries are making   10/51 countries 0.7  2657
 slower progressa

 14 countries are  8/14 countries 10.2  1627 
  in reversal   (excluding South Africa)

 29 countries have  11/29 countries 4.1 896
 stagnating mortality

a Towards Millennium Development Goal 4.

Box 2.1 Economic crisis and health system meltdown: a fatal cascade of events
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Figure 2.1 A temporary reversal in maternal mortality:
Mongolia in the early 1990s

(miscarriage, anaemia, postpartum haemor-
rhage, puerperal sepsis and post-surgical com-
plications). AIDS is also a major indirect cause 
of maternal mortality through increased rates 
of malaria and opportunistic infections such as 
tuberculosis (12). The combined effect of these 
different mechanisms may overshadow prog-
ress made in reducing maternal mortality from 
other causes. In Rakai, Uganda, for example, 
maternal mortality was 1687 per 100 000 live 
births among HIV-infected women and 310 
among non-infected women (13). The maternal 
mortality ratio in the University Teaching Hospi-
tal in Lusaka, Zambia, has increased eightfold 
over the past two decades, mainly because of 
the increase in non-obstetric causes of death. 
While such causes were almost negligible in 
1975, HIV-related tuberculosis and unspeci-
fied chronic respiratory illnesses accounted 
for 27% of all causes of maternal deaths in 
1997 (14). 

The HIV/AIDS pandemic takes an increas-
ing toll of women and children, especially in 
sub-Saharan Africa. Some 39 million people 
are now living with HIV, of whom 2.2 mil-
lion are children under 15 years of age and 
18 million are women. In 2004, there were 
4.9 million new cases of infection, including 
640 000 children under 15 (8). Almost 90% 
of paediatric infections occur in sub-Saharan 
Africa, where there are both high fertility rates 
and high HIV prevalence rates among women 
(9). In 2004, 3.1 million people died of AIDS, 
510 000 of whom were children (8). HIV/AIDS 
has thus led to significant increases in mortal-
ity in many countries: it is a leading cause of 
death among women and children in the most 
severely affected countries in sub-Saharan 
Africa (10). 

Across the world, around 2.2 million women 
with HIV infection give birth each year (11). 
HIV infection in pregnancy increases the risk 
of complications of pregnancy and childbirth 

Children of an HIV-positive mother have a 
higher mortality risk than children of HIV-nega-
tive mothers (13). As parents die of AIDS, the 
number of orphans increases: 9% of children 
under 15 years of age in 40 countries in sub-
Saharan Africa have lost one parent, and 1% 
have lost both (15). Orphans are especially vul-
nerable to social and health risks: they are less 
likely to attend school and may live in house-
holds where conditions are less favourable for 
health and development than the average. HIV 
infection in children, almost always acquired 
through mother-to-child transmission, causes 
high mortality rates and some 60% die before 
their fifth birthday (16). In Malawi, HIV/AIDS 
accounts for up to 10% of child deaths, and in 
one of the most affected countries, Botswana, 
child mortality doubled in the 1990s, and HIV/
AIDS was responsible for more than 60% of 
child mortality in 2000 (16).  

Box 2.2 How HIV/AIDS directly affects the health of women and children

penditure halved, reflecting a widespread 
drop in investment in social services, 
health care and education. Hospitals, 
clinics and maternity homes closed or 
curtailed operations (6). The health sec-
tor recovered eventually with the support 
of sizeable development loans, but not 
before the meltdown of services had led 
to a temporary reversal in maternal mor-
tality (see Figure 2.1). The ways in which 
the dynamics of increasing poverty can 
create a fatal series of events are illus-
trated in Box 2.1.

The direct and indirect effects 
of HIV/AIDS 
In a number of countries, particularly in 
sub-Saharan Africa, the effects of pov-
erty and economic downturns on the 
environment in which people live, on 
their health and on the functioning of health systems are compounded by HIV/AIDS 
epidemics. 

 HIV/AIDS has direct and indirect effects. It directly affects the health of infected 
women and children (see Box 2.2). Globally, the direct contribution of HIV/AIDS to the 
number of children dying is limited, but it has been increasing steadily in sub-Saharan 
Africa. In 1990 HIV/AIDS accounted for around 2% of under-five mortality in that part 
of the world; 10 years later this had risen to 6.5%, although there are significant 
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differences among countries. HIV prevalence rates are much higher in the countries 
in stagnation or reversal than in the others (17) ; in 9 of the 10 African countries in 
reversal, HIV/AIDS was responsible for more than 10% of child deaths in 1999, a much 
higher proportion than in 1990 (18). But HIV/AIDS as a direct cause of death cannot 
explain all of the slowing or reversal of trends in child mortality. 

HIV/AIDS also affects the health of mothers and children in a more indirect way. 
Appropriate diagnosis and treatment of HIV/AIDS in women and children are rarely 
provided and pose particular challenges in resource-limited settings. HIV/AIDS puts an 
additional strain on fragile health systems. It generates demand for new services such 
as prevention of HIV transmission from mothers to infants, HIV testing and counselling, 
and complex diagnostic and investigative procedures (19, 20). This calls for increased 
spending on infrastructure, equipment, drugs and human resources. Where increases 
in funding do not follow, maternal and child health services have to share their scarce 
resources and personnel. As health workers themselves fall ill, the workforce becomes 
overstretched (21). Work performance is further reduced by fear, lack of knowledge 
about HIV/AIDS and protective practices, and the stress of caring for patients whose 
condition appears hopeless. As a result it is increasingly difficult to recruit young 
people into medical and nursing professions, particularly obstetrics. 

Conflicts and emergencies set systems back 
Of the 43 countries showing stagnation or reversal in child mortality, 19 have been the 
subject of a Consolidated Appeal Process for a humanitarian crisis with a duration of 

US$ 1.5 and US$ 3 per inhabitant per year), 
especially when compared with those available 
in refugee camps in the same area through 
relief agencies. Utilization of curative services 
and preventive coverage rates has actually 
increased: vaccination coverage has tripled. 
Maternal health activities have been intensified 
both quantitatively and qualitatively, with 52% 
of deliveries taking place in health centres and 
the hospital, and a population-based caesarean 
section rate of 1.4%; case-fatality of caesar-
ean sections dropped from 7.2% to 2.9%. The 

Since the 1980s, in North Kivu Province of the 
Democratic Republic of the Congo (formerly 
Zaire), the socioeconomic environment has 
been deteriorating. The province also faced 
an influx of Rwandan refugees in July 1994. 
In these difficult circumstances the Rutsh-
uru Health District was nevertheless able to 
adjust and maintain its medical activities. For 
11 years the health care network remained 
accessible and functional, although human 
and financial resources were extremely lim-
ited (external assistance fluctuated between 

district was able to cope with a workload of  
65 000 cases of various pathological condi-
tions in Rwandan refugees settled outside 
the camps, a 400% increase in the curative 
workload. The district was under severe pres-
sure but its services managed to respond effi-
ciently to the repeated crisis situations, mainly 
by maintaining a solid district management 
structure rooted in ongoing communication and 
participation of the population (23).

Box 2.3 Health districts can make progress, even in adverse circumstances

In humanitarian crises, basic maternal and child health services are often disrupted 
(New Jalozai refugee camp, Peshawar, Pakistan).

J.M
. Giboux/W
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more than two years on their territory. Such situations, where local or national systems 
are disrupted or overwhelmed to the extent of being unable to meet the people’s most 
basic needs, and that require an international response going beyond the mandate or 
capacity of any single agency, often involve a considerable breakdown of authority and 
a large amount of violence – against human beings, against the environment, infra-
structure and property. In such situations women and children pay the heaviest price: 
they are the most vulnerable and also the most exposed (adult men tend to leave such 
areas, to fight or to look for work) (22). Armed attacks often target key infrastructures 
and systems, such as roads, water supplies, communications and health facilities. 
The collapse of immunization and disease control programmes, referral systems and 
hospitals primarily affect women and children. Insecurity and military operations deny 
access to large areas of territory and constrain the delivery of and access to health 
services. Much, however, depends on the way health systems are organized to cope 
with such difficult situations, and well-structured health districts have proved to be 
remarkably resilient (see Box 2.3). 

THE MANY FACES OF EXCLUSION FROM CARE
Many more mothers and children have access to reproductive, maternal and child 
care entitlements than ever before in history. In many countries, however, universal 
access to the goods, services and opportunities that improve or preserve health is still 
a distant goal. A varying but large proportion of mothers and children remain excluded 
from the health benefits that others in the same country enjoy. Exclusion is related to 
socioeconomic inequalities. In many countries it is a sign of increasing dualism in so-
ciety: as growing middle classes in urban areas gain disproportionate access to public 
services, including education and health care, they effectively enter into competition 
with the poor for scarce resources, and easily come out on top (24).

The result is that exclusion from access to health care is commonplace in poor 
countries. In the 42 countries that in 2000 accounted for 90% of all deaths of children 
under five years of age, 60% of children with pneumonia failed to get the antibiotic 
they needed, and 70% of children with malaria failed to receive treatment (25). One 
third of children did not receive the vitamin A available to others in the same countries, 
and half had no safe water or sanitation. From 1999 to 2001, less than 2% of children 
from endemic malaria areas slept under insecticide-treated nets every night. Stagna-
tion of progress in coverage for a number of interventions has meant that large parts 

US$ 1.5 and US$ 3 per inhabitant per year), 
especially when compared with those available 
in refugee camps in the same area through 
relief agencies. Utilization of curative services 
and preventive coverage rates has actually 
increased: vaccination coverage has tripled. 
Maternal health activities have been intensified 
both quantitatively and qualitatively, with 52% 
of deliveries taking place in health centres and 
the hospital, and a population-based caesarean 
section rate of 1.4%; case-fatality of caesar-
ean sections dropped from 7.2% to 2.9%. The 

Since the 1980s, in North Kivu Province of the 
Democratic Republic of the Congo (formerly 
Zaire), the socioeconomic environment has 
been deteriorating. The province also faced 
an influx of Rwandan refugees in July 1994. 
In these difficult circumstances the Rutsh-
uru Health District was nevertheless able to 
adjust and maintain its medical activities. For 
11 years the health care network remained 
accessible and functional, although human 
and financial resources were extremely lim-
ited (external assistance fluctuated between 

district was able to cope with a workload of  
65 000 cases of various pathological condi-
tions in Rwandan refugees settled outside 
the camps, a 400% increase in the curative 
workload. The district was under severe pres-
sure but its services managed to respond effi-
ciently to the repeated crisis situations, mainly 
by maintaining a solid district management 
structure rooted in ongoing communication and 
participation of the population (23).

Box 2.3 Health districts can make progress, even in adverse circumstances
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of the population have continued to be excluded (26). Immunization coverage, for 
example, maintained its upward trend during the 1990s in the WHO European Region, 
the Region of the Americas and the Western Pacific Region, but in the other regions it 
has levelled off at a mere 50% to 70% (see Figure 2.2). 

Sources of exclusion
In many of the countries experiencing stagnation and reversal (particularly in sub-
Saharan Africa), barriers to the uptake of health benefits, and specifically the lack of 
an accessible supply of services, are a critical source of exclusion. For many people, 
services simply do not exist, or cannot be reached. For example, lack of access to 
hospitals where major obstetric interventions can be performed is the prime reason 
why large numbers of mothers in rural areas are excluded from life-saving care at 
childbirth (see Box 2.4). 

But there are many other barriers to the uptake of health benefits: service use is 
often constrained because of women’s lack of decision-making power, the low value 
placed on women’s health and the negative or judgemental attitudes of family mem-
bers (28, 29). Gender is thus a frequent source of exclusion: in India, for example, a 
girl is 1.5 times less likely to be hospitalized than a boy (30) – and up to 50% more 
likely to die between her first and fifth birthdays (31). 

People excluded from health care benefits by such barriers to the uptake of ser-
vices are also usually excluded from other services such as access to electricity, 

water supply, basic sanitation, educa-
tion or information. Their exclusion from 
care is also reflected in inferior health 
indicators. In Kazakhstan, for example, 
children born to ethnic Kazakh parents 
have a 1.5 times higher risk of death than 
those born to parents of Russian ethnic-
ity; in Nigeria, children of uneducated 
mothers have about a 2.5 times higher 
risk of death than those of mothers with 
secondary school or higher education.

As part of its work on extension of social 
protection in health, the Pan American 
Health Organization has started map-
ping exclusion from health benefits in a 
number of Latin American countries (32). 
Nearly half of the population is excluded 
from some, and usually from most health 
care benefits. The relative importance of 
underlying reasons for exclusion varies 
from country to country. 

“External” sources of exclusion, such 
as the ones described above, include 
geographical isolation, as well as barri-
ers generated by poverty, race, language 
and culture – often in association with 
unemployment or informal employment. 
For many people the critical factor is the 

a Third dose of diphtheria, tetanus and pertussis vaccine.

Figure 2.2 Levelling off after remarkable progress:
DTP3a vaccine coverage since 1980
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Box 2.4 Mapping exclusion from life-saving obstetric care

The extent of exclusion from major life-saving 
obstetric interventions has been quantified in 
Burkina Faso, Mali and Niger, and in parts of 
Benin, Haiti, Pakistan and the United Republic 
of Tanzania, in a study of 2.7 million deliver-
ies. The Unmet Obstetric Needs Network, a 
collaboration of ministries of health, clinicians 
and researchers, analysed this population over 
a one-year period. The network established a 
benchmark of 1.4% as a conservative estimate 
of the proportion of deliveries where a major 
obstetric intervention (caesarean section, hys-
terectomy, craniotomy, laparotomy, or version 
extraction) was required to prevent the mother 
from dying from a specified set of life-threaten-
ing complications. Interventions performed for 
other indications, including fetal conditions, 
were not included. The figure illustrates the 
results.

Only 1.1% of urban mothers and 0.3% of 
rural mothers benefited from these interven-
tions. Between 80% (in Niger) and 98% (in 
Pakistan) of the interventions were caesar-
ean sections. Among the 12 242 mothers who 
benefited from the interventions, 93.8–99.5% 
survived (in Burkina Faso and Pakistan, respec-
tively), as did 7779 of the babies. None of these 
interventions was for a reason other than the 
identified life-threatening maternal indications. 
As such indications are present in at least 1.4% 
of births, the implication is that no less than 
25% of urban and 79% of rural mothers in the 
study were excluded from access to the major 
obstetric intervention they needed. 

Although there is, on average, at least one 
hospital for every 500 000 inhabitants in the 
areas of the study (except Niger), the extent of 
exclusion is clearly related to the availability 
and accessibility of the health care infrastruc-
ture. Indeed, the average distance women have 
to travel to reach a hospital varies from 9 km 
in Haiti to 43 km in Burkina Faso and 103 km 
in Niger. 

The survey made it possible to map the num-
ber of mothers in need of a major life-saving 
intervention who failed to get it. Similar maps 
of unmet needs exist in a few other countries. 
They can be used as a planning tool and as a 
baseline against which to measure progress 
in coverage. 

5683 got the intervention and survived

At least 37 733 mothers out of 2 695 000
needed a major life-saving intervention

2007 did
not get the

intervention,
most died

5901
got the

intervention
and

survived

Urban

23 484 did
not get the

intervention,
most died

Rural

211 got the
intervention,
but died

447 got the
intervention,

but died

Many women remain excluded from obstetric interventions,
even for the most stringent life-saving indications

Proportion of mothers excluded from life-saving interventions when complications
arise during childbirth. Benin, Burkina Faso, Mali, Niger, rural and urban areas.

< 20%
20–39.9%
40–59.9%
60–79.9%
≥ 80%
No survey/no data

Mali

Benin
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Burkina Faso
Source: (27).
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deterrent effect of uncertainty about the cost of care, or of the awareness that care 
will be unaffordable or catastrophically expensive. Such external factors affecting 
uptake of services are the most important source of exclusion in, for example, Peru 
and Paraguay (32).

Other, “internal”, sources of exclusion lie within the way the health system actually 
operates. Even for people who do use services, what is offered may be untimely, inef-
fective, unresponsive or discriminatory. Being poor or being a woman is often a reason 
for being discriminated against, and may result in abuse, neglect and poor treatment, 
poorly explained reasons for procedures, compounded by the view sometimes held by 
health workers that women are ignorant. When, for example, in a busy urban maternity 
hospital in India, the nurses in the labour ward do not complete patient case notes for 
low-caste women, that deprives them of the quality safeguards given to other women 
(33). Poor and anonymous patients often have to wait longer, are examined more 
superficially, or are treated with disdain; they may get inferior treatment, especially 
when scarce resources are reserved for richer patients. In rural areas of the United 
Republic of Tanzania, for example, children from the poorest part of the population 
who sought care for probable pneumonia were less than half as likely to be given 
antibiotics as richer children (34). 

Such factors internal to health services can be important sources of exclusion; 
throughout the world, many mothers and children are excluded from what they are 
entitled to because of the failure of the health system to deliver the right services at 
the right time, to the right people, and in the right manner. In Ecuador and Honduras, 
for example, what happens within the health system, rather than failed uptake, is the 
dominant source of exclusion (32). 

Joyce Ching/W
HO

Waiting for treatment that does not come.
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Exclusion from “normal” treatment – what a patient can expect, based on what other 
people are given – does not go unnoticed by those concerned. In India, for example, 
55% of poorer mothers said they had been made to wait too long (only half as many 
of the richer mothers had that impression), and only 50% were given clear information 
about their treatment, as against 89% of the richer patients. Other patients are also 
aware of such practices: 67% of the patients in Conakry, Guinea, are convinced that 
rich and well-dressed patients get better treatment (34). 

The – often justified – expectation of ill-treatment or discrimination in turn discour-
ages uptake of services, completing a vicious circle of exclusion, compounded by the 
absence of adequate systems to protect mothers and children against catastrophic 
expenditure or financial exploitation. 

Poverty, humanitarian crises, and the HIV/AIDS epidemics all directly affect the 
health and survival of mothers and children. But they also affect their health by creat-
ing barriers to the uptake of services. Furthermore, they influence the way services 
are provided to mothers and children who do use them, and thus add to sources of 
exclusion within the health system.

Patterns of exclusion
The extent and depth of exclusion vary from region to region within countries, but 
also between countries. At one extreme are the poorest countries where large parts 
of the population are deprived of care, 
even among the better off: only a small 
minority enjoys reasonable access to a 
reasonable range of health benefits, cre-
ating a pattern of massive deprivation. At 
the other extreme are countries where 
a large part of the population enjoys a 
wide range of benefits but a minority is 
excluded: a pattern of marginalization. 

Looking at health care coverage by 
wealth group provides a crude illustration 
of these different patterns (see Figure 
2.3). Between the extremes of massive 
deprivation (typical for countries with 
major problems of supply of services and 
low-density health care networks) and 
marginalization (typical for rich or mid-
dle-income countries with dense health 
care networks) are the countries where 
poor populations have to queue behind 
the better off, waiting to get access to 
health services and hoping that benefits 
will eventually trickle down. 

As countries move from a pattern of 
massive deprivation towards one of mar-
ginalization, the poor-rich gap in cover-
age and uptake of services grows in size, 
to diminish only as the curves flatten out 
when universal access is within reach 

Figure 2.3 Different patterns of exclusion: massive deprivation
at low levels of coverage and marginalization
of the poorest at high levels

a Asset quintiles provide an index of socioeconomic status at the household level. They divide populations
into five groups (in ascending order of wealth from 1 to 5), using a methodology that combines
information on household head characteristics as well as household ownership of certain assets,
availability of services, and housing characteristics (35).

Data source: (36).
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(see Figure 2.4). Unless specific measures are taken to extend coverage and promote 
uptake in all population groups simultaneously, improvement of aggregate population 
coverage will go through a phase of increasing inequality.

These complex dynamics also affect the distribution of health outcomes. For a long 
time policy-makers used aggregate health indicators – particularly the under-five mor-
tality rate – to monitor health policies. As more sophisticated analyses of health out-
comes by asset quintile have become possible (37), attention has been drawn to the 
occurrence of increasing survival gaps between the poorest and the better off (38). 
The gaps in mortality rates between the children of rich and poor families have in-
creased in the majority of 21 developing countries that had reduced their overall rate of 
mortality among children under five years of age (see Figure 2.5). Health and survival 
among the poorest actually deteriorated in eight of these countries, while the richest 
children in the same countries improved their chances of survival. As a result, national 
averages that show progress may conceal persisting or widening inequalities. Similar 
divergence appears to be occurring for maternal mortality in some countries (39). 

DIFFERENT EXCLUSION PATTERNS, DIFFERENT CHALLENGES
The policy challenges differ between countries that are close to universal access 
(where exclusion is limited) and those where exclusion is pervasive. The countries 
where exclusion is limited to a small and marginalized part of the population are usu-
ally on track, or at least show slow progress in terms of reduction of child mortality. 
These are countries with well-extended health systems, although not always with an 

Figure 2.4 From massive deprivation to marginal exclusion:
moving up the coverage ladder
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optimal range of technical interventions. Examples of countries in this group include 
Brazil, Colombia and the Dominican Republic. Here, the challenge is one of targeting 
to give the mothers and children currently excluded the possibility of claiming their 
entitlements: tackling the roots of social exclusion, removing the barriers to the uptake 
of health benefits, responding appropriately to their needs, and offering them financial 
protection from the consequences of illness and obtaining care.

Most of the countries that stagnated or went into reversal, and many of those that 
showed slow progress in terms of child mortality reduction, show patterns of massive 
exclusion or queuing. Such countries include Bangladesh, Chad and Ethiopia. They 
typically have weak, low-density and fragile health systems; they also suffer from 
poverty, and sometimes HIV/AIDS and complex emergencies, additional constraints to 
health systems development. In this group the main challenge is to build and roll out 
primary health care as the vehicle for maternal, newborn and child health care. 

The momentum created by the primary health care movement of the early 1980s 
focused attention on issues of equity and access, and resulted in the extension of 
basic health services to the rural poor. Maternal and child health programmes were 
integral to this extended coverage: antenatal clinics were intended to provide the first 
contact that would continue through childbirth and postnatal care for the mother and 
with clinics for children. 

In the early 1990s, the view gained ground that primary health care had to be de-
centralized and organized in “integrated health districts”. Countries that had been 
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The rich-poor gap is the difference between the under-5 mortality
rates of the poorest and richest wealth quintiles.

Data source: (36).

Countries with diminishing under-5 mortality rate between two Demographic and Health Surveys

Countries with increasing under-5 mortality rate between two Demographic and Health Surveys

Figure 2.5 Survival gap between rich and poor: widening in some countries,
narrowing in others
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doing so for quite some time saw their earlier choices reinforced, and others, such as 
Cambodia and Niger, moved to adopt district policies. Many development agencies put 
districts at the core of their health development strategies, particularly for the coun-
tries that combined the poorest health status with the weakest health systems.

Are districts the right strategy for moving towards 
universal coverage?
Organizing the delivery of primary health care through health districts promised a 
fast-track response to the rising demand for health care. Apart from the frustration 
caused by the diminishing returns of the vertical approaches of the 1970s and 1980s, 
there were three good reasons for this. 

The first was that the “health centre” – the heir of the dispensaries, but now the 
centrepiece of the whole system, and the equivalent of the family doctor or general 
practitioner – was the most viable alternative to village health workers, vertical pro-
grammes and commercial health care. It was also the only one that responded to the 
demand for care by the population. National decision-makers were alert to this argu-
ment, which was based on the experiences of a number of small and medium-scale 
field projects: Pahou in Benin, Danfa in Ghana, Machakos in Kenya, Pikine in Senegal, 
and Kasongo and Kinshasa in Zaire. These projects had shown that health centres 
were a feasible (40, 41), affordable (42–44) and efficient (45–47) option for delivering 
care, and a realistic alternative to vertical disease control programmes. 

Second, hospitals providing referral-level care were part and parcel of the district 
model. Although the referral system remained the weak point, it became possible 
to take on the maternal health agenda because of the hospital’s ability to deal with 
obstetric complications. Moreover, the inclusion of hospitals brought a vital part of the 
public health infrastructure and personnel back on the scene. This was a relief for the 
administrative elite and the middle class, who had never considered the grassroots 
primary health care of the 1980s as something to aspire to for themselves.

Third, the health district fitted well with the movement towards decentralization, to 
which most countries were at least theoretically committed. Health districts seemed 
both manageable and sufficiently decentralized to be flexible and affordable (40,48).

A strategy without resources 
By the mid-1990s many countries were creating district systems, setting up drug 
procurement agencies and defining a minimum package of services. However, as in 
the years after Alma-Ata, money did not follow, particularly in sub-Saharan Africa, and 
results were slow to come. In the bleak economic environment, financing remained a 
real barrier to progress. With a decrease in gross domestic product per capita in real 
terms between 1990 and 2002, total health expenditure in many African countries 
stagnated or decreased, and public health expenditure remained below US$ 10 per 
person. External assistance did not make up for this, as per capita flows also stag-
nated up to 1999 (49). 

The real extent of the failure to increase financing of the health sector during the 
1980s and 1990s appears in the detailed breakdown of what financing there was:  
in Cameroon, for example, recurrent public expenditure declined from US$ 5 per  
inhabitant in 1990 to US$ 3.5 in 1996. Of this, US$ 2.1 went on salaries and US$ 1.12 
on other recurrent expenditures. The districts were left with a mere US$ 0.28 per 
person per year for non-salary recurrent expenditures.
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There has been little flexibility to improve working conditions in the public sector, 
especially in terms of salaries and incentives, because of civil service regulations and 
structural adjustment policies. As a result many health workers have moved to the 
private sector. Data from Ghana, Zambia and Zimbabwe show that losses of health 
workers from the public health sector continued or accelerated during the 1990s (50). 
The stringent budgetary measures under structural adjustment programmes also im-
posed ceilings on recruitment. Even in countries with unemployed health professionals 
such as Zambia, governments often were not able to enrol more staff (50).

Absenteeism was another major issue that affected the already scarce human  
resources. In Burkina Faso, for example, absenteeism of health district doctors in 
seven rural districts in 1997 varied between 30% and more than 80% (51). Vacancy 
rates for doctors in Ghana increased from 43% in 1998 to 47% in 2002. Over the same 
period vacancy rates for registered nurses rose from 26% to 57% (52). Much of the 
absenteeism was related to inadequate working conditions, insufficient salaries and 
declining staff morale. In a number of countries, however, the HIV/AIDS epidemics 
aggravated what was becoming an acute human resource crisis. Data are scarce but 
suggest that besides contributing to absenteeism, HIV/AIDS may cost Africa’s health 
systems one fifth of their employees over the next few years (53). The absence of ad-
equate measures to protect health workers against HIV/AIDS and the stress of caring 
for HIV/AIDS patients are additional factors motivating them to migrate. 

The real wages of public servants continued their decline in the 1990s: in six years 
they dropped by 21% from their 1990 level in Togo, 34% in Burkina Faso, 35% in 
Guinea-Bissau, and 41% in Niger. Absenteeism continued – 35% for district doctors 
in 1997 in Burkina Faso – as did “seminaritis”: in 1995 in Mali, regional health staff 
spent 34% of their total working time in workshops and supervision missions sup-
ported by international agencies; this figure rose to 48% for chief medical officers. 
Predatory behaviour (54–57) and moonlighting (58, 59) became the norm, contribut-
ing to the shortage of health workers in the public sector (50). 

The shortages of health personnel are the most visible aspect of the human resourc-
es crisis in sub-Saharan Africa. The figures are stark: in Zimbabwe, of the 1200 physi-
cians trained during the 1990s, only 360 were still practising in the country in 2001 
(60). Ghana’s loss of 328 nurses in 1999 was the equivalent of its annual output (50). 
More than half of the health professionals in Zimbabwe, Ghana and South Africa are 
thinking of migrating to other countries (61). At the same time, 35 000 South African 
nurses are not employed in the health sector and two thirds of the health workforce in 
Swaziland is working in the private sector (62, 63).

Have districts failed the test?
The environment in which district health systems had to be set up has been decid-
edly unfavourable. Some countries, such as Mali, managed to expand health centre 
networks and services for mothers and children (64). Overall expansion, however, has 
been slow. In 2000, for example, only 13 of Niger’s hospitals had appropriate facili-
ties to perform a caesarean section (65). This was also the case for only 17 of the 53 
district hospitals in Burkina Faso, nearly 10 years after districts had been established; 
moreover, only five of those 17 hospitals had the three doctors required to ensure 
continuity throughout the year (66).

The slowness of rolling out health districts has been disappointing: it takes time to 
transform an administrative district into a functional health system (see Box 2.5). Nev-
ertheless, where districts have reached the critical point of becoming stable and viable 
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In the mid 1990s Ouallam, one of the poorest districts in Niger with 250 000 inhabitants living at an average distance of 74 km from the hospital, had seven dysfunctional health centres and an 
almost empty district hospital. Emergencies could not be referred to the hospital in an area with no means of communication. Several measures were, however, put in place to change the situation. 
Some were general measures to solve problems in the district and others were specifically aimed at improving the referral system. Making the changes took eight years (see table below).

Box 2.5 Building functional health districts: sustainable results require 
 a long-term commitment

In the mid-1990s Ouallam, one of the poor-
est districts in Niger with 250 000 inhabitants 
living at an average distance of 74 km from 
the hospital, had seven dysfunctional health 
centres and an almost empty district hospital. 
Emergencies could not be referred to the hospi-
tal in an area with no means of communication. 
Several measures were, however, put in place 
to change the situation. Some were general 
measures to solve problems in the district and 
others were specifically aimed at improving the 
referral system. Making the changes took eight 
years (see table below).

This sustained investment of time and effort 
paid off: antenatal care coverage increased 
by 42%, coverage by clinics for children 
under five years of age tripled, and vaccina-
tion coverage doubled. In a year the number 
of new acceptors for modern family planning 
methods increased from 568 to 1444, and 
hospitalizations increased from 434 to 1420; 
surgical interventions and blood transfusions, 
not possible previously, totalled 219 and 86, 
respectively, in 2003. The number of emer-
gency evacuations to the hospital increased 
markedly, mainly for obstetric causes. Over 

distances averaging more than 50 km, these 
evacuations were carried out by the hospital’s 
vehicle, partly subsidized and partly on a 
cost-recovery basis at US$ 23 per emergency 
evacuation (see figure below).

No single intervention alone explains the 
progress that has been made: the results came 
from the combined action on different aspects 
of the system, and investment in the capacities 
of the personnel (65).

Initiatives aimed at  
increasing demand for 
services

Established health com-
mittees

Discussed and negotiated 
health care coverage plan

Negotiated fees for emer-
gency evacuation

Built credibility of health 
centre through improved 
quality of care

Increased acceptability of 
referral to district hospital 
through discussion of 
referrals and emergency 
evacuations

Initiatives aimed at  
increasing uptake of 
services

Established a health care 
coverage plan

Created seven additional 
health centres 

Initiatives aimed at 
improving case man-
agement in the health 
centre

Standardized diagnosis-
treatment-referral  
procedures

Introduced vitamin A 
distribution, stepped up 
vaccination coverage, in-
troduced detection/treat-
ment of malnutrition

Introduced outreach

Discussed referral results 
with health care nurses

Standardized referral  
criteria and procedures

Initiatives aimed at  
facilitating emergency 
transfer to the hospital

Introduced solar energy 
radios and ambulance 
service

Introduced cost-recovery 
mechanisms for ambu-
lance

Renegotiated emergency 
evacuation fees

Initiatives aimed at  
improving case man-
agement in the hospital

Rehabilitated physical 
infrastructure

Introduced surgery and 
blood transfusion

Internal reorganization 
negotiated and imple-
mented with staff

Introduced system of 
patient records

Introduced nutritional 
rehabilitation unit

Improved laboratory and 
X-ray services

Introduced quality  
assurance

The combination of diverse initiatives undertaken to facilitate 
effective access to health services in Ouallam, Niger, 1996–2003

Emergency evacuation in Ouallam, Niger
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structures, they have shown credible and visible results, sometimes in very adverse 
circumstances, as in Guinea and the Democratic Republic of the Congo. 

On balance, the experience of the last decade suggests that health districts still stand 
as a rational way for governments to roll out primary health care through networks of 
health centres, family practices or equivalent decentralized structures, backed up by 
referral hospitals. There are no real alternatives to serve as a vehicle for a continuum 
of integrated care for mothers, newborns and children. The challenge now is to scale 
up implementation in an adverse environment where exclusion is further fuelled by 
the rampant commercialization of the health sector, including within public and not-
for-profit facilities. The second challenge is to tailor health care delivery strategies 
to the specific situation and exclusion patterns of each country. At the same time, 
it is no longer possible to experiment with district projects without looking at the 
wider context of cross-cutting, system-wide constraints. Without a real commitment 
to strengthening district health services, talking about the priority status of mothers 
and children is likely to remain mere lip service. 

Part of the task ahead is political. Maternal, newborn and child health cannot be 
reduced to a set of programmes to be delivered to a target population. Rather, moth-
ers and children must be in a position to claim a set of entitlements as their right. 
This implies an adjustment of macro-level health policies and resource mobilization, 
at country level and internationally. Three issues cry out for attention: the funding of 
the health sector, the human resource crisis, and the accountability of health systems 
and providers to their clients. 

But the task ahead is also one of refocusing programme content. For too long at-
tention has been directed towards the development of technologies, rather than to-
wards embedding these in viable organizational strategies that organize and ensure 
a continuum of care. Given the complexity of expanding district health care systems, 
the temptation is to go back to vertical programmes built around disease control 
technologies. In the past this has led to a considerable amount of fragmentation, at 
the expense of ensuring the continuity of care from pregnancy throughout childhood. 
Much of the challenge, in fact, is to accommodate both programmatic and systemic 
concerns: an organizational rather than a technical problem. The next chapters relo-
cate the technical strategies available for improving the health of mothers, newborns 
and children within health systems that are scaling up and facing an increasingly vocal 
demand for care.

In the mid 1990s Ouallam, one of the poorest districts in Niger with 250 000 inhabitants living at an average distance of 74 km from the hospital, had seven dysfunctional health centres and an 
almost empty district hospital. Emergencies could not be referred to the hospital in an area with no means of communication. Several measures were, however, put in place to change the situation. 
Some were general measures to solve problems in the district and others were specifically aimed at improving the referral system. Making the changes took eight years (see table below).
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