
Child Survival Landscape Analysis

3rd November 2009 



Objectives of this document

Å The purpose of this landscape paper is to use publicly available evidence to present a contextualised 

introduction to the Child survival priority impact area

Å This is intended to be a big-picture analysis and should not be treated as a comprehensive and 

definitive representation of our views around any particular intervention area

Å This document will be used by CIFF to inform our ability to review potential investment opportunities in 

Child survival and identifying areas where we can be most additive

Å All investment opportunities, recommended here or outside of this paper, will be subject to intensive 

due diligence by CIFF before an investment decision is taken

Å This is intended to be a óliving documentô and will be revised periodically over the coming months as 

we build our knowledge about the landscape

Å While we recognise that CIFFôs priority impact areas such as Child survival, Hunger alleviation and 

nutrition are intrinsically linked to each other,  they are analysed separately for the purposes of 

keeping the document simple and easy to comprehend. For interventions spanning across multiple 

priority impact areas, we have referenced relevant landscape documents where appropriate

2



Table of contents

I. Executive summary- conclusions and potential opportunities

II. Child survival background

III. Trends in funding for child survival

IV. Diseases affecting children

A. Vaccine preventable diseases

B. Neonatal diseases

C. Malaria

D. HIV/AIDS

E. Diarrhoea

F. Acute respiratory infections

V. Care environment

A. Humanitarian emergencies

B. Maternal health

C. Living conditions

VI. Health systems

A. Access to health services

B. Health care workforce

VII. Conclusions

VIII. Appendices

3



Summary conclusions
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V In order to maximise its impact on child survival, CIFFôs child survival landscape is focused on 

interventions that impact children under 5 years of age

V A majority of under-5 deaths occur due to diseases and underlying factors contributing to their 

incidence. Injuries cause only 3% of deaths and are excluded from the child survival 

landscape

V Globally, child mortality has halved over past 45 years. However, the progress has largely 

escaped several countries in Sub- Saharan Africa and stagnated in parts of South Asia

V There is potential for CIFF to make a strategic impact in a majority of countries with the 

highest burden of child deaths. We will continue to prioritise Sub Saharan Africa and India as 

our focus geographies and explore the potential in Pakistan and Angola to see if there are any 

opportunities

V Funding for child survival is allocated unevenly across different intervention areas and there is 

an opportunity for CIFF to advocate for increased donor focus on areas that are currently 

neglected

V In humanitarian contexts, there is a clear need for CIFFôs efforts especially during the initial 2-

4 months of an emergency when child mortality is found to be the highest



Potential opportunities to address immediate 

causes affecting child survival
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Vaccine 
Preventable 

Diseases

Neonatal 
Diseases

ü In humanitarian emergencies, provision of immunisation in countries that are at risk of measles outbreaks

ü Advocacy in India to incorporate 2nd dose of measles in its immunisation schedules

ü Development, validation and dissemination of tools (checklists, Mama packs) to ensure provision of 

minimum standards of care to mothers and newborns in facility and at community level

ü Proof of concept model in Africa for delivery of a neonatal package of care in community settings to reduce 

neonatal mortality

ü Support large-scale trials to generate evidence for effectiveness and safety of antibiotics delivered to 

neonates in the community settings

ü Interventions to prevent stock outs of antibiotics for neonates at community and primary facility levels

üOperational research to prove efficacy and feasibility of interventions for managing low-birth weight in 

newborns

ü Provision of Tetanus Toxoid immunization to mothers in humanitarian contexts

ü Evidence-building for effectiveness of supplementary immunisations for mothers

ü Catalytic support for nutrition interventions targeting adolescent girls and young women in India

ü Evidence-building for Ready-to-use food targeted at pregnant and lactating women

Diseases



Potential opportunities to address immediate 

causes affecting child survival
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Malaria

HIV/AIDS

ü Improving access and affordability of pediatric formulations of anti-malarial drugs through a 

combination of demand and supply-side strategies

üFacilitate development and roll-out of an appropriate malaria fever diagnostic for children and 

pregnant mothers

üAdvocacy with donors to focus research efforts on identifying the efficacy of Intermittent preventive 

therapy using Artemisinin-based drugs

üCatalyze final stage development and uptake of a point-of-care HIV diagnostic for infants that is 

currently not available

üDemonstration pilots in high-prevalence settings to show effectiveness of integrated approaches in 

reducing mortality

üPromoting adoption and implementation of more efficacious regimens for PMTCT through 

advocacy and partnerships

üStrategies to strengthen facility-based programs and ensure their integration with community 

based follow-up

üAdvocacy with Global Fund, PEPFAR and key implementers around focusing on improving Cotrim 

uptake

Diseases
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Diarrhoea

Acute 
Respiratory 
Infections

üAccelerate uptake of  therapeutic zinc and low-osmolarity oral rehydration salts in low resource 

settings

üAccelerate uptake of point-of-use water treatment technologies

üSupport introduction and scale up of low-cost sanitation technologies

ü Explore strategies to create new market for sanitation-based products

üRoll out low-cost approaches with proven ability to increase hand-washing with soap

üEvidence-building for safety and effectiveness of community delivery of antibiotics for Pneumonia

üDevelopment and uptake of cost- effective, point of care diagnostics

üCatalyse a consortium of stakeholders to manufacture and validate new pediatric formulations

üMeasurement of impact on childrenôs health through use of improved stoves by households for 

cooking and other purposes

Diseases

Potential opportunities to address immediate 

causes affecting child survival



Potential opportunities to address underlying 

causes affecting child survival

8

Humanitarian 
Emergencies

Living 
Conditions

ü Advocacy with key donors to prioritize support for initial periods of emergency with a focus on the needs of 

children

ü Short-term immunisation programs to manage outbreak of communicable diseases

ü Provision of essential drugs, bed nets, oral rehydration mix, fortified nutritional products

üManagement of severe acute malnutrition in infants

üEstablishment of óchild-friendly spacesô to address their psychosocial needs

ü Interventions for improving quality of care at (i) the time of birth through tools to deliver minimum standards 

of care. e.g. checklists (ii) post-natal stage through training community health workers

üMaternal nutrition is a high potential area for intervention and has been analysed in detail under CIFFôs 

Hunger and Nutrition landscape analysis

ü Prevention of early pregnancies and unwanted pregnancies through improved access to contraception and 

other reproductive health interventions in SSA. Specific opportunities will be analysed in further detail under 

Adolescent and Reproductive Health priority area

ü Improve access to clean water, sanitation and hygiene through (i) incorporating hygiene education in 

existing maternal and child health programs, (ii) rolling out point-of-use water treatment technologies and (iii) 

cost-effective sanitation improvements

ü Evidence-building for interventions to reduce indoor air pollution and their impact on Pneumonia. If found 

substantial, pursue uptake of alternative, cost-effective cooking stoves 

Care 

Environment

Maternal 
Health



Promising opportunities to address underlying 

causes affecting child survival
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Access to 
Health Services

Health 
Workforce

ü Improvement in quality of health services delivered by private sector that is the biggest provider 

of health care to poor in developing countries

üAssistance to governments in optimising the allocation of health budgets to areas with the 

largest unmet need, increasingly likely to be urban poor

üEvaluation of community insurance models to generate the much-needed evidence around their 

potential impact on health outcomes

ü Improve access to pediatric drugs by addressing specific gaps in access, availability of pediatric 

formulations

üEvidence-building for identifying and supporting the most effective, affordable and sustainable 

models of community health workers

üSupport governments in optimising allocation of existing health workforce to areas which have 

the maximum impact on children

Health Systems



Illustrative indicators to measure our success

Impact indicators of success would include Intermediate  level indicators might include:

ïUnder five mortality rate (U-5)*

ïNeonatal mortality rate*

ïPerinatal mortality*

ï Infant mortality*

ïMaternal mortality rate*

ïPediatric infections averted (incidence reduction for 

HIV/AIDS, Pneumococcal, Sepsis, Diarrhoea, etc,)

ïDALYs* averted

ï% of HIV-exposed children who are alive and enrolled in 

a HIV care and treatment program at 18 months since 

birth 

ï% of HIV-infected mothers who are alive and enrolled in 

a HIV care and treatment program at 18 months since 

delivery 

ï Improved access to treatment (HIV, Pneumonia, Diarrhoea, 

Malaria)

ïCorrect and timely clinical diagnosis (HIV, Malaria, 

Pneumonia)

ï Increased referrals to health facilities through community 

based interventions

ïImproved access to prophylaxis and care

ïCase incidence rate (Diarrhoea, Pneumonia)

ïMeasurable behaviour change-i.e. exclusive breastfeeding 

rates, hand washing

ïNumber of children vaccinated

ïDeliveries with skilled attendants at birth

ïAdherence to treatment/diagnosis/care routine (ANC visits, 

ART adherence)

* Please refer to the appendix for definitions and abbreviations 10
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Social, 

economic and 

political context

Lack of capital: 

financial, 

human, social

Injury MalnutritionDiseases

Child health / 

survival

Child Well-being

Basic 

Causes

Underlying 

Causes

Immediate 

Causes

Outcomes

Framework for analysing Child Survival

Care 

Environment

Availability of 

health workforce
Health systems

Note: Arrows do not imply a strictly linear, one-way relationship.  There will often be feedback loops and reverse causality.
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At what age are children dying?

0

1

2

3

4

5

6

Antenatal (Stillbirth) Neonatal postneonatal period 
to 5 yrs

5 to 18 yrs

N
u

m
b

e
r 

o
f 

c
h

il
d

 d
e

a
th

s
 (

m
il
li
o

n
s

)

Å Of 11.4M children who died in 

2006, 85% of deaths happened in 

0-5 yrs of age

Å Of 1.7M deaths in the 5-18 yrs of 

age, unintentional injuries account 

for 41% (explained further in 

following slides)

Å Early pregnancy is a leading cause 

of mortality for young girls and will 

be analysed further in Adolescent 

Reproductive Health priority impact 

area

Å Given that a majority of deaths 

happen in the under-5 age group, 

we will focus this analysis on 

interventions that address the 

leading causes of under-5 mortality

13

85% of child deaths 

occur in children under 5
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Where are children under-five dying?

Source: CIFF analysis based on MICS and DHS data as reported through UNICEF Child Info database

Regional distribution of under-5 deaths in 2006:   

Global total= 9.7M
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ÅIn 2006, 9.7M children died globally of which 80% were in Sub Saharan Africa and South Asia

Å12 countries identified below account for 66% of global child deaths, with India alone having 2.1M (21% 

of global total)

ÅOf these, 3 countries- Afghanistan, Angola and DRC are affected by humanitarian emergencies

Latin America and 
Caribbean

3%
Central and Eastern 

Europe, 
Commonwealth of 
Independent States

2%

East Asia and Pacific
9%

Middle East and 
North Africa

5%

Eastern and 
Southern Africa

19%
South Asia

32%

Western and 
Central Africa

30%

Top 12 countries with highest number of under-5 deaths: Total= 6.4 M
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Other infectious and parasitic 
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Measles
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Acute respiratory

Diarrhoeal diseases

Neonatal tetanus

Congenital anomolies

birth asphyxia and birth trauma

Prematurity and Low birth weight

Neonatal infections

Å Sub Saharan Africa has the largest number of under-5 deaths. 75% of child deaths in Africa occur between 28 days and 5 years

Å In India, on the other hand, 44% of under-5 deaths occur during 0-28 days of age, indicating a greater need to focus on early neonatal 

or maternal interventions

Å Malaria and HIV/AIDS are more common causes of child deaths in Sub Saharan Africa, while deaths due to prematurity and low birth

weight are much more common in India

Children die of different causes in different 

geographies

15

U-5 deaths 

in millions U-5 deaths 

in millions

Sub Saharan Africa India

Sources: Estimates of cause-specific mortality for 2000 for SSA reported by UNICEF 2007 ; India estimates based on WHO Mortality Country Wide Fact 

Sheet 2006, India 
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Global child deaths have reduced over time

ÅGlobal under-5 deaths have been cut in half 

over the last 45 years, despite an increase in 

annual newborns from 110 million to 135 

million. Key reasons include

ï Increased incomes and with that better nutrition, 

medical care and living conditions

ï Even where incomes did not go up, effectiveness 

and access to life-saving vaccines reduced number 

of deaths (e.g., measles immunisation)

ÅCentral and Eastern Europe, Latin America 

and Caribbean and East Asia and Pacific have 

made the most progress (over 60% decrease 

in U-5 deaths since 1990)

ÅSub Saharan Africa is the only geography 

where the number of child deaths has 

increased since 1990

ÅAs a result, the proportionate burden of deaths 

has more than doubled for Sub-Saharan 

Africa which now accounts for 49% of global 

under-5 deaths
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Source: Christopher J L Murray, Thomas Laakso, Kenji Shibuya, Kenneth Hill, Alan D Lopez. (Lancet 2007). Vol. 

370, Issue 9592. Pages 1040ï54.
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Countries with largest number of child 

deaths have made some progress

ÅOf countries with highest child 

deaths, Ethiopia, Bangladesh and 

China have made the most progress 

in reducing child mortality over 1990-

2007 (by 40%)

ÅOverall, countries in S Asia (India, 

Pakistan) have made greater 

progress when compared to Sub-

Saharan Africa (Nigeria, DRC, 

Uganda and Tanzania)

ÅAfghanistan has made the least 

progress due to the ongoing conflict

ÅCIFFôs efforts are likely to be most 

additive in geographies that have 

made limited or slow progress and/or 

have been neglected by other donors

Trends in U-5 mortality rate over 1990-2007
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What may have contributed to the mortality 

reductions?
A precipitous decline in child deaths due to measles... Increases in Vitamin A Supplementation Coverage...

Continued Economic Growth...

Sources: UNICEF global database (2007), World Development Indicators
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India, 2007

China, 2007



However, many countries are regressing on 

the previous gains

ÅOf 19 countries which have 

made no progress or reversed 

progress made earlier in 

reducing child mortality, 16 are 

in Sub Saharan Africa

ÅHumanitarian emergencies and 

impact of HIV/AIDS are two 

major causes behind the 

reversal in progress across 

these countries

Source: UNICEF. State of the Worldôs Children 2007
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There is scope to further reduce child deaths 

through existing interventions

Breastfeeding

(1.3M)

Insecticide treated

materials (691,000)

Zinc (459,000)

Clean delivery (411000)

HIB vaccine (403,000)

Water/sanitation/hygiene (326,000)

Antenatal steroids (264,000)

Newborn temperature mgmt (227,000)

Vitamin A (225,000)

Tetanus toxoid (161,000)

Antibiotics for premature rupture of membranes (133,000)

Measles vaccine (103,000)
Malaria treatment during pregnancy (22,000)

Complementary

feeding (587,000)

Oral rehydration

therapy (1.48M)

Antibiotics for sepsis 

(583,000)

Antibiotics for 

pneumonia (577,000)

Anti-malarial 

(467,000)

Zinc (394,000)

Newborn resuscitation (359,000)

Antibiotics for dysentery (310,000)

Total 

Total

PREVENTION

Existing interventions

could have saved 

5.46 million 

child deaths per year

TREATMENT

Existing interventions

could have saved 

2.70 million 

child deaths per year

Source: CIFF graph based on Lancet Child survival series, 2003 20
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ÅCurrently available interventions can reduce under-5 mortality by two-thirds



Countries where future child mortality can be 

reduced

Countries with 

greatest burden 

(deaths)

U-5 mortality 

rate reduction 

(since 1990)1

Health aid 

received given 

disease burden2

Control of 

corruption3

Other quality of 

governance 

indicators4

Availability of 

financial 

resources per 

capita5

Demonstrated 

commitment of 

government to public 

health6

India 38% Medium High High Medium Low

Nigeria 18% Medium Low Low Medium Low

Pakistan 31% Medium Medium Medium Medium Low

China 52% Low Medium Medium High Medium

Ethiopia 42% High Medium Medium Low High

Bangladesh 60% Medium Low Medium Low Low

Tanzania 26% High High High Low High

Uganda 25% High Medium Medium Low Medium

Kenya -25% High Medium Medium Medium High

Afghanistan 1% Low Low Low Low Low

DRC 19% Low Low Low Low Medium

Angola 39% Medium Low Low High Medium

Sources: CIFF analysis based on following references: 1)  Mortality trends based on latest UNICEF estimates 2) Financing of global health: tracking development 

assistance for health from 1990 to 2007. Lancet 2009  3) World Bank Institute  4) Estimated based on Millennium Challenge Corporation country assessments for FYô09  

5) Based on GNI/capita  6) Based on % of government expenditures  dedicated to health in 2008
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ÅCIFF should be open to exploring opportunities in countries that were not an area of focus earlier (such as 

Pakistan, China and Angola) but have demonstrated a reasonable ability to progress on child survival

ÅSpecific investment proposals in the context of these geographies will be further analysed to see if CIFF can 

be additive in enhancing Child Survival
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Why are children dying?

Global Distribution of Cause Specific Mortality Among Children Under Five, 2007

Source: WHO World Health Statistics 2007

Å Majority of children under-5 die due to communicable diseases

Å Pneumonia, Diarrhoea and diseases occurring during neonatal period are the biggest causes of death 

among children under-5

Å The key causes highlighted below will be analysed in further detail under specific section on diseases
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Causes of child morbidity
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Å Disability-adjusted life year (DALY) is a widely used indicator to measure morbidity. For each disease, DALYs are 

calculated as the sum of years lost due to premature mortality and the years of productive life lost due to disability 

for incident cases of the ill health condition

Å Morbidity data shows a consistent picture when compared with key causes of mortality. Respiratory diseases, 

Diarrhoeal infections and low birth weight lead to maximum DALYs lost for children globally and need attention

Global Distribution of DALYs for 0-4 Years by Cause, 2005, Total=400 million

Source: CIFF analysis based on WHO 2005 data
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