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Countdown headlines 
for 2014

Real progress has been achieved.

• The median annual rate of reduction in under-5 
mortality in the Countdown countries doubled 
over 2000–2012 compared with 1990–2000, and 
child deaths have been almost halved since 
1990.

• Three-quarters of Countdown countries reduced 
maternal mortality faster in 2000–2013 than in 
the 1990s.

• Median national coverage is 75% or higher for 
several key interventions (at least one antenatal 
care visit with skilled health personnel, 
vitamin A supplementation, immunizations and 
improved source for drinking water).

• Rapid advances in coverage for malaria 
interventions show the impact of advocacy, 
investment and sustained effort and provide 
a model (and a challenge) for lagging 
interventions.

• High coverage has been reached among the 
wealthy populations in many Countdown 
countries. Similar levels can be achieved 
across the whole population. Countries that 
have closed the equity gap provide a model of 
success.

• Countdown countries continue to expand 
adoption of key policies that support improved 
coverage and quality of reproductive, maternal, 
newborn and child health interventions.

• Total per capita health expenditure in the 
Countdown countries grew more than 10% 
between 2010 and 2012.

• More than 75% of Countdown countries 
conducted a nationally representative 
household survey between 2008 and 2012. 
Before 2000 few countries had survey data 
available.

But substantial business remains unfinished.

• Fewer than half of Countdown countries will 
achieve Millennium Development Goal (MDG) 4, 
and very few will achieve MDG 5.

• Half of Countdown countries still have a high 
maternal mortality ratio (300–499 deaths per 
100,000 live births), and 16 countries—all of 
them in Africa—have a very high maternal 
mortality ratio (500 or more deaths per 100,000 
live births).

• Progress in reducing preventable newborn 
deaths is much slower than progress in 
reducing deaths among children under 
age 5 in many Countdown countries. Most 
newborn deaths occur on the day of birth from 
intrapartum events, infections or preterm birth 
complications.

• Preventable and treatable infectious diseases 
such as pneumonia and diarrhoea remain the 
leading causes of child deaths, and coverage 
of treatment interventions remains low in most 
Countdown countries.

• Nearly half of child deaths are attributable 
to undernutrition. In 42 of the 62 Countdown 
countries with available data, more than 30% of 
children are stunted. Poor nutrition also harms 
women’s health and increases women’s risk of 
experiencing a stillbirth or delivering a low-
birthweight baby.

• Severe health workforce shortages limit 
countries’ ability to provide high-quality care 
to women and children. Only seven Countdown 
countries report having enough skilled health 
professionals to achieve high coverage of 
essential interventions.

• Not one Countdown country has adopted all 10 
“tracer” policies that support delivery of proven 
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interventions across the reproductive, maternal, 
newborn and child health continuum of care.

• Official development assistance for maternal, 
newborn and child health in the Countdown 
countries decreased slightly between 2010 and 
2011, driven by a 3% reduction in child health 
aid. Official development assistance for family 
planning grew substantially in 2011 but remains 
low. The amount of aid varies widely across 
countries and is not always proportional to 
need.

• Only eight Countdown countries reported recent 
data on all coverage indicators recommended 
by the Commission on Information and 
Accountability for Women’s and Children’s 
Health. Half of Countdown countries reported 
new data from 2011–2012 on only one 
recommended indicator.

Inequities—between and within countries—
mean that too many women and children are 
being left behind.

• Even for interventions with high coverage 
in most Countdown countries, such as 
immunizations, some countries reach less than 
half of their population of women and children.

• Across Countdown countries coverage for 
key interventions along the continuum of care 
is much higher for the wealthy than for the 
poor. Stunting is, on average, 2.5 times higher 
among poor children than among children from 
wealthier families.

Concerted, emphatic action is needed now to 
save lives and accelerate progress.

• The next 18 months are critical for accelerating 
progress towards the MDG targets and for 

ensuring that work to achieve the next set of 
goals begins right now.

• Sustainable development requires intensified 
support to countries that do not achieve the 
health MDGs and continued effort by and with 
countries that have.

• Action on improving nutrition and coverage of 
effective interventions for all population groups 
in order to end preventable maternal and child 
deaths must not wait for the post-2015 targets 
to be finalized. These goals are crucial to any 
global agenda, and delays in pursuing them are 
unacceptable and unconscionable.

• Increasing access to high-quality, skilled care 
around the time of birth will reduce maternal 
deaths, stillbirths and newborn deaths. 
Investment in water and sanitation programmes 
and strategies to increase coverage of treatment 
interventions for pneumonia and diarrhoea will 
help end the huge toll of deaths from these two 
leading killers of children.

• Greater efforts are needed to help countries 
facing rapid population growth develop 
innovative approaches, including plans 
to increase health workforce production, 
deployment and retention, in order to reach all 
women and children with essential services.

• We must all act to protect families, women and 
children from the destructive health impact 
of war and civil conflict and to help countries 
rebuild once conflict subsides.

• Countries and their partners must invest in 
collecting and reporting health data that are fit 
for purpose, reliable, representative, timely and 
able to be disaggregated for subnational equity 
analyses.
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Introduction: unfinished 
business, achievable goals

At the dawn of this new century, the countries 
of the world agreed on a set of Millennium 
Development Goals (MDGs)—ambitious and 
inspired statements of our global commitment 
to end extreme poverty and meet the needs of 
the world’s poorest. Improving women’s and 
children’s health and well-being—and in particular 
dramatically reducing millions of their preventable 
and needless deaths—stood at the centre of the 
framework, as the fourth and fifth of the eight 
MDGs. The deadline for achieving the goals was 
set for the end of 2015—exactly 18 months from 
today.

When that deadline arrives, we will not have 
achieved the goals related to maternal and child 
health. Fewer than half of the 75 Countdown 
countries are likely to have succeeded in reducing 
child mortality by two-thirds from 1990 levels 
(MDG Target 4.A), only a small fraction will have 
cut maternal death by three-quarters (MDG 
Target 5.A), and we will still be far from ensuring 
universal access to reproductive health (MDG 
Target 5.B).

This report highlights important progress in many 
countries and on many pressing health challenges. 
At the global level, over the 25-year measurement 
span of the MDGs, maternal and child deaths will 
have been almost halved. Dramatic progress on 
HIV interventions, vaccinations and distribution of 
insecticide-treated nets will have demonstrated 
the compelling power of high-level commitment, 
plentiful and consistent funding, and a focus on 
evidence-based programming to effect dramatic, 
life-saving change.

The end of 2015 will inaugurate a new era in global 
health. We will enter that new era with unfinished 
business that can and must be addressed. As we 
move forward, setting new goals and establishing 
new accountability structures, we must renew and 
redouble our efforts in key areas where progress 
has been slowest:

• Meeting the vast unmet need for contraception, 
so that women and families can better control 
their fertility and their lives.

• Ensuring that there are enough adequately 
trained health care workers equipped with the 
supplies needed to provide high-quality care 
before, during and after pregnancy to make 
pregnancy and childbirth safer for both mother 
and baby.

• Improving maternal and newborn survival, 
including reducing preterm births and stillbirths, 
by investing in care on the day of birth when the 
risk of mortality is highest.

• Addressing the infectious diseases, especially 
pneumonia and diarrhoea, that needlessly kill 
millions of children because they do not have 
access to effective treatments, appropriate 
nutrition, safe water and adequate sanitation 
facilities.

• Confronting the huge burden of undernutrition 
that retards both the growth and the life 
opportunities of far too many children and 
adolescents in the majority of Countdown 
countries, where more than 30% of children are 
stunted.

Underlying each of these issues is the harsh 
reality of many millions of women and children 
who are being left behind. Overcoming the huge 
inequities in access to high-quality health care is 
fundamental to success or failure in meeting the 
health targets—both pre- and post-2015—that we 
set for ourselves. Succeeding “on average” too 
often means failing to reach millions of poor and 
other disadvantaged women, children and families. 
Focused, evidence-based health policies and 
programmes must be targeted to the unreached. 
The task in front of us is not just about easy wins 
or low-hanging fruit. It is about the hard work of 
fulfilling every woman’s and child’s fundamental 
right to the highest attainable standard of health.
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Today, countries, their development partners and 
advocates are hard at work building consensus 
around a new set of objectives, with targets set a 
generation away. But we have not yet reached the 
end of 2015. Over the next 18 months we must use 
available data to drive emphatic, concerted action 
and sprint to the MDG finish line. A child dies 
every five seconds; a woman dies in pregnancy 
or childbirth every two minutes. Our efforts, right 
now, will save lives today and tomorrow, not just 
in 10 or 20 years. And a strong and determined run 
up to 2015 will put countries on a path to success 
in achieving the next set of goals and making life 
better for women and children everywhere.

Economic development is a central focus of 
emerging accountability frameworks. But 
economic growth will not, on its own, result in 
lifesaving health care for all. It must be coupled 
with a core focus on health. Addressing pressing 
health challenges—in countries that often face 
a complex mix of climate change, population 
growth, civil conflict, gender discrimination, high 
HIV prevalence and other issues—is one of the 
most effective ways of building human capital 
and enabling equitable, sustainable economic 
development.

We face a unique challenge, a compelling 
opportunity and a pressing obligation to end the 
heavy toll of millions of preventable women’s 
and children’s deaths. We can achieve this, but it 
will not happen on its own. We, as Countdown, 

challenge ourselves and the global reproductive, 
maternal, newborn and child health community 
to make the remaining days in the MDG era 
and the years beyond 2015 count for women 
and children. There must be continued, even 
increased, accelerations in coverage for life-
saving interventions and in improving nutrition 
and making family planning universally available. 
Coverage must be more equitable. And there must 
be greater commitment to data evolution that 
results in more and better data and data use for 
improving programmes.

These targets do not need to wait for validation 
through the language of the sustainable 
development goals—they are a necessary part of 
any global agenda, and delays are unconscionable. 
Without consistent commitment and collaborative 
efforts, built on a strong foundation of evidence, 
the next generation of women and children will be 
saddled with the same crippling burden of illness 
and loss that we face today. Every country can 
improve women’s and children’s health and reduce 
preventable deaths. Countdown will continue to 
track progress towards these immutable targets 
at the country level and will hold fast to the 
principle of accountability by all for the health 
and development of women and children. With 
this report, Countdown begins the next stage of 
its work, enabling that progress by spotlighting 
the successes, the gaps, the programmatic 
innovations, the inequities and the lessons learned 
along the way.
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Countdown: The 2014 Report

Countdown to 2015 is a global movement to track, 
stimulate and support country progress towards 
the health-related Millennium Development 
Goals, particularly goals 4 (reduce child mortality) 
and 5 (improve maternal health). Established 
in 2003 by the Bellagio Study Group on Child 
Survival,1 Countdown is supra-institutional and 
includes academics, governments, international 
agencies, professional associations, donors, 
nongovernmental organizations and other 
members of civil society, with The Lancet as 
a key partner. Countdown focuses specifically 
on tracking coverage of a set of evidence-
based interventions proven to reduce maternal, 
newborn and child mortality in the 75 countries 
where more than 95% of maternal and child 
deaths occur.

Countdown produces periodic publications, 
reports and other materials on key aspects 
of reproductive, maternal, newborn and child 
health, using data to hold stakeholders to account 
for global and national action. At the core of 
Countdown reporting are country profiles that 
present current evidence to assess country 
progress in improving reproductive, maternal, 
newborn and child health. The two-page profiles 
in this report are updated every two years and 

include key demographic, nutritional status and 
mortality statistics; coverage levels and trends 
for proven reproductive, maternal, newborn and 
child health interventions; and policy, health 
system, financial and equity indicators. Countdown 
also prepares one-page versions of the profiles 
showcasing the priority indicators defined by the 
Commission on Information and Accountability for 
Women’s and Children’s Health and equity-specific 
profiles for each of the 75 priority countries. More 
information on Countdown data sources and 
methods are included in annexes B–H and at www.
countdown2015mnch.org.

This report begins with a summary of Countdown 
results for 2014 based on the data presented in the 
country profiles. Progress has been impressive in 
some areas, but unfinished business remains that 
must be prioritized in the post-2015 framework. 
The report then assesses the state of the data to 
support evidence-based decisions in women’s 
and children’s health. From there it goes on to 
describe elements of the Countdown process that 
might inform ongoing efforts to hold the world to 
account for progress. And finally the report lists 
concrete action steps that can be taken now to 
ensure continued progress for women and children 
in the years ahead.
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Improving maternal, newborn and child survival in 
the Countdown countries depends on our ability 
to work together effectively to reach women 
and children with essential interventions. Trends 
in maternal, newborn and child mortality and 
undernutrition are the bottom line for assessing 
the impact of global and country efforts to increase 
equitable coverage of interventions across the 
reproductive, maternal, newborn and child health 
continuum of care. This section reviews progress 
in the 75 countries towards the mortality targets 
for Millennium Development Goals (MDGs) 4 and 5 
and in addressing undernutrition.

Progress in reducing mortality is accelerating—
but not fast enough!

Child mortality in Countdown countries has 
declined substantially since 1990, paralleling a 
global drop from 12.6 million under-5 deaths in 
1990 to 6.6 million in 2012.2 The median annual rate 
of reduction in under-5 mortality has increased 
in Countdown countries from 1.9% between 1990 
and 1999 to 3.8% over 2000–2012 (table 1). But to 
achieve MDG 4, an annual rate of reduction of at 
least 4.4% over 1990–2015 was required, which 
few Countdown countries were able to reach and 
maintain. Only a minority of Countdown countries 
are on track to achieve MDG 4.3 However, 29 of 
the 75 Countdown countries achieved this high 
pace of progress over 2000–2012, an encouraging 
sign of what is possible.4 Approximately 18,000 
children globally still die every day, the vast 
majority among disadvantaged population groups 
in Countdown countries.5 The leading causes of 
post-neonatal child deaths remain preventable 
infectious diseases—pneumonia, diarrhoea 
and malaria.6 Programmes that target these 
diseases need greater prioritization and sustained 
commitment.

Slower progress has been achieved in reducing 
newborn mortality, so the percentage of child 
deaths that occur in the first four weeks of life 
is rising. The median share of newborn deaths 

among under-5 deaths in Countdown countries 
is 39%, with a low of 26% in Niger and a high of 
64% in Brazil (see table 1). Countdown countries 
that have rapidly reduced child mortality, such 
as Brazil, tend to show a growing proportion of 
deaths in the newborn period. The three leading 
causes of newborn deaths are intrapartum events, 
complications of preterm birth and sepsis,7 all 
of which can be significantly reduced through 
increased investment in the quality of care around 
the time of birth. Such investments can also 
reduce the staggering number of stillbirths each 
year (around 2.6 million), more than 90% of which 
occur in the Countdown countries.8

Progress towards the maternal mortality target 
of MDG 5—reducing maternal mortality by three-
quarters between 1990 and 2015—has been slower 
and is harder to measure than progress towards 
MDG 4. Very few Countdown countries will achieve 
MDG 5.9 The median annual rate of reduction in 
the 75 Countdown countries over 2000–2013 is 
3.1%, with a low of –0.5% in Côte d’Ivoire (where 
the maternal mortality ratio actually increased) and 
a high of 8.6% in Rwanda (table 2). It is very good 
news that 56 Countdown countries saw maternal 
mortality decline faster over 2000–2013 than in the 
1990s and that over 2000–2013, 11 countries saw 
an annual rate of reduction of 5.5% or higher—the 
rate needed over 1990–2015 to meet the MDG 
target.

However, the annual rate of reduction was less 
than 1% in four Countdown countries over the 
past decade, and 16 countries—all in Sub- Saharan 
Africa—still have a very high maternal mortality 
ratio (500 or more deaths per 100,000 live births). 
The median lifetime risk of a maternal death is 1 in 
66 in the Countdown countries, with a low of 1 in 
1,800 in Azerbaijan and China and a high of 1 in 15 
in Chad. In comparison, the likelihood that an adult 
woman will die from maternal causes is 1 in 3,400 
in high-income countries.10 The majority of maternal 
deaths occur during the intrapartum and immediate 
postpartum periods from preventable causes such 

Progress towards 
Millennium Development 
Goals 4 and 5
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 (continued)

Country

Under-five mortality rate Share of under-5 
deaths occurring in 
neonatal period (%)

Deaths per 1,000 
live births

Average annual  
rate of reduction (%)

1990 2000 2012 1990–2012 1990–2000 2000–2012 2012

Rwanda 151 182 55 4.6 –1.9 10.0 39

Cambodia 116 111 40 4.9 0.5 8.5 47

China 54 37 14 6.1 3.8 8.1 61

Malawi 244 174 71 5.6 3.4 7.5 34

United Republic of Tanzania 166 132 54 5.1 2.3 7.4 40

Liberia 248 176 75 5.4 3.4 7.1 36

Senegal 142 139 60 3.9 0.2 7.1 42

Brazil 62 33 14 6.6 6.2 6.9 64

Peru 79 40 18 6.7 6.9 6.5 51

Egypt 86 45 21 6.4 6.4 6.4 56

Bangladesh 144 88 41 5.7 4.9 6.4 60

Ethiopia 204 146 68 5.0 3.4 6.3 43

Uganda 178 147 69 4.3 1.9 6.3 33

Democratic People’s Republic of Korea 44 60 29 1.9 –3.2 6.1 54

Azerbaijan 93 72 35 4.4 2.5 6.0 43

Niger 326 227 114 4.8 3.6 5.8 26

Nepal 142 82 42 5.6 5.5 5.7 57

Zambia 192 169 89 3.5 1.3 5.4 34

Bolivia (Plurinational State of) 123 78 41 5.0 4.6 5.3 46

Madagascar 159 109 58 4.6 3.8 5.2 38

Kyrgyzstan 71 50 27 4.4 3.5 5.2 54

Mozambique 233 166 90 4.3 3.4 5.1 34

Burkina Faso 202 186 102 3.1 0.8 5.0 27

South Sudan 251 181 104 4.0 3.3 4.6 35

Eritrea 150 89 52 4.8 5.2 4.5 36

Mali 253 220 128 3.1 1.4 4.5 33

Indonesia 84 52 31 4.5 4.7 4.4 48

Guinea 241 171 101 3.9 3.4 4.4 34

Lao People’s Democratic Republic 163 120 72 3.7 3.1 4.3 38

Benin 181 147 90 3.2 2.0 4.2 31

South Africa 61 74 45 1.4 –2.0 4.2 34

São Tomé and Príncipe 104 87 53 3.0 1.8 4.1 38

Morocco 80 50 31 4.3 4.6 4.0 59

India 126 92 56 3.6 3.2 4.0 55

Yemen 125 97 60 3.3 2.5 4.0 45

Gambia 170 116 73 3.8 3.8 3.9 40

Botswana 48 85 53 –0.5 –5.8 3.9 54

Guatemala 80 51 32 4.2 4.6 3.8 48

Cameroon 135 150 95 1.6 –1.1 3.8 30

Mexico 46 25 16 4.8 6.0 3.7 44

Uzbekistan 74 61 40 2.8 1.8 3.7 34

Tajikistan 105 91 58 2.7 1.4 3.7 40

Nigeria 213 188 124 2.5 1.2 3.5 32

Kenya 98 110 73 1.4 –1.2 3.5 37

Swaziland 71 121 80 –0.5 –5.4 3.5 37

Myanmar 106 79 52 3.2 3.0 3.4 51

Turkmenistan 90 79 53 2.4 1.4 3.3 41

Sudan 128 106 73 2.6 1.9 3.1 39

Ghana 128 103 72 2.6 2.1 3.0 40

Burundi 164 150 104 2.1 0.9 3.0 35

TABLE 1  
Trends in child mortality in the 75 Countdown countries, by average annual rate of reduction, 2000–2012
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Source: UN Inter-agency Group for Child Mortality Estimation 2013.

Country

Under-five mortality rate Share of under-5 
deaths occurring in 
neonatal period (%)

Deaths per 1,000 
live births

Average annual  
rate of reduction (%)

1990 2000 2012 1990–2012 1990–2000 2000–2012 2012

Equatorial Guinea 182 143 100 2.7 2.4 2.9 34

Haiti 144 105 76 2.9 3.2 2.7 34

Gabon 92 86 62 1.8 0.7 2.7 41

Viet Nam 51 32 23 3.6 4.7 2.6 53

Afghanistan 176 134 99 2.6 2.7 2.6 36

Philippines 59 40 30 3.1 3.7 2.5 47

Guinea-Bissau 206 174 129 2.1 1.7 2.5 36

Côte d’Ivoire 152 145 108 1.6 0.4 2.5 38

Djibouti 119 108 81 1.8 1.0 2.4 39

Mauritania 128 111 84 1.9 1.5 2.3 40

Pakistan 138 112 86 2.2 2.1 2.2 50

Iraq 53 45 34 2.0 1.7 2.2 56

Sierra Leone 257 234 182 1.6 0.9 2.1 27

Comoros 124 99 78 2.1 2.2 2.0 40

Togo 143 122 96 1.8 1.6 2.0 35

Central African Republic 171 164 129 1.3 0.4 2.0 32

Papua New Guinea 89 79 63 1.6 1.3 1.9 39

Chad 209 189 150 1.5 1.0 1.9 27

Angola 213 203 164 1.2 0.5 1.8 28

Congo 100 118 96 0.2 –1.7 1.7 34

Democratic Republic of the Congo 171 171 146 0.7 0.0 1.3 30

Somalia 177 171 147 0.8 0.4 1.2 31

Lesotho 85 114 100 –0.7 –3.0 1.1 46

Zimbabwe 74 102 90 – 0.9 –3.2 1.1 44

Solomon Islands 39 35 31 1.0 1.0 0.9 44

TABLE 1 (CONTINUED)  
Trends in child mortality in the 75 Countdown countries, by average annual rate of reduction, 2000–2012

as haemorrhage, pre-eclampsia or eclampsia, and 
infection.11 Unsafe abortion also exacts a high toll 
of avoidable maternal deaths in the Countdown 
countries (box 1). Most maternal deaths can be 
averted by implementing programmes and policies 

that support women’s access to affordable and 
high-quality family planning, antenatal, delivery and 
postnatal care. Progress and gaps in intervention 
coverage across the Countdown countries are 
reviewed in the next section.
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(continued)

Country

Maternal mortality ratio
Deaths per 100,000 

live births
Average annual  

rate of reduction (%)
1990 2000 2013 1990–2013 1990–2000 2000–2013

Rwanda 1,400 1,000 320 6.1 2.8 8.6

Cambodia 1,200 540 170 8.1 7.7 8.4

Lao People's Democratic Republic 1,100 600 220 6.8 6.1 7.4

Equatorial Guinea 1,600 790 290 7.0 6.6 7.4

Afghanistan 1,200 1,100 400 4.7 1.4 7.2

Ethiopia 1,400 990 420 5.0 3.1 6.4

Angola 1,400 1,100 460 4.9 2.9 6.4

Nepal 790 430 190 6.0 5.8 6.1

Azerbaijan 60 57 26 3.6 0.4 6.0

Botswana 360 390 170 3.1 –0.7 6.0

Zambia 580 610 280 3.1 –0.5 5.7

Bangladesh 550 340 170 5.0 4.6 5.4

Sierra Leone 2,300 2,200 1,100 3.3 0.7 5.3

Tajikistan 68 89 44 1.9 –2.6 5.3

China 97 63 32 4.7 4.2 5.1

United Republic of Tanzania 910 770 410 3.5 1.7 4.8

India 560 370 190 4.5 4.1 4.7

Mozambique 1,300 870 480 4.3 4.1 4.5

Myanmar 580 360 200 4.5 4.7 4.3

Uganda 780 650 360 3.2 1.9 4.3

Eritrea 1,700 670 380 6.2 8.7 4.2

Peru 250 160 89 4.4 4.6 4.2

Liberia 1,200 1,100 640 2.8 1.2 4.0

South Sudan 1,800 1,200 730 3.8 3.6 4.0

Nigeria 1,200 950 560 3.1 2.0 4.0

Viet Nam 140 82 49 4.4 4.9 3.9

Swaziland 550 520 310 2.5 0.6 3.9

Morocco 310 200 120 4.1 4.3 3.9

Egypt 120 75 45 4.1 4.4 3.8

Indonesia 430 310 190 3.5 3.2 3.8

Pakistan 400 280 170 3.6 3.3 3.7

Bolivia (Plurinational State of) 510 330 200 4.0 4.5 3.6

Solomon Islands 320 210 130 3.8 4.1 3.6

Djibouti 400 360 230 2.4 1.2 3.4

Mali 1,100 860 550 3.1 2.7 3.4

Papua New Guinea 470 340 220 3.3 3.2 3.4

Chad 1,700 1,500 980 2.3 1.0 3.2

Sudan 720 540 360 3.0 2.8 3.1

Guinea-Bissau 930 840 560 2.2 1.0 3.1

Mauritania 630 480 320 2.9 2.6 3.1

Senegal 530 480 320 2.2 1.1 3.0

Democratic Republic of the Congo 1,000 1,100 730 1.5 –0.5 3.0

Ghana 760 570 380 2.9 2.8 3.0

Congo 670 610 410 2.1 1.0 3.0

Guinea 1,100 950 650 2.2 1.2 2.9

Burkina Faso 770 580 400 2.9 2.8 2.9

Malawi 1,100 750 510 3.2 3.7 2.8

Zimbabwe 520 680 470 0.4 –2.7 2.8

Benin 600 490 340 2.4 2.0 2.7

TABLE 2  
Trends in maternal mortality in the 75 Countdown countries, by average annual rate of 
reduction, 2000–2013
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Source: Countdown estimates based United Nations Population Division database (http://esa.un.org/poppolicy/about_database.aspx, accessed January 2014).

About 22 million unsafe abortions occur each year, 
resulting in thousands of preventable maternal 
deaths and numerous women left with permanent 
disabilities.1 Three-quarters of these unsafe abortions, 
the vast majority of which occur in developing 
countries, could be averted through improved access 
to family planning services. Provision of safe abortion 
services (to the extent allowed by law) and post-
abortion care in countries where safe abortion is 
legally restricted are also important measures for 
reducing unnecessary deaths and other complications. 
Of the 74 Countdown countries with data for 2013, 
30 have legislation permitting abortion only to save a 

woman’s life, 4 have legislation permitting abortion to 
preserve physical health, 26 have legislation permitting 
abortion to preserve mental or physical health, 2 have 
legislation permitting abortion for economic or social 
reasons as well as to preserve a woman’s health and 
survival and 12 have legislation permitting abortion on 
request. Four countries also have legislation allowing 
abortion in cases of rape or incest, 3 in cases of foetal 
impairment and 25 in cases of rape, incest or foetal 
impairment.

Notes
1. WHO 2011.

BOX 1  
Preventing unsafe abortion

Source: Maternal Mortality Estimation Inter-agency Group (World Health Organization, United Nations Children’s Fund, United Nations Population Fund, 

United Nations Population Division and World Bank) 2014.

Country

Maternal mortality ratio
Deaths per 100,000 

live births
Average annual  

rate of reduction (%)
1990 2000 2013 1990–2013 1990–2000 2000–2013

Kenya 490 570 400 0.8 –1.6 2.7

São Tomé and Príncipe 410 300 210 2.8 3.1 2.6

Democratic People's Republic of Korea 85 120 87 –0.1 –3.8 2.6

Somalia 1,300 1,200 850 1.8 0.8 2.5

Lesotho 720 680 490 1.7 0.6 2.5

Comoros 630 480 350 2.6 2.6 2.5

Mexico 88 67 49 2.5 2.7 2.4

Gabon 380 330 240 2.0 1.4 2.4

Burundi 1,300 1,000 740 2.3 2.1 2.4

Yemen 460 370 270 2.3 2.2 2.3

Niger 1,000 850 630 2.0 1.6 2.3

Kyrgyzstan 85 100 75 0.5 –1.8 2.2

Uzbekistan 66 48 36 2.6 3.0 2.2

Central African Republic 1,200 1,200 880 1.3 0.2 2.2

Haiti 670 510 380 2.4 2.6 2.2

Gambia 710 580 430 2.1 2.1 2.2

Turkmenistan 66 81 61 0.3 –2.1 2.1

Togo 660 580 450 1.6 1.2 1.9

Cameroon 720 740 590 0.9 –0.4 1.8

Madagascar 740 550 440 2.3 3.0 1.7

Brazil 120 85 69 2.4 3.3 1.7

Guatemala 270 160 140 2.8 4.8 1.3

South Africa 150 150 140 0.4 –0.2 0.9

Iraq 110 71 67 2.0 4.1 0.4

Philippines 110 120 120 –0.6 –1.2 –0.2

Côte d’Ivoire 740 670 720 0.1 1.0 –0.5

TABLE 2 (CONTINUED)  
Trends in maternal mortality in the 75 Countdown countries, by average annual rate of 
reduction, 2000–2013
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Nutrition: a building 
block for progress

Millennium Development Goal Target 1.C includes 
a focus on child undernutrition as an indicator 
for monitoring progress in eradicating poverty. 
The importance of ensuring good nutrition 
from adolescence through pregnancy and early 
childhood is being increasingly recognized as 
a priority for sustainable development.12 Poor 
nutrition status harms a woman’s own health and 
is a risk factor for intrauterine growth restriction 
and other poor obstetrical outcomes.13 Nearly 
half of all deaths among children under age 5—or 
about 3 million deaths a year—are attributable to 
undernutrition.14

Wasting (low weight for height) affects at least 
52 million children globally.15 It indicates acute food 
shortage or disease, and it sharply increases a 
young child’s risk of death. The median prevalence 
of wasting in the 61 Countdown countries with 
available data is 7%, with a low of 1% in Peru and 
a high of 23% in South Sudan. Childhood wasting 
prevalence exceeds 5%—the threshold set by the 
World Health Assembly in 2013 for countries to 
achieve by 202516—in 41 of these countries.

Stunting (inadequate length and height for age) 
is the most sensitive indicator of the quality of a 
child’s life. Stunting reflects insufficient or low 
quality diets, poor child care or infection.17 In 42 of 
the 62 Countdown countries with available data, 
30% or more of children are stunted (figure 1).

Stunting is highly concentrated among the poor. 
On average across the Countdown countries, 
stunting prevalence is 2.5 times higher among the 
poorest wealth quintile than among the richest 
(figure 2). Stunting also tends to be more common 
in rural areas, in disadvantaged population groups 
and among boys.18

Addressing high prevalence of wasting and 
stunting requires a comprehensive approach 

that includes nutrition-specific interventions for 
women and children, multisectoral efforts to 
combat food insecurity and improve women’s 
low social status, and increased access to safe 
water and sanitation facilities.19 Efforts to improve 
maternal and child nutrition, especially among 
those who are not now being reached, must 
be massively intensified to achieve the global 
target of reducing stunting prevalence 40% 
by 2025, set by the World Health Assembly in 
2013.20 Recognition of the crucial role nutrition 
plays in child health and development, long-term 
health outcomes, human capital development 
and economic productivity has seen a welcome 
expansion in recent years (box 2).

FIGURE 1 
In 42 of the 62 Countdown countries with 
available data, 30% or more of children are 
stunted

Source: United Nations Children’s Fund global databases, April 2014, 

based on Demographic and Health Surveys, Multiple Indicator Cluster 

Surveys and other national surveys.
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FIGURE 2  
On average across the Countdown countries, stunting prevalence is 2.5 times higher among 
the poorest wealth quintile than among the richest

Source: Demographic and Health Surveys and Multiple Indicator Cluster Surveys.
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Good nutrition during the “first 1,000 days”—from 
the beginning of pregnancy to a child’s second 
birthday—is essential for ensuring a healthy start in 
life and avoiding early morbidity and mortality.1 It has 
also been long recognized that insults and illnesses 
in early life can cause chronic conditions that last 
into adulthood. Examples include cerebral palsy as a 
result of birth hypoxia, paralysis as a consequence of 
polio, deformities from congenital syphilis and chronic 
obstructive pulmonary diseases caused by frequent 
lower respiratory infections in childhood. Recent 
evidence reveals that the long-term consequences 
of poor health and undernutrition in early life go well 
beyond the specific effects of particular conditions.

The first 1,000 days play an important role in the 
development of several noncommunicable diseases 
among adults, including diabetes, obesity, hypertension 
and other cardiovascular diagnoses.2 They also 
represent a critical window for the acquisition of human 
capital, which includes adult height and lean body 
mass, performance on intelligence tests and school 
achievement, economic productivity and reproductive 
performance.3 Children who are undernourished are 
more likely to experience poor cognitive development 
and lower academic achievement. When combined 
with the shorter stature of adults who were 
malnourished in early life, poor cognitive development 
reduces earning potential after entry into the workforce. 
Girls who are undernourished are also at elevated risk 
of later entering pregnancy with short stature and low 
body mass index, increasing the likelihood they will 

deliver a low-birthweight baby, perpetuating an insidious 
cycle that entrenches families in poverty.4 Suboptimal 
breastfeeding practices are a major contributor to the 
risk of infectious diseases and may influence adult 
health, nutrition status and intelligence.5

With the emerging evidence of the importance of 
preconception care and adolescent nutrition for 
reproductive health and outcomes, other windows of 
opportunity for intervention along the life course have 
become evident,6 but the importance of the first 1,000 
days remains unparalleled.

Countdown monitors intervention coverage during 
pregnancy, the perinatal period and the first years 
of the child’s life (see figure 3 in the main report). 
Access to these interventions is important not only 
for short-term survival, but also for reducing morbidity 
and ensuring optimal nutrition. The recognition of this 
crucial 1,000-day window of opportunity connects 
the short-term benefits of these interventions with 
their long-term effects on health and human capital, 
thus linking the child survival agenda with the broader 
agenda of economic and social development.

Notes
1. Black and others 2013; UNICEF 2013a.

2. UNICEF 2013a.

3. Victora 2008.

4. Victora 2008.

5. Horta and Victora 2013.

6. Bhutta and others 2013a.

BOX 2  
The first 1,000 days: How interventions in early life can improve adult health and human capital


