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Maternal, newborn, and child health and the Sustainable
Development Goals—a call for sustained and improved
measurement
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household survey programmes such as Demographic
and Health Surveys and the Multiple Indicator Cluster
Surveys, the Countdown to 2015 for Maternal,
Newborn and Child Survival (Countdown) eﬀort,
and the investment and visibility promoted by the
Commission on Information and Accountability for
Women’s and Children’s Health and its independent
Expert Review Group. Yet challenges remain, such as
the need for improved standardised data collection
and use at the facility level and innovation to address
fundamental technical issues. A more robust data
system to measure the coverage of interventions
known to be eﬀective in reducing maternal, newborn,
and child mortality—similar to those that currently exist
for vaccines and malaria—will be essential to enhance
services, improve health, and achieve long-term goals
in mortality reduction. Building on, extending, and
reﬁning this system for measuring maternal, newborn,
and child health is an urgent task for the global
community, as well as national and local governments.

For the DHS Program:
Demographic and Health
Surveys see http://dhsprogram.
com
For the Multiple Indicator
Cluster Surveys see http://www.
unicef.org/statistics/
index_24302.html
For Countdown to 2015:
maternal, newborn and child
survival see http://www.
countdown2015mnch.org/
For information about the UN
Commission on Information
and Accountability for
Women’s and Children’s Health
see http://www.
everywomaneverychild.org/
accountability/coia#sthash.
LD0xrKPS.dpuf
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Immunisation is one of the great global health
successes of the past century, with millions of lives
saved.1 Ensuring vaccination of millions of children is
complex, but is made possible by one fundamental
task: systematic counting at multiple levels and at
frequent intervals. From charts in thousands of rural
health posts, to databases in ministries of health, to
standardised surveys and global reports from WHO,
UNICEF, and GAVI, the Vaccine Alliance, a robust
interconnected system of data collection and use
enables health workers, programme managers, and
global actors to track who is vaccinated and make
course corrections as needed to improve performance,
policies, and programmes.
Similar large-scale and long-term gains have been
made against malaria by way of highly aligned and
coordinated global measurement strategies linked
to programmes.2 These characteristics were also a
prominent feature of the successful global diarrhoeal
disease control programme of the 1980s and early
1990s.3 “The Three Ones” (ie, one action framework,
one national coordinating authority, and one countrylevel monitoring and evaluation system) for HIV
promoted harmonised measurement plans that were
made possible by an aggressive global capacity-building
eﬀort.4 In maternal, newborn, and child health, the
counting is more diﬃcult than in some other parts of
global health, but has never been more crucial. The
Sustainable Development Goals (SDGs) call for major
reductions in maternal, neonatal, and child mortality
and universal access to sexual and reproductive
health services by 2030.5 These aims require further
expansion in coverage, quality, and measurement of
eﬀective interventions.
Although the Millennium Development Goals (MDGs)
sparked an increase in data collection,6 most countries
still do not have timely data about how many of the
women, adolescents, children, and newborns who
need eﬀective interventions are receiving them. This
is unacceptable, and the global health community
can do better. Great progress has been made through
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We envision a measurement system based on several
key principles.
First, focus is needed to deﬁne a core set of global
indicators of eﬀective coverage for maternal, newborn, and child health interventions, with targets
and measurement methods that can be tailored to
local settings. Provision of quality care to mothers,
neonates, and children requires a complex set of
interventions and actions.7 Attempts have been
made to prioritise which of these interventions
can be measured and how.8 However, the absence
of consensus and standards has been a barrier to
global, country, and local actors working together to
improve performance through reporting that enables
comparisons both within and across countries. What
is needed is a core set of coverage indicators (ie, about
15) that are informative, feasible, and cost eﬀective
to collect, to continue the work of Countdown
and the independent Expert Review Group of the
Commission on Information and Accountability for
Women’s and Children’s Health. Each indicator must
be accompanied by standard measurement methods,
and the whole package should be agreed on by global
normative agencies including the UN, major donors,
and national governments.
Measures of process and quality should also be
prioritised. Technical experts should be engaged
to ensure accuracy is suﬃcient to not only produce
comparable results but also to support sound policies
and programme action. A global set of reference
materials can be developed with full participation of
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government and technical leaders at country level.
Baseline coverage levels need to be measured for each
core indicator. National technical and political leaders
need to deﬁne numerical targets for coverage up to
2030 and to implement processes to collect, report on,
and make use of coverage data as they are collected.
Throughout this eﬀort to align global priorities, the
global community will need to distinguish between
indicators that can be measured adequately now, and
aspirational indicators that could be measured after
improved methods have been tested and integrated
into national systems.
Second, relevance must be maintained to ensure
that data about maternal, newborn, and child
health coverage are useful in the country in which
they are collected. National governments need to
take the lead in resourcing and managing this data
collection, analysis, and quality assurance—including
both the core coverage indicators and additional
relevant measures at the management level—and
harmonisation of diﬀerent types of routine reporting
and surveys. Measurement expertise needs to be
built at local, national, and regional levels so that
learning, course correction, and data-driven policies
and programmes are ensured. In these eﬀorts to build
local capacity, the global community must provide
thoughtful assessments of what is needed to develop
an adequate programme for the measurement and use
of data about maternal, newborn, and child health.
This contribution should include costed plans to
allocate suﬃcient resources in a coordinated way—for
training, but also to incentivise data analysis and use
of results in both service delivery and management
settings. Investments in national data for use in the
context of programmes and service delivery need
to be balanced with those for global comparisons
and tracking.
Third, innovation will be crucial to develop eﬃcient
and technically sound methods and instruments
to collect and make use of coverage data, including
data about service quality. Priority must be given to
the important barriers and challenges to eﬀective
measurement of coverage that exist in maternal,
newborn, and child health. Observation of clinical
actions as a basis for quality monitoring is timeconsuming and expensive. However, asking women in
household survey interviews to recall clinical actions
www.thelancet.com Vol 386 October 17, 2015
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that occurred around the time of births up to 2 years
in the past can yield inaccurate information.9 Mediumterm and long-term investments can be made to
overcome these barriers, including optimisation
of existing approaches and development of new
technologies, such as biomarkers and mobile phone
applications, which can generate accurate real-time
data at regular intervals. However, collection and use
of coverage data need to be improved now, even in
the absence of these enabling tools and technologies.
Immediate improvements are possible through linkage
of household surveys with facility service assessments
to produce proxy measures for eﬀective coverage, and
by use of composite measures to assess continuity and
equity across the continuum of care. Results generated
by research on implementation merit attention and
further integration with the measurement agenda.
Fourth, equity as a fundamental component of
programme design, measurement, and management
is essential to direct resources to those most in need
and at highest risk of death. To understand inequalities
and focus programme resources on bridging gaps
in coverage, data about coverage and outcomes
are needed for subpopulations disaggregated by
subnational geographies, wealth quintiles, gender,
urban or rural residence, access to health services,
and other determinants. Making equity central to the
design of all measurement and evaluation plans for
maternal, newborn, and child health will strengthen
programme implementation.10
Finally, leadership is needed to prioritise
measurement and evaluation within the global
strategic agenda for reproductive, maternal, newborn,
child, and adolescent health (RMNCAH), increasing
the attention and investment given to data collection
and use. Improved coordination and integration of
measurement agendas is needed urgently, not only for
measurement and evaluation plans, but also across the
broader continuum of RMNCAH. All global activities,
including major funding initiatives such as the Global
Financing Facility for Every Woman, Every Child,11
need a common measurement framework, shared
priorities, and dedicated resources to support action
and adaptation to speciﬁc national and subnational
contexts. The RMNCAH content must also link to
broader harmonisation initiatives, such as the Roadmap
www.thelancet.com Vol 386 October 17, 2015

for Health Measurement and Accountability.12 New
mechanisms must be put in place to allow technical
experts to develop, disseminate, implement, and
report on a global RMNCAH measurement agenda
and to manage global measurement priorities. We call
on governments, partners, and technical experts to
join in the movement for improved measurement for
maternal, newborn, and child health, building on what
is known and endorsing an urgent, evidence-based
agenda for action and development to do better in the
immediate future.
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Hepatitis C virus (HCV) infection is more common in
patients with chronic kidney disease stage 4 or 5 than
in the general population.1,2 HCV transmission might
be either nosocomial within the dialysis unit, or from
(mostly past) blood transfusions, or occasionally
from an infected graft.2,3 HCV infection is a strong
independent risk factor for death in patients on
dialysis.4 With (peg)interferon and ribavirin, sustained
viral response (SVR) rates are low, around 35% in
dialysis patients, and tolerance is poor.5,6 However,
anti-HCV treatments have changed dramatically over
the past 5 years. With direct-acting antiviral agents,
SVR rates now exceed 95% in patients without chronic
kidney disease.3 Unfortunately, patients with chronic
kidney disease stages 4 and 5 have been excluded from
virtually all controlled trials with direct-acting antiviral
agents.
In The Lancet, David Roth and colleagues7 report
the ﬁrst results of C-SURFER, a phase 3 study.

They recruited 235 patients with chronic HCV
genotype 1 infection (the most prevalent genotype
in dialysis patients6) and chronic kidney disease
stage 4 or 5 (76% were on haemodialysis, 6% were
cirrhotic, and 80% were treatment naive). Patients
were randomly assigned to either immediate (n=111)
or delayed (n=113) treatment with an oral once-daily
combination of grazoprevir (100 mg) and elbasvir
(50 mg) for 12 weeks. Additionally, 11 patients were
assigned to an immediate intensive pharmacokinetic
group. The authors did not request a liver biopsy
at baseline to assess the extent of liver ﬁbrosis:
biochemical non-invasive markers or transient
elastography were suﬃcient, in line with recent
practice changes.8 The removal of a signiﬁcant hurdle,
the risk of liver biopsy, should facilitate the treatment
of HCV in dialysis patients.
Roth and colleagues7 report on the immediate
treatment group, with or without intensive
pharmacokinetic study (n=122): the SVR at 12 weeks
(SVR12) was 99% (95% CI 95·3–100·0). Thus, the cure
of HCV infection (at least for genotype 1) now appears
at hand in chronic kidney disease stage 4 or 5. The
tolerance of the study regimen was also impressive,
with no withdrawals due to side-eﬀects. Despite some
selection bias for healthier patients, as suggested by
their younger age (mean 56 years) and somewhat
lower comorbidity than the typical western dialysis
patient, the results appear generalisable to candidates
for a kidney transplant. Only a small minority of these
patients are treated as yet for HCV,4 despite the poor
prognosis associated with the virus. The single pill
grazoprevir and elbasvir regimen appears attractive in
a population facing polypharmacy.9 Both grazoprevir
and elbasvir are substrates of CYP3A/P-glycoprotein,
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