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Ensuring multisectoral action on the determinants 
of reproductive, maternal, newborn, child, and 
adolescent health in the post-2015 era
Kumanan Rasanathan and colleagues explain how integrating action on determinants of women’s, 
children’s, and adolescents’ health beyond the health sector into core health strategies is crucial to 
achieving sustainable development goal targets to end preventable deaths and ensure healthy lives

D
espite impressive improvements 
since the launch of the millen-
nium development goals (MDGs), 
many countries will not reach the 
targets on maternal and child mor-

tality, partly because of the lack of attention to 
determinants of health (box 1) beyond the 
health sector. For example, the 2010-15 Global 
Strategy for Women’s and Children’s Health, 
launched by the United Nations secretary 
general to accelerate progress on MDGs 4-6,1 
failed to consider determinants of health or 
interventions beyond the health sector. The 
maturation of the goals this year provides an 
opportunity to reflect on how coordinated 
multisectoral action could achieve more 
ambitious targets for women and children’s 
health, such as ending preventable maternal, 
newborn, and child deaths in all countries.

The finalisation of the 2016-30 sustainable 
development goals (SDGs; which urge a more 
integrated and transformative view of devel-
opment) and the upcoming launch of the 
2016-30 Global Strategy for Women’s, Chil-
dren’s and Adolescents’ Health (Every 

Woman Every Child 2.0; EWEC 2.0) also make 
it timely to consider how multisectoral action 
can be facilitated in countries, including in 
updating and developing new national strat-
egies for reproductive, maternal, newborn, 
child and adolescent health (RMNCAH). Here 
we review evidence on the contribution of 
action on determinants, discuss major obsta-
cles, and propose key steps for global and 
national strategies to provide guidance.

Methods
The conclusions and recommendations in this 
article are drawn from a review of the litera-
ture, estimates of the effects of interventions, 
country lessons, and the authors’ experiences. 
The range of products from the Commission 
on Social Determinants of Health2  and the 
Success Factors5 project provided key inputs, 
along with multiple rounds of consultation 
undertaken as part of the process of updating 
the global strategy, which included online and 
face to face consultations.

The determinants of health paradox: 
increasing recognition but limited action
Progress on RMNCAH can be accelerated by 
interventions beyond the health sector. The 
contribution of non-health sectors, includ-
ing the contributions of different sectors and 
interventions, is best understood for mortal-
ity in children under 5.6  About half the 
decrease in child mortality in low and mid-
dle income countries since 1990 is due to 
non-health sector investments.5

Estimates for the contribution of educa-
tional improvement vary—as high as 51.2% 
for 1970-2009.7  Malnutrition remains the 
underlying cause of 45% of child deaths.8  
Environmental factors are important con-
tributors to diarrhoea, malaria, and respira-
tory infections (among the greatest causes of 
death in children under 5), as well as injury 
and malnutrition. About a third of all disease 
in children can be attributed to modifiable 
environmental factors such as water quality 
and access, air pollution, unsafe sanitation, 
exposure to chemicals, and climate change.9

Better female education, reduced fertility 
rates, urbanisation, women’s access to 

resources, and infrastructure improvements 
(roads, electricity, housing, information and 
communications technology) can also 
reduce maternal mortality.10  Interactions 
between different determinants, such as the 
impact of women’s and girls’ education on 
fertility rates and their joint impact on health 
outcomes, are also important.11

Structural societal factors, such as poverty, 
gender inequality, and other forms of discrim-
ination (such as racism) and inequality 
directly and indirectly affect RMNCAH and 
generate health inequities. Interventions to 
mitigate these adverse factors (such as reduc-
ing poverty, ending child marriage, or tack-
ling violence against women and children) 
help improve women’s, children’s, and ado-
lescents’ health, but there is a lack of compre-
hensive evidence of the effects of specific 
interventions on mortality. The correlation 
between economic growth and improvements 
in maternal and child mortality is complex, 
with wide variations in performance between 
countries of similar wealth levels,12  mediated 
by differences in health systems and determi-
nants. This underscores the importance of 
policy choices and attention to inequities in 
health and wealth, and of prioritising new 
resources for marginalised communities, 
which often lack political influence. Globally 
there has been a call for attention to transna-
tional and commercial determinants of health 
given their increasing impact on health and 
widening disparities.13-15

Multisectoral efforts to improve determi-
nants of health are therefore extremely 
important for RMNCAH—to reduce inequities, 
create healthier environments, and increase 
coverage of health interventions. The related 
millennium and sustainable development 
goals will not be achieved without them. For 
example, no country has reduced newborn 
and child mortality to the SDG target levels 
through healthcare alone, without transfor-
mations in social and economic development. 
Evidence on which policies and interventions 
are necessary is also accumulating.16

Despite the eight MDGs being presented as 
a joint agenda, including key determinants, 
in practice the different goals were not 

Key messages
social, economic, political, environmental, 
and cultural determinants of health have 
crucial effects on reproductive, maternal, 
newborn, child, and adolescent health
the goal of ending preventable 
maternal, newborn, and child deaths 
requires multisectoral action to improve 
determinants of health, including within 
the health sector itself
Key steps to improving determinants 
of health include appropriately framing 
determinants and multisectoral action in 
health strategies; identifying key targets 
and indicators; prioritising key policies and 
interventions; and mobilising resources, 
improving governance, and generating 
evidence of multisectoral efforts
We propose the convening of a new United 
nations commission on implementation 
and accountability of multisectoral action 
for women’s, children’s, and adolescents’ 
health to assist these efforts
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 managed together.17  Improvements in health 
service coverage have been crucial to prog-
ress in MDGs 4-6, but the contribution of 
multisectoral interventions to the health spe-
cific goals has been insufficiently tracked 
and documented. This failure to recognise 
the importance of key policies across a range 
of sectors undermines efforts to reach 
RMNCAH outcome targets, as well as efforts 
to increase coverage of healthcare interven-
tions. Identifying why some groups have 
lower health service coverage, even in coun-
tries with overall strong performance, 
requires a focus on, and measurement of, 
determinants such as discrimination, pov-
erty, and gender inequality. All providers of 
healthcare (including faith based organisa-
tions) must be considered and interventions 
in other sectors such as roads, utilities, and 
finance proritised. The effects of deficiencies 
in other sectors on health systems have been 
neglected—a recent review of healthcare 
facilities found that 38% lacked water, 19% 
had no sanitation, and 35% lacked water and 
soap for handwashing.18

Investment in institutions to advocate 
for, pioneer new approaches, or regulate 
multisectoral work has also been inade-
quate. Working across sectors for health has 
proved challenging, especially in settings 
with a high RMNCAH burden. The challenge 
is not just how to identify the key interven-
tions in non-health sectors but how to 
catalyse work with other sectors and con-
tribute to policies and interventions that are 
of core concern to other sectors but that can 
be shaped to maximise positive health out-
comes. This requires building the capacity 
of the health sector to work with other 
 sectors and identify areas of mutual con-
cern. Issues of governance, financing (and 
co-financing across sectors), implementa-

tion, and monitoring will need to be 
addressed to change the status quo.

One obstacle to engaging other sectors has 
been the lack of clear mechanisms for public 
and social accountability for RMNCAH. 
Despite progress in accountability within the 
health sector at global and national levels 
(including through the Commission on Infor-
mation and Accountability for Women’s and 
Children’s Health), little attention has been 
paid to increasing the accountability of other 
sectors. This gap reflects how responsibility 
for maternal, child, and adolescent health is 
still perceived as the interest of the health 
sector only.

What is now needed for action on 
determinants of RMNCAH
Ensuring multisectoral action on determi-
nants of RMNCAH will require prioritisation 
and resources to overcome the obstacles dis-
cussed above. Global and national strate-
gies, including EWEC 2.0, can contribute by 
integrating a focus on determinants as “core 
business.” We propose four key steps for 
inclusion in such strategies.

1. Framing determinants and multisectoral 
action
The health sector often lacks conceptual 
and practical understanding of determi-
nants of RMNCAH and multisectoral action. 
New global and national strategies need 
to  clarify the different types of action 
required:
•	 Addressing structural forces and social 

and gender norms that affect all of society, 
including those that drive disparities, 
which require wide ranging cross sectoral 
policies driven by heads of government 
and championed by key societal agents of 
change

•	 Supporting actions within single sectors 
that form their core business (such as 
ensuring children attend school and learn 
well for the education sector, access to 
safe water for the water and sanitation 
sector, or access to clean power for the 
energy sector)

•	 Ensuring the health sector recognises its 
own role in generating health disparities 
(such as discrimination and abuse, provi-
sion of differential quality of care to differ-
ent groups, and inadequate water and 
energy supplies to health facilities) and 
maximises its key role in primary preven-
tion

•	 Identifying, promoting, and co-financing 
actions that require collaboration between 
two or more sectors (intersectoral work) 
to  produce joint or “co-benefits” and to 
maximise health benefits (such as the use 
of cleaner stoves to reduce indoor air 
 pollution, or sexuality education in 
schools).

Although work on determinants often 
focuses on intersectoral efforts, the greatest 
benefits often lie in the first two activities 
above—addressing structural forces and 
social and gender norms (for example, 
reducing poverty or increasing gender equal-
ity) and single sectors doing their own core 
business well. For example, for the educa-
tion sector, keeping adolescent girls in 
school and providing a good education that 
enables their economic empowerment has 
greater health impact than collaborative 
activities to increase health literacy or 
undertake school based health clinics.7 11 19 
When considering multisectoral action, the 
health sector has too often focused on mar-
ginal collaborations at the expense of recog-
nising the impact of the core work of other 
sectors.

Determinants also influence global and 
national leadership, accountability, and the 
actions of the health and other sectors. 
Structural inequities in power at global, 
national, district, and community levels 
obstruct the policy and implementation 
choices needed for equitable delivery of 
essential services and for harnessing the 
resources needed for multisectoral imple-
mentation. The MDGs were not explicitly 
aimed at reducing these imbalances in 
power, and although the SDGs focus on 
inequality more explicitly, it is unclear how 
effectively global targets can deal with such 
structural challenges. Global and national 
strategies can draw from existing concep-
tual frameworks for determinants, such as 
that of the Commission on Social Determi-
nants of Health,20  and recent adaptations, 
such as for child wellbeing,21 to consider 
how implementation can account for these 
obstacles.

Box 1: Determinants oF health
The determinants of health are the conditions in which people are born, grow, live, work, and age, and 
the distribution of power, money, and resources that affect these conditions.2  They encompass social, 
economic, political, environmental, and cultural dimensions. Here, we use “determinants” to cover all 
of these factors (“social determinants of health”2  or “underlying determinants”3 are sometimes used 
in a similar way).
Determinants crucially influence the health of women, children, and adolescents, who often 
experience discrimination and unequal access to resources and realisation of their rights, resulting in 
exposure to adverse socioeconomic, political, and environmental conditions. These factors directly 
cause inequities of health in this population within and between countries. Determinants affect 
access and coverage of essential health interventions and directly affect health, including through the 
shaping of social norms and behaviours.
Gender (in)equality is a key determinant of health that transcends sectors and illustrates this 
concept well.4 Manifestations of gender inequality (such as differential access to education 
and health services, forced and early child marriage, unequal labour market participation and 
remuneration, and violence against women and children) are major contributors to maternal and 
child mortality. Measures to mitigate these factors can improve health outcomes and reduce 
disparities.
Determinants are not static but interact with each other and change with the evolving context. 
Action within various sectors (such as health, education, water and sanitation, environment 
related sectors, and nutrition) and joint action across and between sectors (cross sectoral and 
intersectoral action) is needed to improve determinants.
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2. identifying key sDG targets for joint 
tracking and action
MDGs 4-6 strongly underpinned global and 
national efforts on maternal and child health 
and the SDGs aim to provide a similar plat-
form. RMNCAH is well represented by SDG 3 
(the “health goal”), with updated MDG 4-6 
targets, new targets on non-communicable 
diseases and injuries, and on universal 
health coverage, all of which require multi-
sectoral efforts.

However, the SDGs will be more compre-
hensive, with 17 goals and 169 targets pro-
posed, encompassing a greater number of 
sectors related to RMNCAH. This compre-
hensive scope implies a need to learn from 
the fragmentation of sectors during the 
implementation of the MDGs, with goals 
identified with single sectors.17 Unintended 
risks of this comprehensiveness are dilution 
of efforts and a lack of focus on specific inter-
ventions. This can be mitigated by prioritis-
ing targets across different sectors to help 
focus global and national efforts to improve 
RMNCAH.

Almost all of the proposed goals have 
some relevance to the determinants of 
RMNCAH. Difficult choices need to be made 
about which targets are crucial. We drew up 
an initial priority list of targets for global and 
national strategies, drawn from a longer list 
of potential targets and informed by other 

efforts at prioritisation (figure ).22 It excludes 
the priority SDG 3 health targets in which the 
health sector will take the lead. Exceptions 
are targets 3.6 on road traffic injury and 3.9 
on pollution where non-health sectors need 
to lead.

There is a need to mobilise efforts across 
these targets and facilitate their joint moni-
toring, along with the health outcome tar-
gets, for accountability at country and global 
level (for example, extending and expanding 
the current Countdown to 2015 platform23). 
This is a clear avenue for EWEC 2.0 to make a 
contribution.

3. Prioritising key multisectoral 
interventions, policies, and indicators for 
action
Most global and national strategies on 
RMNCAH have highlighted key healthcare 
interventions needed but not interventions 
and policies led by other sectors. As global 
and national strategies are updated to incor-
porate the SDGs (including EWEC 2.0), they 
should include a guide to multisectoral 
action on determinants, prioritising key pol-
icies and interventions, with indicators for 
joint monitoring against the SDG targets.

Table 1 lists initial proposals for key deter-
minants, interventions, policies, indicators, 
and SDG targets to be prioritised as part of 
EWEC 2.0.

4. implementing multisectoral efforts
Efforts to drive multisectoral action on deter-
minants of health have often stalled at the 
implementation phase, even when policy 
makers accept the rationale and conceptual 
framework. Governance, financing, and joint 
monitoring of multisectoral action to achieve 
targets on RMNCAH have proved difficult in 
practice. While the details of these problems 
are often beyond the scope of global and 
national strategies, they are fundamental to 
implementation. Different countries’ suc-
cesses in driving multisectoral efforts to 
improve RMNCAH (table 2) provide useful 
guidance that merits greater dissemination, 
including through South-South collabora-
tion (direct collaboration and technical 
assistance between low and middle income 
countries).

Specific guidance is needed on the work 
and governance of different types of multi-
sectoral action (single sector, intersectoral, 
and cross sectoral), including on how key 
policies for RMNCAH can be implemented 
and linked across sectors, even in low 
income, high burden settings. Lessons are 
available from the HIV movement’s 
response, tobacco control, and the environ-
mental sector. Building governance for a 
multisectoral approach can benefit from 
obligations under the human right to health, 
which calls for healthcare and interventions 

1.1 By 2030 eradicate extreme poverty for all people everywhere, currently measured as living on less than $1.25 a day

1.3 Implement nationally appropriate social protection systems and measures for all, including floors, and by 2030 achieve substantial coverage of poor and 
vulnerable people

2.2 By 2030 end all forms of malnutrition, including achieving the internationally agreed targets on stunting and wasting in children under 5 years of age by 
2025. Address the nutritional needs of adolescent girls, pregnant and lactating women, and older women

3.6 By 2020 halve the number of global deaths and injuries from road tra�c accidents

3.9 By 2030 substantially reduce the number of deaths and illnesses from hazardous chemicals and air, water and soil pollution and contamination
 
4.1 By 2030 ensure that all girls and boys complete free, equitable, and quality primary and secondary education that  leads to relevant and eective learning 
outcomes

4.2 By 2030 ensure that all girls and boys have access to good quality early childhood development, care, and pre-primary education so that they are ready 
for primary education

5.1 End all forms of discrimination against all women and girls everywhere

5.2 Eliminate all forms of violence against all women and girls in public and private spheres, including tra�cking and sexual and other types of exploitation

5.3 Eliminate all harmful practices, such as child, early and forced marriage, and female genital mutilation

5.5 Ensure women’s full and eective participation and equal opportunities for leadership at all levels of decision making in political, economic, and public life

5.6 Ensure universal access to sexual and reproductive health and reproductive rights as agreed in accordance with the Programme of Action of the 
International Conference on Population and Development and the Beijing Platform for Action and the outcome documents of their review conferences

6.1 By 2030 achieve universal and equitable access to safe and aordable drinking water for all

6.2 By 2030 achieve access to adequate and equitable sanitation and hygiene for all, and end open defecation, paying special attention to the needs of 
women and girls and those in vulnerable situations

7.1 By 2030 ensure universal access to aordable, reliable, and modern energy services

13.2 Integrate climate change measures into national policies, strategies, and planning

16.2 End abuse, exploitation, tra�cking, and all forms of violence against and torture of children

16.9 By 2030 provide legal identity for all including birth registration

17.18 By 2020 enhance capacity building support to developing countries, including for least developed countries and small island developing states, to 
increase signi�cantly the availability of high quality, timely, and reliable data disaggregated by income, gender, age, race, ethnicity, migratory status, 
disability, geographical location, and other characteristics relevant in national contexts

Priority sustainable development goal targets for reproductive, maternal, newborn, child, and adolescent health
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on the “underlying” determinants, provid-
ing a legal and normative framework for 
tackling determinants.3

Tools and methods are available for ana-
lysing health risks and benefits associated 
with policies implemented across and within 
different sectors (such as “health in all poli-
cies” and health impact assessment) and to 
review specific determinants (such as gender 
assessments and audits and gender respon-
sive planning and budgeting).24 25 The 
engagement of women, children, and ado-
lescents in decisions about their own health 
should be prioritised when designing new 
governance structures, measurement tools, 
standards, and policies.

EWEC 2.0 should aim to mobilise financial 
resources for action on determinants of 

RMNCAH. All countries already invest 
resources on determinants as part of core 
work in other sectors. The question is 
whether EWEC 2.0, and its follow-up, can 
accelerate investment in a set of key policies 
and interventions on determinants. Discus-
sions on single national investment plans 
have already identified key areas where non-
health sector interventions are crucial for 
RMNCAH outcomes.26

Global and national RMNCAH strategies 
(particularly EWEC 2.0 at the global level) 
should monitor key determinants and inter-
ventions beyond the health sector as part of 
their accountability follow-up, harnessing 
existing monitoring initiatives in other sec-
tors. Global reports on RMNCAH need to be 
linked with efforts in other sectors—such as 

nutrition, water, and sanitation—to deliver 
joint information and accountability and 
allow cross sectoral analysis and prioritisa-
tion for investment and implementation at 
country level. Disaggregating data for indi-
cators for interventions in health and non-
health sectors would facilitate a greater 
focus on equity and reinforce attention on 
determinants, given that drivers of disparity 
lie mostly beyond the health sector.

Evidence gaps on determinants remain to 
be filled, mostly by implementation 
research. For example, evidence on the 
health impacts of specific interventions 
within sectors and on interventions and pol-
icies to address societal or structural forces 
is sparse, whereas evidence on interventions 
for social protection and environmental 

table 1 | Key reproductive, maternal, newborn, child, and adolescent health determinants; interventions; indicators; and corresponding sustainable 
development goal (sDG) targets
Determinant Policies and interventions indicator sDG targets*
Income and social 
protection

Reduce poverty through the use of child and gender sensitive 
cash transfer programmes designed with health sector input, 
especially on use of conditionality

Proportion of population below $1.25†/day 
disaggregated by sex and age group

1.1, 5.4

Food security Prioritise measures to enhance food security in communities with 
high mortality burden

Prevalence of undernourishment 2.1

Nutrition in infants and 
young children

Implement Infant and Young Child Feeding (IYCF) guidelines Prevalence of stunting in children under 5 years of age; 
rate of exclusive breast feeding among infants under 6 
months of age

2.2

Education of adolescent 
girls

Prioritise support for adolescent girls to receive a good quality 
education, including through mechanisms such as cash transfers

Completion rate (%) of upper secondary education by 
girls

4.1

Early child development Implement a multisectoral approach to early child development 
for all children, using a progressive universalism approach to 
maximise gains for the worst off

Early Childhood Development Index 4.2

Ending child marriage Enact legislation and provide social support services to end child 
marriage

Proportion of women aged 20-24 who were married or 
in a union before age 18 years

5.3

Ending violence against 
women and children

Enact legal frameworks criminalising all forms of violence and 
abuse against women and children

Proportion of ever partnered women and girls (aged 
15-49) subjected to physical or sexual violence (or both) 
by a current or former intimate partner in the past 12 
months

5.2

Proportion of young adults aged 18-24 years who have 
experienced violence by age 18, by type (physical, 
psychological, or sexual)

16.2

Political participation of 
women

Implement minimum quotas for participation of women in 
political institutions, such as parliaments

Proportion of seats held by women in local governments 5.5

Safe drinking water Provide universal access to safely managed, affordable, and 
sustainable drinking water through investments in education on 
the importance of safely managed water use and infrastructure in 
households, communities, schools, and health facilities

Proportion of population using safely managed drinking 
water services

6.1 

Access to improved 
sanitation and hygiene

End open defecation and provide universal access to improved 
sanitation facilities and hygiene measures, and encourage 
implementation of sanitation safety plans

Proportion of population using safely managed 
sanitation services

6.2

Access to electricity Prioritise new infrastructural development for energy access in 
communities with high mortality burden, including in health 
facilities

Proportion of population with electricity access 7.1

Exposure to household air 
pollution

Increase use of clean home energy fuels and technologies (for 
cooking, heating, lighting)

Proportion of people using primarily clean fuels or 
technologies (for cooking, heating, lighting), where 
“clean” is defined by WHO guidelines

7.1

Child mortality and morbidity attributable to household 
air pollution

3.9

Hazardous child labour Systematic detection and elimination of hazardous child labour Proportion and number of children aged 5-17 years 
engaged in child labour, by sex and age group 
(disaggregated by the worst forms of child labour)

8.7

Lead in the environment Eliminate non-essential uses of lead (such as in paint) and ensure 
the safe recycling of waste that contains lead  

Number of countries that have regulated lead in paint 12.4

Climate change Enhance climate resilience of environmental determinants of 
health (such as climate resilient water, sanitation, and hygiene 
infrastructure and management practice)

Population coverage with climate resilient infrastructure 
and management practices (such as climate resilient 
water safety plans)

13.2

Birth registration Build civil registration and vital statistics systems to achieve 
universal birth and death registration

Proportion of children under 5 whose births have been 
registered with civil authority

16.9

*See figure.
†Purchasing power parity.
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determinants is more robust. Evidence of 
multisectoral impact is scattered and often 
drawn from modelling exercises, which 
assess correlation but do not provide specific 
evidence on the mechanisms that directly 
improve health. Tools used in RMNCAH 
planning and budgeting (such as the lives 
saved tool27  28) should encompass interven-
tions beyond the health sector, but this will 
require improving the evidence base. The 
generation of costing and effectiveness data 
for key interventions and policies for 
RMNCAH outside of the health sector would 

increase understanding of their health gains 
and of the value of “co-benefits” shared 
between health and other sectors.

Limitations
The above four areas are first steps in a full 
determinants approach to RMNCAH. This 
approach may seem “selective,” missing the 
complexity and comprehensiveness 
required. The ambitious visions of initiatives 
such as the UN Commission on Sustainable 
Development and the WHO Commission on 
Social Determinants of Health are not  limited 

to increased uptake of specific interventions 
within sectors but mark a paradigm shift in 
the organisation of societies. A multidisci-
plinary and multi-institutional approach 
with new participatory processes is needed 
to realise the full vision of the SDGs.

We did not cover the two way associa-
tion and contribution of health to other 
sectors because of the abundance of litera-
ture in this area. For example, it has been 
estimated that increases in health expen-
diture in high burden countries would 
have enormous economic and social bene-
fits,29  and that about 24% of recent full 
income growth in low and middle income 
countries came from health gains.30  The 
association between determinants and 
individual agency, capability, and oppor-
tunities is also complex,31  32 and further 
work on the drivers of behaviour is war-
ranted, including social and cultural 
norms—for example, their role in perpetu-
ating gender inequality, racism, and other 
forms of discrimination.

We acknowledge these limitations and do 
not imply that these broader questions can 
be ignored. Instead, the areas highlighted 
represent practical starting points in moving 
efforts on RMNCAH beyond the health sector 
to tackle determinants, with the hope that 
follow-up work can engage with these 
greater complexities, which are particularly 
important for reducing disparities.

Box 2: Key GloBal activities to suPPort multisectoral action on Determinants oF 
reProDuctive, maternal, newBorn, chilD anD aDolescent health (rmncah)
1. Joint global and national monitoring of interventions and targets (table 1) driven by the 

United Nations secretary general’s office, building on existing sectoral monitoring efforts and 
incorporating a gender sensitive lens

2. Efforts to synthesise and generate data on the cost and effectiveness of key RMNCAH outcomes 
of multisectoral interventions and policies

3. Efforts to synthesise and build knowledge on incentives for intersectoral action, including how 
joint efforts can drive mutual benefits for RMNCAH and the core business of other sectors

4. Mobilise the Every Woman Every Child movement, in particular governments and civil society 
(including faith based organisations), to invest in champions (such as parliamentarians) and 
institutions to steer multisectoral action on determinants

5. Mobilise financing and incentivise multisectoral collaboration and action through existing 
partnerships and new financing mechanisms

6. Consider how the Every Woman Every Child innovation pipeline can contribute further to 
multisectoral action33

7. Request the United Nations to coordinate, as appropriate, the work needed between sectors, 
including setting an example by better coordination within itself

table 2 | examples of successful multisectoral interventions on determinants of reproductive, maternal, newborn, child, and adolescent health
country Determinant action impact
Peru Malnutrition in children 

under 3 and in pregnant 
and lactating women

“Buen Inicio”—a package of community based 
interventions including health promotion by rural 
trained health promoters, hygiene, and antenatal care

Reduction in child stunting and anaemia in pilot communities; 
foundation for national strategy to combat child malnutrition

Rwanda Governance and sex 
equality

Biannual joint health sector reviews and 
establishment of health sector working groups; 
creation of the Rwanda Women Parliamentarian 
Forum and the Women’s Council

Passage of bill to reduce gender based violence; highest global 
rates of female parliament participation; planned programme of 
health sector decentralisation

Zimbabwe Sex equality and girls’ 
education

Efforts to increase girls’ participation in school 75% of women aged 15-24 completed lower secondary school in 
2010; HIV prevalence decreased from 29% in 1997 to 14% by 2007

Malawi Girls’ education Randomised controlled trial provided conditional cash 
transfers ($1-$15*/month) to 1200 women aged 13-22 
and their parents while also paying school fees

Reduction in teenage pregnancies (29%) and early marriage 
(32%); prevalence of HIV infection fell by 64%

Uganda Sex based violence Collaborative SASA! study aimed at reducing sex 
based violence by implementing a violence prevention 
intervention in eight communities in Kampala; 
qualitative data on social change also collected

52% lower rates of sex based violence and fewer concurrent 
sexual partners among men in SASA! communities versus 
controls; sex based violence believed to be less acceptable and 
the idea that women can refuse sex more acceptable in SASA! 
communities

Niger Early marriage and fertility Creating safe spaces for adolescent women to interact 
with trained female mentors; community dialogue; 
home visits by mentors; health check-ups, literacy and 
numeracy training for girls; sexual and reproductive 
health promotion

Increased sexual and reproductive health knowledge among 
adolescent women; increased ability to read the alphabet, nearly 
100% of females set up a savings plan; girls believe they have the 
right to choose their spouse and programme is overall acceptable

Mozambique Information and 
communication 
technologies

Community based, multisectoral project in which 
community health volunteers improve community use 
of maternal, newborn, and child health services 
through community engagement and mobile phones 
to follow pregnant women through pregnancy; 
reminders and advice provided through text or audio 
messages; made antenatal and postpartum visits

Increased credibility among community health volunteers, 
stronger linkages to health system, and expedited management of 
minor and major health complications

New Zealand Poor housing Insulation and thermal envelope improvements in 
1350 low income households

Reduced self reported respiratory illness, doctor visits, hospital 
admissions, and days off work or school; marginal increase in 
indoor temperatures but 13% reduction in energy use; health 
gains cost effective compared with carbon dioxide mitigation

*$1=£0.64; €0.91.
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Conclusion
The launch of the SDGs and the 2016-2030 
Global Strategy for Women’s, Children’s and 
Adolescents’ Health provides an opportunity 
to “mainstream” multisectoral efforts on 
improving determinants of RMNCAH at 
global, national, and district levels. Import-
ant first steps are to clarify how multisectoral 
efforts on determinants fit into post-2015 
efforts on improving RMNCAH; prioritise key 
determinants, interventions, policies, indi-
cators, and SDG targets; and build the gover-
nance, financing, monitoring, and research 
needed for implementation. Box 2 sum-
marises key activities at the global level, but 
the extent to which national strategies and 
implementation policies reorient their 
efforts to integrate a multisectoral focus on 
determinants of RMNCAH, informed by 
EWEC 2.0, will be more important. To sup-
port these efforts, we propose a UN commis-
sion on implementation and accountability 
of multisectoral action for women’s, chil-
dren’s, and adolescents’ health. Similar to 
the Commission on Information and 
Accountability for Women’s and Children’s 
Health, this should collect available knowl-
edge and put in place a multisectoral focus 
on improving determinants of RMNCAH at 
global and national levels.
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