The Bellagio Study Group on Child Survival

As the 21st century began, 10.8 million children under five years of age were dying every year.  Nearly all of these deaths were concentrated in the world’s poorest countries in sub-Saharan Africa and South Asia.  Within these countries, children from the poorest families were most likely to die.  Effective low-cost interventions were available that could prevent two-thirds of these deaths, but were not reaching the children who needed them.
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This intolerable situation brought together three groups of technical experts working on separate issues related to child health – the causes of child deaths, the evaluation of current strategies for reducing child mortality, and poverty and child health – who were determined to build an evidence base to stimulate and guide action for child survival. Their work spanned several years, culminating in a workshop sponsored by the Rockefeller Foundation in Bellagio, Italy, in February 2003.  These scientists, speaking as individuals concerned with child health, produced a series of five articles published in The Lancet in June and July, 2003,

Overview of the Lancet series on Child Survival

Paper 1: Where and why are 10 million children dying every year?

http://www.thelancet.com/journal/vol361/iss9376/contents
[image: image3.wmf]0

10

20

30

40

50

60

70

80

90

100

Breastfeeding 6-11 mo

Measles vaccine

Vitamin A

Skilled birth attendant

Tetanus toxoid

Water, sanitation

Exclusive breastfeeding 0-5 mo

Treated bednets

Hib vaccine

% children receiving intervention

The first paper in the series provides updated information on the main causes of child deaths in 42 countries that accounted for 90% of global child mortality.  It shows that diarrhoea, pneumonia and neonatal causes of death are important throughout the world, with malaria and HIV infections also causing deaths in some countries.  Ministries of health must have the capacity to take disease profiles into account when planning child survival interventions.

Paper 2: How many child deaths can we prevent this year? Lancet 2003; 362:65-71. http://www.thelancet.com/journal/vol362/iss9377/contents
The second paper showed that current levels of coverage with low-cost, effective interventions were, and remain, unacceptably low, and that extending access to all children would prevent two in every three deaths.  Interventions that have been available for many years, such as oral rehydration therapy and promotion of exclusive breastfeeding, have the greatest life-saving potential.

Paper 3: Reducing child mortality: Can public health deliver? Lancet 2003; 362:159-64. http://www.thelancet. com/journal/vol362/iss9378/contents
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Interventions, however, must be delivered to the mothers and children who need them most.  The third paper discusses how weak health systems preclude reaching the neediest children, and asks for a rethink of global child health strategies.  Delivery systems must be appropriate to local epidemiological and health services.

Paper 4: Applying an equity lens to child health and mortality: More of the same is not enough. Lancet 2003; 362: 233-41.
 http://www.thelancet.com/journal/vol362/iss9379/contents
The fourth paper addresses the major challenge of reducing inequities in child health.  Socioeconomic inequalities affect child health through many pathways, including increased exposure to disease, reduced resistance, and lack of appropriate health care.  We know how to reduce inequities through specific policies and programmes, but these are seldom applied at a large scale.  Inequities must be documented and specifically addressed when delivering health interventions, to avoid the risk of increasing rather than decreasing existing differentials.
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Paper 5: Knowledge into action for child survival. Lancet 2003; 362: 323-27. 

http://www.thelancet.com/journal/vol362/iss9380/contents
The last paper in the series summarized the key messages.  The Child Survival Revolution, launched in the 1980s, resulted in remarkable achievements, but momentum was lost in the 1990s and several earlier gains were reversed.  Child survival slipped down in the global agenda, and was no longer a priority for development strategies.  One major reason was the lack of clear international leadership.  Available funding for child survival was also going down, at least in relative terms.  The group called for a rolling conference to be convened every two years to track progress in child survival.

The Bellagio Child Survival Study Group called for immediate action to translate knowledge into practice.  They demonstrated that millions of child would continue to die unnecessarily every year unless there were major shifts in policy and funding at international and country levels. 

Progress since 2003 

The two years since the Lancet series have seen considerable progress for newborn and child survival.  The Child Survival Partnership (now the Partnership for Maternal, Newborn and Child Health] was formed.  Both UNICEF and WHO have renewed and heightened their commitments to child survival; and a second Lancet series was published focusing on newborn health and survival.  In December 2005, the first of the rolling conferences called for by the Bellagio Child Survival Study Group and endorsed by the Lancet Neonatal Mortality Steering Team will be held in London.
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