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 Introduction 

At the 70th Session of the United Nations General Assembly (UNGA) in September 2015, the Global 

Strategy for Women’s, Children’s and Adolescents’ Health (2016-2030, Global Strategy) was launched 

by UN Secretary-General Ban Ki-moon to accelerate momentum for women’s, children’s, and 

adolescents’ health, and to help achieve the Sustainable Development Goals (SDGs). It provided a new 

vision with three objectives, 17 targets, nine action areas, 11 guiding principles, the inclusion of a life-

course approach, and 16 key monitoring and evaluation indicators to ensure its alignment with the 

SDGs’ Framework.  

The first Global Strategy for Women’s and Children’s Health (2010-2015) broke new ground in terms of 

raising support for women’s and children’s health.1 Like its predecessor, the updated Global Strategy has 

attracted significant commitments from governments, global partnerships, intergovernmental 

organizations, civil society organizations, academia, the private sector, and others. The Every Woman 

Every Child (EWEC) effort remains critical for advancing the Global Strategy and to mobilize global 

action to improve sexual, reproductive, maternal, newborn, child, and adolescent health (SRMNCAH).  

Ensuring accountability for Global Strategy commitments has been a priority since the launch of the 

first Global Strategy in 2010. The Partnership for Maternal, Newborn and Child Health (PMNCH) 

supports the successful implementation of the Global Strategy by tracking commitments and progress 

towards its goals and objectives. Since 2011, PMNCH has significantly contributed to accountability for 

the Global Strategy, including through the publication of annual reports tracking commitments to the 

Global Strategy 2010-2015. In addition, PMNCH conducted the first assessment of commitments to the 

updated Global Strategy in 2016, which informed both the World Health Organization’s (WHO) report, 

‘Monitoring Priorities for the Global Strategy for Women’s, Children’s and Adolescent’s Health’ (2016-

2030),2 and the first Independent Accountability Panel’s (IAP) report.  

In July 2017, the annual monitoring report on the updated Global Strategy, known as the Global 

Strategy Progress Report (GSPR), was launched at the High Level Forum for Sustainable Development. 

Chapter 2 in the GSPR provides an overview of the commitments pledged, the actions taken and the 

efforts made at the country, regional and global levels to hold each other mutually accountable. This 

paper provides supplementary material to the GSPR on Global Strategy commitments. It provides an 

assessment of all 215 commitments made to the updated Global Strategy since its launch in September 

2015 through December 2016. These commitments are accessible on the Every Woman Every Child 

website.3  

                                                             

1 The Global Strategy for Women’s and Children’s Health (2010-2015). Available on the PMNCH website: 
http://www.who.int/pmnch/activities/accountability/reports/en/  
2 Monitoring priorities for the Global Strategy for Women’s, Children’s and Adolescent’s Health (2016-2030, 
http://www.who.int/life-course/partners/global-strategy/gs-monitoring-readiness-report/en/ 
3
 Commitment submissions are accepted all year round, and will be grouped together for approval and announcement at key 

movements. http://www.everywomaneverychild.org/what-is-a-commitment/  

http://www.everywomaneverychild.org/
http://www.who.int/pmnch/activities/accountability/reports/en/
http://www.who.int/life-course/partners/global-strategy/gs-monitoring-readiness-report/en/
http://www.everywomaneverychild.org/what-is-a-commitment/
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This paper serves to analyze the focus of commitments and the degree to which they are contributing 

to the vision and objectives of the Global Strategy. As one and a half years have passed since the first 

commitments to the updated strategy were made in September 2015, it also includes a first assessment 

of progress in the implementation of commitments. The paper is based on a range of analyses and data. 

These include:  

 A content analysis of all commitments to the updated Global Strategy, including their level of 

alignment with the objectives, key indicators, action areas, guiding principles, and life course 

approach of the Global Strategy (Section 2); 

 An assessment of the financial commitments to Global Strategy, including an estimate of their 

value and progress in disbursing funding committed to the Global Strategy (Section 3); 

 An analysis of progress in the implementation of commitments based on an online survey which 

was led by the Executive Office of the Secretary General (EOSG); the survey was sent to 134 

non-governmental stakeholders, of which 96 completed it as of 16 June 2017 (Section 4); and 

 An analysis of broader SRMNCAH financing trends (Section 5). 

The overall analysis has a number of limitations:  

 First, the survey data is based on self-reporting which can be subject to bias. Overall, the quality 

of the survey results was highly variable, with some respondents providing only limited amounts 

of data. In addition, even though participation was high, not all commitment-makers 

(“supporters”) provided a progress report in the form of the online survey.  This means that the 

progress update significantly underestimates the amount of progress achieved.  

 Second, data availability presented a challenge, in particular in relation to 2016 disbursements. 

Determining the extent of double counting and whether commitments were truly new and 

specific for the Global Strategy was also challenging. Furthermore, the Global Health 

Expenditure Database (GHED) only includes expenditure data up until 2014 and the Organisation 

for Economic Co-operation and Development’s (OECD) Creditor Reporting System (CRS) also 

only provides data on donor funding up until 2015.4 While financial data for 2016 was collected 

from donors and a few implementing countries, this data is only preliminary.5  

 Commitments are at times vague and do not always provide precise information on specific 

activities or amounts of funding pledged. For example, some commitments lay out broad 

impact goals without much additional information on how to reach these objectives. Only few 

stakeholders quantified the value of their service delivery, policy, and advocacy commitments in 

their commitment text and their commitment forms.   

                                                             

4 https://stats.oecd.org/Index.aspx?DataSetCode=CRS1, accessed 13 March, 2017.   
5 In addition, a number of assumptions on domestic SRMNCAH expenditures needed to be made; given that the CRS database 
does not allow tracking of SRMNCAH disbursements directly, the Muskoka methodology was used to estimate the share of ODA 
benefitting SRMNCAH. 

https://stats.oecd.org/Index.aspx?DataSetCode=CRS1
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Regarding the scope of this paper, it is critical to highlight that it is focused on commitments made to 

the updated Global Strategy. Stakeholders may not make an explicit commitment to the Global Strategy 

but may however invest in other initiatives that are linked to the Global Strategy’s vision and objectives. 

For example, in 2017, the ‘She Decides’ global fundraising initiative was launched to address gaps in 

funding for sexual and reproductive health and rights (SRHR), and a total of €181 million was pledged 

from individual donors, governments, organizations, and the private sector. These commitments are not 

covered in this background note.  

1. Commitments to advance the updated Global Strategy: Focus areas and opportunities 

to accelerate progress 

This commitment analysis is based on a systematic content assessment of the text of commitments 

pledged to the Global Strategy and commitment forms filled out by supporters.6 All commitments were 

analyzed based on a detailed codebook, which built on the Indicator and Monitoring Framework for the 

Global Strategy.7 The analysis provides both an overview of commitments and evaluates their alignment 

with key components of the Global Strategy’s objectives, key indicators, action areas, guiding principles, 

and life course approach (please refer to Appendix 1 for more details). 

The Global Strategy continues to amass unprecedented support for women’s, children’s 

and adolescents’ health. The number of commitments has increased from 173 in 2015 to 

215 in 2016.  

The updated EWEC Global Strategy has catalyzed ground-breaking support for women’s, children’s and 

adolescents’ health. A total of 215 commitments were made by 212 commitment-makers (“supporters”) 

between its launch in September 2015 and December 2016.8 The number of commitments increased 

from 173 in 2015 to 215 in 2016, demonstrating the EWEC movement’s ability to mobilize continuing 

support from both governments and a diverse group of nongovernmental stakeholders, and reflecting 

the country-led, cross-sectoral and multistakeholder nature of the EWEC Global Strategy. Commitments 

are listed on the EWEC website having been approved through a formal process.9 

As the examples throughout this chapter illustrate, while most commitments are made by individual 

stakeholders, the commitments themselves and their implementation reflect the country-led, cross-

sectoral, multistakeholder, partnership nature of the Global Strategy and the EWEC movement. One 

                                                             

6 In addition to providing a commitment text, all non-governmental commitment-makers filled out a commitment form and 
submitted it to the EOSG. Governments did not fill out these forms. For governments, the commitment text and other 
supplementary materials were assessed. 
7 http://www.who.int/life-course/about/coia/indicator-and-monitoring-framework/en/  
8
 In 2016, three new commitments were made by supporters who had already made a commitment to the updated EWEC 

Global Strategy in 2015 (Merck, USAID and Save the Children) bringing the total number of commitments to 215. 
9 Commitment submissions are accepted all year round, and will be grouped together for approval and announcement at key 
moments (http://www.everywomaneverychild.org/what-is-a-commitment). 

http://www.who.int/life-course/about/coia/indicator-and-monitoring-framework/en/
http://www.everywomaneverychild.org/what-is-a-commitment
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example is the Government of Afghanistan, whose commitment sets out a multisectoral approach to 

empower women and girls and improve their health and well-being.  

Making 61 commitments by December 2016, governments form the largest category of supporters, 

accounting for 28% of all commitments (Figure 1). Nearly 22% of all pledges were made by low-income 

and middle-income countries. The private sector makes up the second-largest supporter group, with 

nearly one quarter (24%) of commitments, followed closely by civil society organizations (CSOs) and 

nongovernmental organizations (NGOs), with 23%. 

Of the remaining quarter of commitments, 16 were made by the UN, multilateral and global 

partnerships, 11 were made jointly by multiple actors, nine by intergovernmental bodies, eight by 

academic, research and training institutes, seven by philanthropists and foundations, and two by health-

care professional associations. 

Figure 1: Commitments to the EWEC Global Strategy by supporter group, September 2015-December 

2016 

 

Support for the EWEC Global Strategy is truly global, with supporters based all over the world (Figure 

2). About half of all commitments come from North America (29%) and Europe (25%). Just over one fifth 

come from sub-Saharan Africa (21%). The remaining quarter of commitments come from four other 

geographic areas and from global-level stakeholders.  
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Figure 2: Commitments to the EWEC Global Strategy by geographic origin, September 2015-December 

2016 

 

The Global Strategy has thus attracted highly substantial global support. However, there is still potential 

to mobilize additional commitments from other governments and from non-governmental 

stakeholders. While 68% of all LICs worldwide made commitments toward the updated Global Strategy, 

the proportion falls to 33% for LMICs, 14% for UMICs, and 19% for HICs.10
  

Commitments by the private sector, CSOs, NGOs, foundations and academic institutions are primarily 

from North America and Europe (78%), representing the need for more engagement by supporters in 

other regions of the world. Nongovernmental commitments are particularly low from sub-Saharan 

Africa: although half of commitments by governments come from sub-Saharan Africa, only 8% of private 

sector commitments, and 14% of CSOs’ and NGOs’ commitments, come from this region.11 

                                                             

10 According to the latest World Bank classification, there are 31 LICs, 52 LMICs, 56 UMICs, and 79 HICs. 
https://datahelpdesk.worldbank.org/knowledgebase/articles/906519-world-bank-country-and-lending-groups.  
11In addition to the 215 commitments made through EWEC’s formal process, nine others were made at the World Humanitarian 
Summit in Istanbul on 23-24 May 2016, expressing support for the world’s most vulnerable people. Four of these were made by 
governments, two each by UN organizations and CSOs, and one by the private sector. All nine commitments were in support of 
the core responsibility to “leave no one behind”. Six of them explicitly commit to ending all preventable deaths of women and 
adolescent girls in crisis settings. For example, UN Women will work towards this aim by supporting partners in removing 
structural barriers such as discriminatory policies and practices. Through the Agenda for Humanity Platform for Action, 
Commitments and Transformation, all stakeholders who made commitments will report on progress annually. Source: World 
Humanitarian Summit https://www.worldhumanitariansummit.org. 

https://datahelpdesk.worldbank.org/knowledgebase/articles/906519-world-bank-country-and-lending-groups
https://www.worldhumanitariansummit.org/
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Significant commitments have been made to provide advocacy, policy, service delivery 

and product development; these are harder to quantify but nonetheless contribute 

substantially to achieving the EWEC Global Strategy’s objectives. 

As part of the commitment-making process, supporters were asked in their commitment forms to 

identify which of “types” their commitment related to, for example health systems strengthening or 

political mobilization. As supporters had the option of selecting all “types” which applied, most 

commitments covered multiple types. Each of the selected options were tallied into the counts 

presented. 

As shown in Figure 3, the majority referred to health system strengthening (n = 104, 48%), the provision 

of services and products (n = 93, 43%), political mobilization (n = 92, 43%), and/or advocacy (n = 87, 

40%). These commitments focus more on committing value through in-kind delivery of services, 

products, or innovation, rather than direct financial support.12 The two commitment types receiving the 

least attention were monitoring and evaluation (23%, n=49), and cross-sectoral commitments (23%, 

n=49). 

Figure 3: Commitment types referenced by commitment-makers 

 

                                                             

12 Commitment-makers also provided information on the value of services, products and other resources that they commit to 
the Global Strategy as non-financial commitments. In total, US$ 15.4 billion in financing was monetized by 83 commitment-
makers. This group is largely comprised of NGOs & CSOs and the private sector.  
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Figure 4 shows the distribution of commitments types across the four largest supporter groups 

(governments, private sector, CSOs & NGOs, and UN, multilaterals and global partnerships). The figure 

shows that the focus of supporters differs across types and, as such highlights ways that the Global 

Strategy can be advanced.  

Private-sector commitment-makers often focus on innovations, education and training, and scaling up 

programming. The private sector accounts for one third of all commitments to innovation. It provides 

substantive in-kind and shared value interventions that leverage the unique functions of business to 

address social needs in diverse ways, including through market-based business models, rather than 

making direct financial contributions. CSOs and NGOs made strong pledges on service delivery and 

education and training, while UN organizations, multilateral agencies and global partnerships provide 

essential policy support. Health care professional associations play an essential role in providing high-

quality care to women, children, and adolescents, and educating health workers. However, they only 

made 1% of the commitments to the EWEC Global Strategy (represented as part of “Other” in Figure 4). 

Figure 4: Distribution of selected commitment types by supporter group  
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Commitment-makers also provided information on the value of services, products and other resources 

that they commit to the EWEC Global Strategy as non-financial commitments. Given that many 

commitment-makers did not provide information, the total value of non-financial commitments to 

Global Strategy is unclear. In total, US$ 15.4 billion in financing was monetized by 83 commitment-

makers, reflecting the substantial efforts underway. This group is largely comprised of NGOs, CSOs and 

the private sector.13  

Commitments show strong support for the “survive” and “thrive” objectives of the Global 

Strategy, while the “transform” objective, with topics more related to social 

determinants of health and cross-sector collaboration, receive less attention and 

provides an important opportunity for further engagement.  

The content analysis of the commitment text and forms shows that there is strong support for the 

“survive” and “thrive” objectives of the EWEC Global Strategy but could be expanded to better address 

the “transform” objective. While 80% and 70% of the 215 commitments refer to at least one of the 16 

key indicators of the “thrive” and “survive” objectives respectively, only 27% reference any of the key 

indicators measured under the “transform” objective. (Figure 5).14 

Commitments to social determinants of health and cross-sector collaboration, reflected by the 

“transform” objective, require further engagement. The “transform” indicators focus on the essential 

social determinants of health – including violence against women and children, water and sanitation and 

education – and play a significant role in the promotion of health and well-being. However, only 27% 

made commitments to the key indicators measured under the “transform” objective. This shows that 

there is still much room to attract supporters, including those working outside of the health sector, that 

focus their efforts more on the education, environmental conditions, gender discrimination, and other 

structural factors important to the health of women and children. It also reflects the need to further 

develop connections between the objectives. 

  

                                                             

13 GE Healthcare, for example, estimated that its efforts to train two million healthcare professionals by 2020 are worth US$ 1 

billion. The International Planned Parenthood Federation (IPPF) estimates that its commitment to avert 36 million unwanted 
pregnancies and 4 million unsafe abortions is worth US$ 840 million in service delivery costs. Together for Girls estimated that 
its partnership activities total US$ 195 to US$ 210 million in direct and in-kind contributions. 
14

 As with the commitment types, a formal commitment by a commitment-maker usually refers to multiple Global Strategy 
objectives, action areas, guiding principles, key indicators etc.  
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Figure 5: Commitments referring at least one of the 16 EWEC Global Strategy key indicators within the 

“survive”, “thrive” and “transform” objectives 

 

Under the “survive” objective, the most common references were to maternal mortality 

and under-five mortality, followed by neonatal mortality. Going forward, more 

commitments should target adolescent mortality and stillbirths.  

Further unpacking the commitments provides additional insights on the focus of commitments. An 

analysis of key indicators under the “survive” objective shows that maternal mortality (54%) and 

under-five mortality (51%) are the two most referenced key indicators (Figure 6).15 Fewer commitments 

target neonatal mortality (42%). Relatively few commitments to newborn health were also made under 

the first Global Strategy (2010-2015); this trend seems to have continued.16 More attention to neonatal 

health would be critical, given that the neonatal mortality rate globally fell much more slowly than the 

child mortality rate during the Millennium Development Goals (MDG) era. 

One of the main additions to the updated Global Strategy was that it explicitly put emphasis on 

adolescent health to increase attention and support for adolescents. However, only 28% of 

commitments reference reducing adolescent mortality. Supporters of the Global Strategy should also 

focus more strongly on stillbirth, an area targeted by only 5% of commitments. During the MDG era, the 

lack of attention paid to stillbirths has resulted in slower progress in reducing the number of stillbirths 

than in reducing maternal17 or under-five mortality. Estimates indicate that 2.6 million stillbirths 

occurred in 2015. 

                                                             

15 The results are based on an analysis of the key indicators accompanying the three Global Strategy objectives. 
16 The Partnership for Maternal, Newborn & Child Health. The PMNCH 2013 Report: Analyzing progress on commitments to the 
Global Strategy for Women’s and Children’s Health. Geneva, Switzerland. 2013. 
17 Lawn, J.E. et al. Stillbirths: rates, risk factors and acceleration towards 2030. The Lancet. 2016: 387(10018): 587-603. 
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Figure 6: Commitments referencing the EWEC Global Strategy key indicators under the “survive” 

objective 

 

Commitments covering the “thrive” objective show strong support for essential health 

services. Surprisingly, few commitments address SRHR laws and regulations, out of 

pocket health expenditure, and efforts towards clean fuels and technologies.    

Regarding the “thrive” objective, the coverage of essential health services received the strongest 

support, with almost three out of four commitments making a reference to these services (Figure 7). The 

essential health services category contains efforts towards improving health services including 

SRMNCAH at community and facility level (e.g., skilled birth attendance, family planning). 

All other key indicators under the “thrive” objective receive substantially less attention. Globally, one 

out of four children under five (159 million) is stunted due to poor nutrition, but only 39% of 

commitments refer to stunting.18 There is also less support for the reduction of adolescent birth rate, 

with 20% of commitments referencing work around this topic. 

While sexual and reproductive health and rights need strong focus at all levels, especially from political 

leaders, only 9% of commitments refer to the establishment of effective SRHR laws and regulations that 

guarantee women aged 15-49 access to sexual and reproductive health care, information, and 

education. Furthermore, almost no commitments address clean fuels and technologies (3%). Clean fuels 

are important, given that 4.3 million people die per year from indoor air pollution caused by burning 

solid fuels for cooking. Women and children, especially girls, are disproportionately affected by biomass 

use as they play a central role in food preparation. 19 

                                                             

18 UNICEF, World Health Organization, and the World Bank Group. Joint child malnutrition estimates – levels and trends (2015 
edition). NY, United Nations. 2014. http://www.who.int/nutgrowthdb/estimates2014/en/ (accessed 07 April 2017). 
19 http://www.who.int/mediacentre/factsheets/fs292/en/  

http://www.who.int/nutgrowthdb/estimates2014/en/
http://www.who.int/mediacentre/factsheets/fs292/en/
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Figure 7: Commitments referencing the EWEC Global Strategy key indicators under the “thrive” 

objective 

  

Key indicators of the “transform” objective (including WASH, violence against women 

and children, learning proficiency and CRVS) receive relatively little attention in 

comparison to the “survive” and “thrive” indicators.  

All key indicators of the “transform” objective receive less attention and need further engagement 

(Figure 8). Only 9% of commitments referenced actions towards reducing violence against women, 

children, and adolescents. Although education is a major determinant of health, just 5% of 

commitments referenced learning proficiency.20 

Only seven commitments explicitly mention civil registration and vital statistics (CRVS) functions (3%). 

CRVS are a cornerstone of public health planning and well-functioning national health systems. The 

Global Civil Registration and Vital Statistics Scaling Up Investment Plan 2015-2025 from the WHO and 

World Bank provides a collective effort to ensure all countries have a sustainable CRVS function. 

Commitments in support of CRVS are critical to address the lack of CRVS globally, improve health 

systems, and thereby save lives. 

  

                                                             

20 Studies show that, in LICs and MICs, between 1970 and 2010, 14% of reductions in under-five mortality and 30% of 
reductions in adult female mortality can be attributed to gains in female schooling. Schäferhoff, M., Jamison DT et al. 2016: 
Estimating the Economic Returns of Education from a Health Perspective. Available at: 
http://report.educationcommission.org/resources/  

http://report.educationcommission.org/resources/
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Figure 8: Commitments referencing the EWEC Global Strategy key indicators under the “transform” 

objective 

 

The nine action areas are receiving significant attention from the supporters: 90% of 

commitments refer to at least one action area, while 74% refer to three or more areas. 

Health system resilience is the single action area receiving the most attention, while 

accountability and humanitarian and fragile settings are the least-targeted. 

Based on scientific evidence and accumulated practical experience from the work on the first Global 

Strategy and the MDGs, nine action areas has been identified as key to achieving the Global Strategy 

objectives.21 Overall, 193 commitments (90%) refer to at least one of the action areas of the Global 

Strategy, 186 commitments (87%) refer to at least two, and 160 (74%) refer to three or more, showing 

that overall, commitment-makers take these nine action areas seriously. 

Health system resilience is the action area that is most heavily targeted by commitment-makers (73%; 

Figure 9). The focus on health system resilience will help to provide high-quality care in all settings, to 

prepare for emergencies, and to ensure universal health coverage among other things. This finding is in 

line with the conclusion that essential health services are the “thrive” indicator receiving the most 

attention. Out of the supporters for health system resilience, a quarter comes from governments and 

the private sector respectively, and a fifth from CSOs & NGOs. 

In contrast, humanitarian and fragile settings are largely overlooked in current commitments. Only one 

out of five commitments refers to improving women, children, and adolescent health in these 

emergency situations. This is a very low number given that a large majority of newborn and child deaths 

occur in humanitarian settings.22 

                                                             

21
 Every Woman Every Child (2015), The Global Strategy for Women’s, Children’s, and Adolescents’ Health (2016-2030), p 48 

22 UNICEF. The state of the world’s children 2016: a fair chance for every child. New York, United Nations. 2016. 
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Figure 9: Commitments referencing the 9 EWEC Global Strategy action areas 

  

The 12 guiding principles were commonly referenced in commitments, with 93% of 

supporters referring to at least one guiding principle and 82% to three or more. 

Commitments reflect strong support for a partnership-driven, country-led, people-

centered approach, but comparatively few commitments explicitly refer to human rights. 

The Global Strategy provides guidance to supporters to accelerate momentum and work within 12 

guiding principles23 of global health and sustainable development. Nearly all commitments specifically 

reference at least one of the guiding principles adopted by the Global Strategy (93%). Furthermore, 89% 

of commitments reference at least two guiding principles, while 82% reference three or more. Principles 

commonly referenced were country-led and partnership driven. Less than a third of commitments 

emphasize human rights and over a quarter gender-responsive programming. Only 18% make 

references to sustainability. 

56% of the commitments referred to specific target countries, most commonly 

countries in sub-Saharan Africa followed by South Asia. 84% of the country references 

were either to low-income countries or lower-middle income countries. 

Of the 215 commitments, 121 (56%) explicitly referred to a specific country or countries, with 334 

country references in total. In addition, 83 (39%) referred to a specific region. Commitment-makers 

most frequently mentioned their work in sub-Saharan Africa. Of the country references, 57% referred to 

countries in sub-Saharan Africa, while 16% referred to South Asian countries. Of the regional 

references, 24% mentioned sub-Saharan Africa and 11% mentioned Latin America.  

                                                             

23
 These are: country-led, universal, sustainable, human rights based, equity-driven, gender-responsive, evidence-informed, 

partnership-driven, people-centered, community-owned and accountable to women, children and adolescents. 
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The most frequently referenced countries were India (28 commitments), Uganda (22 commitments), 

Nigeria (21 commitments), Kenya (16 commitments), and Tanzania (16 commitments). All of these 

countries are low-income or lower-middle income countries with high levels of maternal, child, and 

adolescent mortality.24 

The majority of countries targeted belonged to either the LIC or LMIC group: 38% of country references 

targeted LICs, while 47% targeted LMICs. Twelve percent of country references were related to UMICs. 

In addition, 4% of country references were targeted at 4 HICs (Oman, Singapore, Uruguay, and the USA). 

While most of the burden of women’s, children’s, and adolescents’ health remains in LICs and MICs, the 

universal nature of the SDGs suggests that HICs would do well to also consider how they can further 

improve lives in their own countries, in addition to abroad.  

2. Financial commitments to the Global Strategy: Overall commitment amount and 

progress in disbursing committed funding  

 

Financial commitments towards the Global Strategy total at least US$ 28.4 billion. 

Increased financing is required to cover all the measures envisioned in the updated Global Strategy. All 

actors need to ramp up their respective efforts to mobilize additional resources from international and 

national source for women’s, children’s, and adolescents’ health. Efforts are also required to improve 

the use of existing resources. One critical aspect of the overall accountability effort is thus to track the 

financial commitments to the updated Global Strategy (please refer to Box 1 for details on the 

methodological approach).  

Box 1: Method for calculating financial commitments 

Calculation of financial value  

In line with the methods used in previous accountability reports for the Global Strategy, the starting 

point of the analysis of financial commitments was an analysis of the commitment statements and the 

commitment forms. In order to be considered a financial commitment, a commitment must have been: 

(i) committed to an increase in financing in the commitment statement, and/or (ii) marked as 

“financial” on a commitment form provided to all commitment-makers other than governments. 

This initial content analysis showed that a total of 101 supporters to the updated Global Strategy 

committed to increased financing for achieving the goals of the Global Strategy. The majority of 

financial commitment-makers were explicit in their commitments about the amount of financial 

                                                             

24
 The following countries received also several mentions in the commitments: Ethiopia (n=13), Bangladesh (n=10), South Africa 

(n=8), and Haiti, Malawi, Pakistan, and Zambia, all with seven mentions.   
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resources they aim to commit to women’s, children’s, and adolescents’ health. However, one-fifth of 

the 101 financial commitments were not valued because the texts provided only vague information 

about their financial contribution (e.g. “increase domestic resources for health”). 

For the others, the value of the financial commitment was either taken directly from the commitment 

text, or in the case of LICs and MICs calculated based on a method that was established in the context 

of the Global Strategy 2010-2015. Given that LICs and MICs pledged to increase their domestic health 

expenditures to 15% of their total national budget by or before 2030, the method uses data from the 

WHO’s Global Health Expenditure Database to estimate the amount of committed resources (see 

Appendix 2 for more details).  

One challenge was that the timeframe of commitments differ. While most commitments were made 

for an initial five-year timeframe, a number of commitment-makers, mostly LICs, made longer-term 

commitments through 2030. In addition to the overall financial commitment amount, an adjustment 

for five years (2016-2020) was established.  

Controlling for double-counting 

In line with previous commitment analyses to the Global Strategy, the amount of committed financing 

was adjusted to control for double-counting. Controlling for double-counting in Global Strategy 

commitments is essential to avoid artificially increasing the funding figures.  

To avoid double-counting of commitments made by international stakeholders, financing sources were 

differentiated from financing channels, a method introduced by the IHME. One important instance of 

double-counting occurs when a source of international financing (for example, a bilateral donor or 

foundation) channels funding through multilateral organizations or NGOs, and when both – the source 

and the channel – count this funding as part of their commitment. In other words, double-counting 

occurs when funding has been committed twice by different stakeholders. 

NGOs & CSOs are particularly prone given that a portion of their committed financing can be from 

governments and funding sources who also commit funding to the Global Strategy (another portion is 

from private donations). Funding that may have been sourced by such commitment-makers was 

deducted out of all financial commitments made by NGOs & CSOs. For the 2010-2015 Global Strategy, 

double-counting adjustments were based on financial information collected through interviews and a 

review of financial documents. Through this process, data on funding from private donations vs. other 

sources were collected which were also used in this report. In addition, a ‘60% proxy’ was developed 

for NGOs offering too little information. This proxy is based on information collected for the previous 

analyses, which found that 60% of committed financing by NGOs was through other financial 

commitment-makers to the Global Strategy. 

For this report, data from previous analyses on the proportion subject to double-counting was re-

assessed. This was based on a review of publicly available information on the amount of financing from 

channeled by NGOs through private donors versus other sources. If no data could be obtained, the 60% 
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proxy from the previous accountability reports was used. The amount discounted ranged from 23% to 

60% depending on the NGO.  

Additionality of financial commitments  

As the commitment text is vague regarding the additionality of financing, several assumptions were 

made. Additionality is defined as funding pledged above baseline spending. Assuming that a 

commitment-maker spent US$ 1.0 billion in 2015 (the baseline year for the updated Global Strategy), 

and commits to US$ 1.2 billion in 2016, the commitment maker commits a total of US$ 1.2 billion of 

which US$ 200 million is additional. It was assumed that all committed financing by LICs and LMICs can 

be considered additional because it relates to an increase in their health expenditures. For donor 

governments, a desk review using databases and information from donors was undertaken to estimate 

baseline spending and the amounts for upcoming years. No information on the additionality of funding 

from other actors was available. We thus created a range to signal the uncertainty around the estimate.  

 

Substantial financial commitments have been made to the updated EWEC Global Strategy and the funds 

are being disbursed. Between September 2015 and December 2016, commitment-makers pledged a 

total of US$ 28.4 billion in financial commitments.25  Of this amount, donor governments pledged 49%, 

and low- and lower-middle income countries 30%, with the remainder coming from NGOs, CSOs, 

foundations, the private sector and intergovernmental bodies (Figure 10). LICs and LMICs together 

account for 30% of all financial commitments (US$ 8.6 billion). Most LICs and LMICs have pledged to 

increase their public expenditure on health as a share of overall public expenditure to 15% by or before 

2030, thereby ensuring that a focus is placed on women’s, children’s, and adolescents’ health. Progress 

towards this target is vital: government spending on health is below this level in many countries, mostly 

in Africa and Asia.26 

While substantial funding has been pledged, this analysis also reveals the enormous financial support 

that could be unleashed by gaining support from more HICs.27 Additional support could also be gained 

from LICs and LMICs, as domestic resources are by far the largest contributor of financing for women’s, 

children’s, and adolescents’ health services.  

  

                                                             

25 In line with previous analyses of commitments to the EWEC Global Strategy, the amount of committed financing was 
adjusted to control for double-counting. For more details, please refer to Box 1. 
26 World Health Organization Global Health Expenditure database: http://data.worldbank.org/indicator/SH.XPD.PUBL.GX.ZS  
27

 Some of the largest HIC supporters of the first Global Strategy (2010-2015) have made only small commitments to date, or 
have yet to make any at all.  

http://data.worldbank.org/indicator/SH.XPD.PUBL.GX.ZS
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Figure 10: Financial commitments to the EWEC Global Strategy by constituency group28 

 
Given that timeframes for the financial commitments differ, the amount of committed financing for the 

five-year period 2016-2020 was also estimated. While most commitments were made for an initial five 

years, a number of commitment-makers, mostly low-income countries, made longer-term commitments 

through 2030. US$ 22.4 billion in committed financing is expected by 2020. This includes all of the US$ 

14.0 billion pledged by donor governments, and at least US$ 3.7 billion of the CSOs & NGOs committed 

financing. If LICs and MICs contribute to their commitments in a linear fashion, US$ 4.7 billion in health 

expenditures would be available by 2020. 

Another critical question relates to the additionality of committed funding, i.e. funding beyond the 2015 

baseline. The analysis reveals that at least at least US$ 9.7 billion (range: US$ 9.7–US$ 11.6 billion) of 

the US$ 28.4 billion in financial commitments to the EWEC Global Strategy is expected to be additional: 

 All of the US$ 8.6 billion in committed funding by LICs and LMICs can be considered additional 

financing for women’s, children’s and adolescents’ health through increased government 

resources.  

                                                             

28 Note this graphic refers to the value of financial commitments. It does not include the value of other types of commitments 
(e.g. policy; in-kind services; products and other resources provided).  
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 US$ 1.0-2.0 billion of the US$ 14.0 billion committed by donors is estimated to be additional. 

This is based on a review of donor commitments that show that donors have also committed to 

slightly more financing to women’s, children’s, and adolescents’ health over baseline figures.29  

 Information on the additionality of funding from other groups of commitment makers is largely 

unavailable. A review of annual budgets for the largest CSOs & NGOs found that overall 

spending has increased only slightly since 2015, for an estimated range of US$ 0.1 to US$ 0.3 

billion. No information was available on the additionality of private sector commitment-makers. 

As such, between US$ 0.1 billion to US$ 1.0 billion of the remaining US$ 4.9 billion is expected to 

be additional.  

At least US$ 6.0 billion in committed funding has been disbursed. As such, commitment-

makers are on schedule with their disbursements. 

An assessment was undertaken to estimate the amount of committed funding disbursed between 

September 2015 and December 2016. The estimate was developed based on (i) a desk review of budget 

and financial documents in reference to government commitments30; and (ii) an online survey led by the 

EOSG of non-governmental supporters (Section 4).  

 The analysis found that commitment-makers are on track with their disbursements, with an 

estimated US$ 6.0 billion disbursed by December 2016: Donor governments are ahead of 

schedule in disbursing their committed funds.31 Donor governments disbursed an estimated US$ 

4.6 billion in 2016, equivalent to one-third of their overall committed financing (US$ 14.0 

billion). This support fuelled by the rise in ODA for SRMNCAH, discussed in Section 5. If this 

momentum can be sustained, donor governments may be able to not only fulfil, but exceed 

their financial commitments to the updated Global Strategy. 

 Non-governmental supporters are also well on track for disbursing their commitments. These 

supporters disbursed at least US$ 1.0 billion between September 2015 and December 2016, 

equivalent to one-fifth of their overall committed amount. The largest drivers of this are NGOs & 

CSOs, followed by the private sector.  

 Very limited information is known about the financial progress of LIC and LMIC governments. A 

desk review found two financial documents from LICs & LMICs with explicit financial 

commitment. Additional information will become available on domestic financing for health 

when the WHO’s Global Health Expenditures Database is updated.32 

                                                             

29 Canada, for example, has a more ambitious commitment than it did under the first Global Strategy: CAD$3.5 billion in 2015-
2020 compared with CAD$ 2.9 billion in 2010-2015. With US$ 2.5 billion committed, Sweden is also expected to step up its 
efforts through increased funding for sexual and reproductive health under its ‘feminist foreign policy’. 
30 Including documents and data shared by governments that is not in the public domain. 
31 

Donor governments disbursed 5% more in 2016 than committed.  
32 Uganda increased health expenditures by 9%, while Burundi decreased by 4% between 2015 and 2016. The WHO’s Global 
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Given that only a subset of financial commitments could be included in this analysis, the actual amount 

of disbursed financing is in all likelihood higher. 

3. Progress in the implementation of Global Strategy commitments  

To track progress on the implementation of nongovernmental commitments since the launch of the 

Global Strategy, commitment-makers were invited to complete an online questionnaire on populations 

reached, as well as challenges and lessons learned. In total, 134 non-governmental supporters received 

the questionnaire, of which 96 (72%) completed it between March 2, 2017 and June 16, 2017. These 

data were analyzed, appraised and aggregated to produce overall quantitative results where feasible 

(see Appendix 3 for more details on the questionnaire). 

The self-reported survey results show that nongovernmental commitments made significant progress in 

advancing the vision and objectives of the Global Strategy. Commitment-related activities have already 

impacted the lives of millions of newborns, under-five children, adolescents, and women. However, 

given that only a subset of supporters reported on progress, the total number of women, children and 

adolescents reached through commitment-related activities is likely much higher. 

A survey that was sent to non-governmental commitment-makers reveals substantial 

progress in advancing the Global Strategy. During the first 18 months, activities related to 

the commitments have reached 273 million women, children, and adolescents.  

 

Survey respondents reported on the number of individuals reached through commitment-related 

activities across four major age-groups (Table 1). Of the 88 respondents who answered the question 

about the number of individuals reached through commitment-related activities in four age-groups, 58 

provided information that could be aggregated. 

In total, 273 million women, children, and adolescents have been reached through commitment-

related activities by these 58 respondents, mainly from CSOs & NGOs followed by the private sector. Of 

these 273 million, 88 million were women, 84 million were children under five, 4 million were newborns, 

and 1.6 million were adolescents (the remainder was not disaggregated to one specific age/population 

group; see Table 1). Given that not all supporters reported on progress to EWEC, this is almost certainly 

an underestimate.  

  

                                                                                                                                                                                                    

Health Expenditure Database presents comparable health expenditures. As of April 2017, however, the GHED does not cover 
financing past 2014. More information will become available later in 2017 when the GHED is updated.  
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Table 1: Number of beneficiaries reached according to the online survey  

Target group  Number of beneficiaries reached 

Women 88 million 

Adolescents 1.6 million 

Children under five 84 million 

Neonates 4 million 

Cross-cutting (data not specified to one age 

group33) 

95 million 

Total 273 million  

 

To further substantiate their progress data in terms of individuals reached, survey respondents shared 

additional qualitative and quantitative information on their main activities implemented across 16 areas. 

Five of these areas refer to health priorities and interventions for specific age/populations groups (e.g. 

‘adolescents’ health priorities and interventions’; see Table 2), and 11 other areas relate to diseases and 

programmatic areas that span multiple age/population groups.34 In terms of the 5 areas that refer to 

specific age/population groups, substantial impact was reported in regards to ‘children’s health and 

interventions’, with millions children reached through vaccination and diarrhea treatment programs and 

handwashing (Table 2). Respondents also reported substantial progress for activities addressing 

‘women´s health priorities and interventions’. These activities focused on access to contraception and 

family planning. Activities specifically addressing neonatal health, early childhood development, and 

adolescents´ health were less reported on.  

Efforts to reach children and newborns were driven by respondents from CSOs & NGOs, foundations & 

philanthropies, and the private sector. The following are a few examples of the services that have been 

provided by stakeholders to achieve the results summarized in Table 1. Through multiple initiatives, the 

UN Foundation worked with partners to vaccinate 12 million children. As part of the for “Zinc Alliance 

for Child Health” partnership, Teck, a Canadian mining company, provided zinc and oral rehydration salts 

to treat children with diarrhoea. Over one million neonates were reached by Johnson & Johnson 

through their efforts to train 7000 nurses and midwives in five countries. Restless Development and 

Bayer collectively reached 0.5 million adolescents with SRHR activities. Pathfinder reached one million 

women with family planning counselling. PATH and partners reached 4 million pregnant women with 

improved technologies for the provision of child-birth services. Unilever reached 5.5 million mothers 
                                                             

33
 For example, Save the Children reported 36 million children aged 0-18 reached. 

34 Early childhood development; HIV, tuberculosis, Malaria, NTDs and other communicable diseases; Nutrition; Socioeconomic, 
environmental and political determinant; Health system resilience and health workforce; Innovation; Financing; Human rights 
and equity, including gender-based violence, child marriage; Humanitarian settings; Social mobilization/community 
engagement. 
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with hand-washing training. 

Table 2: Services provided under selected areas covered in the online survey of nongovernmental 

commitment-makers 

Focus area Examples of services provided  

Women´s health priorities/interventions, 
including SRHR 

 28 million reached with contraceptives  

 3.4 million reached through safe 
abortion and care services  

 1 million reached with family planning 
counselling  

 6,000 reached with training for self- 
detection of breast cancer 

Maternal health priorities/interventions  5.5 million mothers reached with hand-
washing training 

 5 million women reached with activities 
or products concerning obstetric services 

 1.3 million of access to quality maternal 
health care for women 

 29,000 women reached with provision of 
prenatal services  

Adolescents’ health priorities/interventions  75 million reached with SRHR services   

 35,000 reached with sustainable 
sanitation in schools 

Children´s health priorities/interventions  52 million reached with vaccines 
including pneumonia, measles, rubella 

 15 million reached with ORS and zinc 
treatment for diarrhoea  

 11 million reached with hand-washing 
training 

Newborns’ health priorities/interventions  1.7 million reached with improved care 
through the training of nurses and 
midwives  

 0.8 million reached with postnatal care 
efforts, including the use of 
chlorhexidine for umbilical cord care, 
neonatal intensive care unit admissions 
and home visits 

Regarding the 11 disease/programmatic areas, the majority of these responses were expressed in a 

qualitative way and as such could not be aggregated. Even so, the information provided reveals 

enormous progress made to reach women and children through activities that span multiple population 
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groups.  

The most frequently mentioned were related to ‘health system resilience and health workforces’, which 

reflects the strong commitment that non-governmental actors have made to this area. Overall, survey 

respondents reported substantial efforts in the training of health-care personnel: according to the 

information provided, 0.7 million family planning counsellors, 0.5 million community health-care 

workers, 11,000 nurses and midwives and 1,000 doctors have been trained. 

Respondents also reported that ‘HIV, tuberculosis, malaria, NTDs, and other communicable diseases’ 

activities have impacted at least 44 million individuals through treatment of neglected tropical diseases 

and malaria prevention efforts.  

Survey respondents, including those from the business community, CSOs & NGOs, and academia, also 

provided examples of progress through innovation. Innovation and research are essential aspects of the 

work being undertaken to achieve the objectives and targets of the EWEC Global Strategy. Two thirds of 

respondents reported progress on a wide range of innovations. New health technologies, including 18 

eHealth and mHealth technologies, were the most frequently reported innovations. Others included 

advances in education curricula, service delivery approaches, advocacy and policy, and clean 

energy/climate, water and sanitation (Table 3).  

For example, Plan International is collaborating on the introduction of a cost-saving stainless steel 

telescopic rod for use in the long bones of children with osteogenesis imperfecta, and a smartphone 

application for skilled birth attendants that provides direct access to evidence-based and updated 

clinical guidelines on basic emergency obstetric and neonatal care.35 

Table 3: Types of innovations for SRMNCAH highlighted in the online survey  

Innovation 
Number of 
mentions 

New health technologies 32 

Curriculums 12 

Innovative service delivery approaches  8 

Innovative advocacy and policy 7 

Networks to catalyze innovation 5 

Innovations relating to clean energy/climate, water, and sanitation 4 

Innovations on diet/nutrition and agriculture 3 

Other 10 

                                                             

35 One survey response can include more than one innovation  
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Success factors and implementation challenges  

Survey respondents also reported on success factors, lessons learned, and innovations, as well as on 

challenges and barriers to implementation. The following summarizes some of the key success factors 

highlighted: 

 Partnership was the most frequently reported success factor, was “partnerships”, both in-

country and globally. Such collaborative efforts were considered important for which were 

considered important by survey respondents to ensure better ensuring better health outcomes 

and accountability in-country. The Global Strategy and EWEC appeared to be an effective 

movement to facilitate and strengthen multi-stakeholder commitments.  

 Cross-sectoral collaboration was considered critical for achieving sustainable improvements in 

SRMNCAH. In their responses, 43 commitment-makers cited the importance of intersectoral 

linkages for the implementation of commitments. Of these, 15 reported on one intersectoral 

linkage and 28 reported on multiple linkages. The most frequently referenced linkages related to 

linkages reported were between health and nutrition education (n=24), nutrition (n=272), 

education (22),  WASH (n=17), gender issues (n=104). Other areas include transport (n=7), 

environment and energy (n=6), labor and trade (n=4), finance (n=3) and infrastructure (n=1). 

 Local capacity building, knowledge sharing and peer-mentoring at the local level were reported 

by respondents to be vital for providing good quality services.  

While there is evidence that the implementation of commitments is well under way, stakeholders also 

identified challenges and constraints to effective implementation. These include: 

 Insufficient capacity, including lack of funding, was identified as the most important constraint 

by survey respondents (n=9). 

 A worsening security situation was reported by several respondents as a key impediment to 

implementation (n=4).  

 Poor coordination at the country level and lack of shared leadership between government 

ministries was also seen as one key barrier to better service provision (n= 2).  

4. Overall financing trends relating to women’s, children’s, and adolescents’ health 

An independent analysis commissioned by PMNCH of broader SRMNCAH financing trends was 

conducted to contextualize the financial commitments to the EWEC Global Strategy, and to estimate 

how these committed affected SRMNCAH financing overall. The analysis found that ODA for SRMNCAH 

by international donors for the 62 countries that are eligible to receive grant funding from the Global 

Financing Facility36 in support of Every Woman Every Child (GFF) has increased by 6.6%, from US$ 10.6 

                                                             

36 The Global Financing Facility (GFF) in support of EWEC was launched in 2015 by the UN, in partnership with the World Bank 
Group. It is the financing arm of EWEC, and aims to close the financing gap for reproductive, maternal, newborn, child and 
adolescent health and nutrition (RMNCAH-N) by making more efficient use of existing resources, raising additional domestic 
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billion in 2014 to US$ 11.3 billion in 2015.37,38 Donor disbursements for these countries peaked in 2013. 

Compared to 2010, when the first EWEC Global Strategy was launched, 2015 donor flows to SRMNCAH 

were 22% higher. 

Provisional financial data for 2016 collected for this report signal further growth in SRMNCAH financing 

in 2016, reflecting the donors’ continued support. These data indicate that a number of key donors 

increased their SRMNCAH funding in 2016 and that the funding of most others remained stable. Overall, 

it is estimated that donors disbursed a total of US$ 11.6 to GFF-eligible countries, reaching a new peak in 

2016, with an increase of 3.0% from 2015. Increases were also driven by major commitment-makers to 

the EWEC Global Strategy (e.g. Canada and Sweden) which indicates its positive influence on overall 

SRMNCAH financing trends (Figure 11).  

Figure 11: ODA disbursements for SRMNCAH to the 62 GFF countries, 2006-2015, and provisional 2016 

spending 

  
 

While the overall financial trend is positive, additional donor financing is still needed to achieve the 

objectives of the Global Strategy. In 2015, the GFF estimated the incremental resource gap for eligible 

countries, the amount needed to ensure better health outcomes at US$ 33.3 billion (US$ 9.42 per 

capita).39 More specifically, funding for critical intervention areas is also stagnating or even declining: 

after steady increases since the 2012 London Summit, donor country funding for bilateral family 

                                                                                                                                                                                                    

resources (public and private) and further mobilizing and better coordinating external assistance. By the end of 2016, 16 of 62 
eligible countries were receiving GFF support.  
37 The analysis of financing trends was led by SEEK Development, commissioned by PMNCH. It was conducted using the 
Muskoka method and data from the Organisation for Economic Co-operation and Development’s Creditor Reporting System 
(https://stats.oecd.org/Index.aspx?DataSetCode=CRS1 , accessed 13 March, 2017; 
http://www.g8.utoronto.ca/summit/2010muskoka/methodology.html,accessed 13 March 2017).  
38 One general caveat in the tracking of SRMNCAH funding is that financing for adolescent health cannot be assessed with the 
current methods. 
39

 Global Financing Facility: business plan. Washington DC: World Bank; 2015 
(http://www.worldbank.org/en/topic/health/brief/global-financing-facility-business-plan, accessed 19 June 2017). 

https://stats.oecd.org/Index.aspx?DataSetCode=CRS1
http://www.g8.utoronto.ca/summit/2010muskoka/methodology.html
http://www.worldbank.org/en/topic/health/brief/global-financing-facility-business-plan
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planning activities remained flat in 2015 in real terms. However, in current US dollars, 2015 funding was 

6% below the 2014 level.40 The gap needs to be filled by improved efficiency and additional domestic 

and donor funding to achieve the goals of the EWEC Global Strategy. 

As such, additional donor support for SRMNCAH will be critical, including to the GFF, which aims to fill 

the gap by mobilizing additional resources from public and private sources, both domestic and 

international, and making more efficient use of existing resources.41  

Domestic financing 

Overall spending for health by the 62 countries eligible for GFF financing has increased continuously 

since the launch of the first EWEC Global Strategy (the latest year available is 2014).42 Previous studies 

have assumed that 25% of total government health expenditures benefitted SRMNCAH (see the dotted 

line in Figure 12).43 While these are substantial increases, they still fall short of the sums needed. 

Countries need to further step up their investments according to their ability to pay. 

Figure 12: Government health expenditures in the 62 GFF-eligible countries, 2006-2014 

 

                                                             

40 FP 2020 momentum at the midpoint 2015-2016. Chapter: 01 Pace of progress: mobilizing resources 
(http://progress.familyplanning2020.org/page/pace-of-progress/mobilizing-resources, accessed May 2, 2017). 
41 Beyond that, there are no recent forecasts available on SRMNCAH funding trends beyond 2016. Establishing such as forecasts 
will be critical to ensure continued support for SRMNCAH to sustain achieve gains and to make further progress towards the 
objectives of the Global Strategy.   
42 The analysis of government expenditures for SRMNCAH is based on data from the World Health Organization’s Global Health 
Expenditure Database http://apps.who.int/nha/database, accessed April 5, 2017). 
43 For the first Global Strategy, government RMNCH expenditures in LICs and MICs were calculated based on national RMNCH 
subaccounts assuming that they would constitute 25% of total government health expenditures. United Nations Global Strategy 
Finance Working Group. Background paper for the Global Strategy for Women’s and Children’s Health: Financial estimates in 
the Global Strategy. NY, UN, 2010. 

http://progress.familyplanning2020.org/page/pace-of-progress/mobilizing-resources
http://apps.who.int/nha/database
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Appendices 

The analysis presented in this report was undertaken using a range of different methods. The text below 

describes each method used.   

Appendix 1: Content analysis of commitments  

The results presented in Section 2 reflect a systematic assessment of all commitments to the updated 

Global Strategy made between September 2015 and December 2016. The key objective of this analysis 

was to assess the focus of the commitments to the Global Strategy, and to compare their scope and 

distribution with the Global Strategy’s objectives, action areas, guiding principles, 16 key indicators, and 

life-course approach. The methodological approach taken aligns with the methodology used and 

developed by SEEK, in close collaboration with PMNCH and WHO for the first content analysis of the 

commitments to the updated strategy in July 2016.  

Each commitment was assessed across the dimensions laid out in Table A1. A detailed codebook was 

developed to describe each dimension, and to ensure that all commitments were analyzed in a 

consistent manner. The codebook was based on the information contained in the updated “Global 

Strategy Report and Indicator & Monitoring Framework”. Analysts also marked what commitment forms 

were used for the analysis, as the amount of detail provided differs across forms (standard template; 

roll-over form). As governments did not fill out the commitment forms, the commitment statement plus 

any available supporting materials were analyzed (e.g. official commitment letters).  

With the support of this analytical framework, a team of analysts coded these commitments in an MS 

Excel database. The database used for the July 2016 analysis was expanded with the additional 

commitments submitted and approved during the remainder of 2016. The database also includes 

further analysis of the assessed information including counts, cross tabulations, etc.  
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Table A1: Dimensions covered in the commitment analysis 

Descriptive 

Dimensions 

 Type of commitment maker (e.g., CSOs & NGO; governments)* 

 Type of commitment (e.g., research; M&E)  

 Whether the actor made a commitment under the original Global Strategy 

 Geographic focus incl. geographic focus of the commitment text and origin 

of the commitment maker* 

Global 

Strategy 

Dimensions 

 3 Global Strategy objectives and 17 targets 

 16 Global Strategy Key Indicators: 

 5 Survive  

 7 Thrive  

 4 Transform   

 11 Global Strategy Guiding Principles 

 9 Global Strategy Action Areas 

 4 Life Course Areas 

* Unlike the other dimensions, these dimensions were classified using information from outside 

the commitment texts. Origin of the commitment-maker, if unavailable on the commitment form, 

was found online. A list of previous commitment-makers to the Global Strategy was used to assess 

whether the supporter has committed to the previous strategy. Income groups were based on the 

latest World Bank classification (March 2017).  

Appendix 2: Financial commitment analysis  

The method for the value of a financial commitment differed depending on the commitment: The value 

of all commitments other than LIC/MIC commitments was taken directly from the commitment text. 

These financial commitments were then further assessed for whether they could be expressed as a 

financial value. LICs and LMICs pledged to increase their general health expenditures to 15% of their 

total national budget (usually by 2030). To estimate the value of financial commitments made by 

LICs/MICs, GHED data was used to estimate a baseline for annual government health spending. This 

baseline was then projected into the future. Unless another target year was specified in the 

commitment, a linear rate of increase in the government health spending until 2030 was assumed. 

Unless otherwise specified, and following the method that was used for the first Global Strategy (2010-

2015), it was assumed that 25% of government health spending will benefit SRMNCAH. The estimate 

assumes that the level of external financing remains constant until 2030.   
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Appendix 3: Survey analysis   

To track progress in the implementation of commitments since the launch of the Global Strategy, the 

EOSG, together with partners, conducted an online survey. In total, 134 non-governmental supporters 

received the questionnaire, of which 96 (72%) completed it between March 2, 2017 and June 16, 2017.  

Supporters reported on their commitment progress online. Respondents were asked to provide 

information on: 

1. Disbursed financing 

2. Number of people reached by the commitment related activities 

3. Thematic areas of the activities implemented as part of the commitment 

4. Innovations 

5. Progress summary of the commitment (text addressed for update of the EWEC homepage, 

because of this specific analysis has not been undertaken). 

6. Intersectoral linkages i.e., integration of areas such as energy nutrition, education, transport, 

WASH etc., into health interventions. 

7. Geographic updates 

8. Best practices 

9. Challenges 

10. Success factors 

11. EWEC’s value 

All results were provided in a CSV file to SEEK that was analyzed in MS Excel. The database information 

was assessed, question by question, to verify accuracy and when possible quantified and aggregated to 

supply the base for further analysis.  

Appendix 4: Approach for estimating overall financing trends  

To track progress in financing for health, an assessment of ODA for SRMNCAH and domestic financing 

was undertaken. The goal of the ODA analysis was to report on trends in disbursements to SRMNCAH 

for the 62 GFF-eligible countries and all recipient countries between 2006 and 2016, where the last 

value is an estimate. The process in detail is as follows: 

 Data on resources disbursed to developing countries from 2006 to 2015 was downloaded from 

the OECD-CRS website in constant US$ (December 2016 update).  

 Using the Muskoka methodology, percentages of resources destined to RMNCH are attributed 

to each sector.  

 The CRS dataset includes information on funding to a region and is not specific to any country. 

An assumption is made to determine how much of this funding would go to a country based on 

current flows. This percentage is applied to the unspecified funding, and allocated to each 

recipient. The total for all 62 GFF countries is added up to 2015.  
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 Given that the OECD CRS only covers financing from 2015, the team conducted research to 

determine the approximate amount of financing provided by the top 15 donors in 2016, both as 

bilateral and multilateral financing. This value was compared to the known amount that was 

disbursed in 2015, arriving at a growth rate of RMNCH funding between the two years. This 

growth rate was used to estimate the amount of resources that would be made available  

 The projected number considers the change in resources destined to developing countries from 

the top 20 donors. The growth rate is applied to the latest available 2015 value, and corrects for 

scale. 

Data to track domestic financing for SRMNCAH is retrieved from the WHO’s Global Health Expenditure 

Database. Information on General Government Health Expenditure as a percentage of GDP is 

downloaded and multiplied by each year’s GDP value. This amounts to the value of government 

resources that are destined to health for all the 62 GFF countries. An assumption on the funds destined 

for RMNCH is made: 25% of government resources is assumed to go into RMNCH.   

 

 


