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Major gaps in child survival by ethnic group
The Article by Cesar Victora and colleagues1 in The Lancet 
Global Health is an important and timely descriptive 
study of ethnic differences in child mortality. The analysis 
included more than 2 million births among 415 ethnic 
groups in 36 low-income and middle-income countries 
(LMICs). To date, few studies have assessed ethnic 
differences in child mortality in multiple countries. 
However, consistent with the UN commitment to leave 
no-one behind, disaggregation of health outcomes by 
ethnicity is part of the Sustainable Development Goals 
(SDGs).

Although globally the chances of a child surviving 
to their fifth birthday are greater than ever before, a 
considerable burden of child mortality remains. In 2018, 
of the 680 million children aged younger than 5 years, 
an estimated 5 million died.2,3 At the global level, major 
inequalities are clear and persistent. For a child born in 
sub-Sarahan Africa, the risk of death before age 5 years 
is 14 times higher than that of a child in Europe. Within 
LMICs, inequalities by wealth, geographical location, 
sex of the child, and by mother’s education are well 
described and tracked.4 However, the study by Victora 
and colleagues takes us beyond inequalities between 
regions, and beyond differences stratified by wealth, 
residence, sex, and education, to assess inequalities 
between ethnic groups within individual LMICs.

As stated in SDG 10,5 “Inequality threatens longterm 
social and economic development, harms poverty 
reduction and destroys people’s sense of fulfilment 
and self-worth”, and “we cannot achieve sustainable 
development and make the planet better for all if people 
are excluded from opportunities, services, and the 
chance for a better life.” Inequalities are of major societal 
importance in both high-income and low-income 
settings. Moreover, a shift might be occurring towards 
a great new divergence in society as a result of issues 
associated with technological advances, education, and 
climate change,6 in sharp contrast to the aspiration of a 
grand convergence for child survival.7

The results of Victora and colleagues’ study strongly 
indicate that marked and major differences exist in 
child mortality by ethnic group in all countries with 
data available. In the 25 countries where statistically 
significant differences in under-5 mortality rate (U5MR) 
by ethnic group were identified, children in ethnic 

groups with the highest mortality were more than three 
times more likely to die than children in ethnic groups 
with the lowest mortality in the same country (median 
mortality ratio 3·3 [IQR 2·1–5·2; range 1·5–8·5]). In 
nearly all countries studied, these differences did 
not seem to be due to wealth, education, or place of 
residence. The reasons for these differences in child 
mortality are unclear, and beyond the scope of the 
study, but are likely to depend on national and local 
context. Similar to inequalities in high-income settings, 
research is urgently needed to identify the “causes of the 
causes”8 to facilitate practical action at the national level 
and to enable the development of multisectoral policies 
that can make a difference.9 Additionally, a need exists 
to track progress over time.

Abimbola stated that “sustainable progress in global 
health is homegrown.”10 Local multidisciplinary research 
teams will need to work closely with policy makers in 
LMICs, where there is a drive to understand and address 
these ethnic differences in child survival. Progress in 
some countries might inspire other countries to tackle 
the issue and overcome barriers in their own settings. 
To address this challenge, national policy makers will 
require data with direct relevance to programmes in the 
health sector and beyond. Research at the global level 
might also help to address the underlying issues driving 
such inequalities.

Although some ethnic groups had extremely high 
mortality (>150 deaths per 1000 livebirths), this issue 
is not only about minorities as defined by population 
size. The largest ethnic groups did not have the lowest 
child mortality in any of the countries studied, and in 
two countries the largest ethnic groups had the highest 
mortality (the Hausa in Nigeria and the combined ethnic 
groups that comprise the black population in South 
Africa).

Information on ethnicity is scarce. Of more than 
90 LMICs with available data on child survival, the 
study was limited to just 36 countries where data on 
ethnicity or a proxy was available. Proxies for ethnicity 
included skin colour and language spoken at home. 
Indeed, the way in which ethnicity is defined in certain 
contexts might be shocking to some readers—eg, 
defining ethnicity by skin colour or through the use of 
terms such as backward. Moreover, ethnicity can be 
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a sensitive topic and ethnicity data are not collected 
in some countries, partly for political, historical, and 
colonial reasons. Ethnic differences in child survival 
in LMICs not included in the study by Victora and 
colleagues might be of particular interest.

To understand and address ethnic differences in 
child mortality, this study could represent the first step 
towards local, multidisciplinary research, leading to 
multisectoral action. To avoid a great new divergence 
and to ensure no one is left behind, immediate action is 
needed.
We declare no competing interests.

Copyright © 2020 The Author(s). Published by Elsevier Ltd. This is an Open 
Access article under the CC BY 4.0 license.

*Joanna R M Armstrong Schellenberg, Della Berhanu
joanna.schellenberg@lshtm.ac.uk

Department of Disease Control, London School of Hygiene & Tropical Medicine, 
London WC1E 7HT, UK (JRMAS, DB); and Ethiopian Public Health Institute, Addis 
Ababa, Ethiopia (DB)

1 Victora CG, Barros AJD, Blumenberg C, et al. Association between ethnicity 
and under-5 mortality: analysis of data from demographic surveys from 
36 low-income and middle-income countries. Lancet Glob Health 2020; 
8: e352–61.

2 UN Inter-agency Group for Child Mortality Estimation. Levels and trends in 
child mortality. Report 2019. New York: UNICEF, 2019.

3 UN Population Division. World population prospects 2019. https://
population.un.org/wpp/Download/Standard/Population/ (accessed 
Jan 20, 2020).

4 Hosseinpoor AR, Bergen N, Schlotheuber A, Victora CG, Boerma T, 
Barros AJ. Data resource profile: WHO Health Equity Monitor (HEM). 
Int J Epidemiol 2016; 45: e1404–05.

5  SDG 10. Reduced inequalities: why it matters. https://www.un.org/
sustainabledevelopment/wp-content/uploads/2018/01/10.pdf (accessed 
Jan 30, 2020).

6 UN Development Programme. Human development report 2019. Beyond 
income, beyond averages, beyond today: inequalities in human 
development in the 21st century. http://hdr.undp.org/sites/default/files/
hdr2019.pdf (accessed 15 Jan, 2020).

7 Costello AM, Dalglish SL, on behalf of the Strategic Review Study Team. 
Towards a grand convergence for child survival and health. Geneva: 
World Health Organization, 2016.

8 McKee M. Grenfell Tower fire: why we cannot ignore the political 
determinants of health. BMJ 2017; 357: j2966.

9 WHO Regional Office for Europe. Healthy, prosperous lives for all: 
the European Health Equity Status Report. 2019. http://www.euro.who.
int/en/publications/abstracts/health-equity-status-report-2019 (accessed 
Jan 20, 2020).

10 Abimbola S. The foreign gaze: authorship in academic global health. 
BMJ Global Health 2019; 4: e002068.


	Major gaps in child survival by ethnic group
	References



