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1.  INTRODUCTION 
A total of 189 Member States of the United Nations (UN) adopted the “UN Millenium Declaration” 
at the UN Millenium Summit in New York in September 2000. The declaration includes a series of 
development goals, related targets and indicators, collectively referred to as the “Millenium 
Development Goals (MDG)”. Six out of the eight goals, nine of the 18 targets, and 18 of the 48 
indicators are health and health-related, highlighting the centrality of health to development and to 
the alleviation of poverty (Annexures 1 and 2).  

The 55th World Health Assembly reaffirmed its commitment to the UN Millennium Declaration 
and related MDG through resolution – WHA 55.19. The work of the World Health Organization 
(WHO) on MDG will not only form an integral part of its activities, but will also contribute to the 
collective efforts of the UN. 

In June 2003, in collaboration with Headquarters, the WHO Regional Office for South-East 
Asia (SEARO) organized a regional consultative meeting on “Reporting on Data Sets on UN MDG 
and WHO Core Health Indicators”. It brought together representatives from all Member States of 
the Region and the relevant country and regional staff to discuss how best to meet the 
responsibilities of WHO reporting on the 18 health-related MDG indicators, and how to follow up 
the activities in collaboration with Member States.   

In January 2004, WHO and the World Bank convened a meeting of a high-level forum on the 
health and health-related MDG.  This meeting concluded that progress towards MDG was very 
slow particularly in low-income countries and was a cause for great concern. It recognized that 
increased availability of resources alone would not be sufficient to achieve the MDG. There was a 
need to implement policy and institutional changes, both in developed and developing countries. It 
recommended practical steps to ensure a closer relationship between the implementation of the 
Poverty Reduction Strategy (PRS) programme and programmes to achieve the MDG. As a follow-
up, Japan will host a global meeting on health-related MDG and poverty reduction during mid-
2005.  

In order to work closely with Member States and to support and facilitate them effectively in 
achieving the MDG, WHO/SEARO has adopted certain processes.  These include advocacy, 
reporting, operational and technical support, promoting appropriate research and development, 
and monitoring progress.  

Till now, four countries (Bhutan, Indonesia, Nepal and Thailand) have submitted their national 
MDG progress reports. Timor-Leste will finalize the report before the end of 2004. The World Bank 
issued a progress report on India - “Attaining the Millennium Development Goals in India” in June 
2004. UN and partner agencies in all SEAR countries are working together, as UN country teams, 
to advocate and promote activities on MDG. They also made additional interim reports or shared 
documentation. In addition, UN and its agencies are organizing a series of technical workshops 
and seminars at national and regional levels. The national, regional and global reports provide  
valuable information on: (a) status of progress; (b) major challenges and obstacles; (c) 
requirement for domestic and external resources; and (d) capacity for monitoring progress. 

This report submitted to the Health Ministers provides an overview of the progress and trends 
towards achieving the MDG in the Region. It provides a  summary of the status of health and 
health development in respect to each health-related goal, and also shows the progress on some 
selected indicators. The challenges and bottlenecks with particular reference to health systems 
development are also highlighted. 

2.  PROGRESS TOWARDS MDG 
The progress towards achieving the MDG is monitored and analysed at the country level with 
periodic national reports.  
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Regional Overview 
WHO/SEARO has compiled an updated information set on MDG from national reports, statistical 
profiles and other available sources both from the UN and partner agencies, as well as from 
national institutions.  

Six Member States (Bangladesh, Bhutan, Maldives, Myanmar, Nepal and Timor-Leste) are 
classified under the category of least-developed countries (LDC). Four countries (India, Indonesia, 
Sri Lanka and Thailand) are in the lower middle-income category.  There is a wide variation in 
development as shown by the rate of improvement in the Human Development Index (HDI) in Asia 
and the Pacific from 1975 to 2002, including the countries of the Region (Figure 1).  

Figure 1: Trends of development as per HDI values in selected  
countries of Asia and the Pacific, 1975-2002 
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Life expectancy at birth (LEB), a summary measure for the health status of a country, is also 

one of the three components for determining the total summary index - HDI. Figure 2 shows wide 
variations of individual component values as well as total summary index - HDI in SEAR countries. 

Figure 2: Three Sub-index values of HDI in SEAR Countries, 2002 
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The above figure clearly shows that Life Expectancy at Birth (LEB) is a major contributory 

factor, next to education (EDU) and economic growth (GDP), in the context of HDI in most 
countries.  As per World Health Report 2003, the overall LEB of the Region was about 62 years, 
and the healthy life expectancy (HALE) was about 54 years in 2002.  

SEAR countries also face a double burden of diseases. According to the in World Health 
Report 2003, the Region accounted for nearly 30% of the global disability-adjusted life years 
(DALY) losses. (Note: One DALY loss is one year lost of healthy life.) Infectious and parasitic 
diseases accounted for 21% of the causes of morbidity. Respiratory infections and perinatal 
conditions played a significant role. Cardiovascular diseases and neuropsychiatric disorders are 
also the major causes of morbidity (See Figure 3).  

Figure 3: Leading causes of morbidity in SEA Region, 2002  
(as percentage of total DALY losses) 
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Goal 1: Eradicate poverty and hunger: Malnutrition   
(Target: Halve, between 1990 and 2015, the proportion of people who suffer from hunger) 
The progress to date with regard to the reduction in mild and moderate malnutrition is still 
negligible (Figure 4).  With the current trend, the target of halving, between 1990 and 2015, the 
proportion of people who suffer from hunger, may be difficult to achieve in some countries. 
Household food security remains a major concern in all SEAR countries. 

 

 

Figure 4: Prevalence of underweight children under-five years of age,  
1990, 2002 and target for 2015  
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Micronutrient deficiencies also contributed to under-nutrition of children and mothers. Iodine 
deficiency disorders (IDD) remain a significant public health problem in many countries, even 
though the disease prevalence has decreased largely through expansion of universal salt 
iodization programmes.  The percentage of households having access to adequately iodized salt is 
around 60%, in most countries while Bhutan has reached over 95%.  Routine surveillance data on 
urinary iodine excretion showed that the median values are within acceptable range and the 
proportion of population with urinary iodine below the minimum allowable (100 mg/l) varied from 
about one-quarter to one-third. The major constraint is lack of awareness on the need to consume 
iodized salt by all age groups, especially pregnant women and children. Other problems are the 
shortage of iodized salt due to under-production and inefficient distribution, lack of appropriate 
monitoring of iodine content of salt available to general consumers and, most importantly, 
ineffective implementation of legislation for iodized salt. 

Vitamin A deficiency is another significant public health problem, with 1.3 million children at 
risk. Maternal night blindness, a proxy indicator of vitamin A deficiency, is a major problem in 
Bangladesh, India and Nepal. All countries are accelerating efforts to combat vitamin A deficiency, 
particularly through vitamin supplementation and food fortification.  

Iron deficiency is one of the main causes of anaemia in pregnancy, a major public health 
problem with a range of adverse effects such as pre-term birth, low-birth weight babies, delayed 
and impaired child development, and decreased work productivity of mothers. In this Region, 
about 600 million adolescent girls, women of reproductive age and young children suffer from iron 
deficiency anaemia (IDA) hampering their cognitive and future overall development.  

While the exclusive breastfeeding rate is still very low, inappropriate and untimely initiation of 
complementary feeding practices precipitate malnutrition in young infants. Inappropriate feeding 
actually accounts for at least one-third of malnutrition, which further contributes significantly to 
morbidity and mortality among under-5 children.  
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Goal 4: Reduce Child mortality: Under-five mortality rate (U5MR); Infant mortality 
rate (IMR) and Measles coverage 

 (Target: Reduce by two-thirds, between 1990 and 2015, the under-five mortality rate) 
U5MR 
Globally, the number of children under five years of age dying every year is around 11 million with 
most deaths occurring in developing countries. The major killers remain unchanged, with over half 
of the deaths due to pneumonia, diarrhoea, malaria, measles, and HIV/AIDS; malnutrition 
underlies more than 50% of all deaths.  

Figure 5: U5MR in SEAR countries, 1990, 2002 and target for 2015  
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The Region carries a disproportionate burden of mortality and morbidity amongst children 

under five years. The Region accounts for almost 30% of the global child deaths. Bhutan, India, 
Myanmar, Nepal and Timor-Leste have a significantly higher under-five mortality rate (U5MR) than 
the global average of 82 per 1000 LBs. Only DPR Korea, Indonesia, Maldives, Sri Lanka and 
Thailand were able to reach and maintain the HFA 2000 target of U5MR less than 70 per 1000 live 
births. 

While some countries showed an appreciable reduction in U5MR in the last decade of the 20th 
century, some need accelerated efforts to achieve the target of reduction by two-thirds between 
1990 and 2015 (See Figure 5). This calls for a renewed focus to ensure that evidence-based child 
survival interventions reach all children in every corner of the countries, and due attention is paid 
to effective peri-natal care to ensure survival of newborns. 

Infant Mortality 

A similar trend is noted in respect of reducing infant mortality in all Member States. The 
major contribution to infant mortality is children dying during the neonatal period.  Health 
of the newborn has been a relatively neglected area in the Region. Over 40% of child 
mortality is accounted for by deaths in the neonatal period. The Region accounts for about 
1.4 million neonatal deaths every year. High prevalence of low-birth weight, approaching 
33% in some countries, contributes to the high neonatal mortality. Attention to neonatal 
survival is an imperative for achieving the targeted reduction in infant and under-five 
mortality rate. 
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Measles and other EPI diseases 
While the total number of reported measles cases declined by approximately 90% between 1989 
and 1999, sporadic outbreaks were reported in nine countries in 2003. Measles is still estimated to 
account for over 200,000 annual deaths of children annually. Average measles immunization 
coverage remained more than 85% during 1990s. Best estimates by WHO/UNICEF indicated that 
regional average in recent years is substantially lower. However, the coverage improved from 58% 
in 1999 to 70% to 2002, primarily due to improved coverage in India. 

The coverage of measles immunization depends upon the overall coverage of routine and 
special national immunization programmes. Significant national and intercountry efforts have been 
made to eradicate poliomyelitis through strategic mass immunization campaigns like national and 
sub-national immunization days (NIDs & SNIDs) and also synchronizing these activities in cross-
border areas. 

Except in India, no case of poliomyelitis has been reported in the Region since November 
2000.  All countries are maintaining high quality surveillance and continuing to strengthen routine 
immunization. The priority focus of poliomyelitis eradication continues to be India. After extensive 
NIDs/SNIDs and mopping up operations, coupled with mass media campaigns, India made 
significant progress during 2003 (See Figure 6). The above situation provides a clear warning that 
no state, region, or country is free of polio until the entire Region becomes polio-free. 

Figure 6: Wild Poliovirus Cases in India in 2002 and 2003 
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Source: IVD Unit, WHO SEARO, 2004 

Even before 2001, a few countries (Bhutan, Indonesia, Maldives, Sri Lanka and Thailand) had 
introduced Hepatitis B vaccination as part of routine immunization programmes. With additional 
funding from the Global Vaccine Fund, other countries will introduce it by 2004.  The longer-term 
challenge is to have plans for financial and other resources ensuring a sustained national 
immunization programme.   

One of the main goals of the Global Alliance for Vaccines and Immunization (GAVI) is to 
achieve diphtheria, pertussis and tetanus (DPT) coverage of 80%in all districts in at least 80% of 
GAVI eligible countries by 2005.  GAVI is also providing support for strengthening routine 
immunization, including introduction of auto-disposable syringes. The reported coverage of DPT 
immunization in the Region is above 70% of the target population. Similarly, the coverage of TT 
immunization among pregnant women with two doses of TT was approximately 75% (not all 
countries reporting) in 2003. In spite of such achievements, sporadic outbreaks of diphtheria and 
tetanus, including neonatal tetanus, were reported in five countries in 2003.   
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Goal 5: Improve maternal health: Maternal mortality ratio (MMRatio) and Skilled 
birth attendance  

(Target: Reduce by three-quarters, between 1990 and 2015, the MMRatio) 
Even though appropriate, affordable and effective health interventions are available and easily 
accessible, an estimated 530,000 women worldwide or 175,000 women in the Region, with 
140,000 in India alone, die from conditions related to pregnancy and childbirth every year.   

According to the estimates for 2000 made by WHO, UNICEF and UNFPA (published in 2003) 
and national reported data as of 2002, the data for SEAR countries showed significant variation, 
mainly due to differences in accessibility of health care (Figure 7). 

Sri Lanka and Thailand, with strong political commitment, the right strategy and investments to 
ensure that women have access to timely, safe, affordable, and high quality maternal and obstetric 
care (skilled care at every birth), succeeded in reducing maternal and newborn mortality to a very 
low level.   

 

Figure 7: Estimated MMRatio in 2000 and Reported data for 2002  
in countries of SEA Region  
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Worldwide, 13 developing countries accounted for 70% of all maternal deaths. Of these, five 
are in the Asia and the Pacific, and together accounted for nearly 50% of the global maternal 
deaths. In terms of absolute numbers of maternal and perinatal deaths, many countries in the 
Region account for a high number, i.e. Bangladesh, India, Indonesia, Myanmar and Nepal. 
Antenatal care during pregnancy varies from 100% in DPR Korea, to less than 40% in Bangladesh 
and Nepal. Even when antenatal care is available, quality is a major concern.  
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Figure 8: Coverage of antenatal care and births attended by skilled health personnel,  
WHO SEAR Countries, 1997-2001 
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Availability of skilled birth attendants is a sensitive indicator of the quality of maternal health 

care and health system performance. There is wide variation in the availability of skilled birth 
attendants in the Region. It varies from more than 80% in Sri Lanka, Thailand and DPR Korea to 
less than 15% in Nepal and 22% in Bangladesh (see Figure 8). One must take into account that 
the definition of skilled attendants may vary and may not always follow the global by agreed 
definition.   

Skilled attendants in well-functioning health care delivery systems, including proper referral 
mechanisms, are needed to provide essential and emergency obstetric care. Barriers to accessing 
care in high MMR countries include dearth of skilled human resources, ill-equipped facilities, high 
cost of skilled care when available, lack of transportation, poor awareness of danger signs and 
lack of birth preparedness and emergency readiness at family level. Post-natal care is non-existent 
in these countries.  

A pervasive consequence of poor maternal health is reflected in the high levels of neonatal 
mortality (death within 28 days of birth). In 2003, in South Asia over 1.4 million newborns died 
within one month of life. Essential newborn care is limited in most countries adding to the burden 
of neonatal mortality. 

There are inequities and a vast gap in accessing maternal health care services between rich 
and poor, urban and rural areas. These inequities exist within the region and in countries and 
communities. It is especially women from the poorest households who are most likely to suffer ill-
health and death as a result of complications during pregnancy, childbirth and the postpartum 
period. Within countries there are also inequities of access to maternal health care amongst 
provinces, states or districts as shown in Figure 9. 
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Figure 9: Coverage of births by skilled attendants in India by States, 1998-99  
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Improving the health of mothers and newborns requires a continuum of quality care, starting 
from the period before pregnancy to some months after delivery. Pregnancy and childbirth are 
normal physiological processes, but complications can occur at any time.  Availability of skilled 
attendants at every pregnancy and childbirth is crucial for improving access to maternal and 
newborn care services.   

Therefore, access to a functioning health care system with facilities and human resources 
necessary to facilitate and respond to the needs of mothers and newborns, and maintain their 
health is the most critical issue. Some countries would need to make concerted efforts to reach the 
MDG target. 

Goal 6: Combat HIV/AIDS, malaria and other diseases 
(Targets: Have halted by 2015, and begun to reverse, the spread of HIV/AIDS and the 
incidence of malaria and other major diseases) 
HIV/AIDS 
The South-East Asia Region, with nearly 6 million people with HIV/AIDS, has the second highest 
disease burden following sub-Saharan Africa.  Of these, nearly 99% are in India, Thailand, 
Myanmar and Indonesia.  In many countries of the Region, the epidemic is still concentrated in 
populations with high-risk behaviour such as commercial sex workers and injecting drug users.  
Thailand, Myanmar and six states in India have an estimated HIV prevalence of over 1% among 
adults.  Official estimates in India for 2003 put the number of people infected with HIV at 4.58 
million, the second highest after South Africa, with considerable variation between the states (See 
Table 1).  
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Table 1: Estimated HIV prevalence and antiretroviral treatment needs by  
countries in the SEA Region (as of December 2003)  

Country HIV prevalence 
Total number of 
people needing 

ART 

Number of 
people on ART 

in 2003 
Proposed WHO 
target by 2005 

Treatment gap 
(number on 

treatment and 
WHO target ) 

Bangladesh  13,000 1,950 5 975 970 

Bhutan  <100 15 0 8 8 
DPR Korea - - - - - 
Indonesia  130,000 19,500 1,100 9,750 8,650 
India  4,580,000 687,000 13,000 343,500 330,500 
Maldives  100 15 0 8 8 
Myanmar  420,000 63,000 1,000 31,500 30,500 
Nepal  60,000 9,000 100 4,500 4,400 
Thailand  670,000 100,500 13,000 50,250 37,250 
Sri Lanka  4,800 720 25 360 335 
Timor-Leste - - - - - 
Total 5,877,900 881,700 28,230 440,851 412,621 

Source: HIV/AIDS Unit, WHO SEARO 2004  

There is a potential for rapid spread of HIV infection across the countries due to the existence 
of risk behaviours and vulnerabilities. Indonesia and Nepal recently experienced a rapid increase 
in HIV cases among the injecting drug users (IDU) and subsequently commercial sex workers 
(CSW), after a prolonged period of low prevalence.   

All countries have made considerable progress in fighting the epidemic of HIV/AIDS by 
implementing national plans with full involvement of various government agencies, the private 
sector and nongovernmental organizations. On 1 December 2003, WHO and UNAIDS announced 
a detailed and concrete plan to reach the "3 by 5 target" of providing antiretroviral  treatment (ART) 
to three million people living with HIV/AIDS in developing countries by the end of 2005. 

The "3 by 5" strategy for the conrol of HIV/AIDS will focus on: 
(a) simplified, standardized tools to deliver antiretroviral therapy;  
(b) a new service to ensure an effective, reliable supply of medicines and diagnostics;  
(c) rapid identification, dissemination and application of new knowledge and successful 

strategy; urgent, sustained support for countries; and  
(d) global leadership backed by strong partnership and advocacy for reaching the target of 3 

million cases by 2005. 

India, Indonesia, Sri Lanka and Thailand have already started scaling up ART, while Myanmar 
and Nepal are preparing to do so. The challenge is how to make ART accessible and affordable.   

Malaria 
Malaria continues to be a major killer and crippler with an estimated 1.2 billion people or 85% of 
the total population of the Region living in malaria-risk areas. Over the decades, malaria 
prevalence has stabilized, with around 2-3 million cases reported annually. All countries except 
Maldives have indigenous malaria transmission. Predominant malaria infections are due to P. 
vivax and P. falciparum, the latter accounting for a major proportion of all malaria-related deaths.  

After many years without malaria, DPR Korea has reported annual outbreaks due to P. vivax 
since 1999. While the malaria situation in Bangladesh, India, Thailand and Myanmar has 
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improved, the situation in certain parts of Bhutan, DPR Korea, Indonesia (Java), Nepal, Sri Lanka 
is deteriorating.  India accounts for 77% of the incidence of malaria.   

In Myanmar, 64% of the deaths reported were due to severe malaria. Resistance by P. 
falciparum infection to drugs has progressed steadily affecting almost all countries of the Region. 
The issue is more acute with the move from mono-drug to multi-drug resistance. The appearance 
of chloroquine resistance in P. vivax in some countries also poses a serious challenge, since an 
estimated 400 million people are at risk of contracting drug-resistant malaria. 

The constantly changing scenario of malaria requires the adoption of a stratified approach and 
intensification of surveillance for control.  Malaria affects all age groups, especially the poor, 
pregnant mothers, infants and young children. Migrants, forest and forest-fringe workers, workers 
in gems and mining industries, and people working at development sites are more vulnerable.  

Tuberculosis 
Tuberculosis (TB) is a priority disease and the biggest killer of young adults. The Region carried 
38% of the global burden of TB, with three million new cases and nearly three-quarters of a million 
deaths occurring every year.  Rising trends in HIV infection in some countries together with the 
emergence of multi-drug resistant strains of tuberculosis pose additional threats. 

Directly Observed Treatment Short-course (DOTS) programme continued to expand rapidly in 
all Member States with the result that by 2003, almost 80% of the population in the Region had 
access to good TB diagnostic and treatment services.  The overall treatment success rate under 
DOTS is close to the 85% target while the case detection rate has increased from 35% in 2002 to 
46% in 2003.  Given the trend for the past three years, the case detection target of 70% is 
achievable by 2007 (Figure 10).  A large part of the increase in case detection is attributable to 
India, where an unprecedented and phenomenal expansion of DOTS is occurring without 
compromising on quality. 

Figure 10: Trends in case detection in the SEA Region, 1995-2003 

 
 
 
 
 
 
 
 
 
 
 
 
Source: WHO/SEARO: Note: The circles indicate the number of new smear positive cases notified under 
DOTS, expressed as a percentage of the estimated cases for each year. The dotted line (red for region 
and blue for global) is an extrapolation, based on the current annual increment, showing that if the 
current momentum is maintained, the Region could expect to reach the 70% target around 2006/2007. 
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Two countries in the Region, viz. DPR Korea and the Maldives, have already reached the 
70% case detection and 85% treatment success targets set for 2005, while Myanmar and Sri 
Lanka are approaching these targets.  Because of the large burden of TB in the Region, the 
progress with DOTS has substantially contributed to the overall global progress in TB control.  A 
major challenge is to sustain the 2005 targets once they are reached, in order to reach the MDG 
by 2015. 

The key constraints being faced by the national TB programmes in this regard are: (a) the lack 
of sustained commitment to TB control, particularly in countries where health care has been 
decentralized to the level of local governments; (b) a continuing lack of sufficient numbers of 
adequately skilled staff to sustain and improve the core components of DOTS; and (c) low 
community awareness leading to poor utilization of available services.  HIV-associated TB and 
MDR-TB pose additional challenges to national TB control programmes. 

Goal 7: Ensure environmental sustainability: access to safe drinking water and 
improvement in sanitation 

(Targets: (i) Integrate the principles of sustainable development into country policies and 
programmes and reverse the loss of environmental resources: (ii) halve, by 2015, the 
proportion of people without sustainable access to safe drinking water; (iii) by 2020 to have 
achieved a significant improvement in the lives of at least 100 million slum dwellers) 
The following Table 2 provides water supply and sanitation coverage for 1990 and 2000, in 
countries of the Region as reported in the joint WHO/UNICEF Report on the global Water Supply 
and Sanitation Assessment, 2000.   

Table 2: Water supply and sanitation coverage in the SEA Region, 1990-2000 

Water supply coverage (%) Sanitation coverage (%) 
Country Year 

Urban Rural Total Urban Rural Total 

Bangladesh 1990 
2000 

98 
99 

89 
97 

91 
97 

78 
82 

27 
44 

37 
53 

Bhutan 1990 
2000 

- 
86 

- 
60 

- 
62 

- 
65 

- 
70 

- 
69 

DPR Korea  1990 
2000 

- 
100 

- 
100 

-- 
100 

- 
99 

- 
100 

- 
99 

India 1990 
2000 

92 
92 

73 
86 

78 
88 

58 
73 

8 
14 

21 
31 

Indonesia 1990 
2000 

90 
91 

60 
65 

69 
76 

76 
87 

44 
52 

54 
66 

Maldives 1990 
2000 

- 
100 

- 
100 

- 
100 

- 
100 

- 
41 

- 
56 

Myanmar 1990 
2000 

88 
88 

56 
60 

64 
68 

65 
65 

38 
39 

45 
46 

Nepal 1990 
2000 

96 
85 

63 
80 

66 
81 

68 
75 

16 
20 

21 
27 

Sri Lanka 1990 
2000 

90 
91 

59 
80 

66 
83 

93 
91 

79 
80 

82 
83 

Thailand 1990 
2000 

83 
89 

68 
77 

71 
80 

97 
97 

83 
96 

86 
96 

Source: WHO/UNICEF, Global Water Supply and Sanitation Assessment 2000  
The data above shows that at least eight countries of the Region have made important strides 

towards increasing water supply coverage during the last decade. Despite these achievements, 
more than 212 million persons or 14% of the population in the Region currently lack access to this 
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basic necessity of life.  More than three-quarters of the population in the rural areas still lack 
access to improved water supply. According to available information, five countries of the Region 
(DPR Korea, India, Indonesia, Sri Lanka and Thailand) have national drinking water quality 
standards equivalent to the WHO guidelines. According to the Asian Development Bank, in some 
50 water utilities in 31 Asian countries, including many countries of the Region, 33% of domestic 
consumers reported that they drank tap water without boiling, and yet 80% considered that the 
water was of acceptable quality. 

Compared to the 212 million people who lack access to improved water supply, there is more 
than four times that number or some 881 million people who lack access to improved sanitation. 
High-level political commitment and increased community involvement is required to sustain 
sanitation programmes on a massive scale in many countries.  Greater efforts will be needed to 
address sanitation as a determinant of health in addition to water supply. 

Goal 8: Develop global partnership for development: access to affordable essential 
drugs 

(Target: In cooperation with pharmaceutical companies, provide access to affordable, 
essential drugs in developing countries) 
Access to essential medicines has been, and will continue to be the core element of health care in 
the Region. Member Countries are strengthening their national drug policies, promoting rational 
use and ensuring quality, quantity, safety and efficacy. With the expansion of the private sector in 
health care, access to essential medicines has become an important issue.  

While most countries ensure provision of essential medicines in public health facilities either 
free of charge or for a nominal fee, patients in the private sector have to pay the full cost or more. 
Countries in the Region have long-standing price control mechanisms for essential drugs. 
However, the lower margin on essential medicines may drive manufacturers to produce drugs with 
a bigger margin. The balance between keeping essential medicines affordable and providing a 
sufficient return to the manufacturer is a difficult one. Agreement on Trade-related Intellectual 
Property Rights (TRIPS) may prevent countries of the Region from obtaining new drugs, which are 
essential for public health needs in future unless suitable national legislation is enacted by 2005.  

National MDG Progress Reports 
Nepal MDG progress report - 20021 dealt with the status and trends, challenges, supportive 
environment, priority for international development assistance and monitoring. The report provided 
information for advocacy and creating awareness for policy makers. The report also offered a 
unique opportunity to reflect on Nepal's achievement over a decade (1990-2000) and to identify 
challenges highlighting the policy options and priorities for development assistance.  

Bhutan MDG Report - 20032 served as a key policy document to evaluate the progress and 
was also used for advocacy through renewed political commitment and effective mobilization of 
popular support. The report indicated that Bhutan is currently on track to achieve most of the 
MDG, which were of great relevance and fully compatible with Bhutan’s development vision and 
aspirations. The report identified critical challenges and priority areas where concerted and 
accelerated efforts are required with possible external support, in some cases. 

Indonesia MDG Report-20043, endorsed by the President, represented the Government’s 
attempt to take stock of the country’s human development situation in relation to the first seven 
MDG. The report highlights the progress, identifies challenges and reviews the policies and 

 
1  Nepal MDG Progress Report 2002, UN Country Team and His Majesty's Government of Nepal, February 2002 
2 Bhutan MDG Progress Report 2003, Royal Government of Bhutan, February 2003 
3  Indonesia MDG Progress Report 2004, Government of Indonesia, April 2004 



SEA/HMM/Meet.22/4 
Page 15 

                                                

programmes necessary to meet the targets. The report used existing data sources and, wherever 
possible, examined the situation at both national and provincial levels.  

The Government of the Republic of Democratic Timor-Leste, jointly with the UN Country 
Team, prepared a MDG Progress Report in mid-20034. Within a short span of over three years, 
Timor-Leste has been able to restore the basic infrastructure that was almost destroyed or 
damaged following violence in the 1999. National policy and strategies have been in line and on 
track when judged with those of MDG. Most of the MDG goals, targets and indicators have been 
incorporated into both medium and long-term national development plans. Accelerated 
development assistance is still required in order to achieve the MDG in time. 

Thailand MDG Report-20045, jointly published by the National Economic and Social 
Development Board (NESDB) and the UN Country team, is a comprehensive assessment of the 
progress towards achieving the MDG, well in advance of schedule. The report introduced the 
concept of "MDG Plus", setting higher targets or addressing particular problem areas that move 
beyond those agreed by the UN members. The results-based development approaches adopted 
by the Government have been particularly helpful in the high achievement level. The report also 
cited examples where Thailand's policy of "forward engagement" is reaching beyond its borders. 

All UN Member States are supposed to submit their MDG progress reports by the end of 
2004. Maldives, Sri Lanka and Myanmar have conducted the national MDG awareness workshops 
with WHO support, in order to get consensus of all partners for further action including monitoring 
and reporting. 

Regional and Global Reports 
The UN-ESCAP/UNDP reported progress of MDG in Asia and the Pacific in mid-20036, by 
assembling latest data on the MDG, looking at trends from 1990 to 2000, to help review whether 
countries were on track to achieve the different goals by 2015. The report revealed considerable 
differences in achievement between countries of Asia and the Pacific. It found striking 
achievements in some areas, notably substantial reductions in poverty, but also disturbingly slow 
progress in others such as education, child and maternal mortality, and disease control. The report 
also indicated deficiency of national information systems, in particular scarcity of internationally 
comparable time-series data needed to make some detailed comparable cross-country analysis.  

Similarly, the World Bank prepared a draft MDG progress report7, as a background paper for 
the High-level meeting held at Geneva in January 2004.  The report highlighted both significant 
progress and missed opportunities. It indicated that a few countries might achieve the MDG and 
even surpass them.  

By contrast, some countries, especially least developed ones, might not meet the targets. The 
majority, however, will fall in between, meeting some goals and targets but not others. 

The focus of WHO  
The adoption of the MDG assumed an increasing strategic importance for WHO, since a majority 
of the goals, targets and indicators are related to health.  WHO has used these goals and targets 
to focus and reorient its collaborative programmes and as a benchmark against which to assess 
health development impact and Organization-wide performance.  

 
 

4 Timor-Leste MDG Progress Report 2003 (Draft), Government of Timor-Leste and UN Country Team, Dili, June 2003 
5 Thailand MDG Progress Report 2004, NESDB and UN Country Team, June 2004 
6 UN Economic and Social Commission for Asia and the Pacific [UN-ESCAP] and UNDP, Promoting the Millennium 

Development Goals in Asia and the Pacific: Meeting the Challenges of Poverty Reduction, United Nations, New York, 2003 
[ST/ESCAP/2253] 

7  World Bank, The Millennium Development Goals for Health: Rising to the Challenges. Draft, December 2003 
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The role of WHO on the MDG focuses on: 

• Technical support in planning, identification of cost-effective interventions, promoting 
health education, strengthening national health information systems, strategizing each 
goal,  

• Monitoring and reporting by link interventions with indicators, facilitating collection of 
baseline data, addressing equity,  

• Resource mobilization through follow-up on the work of the national commissions on 
macroeconomics, development of joint proposals with partners, and facilitating use of 
existing resources effectively, and  

• Advocacy by creating public awareness, for ownership of MDG and for sustaining political 
commitment.  

A special chapter on MDG was devoted in the World Health Report 2003, addressing the 
progress and prospects of health-related MDG, and defining the role of WHO. In the World Health 
Report 2004, the data on selected MDG for all Member States are contained in the statistical 
annex.  An update of information on the health and health-related MDG for SEAR countries is also 
available in the brochure of Basic Indicators 2002.  

3. CHALLENGES FOR ACHIEVING MDG 

Challenges of interventions 
There are a few specific challenges in achieving the MDG in SEAR countries. 

Combating Extreme Poverty and Hunger 
The major challenge for reducing malnutrition and under-nourishment is to ensure that the poor 
and the underprivileged, especially women and young children, have adequate and nutritious food 
at an affordable price. It is not just food subsidy or food supplements, but effective nutrition 
education and health care that is also required.   

Studies have shown that effective health care to prevent and control infectious diseases, 
especially respiratory and gastrointestinal infections, and worm infestation among children under-
five years could reduce malnutrition and improve growth. The practice of exclusive breastfeeding 
needs to be expanded. An integrated multisectoral approach in addressing these issues is 
essential.  

Reducing mortality 
The main challenges in maternal, child and neonatal health include access to and quality of 
maternal and child health services, especially during pregnancy, delivery and immediately after 
delivery. There is a need to improve the care-seeking (both preventive and curative) behaviour of 
pregnant women, families and communities.  

Other challenges include the reduction of urban-rural gaps and sub-national disparities, 
targetting the poor, vulnerable groups including people living in remote areas, pockets of high 
mortality in urban and peri-urban areas. Synchronization and coordination of the reproductive and 
child health programmes are needed to address the complexity of factors influencing maternal 
morbidity and mortality and also infant and the under-five mortality.  

Interventions addressing poor families, including health protection and services (health 
insurance, intersecoral cooperation and efforts to eradicate poverty), are crucial issues which 
should be addressed.   
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Decentralization, with the new roles of local governments, should ensure that commitment to 
improve maternal and child health are in place on all levels.  

Availability and quality of health personnel at the grassroots, particularly in providing services 
to the poor is another challenge. Cultural and awareness barriers that inhibit contraceptive usage 
play a role in reduction of maternal mortality ratio. Referral services need to be more systematic, 
reliable and quicker to respond to needs. 

Combating infectious diseases 
 In combating communicable diseases, the biggest challenge is to prevent and control the 
HIV/AIDS epidemic. Limited supply and high prices of anti-retroviral drugs and low coverage of 
effective intervention programmes, addressing the risk factors for HIV/AIDS, are the main 
challenges.  

Scaling-up interventions, ensuring effective care and treatment of HIV-infected cases as part 
of health systems strengthening, is another challenge.  

Malaria is linked to poverty as both a cause and the result. The disease disproportionally 
affects the poor living in remote areas that are out of the reach of routine health services. 
Migration, limited human resources and drug resistance also play a crucial role in combating the 
disease. Other challenges include inadequate diagnosis, early detection and case management of 
severe cases, and effective implementation of the Roll Back Malaria initiative.  

Implementation of the five components of the DOTS strategy is vital for reduction in 
tuberculosis prevalence. High-level decision-makers and political leadership need to be sensitized 
and to commit themselves to effective action. 

Sustaining environment 
The wide usage of biomass as cooking fuel in the Region poses health hazards in many SEAR 
countries.  In the area of safe drinking water and sanitation, the key challenges include poor 
access and quality of water supplied to the community and maintaining safe drinking water 
standards. Lack of access to basic sanitation, inadequate public awareness and management of 
solid and liquid waste are also needed to be addressed urgently.  

Scaling up interventions 
It is not total non-availability of specific interventions that is the main obstacle to achieve faster 
progress toward the MDG – it is the deficient accessibility, especially among the poor, of exist 
effective interventions.  For all health targets, effective interventions exist (See Table 3). Many 
SEAR countries underuse these effective interventions. Low level of government health 
expenditure is only one part of the story. The priority is to scale-up effective interventions both in 
coverage and quality and focusing on populations that are most vulnerable and marginalized. 

Challenges for the health system  
Improved coverage with effective interventions that support families and communities in preventing 
disease and caring for children and mothers will result in significant progress in achieving the 
MDG. Reaching the MDG goals will require a strong focus on specific interventions including 
strengthening community capacity and addressing the health needs of the poorest segments of 
the population.  
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Table 3: Effective interventions for reducing illness, deaths and malnutrition* 

Goal Preventive Interventions Treatment interventions 
Child 
mortality 

Exclusive breastfeeding for first 6 months and 
continued breast-feeding from 6-11 months. 
Complementary feeding. Micronutrient 
supplementation (zinc and vitamin A). Hand-washing, 
safe disposal of stool, latrine use, and safe 
preparation of weaning foods.  Use of insecticide-
treated nets. Immunization. Antenatal care, including 
tetanus toxoid.. Newborn temperature management. 
Nevirapine and replacement feeding. Clean delivery.   
Antimalarial intermittent preventive treatment in 
pregnancy. Antibiotics for premature rupture of 
membranes. 

Case management with oral 
rehydration therapy for diarroheoa; 
antibiotics for dysentery, pneumonia 
and sepsis; and antimalarials for 
malaria.  Newborn resuscitation.  
Breastfeeding, complementary 
feeding during illness and 
micronutrient supplementation (zinc 
and vitamin A). 

Maternal 
mortality 

Family planning (lifetime risk). Intermittent malaria 
prophylaxis. Use of insecticide-treated bednets.  
Micronutrient supplementation (iron, folic acid, 
calcium for those who are deficient). Skilled 
attendance during pregnancy and childbirth 

Skilled care at births. Effective pre- 
and post-natal care by skilled health 
personnel. Basic and emergency 
obstetrics care. 

Nutrition  Exclusive breastfeed for 6 months. Appropriate 
complementary child feeding for next 6-24 months. 
Iron and folic acid supplementation for children.  
Improved hygiene and sanitation. Dietary intake of 
pregnant and lactating women. Micronutrient 
supplementation for prevention of anaemia and 
vitamin A deficiency for mothers and children.  
Anthelminthic treatment in school-aged children.  

Appropriate feeding of sick children 
and oral rehydration therapy.   
Control and timely treatment of 
infectious and parasitic diseases. 
Treatment and monitoring of 
severely malnourished children.  
High dose treatment of clinical signs 
of vitamin A deficiency.  

HIV/AIDS Safe sex, including condom use. Unused needles by 
drug users.  Treatment of sexually transmitted 
infections. Safe, screened blood supplies.  
Antiretrovirals in pregnancy to prevent maternal-child 
transmission and after occupational exposure.  

Treatment of opportunistic infections. 
Cotrimoxazole prophylaxis. High 
active antiretroviral therapy. 
Palliative care.  

Tuberculosis Directly observed treatment of infectious cases to 
prevent transmission and emergence of drug 
resistance strains and treatment of contacts. BCG 
(Bacillus of Calmette and Guerin) immunization.  

Directly observed treatment to cure, 
including early identification of 
tuberculosis symptomatic cases.  

Malaria Use of insecticide-treated nets.  Indoor residual 
spraying (in epidemic-prone areas). Intermittent 
presumptive treatment of pregnant women. 

Early detection and treatment of 
uncomplicated and complicated 
cases (such as cerebral malaria 
and severe anaemia).  

*adapted from the World Bank’s Report on “MDG for Health: Rising to the Challenges” (2003) and WHO Guide to Cost-effective 
Analysis (WHO-Geneva/ 2003) 

This requires integrated approaches to service delivery. It means not only an increased 
allocation of funds to identified priorities, but also strengthening service planning and delivery. In 
many countries this means strengthening PHC and the health system as a whole. 

In many countries, national capacity and resources - human, financial, and material - are 
insufficient to ensure availability of and access to essential health care for individuals and the 
population, especially the vulnerable. Problems include assurance of quality of providers and 
service delivery, imbalances in human resources, fragmented services that lead to inequitable 
coverage, and inefficiency in resource allocation and management. This requires improving 
government stewardship capacity, and adjusting approaches to financing and resource generation 
as well as to provision of health services.  Some of the issues to be addressed are: 
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balance and relevance of human resources in health;  
financing of health systems; 
physical and social barriers to accessing health care; 
safe and predictable supplies of affordable drugs and vaccines; 
mechanisms for improving health coverage; and 
strengthening stewardship of health systems, including working with other sectors. 

Working together – enhancing partnerships 
To achieve the MDG, partners in health development would need to pay more attention to the 
provision and financing of health and health-related services. Strengthening linkages between the 
numerous strategies or initiatives (including MDG) at the country level would be an important 
challenge to achieve progress in poverty reduction.  

In the South-East Asia Region, the UN system’s initiatives include the work on MDG, the UN 
Development Assistance Framework (UNDAF), and the Common Country Assessment (CCA). 
The World Bank/IMF initiatives consist, among others, of Poverty Reduction Strategy Programmes 
(PRSP) and the Medium Term Expenditure Framework (MTEF). Some countries had adopted the 
Sector Wide Approaches (SWAp), which are designed to improve effectiveness of development 
assistance to better address the country’s development needs in each sector.  

The initiatives by WHO include the National Commissions on Macroeconomics and Health 
(NCMH), National Health Accounts (NHA) Framework and the WHO Country Cooperation 
Strategies (CCS). All these focus on poverty reduction and health, making health the centre of 
development. Governments, agencies and development partners are committed to poverty 
reduction as the main challenge, and therefore, the MDG should be the focus of these joint 
actions.  The multidimensional nature of the MDG, the linkages among them and their 
multisectoral determinants imply that the policy agenda for achieving the goals is broad.  

Six SEAR countries have implemented various activities under their national commissions on 
macroeconomics and health. Initiatives such as intersectoral meetings, advocacy activities for 
partnerships, and research studies have gone beyond the work of health ministries.  In some 
SEAR countries, preparation of a plan that links the PRSP and the MDG has been initiated. 
Governments would use these plans as long-term action plans for poverty reduction and human 
development, by setting sectoral targets and linking them to policy actions and resource 
allocations. The action plans would enhance efficiency in resource planning and management as 
well as donor harmonization. Such an exercise would help to identify a pro-poor policy framework, 
and will also help develop a financing strategy by examining different funding sources including 
external assistance.  

A core principle of the Millennium Declaration is that human development is a shared 
responsibility. The prime responsibility for human development, and the attainment of the MDG, 
rests with the respective Member States. The real value of the MDG is that they could help to 
focus national attention and change national decisions; increasing opportunities and equity, 
engagement and energy, and expanding everyone’s capabilities and creativity. 

Monitoring and Reporting 
WHO, with its partner agencies has developed measuring instruments and estimation techniques 
for each health indicator.  WHO will work closely with Member States and the respective UN 
Country teams to use these instruments in measuring and updating the national MDG Data sets.  
When some data are not available or incomplete from some countries, WHO would use the 
estimation methods that have been endorsed by scientific peer review mechanisms. The data on 
each MDG targets and indicators initially would refer only to the national level, and later may 
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extend to sub-national levels for some selected indicators. The data will have to fulfil to the five 
quality criteria: (i) validity; (ii) reliability; (iii) comparability; (iv) a transparent “data audit trail”; and 
(v) a cycle of consultation with Member States. Meta-data will also be made available to the public 
and scientific community. 

Figure 11: Monitoring and Reporting of MDG by WHO as part of 
 WHO Core Health Indicators Database 
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Generally, the data sources for the MDG indicators include internationally conducted 
population-based socio-economic, demographic and health surveys, national censuses, national 
and sample vital registration systems, coverage surveys and other surveys, and from routine 
reporting (See Figure 11). 

There is an increasingly important role that the ministries of health could play not only in 
implementing the interventions for reaching MDG, but also by taking responsibility for monitoring 
and evaluating the progress. Each country should designate an appropriate focal unit, department 
or agency for coordinating the MDG data, their sources, validation and reporting. An intersectoral 
and multidisplinary working group, team or taskforce should be established, with full involvement 
of various sectors including national planning and statistical agencies responsible for production of 
national data on socioeconomic and health aspects. This working group could work closely with 
the UN Country Team in order to share the information on progress of MDG. UN agencies 
including WHO could provide support to this national working group/task force for successful 
completion of their work.  

National health information system is the backbone of the national health systems, crucial to 
support the planning, implementation, monitoring and evaluation. Every opportunity has to be used 
to bring in extra resources for strengthening national capability on disease surveillance, morbidity 
and mortality recording and reporting, data collection and analysis, data compilation and reporting.  
After reviewing the progress of the MDG, it is recognized that there are still missing gaps in 
information.  

Ideally, the national health information system focal points should act as coordinators and 
facilitate capacity building in data collection, analysis, dissemination, periodic surveys and 
reporting related to MDG indicators. The national MDG reporting agency should ensure that the 
MDG reporting periodicity should be comparable with all other national information reporting 
periodicity. Periodic surveys on health and health-related MDG indicators should be carried out to 
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complement national routine data collection, with the support of national governments and 
development partners. 

Continued political commitment is needed to strengthen planning and monitoring the MDG, 
and adequate and appropriate financial, logistics, technical and human resources are required. 
National consultative meetings should be regularly conducted to review and follow-up the MDG 
indicators.  

Role of WHO in monitoring and reporting of MDG 
WHO should support the countries in their efforts to achieve the MDG. National workshops, 
seminars and orientation courses could be organized to advocate and disseminate information 
related to MDG health indicators such as basic rationale, definitions, methods of collection, 
compilation, analysis and estimation, results of trend analysis and limitation of data reporting, etc.  

Collaborative activities in strengthening national health information systems, especially in its 
capacity for collection, analysis and reporting should be enhanced. Resource mobilization for 
enhancing the health information systems activities should be facilitated.  

WHO will work closely with the national MDG focal institutions in order to update and reconcile 
the data contained in national MDG-health reports with those published by UN agencies.  WHO, 
as a member of the UN Country Team, will ensure appropriate interaction with other UN agencies 
and development partners, and also with national statistical agencies for planning, implementation 
and monitoring of the MDG, especially the health and health-related ones.  

WHO needs to work closely with its partners especially those responsible for generating and 
use of MDG, in evolving a consensus on the definitions and their measurement tools and methods, 
as well as the conduct of national surveys.  

The WHO Regional Offices for South-East Asia and the Western Pacific are preparing a 
detailed progress report on MDG for the countries of Asia and the Pacific, in collaboration with 
WHO-HQ.  The Report will be ready by early 2005. 

4. POINT FOR CONSIDERATION 
Honourable Ministers may consider and take note of the Progress Report and offer guidance.  

Suggested Reading: 
1. WHO-SEARO (2002), Health Situation in the South-East Asia Region 1998-2000  

2. WHO-SEARO, Basic Indicators 2004.  

3. WHO, The World Health Report 2003 

4. WHO, The World Health Report 2004  

5. UNDP, Human Development Report 2004 

6. World Bank, World Development Report 2004 IBRD/World Bank 2003 

7. National MDG Progress Reports 
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Annex 1 
HEALTH AND HEALTH-RELATED MILLENNIUM DEVELOPMENT GOALS 

Development goals, targets, and the indicators directly related to health 
 

GOAL 1: ERADICATE EXTREME POVERTY AND HUNGER 
Target 1 Halve between 1990 and 2015, the proportion of people whose income is less than one dollar a day 

 
Target 2 Halve, between 1990and 2015, the proportion of people 

who suffer from hunger 
4. Prevalence of underweight children (under five years) 
5. Proportion of population below minimum level of dietary 
energy consumption 

GOAL 2 ACHIEVE UNIVERSAL PRIMARY EDUCATION 
Target 3:   Ensure that, by 2015, children everywhere, boys and girls alike, will be able to complete a full course of primary 

schooling 
GOAL 3: PROMOTE GENDER EQUALITY AND EMPOWER WOMEN 
Target 4 Eliminate gender disparity in primary and secondary education, preferably by 2005, and to all levels of education no later 

than 2015 
GOAL 4: REDUCE CHILD MORTALITY 
Target 5 Reduce by two-thirds, between 1990 and 2015, the 

maternal mortality ratio 
13. Under-five mortality rate 
14. Infant mortality rate 
15. Proportion of 1-year-old children immunized against 

measles 
GOAL 5: IMPROVE MATERNAL HEALTH 
Target 6 Reduce by three-quarters, between 1990 and 2015, the 

maternal mortality ratio 
16. Maternal mortality rate 
17. Proportion of births attended by skilled health personnel 

GOAL 6: COMBAT HIV/AIDS MALARIA AND OTHER DISEASES 
Target 7 Have halted by 2015, and begun to reverse the spread of 

HIV/AIDS 
18. HIV prevalence among 15-to-24- year-  old pregnant 

women 
19. Condom use rate of the contraceptive prevalence rate 
20. Number of children orphaned by HIV/AIDS 

Target 8 Have halted by 2015, and begun to reverse the 
incidence of malaria and other major diseases 

21. Prevalence and death rates associated with malaria 
22. Proportion of population in malaria risk areas using 

effective malaria prevention and treatment measures 
23. Prevalence and death rates associated with tuberculosis 
24. Proportion of tuberculosis cases detected and cured 

under directly observed treatment short course 
GOAL 7: ENSURE ENVIRONMENTAL SUSTAINABILITY 
Target 9 Integrated the principles of sustainable 

development into country policies and programmes 
and reverse the loss of environmental resources 
 

29. Proportion of population using solid fuels 

Target 10 Halve, by 2015, the proportion of people without 
sustainable access to safe drinking water 
 

30. Proportion of population with sustainable access to an 
improved water source, urban and rural 

Target 11 By 2020 to have achieved a significant improvement in 
the lives of at least 100 million dwellers 

31. Proportion of urban population with access to improved 
sanitation 

GOAL 8: DEVELOP A GLOBAL PARTNERSHIP FOR DEVELOPMENT 
Target 12: Develop further an open, rule-based, predictable, non-discriminatory trading and financial system 
Target 13: Address the special needs of the least developed countries 
Target 14: Address the special needs of landlocked countries and small island developing States 
Target 15:  Deal comprehensively with the debt problems of developing countries through national and  international  

measures in order to make debt sustainable in the long term 
Target 16: In cooperation with developing countries, develop and implement strategies for decent and productive work for 

youth 
Target 17:  In cooperation with pharmaceutical companies provide 

access to affordable essential drugs in developing 
countries 

46. Proportion of population with access to affordable 
essential drugs on a sustainable basis 

Target 18 In cooperation with the private sector, make available the benefits of new technologies, especially information and 
communications 

Note: Goals highlighted in dark blue are directly related to health and those in light blue are indirectly related to 
health. Indicators in red are health and health related. 



SEA/HMM/Meet.22/4 
Page 23 

Annex 2 

MDG HEALTH INDICATORS AND MEANS OF MEASUREMENT 
 

 MDG Health Indicator Measured by (definitions): 
4 Prevalence of underweight children under 

five years 
4 Percentage of underweight children among children under five years of 

age 
5 [Proportion of population below minimum level of dietary energy consumption] [Responsible by FAO] 

13 Under five mortality rate (probability of dying 
between birth and age five) 

13  Under-five mortality rate (per 1000 live births) per year 

14 Infant mortality rate 14 Infant (aged 0 to 1 year) mortality rate (per 1000 live births) per year 
15 Percentage of one year-old children 

immunized for measles 
15  Percentage of 1-year-old children immunized against measles per year 

16 Maternal mortality ratio 16 Maternal mortality ratio (per 100 000 live births) per year 
17 Percentage of births attended by skilled 

health personnel 
17  Proportion of life births attended by skilled health personnel per year 

18 HIV prevalence among pregnant women 
aged 15 to 24 years 

18  HIV prevalence among pregnant women aged 15 to 24 years attending 
antenatal care clinics or among population groups at high risk (used as 
proxy for young people) per year 

19 Condom use rate or the contraceptive 
prevalence rate 

19a Percentage of young people aged 15-24 reporting the use of a condom 
during sexual intercourse with a non-regular partner(*) per year  

  19b  Percentage of young people aged 15-24 who both correctly identify ways 
of preventing the sexual transmission of HIV and who reject major 
misconceptions about HIV transmission per year 

20 Number of children orphaned by HIV/AIDS 20  Ratio of current school attendance among orphans to that among non-
orphans aged 10 to 14 years per year 

21 Prevalence and death rates associated with 
malaria 

21  Number of notified malaria cases per 100 000 population per year 

   Note for malaria mortality: Under-five mortality rate (per 1000 live births) 
per year (measure for MDG indicator No. 13), reported together with 
malaria intervention coverage (22a, 22b, other), used as proxy measure 

22 Proportion of population in malaria risk areas 
using effective malaria prevention and 
treatment measures 

22a  Percentage of population under five years of age in malaria-risk areas 
using insecticide-treated nets 

  22b  Percentage of population under five years of age in malaria-risk areas 
with fever being treated with effective antimalarial drugs 

23 Prevalence and death rates associated with 
tuberculosis 

23a  Number of smear-positive cases per 100 000 population per year 

  23b Number of tuberculosis (all forms) deaths per 100 000 population per year 
24 Proportion of tuberculosis cases detected 

and cured under directly observed treatment 
short course 

24a  Proportion of estimated new smear-positive TB cases detected under 
DOTS in a given year 

  24b  Proportion of registered smear-positive TB cases successfully treated 
under DOTS in a given year 

29 Percentage of population using biomass 
fuels 

29  Percentage of population using solid fuels in a given year 

30 Percentage of population with sustainable 
access to an improved water source (urban, 
rural)  

30a,b,c  Percentage of population with sustainable access to an improved water 
source, in a given year, 30.a. urban; 30.b. rural; 30.c. total 

31 Percentage of urban population with access 
to improved sanitation 

31  Percentage of urban population with access to improved sanitation in a 
given year 

46 Percentage of population with access to 
affordable essential drugs on a sustainable 
basis  

46  Percentage of population with access to affordable essential drugs on a 
sustainable basis 
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