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In September 2000, at the United Nations Millennium Summit, world leaders agreed to a 

set of time-bound and measurable goals and targets known as the Millennium Development 

Goals (MDGs) for combating poverty, hunger, disease, illiteracy, environmental degradation 

and discrimination against women. %e MDGs consist of eight goals with indicators to 

measure progress and achieve speci"c targets by 2015.  %e MDGs have been a signi"cant 

force in the "ght to reduce poverty and inequity at a time of competing international 

interests, while placing health centre stage in the development agenda.

As all the MDGs are inter-dependent, better health is central to the achievement of all 

the MDGs.  %ree MDGs and their targets relate speci"cally to health: to reduce child 

mortality by two-thirds (MDG 4), to reduce maternal deaths by three-quarters and achieve 

universal access to reproductive health (MDG 5), and to halt and reverse the spread of 

HIV/AIDS, achieve universal access to treatment for HIV/AIDS by 2010, and halt and 

reverse the incidence of malaria and other major diseases (MDG 6). %ree other MDGs 

are health-related.  MDG 1 has a target of halving the proportion of people who su&er 

from hunger; MDG 7 includes a target of halving the proportion of the population without 

sustainable access to safe drinking-water and basic sanitation; and MDG 8 has a target 

to provide access to a&ordable essential drugs in developing countries.  %e relationship 

between health and the other MDGs and their respective targets is less direct and not 

addressed in this report.

%e Millennium Declaration focuses primarily on the reduction of poverty, thus this 

report focuses on progress among all the low- and middle-income countries (LMICs) 

in the Western Paci"c Region. Given the political, sociocultural and environmental 

variations between and within countries and areas in the Region, progress towards 

achievement of the MDGs varies considerably, with some LMICs having achieved 

several targets early and others remaining signi"cantly o&-track.  Status and progress 

is partially subjective. Better coordination and alignment of MDG indicator data 

production is warranted to mitigate discrepancies between international and national 

sources and reduce the lag in reporting.  It is imperative that international agencies 

also work closely with national counterparts and experts to collaboratively improve 

data and monitoring tools, wherever feasible.  

Health MDGs scorecard

%e Western Paci"c Region is making better progress towards the health MDGs than other 

WHO regions.  Globally, and certainly within the Western Paci"c Region, it remains clear 

that the need to reduce the number of maternal and newborn deaths is the most urgent 

and obvious priority.  %e health MDG scorecard for LMICs (Figure E1) highlights some 

of the key MDG indicators.  Progress remains unequally spread both within and between 

countries, with rural and poor populations lagging behind.
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Figure E1 Health MDGs scorecard for LMICs* in the Western Paci"c Region

Progress towards MDGs 4, 5 and 6

Goal 4: Reduce child mortality

Child mortality has been reduced signi"cantly in the Western Paci"c Region, with the 

overall estimated under "ve and infant mortality rates reduced by half and the estimated 

total number of deaths among children under the age of "ve years decreased by two thirds 

between 1990 and 2009.  Despite this, however, around 527 000 children under "ve 

died in 2009 from preventable and treatable causes, and more than 95% of those deaths 

occurred in six countries in the Region (Cambodia, China, the Lao People’s Democratic 

Republic, Papua New Guinea, the Philippines and Viet Nam), with huge disparities in 

mortality across and within countries. At least 65% of all child deaths in the Region are 

caused by neonatal conditions, pneumonia and diarrhoea, with an increasing proportion 

occurring in the neonatal period (45.5% overall in the Region).  Measles vaccination 

prevents deaths from measles and complications like pneumonia and diarrhoea and, as 

a result of measles elimination e&orts in this decade, the estimated number of measles-

related deaths decreased by 92% from 2000 to 2008, and is currently estimated at less 

than 2000 per year.  

Health MDGs scorecard for LMICs* in the Western Pacific Region

(with population ≥ 250 000)

Cambodia China Fiji Lao PDR Malaysia Mongolia
Papua New 

Guinea
Philippines

Solomon 

Islands
Viet Nam

4

Infant mortality rate

per 1000 live births
69 18 16 48 6 33 53 26 30 12

Under–5 mortality 

per 1000 live births
89 21 18 61 6 41 69 32 36 14

Measles immunization

% coverage
92 99 72 59 95 94 58 88 60 97

5

Maternal mortality

per 100 000 live births
290 38 26 580 31 65 250 94 100 56

Skilled birth attendant

% births
44 98 99 20 100 100 39 60 43 88

Contraceptive use

% married women aged 15–49
40 87 – 32 – 66 – 51 – 79

6

HIV/AIDS prevalence

% adults aged 15–45
0.8 0.1 0.1 0.2 0.5 0.1 0.9 <0.1 – 0.5

Malaria mortality

per 100 000 population
1.9 <0.1 – 0.1 0.1 – 9.2 <0.1 10.2 <0.1

TB treatment

success rate %
94 94 81 92 72 89 39 89 92 92

1 Underweight  

% among children "ve years of age
29 7 – 32 – 5 18 21 12 20

7

Water

% using improved sources
61 89 – 57 100 76 40 91 70 94

Sanitation

% using improved facilities
29 55 – 53 96 50 45 76 32 75

 On track  Insu#cient progress  O$ track Refer to page 95 for health MDGs scorecard colour code for LMICs in the Western Paci"c Region.

* LMICs – Low- and middle-income countries
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Goal 5: Improve maternal health

Annually, approximately 13 000 maternal deaths occur in the Western Paci"c Region, with 

huge disparities across and within countries (urban-rural, rich-poor). Despite the improved 

situation in some countries, almost 96% of these deaths are estimated to take place in six 

countries with the highest burden of maternal and child deaths in the Region, namely 

Cambodia, China, Lao People’s Democratic Republic, Papua New Guinea, the Philippines, 

and Viet Nam. Maternal deaths are clustered around labour, delivery and the immediate 

postpartum period, with obstetric haemorrhage being the main cause of death. Other 

important direct causes include hypertensive diseases, sepsis/infection and obstructed 

labour. Maternal mortality remains unacceptably high in Cambodia, the Lao People’s 

Democratic Republic and Papua New Guinea and among marginalized and underserved 

groups within many countries. %e maternal mortality ratio in Fiji and Malaysia were 

estimated below 100 per 100 000 in 1990, and have each made progress reducing these 

ratios further. Available data on maternal deaths in developing countries of the Region 

are likely to be underestimates for many reasons, including systematic under-reporting 

and under-recording of deaths due to various prevailing constraints. Progress has been 

mixed at best, but relatively poor in general.  

Health MDGs scorecard for LMICs* in the Western Pacific Region

(with population < 250 000)

Cook 

Islands
Kiribati

Marshall 

Islands

Micronesia, 

Fed. States 

of

Nauru Niue Palau Samoa Tonga Tuvalu Vanuatu

4

Infant mortality rate

per 1000 live births
14 38 30 32 36 22 13 22 17 30 27

Under–5 mortality 

per 1000 live births
15 48 36 39 45 28 15 26 19 36 33 

Measles immunization

% coverage
78 82 78 86 100 100 75 49 99 90 80

5

Maternal mortality

per 100 000 live births
– – – – – – – – – – –

Skilled birth attendant

% births
100 90 95 88 97 100 100 100 99 100 93

Contraceptive use

% married women aged 15–49
– 36 – – 36 – 33 – – – –

6

HIV/AIDS prevalence

% adults aged 15–45
– – – – – – – – – – –

Malaria mortality

per 100 000 population
– – – – – – – – – – 0.8

TB treatment

success rate %
100 93 96 65 100 – – 92 93 75 93

1 Underweight  

% among children "ve years of age
– – – – – – – – – 2 –

7

Water

% using improved sources
95 65 94 94 90 100 89 88 100 97 83

Sanitation

% using improved facilities
100 33 73 25 50 100 67 100 96 84 52

Due to very small population size and low incidence and prevalence of some diseases, there are no estimates for some indicators;  

small population size also makes classi"cation of progress towards MDG targets infeasible.
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Goal 6: Combat HIV/AIDS, malaria and other diseases

%e HIV epidemic is stabilizing across the Region, with "ve countries, namely Cambodia, 

China, Malaysia, Papua New Guinea and Viet Nam, accounting for 90% of the regional 

HIV burden. HIV prevalence is highest in Papua New Guinea, with an estimated rate of 

0.9% in adults in 2010. %ere has been a decline in the number of people living with HIV 

and new infections in Cambodia. China, Malaysia, Papua New Guinea and Viet Nam have 

reported a decline in the number of new infections due to targeted preventive strategies. 

%e coverage of preventive interventions for most-at-risk populations is increasing, while 

the overall antiretroviral treatment (ART) coverage across Member States in the Region 

is approximately 31% and still needs to be expanded, particularly in rural, remote and 

other hard-to-reach areas.

Malaria is still endemic in 10 countries of the Western Paci"c Region, namely Cambodia, 

China, the Lao People’s Democratic Republic, Malaysia, Papua New Guinea, the 

Philippines, the Republic of Korea, Solomon Islands, Vanuatu and Viet Nam. It is 

associated with poverty and retards progress towards economic well-being among 

a&ected communities. Malaria mortality and morbidity have been steeply declining 

since 1990. Nevertheless, they remain unacceptably high in some countries, especially 

Papua New Guinea.

%e Region as a whole is likely to achieve the TB-related MDG targets, with regional 

coverage of directly observed treatment, short-course (DOTS) remaining at about 99%. 

Case detection and treatment success rates have been sustained at or above 70% and 

90%, respectively. However, there remains disparity between and within countries, 

such as a relatively low TB treatment success rate under DOTS in Papua New Guinea. 

%e latest WHO estimates suggest that the Region, as a whole, is likely to achieve the 

goal of halving TB prevalence and mortality by 2010, although these estimates have 

large uncertainty bounds.

 

Progress towards MDGs 1, 7 and 8

Goal 1: Eradicate extreme poverty and hunger

Globally, undernutrition is an underlying cause of more than one third of child deaths. %e 

eight low- and middle-income countries (Cambodia, China, the Lao People’s Democratic 

Republic, Mongolia, Papua New Guinea, the Philippines, Solomon Islands and Viet Nam) 

in the Region that have historical data available from the WHOSIS, and are thus able 

to show trends for the past 10 or more years demonstrated reductions in prevalence of 

underweight children and in the percentage of population that is malnourished.  Among 

these eight countries plus Tuvalu in the Region with prevalence of underweight children 

estimates made since 2000, the Lao People’s Democratic Republic and Papua New Guinea 

remain the greatest concern given the high prevalence of chronic and/or acute malnutrition 

and limited progress.

 

Goal 7: Ensure environmental sustainability

%e Region as a whole is on track to achieve the MDG target for access to improved 

sources of drinking-water, but there are large disparities between and within countries, 

with Papua New Guinea most at risk of not achieving its target. As for access to basic 

sanitation, the Region has insu$cient progress to reach the MDG target, particularly if 

the current trend remains unchanged in Cambodia, Mongolia, Papua New Guinea and 
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Solomon Islands.  Nonetheless, three of the most populous countries have made rapid 

progress with regard to access to basic sanitation, including China (from 41% to 55%), 

the Philippines (from 58% to 76%) and Viet Nam (from 35% to 75%).  Despite the low 

rates of access in 1990, good progress has also been made in Cambodia (from 9% to 29%).  

Access in Malaysia, which was already high (84%) in 1990, had increased to almost full 

coverage (96%) by 2008. %ere appear to have been only very limited changes in access 

to improved sanitation in the smaller countries in the Region. 

Goal 8: Develop a global partnership for development

Progress towards the commitment on access to a&ordable essential drugs is di$cult 

to assess, since it has no quantitative target. %e availability of essential medicines in 

the public sector generally continues to remain lower than in the private sector, where 

medicines are higher-priced and patients often have to pay the full price for their 

treatment. High prices are a barrier to access to and utilization of essential medicines; 

evidence from price surveys shows that the price a patient has to pay is often much 

higher than the international reference price.   Adequate "nancing for procurement 

and distribution of essential medicines is key to ensuring the availability of essential 

medicines. Countries with low per capita public expenditure for medicines have low 

proportions of their populations with access to a&ordable essential medicines on a 

sustainable basis.

%e proliferation of substandard and counterfeit medicines has also become a public 

health issue in the Region, endangering public safety in many countries. %ere is an 

obvious need for a continued and consistent e&ort to enforce the regulation of medicine 

production, distribution and sales to prevent the penetration of the market by counterfeit 

medicines. Irrational uses of medicines,  that are medically ine&ective and economically 

ine$cient,  are still commonly encountered in health facilities and in the community, 

jeopardizing the quality of services and wasting the available resources, which ultimately 

also limit access to needed essential medicines. %e increasing risk of antimicrobial 

resistance due to irrational uses and unregulated distribution of antimicrobials and 

often their substandard quality, should not be underestimated. 

Equity and the health-related MDGs

One limitation of the MDGs is that they measure progress only in terms of national 

averages. In other words, they are equity-neutral—they do not require Member States to 

reduce inequities in health or other development outcomes by paying special attention 

to underserved, unreached or marginalized populations. Averages, however, can mask 

wide inequalities in the way that the bene"ts of progress are distributed or shared 

across population groups within countries. Existing inequities (in income, education, 

employment status and other dimensions) contribute to ill-health. At the same time, 

population groups with the greatest need have lower access to services than others, due 

to structural and health system barriers, including out-of-pocket payments for services. 

%erefore, Member States need to pay particular attention to underserved or marginalized 

groups in their e&orts to achieve the MDGs. Member States should ensure that data and 

information collected on MDG progress are disaggregated by income, sex, ethnicity, rural/

urban residence, employment status and adequacy of government spending on health 

as relevant in the given country context. Governments can also conduct operational 

research or other analyses on the incidence of bene"ts—that is, whether the poor and 

other excluded groups bene"t at least proportionately from policies and programmes—

and identify reasons why this may or may not be the case. %is can help governments to 
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identify and evaluate options and re"ne existing policies and programmes to better meet 

the needs of underserved populations.

MDG data and monitoring-system issues and implications

%ere are certain implications associated with this report due to its drawing data from 

internationally recognized and authoritative data sources for monitoring MDG progress 

for LMICs across the Western Paci"c Region.  %ree of the key data and monitoring-system 

issues that arise, include:

the adequacy, timeliness, and comparability associated with international versus 

national data sources;

the reliability, insu$ciency and credibility of data; and

inconsistencies in indicator de"nitions, estimation methods and monitoring.

Acknowledgement and better understanding of these concerns are discussed to aid 

interpretation of MDG progress and challenges, as well as any discrepancies that might 

exist between indicators used in this report and other references or contexts.

Lengthening Our Stride to Achieve Health-Related MDGs by 2015

%ere is a sense of urgency for LMICs in the Western Paci"c Region to reach targets for 

health-related MDGs over the next "ve years.  Ensuring future progress will require 

stronger commitment, accelerated e&orts and targeted resources, especially for most at-risk 

goals, such as those to reduce maternal and child deaths.  Health systems that seek synergies 

between programmes get better results.  Country leadership in sound and comprehensive 

national health policy, strategy and planning processes, with reinforced multisectoral 

engagement, are essential. Promoting better technical cooperation and coordination 

between partners and countries, and building country capacity for implementing coherent 

policies and comprehensive approaches, will also add value and increase the likelihood 

of success.

Importantly, achievement of the health-related MDG targets depends on stronger and 

more equitable health systems that both deliver and facilitate equitable access to high 

quality services. %e exact con"guration of services will depend on country context, but 

will in all cases require adequate "nancing, while reducing out-of-pocket expenditures, 

with a focus on resource pooling and prepayment; appropriate provider payment methods 

and safety nets to protect the poor and vulnerable; a su$cient, adequately remunerated, 

competent, balanced (skill mix and distribution), well-managed, and supported workforce; 

appropriately disaggregated information on which to base sound policy and evidence-

based management decisions; logistics that get medical products and supplies to where 

they are needed; functional service delivery models, including a integrated packages of 

care and organized referral networks; and leadership that provides clear direction and 

harnesses the energies of all stakeholders, including communities.

All Member States, particularly LMICs, should remain active in their pursuit of the health-

related MDGs by 2015.  %e incremental, and in many instances, early achievement of 

MDG targets to date is making a di&erence, improving health in even the most di$cult 

and hard-to-reach environments, and has resulted in transformational outcomes. An 

understanding of the progress made towards achieving the MDGs for health in 2010 will 

help in attracting continued global support, aligning objectives, coordinating interventions, 

and optimizing long-term results and impacts. 
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In September 2000, at the United Nations Millennium Summit, world leaders agreed to a set 

of time-bound and measurable goals and targets, known as the Millennium Development 

Goals (MDGs), for combating poverty, hunger, disease, illiteracy, environmental degradation 

and discrimination against women. %e MDGs consist of eight goals with indicators to 

measure progress and achieve speci"c targets by 2015.  As the target date of 2015 speci"ed 

in the United Nations Millennium Declaration1 for meeting all the MDGs approaches, 

it is an appropriate time to assess the extent to which the quantitative benchmarks for 

health have been or are likely to be achieved in the Western Paci"c Region. Better health 

is central to the achievement of all the MDGs.  However, this progress report is based 

on an analysis of available data for MDG indicators (Table 1) of greatest relevance to 

health from globally recognized authoritative sources in designated lead international 

agencies.  It is the outcome of discussions and consultations with technical units in the 

WHO Western Paci"c Regional O$ce and related experts, plus a review of other relevant 

regional strategies and MDG-progress assessments.

%ree MDGs and their targets relate speci"cally to health: to reduce child mortality by 

two-thirds (MDG 4); to reduce maternal deaths by three-quarters and achieve universal 

access to reproductive health (MDG 5); and to halt and reverse the spread of HIV/AIDS, 

achieve universal access to treatment for HIV/AIDS by 2010, and halt and reverse the 

incidence of malaria and other major diseases (MDG 6). %ree other MDGs are health-

related.  MDG 1 has a target of halving the proportion of people who su&er from hunger; 

MDG 7 includes a target of halving the proportion of the population without sustainable 

access to safe drinking-water and basic sanitation; and MDG 8 has a target to provide 

access to a&ordable essential drugs in developing countries.  %e relationship between 

health and the other MDGs and their respective targets is less direct and is not addressed 

in this report.   

%e Millennium Declaration focuses primarily on the reduction of poverty, thus this 

report focuses on progress among all low- and middle-income countries (LMICs) in the 

Western Paci"c Region, according to the World Bank classi"cation of countries by gross 

national income, using data from the World Development Indicators (WDI) database for 

2008.  %e MDG goals, targets and indicators are interdependent. Given the political, 

sociocultural and environmental variations between and within countries and areas in 

the Region, progress towards achievement of the Goals varies considerably, with some 

Member States having achieved several targets early and others remaining signi"cantly 

o&-track. Challenges also exist in assessing progress and achievements, mainly due to 

weak country health information systems. %e lack of reliable data especially for earlier 

periods, di&erences in survey and estimation procedures, and di&erences between country 

1 United Nations Millennium Declaration.  2001.  Available online at http://unstats.un.org/unsd/mdg/Resources/Static/Products/
GAResolutions/55_2/a_res55_2e.pdf
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data and international estimates, raise concerns about the accuracy of speci"c estimates, 

as well as problems in establishing trends over time. 

%e primary aim of this report is to describe the current status and changes since 1990 

towards achievement of the six health-related MDGs for LMICs within the Western 

Paci"c Region, and to highlight priorities for countries to successfully reach the 2015 

health-related indicator targets.  %e most recent data available for the MDG indicators 

are typically from 2008 or 2009. However, in some instances older data are used to re<ect 

current status subject to availability from internationally recognized and authoritative 

data sources.  Chapter 2 "rst addresses some of the statistical considerations associated 

with the use and interpretation of the MDG indicator data presented.  In Chapters 3 

and 4, the current situation associated with each of the health-related MDG indicators 

is discussed, and each country’s progress to date, relative to  its 1990 baseline and 2015 

target, is highlighted graphically.  Chapter 3 addresses MDGs 4, 5 and 6—those most 

directly relevant to health—while, Chapter 4 addresses MDGs 1, 7 and 8.  %e performance 

of the indicators over the period of time for which reasonably reliable time-series data are 

available is depicted for certain indicators within the report, and the data are presented 

in tabular form in Annex 1, even if only for a sub-set of LMICs in the Region.  Common 

and unique programmatic challenges, as well as, in some relevant instances, data issues 

and limitations, are presented, followed by a summary of the implications and strategies 

employed to accelerate and achieve success by 2015.  Chapter 5 summarizes equity 

considerations in achieving the health-related MDGs.  Data issues, namely addressing 

discrepancies between international versus national estimates, use of di&erent estimation 

methods and further considerations for monitoring systems, as well as the reliability of 

MDG indicator data collection and reporting are described in Chapter 6.  Finally, Chapter 

7 is a synthesis of common themes and highlights additional cross-cutting considerations, 

including health system strengthening, that could frame priorities for accelerating progress 

towards achieving the 2015 MDG targets.

%is report is an attempt to provide a unique regional perspective on the multiple facets 

of the health-related MDG indicators across the Western Paci"c Region, with rational 

interpretation of the data available from internationally recognized authoritative sources.  

Insight is also provided on the way forward to best utilize MDGs to inform health sector 

development and programmatic adjustments to achieve 2015 targets and ultimately 

better health outcomes within LMICs across the Region.
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GOAL 1 Eradicate extreme poverty and hunger

Target 1C Halve, between 1990 and 2015, the proportion of people who suffer from hunger

Indicator 1.8 Prevalence of underweight children under "ve years of age

Indicator 1.9 Proportion of population below minimum level of dietary energy consumption

GOAL 4 Reduce child mortality

Target 4 Reduce by two-thirds, between 1990 and 2015, the under-five mortality rate

Indicator 4.1 Under-"ve mortality rate

Indicator 4.2 Infant mortality rate

Indicator 4.3 Proportion of one-year-old children immunized against measles

GOAL 5 Improve maternal health

Target 5A Reduce by three-quarters, between 1990 and 2015, the maternal mortality ratio

Indicator 5.1 Maternal mortality ratio

Indicator 5.2 Proportion of births attended by skilled health personnel

Target 5B Achieve, by 2015, universal access to reproductive health

Indicator 5.3 Contraceptive prevalence rate

Indicator 5.4 Adolescent birth rate

Indicator 5.5 Antenatal care coverage (at least one visit and at least four visits)

Indicator 5.6 Unmet need for family planning

GOAL 6 Combat HIV/AIDS, malaria and other diseases

Target 6A Have halted by 2015 and begun to reverse the spread of HIV/AIDS

Indicator 6.1 HIV prevalence among population aged 15–24 years

Indicator 6.2 Condom use at last high-risk sex

Indicator 6.3
Proportion of population aged 15–24 years with comprehensive correct knowledge of 

HIV/AIDS

Indicator 6.4 Ratio of school attendance of orphans to school attendance of non orphans aged 10–14 years

Target 6B Achieve, by 2010, universal access to treatment for HIV/AIDS for all those who need it

Indicator 6.5 Proportion of population with advanced HIV infection with access to antiretroviral drugs

Target 6C Have halted by 2015 and begun to reverse the incidence of malaria and other major diseases

Indicator 6.6 Incidence and death rates associated with malaria

Indicator 6.7 Proportion of children under-5 sleeping under insecticide-treated bednets

Indicator 6.8
Proportion of children under-5 with fever who are treated with appropriate anti-malarial 

drugs

Indicator 6.9 Incidence, prevalence and death rates associated with tuberculosis

Indicator 6.10
Proportion of tuberculosis cases detected and cured under directly observed treatment, 

short-course

GOAL 7 Ensure environmental sustainability

Target 7C Halve by 2015 the proportion of people without sustainable access to safe drinking-water and sanitation

Indicator 7.8 Proportion of population using an improved drinking-water source

Indicator 7.9 Proportion of population using an improved sanitation facility

GOAL 8 Develop a global partnership for development

Target 8E
In cooperation with pharmaceutical companies, provide access to affordable essential drugs in developing 

countries

Indicator 8.13 Proportion of population with access to a$ordable essential drugs on a sustainable basis

Table 1 Goals, targets and indicators for the health-related Millennium Development Goals

4
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6

1

7

8
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%e Western Paci"c Region of WHO comprises 37 countries and areas, 21 of which are 

classi"ed by the World Bank as LMICs or have Gross Domestic Product values of less than 

10 000 USD. All of these 21 countries are hereafter referred to as LMICs. (Table 2).  %ese 

LMICs have varied population sizes, with China having more than 1.3 billion people and 

the small Paci"c island countries (PICs), such as Niue, the Pitcairn Islands and Tokelau, 

each with less than 2000 inhabitants in 2005. 

To systematically present available MDG indicators for these 21 LMICs with varying 

population sizes, data are presented separately for countries with populations of more 

than or equal to 250 000 and less than 250 000.  In addition, to aid in interpreting the data 

on progress in achieving the health-related MDG targets for countries with populations 

greater than or equal to 250 000, those that have achieved at least 75% of the set goals 

are highlighted in green, 50% of the set goals in yellow, and less than 50% in red. 

Statistical notes

≥ 250 000 population < 250 000 population  

Cambodia Mongolia Cook Islands Nauru Tonga

China Papua New Guinea Kiribati Niue Tuvalu

Fiji Philippines Marshall Islands Palau Vanuatu

Lao PDR Solomon Islands Micronesia, Fed. States of Samoa

Malaysia Viet Nam

Table 2 Low- and middle-income countries (LMICs) in the Western Paci"c Region by population size

%e con"dence intervals for the statistical means are not reported. %us, while categorizing 

the LMICs into three levels of progress may be compelling, it is open to interpretation.  

Given the population sizes among the LMICs in the Region with populations of less 

than 250 000, particularly the Paci"c island countries with populations in the tens of 

thousands, the levels of progress are not highlighted because the statistical impact of 

even one individual event can be misleading.  

have achieved at least 75%  

of MDG target

have achieved at least 50%  

of MDG target 

have achieved less than 50%  

of MDG target
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To ensure consistency and compatibility with other global and regional MDG progress 

reports and analyses conducted by WHO and other agencies, country-level data presented 

in this report have been taken primarily from the lead international agencies or groups 

designated to monitor the di&erent health-related MDG targets and indicators. %ese 

include the Food and Agriculture Organization of the United Nations (FAO), the Interagency 

Group for Child Mortality Estimation (IGME), the Maternal Mortality Estimation Inter-

Agency Group (MMEIG), the Joint United Nations Programme on HIV/AIDS (UNAIDS), the 

United Nations Children’s Fund (UNICEF), the United Nations Population Fund (UNFPA), 

the World Bank, the Global TB database, the Global Health Observatory database (GHO) 

and the WHO Statistical Information System (WHOSIS).  Notably, no reliable indicator 

data are available for MDG 8, Target 8E on providing access to a&ordable essential drugs.  

As a result, proxy indicators are presented to monitor progress, based on best professional 

judgement combined with results from special surveys used to report on the relative 

progress of LMICs in the Region towards achieving that target.  Discrepancies between 

international and national MDG indicator data and estimates are discussed in Chapter 6.

  

In some cases, MDG indicator data used by the authoritative international agency suggests 

it is representative of a period, such as 1990–1999 or 2000–2009.  However, these estimates 

are not annual averages over such periods, rather, in each instance, the value reported is 

for the year data are available within the period, often associated with periodic surveys, 

or the average for the years that data are available in the period.  %is report notes in 

the "gures and annex tables the actual year or years for the indicator data when time 

periods are used.  

Limited disaggregated data are available from international data sources for the 

health-related MDG indicators, particularly to support equity considerations (see 

Chapter 5).  However, the data on infant and under-"ve mortality are disaggregated 

by gender (MDG 4) and highlighted in Chapter 3, and available data on sustainable 

access to safe drinking-water and basic sanitation are disaggregated by urban or rural 

area (MDG 7), and the implications are considered in Chapter 4 in addition to the 

general equity considerations discussed in Chapter 5.   
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%is chapter addresses the three MDGs and their targets that are most directly related 

to health: to reduce child mortality by two-thirds (MDG 4); to reduce maternal deaths 

by three-quarters and achieve universal access to reproductive health (MDG 5); and to 

halt and reverse the spread of HIV/AIDS, achieve universal access to treatment for HIV/

AIDS by 2010, and halt and reverse the incidence of malaria and other major diseases, 

such as tuberculosis (MDG 6).

Child mortality has been reduced signi"cantly 

in the Western Paci"c Region, with the overall 

estimated under "ve and infant mortality rates 

reduced by half and the estimated total number 

of deaths among children under the age of "ve 

years decreased by two thirds between 1990 

and 2009.  Despite this, however, around 527 

000 children under "ve died in 2009 from 

preventable and treatable causes, and more than 

95% of those deaths occurred in six countries in 

the Region (Cambodia, China, the Lao People’s 

Democratic Republic, Papua New Guinea, the 

Philippines and Viet Nam), with huge disparities 

in mortality across and within countries.  %e 

current status as of 2008, the challenges, 

and strategies to achieve results by 2015 for 

2 Indicators for monitoring the Millennium Development Goals. New York, United Nations Development Group, 2003. Available online at:  http://
unstats.un.org/unsd/mdg/Resources/Attach/Indicators/HandbookEnglish.pdf .

GOAL 4 Reduce child mortality

Target 4 Reduce by two-thirds, between 1990 and 2015, the under-five mortality rate

MDG 4 comprises one target and three indicators, with Indicators 4.1 and 4.2 addressing reductions 

in under-"ve and infant mortality rates, respectively.  Indicator 4.3 focuses on immunization against 

measles, which provides a measure of the coverage of immunization services in the country. 2 

Indicator 4.1 Under-"ve mortality rate

Indicator 4.2 Infant mortality rate
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!

Figure 1 Indicator 

4.1: Under-"ve 

mortality rate 1990 

baseline, 2015 

target and progress 

to date, LMICs with 

≥ 250 000 (per 100 

000 live births)

!

Figure 2 

Indicator 4.1: 

Under-"ve 

mortality rate 

1990 baseline, 

2015 target 

and progress 

to date, LMICs 

with < 250 000 

(per 100 000 live 

births)

Source: IGME 2008 

estimates - trend table, 

final version. Interagency 

Group for Child Mortality 

Estimation, 9 Oct 2009.

Source: IGME 2008 

estimates - trend table, 

final version. Interagency 

Group for Child Mortality 

Estimation, 9 Oct 2009.

4

Indicators 4.1 and 4.2 are presented below.  New country child mortality estimates were 

released by UNICEF in September 2010 and are currently undergoing an o$cial country 

consultation process before they are constituted as o$cial WHO estimates.     

a  Figures are from the WHO Global Health Observatory database [http://apps.who.int/ghodata/] 
b  Figures are from the World Health Statistics 2010 [http://www.who.int/whosis/whostat/EN_WHS10_Full.pdf]

a  Figures are from the WHO Global Health Observatory database [http://apps.who.int/ghodata/] 
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Current status

Figures 1 and 2 illustrate progress in reducing under-"ve and infant mortality rates as 

of 2008 by LMICs within the Region, and depicts the gaps and how close these countries 

are to achieving their targets.  Annex 1, Tables 1 and 2 include trend data over time since 

1990 for total, male, and female child mortality rates for the LMICs presented. In general 

there is a greater proportion of male versus female child deaths among LMICs in the 

Region with China, Solomon Islands, Nauru and Vanuatu as exceptions.

Overall progress for LMICs has been mixed but substantial, considering the total 

populations and the absolute number of child deaths averted within LMICs in the Region 

since 1990. Notably, at least 65% of all child deaths in the Western Paci"c Region are 

caused by neonatal conditions, pneumonia and diarrhoea, with an increasing proportion 

occurring in the neonatal period (Table 3).   As a substantial proportion of under-"ve 

mortality (Indicator 4.1) occurs before a child’s "rst birthday, it is not surprising that the 

infant mortality rates (Indicator 4.2) show a similar pattern.  

Table 3 Causes of death among children aged <5 years (%)

2000–2003 2008

Neonatal causes 47.1 % 45.5 %

Pneumonia 13.4 % 16.0 %

Injuries 7.2 % 6.8 %

Diarrhoea 17.5 % 4.0 %

Malaria 0.1 % 0.6 %

HIV/AIDS 0.3 % 0.4 %

Measles 1.1 % 0.4 %

Other 13.4 % 26.2 %

Source: Global Health Observatory database. Geneva, WHO, October 2010 (http://apps.who.int/ghodata/).

Of the larger LMICs in the Region (shown in Figures 1 and 3 as countries with populations 

greater than or equal to 250 000), Malaysia and Viet Nam have, in essence, already achieved 

both the under-"ve and infant mortality targets (Indicators 4.1 and 4.2).  %ree other 

larger countries, namely China, the Lao People’s Democratic Republic and Mongolia, have 

already achieved at least 75% of their targets (in green) and the Philippines has met at 

least 50% of its target (in yellow).  Of the larger LMICs in the Region, Cambodia, Fiji, 

Papua New Guinea and Solomon Islands appear to be at the greatest risk of not achieving 

their child mortality targets (in red).  

Notably, the Lao People’s Democratic Republic and Mongolia have generally made 

substantial progress in meeting the primary targets of reducing their under-"ve and 

infant mortality rates, given their relatively high child mortality rates in 1990.  Even so, it 

is not certain that they will achieve the two-thirds reduction by 2015, given the increased 

e&orts needed and the relatively high marginal costs of achieving the remaining 10% to 

15% of the target.  %e three countries of most concern due to still high mortality rates, 

namely, Cambodia, the Lao People’s Democratic Republic and Papua New Guinea, will 

require major e&orts in reducing child mortality before 2015 if they are to achieve MDG 4.  

Among the smaller LMICs in the Western Paci"c Region (shown in Figures 2 and 4 as 

countries with populations of less than 250 000),  2008 data for Indicators 4.1 and 4.2 

show that the Federated States of Micronesia, Samoa, Tuvalu and especially Kiribati 

have made substantial progress in reducing their child mortality rates since 1990.  %e 

Marshall Islands have also made progress, although slightly less proportionally. %ree 

of the relatively smaller Paci"c island countries (PICs), namely Cook Islands, Palau and 

Tonga, had comparatively low baseline under-"ve and infant mortality rates in 1990 and 

4
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Figure 3 Indicator 

4.2: Infant 

mortality rate 1990 

baseline, 2015 

target and progress 

to date, LMICs with 

≥ 250 000 (per 100 

000 live births)

!

Figure 4 Indicator 

4.2: Infant 

mortality rate 1990 

baseline, 2015 

target and progress 

to date, LMICs with 

< 250 000 (per 100 

000 live births)

Source: IGME 2008 

estimates - trend table, 

final version. Interagency 

Group for Child Mortality 

Estimation, 9 Oct 2009.

Source: IGME 2008 

estimates - trend table, 

final version. Interagency 

Group for Child Mortality 

Estimation, 9 Oct 2009.

appear to have made further advances since then, although at a relatively slower pace 

(Figures 2 and 4).  %e child mortality situation in Vanuatu has worsened since 1990.

Challenges

4

a  Figures are from the WHO Global Health Observatory database [http://apps.who.int/ghodata/] .

a  Figures are from the World Health Statistics 2010 [http://www.who.int/whosis/whostat/EN_WHS10_Full.pdf]
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Achieving further reductions in under-"ve and infant mortality rates by 2015 will require 

addressing those challenges inhibiting progress at the margins.  Typically, the proportion 

of newborn deaths increases when the overall under-"ve mortality rate decreases.  It is 

worth noting that the majority of under-"ve deaths in those countries with the highest 

mortality rates, including Cambodia, the Lao People’s Democratic Republic and Papua 

New Guinea, occur in the post-neonatal period.  

%e main challenges in achieving further reductions in under-"ve mortality include the 

following: 

%e essential evidence-based interventions for child survival have been identi"ed in 

the WHO/UNICEF regional child survival strategy 3. %e main challenge identi"ed in 

the strategy is to achieve universal coverage for all key interventions and improve 

access to and quality of child health care delivery along the continuum of care across 

the life stages and at all levels of the health system. 

While intervention coverage has shown improvement in several areas, progress has 

been uneven.  Overall, immunization and vitamin A coverage have tended to show 

improvements.  However, treatment of pneumonia and diarrhoea (two major causes of 

post-neonatal deaths) has been slow to improve.  Skilled attendance during pregnancy 

and delivery, as well as infant and young child feeding, have likewise been slow to 

improve, and contribute to the increasing proportion of newborn deaths in many 

countries in the Region. 

Access to interventions is variable among population groups and is determined to a 

large extent by the ability of the family to pay for services out of pocket.  Life-saving 

child health care should be provided free at the point of service delivery. %ere is also 

a constant need for adaptation to changing local circumstances working within mixed 

systems of public and private health provision.

Where essential health care is accessible, the quality of care often determines whether 

services are fully utilized.  %e challenge is to ensure the availability and use of 

standard guidelines, and provision of services by skilled health workers at all levels 

of care (community, "rst level and tertiary level), together with access to appropriate 

drugs, supplies and equipment to deliver preventive and/or curative interventions in 

a child-centred holistic and integrated manner.

Systematic collection and use of data for decision-making, planning and implementation 

of activities for improved action at national and subnational (district) levels is also a 

challenge.  Child mortality data should be used to prioritize interventions and service 

improvements according to need, and plans used to ensure adequate resources and 

better allocation of available resources.

Strategies to achieve results

Cost-e&ective interventions for the prevention and treatment of the most common causes 

of maternal and child mortality are well established.  Although actions to be taken will 

di&er both between and within countries, general child-mortality-reduction strategies 

include the following:

Continued advocacy for continuum of care across the health system (home/community, 

"rst-level care, referral level of care) and throughout key life stages (pre-pregnancy, 

pregnancy, delivery, immediate postnatal, neonatal, infancy and childhood) towards 

universal coverage in maternal and child health.

3  WHO/UNICEF regional child survival strategy: accelerated and sustained action towards MDG 4.  Manila, WHO Regional |O"ce for the 
Western Paci#c, 2006. Available online at:  http://www.wpro.who.int/NR/rdonlyres/BAA52CCD-88B6-4D8B-9BC8-F9F64C963213/0/
FinalRegionalChildSurvivalStrategy.pdf

4
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Integration of maternal and child health at the core of national health policies, 

strategies and plans for increased government budget, and investment in maternal, 

newborn and child health to reduce direct out-of-pocket payments.  Gaps should be 

identi"ed and integrated operational plans at national and subnational levels (district) 

should be developed based on national strategic health plans.

Capacity-building for integrated service management and delivery of good quality 

at home/community, health centres, and at the referral level.  %is would entail 

endorsement of standard guidelines, building the capacities of health workers to 

update their knowledge and skills, "nancial incentives and provision of supportive 

supervision, human resource management and logistical support to ensure the 

availability of essential services including drugs, supplies and equipment.

Development of innovative scaling-up models with a particular focus on the community 

and district levels in resource-poor settings.

Monitoring and evaluation to track progress, including the use of standard indicators, 

and analysis and use of results to improve planning and implementation.

Coordination, networking and partnerships among all stakeholders to maximize 

outcomes.

Indicator 4.3 Proportion of one-year-old children immunized against measles

   Immunization is recognized as a key 

intervention to reduce  child mortality. 

%e proportion of one-year-old children 

immunized against measles is indicative 

of the coverage of immunization services 

in a country. In 2009, "rst-dose measles 

coverage for LMICs in the Western 

Paci"c Region was 97%, although with 

signi"cant variation between countries. 

%e current status for Indicator 4.3 for 

LMICs in the Region, plus a discussion 

of challenges and strategies, follow.

Current status

In 2009, "rst-dose measles coverage exceeded 90% in all LMICs with populations greater 

than 250 000, except in the Lao People’s Democratic Republic, Papua New Guinea, the 

Philippines, Fiji, and Solomon Islands (Figure 5). Cambodia’s coverage reached 92% 

(up from 52% in 2002), in part due to a 9% decrease in the denominator, which was 

adjusted following the 2008 Census, but also due to increased interest and investment 

in the Expanded Programme for Immunization (EPI). In recent years, Cambodia has also 

introduced new vaccines and has been applying the lessons learnt from polio eradication 

to eliminate measles and maternal and neonatal tetanus, particularly in reaching the 

previously unreached in rural and remote areas. Measles immunization coverage in the 

Lao People’s Democratic Republic declined from around 70% in the mid-1990s to just 

under 60% in 2009. Measles coverage in Papua New Guinea, which was 58% in 2009, 

and has <uctuated between 50% and 60% since 2000. %e Philippines reported 88% 

coverage in 2009, down from 92% in 2006 and in 2007. 

Of the 21 LMICs, 13 (62%) achieved at least 90% "rst-dose measles vaccination coverage 

in 2007 and 10 (48%) in 2008. In 2009, only 9 (43%) of the 21 LMICs achieved the 

target. Chronically low-performing LMICs since at least 2005 include the Lao People's 

Democratic Republic (59% coverage in 2009), Papua New Guinea (58%), Samoa (49%), 

and Solomon Islands (60%).

4
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Figure 5 Indicator 

4.3: Proportion 

of one-year-

old children 

immunized against 

measles, LMICs 

with ≥ 250 000 

population

«

Figure 6 Indicator 

4.3: Proportion 

of one-year-

old children 

immunized against 

measles, LMICs 

with < 250 000

Source: WHO/UNICEF Joint 

Reporting Form (JRF) on 

immunization

Source: WHO/UNICEF Joint 

Reporting Form (JRF) on 

immunization

Challenges

Coverage with two doses of measles vaccine should be at least 95% within a country 

to stop transmission of the virus. Achieving and/or maintaining high immunization 

coverage against other vaccine preventable diseases such as diphtheria, pertussis tetanus, 

Haemophilus in"uenza, type b, hepatitis B, polio and others is also important to further 

reduce and sustain reductions in under "ve mortality. Although basic health packages 

that include immunization are usually "nanced by governments or subsidized with donor 

resources, fees for consultation and medical supplies such as syringes reduces access 

to these services.  Accordingly, year-to-year variations in immunization coverage can 

often be a function of available public "nancing for the given year.  Currently, ensuring 

adequate government budgets not only for vaccines but also for other immunization 

related expenses continue to be a challenge in LMICs with growing populations.  

Failure to achieve and/or sustain high immunization coverage with measles-containing 

vaccines (MCVs) may lead to measles outbreaks and increased susceptibility to pneumonia 

and diarrhoea.  Other programmatic challenges towards preventing measles and other 

4
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vaccine-preventable diseases of childhood include lack of political commitment, 

shifting health priorities, and an increasingly depleted and underpaid health 

workforce.

Strategies to achieve results

Estimating the number of children in a country, speci"cally the number of 

children under one year of age per de"nition of Indicator 4.3, is often problematic 

due to unreliable or missing information.  %e case of Cambodia and the impact 

of the 2008 Census on the estimated total number of one-year-old children for 

the indicator exempli"es the challenge of accessing and utilizing accurate and 

timely information for estimation of progress towards achieving this target and, 

indeed, all the MDGs.  

To increase or maintain immunization coverage of 95% for two doses of measles 

vaccines and at least 90% for other vaccines, the focus needs to be on reaching more 

remote, underserved, rural and generally hard-to-reach populations.  Speci"cally, 

LMIC Member States should be implementing ‘Reaching-every-district (RED)’ as 

part of health systems strengthening strategies, which include:

ensuring needed strategies are included in national health plans and re<ected 

in medium-term expenditure frameworks and district operational plans for 

better planning and management of human and "nancial resources;

using combinations of approaches, including outreach services and building 

partnerships with the education sector to immunize at schools, to reach more 

children;

providing supportive supervision, with hands-on refresher training for health 

workers; 

building community linkages for and participation in service delivery which 

use the ’every opportunity’ approach; and

monitoring and using data for action, including identifying and speci"cally 

targeting drop-outs and left-outs and ensuring adequate vaccines and 

immunization supplies are available when and where needed. 

Additionally, striving to meet the twin goals of measles elimination under MDG 4 

combined with hepatitis B control are intended to be two pillars for strengthening 

routine immunization and child health care systems.  Advocacy for achieving these 

goals can help focus attention and mobilize the resources necessary to maximize 

bene"ts for the greatest number of children.

4
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GOAL 5 Improve maternal health

MDG 5 comprises two component targets, 5A and 5B.  Target 5A calls for a reduction of three-

quarters in the maternal mortality ratio (MMR) by 2015 from the estimated levels prevailing in 

1990 in countries. Target 5B is to achieve universal access to reproductive health.  Target 5B is 

linked directly to Target 5A as reproductive health interventions contribute to the reduction of 

maternal mortality. %e current situation (based on 2005 estimates), challenges and strategies to 

achieve results by 2015 for Targets 5A and 5B, Indicators 5.1 to 5.2 and 5.3 to 5.6, respectively, 

and are presented below.  

Target 5A Reduce by three-quarters, between 1990 and 2015, the maternal mortality ratio

Indicator 5.1 measures MMR directly and is used to 

characterize the general trends in maternal health.  

Accurately measuring maternal mortality is di$cult 

without adequate and comprehensive registration 

and cause-of-death information, which is elusive 

in LMICs in the Region.  MMR has been researched 

intensively, including enhancements and alternative 

methods being put forward in recent years to 

estimate it more accurately based on empirical 

evidence and sophisticated statistical techniques.  

%e 2010 global interagency MMR update represents 

levels and trends for 1990 to 2008 and uses all 

available national data on maternal mortality as 

well as improved methods as compared to the those used in previous interagency estimates 

published for 2005, 2000 and 1995.   Di&erences and comparability among MMR estimates 

published recently are discussed further in Chapter 6 on data and monitoring-system 

issues.    Indicator 5.2 accompanies MMR as a process indicator related to the proportion 

of births attended by a health personnel or skilled birth attendant and serves as a measure 

of a health system’s ability to provide adequate care to pregnant women.

Current status

Of the health-related MDG targets, MMR is where the Western Paci"c Region has made 

the least progress. An estimated 13 000 maternal deaths occurred in the Region in 2008, 

with huge disparities across and within countries (such as urban/rural and rich/poor 

disparities). Despite the improved situation in some countries, almost 96% of these deaths 

are estimated to take place in the six LMICs with the highest burden of maternal and child 

deaths in the Region, namely Cambodia, China, the Lao People’s Democratic Republic, 

Papua New Guinea, the Philippines and Viet Nam. Maternal deaths are clustered around 

labour, delivery and the immediate postpartum period, with postpartum haemorrhage 

being the main cause of death. Hypertensive diseases, sepsis/infection and obstructed 

labour are other important direct causes. Available data on maternal deaths in developing 

countries of the Region are likely to be underestimates for many reasons, including 

systematic under-reporting and under-recording of deaths due to various prevailing 

constraints.   

Indicator 5.1 Maternal mortality ratio

Figure 7 depict the progress of the LMICs in the Western Paci"c Region in reaching their 

MMR 2015 targets.  %e "gure also highlights the gaps in achieving the goal, as well as 

the dearth in maternal mortality data in some LMICs in the Region.  It should be noted 

that the new 2010 method of estimation was utilized to develop not only the 2008 but 

4 Trends in maternal mortality: 1990 to 2008, estimates developed by WHO, UNICEF, UNFPA and "e World Bank. Geneva, World Health 
Organization, 2010.

5
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Figure 7 Indicator 

5.1: Maternal 

mortality ratio 

(per 100 000 live 

births), 1990 

baseline, 2015 

target and progress 

to date, LMICs with  

≥ 250 000

Sources: Trends in maternal 

mortality: 1990 to 2008, 

estimates developed by 

WHO, UNICEF, UNFPA and 

The World Bank. Geneva, 

World Health Organization, 

2010.

5

also the 1990 baseline MMR estimates for countries.  Caution is therefore warranted in 

drawing conclusions from comparisons made using these "gures and any discrepancies 

with alternative global estimates or national estimates.  %ese data issues are discussed 

further in Chapter 6.  Trend data from the international estimates on MMR from 1990 

for these LMICs are available in Annex 1, Table 7.

Maternal mortality remains unacceptably high in Cambodia, Lao People’s Democratic 

Republic, and Papua New Guinea and among marginalized and underserved groups 

within these countries (Figure 7).  In terms of progress made reducing MMR between 

1990 and 2008, Cambodia, China, and Viet Nam have all achieved greater than 75% of 

their targets (in green).  %e maternal mortality rates in Malaysia and Mongolia were 

estimated below 150 per 100 000 in 1990, and have each made progress reducing these 

rates further (in yellow).  Lao People’s Democratic Republic and the Philippines have made 

reasonable progress, having reached 60%–65% of their targets (in yellow).  %e populous 

LMICs that are of greatest risk of not achieving their targets are Fiji, Papua New Guinea 

and Solomon Islands (in red).  

International MMR estimates for the Paci"c island countries are largely lacking.  Reliable 

data on maternal mortality are di$cult to obtain, and di&erent sources and estimation 

methods may re<ect di&erent ratios.  Notably, MMRs are not very useful in LMICs with 

small populations where maternal deaths are relatively infrequent and the total number 

of deaths relatively low; one or two deaths a year can substantially destabilize the MMR 

for such a country. 
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Figure 8 

Indicator 5.2: 

Proportion of 

births attended 

by skilled health 

personnel (%), 

LMICs with 

≥ 250 000 

population

Source: Global Health 

Observatory database. 

Geneva, WHO, August 

2010 (http://apps.who.

int/ghodata/).

«

Figure 9 

Indicator 5.2: 

Proportion of 

births attended 

by skilled health 

personnel (%), 

LMICs with 

< 250 000 

population

Source: Global Health 

Observatory database. 

Geneva, WHO, August 

2010 (http://apps.who.

int/ghodata/).
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Indicator 5.2 Proportion of births attended by skilled health personnel

Figures 8 and 9 present the best available 

international data for indicator 5.2 for LMICs in 

the Region. For the ten more populous LMICs, with 

populations of more than 250 000, the indicator 

has generally shown small improvements since the 

1990s, except in the case of Papua New Guinea and 

Solomon Islands, where the most recent data, for 

2006, shows a decline in the percentage of births 

attended by skilled health personnel. China, 

Malaysia and Mongolia re<ect the highest values, 

having made further progress from the relatively 

high 1990s baseline period (over 90%).  Cambodia 

a  Includes deliveries by auxiliary midwife (1.4%) 
b  Institutional births
c  Includes deliveries by auxiliary midwife (3.9%)
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Figure 10 Indicator 

5.3: Contraceptive 

prevalence rate 

(%) in LMICs, 

2000–2008

Source: Global Health 

Observatory database. 

Geneva, WHO, August 

2010 (http://apps.who.

int/ghodata/).
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and China have also invested heavily to encourage institutional or facility-based births 

over recent years, which seem to be re<ected in these countries’s substantial progress in 

Indicator 5.2.  

While some progress has been made in Cambodia, the Philippines and Viet Nam, their 

current coverage rates for births attended by skilled birth personnel remain low, at 44%, 

60% and 88%, respectively, given that the aim is to reach universal coverage for this 

indicator.  %e three more populous countries of greatest concern are the Lao People’s 

Democratic Republic, where the indicator in 2006 was reported to be as a low 20%, and 

Papua New Guinea and Solomon Islands, due to its apparent decline in the proportion of 

births attended by skilled birth personnel.

For countries with populations of less than 250 000, Figure 9 shows almost uniformly 

high values for Indicator 5.2.  Accessibility is a factor that limits interpretation of this 

measure across Paci"c island countries and reduces the number of eligible pregnant 

women to those in populations that tend to live in relatively isolated communities and 

only among the inhabited islands in the national territory, with relative ease of travel 

from one to another. 

Target 5B Achieve, by 2015, universal access to reproductive health

%e reproductive health target and indicators were introduced in 2005.  Target 5B aims 

to ensure universal access to reproductive health, thus making pregnancy safer while 

also contributing towards achieving Target 5A to reduce MMR.  %ere are four indicators 

under Target 5B: Indicator 5.3 monitors the contraceptive prevalence rate, Indicator 5.4 

measures the adolescent birth rate, Indicator 5.5 addresses antenatal care coverage, and 

Indicator 5.6 looks at the unmet need for family planning.  Data are somewhat limited, 

especially for years prior to 2005.  Overall progress towards meeting Target 5B across 

LMICs within the Western Paci"c Region has been mixed at best, but poor in general.  

a Composition of methods might be slightly different based on country context.     
b Data pertain to sexually active women of reproductive age.     
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Figure 11 Indicator 

5.4: Adolescent 

fertility rate (per 

1000 women aged 

15–19 years), 

LMICs with ≥ 250 

000 population, 

2000–2007

«

Figure 12 Indicator 

5.4: Adolescent 

fertility rate (per 

1000 women aged 

15–19 years),  

LMICs with < 250 

000 population, 

2000–2007

Source: Global Health 

Observatory database. 

Geneva, WHO, August 

2010 (http://apps.who.

int/ghodata/).

Source: Global Health 

Observatory database. 

Geneva, WHO, August 

2010 (http://apps.who.

int/ghodata/).
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Current status

Indicator 5.3 Contraceptive prevalence rate

Figure 10 illustrates the average contraceptive prevalence rate (CPR) for LMICs in the 

Region between 2000 and 2008. Of the larger LMICs, only three show CPRs that exceed 

65% (China, Mongolia and Viet Nam). %e Philippines, despite the additional challenge of a 

religious barrier, shows a CPR of 51%, although this "gure includes non-e&ective methods 

of family planning. Low rates are seen in Cambodia and the Lao People’s Democratic 

Republic, at 40% and 32%, respectively. 

Data are available for only three of the smaller countries in the Paci"c (Kiribati, Nauru 

and Palau). %e average CPRs for these countries for the period from 2000 to 2008 are 

all less than 40%.

Indicator 5.4 Adolescent birth rate

%e adolescent birth rate situation varies according to age, marital status, social class, 

education, urban or rural setting and whether pregnancy is planned or unplanned, 

wanted or unwanted.  Pregnant adolescents run a disproportionate risk of dying in or 

after childbirth.  

a The number of women by age were estimated by the United Nations Population Division and published in the World population prospects revision 2006.  

a The number of women by age were estimated by the United Nations Population Division and published in the World population prospects revision 2006.
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Figure 13 Indicator 

5.5: Antenatal care 

coverage, at least 

one visit (%), LMICs 

with ≥ 250  000 

population, 

1990–2008

!

Figure 14  

Indicator 5.5: 

Antenatal care 

coverage, at 

least one visit 

(%), LMICs 

with < 250 000  

population, 

1990–2008

Source: Global Health 

Observatory database. 

Geneva, WHO, August 

2010 (http://apps.who.

int/ghodata/).

Source: Global Health 

Observatory database. 

Geneva, WHO, August 

2010 (http://apps.who.

int/ghodata/).
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Figures 11 and 12 re<ect the adolescent fertility rate (per 1000 women aged 15–19 years) 

for the LMICs in the Region for the period from 2000 to 2007. %ese rates vary across the 

nine populous LMICs, with China, Malaysia and Mongolia having by far the lowest levels 

of adolescent fertility. %e highest values are seen in the Lao People’s Democratic Republic 

and Papua New Guinea at 110 and 70 births per 1000 girls aged 15–19 years (Figure 11).

Philippines contribute nearly 1% globally to births to 15-19 years old and is the only 

country in the region to "gure in the global list of 16 countries with the largest member 

of births to adolescents.

Adolescent birth rates in the less populous LMICs tend to be somewhat higher, but with less 

variability across countries, although the Marshall Islands and Nauru have considerably 

higher than average values (Figure 12).  In these countries with relatively small populations, 

the high rates are derived from relatively small numbers of adolescents. 

Indicator 5.5 Antenatal care coverage (at least one visit and at least four visits)

Figures 13 and 14 illustrate the status of coverage for those who had at least one antenatal 

visit, with data available for only nine of the populous LMICs in the Region. Of these, only 

six have data to allow comparison of two points or more within both the 1990–1999 and 

2000–2006 periods.  It shows that there has been very modest progress for these LMICs.  

China, Mongolia, the Philippines and Viet Nam have the highest coverage for data reported 

in the period 2000–2008, at 90% or higher, followed by Malaysia and Papua New Guinea 

both with coverage of 79%. Cambodia and the Lao People’s Democratic Republic present 

the greatest challenge for this group, with antenatal care coverage far below the other 

countries, although Cambodia has shown signi"cant improvement since 1998.  

Figure 14 shows antenatal care coverage among those who had at least one visit among the 

less populous LMICs, with data for only four countries available from within the period 

2000–2006
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Figure 15 

Indicator 5.6: 

Unmet need for 

family planning 

(%), LMICs 

with ≥ 250 000 

population, 

2000–2007

Source: Global Health 

Observatory database. 

Geneva, WHO, August 

2010 (http://apps.who.

int/ghodata/).
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from 2000 to 2008.  It is important to note that, while the number of antenatal visits is 

an important, practical and easy measure to quantify, it does not re<ect the other equally 

important aspect of health service provision—quality of care. %ere is strong evidence 

that fewer visits with quality care are more e&ective than several repeated visits with 

poor service.

Indicator 5.6 Unmet need for family planning

Figure 15 shows the level of unmet need for family planning for six LMICs in the Western 

Paci"c Region.  It highlights the fact that data are very limited and are widely variable 

across the countries in the Region. 

%e data for this indicator depict a reverse pattern to that shown for Indicator 5.3 on 

contraceptive prevalence rate. Cambodia and the Lao People’s Democratic Republic, with 

the lowest CPRs among the populous LMICs, also have the highest levels of unmet need 

for family planning, at 25% and 40%, respectively.  %e value is also quite high in the 

Philippines, at 17%.  Conversely, China, Mongolia and Viet Nam, having relatively high 

CPRs, have much lower levels of unmet need for family planning. 

Challenges

Several challenges need to be overcome to accelerate progress in reducing maternal deaths 

and to increase access to reproductive health within LMICs in the Region. %e scope of 

reproductive health in itself is broad, with multiple and complex factors a&ecting it, 

some of which are not within the mandate or in<uence of the health sector. E&ective 

and evidence-based technologies and maternal and reproductive health interventions 

do exist, but many of these are not being implemented optimally in some LMICs  due to 

a number of health system issues, such as: 

low levels of political commitment, as well as policy gaps related to maternity protection 

and "nancing;

poor human resource capacities to translate national strategic plans into implementation 

plans;

shortages of resources, which may or may not be linked to low political commitment, 

as well as the low availability of funding in the Region for maternal, neonatal and 

reproductive health;

geographical, social, cultural and "nancial barriers that impede access to and use of 

services; and 

an inability to address inequities and disparities within countries.

%e complexity of managing speci"c maternal and reproductive health issues, such as the 

management of STI/HIV, provision of cervical cancer screening and human papillomavirus 
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vaccination, as well as evolving reproductive health issues, such as adolescent pregnancy 

dynamics in rural versus urban settings, further challenge the appropriateness of current 

programmes and existing country resources.  Additionally, the lack of accurate and reliable 

data due to (a) weak country health information systems, particularly vital registration 

systems, and (b) the cost and technical complexity of conducting statistically valid surveys 

to estimate maternal deaths, has not only complicated reliable monitoring of progress, but 

has also made it di$cult to make the case for demonstrating tangible results and impacts 

on MDG5 that might attract even greater attention for better resource mobilization and 

prioritization in the race to achieve results by 2015.   

Strategies to achieve results

Countries already have national plans to improve maternal and neonatal health, either 

through plans and programmes for reproductive health, safe motherhood or speci"cally 

to achieve MDG 5.  What remains key is for countries to develop technical, managerial 

and health-system-related capacities to translate these national strategic plans into 

implementation plans with adequate milestones and accountability.  Speci"cally, countries 

should accelerate their national implementation of the global Reproductive health strategy5 

and its accompanying framework, which links MDG 5B to MDG 5A for MMR reduction.  

Speci"c interventions have also been implemented to suit speci"c country contexts, such as 

outreach services, maternity waiting homes, integrated packages of services, and midwifery 

strengthening. %ese interventions generally address the pillars of making pregnancy 

safer, including family planning, to ensure that every pregnancy is wanted and planned, 

and that there is adequate, quality antenatal care, skilled attendance at every birth, access 

to emergency obstetric care, and integrated postnatal and neonatal care.  Countries need 

to enhance their strategic approaches to scale up these interventions. To do so, great 

attention will have to be given to health system strengthening. Given the importance of 

fully functioning health systems for sustainable gains in reducing maternal, newborn and 

child mortalities, major e&orts are needed to address strengthening of health systems by:

addressing policy gaps related to maternal protection, vital registration procedures 

and "nancing;

enhancing political commitment for greater investments in maternal and neonatal 

health; 

strengthening human resources for and delivery of maternal and neonatal health 

services;

prioritization and scaling-up of key interventions at community, health-centre and 

referral levels;

reducing "nancing and other barriers to access, empowering individuals, families 

and communities to ensure access to and utilization of reproductive health services; 

improving monitoring and evaluation; and 

facilitating improvements in data-driven planning processes.

5 Reproductive health strategy to accelerate progress towards the attainment of international development goals and targets. Geneva, World Health 
Organization, including UNDP/UNFPA/World Bank Special Programme of Research, 2004. Available from  http://whqlibdoc.who.int/hq/2004/
WHO_RHR_04.8.pdf
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Figure 16 Trends 

of HIV estimates in 

the Western Paci"c 

Region 

(per 100 000 

population)

Source: HIV/AIDS and STI 

Unit, WHO Regional Office 

for the Western Pacific. 

Adapted from UNAIDS-

WHO data, 2008
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GOAL 6 Combat HIV/AIDS, malaria and other diseases

MDG 6 includes three targets, with Targets 6A and 6B aiming to halt and reverse the spread of HIV/

AIDS by 2015 and achieve universal access to treatment for HIV/AIDS by 2010, respectively.  Target 

6C addresses reducing the incidence of malaria and other major diseases, such as tuberculosis.  %ere 

are four indicators associated with Target 6A (Indicators 6.1 – 6.4), one for Target 6B (Indicator 6.5), 

and "ve to support Target 6C (Indicators 6.6 – 6.10).  In this chapter, the status, challenges, and 

strategies associated with reaching each of these three targets by 2015 are presented and discussed.    

Target 6A Have halted by 2015 and begun to reverse the spread of HIV/AIDS

Prevalence of HIV/AIDS across the Western Paci"c Region is 

nominal compared with sub-Saharan Africa, although it remains 

a major concern for all Member States in the Region as regards 

tracking, containing and sustaining prevention, treatment and 

care initiatives to minimize the threat.  Indicator 6.1 focuses 

on HIV prevalence within what is widely considered the most 

vulnerable or at-risk cohort population: those individuals aged 

15–24 years. 

Current status

In general, the HIV epidemic is stabilizing across the Western 

Paci"c Region.  %e understanding of the HIV epidemic in 

countries in the Region has improved due to improved standard monitoring methods, 

greater availability of  data and more reliable estimates. 

Indicator 6.1 HIV prevalence among the population aged 15–24 years

According to Figure 16, the total estimated number of people living with HIV or AIDS 

(PLWH) in the Region in 2008 had increased since 2001 from 870 000 to 1400 000 

individuals, although the total number of new infections appears to have at least levelled 

o& and is perhaps even showing signs of easing, from 144 per 1000 in 2001 to 136 in 

2008.  In Asia, the epidemic has been driven by men who have sex with men (MSM), 

injecting drug users (IDUs), and commercial sex workers.  %e life expectancy of PLWH 

should continues to increase due to increased access to and the number of people on 

antiretroviral therapy (ART), and o&sets the reduction in new infections.
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Figure 17 HIV 

Prevalence rate 

among population 

aged 15–49 years 

in selected LMICs in 

the Western Paci"c 

Region

Source:  Joint United 

Nations Programme on 

HIV/AIDS. Adult (15–49) 

HIV prevalence percent by 

country, 1990–2007. 2008 

Report on the global AIDS 

epidemic. Geneva, UNAIDS, 

2008 (http://data.

unaids.org/pub/Global-

Report/2008/20080813_

gr08_
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%e annual HIV prevalence rates among populations aged 15–49 years for nine LMICs 

in the Western Paci"c Region is shown in Figure 17 for the period from 1990 to 2007.  

%e estimated prevalence rates in Fiji, the Lao People’s Democratic Republic, Mongolia 

and the Philippines are low and stable.  Five of the LMICs, namely Cambodia, China, 

Malaysia, Papua New Guinea, and Viet Nam, contribute 90% of HIV cases in the Region.  

Although the HIV prevalence rate in China remains relatively low overall (around 0.1%), 

the country remains a concern within the Region given the total estimated population of 

1.3 billion and the approximately 700 000 PLWH as of 2007, and the fact that the epidemic 

is seen among its most-at-risk populations (MARPs).  Cambodia, Malaysia and Viet Nam 

also have concentrated epidemics among MARPs, namely MSM, IDUs and sex workers.  

%e increasing trend has been similar in Malaysia and Viet Nam, although the epidemic 

appears to have stabilized, with estimated prevalence rates in adults reaching 0.5% and 

0.4 %, respectively, in recent years. Cambodia is one of the countries that was identi"ed 

in South-East Asia as potentially being at high risk from HIV/AIDS, having a generalized 

epidemic, and apparently peaked at nearly 2% prevalence in 1998 and declined to 0.9% in 

2006 (shifting to a concentrated epidemic), partly due to scaled-up interventions among 

MARPs.  Papua New Guinea shows signs of an area-speci"c, generalized epidemic, with 

an increasing HIV prevalence rate reaching approximately 0.9% as of 2007, representing 

the highest prevalence in the Region.

Indicator 6.2 Condom use at last high-risk sex

In most Member States in the Western Paci"c Region, there is an increasingly high rate 

of condom use at last high-risk sex among sex workers, ranging from 80% to 95%.  %e 

coverage of preventive interventions for MARPs in LMICs in the Region is also increasing.  

As illustrated in Table 4, out of the six LMICs in the Region for which data are reported 

among MSM, condom use at the last anal sex encounter with a male partner was relatively 

high in Cambodia, China, and Mongolia, moderate in Viet Nam, and relatively low in the 

Lao People’s Democratic Republic and the Philippines.  Figure 18 shows the percentage of 

sex workers reporting condom use at last high-risk sexual encounter for eight LMICs in 

the Region, suggesting that the rates reported most recently for Malaysia (61% in 2008) 

and the Philippines (66% in 2009) are considerably lower than the 85%–99% reported 

from the other six LMICs with data available.

a Figure from UNAIDS estimates, June 2010     
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Figure 18 Indicator 

6.2: Percentage 

of sex workers 

reporting condom 

use at last high-risk 

sexual encounter 

(%), 2005–2009

Source: UNAIDS and 

WHO, UNGASS and 

universal access reporting, 

2006–2009

6

Table 4 Condom use in the last anal intercourse with a male partner (%) among men having sex with men, 2006–2008

Country
Condom use in the last anal intercourse 

with a male partner (%)

Cambodia 79%–94%

China 75%

Lao PDR 24%

Mongolia 87%

Philippines 34%

Viet Nam 61%

Source: Country reports on universal access progress, 2009.

Indicator 6.3
Proportion of population aged 15–24 years with comprehensive correct 

knowledge of HIV/AIDS

In terms of the overall level of correct knowledge of the risks associated with HIV/AIDS in 

youth (percentage of population aged 15–24 years), Table 5 shows a wide range reported 

among six LMICs in the Region in 2008–2009, from approximately 22% in Papua New 

Guinea to 85% in China. %ese "gures suggest education on HIV/AIDS risk is low among 

"ve of the six LMICs with data available (Cambodia, China, Malaysia, Papua New Guinea 

and Viet Nam)—all reporting less than 50%.  China is the notable exception.

Country Youth (%)
Sex workers 

(%)
Injecting drug users 

(%)
Men having sex 

with men (%)

Cambodia 47.6 NA NA  NA

China 85.1 a,b 54.1 c 57.3 c 51.1 c

82.3 b,d

Malaysia 22.6 e 38.5 f 49.7 f NA

Papua New Guinea 21.9 g 35.3 h NA 70.6 h

Viet Nam 42.5 i 54.7 f 47.6 f 53.6 f

Table 5  Proportion of population aged 15–24 years with comprehensive correct knowledge of HIV/AIDS (%), 2008–2009

Source: Country progress reports on the follow-up to the Declaration of Commitment on HIV/AIDS. UNGASS, Jan 2008–Dec 2009.

a Brothel based (BB)
b Non-brothel based (Non-BB)
c Preliminary results of integrated bio-behavioural surveillance (IBBS) 2009

Notes:   NA - No data;  a In school;  b Not in school; c Interim evaluation of 2008 Action plan; d National service survey MOH 2008; e Population-based survey;  f National 

survey: Adolescents and Youth 2009; g National surveillance 2009;  h Integrated bio-behavioural surveillance (IBBS) 2009; i Behavioural surveillance  survey (BSS)
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Indicator 6.4
Ratio of school attendance of orphans to school attendance of non orphans 

aged 10–14 years

HIV/AIDS orphans are a particularly sensitive and priority cohort population of concern.  

However, due to the relatively low prevalence of HIV in the majority of the Region’s 

countries, available data on HIV-orphaned children are sparse and are not routinely 

collected, except in Cambodia, which was initially categorized as having a generalized 

epidemic, and Papua New Guinea, where the HIV burden is relatively high. Table 6 

illustrates that the ratio of school attendance of orphans to non-orphans in both Cambodia 

and Papua New Guinea was 0.8 in 2009, as school attendance of orphans is considerably 

lower than that of non-orphans in these two countries.

Country Orphans Non- orphans Ratio 

Cambodia 76.1 91.6 0.8

Papua New Guinea 75.5 87.1 0.8a

Table 6  Ratio of school attendance of orphans to school attendance of non-orphans aged 10–14 years

Source:  Country progress reports on follow-up to Declaration of Commitment on HIV/AIDS. UNGASS, January 2008-December 2009.

Target 6B Achieve, by 2010, universal access to treatment for HIV/AIDS for all those who need it

Universal access to HIV/AIDS treatment will not be achieved by 2010 in LMICs in the 

Western Paci"c Region.  Overall, coverage of access to HIV/AIDS treatment  (Indicator 6.5) 

across LMICs in the Region is estimated to be 31%, far from the target of universal access.

Indicator 6.5
Proportion of population with advanced HIV infection with access to antiretroviral 

drugs

Current Status

Table 7 illustrates the total number of people with access to antiretroviral treatment 

(ART) for the nine LMICs in the Western Paci"c Region with data available. Although 

there was an eight-fold increase from 2004 to 2008, the proportion remains far below 

the recommended 80%. %e overall coverage of universal access to HIV/AIDS treatment 

still needs to be expanded, particularly in rural, remote and hard-to-reach areas. 

Country 2004 a 2007 2008

Cambodia 4 527 27 000 31 999

China 8 219 35 000 48 254

Fiji - < 100 39

Lao PDR 104 700 1 009

Malaysia 2 700 6800 8 197

Mongolia -  < 100 5

Papua New Guinea 60 2 300 5 195

Philippines 71 < 500 532

Viet Nam 300 17 000 27 059

Total 16 170 89 000 122 289

Proportion - 28% (20–37%) 31% (21–64%)

Table 7  Estimated populations with advanced HIV infection with access to antiretroviral drugs

Source: WHO/UNICEF/UNAIDS. Toward universal access: scaling up priority HIV/AIDS interventions in the health sector: 2009 progress report. Geneva, World Health 

Organization, 2009.

a Population-based survey 2009

a Figures are from the "3 by 5 " progress report. Geneva, WHO/UNAIDS  Dec 2004; incomplete country data; total is estimated number in the Region.
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Challenges

%e 80% coverage recommended for HIV/AIDS prevention, care and treatment still 

remains unattained in the majority of LMICs in the Western Paci"c Region, despite the 

steady expansion of HIV testing and counselling services in several countries, increasing 

coverage of interventions for most-at-risk populations, especially sex workers and IDUs, 

and the more than seven-fold increase in the number of people receiving antiretroviral 

therapy (ART)6 to 122 000 (31%) in 2008, compared with 2004. Insu$cient resources, 

data and capacity to target and induce adequate behaviour changes among MARPs with 

increasing precision continues to constrain the scaling-up of priority interventions.  In 

order to reverse the generalized epidemic in Papua New Guinea and the concentrated 

epidemics in other LMICs, greater support is required for: HIV testing and counselling; 

HIV prevention among MARPs; education and services for prevention of mother-to-child 

transmission; access to ART and long-term care; and sustainability of antiretroviral  

(ARV) supply.

 

New evidence in the domains of ART and HIV-TB co-infection led to the development of 

new global WHO HIV/AIDS guidelines in 20097. %e guidelines recommend early initiation 

of ART treatment. %is will mean that the goal of universal access to ART will become even 

more elusive.  In other words, there will be a larger denominator of eligible patients for 

ART to initiate and sustain on ARV regimens.  With the economic downturn, it appears 

that in some countries the funding for HIV/AIDS prevention, care, and treatment might 

decrease, despite greater resources being needed to achieve recommended coverage.

Strategies to achieve results

One way LMICs in the Region can continue to accelerate towards 80% coverage and 

sustain achievements in HIV/AIDS prevention is by ensuring political commitment and 

leadership at all levels.  In addition, local coordination must continue, with mobilization 

of resources and funding support aligned with national priorities to e&ectively scale up 

interventions.  LMICs should focus on a combination of HIV-prevention interventions 

based speci"cally on the nature and dynamics of their local HIV epidemics, such as the 

following:

implementing targeted interventions for MARPs, including behaviour-change 

communications to increase the use of safer and better practices, provision of STI 

services and HIV testing and counselling services, and increasing access to condoms 

and prevention services; 

changing community norms and the social environment to empower MARPs to 

decrease their  risk and vulnerability; and

providing comprehensive responses to HIV prevention, treatment, care and support 

through a human-rights and gender-equity-based approach. 

Prevention interventions remain the most cost-e&ective and appropriate long-term 

approach for managing and minimizing the HIV epidemic.  For example, Cambodia 

has been successful in containing the spread of HIV through the establishment of a 

well-focused, evidence-based and scaled-up national response with robust involvement 

across the health sector, including strong political support and leadership.  To halt the 

spread of the disease, Cambodia identi"ed the major route of HIV transmission as being 

through commercial sex workers and prioritized implementation of a 100% condom-use 

programme with intensive outreach and peer education and improved access to a&ordable 

6  County reports on ’3 by 5’ progress, 2004; Country reports on progress of health sector interventions towards universal access.
7  Priority intervention: HIV/AIDS prevention, treatment and care in the health sector. Geneva, WHO. 2009.  Available online at: : http://www.who.

int/hiv/pub/priorityinterventions/en/index.html 
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services.  With support from donors, such as the Global Fund, and by demonstrating 

results, Cambodia expanded its national response to other MARPs, including MSM and 

IDUs, sustained these e&orts, and is now addressing more general cohort populations, 

including women, and preventing mother-to-child transmission.  Cambodia has also 

committed to a continuum-of-care service-delivery model that includes ART provision 

to reach and maintain universal access to treatment.

Going forward, preventive measures should target and continue to be focused on MARPs 

within LMICs in the Region, namely MSM, sex workers and IDUs, as outlined in various 

regional strategies.8, 9, 10 Although more costly, increasing ART coverage should be given 

priority to continue to address the gap in the proportion of existing populations and 

newly infected populations with access to treatment, as well considering the increasing 

evidence towards ART contributing to HIV prevention11.   LMICs will continue to bene"t 

from better coordination with donors and partners to improve e$ciencies and synergies 

within public health programmes (such as sexual and reproductive health, TB and malaria 

programmes and EPI) and civil society engagement, and to strengthen health-system, 

technical and programme management, including making better use of health information 

systems for HIV/AIDS programmes.

Target 6C Have halted by 2015 and begun to reverse the incidence of malaria and other major diseases

Progress towards addressing incidence of malaria and tuberculosis are monitored under 

Indicators 6.6 – 6.8 and 6.9 – 6.10, respectively.  Each of these diseases and associated 

indicators are discussed separately below.

Indicator 6.6 Incidence and death rates associated with malaria

Malaria is still endemic in many LMICs in the WPR and often linked with poverty and 

the reduced economic well-being of the a&ected communities. In general and with respect 

to Indicator 6.6, the malaria mortality and morbidity have steeply declined in the Region 

since 1990.   

Current status

Figure 19 shows generally decreasing malaria incidence rates between 1990 and 2009 for 

four LMICs with populations more than 250 000 (China, Malaysia, the Philippines and 

Solomon Islands). Almost the same trend persists for malaria mortality rates illustrated 

in Figure 20 for the same countries. Papua New Guinea is the LMIC in the WPR of greatest 

concern and risk for not achieving its Indicator 6.6 targets, with rates of malaria incidence 

(1181) and mortality (9.2) per 100 000, respectively, relatively high compared to other 

LMICs. Solomon Islands exhibited a signi"cantly high malaria incidence rate of nearly 

6500 per 100 000 in 2009, although the mortality rate remains low at 10.2 per 100 000. 

Notwithstanding overall malaria case load and mortality reduction advances, the rates 

are still unacceptably high in some countries.

8  Priority HIV and sexual health interventions in the health sector for men who have sex with men and transgender people in the Asia Paci#c Region. 
Geneva, World Health Organization, 2010. 

9 A strategy to halt and reverse the HIV epidemic among people who inject drugs in Asia and the Paci#c, 2010–2015. Geneva, World Health 
Organization, 2010. 

10 Responding to questions about the 100% condom use programme. Second edition. A job aid for programme sta$. Manila, WHO Regional O"ce for 
the Western Paci#c, 2009. 

11 Op cit. Ref 7.
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Figure 19 

Indicator 6.6: 

Malaria incidence 

rate, con"rmed 

cases (per 100 000 

population) in 

LMICs, 1990–2009a

Source: World Health Orga-

nization. National malaria 

control programme reports. 

Submitted by countries to 

the WHO Western Pacific 

Regional Office. Manila, 

WHO, 2008 (http://www.

wpro.who.int/health_top-

ics/malaria/).

«

Figure 20 

Indicator 6.6: 

Malaria mortality 

rate (per 100 000 

population) in 

LMICs, 1990–2009a

Source: World Health Orga-

nization. National malaria 

control programme reports. 

Submitted by countries to 

the WHO Western Pacific 

Regional Office. Manila, 

WHO, 2008 (http://www.

wpro.who.int/health_top-

ics/malaria/).
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a All countries have population greater than or equal to 250 000 except for Vanuatu that has a population less than 250 000.

a All countries have population greater than or equal to 250 000 except for Vanuatu that has a population less than 250 000.
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Figure 21 Indicator 

6.7 Proportion of 

children under "ve 

sleeping under 

insecticide-treated 

bednets (%) in 

LMICsa

!

Figure 22 Indicator 

6.8 Proportion of 

children under 

"ve with fever 

who are treated 

with appropriate 

antimalarial drugs 

(%) in LMICs

!

Source: World Health Orga-

nization. National malaria 

control programme reports. 

Submitted by countries to 

the WHO Western Pacific 

Regional Office. Manila, 

WHO, 2008 (http://www.

wpro.who.int/health_top-

ics/malaria/).

Source: World Health Orga-

nization. National malaria 

control programme reports. 

Submitted by countries to 

the WHO Western Pacific 

Regional Office. Manila, 

WHO, 2008 (http://www.

wpro.who.int/health_top-

ics/malaria/).
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Indicator 6.7 Proportion of children under-5 sleeping under insecticide-treated bednets

Indicator 6.8
Proportion of children under-5 with fever who are treated with appropriate 

anti-malarial drugs

Current status

Malaria prevention and treatment interventions have been shown to reduce child mortality 

by as much as 20%.  The programmes in the malaria endemic countries of the Western 

Paci"c Region have always focused on universal coverage of persons at risk of malaria 

(all age groups) with malaria interventions. For monitoring progress made since 2000 on 

children under-5 sleeping under insecticide-treated bednets (Indicator 6.7) and those 

with malaria who are treated with appropriate anti-malarial medicines (Indicator 6.8), 

household survey data are necessary. However, periodic surveys have not been carried 

out in all endemic countries in the Region, or they were carried out in limited areas, or 

the survey quality varied. Speci"cally for children under-5 data is sparse. Figure 21 shows 

increases in the percentage of children under-5 sleeping under insecticide-treated bednets 

in Cambodia, Papua New Guinea and the Philippines over the years, and considerable 

progress being made in the the Lao PDR, Solomon Islands and Vanuatu. However, in 

most countries further e#orts need to be made to adequately protect the populations 

at risk of malaria.   

Data is much more limited on Indicator 6.8 (Figure 22) - proportion of children under-5  

diagnosed with malaria and are treated with appropriate anti-malarial medicines. Due 

to the low malaria endemicity and the focal distribution of malaria in most countries of 

the Region, household or health facility surveys are inadequate tools to generate this 

indicator – most fevers are not caused by malaria.  Based on these data, with the exception 

a All countries have population greater than or equal to 250 000 except for Vanuatu that has a population less than 250 000.
b Figure refers to children and mothers sleeping under insecticide treated nets (PNG/DHS, 2006)
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of the Philippines all countries had low percentages of children with fever adequately 

treated for malaria; progress could be demonstrated in Cambodia.  In recent years, huge 

resources were mobilised and interventions deployed massively in countries to control 

malaria. More e#orts need to be made to improve tools and adequately measure the 

progress made.       

Challenges

A number of issues need to be addressed to enable the halving of malaria mortality and 

morbidity by 2015 and eliminate the disease in some countries and areas. National malaria 

prevention and treatment policies and their implementation still remain inadequate in 

most countries. Malaria programme weaknesses, especially weak supply management, 

have prevented the scaling-up of interventions (bednets, early parasite-based diagnosis 

and early treatment) to achieve universal coverage, particularly among children and other 

vulnerable populations.  Some general issues include improving diagnosis, the quality of 

medicines and the consistency of vector control and surveillance.  Overall health-system 

challenges confronting malaria control include weaknesses in human resources and in 

monitoring and evaluation.  Cooperation between malaria programmes and other health 

and non-health programmes also remains weak in many countries, including policies and 

interventions targeting maternal and child health.   

Malaria programmes are often unable to adequately reach vulnerable, poor and 

marginalized populations at high risk of malaria.  In addition, the lack of regulation of 

the private sector in some countries has resulted in an abundance of substandard and 

fake medicines and artemisinin monotherapy. Another malaria-speci"c challenge is how 

to address the radical treatment of vivax malaria in settings with a high prevalence of 

glucose-6-phosphate dehydrogenase (G6PD) de"ciency.

 

Strategies to achieve results

Some LMICs in the Western Paci"c Region have changed their malaria programme goals 

from malaria control to progressive malaria elimination.  However, LMICs are advised 

to continue focusing malaria control e&orts on vulnerable, poor and/or marginalized 

populations.  %is approach, plus other key features of the Regional Action Plan for Malaria 

Control and Elimination (2010–2015),12 endorsed by Member States in 2009, includes 

enhancing the malaria indicator framework to more adequately track and utilize all three 

malaria-related MDG indicators, consolidating achievements in high-burden countries, 

and moving towards elimination in low-burden countries. To do so, LMICs are encouraged 

to coordinate donors and partners e&ectively to improve intersectoral cooperation to 

prevent the development of malaria drug resistance, prepare for the possible e&ect of 

climate change on malaria transmission, and promote a more integrated approach that 

aims to strengthen health systems.

One very speci"c malaria challenge currently being addressed is the emergence of 

artemisinin resistance on the Cambodia-%ailand border, which was discovered due to high 

quality monitoring of antimalarial drug e$cacy, and was con"rmed by a WHO-supported 

clinical trial in 2007.  Jointly with partners, WHO led the development of an artemisinin-

resistance containment strategy, and is now supporting its implementation, especially on 

the Cambodia-%ailand border. Intensi"ed antimalarial-drug-e$cacy monitoring in the 

Mekong region has led to the discovery of more suspected foci of artemisinin resistance 

in Viet Nam and along the China/Myanmar border.

12  Regional Action Plan for Malaria Control and Elimination (2010–2015). Manila, WHO Regional O"ce for the Western Paci#c, 2009. Available at 
http://www.wpro.who.int/internet/resources.ashx/RCM/rc60/Item_13_08_RegionalActionPlanforMalaria.pdf
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Other speci"c strategies underway include a focus on ethnic minorities for LMICs in the 

Region, which has also led to inclusion of interventions targeting ethnic minority groups 

in country Global Fund proposals.  In addition, WHO is currently working on a policy for 

malaria in pregnant women, based on operational research, collaborating with colleagues 

working on the integrated management of child illness (IMCI) strategy to improve malaria 

interventions for children, and has started interventions targeting migrants and mobile 

populations, especially with a view to containing artemisinin resistance. 

Indicator 6.9 Incidence, prevalence and death rates associated with tuberculosis

%e current status of the two tuberculosis (TB) indicators for LMICs in the Western Paci"c 

Region is discussed separately below.  Indicator 6.9 addresses progress towards reducing 

TB incidence, prevalence and mortality rates, and Indicator 6.10 highlights the proportion 

of TB cases detected and cured under directly observed treatment, short-course (DOTS).  

%e TB-related MDG challenges and strategies to achieve 2015 targets associated with 

both indicators follow.

 

Current status

According to 2008 WHO estimates, 

LMICs in the Western Paci"c Region are 

likely to achieve the goal of having halved 

TB prevalence and mortality by 2015 

relative to 1990 levels (or even by 2010), 

even although these estimates have large 

uncertainty bounds.  Figures 23 and 24 

show stable or decreasing TB incidence 

rates for LMICs in the Region from 1990 

to 2008 for ten countries with populations 

greater than 250 000 and ten countries with 

populations less than 250 000.  Estimated 

TB incidence rates among nine of the ten 

larger LMICs were below 300 per 100 000, 

with Cambodia’s rate declining, although 

reported to be 490 per 100 000 as of 2008.  

Four of the 22 highest-TB-burden LMICs in the world are located in the Western Paci"c 

Region (Cambodia, China, the Philippines and Viet Nam), and those four countries account 

for 93% of the estimated TB incidence in the Region.

     

TB prevalence rates appear to have declined uniformly among LMICs, as presented in 

Figures 25 and 26.  As of 2008, of the ten larger countries, only two (Cambodia and 

the Philippines) were continuing to report TB prevalence rates above 500 per 100 000 

population.  Notably, Cambodia started in 1990 with the highest TB prevalence among 

LMICs in the Region, at 1400 per 100 000, and had more than halved the rate to 680 per 

100 000 in 2008, with much if its success attributed to increased support from the Global 

Fund.  All ten of the smaller LMICs reporting TB prevalence fell below 200 per 100 000 

in 2008.  In general, LMICs with comparatively high TB prevalence rates at the start of 

the period have seen fairly rapid declines, and those where rates were already fairly low 

have realized less improvement or apparent stabilization of TB prevalence.

Annual TB mortality rates among LMICs in the Western Pacific Region  between 

1990 and 2008 are presented in Figures 27 and 28.  Mortality rates are still above 

20 per 100 000 population in seven LMICs, including six countries with populations 
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Figure 23 Indicator 

6.9: Estimated 

tuberculosis 

incidence rate, all 

forms, (per 100 000 

population), LMICs 

with ≥ 250 000 

population

Source: Global TB data-

base. Geneva, WHO, 2010 

(http://www.who.int/tb/

country/global_tb_data-

base/en/).

«

Figure 24 Indicator 

6.9: Estimated 

tuberculosis 

incidence rate, all 

forms, (per 100 000 

population),  LMICs 

with < 250 000 

population

Source: Global TB data-

base. Geneva, WHO, 2010 

(http://www.who.int/tb/

country/global_tb_data-

base/en/).
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Figure 25 Indicator 

6.9: Estimated 

Tuberculosis 

prevalence rate, all 

forms, (per 100 000 

population), LMICs 

with ≥ 250 000 

population

Source: Global TB data-

base. Geneva, WHO, 2010 

(http://www.who.int/tb/

country/global_tb_data-

base/en/).
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greater than 250 000 [Cambodia (79), the Philippines (52), Viet Nam (34), the Lao 

People’s Democratic Republic (32), Mongolia (21) and Papua New Guinea (21)], as 

well as Kiribati (25).   
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Figure 27 Indicator 

6.9: Estimated 

tuberculosis 

mortality, all 

forms, (per 100 000 

population), LMICs 

with ≥ 250 000 

population

Source: Global TB data-

base. Geneva, WHO, 2010 

(http://www.who.int/tb/

country/global_tb_data-

base/en/).

!

Figure 26 Indicator 

6.9: Estimated 

tuberculosis 

prevalence rate, all 

forms, (per 100 000 

population), LMICs 

with < 250 000 

population

Source: Global TB data-

base. Geneva, WHO, 2010 

(http://www.who.int/tb/

country/global_tb_data-

base/en/). 1990 1995 2000 2005 2010

TB
 p

re
va

le
nc

e 
ra

te

Vanuatu

1400

1200

1000

800

600

400

200

0

Kiribati

Marshall  Islands

Micronesia, Fed. States of

Nauru
Palau

Tuvalu

200

100

0

1990 1995 2000 2005 2010

Solomon IslandsTB
 m

or
ta

lit
y 

ra
te Cambodia

China

Fiji

Lao PDR

Malaysia

Mongolia

Papua New Guinea Philippines

Viet Nam

!

Figure 28 Indicator 

6.9: Estimated 

tuberculosis 

mortality, all 

forms, (per 100 000 

population),  LMICs 

with < 250 000 

population

Source: Global TB data-

base. Geneva, WHO, 2010 

(http://www.who.int/tb/

country/global_tb_data-

base/en/). 1990 1995 2000 2005 2010
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Indicator 6.10
Proportion of tuberculosis cases detected and cured under directly observed 

treatment, short-course

Indicator 6.10 focuses on the proportion of individuals that are accurately diagnosed, 

put under a consistent treatment regimen, and ultimately cured of TB under DOTS.  %e 

DOTS coverage for LMICs in the Western Paci"c Region remains at 99%, while the case 

detection rate has been sustained at 70% and the treatment success rate at above 90%.

 

Current status

%e success of DOTS in the Western Paci"c Region can probably be linked to substantial 

improvements in the estimated TB (smear-positive) case-detection rates.  Figures 29 and 

30, with large uncertainty bounds, reached from 60%–75% in 2008 for all LMICs with 

populations greater than 250 000, except Cambodia (56%) and Papua New Guinea (29%).  

TB (smear-positive) case-detection rates in LMICs with populations of less than 250 000 

have been much more variable since 1990, reaching very high levels of above 90% in 

Cook Islands, Nauru, Tonga and Tuvalu in 2008, compared with values of between 70% 

and 90% for Kiribati and the Federated States of Micronesia, and <60% for Vanuatu, the 

Marshall Islands and Samoa.  However, the following was emphasized in the 2009 global 

tuberculosis-control update: “%is report update, as well as future reports on global TB 

control, will gradually place less emphasis on the case-detection rate.” 13

As illustrated in Figure 31, treatment success rates have remained fairly constant at 

above 85% in the larger LMICs, with three exceptions: they are estimated to have risen 

from 48%– 72% in Malaysia and 66%–81% in Fiji and to have fallen from 73% to 39% in 

Papua New Guinea (due to 49% of the cohort not having been evaluated).  %e treatment 

success rates were also uniformly high in the smaller LMICs for the 2007 cohort (Figure 

32), apart from the Federated States of Micronesia (65%) and Tuvalu (75%).   

Challenges

Multidrug-resistant and extensively drug-resistant TB (MDR/XDR-TB) continue to threaten 

TB control in several LMICs in the Region. MDR-TB cases from China, the Philippines 

and Viet Nam account for 97% of the total estimated MDR-TB cases among both new 

and re-treatment cases in the Region. According to the global estimate of MDR-TB, China 

carries the largest burden, with approximately 25% of the global total of MDR-TB cases. 

%e vast majority of these persons are not being treated under programme conditions and 

inadequate treatment leads to further development and transmission of drug-resistant 

TB. In recent prevalence surveys, many people with infectious smear-positive TB were 

identi"ed as being without symptoms. In addition, many symptomatic people have not 

sought treatment. %ese people will remain undiagnosed in routine settings and thus 

will continue to transmit TB. 

Strategies to achieve results

Building upon the achievements of the past decade, there is an urgent need to maintain 

national TB programmes and scale up interventions among underserved sub-populations 

in LMICs in the Region, with renewed political commitment and su$cient "nancing.  

Critical sets of interventions include intensifying case-"nding, strengthening laboratory 

capacity, scaling-up MDR-TB response, expanding TB-HIV collaborative activities and 

further building programme-management capacity in LMICs.

13 WHO.  2009.  Global tuberculosis control: a short update to the 2009 report.  Available online at: http://www.who.int/tb/publications/global_
report/2009/update/en/index.html. 
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Figure 29 Indicator 

6.10: Estimated 

proportion 

of sputum-

smear-positive 

tuberculosis cases 

detected under 

DOTS (%), LMICs ≥ 

250 000 population

!

Figure 31 Indicator 

6.10: Proportion of 

tuberculosis cohort 

cases  successfully 

treated under DOTS 

(%), LMICs ≥ 250 

000 population

Source: Global TB data-

base. Geneva, WHO, 2010 

(http://www.who.int/tb/

country/global_tb_data-

base/en/).

Source: Global TB data-

base. Geneva, WHO, 2010 

(http://www.who.int/tb/

country/global_tb_data-

base/en/).

!

Figure 30 Indicator 

6.10: Estimated 

proportion 

of sputum-

smear-positive 

tuberculosis cases 

detected under 

DOTS (%), LMICs < 

250 000 population

Source: Global TB data-

base. Geneva, WHO, 2010 

(http://www.who.int/tb/

country/global_tb_data-

base/en/).
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Figure 32 Indicator 

6.10: Proportion of 

tuberculosis cohort 

cases  successfully  

treated under DOTS 

(%), LMICs < 250 

000 population

Source: Global TB data-

base. Geneva, WHO, 2010 

(http://www.who.int/tb/

country/global_tb_data-

base/en/).
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Current status 

Indicator 1.8 Prevalence of underweight children under "ve years of age

Figure 33 depicts recent estimates and changes 

where available in the prevalence of underweight in 

children under "ve years of age within the past 20 

years. %e seven low- and middle-income countries 

in the Region (Cambodia, China, the Lao People’s 

Democratic Republic, Mongolia, Papua New Guinea, 

the Philippines, Solomon Islands and Viet Nam) that 

have historical data available from the WHOSIS, and 

are thus able to show trends demonstrate reductions 

in prevalence of underweight children and in the 

percentage of population that is malnourished.  

Among these eight countries plus Tuvalu in the Region 

with prevalence of underweight children estimates 

made since 2000, the Lao People’s Democratic 

Republic and Papua New Guinea remain the greatest 

concern given the high prevalence of chronic and/or 

acute malnutrition and limited progress.  

GOAL 1 Eradicate extreme poverty and hunger

Target 1C Halve, between 1990 and 2015, the proportion of people who suffer from hunger

%ere are three targets for MDG 1: Target 1A is to halve the proportion of people whose income is 

less than one dollar a day, while Target 1B is to achieve full and productive employment and decent 

work for all, including women and young people. Target 1C is health-related, speci"cally targeting 

hunger, and its two indicators are to measure the prevalence of underweight children under "ve 

years of age (Indicator 1.8) and the proportion of the population below the minimum level of dietary 

energy consumption (Indicator 1.9). %e current situation (using the most up-to-date data), and the 

challenges and strategies to achieve results by 2015 for Indicators 1.8 and 1.9 are presented below.
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Figure 33 Indicator 

1.8: Prevalence 

of underweight 

children under "ve 

years of age (%) in 

LMICs 

Source: Global Health 

Observatory database. Ge-

neva, WHO, 2010 (http://

apps.who.int/ghodata/).

Indicator 1.9 Proportion of population below minimum level of dietary energy consumption

Figure 34 illustrates the time series data for the total malnourished population, again 

using the only available data for six LMICs in the Region.   %e trend patterns are mixed, 

with steady, if not rapid, progress in China, the Lao People’s Democratic Republic and 

the Philippines, and substantial declines in the proportion of malnourished persons in 

Cambodia and Viet Nam.  Mongolia reported a relatively high rate of malnutrition in 

1990, which increased throughout the 1990s, and now reports a value for 2004–2006 

that represents virtually a return to the 1990–1992 level of 30%. 

Challenges
Halving hunger is complex because it is integrally linked with achieving nearly all the 

MDGs.  Malnutrition is a function of many factors, including poverty, inadequate water 

and sanitation, poor living environments, unhealthy diets and behaviours, and restricted 

access to education.  Identi"able policies to increase food and nutrient availability are 

warranted to prevent nutritional disorders, particularly among underserved, hard-to-

reach populations.     

1

a  Estimate for 1990–1999 not available. Target computed using 1983 estimate. 
b  Estimate for 1990-1999 not available. Target computed using 1989 estimate.
c  Data from years 1992-1993
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Figure 34 Indicator 

1.9: Proportion of 

undernourished in 

total population 

(%)

Source: The state of food 

insecurity in the world 

2009: Economic crises 

− impacts and lessons 

learned. Rome, Food and 

Agriculture Organization, 

2009.
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%e primary challenge in alleviating hunger and addressing malnutrition is to focus 

interventions directly on the poor at several points of entry, including before pregnancy 

and through the "rst two years of life, during critical stages of child development when 

the risk of irreparable damage is greatest.  Addressing low-birth-weight issues and 

promoting good infant-feeding practices are important during infancy.  Nutrition issues 

can continue to arise throughout life and reveal themselves in various forms, such as in 

anaemia, iodine de"ciency disorders, imbalanced micronutrient status and vitamin A 

de"ciency.  Evidence shows that malnutrition can signi"cantly impact the productivity 

of individuals in terms of cognitive and physical development.      

Strategies to achieve results
Improving progress to halve the prevalence of underweight children in the LMICs by 

2015 requires scaling up key nutrition interventions in these countries, with su$cient 

political leadership and commitment.  Use of national nutritional surveillance to target 

interventions will aid decision-makers in identifying at-risk areas and socioeconomic 

populations and assessing their e&ectiveness.  Speci"c attention also needs to be given to 

intensifying actions targeting women and the poor with behaviour change communications 

and prevention initiatives in the areas of: 

proper infant and child feeding, including promotion, protection and support for 

breastfeeding, as well as complementary feeding; 

micronutrient supplementation to "ght iodine de"ciency disorders, anaemia and 

vitamin A de"ciency;

improving the quantity and nutritional quality of available food supplies; and

overweight and obesity prevention  in children and adults.

Additionally, the regional strategy to address hunger—and included in the WHO/UNICEF 

child survival strategy —will continue to target and promote nutritional programmes 

aimed at improving diets, including forti"cation and supplementation of food necessary 

to achieve appropriate micronutrient levels in children, particularly in rural areas, and 

will be essential for scaling up.  Meeting the 2015 Target 1C should be achievable with 

nutrition integrated into comprehensive, cross-cutting health programmes and strategies.

1
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Figure 35 Indicator 

7.8: Proportion of 

population using an 

improved drinking-

water source, LMICs 

with ≥ 250 000 

population

Source: World Health 

Organization and United 

Nations Children’s Fund. 

Progress on sanitation 

and drinking-water: 2010 

update report. Geneva, 

WHO, 2010 (http://www.

unicef.org/media/files/

JMP-2010Final.pdf).

7

Current status 

Indicator 7.8 Proportion of population using an improved drinking-water source

Figures 35 and 36 show the progress in increasing 

access to improved drinking-water sources from 1990 

to 2008.  According to Figure 35, of the more populous 

LMICs, China, Malaysia and Viet Nam have already 

reached their MDG targets for access to an improved 

drinking-water source, while the Philippines has 

achieved 99% of its goal (in green).  %ese translate 

to access rates in their populations of nearly 90% or 

higher in 2008.  Progress has also been considerable 

in Cambodia, the Lao People’s Democratic Republic 

and Mongolia, but work is still needed to improve 

the current access rates of their populations, which 

stand at 61%, 57% and 76%, respectively.  Almost no 

progress has been seen in Papua New Guinea, and the 

access rate is currently 40%.  

GOAL 7 Ensure environmental sustainability

Target 7C
Halve by 2015 the proportion of people without sustainable access to safe drinking water and 

sanitation

One of the four targets under MDG 7, Target 7C, is health-related, as it measures sustainable access 

to safe drinking-water and sanitation.  It has two indicators: the "rst, Indicator 7.8,  addresses use 

of an improved water source, and is a proxy to measure access to safe drinking-water; the second, 

Indicator 7.9, considers the proportion of the population using an improved sanitation facility.

a  Reference year of earliest available figure used as baseline is 1995 extracted from WHO-UNICEF JMP for Water and Sanitation database [http://www.wssinfo.org/

datamining/tables.html] 
b  Figure is from Progress on drinking-water and sanitation: Special focus on sanitation. Geneva, WHO and New York, UNICEF, 2008 (http://www.who.int/water_

sanitation_health/monitoring/jmp2008/en/index.html).
c  Reference year of latest available figure is 2006 from Progress on drinking-water and sanitation: Special focus on sanitation. Geneva, WHO and New York, UNICEF, 2008 

(http://www.who.int/water_sanitation_health/monitoring/jmp2008/en/index.html).
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Figure 36 Indicator 

7.8: Proportion of 

population using an 

improved drinking-

water source, LMICs 

with < 250 000 

population

Source: World Health 

Organization and United 

Nations Children’s Fund. 

Progress on sanitation 

and drinking-water: 2010 

update report. Geneva, 

WHO, 2010 (http://www.

unicef.org/media/files/

JMP-2010Final.pdf).

7

In the smaller LMICs with available data for the period 1990–2008 (Figure 36), the overall 

picture shows a very limited change over the period, although some countries, such as 

Cook Islands, the Marshall Islands, the Federated States of Micronesia, Niue, Tonga and 

Tuvalu, are already reporting coverage rates of more than 90%. Vanuatu (83%) has a 

limited access to an improved water source. %e value of 65% for Kiribati in 2006 was also 

relatively low, but was a substantial increase over the 48% estimated in 1990.

  

a  Reference year of latest available figure is 2006 from Progress on drinking-water and sanitation: special focus on sanitation. Geneva, WHO and New York, UNICEF, 2008 

(http://www.who.int/water_sanitation_health/monitoring/jmp2008/en/index.html).
b  Figure is from Progress on drinking-water and sanitation: special focus on sanitation. Geneva, WHO and New York, UNICEF, 2008 (http://www.who.int/water_

sanitation_health/monitoring/jmp2008/en/index.html).

Indicator 7.9 Proportion of population using an improved sanitation facility

Figures 37 and 38 illustrate the progress in increasing the use of an improved sanitation 

facility for the period from 1990 to 2008 for the LMICs in the Western Paci"c Region 

with su$cient data available.  Figure 37 shows that, out of the more populous LMICs, 

Malaysia and Viet Nam have already reached their targets (in green), although much 

work is still needed to improve Viet Nam’s current utilization rate of 75%.  Substantial 

progress has also been made in China and the Philippines (in green), but e&orts are still 

needed to further improve current utilization rates. Despite their low rates of access at 

baseline, good progress has been made in Cambodia (from 9% to 29%) and in the Lao 

People’s Democratic Republic (from 18% to 53%). Meanwhile, utilization rates remain 

unchanged in Mongolia and have decreased slightly in Papua New Guinea. 

%ere appear to have been very limited changes in the rates of utilization of improved 

sanitation facilities in the reporting smaller LMICs in the Region (Figure 38), although 

Cook Islands, Samoa and Tonga are already reporting rates greater than 95%. Utilization 
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Figure 37 Indicator 

7.8: Proportion 

of population 

using an improved 

sanitation facility, 

LMICs with ≥ 250 

000 population

!

Figure 38 

Indicator 7.8: 

Proportion of 

population using 

an improved 

sanitation 

facility, LMICs 

with  < 250 000 

population

Source: World Health 

Organization and United 

Nations Children’s Fund. 

Progress on sanitation 

and drinking-water: 2010 

update report. Geneva, 

WHO, 2010 (http://www.

unicef.org/media/files/

JMP-2010Final.pdf).

Source: World Health 

Organization and United 

Nations Children’s Fund. 

Progress on sanitation 

and drinking-water: 2010 

update report. Geneva, 

WHO, 2010 (http://www.

unicef.org/media/files/

JMP-2010Final.pdf).

7

a  Reference year of earliest available figure used as baseline is 1995 extracted from WHO-UNICEF JMP for Water and Sanitation database [http://www.wssinfo.org/

datamining/tables.html]
b  Figure is from Progress on drinking-water and sanitation: special focus on sanitation. Geneva, WHO and New York, UNICEF, 2008 (http://www.who.int/water_

sanitation_health/monitoring/jmp2008/en/index.html).
c  Reference year of latest available figure is 2006 from Progress on drinking-water and sanitation: special focus on sanitation. Geneva, WHO and New York, UNICEF, 2008 

(http://www.who.int/water_sanitation_health/monitoring/jmp2008/en/index.html).

a  Reference year of latest available figure is 2006 from Progress on drinking-water and sanitation: special focus on sanitation. Geneva, WHO and New York, UNICEF, 2008 

(http://www.who.int/water_sanitation_health/monitoring/jmp2008/en/index.html).
b  Reference year of earliest available figure used as baseline is 1995 extracted from WHO-UNICEF JMP for Water and Sanitation database [http://www.wssinfo.org/

datamining/tables.html].
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rates of about 50% to 55% are estimated for Nauru, Palau and Vanuatu, while rates are 

20% or less in Kiribati and the Federated States of Micronesia. 

Challenges
Progress towards achieving the targets for sustainable access to safe drinking-water 

and sanitation is impeded by a myriad of factors, one of which is low political priority 

and an absence of strategic planning.  Because of the many competing priorities and the 

low demand for sanitation goods, politicians and governments rarely give sanitation 

the attention and priority it deserves.  %is low prioritization translates to low budget 

allocations at central and local government levels and little provision of manpower or 

assistance to sanitation agencies, and therefore provision, operation and maintenance 

of sanitation services and facilities is poor. 

In addition, while LMICs in the Region are progressing towards increased access to 

improved drinking-water sources, in reality, regulation of drinking-water is inadequate 

in many. %ere is no assurance that improved sources of water provide drinking-water 

that complies with international or local standards of water quality. %us, the challenge 

of assessing the safety of water from improved drinking-water sources also needs to be 

addressed.

Urbanization is another challenge facing work on sanitation, speci"cally increasing 

urban densities and rising urban slum numbers. %e resulting overcrowding and human 

concentration, not only increases the sanitation-related health risks, but also adds a 

burden to the already constrained sanitation services and resources.

Inadequate water supply, poor sanitation and poor personal hygiene bring about childhood 

deaths from diarrhoea. %us, it is also essential that investments in water supply and 

sanitation services be coupled with investments to promote proper hygiene behaviour in 

order to optimize health outcomes. 

More e&orts are also needed to improve data on access to improved drinking-water 

sources and utilization of improved sanitation facilities. %ese data also need improved 

disaggregation to provide better information as to where the vulnerabilities are and where 

progress is faltering. 

Strategies to achieve results
Several actions are being taken within the Region by di&erent external support agencies 

and Member States to ensure, not only that the MDG drinking-water target is achieved 

across LMICs, but also that the water is safe and provided in quantities according to the 

requirements for drinking and personal hygiene. %ese need to be sustained and scaled 

up, speci"cally lines of action that include:

promotion of and advocacy for sustainable access to a safe water supply; 

strengthening of the normative aspects of the sector;

better management of services; 

improvement of drinking-water quality, including household water treatment and 

water safety plans; 

development of e&ective sector information systems; and 

promotion of e&ective provision of water and sanitation facilities in emergencies and 

disasters. 
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Current status 

Indicator 8.13
Proportion of population with access to a$ordable essential drugs on a sustainable 

basis

Coverage of countries with a recently 

updated national essential medicines 

list: National essential medicines lists need 

to be updated on a regular basis to re<ect 

changing therapeutic needs and options 

for treating the majority of communicable 

and noncommunicable diseases with safe, 

e&ective and low-cost medication. A survey 

was conducted in the Western Paci"c Region 

in 2007 on "Structure and Process Indicators 

on the Pharmaceutical Situation". %e survey 

included 25 countries in the Region, 18 of 

which were LMICs. Results showed that 14 of 

the LMICs surveyed had essential medicines 

lists that had been updated in the previous 

two years (Table 8).

Recently updated national medicines policies: A national medicines policy constitutes 

a commitment to a goal and a guide for action; it de"nes a framework for setting and 

monitoring objectives in the pharmaceutical sector to ensure access to quality medicines 

that are used rationally. A national medicines policy is an essential part of health policy, 

and should be adopted and updated regularly. %e 2007 survey on “Structure and Process 

Indicators on Pharmaceutical Situation” found that 14 of the 18 LMICs surveyed had 

developed national medicines policies, 9 of which had integrated those national policies 

into their national health plans (Table 8). 

Availability of essential medicines: %e availability of essential medicines is consistently 

lower in the public sector than in the private sector in the Region. Since the public sector 

usually provides medicines at low cost or free of charge, low availability of medicines 

in the public sector means that patients’ needs are not met and they have to buy their 

medicines from the higher-priced private sector. Availability of relatively lower-priced 

medicines is a proxy for availability of essential medicines. In a pricing survey conducted 

in 2004–2006 using the WHO/Health Action International (HAI) methodology15, "ve 

LMICs from the Region participated (two provinces in China, Fiji, Malaysia, Mongolia 

GOAL 8 Develop a global partnership for development 

Target 8E
In cooperation with pharmaceutical companies, provide access to affordable essential drugs 

in developing countries

Progress towards this commitment is di$cult to assess since it has no quantitative target. Access to 

a&ordable essential medicines is de"ned as having medicines continuously available and a&ordable at 

public or private health facilities or medicine outlets that are within one hour’s walk from the homes 

of the population.14  Because of this complex de"nition, access to medicines cannot be measured with 

a single indicator. Instead, a range of WHO indicators that provide data on medicine availability 

and a&ordability, as well as key policy indicators, are used. Some of these are discussed below.

14  Op cit. Ref 2.
15  www.haiweb.org/medicineprices/ 

8
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16  OCameron A,  et al. Medicine prices, availability, and a$ordability in 36 developing and middle-income countries: a secondary analysis. Lancet, 
2009, 373:240-249.  Availability is reported as the percentage of medicine outlets in which a medicine (of the selected 15 basket medicines) was 
found on the day of data collection; it does not account for other available therapeutic options or alternate dosage forms and strengths.

17 Regional Analysis WPRO – 2007 Level I Indicators: Structure and process indicators on pharmaceutical situation. Dra% Factbook. Geneva, 
World Health Organization, 2007.

18 www.haiweb.org/medicineprices/surveys.php
19 Op cit. Ref 18. &is is the ratio of the #nal price the patient pays to the international reference price.

and the Philippines). %e survey revealed that the mean availability of the basket of 15 

generic medicines was 43% in the public sector (range 22.2–79.2, except in Fiji) and 50.1% 

(range 33.6–77.6) in the private sector of these LMICs.16

Low-income 
countries

Middle-income 
countries

Total (LMICs)

Status of national medicines 

policies: countries who have

O#cial or draft versions 7 7 14

Updated within 2006–2007 2 5 9

Integrated into national health 

plans
6 3 9

Countries surveyed (8 countries) (11 countries)

Cambodia, Cook Islands,    

Lao PDR, Mongolia, 

Nauru, Papua New 

Guinea,   Solomon Islands 

and         Viet Nam

China, Fiji, Kiribati, 

Malaysia,  Marshall 

Islands, Niue, Palau, 

Philippines, Samoa, 

Tonga and Vanuatu

Table 8  Status of national medicines policies in selected LMICs in the Western Paci"c Region

Source: Regional analysis WPRO-2007 Level I Indicators: Structure and process indicators on pharmaceutical situation 

Draft factbook. Geneva, World Health Organization, 2007. 

Public sector expenditure on pharmaceuticals: Ensuring the continuous availability 

of essential medicines in the public sector depends on the availability of funds, the rational 

selection of medicines, and an e$cient procurement and supply chain. %e 2007 survey 

on "Structure and Process Indicators on Pharmaceutical Situation" found large variations 

within the Region in per capita public expenditure on medicines. %e median per capita 

public expenditure on medicines was only US$ 3.2 in the low-income countries and 

US$ 14.3 in the middle-income countries,  compared with US $103 in the high-income 

countries in the Region (Table 9).17 Adequate "nancing is key to ensuring the timely 

procurement and distribution of essential medicines. In countries with low per capita 

public expenditure on medicines, lower proportions of the population have access to 

a&ordable essential medicines on a sustainable basis. 

Pricing of essential medicines: High prices can constitute a key barrier to access to 

essential medicines, particularly when patients have to purchase them through out-of-

pocket payments. A standard methodology for measuring medicine prices, availability, 

a&ordability and price components has been developed in partnership with Health 

Action International. More than 50 countries have used the WHO/HAI medicine pricing 

survey, including China (Shandong and Shanghai provinces), Fiji, Malaysia, Mongolia, the 

Philippines and Viet Nam in the Western Paci"c Region.18 %e surveys have shown that 

for these LMICs the average calculated median price ratio19 in the public sector for the 

lowest-priced generics in the 15 basket medicines was high, at 11.25.  %is is the ratio of 

the "nal price that patient will pay compared to the international reference price.

Generic substitution policies: Generic medicines are priced lower than originator 

brands. %e substitution of generic medicines for branded drugs is common practice in the 

public and private sectors of all countries. Incentives for dispensing generic medicines are 
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mostly common in high-income countries, where they are to be found in both the public 

and the private sectors.20 Applying di&erent policy interventions to increase the use of 

generic medicines of assured quality is key to using limited resources e$ciently and making 

medicines more a&ordable. More than half of the low- and middle-income countries in 

the Region have laws requiring the obligatory prescribing of generic products, whereas 

all LMICs permit generic prescribing. Requirements for obligatory generic prescribing in 

the private sector are generally low as seen in the 2007 survey on “Structure and Process 

Indicators on Pharmaceutical Situation” (Table 9).

20  Op cit. Ref 19.

Low-income 
countries

Middle-income 
countries

High-income 
countries

Per capita public expenditure 

on medicines  (US$)

Median 3.2 14.3 103.2

25th, 75th percentile 2.5, 22.6 8.5, 17.9 75.4, 187.3

Prescribing generics 

obligatory in 

Public sector 62.5 % 63.6% 16.7%

Private sector 25.0% 44.4% 0.0%

Countries surveyed (8 countries) (11 countries) (6 countries)

Cambodia, Cook Islands, 

Lao PDR, Mongolia, 

Nauru, Papua New 

Guinea, Solomon Islands 

and Viet Nam

China, Fiji, Kiribati, 

Malaysia,  Marshall 

Islands, Niue, Palau, 

Philippines, Samoa, Tonga                      

and Vanuatu

Australia, Brunei 

Darussalam, Japan, New 

Zealand, the Republic of 

Korea and Singapore

Table 9  Public expenditure on medicines and prescription of generics in selected LMICs in the Western Paci"c Region 

Source: Regional analysis WPRO-2007 Level I Indicators: Structure and process indicators on pharmaceutical situation 

Draft factbook. Geneva, World Health Organization, 2007. 

Challenges

Lack of access to essential medicines remains problematic in LMICs in the Western Paci"c 

Region, where much needed essential medicines are not regularly available or their prices 

are too high. Even if medicines are available and a&ordable, they must be of assured quality, 

safety and e$cacy. However, weak enforcement of medicine regulations is an important 

factor that leads to the production and sale of counterfeit and substandard medicines.  

%e proliferation of counterfeit and substandard products has become a public health issue 

in the Region, endangering public safety in many countries. %ere is an obvious need for a 

continued e&ort to enforce the regulation of medicine production, distribution and sales 

to prevent the penetration of the market by counterfeit medicines. %e irrational use of 

medicines that are medically ine&ective and economically ine$cient is still commonly 

encountered in health facilities and in the community, jeopardizing the quality of services 

and wasting available resources, and ultimately also limiting access to needed essential 

medicines. 
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Problems of access are complex and multiple factors are implicated. Political commitment 

alone is not su$cient in ensuring access. Ine$cient "nancing and delivery systems, weak 

enforcement of regulations and irrational use of medicines all need to be consistently 

addressed from time to time.

Strategies to achieve results

Improving access to essential medicines in the Western Paci"c has been guided by the 

Regional strategy for improving access to essential medicines (2005–2010) and continued by 

Framework for action on essential medicines (2011–2015)21, which recommend actions in 

the areas of rational selection and use, a&ordable prices, access and trade globalization, 

sustainable "nancing, supply and management system, quality and monitoring. %e LMICs 

in the Region must strive to undertake these actions and seek technical support where 

needed. Stronger collaborations with other partners, nongovernmental organizations, 

academia, industries, professional organizations and civil society organizations must be 

sought to ensure cross-sectoral actions to achieve better access to essential drugs.

21 Regional strategy for improving access to essential medicines in the Western Paci#c Region 2005–2010. Manila, WHO Regional O"ce for the 
Western Paci#c, 2005. Available from http://www.wpro.who.int/NR/rdonlyres/588F3CB4-22F9-4543-A65E-BB447D8425AA/0/Regional_
Strategy_for_Improving_Access.pdf
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Figure 39 

Proportion of 

women aged 

15–49 years who 

know at least 

one way to avoid 

sexual transmission 

of HIV/AIDS, by 

income quintile, in 

Cambodia (2000), 

the Philippines 

(2003) and Viet 

Nam (2002)

Sources: Gwatkin D, et al. 

Socioeconomic differences 

in health, nutrition, and 

population in Cambodia. 

Washington, D.C., World 

Bank, 2007; Gwatkin D, et 

al. Socioeconomic differ-

ences in health, nutrition, 

and population in the 

Philippines. Washington, 

D.C., World Bank, 2007; 

Gwatkin D, et al. Socioeco-

nomic differences in health, 

nutrition, and population 

in Vietnam. Washington, 

D.C., World Bank, 2007.
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It is well known that existing inequities (in income, education, employment status and 

other dimensions) contribute to ill-health. At the same time, evidence clearly shows that 

the population groups with the greatest need have lower access to services or e&ective 

interventions than others, due to the structural barriers and constraints they face. 

%is phenomenon is known as “the inverse care law” and is well documented in health 

literature. Barriers to access faced by such population groups may include: remoteness 

or lack of geographical access; high direct, indirect or opportunity costs; low levels of 

knowledge or awareness; sociocultural barriers (including gender-related constraints, 

as well as stigma); and a lack of health system responsiveness. For example, analysis 

from Cambodia, the Philippines and Viet Nam shows that women’s awareness of HIV 

prevention improves as household income rises (see Figure 39). 

Statistical notes

In particular, health system "nancing in most low income developing countries heavily 

relies on direct out-of-pocket payments, which not only lower access and coverage of 

MDG related services but also increase poverty and impoverishment incidence associated 

with health payments. Out of pocket payment for health services is becoming one of the 

leading causes for poverty and impoverishment in Cambodia, China, Laos, Philippines 

and Viet Nam. A study22 on distribution of health payments estimates that about 80 

million people spent more than 40% of household subsistence income on health every 

year, which is already catastrophic for them. In the WHO Western Paci"c Region, health 

payments also a&ect “near-poor” households, or those living just above the poverty line. 

22 Xu K, Evans D, Carrin G, Aguilar A, Musgrove P, Evans T. Protecting households from catastrophic health spending. Health A$airs 2007; 26:972–83.
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Figure 39 

Proportion of 

women aged 

15–49 years who 

know at least 

one way to avoid 

sexual transmission 

of HIV/AIDS, by 

income quintile, in 

Cambodia (2000), 

the Philippines 

(2003) and Viet 

Nam (2002)

Sources: Gwatkin D, et al. 
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D.C., World Bank, 2007.
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It is well known that existing inequities (in income, education, employment status and 

other dimensions) contribute to ill-health. At the same time, evidence clearly shows that 

the population groups with the greatest need have lower access to services or e&ective 

interventions than others, due to the structural barriers and constraints they face. 

%is phenomenon is known as “the inverse care law” and is well documented in health 

literature. Barriers to access faced by such population groups may include: remoteness 

or lack of geographical access; high direct, indirect or opportunity costs; low levels of 

knowledge or awareness; sociocultural barriers (including gender-related constraints, 

as well as stigma); and a lack of health system responsiveness. For example, analysis 

from Cambodia, the Philippines and Viet Nam shows that women’s awareness of HIV 

prevention improves as household income rises (see Figure 39). 

In particular, health system "nancing in most low income developing countries heavily 

relies on direct out-of-pocket payments, which not only lower access and coverage of 

MDG related services but also increase poverty and impoverishment incidence associated 

with health payments. Out of pocket payment for health services is becoming one of the 

leading causes for poverty and impoverishment in Cambodia, China, Laos, Philippines 

and Viet Nam. A study22 on distribution of health payments estimates that about 80 

million people spent more than 40% of household subsistence income on health every 

year, which is already catastrophic for them. In the WHO Western Paci"c Region, health 

payments also a&ect “near-poor” households, or those living just above the poverty line. 

22 Xu K, Evans D, Carrin G, Aguilar A, Musgrove P, Evans T. Protecting households from catastrophic health spending. Health A$airs 2007; 26:972–83.

V

Equity and the health-related MDGs



66 EQUITY AND THE HEALTHRELATED MDGS

ACHIEVING THE HEALTHRELATED MDGS IN THE WESTERN PACIFIC REGION 2010 PROGRESS REPORT

!

Figure 40 Under-

"ve mortality 

disparities, selected 

countries

Source: DHS and National 

Statistics Office data
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One limitation of the MDGs is that they measure progress only in terms of national 

averages.  In other words, they are equity-neutral—they do not require Member States 

to reduce inequities in health or other development outcomes by paying special attention 

to underserved, unreached or marginalized populations. Notably, no MDG target—not 

even the one on poverty reduction—requires special focus on any population group 

within a country.

%us, it is theoretically possible for an LMIC in the Region to achieve a given MDG target 

in such a manner that better-o& groups bene"t from all of the additional progress with 

respect to that target. Such a course of action would mean that existing rich/poor, urban/

rural, male/female or other gaps in the indicators for that target would be maintained, or 

could even worsen.  %is type of outcome is inconsistent with the spirit behind the MDGs 

and the Millennium Declaration, which were formulated to ensure universal access to 

the bene"ts of development experience.

Averages, however, can mask wide inequalities in the way that the bene"ts of progress 

are distributed or shared across population groups within countries.  For example, there 

are large disparities in under-"ve mortality within individual countries in the Region 

(see Figure 40).

In Cambodia, which shows the greatest variance, Phnom Penh has an under-"ve mortality 

rate of 50, while two provinces in the north-east have a rate greater than 220. As elsewhere, 

early childhood mortality in Cambodia varies according to family income and mother’s 

education, being highest in the poorest households and those where mothers are least 

educated (see Figure 41). In China, the prevalence of stunting in 2000 varied widely, being 

5% in urban and 17.3% in rural areas (see Table 10). 

Table 10 Prevalence of undernutrition among under-"ve in China 23

Prevalence of underweight (moderate and severe) 7.9% (2002)

Prevalence of stunting (moderate and severe)

Total

Urban

Rural

14.3% (2002)

5.0% (2002)

17.3% (2002)

23 China health and nutrition survey 2004. Beijing, Chinese Center for Disease Control and Prevention, 2005.
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Figure 41 Early 

childhood mortality 

by family income 

and mother’s 

education

«

Figure 42 Infant 

mortality rate 

(per thousand 

live births) by 

ethnic group of 

mother, Viet Nam 

Population Census, 

1999

Source: DHS and National 

Statistics Office data
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In Viet Nam, infant mortality rates have been found to vary according to ethnic group, 

with infants whose mothers are from the majority Kinh ethnic group having the best 

survival rates (see Figure 42).

%ere are several reasons why LMICs in the Western Paci"c Region need to pay particular 

attention to underserved or marginalized groups in their e&orts to achieve the MDGs.  

First, evidence suggests that the existing gaps will persist and inhibit a country’s ability to 

achieve the MDGs. %at is, it may not be possible to achieve the MDGs without reducing 

those gaps. Indeed, as one recent analysis "nds, “Increasing inequality poses one of the 

greatest threats to the achievement of the MDGs.”24 %e analysis argues that “promoting 

equity in human development by reducing the gap between the haves and the have-nots 

will accelerate progress towards the MDGs.”    Recent analysis by the World Bank concludes 

that progress towards the MDGs needs to be accelerated and made more inclusive, with 

the quality and equity of spending being as important as ensuring more spending.25  It 

24 "e MDG fundamentals: improving equity for development: Closing the gap between the haves and the have-nots, ODI Brie#ng Paper 59, April 
2010, by Milo Vandemoortele. Available online at: http://www.odi.org.uk/resources/download/4751–4-page-brie#ng-paper.pdf  [accessed 20 July 
2010].

25 Global monitoring report 2008: MDGs and the environment—Agenda for inclusive and sustainable development. Washington, D.C., &e World 
Bank, 2008. Available online at: http://siteresources.worldbank.org/INTGLOMONREP2008/Resources/4737994–1207342962709/8944_Web_
PDF.pdf  [accessed 20 July 2010].
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Figure 43 Under-

"ve mortality – 

rural/urban rates 

and ratios, selected 

countries

Source: UNESCAP, UNDP, 

ADB. Achieving the 

Millennium Development 

Goals in an era of global 

uncertainty: Asia-Pacific 

Regional Report 2009/10. 

Bangkok, United Nations, 

2010. Available online at: 

http://www.

mdgasiapacific.org/files/

shared_folder/documents/

Regional_MDG_Re-

port_2009-10.pdf  

[accessed 20 July 2010].

Note: Years indicate the year of DHS. Data for Papua New Guinea have yet to be officially released.

is increasingly recognized that “development policies and actions that fail to take gender 

inequality into account and fail to address disparities between males and females will 

have limited e&ectiveness and serious cost implications.”26

Second, some, if not most, existing inequalities in health are inequitable—that is, they 

are unjust and avoidable. Evidence also suggests that health inequities are widening 

over time, rather than narrowing, resulting in further disadvantage to excluded groups. 

For example, evidence points to the widening of rural/urban disparities in under-"ve 

mortality in Cambodia, the Philippines and Viet Nam (see Figure 43). %e bene"ts of 

development e&orts should be shared widely or distributed fairly across population 

groups. Indeed, the principle of social justice implies that excluded groups should receive 

a disproportionately larger share of the bene"ts, to correct their past disadvantage and 

to equalize the outcomes between themselves and better-o& groups.

26 Gender equality and the Millennium Development Goals. Washington, D.C., Gender and Development Group, &e World Bank, 2003.  Available 
online at: http://siteresources.worldbank.org/INTGENDER/Publications/20169280/gendermdg.pdf  [accessed 20 July 2010].

Finally, health is a human right for all. %e right to the highest attainable standard of 

physical and mental health, or the right to health, is rooted in the Universal Declaration 

of Human Rights.  As the WHO Constitution a$rms, “%e enjoyment of the highest 

attainable standard of health is one of the fundamental rights of every human being 

without distinction of race, religion, political belief, economic or social condition.” All 

Member States are responsible for the progressive realization of human rights, including 

the right to health. %erefore, governments must put in place policies and plans that 

promote health among populations that are most in need.

At a minimum, all Member States, including LMICs in the Western Paci"c Region, should 

ensure that data and information collected on MDG progress are disaggregated by income, 

sex, ethnicity, rural/urban residence, employment status, and other strati"ers that may be 

relevant in the given country context.  Governments can also conduct operational research 

studies or other analyses on the incidence of bene"ts—that is, whether the poor and 

other excluded groups bene"t at least proportionately from policies and programmes—

and identify reasons why this may or may not be the case. %is can help governments to 

identify and evaluate options and re"ne existing policies and programmes to better meet 

the needs of underserved populations.
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%ere are certain implications associated with this report due to the fact that it draws 

data from internationally recognized and authoritative sources for monitoring MDG 

progress for LMICs across the Western Paci"c Region.  %is chapter highlights three of 

the key data and monitoring-system issues that arise, including:

the adequacy and comparability associated with international versus national data 

sources;

the reliability, insu$ciency and credibility of data; and

inconsistencies in indicator de"nitions, estimation methods and monitoring.

No attempt is made to reconcile these issues, rather, acknowledgement and understanding 

of these concerns may aid in clarifying interpretation of MDG progress and challenges 

and any discrepancies that might exist between indicators used in this report compared 

with other references.

International versus national data sources

United Nations agencies work with partners to produce adequate and consistent estimates 

for all MDGs indicators globally as a convenient way to track progress over time.  Use of 

internationally comparable data on MDG indicators is important, not only for holding 

the international community accountable, but also for promoting public and even private-

sector support for future investments in international development and allocating aid 

more e&ectively.  Globally accepted and authoritative sources and estimation techniques 

can o&set a lack of adequate data in countries and subtle di&erences in indicator data 

collection and reporting methods.  Conceptually and generally in practice, there tend to 

be limited signi"cant di&erences between internationally and nationally collected and 

reported indicators, particularly in terms of general coherence for the general trends of 

MDG indicators.  However, the isolated, but in some instances signi"cant discrepancies 

and data gaps that do exist are receiving increasing attention across the global health 

community as the year 2015 approaches.

One health-related MDG with known signi"cant discrepancies between international 

and national estimates is the variance in maternal mortality ratios (MDG 5) among 

the more populous LMICs within the Western Paci"c Region.  Variations in the MMR 

estimates produced for the same country can be considerable given that di&erent data 

sources and use of evolving statistical techniques will not necessarily yield the same 

results and that common adjustments to those data involve assumptions.  %is creates 

problems for both countries and for agencies as the estimates serve for monitoring and 

evaluation purposes that can have important political implications.  Table 10 illustrates 

Statistical notes
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the variability between 2008 international MMR estimates for four countries with 2005 

or 2006 national-level MMR estimates. Among these LMICs, the MMR variability is most 

profound for Papua New Guinea.  

Table 11  Maternal mortality ratio comparisons between international and national sources for four selected low- and 

middle-income countries (LMICs) in the Western Paci"c Region

Country International Estimate a (2008) National Estimate b

Cambodia 290 472 (2005)

Lao PDR 580 405 (2005)

Papua New Guinea 250 732 (2006)

Philippines 94 162 (2006)

Sources: 
a Trends in maternal mortality: 1990 to 2008, estimates developed by WHO, UNICEF, UNFPA and The World Bank. Geneva, World Health Organization, 2010.
b Country health information profiles 2007- 2009.  Manila, WHO Regional Office for the Western Pacific, 2007–2009. 

%e MMR discrepancies have provoked debate and e&orts to reconcile data among national-

level data producers and o$cials, researchers, and the international community. Better 

coordination and alignment of MDG indicator data production would mitigate discrepancies 

between international and national sources.  It is imperative that international agencies 

also work closely with national counterparts and experts to collaboratively improve data 

and monitoring tools, wherever feasible.

Data reliability, insu$ciency and credibility

%e lack of reliable, su$cient and credible MDG indicator data, especially for the earlier 

time periods, raises concerns about the longstanding value of speci"c estimates, as well 

as trends over time.  For indicators associated with MDGs 1, 5 (regarding contraceptive 

coverage) and 6 (regarding access to antiretroviral drugs), 1990 baseline data for most 

LMICs in the Western Paci"c Region are not available.  %is causes di$culties with 

monitoring changes adequately for those indicators.  In some cases, there is relatively poor 

national capacity for generating credible data for some complex cross-cutting indicators, 

such as hunger and nutrition indicators (MDG 1), and behaviour-related indicators, such 

as contraceptive use coverage (MDG 6).  For those indicators, only selected countries with 

available credible data are included in this analysis. 

Other situations associated with the unique environments across the Region also impact 

the utility of MDG indicators, particularly those that monitor relatively rare events among 

relatively small populations, such as child and maternal mortality.  For example, a cluster 

of deaths over a limited time period in a population of less than 100 000 may result in a 

dramatic increase in the MMR indicator, even if the total number of deaths is small.  As 

population sizes are relatively small in most Paci"c island counties, this kind of indicator 

might not be su$ciently pragmatic for tracking real changes.  

Reconciling international and national MDG indicator monitoring among LMICs in the 

Western Paci"c Region would bene"t from using international standards and monitoring 

procedures, introducing metadata, and improving data validation and analysis at di&erent 

levels within the health system and stages of data-reporting.  

Indicator de"nitions, estimation methods and monitoring systems

Country-speci"c interpretation of MDG indicator de"nitions can vary and introduce 

inconsistencies for intercountry comparisons.  Such is the case with di&erent de"nitions for 
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"skilled birth attendants," among 

LMICs in the Western Paci"c 

Region, for example.  In another 

case, the indicator itself is di$cult 

to de"ne with one quanti"able 

measure.  For Indicator 8.13, the 

"proportion of population with 

access to a&ordable essential 

drugs on a sustainable basis," 

the international community 

has interpreted this as having 

medicines continuously available 

and a&ordable at public or private 

health facilities or medicine 

outlets that are within one 

hour’s walk from the homes of 

the population.  Because of this 

complex definition, access to 

medicines cannot be monitored 

easily with a single measure. 

For certain MDG indicators, 

evolving methods have 

been applied in conducting 

international estimates over 

time.  This introduces data 

inconsistencies that can make certain historical comparisons irrelevant, such as the 

case with updating of MMR estimation methods in 1995, 2000, 2005, and 2008.  Such 

methodological evolution compromises any attempt to monitor progress over time with 

the same estimation technique.  

Improving statistical methods by increasing the accuracy and reducing the uncertainty 

of the estimates is good practice.  However, it is important to carefully consider and 

evaluate how to use the modi"ed, and presumably more reliable estimates over time.  Box 

1 illustrates the importance of improving the ’state-of-the-art’ in statistical estimation 

methods, while rigorously challenging and understanding the underlying techniques and 

ensuring the reproducibility of results.27 

Better monitoring of progress towards health-related MDGs will require improving capacity 

in health statistics to generate and use more reliable and credible data from di&erent 

sources in LMICs in the Region.  One of the key drivers of data reliability and better use 

of improved statistical methods for tracking MDG progress is the underlying national 

health information systems (HIS).  National HIS remain relatively weak in most LMICs in 

the Region.  Improvements to national HIS should incorporate MDG indicator data, if not 

already routinely collected, and be tightly coupled with access to and use of appropriate 

health survey data, surveillance and monitoring systems, and civil registries, to enable 

more timely and e&ective MDG reporting.  All LMICs in the Region should develop or 

improve their national civil registration and vital statistics systems as part of broader 

health systems strengthening and more speci"c HIS strategies. 

27 Building momentum: global progress toward reducing maternal and child mortality. Seattle, Institute for Health Metrics and Evaluation.  2010.  

Box 1: Di$erent estimation methods, di$erent results

Academic institutions make valuable contributions to the 

advancement of statistical data estimation methods for key 

health-related MDG indicators.  Earlier in 2010, the Institute for 

Health Metrics and Evaluation (IHME) produced a report and 

series of articles on a new, sophisticated, geospatial modelling 

method for estimating country trends in child and maternal 

mortality from 1980 to 2008.  The method involves complex 

multiple steps, imputes values where data are not available, and 

predicts likely trends.  These notable new "ndings suggest child 

mortality rates are lower than United Nations estimates while 

maternal mortality rates are more comparable, with global 

maternal deaths estimates in 2008 (342 900) compared with 

United Nations estimates (358 000).  Focus should remain on 

reproducibility of estimates at country level, improving health 

information systems to count births and deaths and monitor 

progress, and enhancing techniques collaboratively between 

academia and international and national agencies, with 

better use of reliable, empirical data.  The di$erent estimates 

and modelling strategies warrant further investigation and 

understanding, but should not distract attention from the 

urgent actions required to address child and maternal mortality.   
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Finally, the MDGs measure progress only in terms of national averages. Notably, no MDG 

target—not even the one on poverty reduction—requires special focus on any population 

group within a country. Averages, however, can mask wide inequalities in the way that the 

bene"ts of progress are distributed or shared across population groups within countries. 

Also, evidence suggests that it may not be possible to achieve the MDGs without reducing 

those gaps. %erefore, Member States should ensure that data and information collected 

on MDG progress are disaggregated by income, sex, ethnicity, rural/urban residence, 

employment status and adequacy of government spending on health as relevant in the 

given country context. %is can provide the necessary evidence base to re"ne existing 

policies and programmes to better meet the needs of underserved populations.
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Progress towards achieving the health-related MDGs by 2015 has been mixed, which 

instils a sense of urgency in LMICs in the Western Paci"c Region to meet expectations 

over the next "ve years.  Ensuring future progress will require stronger commitment, 

accelerated e&orts and targeted resources, especially for most at-risk goals, such as those 

to reduce maternal and newborn deaths.  Country leadership in sound and comprehensive 

national health policy, strategy and planning processes, with reinforced multisectoral 

engagement, are also essential. On the donor side, promoting better technical cooperation 

and coordination between partners and countries, and building country capacity for 

implementing coherent policies and comprehensive approaches, will also add value and 

increase the likelihood of success.

Priorities

Globally, and certainly within the 

Western Paci"c Region, it remains 

clear that the need to reduce the 

number of maternal and newborn 

deaths is the most urgent and 

obvious priority.  %is is further 

ampli"ed through the ’Countdown 

to 2015: maternal, newborn and 

child survival’ initiative28, aimed 

at maximizing collaboration and 

coordinated e&orts to achieve 

the MDG 4 and MDG 5 targets 

everywhere (see Box 2).  Actions 

taken to reduce maternal and child 

mortality will derive co-bene"ts 

across all health-related MDGs 

and outcomes. 

Systems Approach

To accelerate progress and sustain momentum, national health policies, strategies and 

plans should base objectives and interventions on analyses of needs and current MDG 

indicator performance to achieve the health-related MDGs.  Importantly, faster progress 

towards achievement of the health-related MDG targets depends on stronger and more 

Statistical notes

Box 2:  Countdown to 2015: maternal, newborn and child survival:  

What are four things countries should do?

Identify inequities in coverage—by geographic area, 

ethnic group, income, etc.—and initiate actions to provide 

universal coverage of essential interventions and packages.

Identify gaps in coverage and quality of care along the 

continuum of care.

Initiate actions to improve the delivery of essential 

interventions and packages.

Increase resource allocations for reproductive, maternal, 

newborn and child health services, ensuring that 

interventions and programmes are su#ciently funded.

28 Countdown to 2015: Decade report 2000–1020. Maternal, newborn and child survival. WHO Partnership for Maternal, Newborn and Child 
Health, 2010.  Available online at: http://www.countdown2015mnch.org/reports-publications/2010-report. 
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Figure 44  Health 

policy to better 

health outcomes

equitable health systems that deliver, and facilitate access to, high quality services.  A 

good health system not only delivers high quality health services, but ensures that health 

is recognized in all policies.  A wide range of policies - those that in<uence how and where 

people live, work, travel and relax; what they eat and drink; how and whether they can 

access goods and services; and how di&erent communities, groups and genders relate 

to each other and to the state - all in<uence the achievement of MDG health targets. 

Coherent health policies, comprehensive health strategies, and the prioritization of 

health in national development plans are equally important.  Figure 44 highlights the 

continuum from sound health policies through strategic plans that address the multiple 

facets of an e&ective health system with targeted, cost-e&ective interventions that lead 

to better health outcomes.  

29 Taken from Everybody's business: strengthening health systems to improve health outcomes. WHO's framework for action. Geneva, World Health 
Organization, 2007.  Available at http://who.int/healthsystems/strategy/everybodys_business.pdf
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At the centre of the systems approach from policies to outcomes are the six building 

blocks of a well functioning health system29: 

Good health services delivery and infrastructure provides e&ective, safe, quality 

personal and non-personal health interventions to those who need them, when and 

where needed, with minimum waste of resources.

A well-performing health workforce is one which works in ways that are responsive, 

fair and e$cient to achieve the best health outcomes possible, given available resources 

and circumstances. I.e. %ere are su$cient numbers and mix of sta&, fairly distributed; 

they are competent, responsive and productive.

A well-functioning health information system is one that ensures the production, 

analysis, dissemination and use of reliable and timely information on health 

determinants, health systems performance and health status.

A well-functioning health system ensures equitable access to essential medical 

products, vaccines and technologies of assured quality, safety, e$cacy and cost-

e&ectiveness, and their scienti"cally sound and cost-e&ective.
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Figure 45  Health 

interventions over 

the life course 

!

A good healthcare "nancing system raises adequate funds for health, in ways that 

ensure people can use needed services, and are protected from "nancial catastrophe 

or impoverishment associated with having to pay for them.

 Leadership and governance involves ensuring strategic policy framework exist and 

are combined with e&ective oversight, coalition-building, the provision of appropriate 

regulations and incentives, attention to system-design, and accountability.

Health systems are designed to deliver e&ective clinical and public health interventions over 

the life course to achieve better health outcomes.  E&ective and a&ordable interventions 

exist to address much of the burden of disease across the life course of individuals, 

especially those that improve health of women and children, who together represent 80% 

of the population.  Figure 45 illustrates the dynamic interrelations between di&erent 

types of interventions across the multiple life-cycle stages. 
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A well-coordinated national health strategy and operational framework that explicitly 

outlines "nancial and institutional arrangements and interventions to maximize synergies 

between programmes can guide implementation to greatly improve health outcomes.  

LMICs should consider combined approaches, such as immunization services with 

growth monitoring, distribution of bednets and micronutrient supplements.  E&orts 

for the prevention and treatment of HIV/AIDS can positively in<uence maternal and 

newborn health.  Strengthened laboratories are essential to combat multidrug-resistant 

TB.  Integrating malaria control with other disease prevention interventions can help 

address multiple causes of child mortality.  Programmes that boost nutritional status 

will improve health and welfare outcomes across the board. Increased and sustainable 

access to safe drinking-water and basic sanitation, particularly during emergencies and 

disasters, can also ensure universal health bene"ts. Increased access to a&ordable essential 

drugs and maintaining well-functioning primary care facilities and referral hospitals are 

also key to reducing morbidity and maternal and child deaths.  %rough these examples 

or by expanding other health services, while considering the continuum of care between 

di&erent levels of the health system and across di&erent stages of the life-cycle, Member 

States will experience fewer maternal and child deaths.  
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Source: World Health Orga-

nization. National Health 

Accounts: country health 

information. Geneva, WHO, 

2010. (http://www.who.

int/nha/country/en/) 

%e exact con"guration of services for LMICs in the Region will depend on the country 

context, but will in all cases require the following:

adequate "nancing, with a focus on resources pooling and pre-payment; 

a well-trained, adequately remunerated, and well-managed workforce; 

appropriately disaggregated information on which to base sound policy and evidence-

based management decisions; 

logistics that get medical products and supplies to where they are needed; functional 

service delivery models, including an organized referral network; and 

leadership that provides clear direction and harnesses the energies of all stakeholders, 

including communities.  

%e health systems framework is meant to ensure that dynamic interactions are considered 

across the entire system and to minimize the risk of neglecting important parts of the 

system during any analysis or intervention.  Greater investment in health information 

systems is needed to monitor health outcomes and the performance of health systems. 

As resources are always scarce, implementation plans need to consider how to ensure 

sustained and equitable "nancing to achieve the health-related MDGs.  A signi"cant 

concern in the Region is the high proportion of out-of-pocket payment for health care 

(Figure 46), which prevents millions of people in LMICs in particular from using health 

services and can lead to impoverishment.  In the Region 105 million people su&er "nancial 

catastrophe and over 70 million are impoverished each year because they have to pay 

for health care.   In six countries in the Region, namely Cambodia, China, Lao People's 

Democratic Republic, Malaysia, Philippines, and Viet Nam, out-of-pocket payments 

account for over 40% of total health expenditures.

!

Figure 46  Source 

of health "nancing 

as proportion of 

total expenditures 

on health for LMICs 

in the Western 

Paci"c Region, 

2008
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Financial policies that seek to pool risk and resources, for example through insurance 

or tax-based "nance, o&er better "nancial protection.  LMICs should identify how to 

incrementally build shared system capacity, how to allocate limited resources and how to 

share non-speci"c resources in order to gain the greatest health outcome.  In general, aid 

for health must be predictable, sustained, aligned with national priorties and provided 

in ways that minimize transaction costs.

Essential protective and clinical interventions are necessary but insu$cient; socioeconomic 

factors must also be addressed.  Evidence suggests that persistent health inequities, 

including those based on income, sex, rural versus urban location, ethnicity or other social 

determinants, can hamper countries’ e&orts towards achieving the MDGs. %erefore, in 

accelerating such e&orts, Member States should particularly address the barriers that 

restrict access to services faced by underserved or socially excluded population groups.  

Conclusions

All Member States, particularly LMICs, should remain active in their pursuit of the health-

related MDGs by 2015.  %e incremental and, in many instances, early achievement of 

MDG targets to date are making a di&erence, improving health in even the most di$cult 

and hard-to-reach environments, and have resulted in transformational outcomes.  MDGs 

have caused a shift in the way the world approaches health.  LMICs are better positioned 

now to amplify their needs and accelerate focus and e&orts to save lives, provide better 

care, prevent illness and disease, reinforce equitable and healthy living conditions, and 

sustainably improve health systems.  An understanding of the progress made towards 

achieving the MDGs for health in 2010 will help in attracting continued global support, 

aligning objectives, coordinating interventions, and optimizing long-term results and 

impacts. 
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Annex 1: Time series data tables for the health-related MDGs

Countries with 

≥ 250 000

1990a

1995

2000a

2005

2008a

2015 

Target

Percent of Target 

Completed (%)
Male Female

Both 

sexes
Male Female

Both 

sexes
Male Female

Both 

sexes

Cambodia 126.0 107.0 117.0 119.0 115.0 97.0 106.0 96.0 97.0 82.0 89.0b 39.0 34.6

China 39.0 52.0 46.0 45.0 31.0 41.0 36.0 25.0 18.0 24.0 21.0 15.0 80.6

Fiji 25.0 19.0 22.0 19.0 19.0 17.0 18.0 18.0 20.0 15.0 18.0 7.3 26.7

Lao PDR 166.0 148.0 157.0 115.0 91.0 81.0 86.0 70.0 65.0 58.0 61.0 52.0 91.4

Malaysia 19.0 16.0 18.0 13.0 11.0 9.0 10.0 8.0 7.0 6.0 6.0 6.0 100.0

Mongolia 114.0 82.0 98.0 82.0 73.0 53.0 63.0 48.0 47.0 34.0 41.0 33.0 87.7

Papua New Guinea 95.0 88.0 91.0 82.0 81.0 72.0 77.0 72.0 73.0 65.0 69.0 30.0 36.1

Philippines 71.0 50.0 61.0 45.0 42.0 30.0 36.0 34.0 38.0 27.0 32.0 20.0 70.7

Solomon Islands 37.0 39.0 38.0 38.0 36.0 38.0 37.0 36.0 35.0 37.0 36.0 12.7 8.0

Viet Nam 58.0 53.0 56.0 44.0 31.0 29.0 30.0 18.0 14.0 13.0 14.0 19.0 113.5

Countries with 

< 250 000

1990a

1995

2000a

2005

2008a

2015 

Target

Percent of Target 

Completed (%)
Male Female

Both 

sexes
Male Female

Both 

sexes
Male Female

Both 

sexes

Cook Islands 15.0b 21.0b 18.0 17.0 19.0b 14.0b 17.0 16.0 18.0b 13.0b 15.0 6.0 25.0

Kiribati 93.0 84.0 89.0 75.0 64.0 62.0 63.0 53.0 49.0 47.0 48.0 29.7 69.5

Marshall Islands 49.0 48.0 48.0c 41.0 39.0 38.0 39.0 37.0 36.0 35.0 36.0 16.3 39.4

Micronesia, Fed. States of 58.0 57.0 58.0 52.0 47.0 46.0 47.0 42.0 39.0 39.0 39.0 19.3 48.7

Nauru 8.0b 9.0b 9.0b 21.0 48.0b 54.0b 51.0 47.0 43.0b 47.0b 45.0 3.0 -600.0

Niue 8.0b 55.0b 31.0b 29.0c 23.0b 21.0b 22.0b 24.0c 46.0b 7.0b 28.0b 10.0 14.5

Palau 25.0 17.0 21.0 16.0 19.0 13.0 16.0 15.0 18.0 11.0 15.0 7.0 42.9

Samoa 51.0 49.0 50.0 41.0 47.0 18.0 34.0 29.0 37.0 14.0 26.0 16.7 72.7

Tonga 24.0 20.0 22.0c 21.0 22.0 19.0 20.0 20.0 20.0 18.0 19.0 7.7 26.7

Tuvalu 54.0b 52.0b 53.0 47.0 42.0b 43.0b 42.0 38.0 36.0b 36.0b 36.0 17.7 48.6

Vanuatu 26.0 28.0 27.0 28.0 28.0 30.0 29.0 31.0 31.0 34.0 33.0 9.0 -33.3

Table 1 Indicator 4.1: Under-"ve mortality rate 1990 baseline, 2015 target and progress to date, LMICs with ≥ 250 000 (per 100 000 live births)

Table 2 Indicator 4.1: Under-"ve mortality rate 1990 baseline, 2015 target and progress to date, LMICs with < 250 000 (per 100 000 live births)

Notes:
a Figures for male and female were extracted from the WHO Global Health Observatory database [http://apps.who.int/ghodata/]
b Figures are from the WHO Global Health Observatory database [http://apps.who.int/ghodata/]

Notes:
a Figures for male and female were extracted from the WHO Global Health Observatory database [http://apps.who.int/ghodata/]
b Figures are from the World Health Statistics 2010 [http://www.who.int/whosis/whostat/EN_WHS10_Full.pdf]
c Figures are from the WHO Global Health Observatory database [http://apps.who.int/ghodata/]

Source: IGME 2008 estimates - trend table, final version. Interagency Group for Child Mortality Estimation, 9 Oct 2009.

Source: IGME 2008 estimates - trend table, final version. Interagency Group for Child Mortality Estimation, 9 Oct 2009.
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Countries with 

≥ 250 000

1990a

1995

2000a

2005

2008a

2015 

Target

Percent of Target 

Completed (%)
Male Female

Both 

sexes
Male Female

Both 

sexes
Male Female

Both 

sexes

Cambodia 94.0 76.0 85.0 86.0 88.0 71.0 80.0 73.0 76.0 62.0 69.0 28.3 28.2

China 31.0 43.0 37.0 36.0 25.0 35.0 30.0 22.0 15.0 21.0 18.0 12.3 76.9

Fiji 21.0 17.0 19.0 17.0 18.0 14.0 16.0 16.0 17.0 14.0 16.0 6.3 23.6

Lao PDR 122.0 94.0 108.0 82.0 71.0 55.0 64.0 53.0 53.0 41.0 48.0 36.0 83.3

Malaysia 17.0 14.0 16.0 12.0 10.0 8.0 9.0 7.0 7.0 5.0 6.0 5.3 93.5

Mongolia 84.0 58.0 71.0 61.0 58.0 40.0 49.0 39.0 40.0 27.0 33.0b 23.7 78.2

Papua New Guinea 69.0 64.0 67.0 61.0 61.0 53.0 57.0 54.0 56.0 49.0 53.0 22.3 31.3

Philippines 49.0 35.0 42.0 33.0 32.0 24.0 28.0 27.0 30.0 22.0 26.0 14.0 57.1

Solomon Islands 32.0 31.0 31.0 31.0 31.0 30.0 30.0 30.0 30.0 29.0 30.0 10.3 4.8

Viet Nam 39.0 40.0 39.0 33.0 24.0 24.0 24.0 15.0 12.0 12.0 12.0 13.0 103.8

Countries with 

< 250 000

1990a

1995

2000a

2005

2008a

2015 

Target

Percent of Target 

Completed (%)
Male Female

Both 

sexes
Male Female

Both 

sexes
Male Female

Both 

sexes

Cook Islands 12.0b 20.0b 16.0 15.0 17.0b 12.0b 15.0 14.0 16.0b 11.0b 14.0 5.3 18.7

Kiribati 68.0 62.0 65.0 56.0 52.0 45.0 49.0 42.0 41.0 35.0 38.0 21.7 62.4

Marshall Islands 40.0 38.0 39.0 33.0 33.0 31.0 32.0 30.0 30.0 29.0 30.0 13.0 34.6

Micronesia, Fed. States of 45.0 45.0 45.0 41.0 38.0 37.0 38.0 34.0 32.0 32.0 32.0 15.0 43.3

Nauru 7.0b 9.0b 8.0b 19.0 38.0b 44.0b 41.0 38.0 34.0b 39.0b 36.0 2.7 -525.0

Niue 8.0b 55.0b 31.0b 29.0c 18.0b 17.0b 17.0b 19.0c 36.0b 6.0b 22.0b 10.3 43.5

Palau 22.0 14.0 18.0 14.0 18.0 9.0 14.0 14.0 15.0 11.0 13.0 6.0 41.7

Samoa 42.0 38.0 40.0 33.0 43.0 10.0 28.0 24.0 35.0 8.0 22.0 13.3 67.4

Tonga 23.0 16.0 19.0 18.0 19.0 16.0 18.0 17.0 18.0 16.0 17.0 6.3 15.7

Tuvalu 43.0b 41.0b 42.0 38.0 37.0b 32.0b 35.0 31.0 30.0b 30.0b 30.0 14.0 42.9

Vanuatu 23.0 23.0 23.0 23.0 25.0 25.0 25.0 26.0 27.0 27.0 27.0 7.7 -26.1

Table 3 Indicator 4.2: Infant mortality rate 1990 baseline, 2015 target and progress to date, LMICs with ≥ 250 000 (per 100 000 live births)

Table 4 Indicator 4.2: Infant mortality rate 1990 baseline, 2015 target and progress to date, LMICs with < 250 000 (per 100 000 live births)

Notes:
a Figures for male and female were extracted from the WHO Global Health Observatory database [http://apps.who.int/ghodata/]
b Figures are from the WHO Global Health Observatory database [http://apps.who.int/ghodata/]

Notes:
a Figures for male and female were extracted from the WHO Global Health Observatory database [http://apps.who.int/ghodata/]
b Figures are from the World Health Statistics 2010 [http://www.who.int/whosis/whostat/EN_WHS10_Full.pdf]
c Figures are from the WHO Global Health Observatory database [http://apps.who.int/ghodata/]

Source: IGME 2008 estimates - trend table, final version. Interagency Group for Child Mortality Estimation, 9 Oct 2009.

Source: IGME 2008 estimates - trend table, final version. Interagency Group for Child Mortality Estimation, 9 Oct 2009.
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Countries with 

≥ 250 000
1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009

Cambodia 34.0 38.0 33.0 37.0 53.0 75.0 72.0 68.0 63.0 63.0 65.0 59.0 52.0 65.0 80.0 79.0 78.0 79.0 89.0 92.0

China 98.0 96.0 94.0 94.0 89.0 93.0 97.0 96.0 97.0 97.5 97.5 78.7 97.9 97.9 98.5 86.2 93.0 94.0 … 98.6

Fiji 72.0 93.0 … 96.0 67.0 94.0 94.0 75.0 75.0 79.0 74.0 90.0 88.0 91.0 61.8 70.0 100.0 80.6 93.9 71.7

Lao PDR 32.0 47.0 46.0 46.0 73.0 68.0 73.0 67.0 71.0 71.0 42.0 50.0 55.0 42.0 36.0 41.0 70.0 40.0 52.0 59.0

Malaysia 70.0 79.0 82.9 79.7 81.1 82.2 84.7 84.3 86.1 86.6 88.4 92.2 75.5 93.9 100.0 88.4 90.0 95.0 94.3 95.0

Mongolia 92.0 82.0 88.0 84.0 80.0 85.0 88.0 91.0 93.0 93.0 94.0 95.0 95.0 95.0 96.0 97.5 98.9 98.4 96.9 93.8

Papua New Guinea 66.0 73.0 89.0 28.0 36.0 42.0 44.0 40.0 51.0 53.0 53.0 48.0 53.0 53.0 50.0 … 65.0 58.0 54.0 58.0

Philippines 85.0 88.0 90.0 87.0 86.0 86.0 90.0 90.0 87.0 … 80.0 75.0 73.0 55.0 81.0 82.0 92.0 92.0 86.0 88.0

Solomon Islands 70.0 76.0 71.0 64.0 60.0 68.0 90.0 68.0 64.0 96.0 77.0 78.0 67.0 70.0 72.0 70.0 84.0 78.0 60.0 60.0

Viet Nam 85.0 88.0 90.0 93.0 96.0 96.0 96.0 96.0 96.0 93.0 96.0 96.0 95.0 93.2 97.1 95.0 93.5 82.8 91.8 97.0

Countries with 

≥ 250 000
1990 1995 2000 2005 2008 2015 Target

Percent of Target 

Completed (%)

Cambodia 690.0 640.0 470.0 350.0 290.0 172.5 77.3

China 110.0 82.0 60.0 44.0 38.0 27.5 87.3

Fiji 40.0 36.0 32.0 28.0 26.0 10.0 46.7

Lao PDR 1200.0 970.0 790.0 650.0 580.0 300.0 68.9

Malaysia 56.0 46.0 39.0 34.0 31.0 14.0 59.5

Mongolia 130.0 110.0 93.0 79.0 65.0 32.5 66.7

Papua New Guinea 340.0 300.0 290.0 270.0 250.0 85.0 35.3

Philippines 180.0 140.0 120.0 110.0 94.0 45.0 63.7

Solomon Islands 130.0 110.0 110.0 110.0 100.0 32.5 30.8

Viet Nam 170.0 120.0 91.0 66.0 56.0 42.5 89.4

Countries with 

< 250 000
1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009

Cook Islands 67.0 94.0 87.0 100.0 72.0 96.0 72.0 87.0 94.0 63.0 76.0 84.0 98.0 100.0 100.0 100.0 111.0 98.0 95.0 78.0

Kiribati 75.0 62.0 77.0 89.0 70.0 47.0 64.0 82.0 77.0 62.0 80.0 77.0 88.0 59.0 56.0 … 61.0 93.0 72.2 82.0

Marshall Islands 52.0 74.0 86.0 36.0 59.0 57.0 69.0 52.0 93.0 93.0 94.0 89.0 80.0 90.0 70.0 86.0 96.0 94.0 … 78.1

Micronesia, Fed. States of 81.0 76.0 … 80.0 83.0 90.0 … 74.0 82.0 79.0 85.0 84.0 91.0 91.0 85.0 96.0 83.0 92.0 … 86.0

Nauru … … … … … … … 100.0 90.0 … 7.9 95.0 40.0 … 87.0 80.0 100.0 100.0 100.0 100.0

Niue 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 … 100.0 100.0 100.0 99.0 100.0 100.0

Palau … 98.0 94.0 32.0 41.0 100.0 99.0 83.0 74.0 96.0 83.0 100.0 100.0 100.0 100.0 98.0 98.0 91.0 97.0 75.0

Samoa 89.0 77.0 90.0 … 94.0 96.0 96.0 99.0 100.0 91.0 93.0 92.0 99.0 … 25.0 57.0 54.0 63.0 45.0 49.0

Tonga 86.0 90.0 87.0 87.0 86.0 94.0 95.0 97.0 96.0 97.0 … 93.0 92.0 99.2 99.6 99.6 99.2 99.5 100.0 99.0

Tuvalu 95.0 63.0 66.0 64.0 … 94.0 94.0 100.0 96.0 94.0 … 100.0 99.0 95.0 98.0 62.2 84.2 95.0 93.0 90.0

Vanuatu 66.0 63.0 66.0 74.0 53.0 60.0 61.0 65.0 94.0 94.0 94.0 94.0 44.0 48.0 … 56.0 99.0 65.0 … 80.0

Table 5 Indicator 4.3: Proportion of one-year-old children immunized against measles, LMICs with ≥ 250 000 population

Table 7 Indicator 5.1: Maternal mortality ratio (per 100 000 live births), 1990 baseline, 2015 target and progress to date, LMICs with ≥ 250 000

Table 6 Indicator 4.3: Proportion of one-year-old children immunized against measles, LMICs with < 250 000

Source: WHO/UNICEF Joint Reporting Form (JRF) on immunization

Sources: Trends in maternal mortality: 1990 to 2008, estimates developed by WHO, UNICEF, UNFPA and The World Bank. Geneva, World Health Organization, 2010.

Source: WHO/UNICEF Joint Reporting Form (JRF) on immunization
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Countries with 

≥ 250 000
1990 - 1999 2000 - 2009

Cambodia 34.0 (1998) 44.0 (2005)

China 89.0 (1995) 98.0 (2006)

Fiji 99.0 (1998) 98.5  (2007)

Lao PDR 7.0 (1994) 20.0a (2006)

Malaysia 81.0 (1998) 100.0 (2006)

Mongolia 99.0 (1999) 100.0 (2007)

Papua New Guinea 51.0 (1996) 39.0b (2006)

Philippines 53.0 (1993) 60.0 (2003)

Solomon Islands 85.0 (1999) 43.0 (2003)

Viet Nam 77.0 (1997) 88.0c (2006)

Countries with 

< 250 000
1990 - 1999 2000 - 2009

Cook Islands 100.0 (1998) 100.0 (2005)

Kiribati 85.0 (1998) 89.7 (2005)

Marshall Islands 94.9 (1998) 95.0 (2002)

Micronesia, Fed. States of 93.0 (1999) 88.0 (2001)

Nauru … 97.0 (2007)

Niue 100.0 (1996) 100.0 (2006)

Palau 100.0 (1998) 100.0 (2007)

Samoa 100.0 (1998) 100.0 (2004)

Tonga … 99.0 (2004)

Tuvalu 99.0 (1997) 100.0 (2002)

Vanuatu 89.1 (1995) 92.9 (2006)

Table 8 Indicator 5.2: Proportion of births attended by skilled health personnel (%) , LMICs with ≥ 250 000 population

Table 9 Indicator 5.2: Proportion of births attended by skilled health personnel (%), LMICs with < 250 000 population

Source: Global Health Observatory database. Geneva, WHO, August 2010 (http://apps.who.int/ghodata/).

Source: Global Health Observatory database. Geneva, WHO, August 2010 (http://apps.who.int/ghodata/).

Notes:
a  Includes deliveries by auxiliary midwife (1.4%).
b Institutional births.
c Includes deliveries by auxiliary midwife (3.9%).
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2000–2008

Countries with ≥ 250 000 population

Cambodia 40.0a (2005)

China 86.9a (2001)

Lao PDR 32.2  (2000)

Mongolia 66.0a (2005)

Philippines 50.6a (2006)

Viet Nam 79.0  (2007)

Countries with < 250 000 population

Kiribati 36.1b (2000)

Nauru 35.6a (2007)

Palau 32.8b (2003)

Countries with ≥ 250 000 population 2000–2007

Cambodia 52.0  (2003)

China 5.0  (2006)

Fiji 30.0a (2004)

Lao PDR 110.0  (2005)

Malaysia 13.0a (2004)

Mongolia 19.0a (2006)

Papua New Guinea 70.0  (2000)

Philippines 55.0  (2001)

Viet Nam 35.0  (2006)

Countries with < 250 000 population 2000–2007

Cook Islands 47.0  (2001)

Kiribati 39.0  (2005)

Marshall Islands 88.0a (2006)

Micronesia, Fed. States of 51.0a (2003)

Nauru 69.0  (2006)

Niue 28.0  (2004)

Palau 31.0  (2005)

Samoa 29.0  (2006)

Tonga 16.0  (2006)

Tuvalu 22.0a (2005)

Table 10 Indicator 5.3: Contraceptive prevalence rate (%), LMICs, 2000–2008.

Table 11 Indicator 5.4: Adolescent fertility rate (per 1000 women aged 15-19 years), LMICs with ≥ 250 000 population, 2000–2007

Table 12 Indicator 5.4: Adolescent fertility rate (per 1000 women aged 15-19 years),  LMICs with < 250 000 population, 2000–2007

Source: Global Health Observatory database. Geneva, WHO, August 2010 (http://apps.who.int/ghodata/).

Source: Global Health Observatory database. Geneva, WHO, August 2010 (http://apps.who.int/ghodata/).

Source: Global Health Observatory database. Geneva, WHO, August 2010 (http://apps.who.int/ghodata/).

Notes:
a  Composition of methods might be slightly different based on country context.
b Data pertain to sexually active women of reproductive age.  

Note: a The number of women by age were estimated by the United Nations Population Division and published in the World population prospects revision 2006. 

Notes: a The number of women by age were estimated by the United Nations Population Division and published in the World population prospects revision 2006. 
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Notes: 

a MOH, National Health Survey 1998, Draft report, p. 47
b DHS  2000, Final report
c DHS 2005, Final report, Table.13.1, P.138
d China Health Statistics Yearbook, 2003
e Unpublished data (2001 Health Statistics through Routine Reports), Ministry of Health, PRC, 2001.
f MOH, China Health Statistics Yearbook 2004, p.160

g China Health Statistical Yearbook, 2005, Ministry of Health, Table 7-2-2, p. 194.
h NBS, Social Progress in China 2006, MoH.
i MOH, China Health Statistics Yearbook 2007, p.191
j MOH, China Health Statistical Yearbook, 2008, p.191

k MICS 2001, Reanalyzed by UNICEF HQ, June 2003
l MICS 2006, Table RH.1

m MOH, Health Management Information System 2003, Preliminary report, p. 1.
n Ministry of Health 2005
o Reproductive Health Survey 1998 - National Report, p. 82
p MICS 2000- Standard tables rerun by UNICEF HQ - June 2003.
q Reproductive Health Survey 2003, National report, Table 8.01, p. 90.
r MICS 2005, Final report, Table RH.3
s DHS 1996, Final report (National), Table.8.1, p. 96
t DHS 2006, Final report, Table 8.1
u DHS 1993, Final report
v DHS 1998, Final report

w MICS  2000- Standard tables rerun by UNICEF HQ - June 2003.
x DHS 2003, Final report (National report), Table 9.1,p.118
y DHS 2008, Preliminary report, Table 8, p.15
z DHS 2007, Preliminary report, Table 9.1, p 3

aa DHS 1997, Final report
ab MICS 2000 - standard tables rerun by NYHQ (revised Oct 2002/DPP, June 03)
ac DHS 2002, Final report, Table 8.2, p 87
ad MICS 2006, Final report, Table RH.2

Notes: 

a WHO: 11198: WPRO, Western Pacific Region Data Bank on Socioeconomic and Health Indicators, 1995
b DHS 2007, Final report, Table 9.1, page 126
c DHS 2007, Preliminary report, Table 9.1
d DHS 2007, Preliminary report, Table 6, p. 12
e MICS 2007, Final report, Table RH.3, p. 81

Countries with 

≥ 250 000
1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008

Cambodia … … … … … 34.3 a … 37.7 b … … … … 69.3 c … … …

China … … 78.7 d 83.7 d 85.9 d 87.1 d 89.3 d 89.4 d 90.3 e 90.1 d 88.9 f 89.7 g 89.8 h 89.7 i 90.9 j …

Lao PDR … … … … … … … … 26.5 k … … … … 35.1 l … …

Malaysia … … … … … … … … … … 73.6 m … 78.8 n … … …

Mongolia … … … … … 89.8 o … 96.7 p … … 93.7 q … 98.9 r … … …

Papua New Guinea … … … 77.5 s … … … … … … … … … 78.8 t … …

Philippines 83.1 u … … … … 85.7 v … 85.9 w … … 87.6 x … … … … 91.0 y

Solomon Islands … … … … … … … … … … … … … … 73.9 z …

Viet Nam … … … … 70.6 aa … … 68.3 ab … 86.4 ac … … … 90.8 ad … …

Countries with 

< 250 000
1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008

Kiribati … 88.0 a … … … … … … … … … … … … … …

Marshall Islands … … … … … … … … … … … … … … 81.2 b …

Nauru … … … … … … … … … … … … … … 94.5 c …

Tuvalu … … … … … … … … … … … … … … 97.4 d …

Vanuatu … … … … … … … … … … … … … … 84.3 e …

Table 13  Indicator 5.5: Antenatal care coverage, at least one visit (%), LMICs with ≥ 250 000 population, 1990–2006

Table 14  Indicator 5.5: Antenatal care coverage, at least one visit (%), LMICs with < 250 000 population, 1993–2008

Source: Global Health Observatory database. Geneva, WHO, August 2010 (http://apps.who.int/ghodata/).

Source: Global Health Observatory database. Geneva, WHO, August 2010 (http://apps.who.int/ghodata/).
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Countries with ≥ 250 000 population 2000–2007

Cambodia 25.1 (2005)

China 2.3 (2001)

Lao PDR 39.5 (2000)

Mongolia 4.6 (2003)

Philippines 17.3 (2003)

Viet Nam 4.8 (2002)

Countries with ≥ 250 000 population 2005 2007 2008 2009

Cambodia (BB)a 95.5 93.8 99.0 …

Cambodia (Non-BB) a … 90.6 … …

China 68.5 82.1 85.0 …

Lao PDR 88.9 66.7 95.0 …

Malaysiab … 35.4 … 60.7

Mongolia 96.4 92.3 94.0 …

Papua New Guinea … 93.7 … …

Philippines … 65.0 66.0 …

Viet Nam 90.4 91.0 94.0 …

Year Total PLWH Total new infections Total AIDS deaths

2001 870 000 144 200 41 100

2007 1 300 000 150 000 63 000

2008 1 400 000 135 700 90 500

Table 15 Indicator 5.6: Unmet need for family planning (%), LMICs with ≥ 250 000 population, 2000–2007

Table 18 Indicator 6.2: Percentage of sex workers reporting condom use at last high-risk sexual encounter (%), 2005–2009. 

Table 16 Trends of HIV estimates in the Western Paci"c Region (per 100 000 population)

Source: Global Health Observatory database. Geneva, WHO, August 2010 (http://apps.who.int/ghodata/).

Source: UNAIDS and WHO, UNGASS and universal access reporting, 2006–2009

Source: HIV/AIDS and STI Unit, WHO Regional Office for the Western Pacific. Adapted from UNAIDS-WHO data, 2008

Countries with 

≥ 250 000 population
1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007

Cambodia 0.7 0.9 1.2 1.2 1.2 1.2 1.7 1.9 2.0 1.9 1.6 1.5 1.4 1.2 1.1 1.0 0.9 0.8

China … … … … … … … … <0.1 0.1 0.1 0.1 0.1 0.1 0.1 0.1 0.1 0.1

Fiji … … … … <0.1 <0.1 <0.1 <0.1 <0.1 <0.1 0.1 0.1 0.1 0.1 0.1 0.1 0.1 0.1

Lao PDR … … … … … <0.1 <0.1 <0.1 <0.1 <0.1 <0.1 <0.1 0.1 0.1 0.1 0.1 0.1 0.2

Malaysia … <0.1 <0.1 <0.1 0.1 0.1 0.1 0.2 0.2 0.2 0.3 0.3 0.4 0.4 0.4 0.5 0.5 0.5

Mongolia … … … … … … … … … … … … … … … <0.1 <0.1 0.1

Papua New Guineaa <0.1 <0.1 <0.1 0.1 0.1 0.1 0.1 0.2 0.2 0.3 0.4 0.5 0.6 0.7 0.7 0.8 0.8 0.9

Philippinesb … … … … … … … … … … … … … … … … … <0.1

Viet Nam … <0.1 <0.1 <0.1 <0.1 0.1 0.1 0.1 0.2 0.2 0.3 0.3 0.4 0.5 0.5 0.5 0.5 0.5

Table 17 HIV Prevalence rate among population aged 15–49 years in selected LMICs in the Western Paci"c Region

Source:  Joint United Nations Programme on HIV/AIDS. Adult (15–49) HIV prevalence percent by country, 1990–2007. 2008 Report on the global AIDS epidemic. Geneva, UNAIDS, 2008 (http://data.unaids.org/
pub/GlobalReport/2008/20080813_gr08_prev1549_1990_2007_e

Notes:
a  Figure from UNAIDS estimates, June 2010
b  Figure from Epidemiological fact sheet on HIV and AIDS: Philippines 2008 update

Notes:
a BB refers to brothel-based sex workers.
b Preliminary results of integrated bio-behavioural surveillance (IBBS) 2009
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1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009

Countries with ≥ 250 000

Cambodia 1270.5 1020.3 896.8 917.2 666.0 669.8 633.3 724.0 471.4 504.6 474.9 397.7 339.6 503.8 412.5 333.5 554.3 294.4 286.6 431.9

China 7.7 7.1 6.3 4.9 5.1 3.9 2.7 2.2 2.2 1.5 0.8 1.7 2.0 3.1 2.1 1.7 2.7 2.2 1.2 0.7

Lao PDR 533.5 968.1 917.3 931.7 1174.7 1110.1 1622.5 1467.9 775.0 544.0 757.8 498.5 386.8 334.0 279.6 229.8 319.2 324.9 296.0 375.5

Malaysia 283.0 213.9 195.8 206.4 297.2 290.8 248.5 124.3 61.4 49.4 55.2 54.4 46.1 25.9 24.7 22.0 20.3 15.8 27.3 25.5

Papua New Guinea 2549.8 2048.8 1994.9 1499.0 1419.8 2105.5 1471.2 769.3 411.4 356.5 1522.2 1519.5 1429.0 1238.8 1441.0 1657.4 1310.9 1389.4 473.3 1181.0

Philippines 141.1 138.2 149.7 99.2 92.6 83.1 58.0 58.9 69.7 49.9 48.3 45.1 47.1 60.6 62.5 56.1 41.0 41.2 26.4 21.1

Solomon Islands 36 520.4 42 978.7 45 105.6 35 932.5 36 377.6 31 690.1 21 967.6 17 116.8 17 714.8 14 898.3 15 534.1 16 981.6 16 169.5 18 995.0 18 378.8 15 230.6 15 565.5 13 186.3 7995.1 6358.8

Viet Nam 187.4 278.5 327.9 222.1 195.7 137.4 114.4 87.7 94.7 97.4 95.1 86.8 59.6 46.0 30.2 23.3 26.3 16.7 12.8 18.0

Countries with < 250 000

Vanuatu 19 412.1 11 229.2 8436.7 6422.7 2258.1 4836.0 3194.4 3351.1 3305.3 2683.3 3435.5 3785.6 6927.1 7188.7 6752.5 4429.7 3644.8 2420.8 1497.0 1843.0

1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009

Countries with ≥ 250 000

Cambodia 10.5 11.5 13.5 10.2 9.1 5.3 6.3 6.7 5.0 7.0 4.6 3.5 3.3 3.5 2.6 2.0 2.8 1.7 1.4 1.9

China <0.1 … <0.1 <0.1 <0.1 <0.1 <0.1 <0.1 <0.1 <0.1 <0.1 <0.1 <0.1 <0.1 <0.1 <0.1 <0.1 <0.1 <0.1 <0.1

Lao PDR 9.0 10.8 10.1 9.4 13.3 13.2 12.7 12.3 8.5 6.6 6.6 4.5 3.5 3.3 1.8 1.3 0.4 0.2 0.2 0.1

Malaysia 0.2 … 0.1 0.1 0.1 0.2 0.2 0.1 0.1 0.1 0.2 0.2 0.2 0.1 0.1 0.1 0.1 0.1 0.1 0.1

Papua New Guinea 11.1 … 11.5 10.1 6.1 8.8 10.6 7.9 12.8 10.9 11.6 10.3 11.6 9.4 10.6 12.2 10.8 8.4 9.7 9.2

Philippines 1.5 1.5 1.4 1.2 1.2 0.9 0.8 0.7 0.8 1.0 0.7 0.6 0.1 0.2 0.2 0.2 0.1 0.1 0.1 <0.1

Solomon Islands 10.3 14.0 9.7 11.4 13.5 13.6 7.8 6.8 8.0 5.4 8.7 12.2 13.2 14.9 10.4 7.5 2.5 3.0 4.1 10.2

Viet Nam 5.1 6.9 3.8 1.5 0.8 0.5 0.3 0.2 0.2 0.2 0.2 0.1 0.1 0.1 <0.1 <0.1 <0.1 <0.1 <0.1 <0.1

Countries with < 250 000

Vanuatu 21.5 20.8 16.5 8.0 4.8 2.3 0.0 0.0 0.0 0.0 … 1.0 3.9 3.8 0.5 4.5 2.7 2.2 1.7 0.8

Table 19 Indicator 6.6: Malaria incidence rate, con"rmed cases (per 100 000 population) in LMICs, 1990–2009

Table 20 Indicator 6.6: Malaria mortality rate (per 100 000 population) in LMICs, 1990–2009 

Source: World Health Organization. National malaria control programme reports. Submitted by countries to the WHO Western Pacific Regional Office. Manila, WHO, 2008 (http://www.wpro.who.int/health_topics/
malaria/).

Source: World Health Organization. National malaria control programme reports. Submitted by countries to the WHO Western Pacific Regional Office. Manila, WHO, 2008 (http://www.wpro.who.int/health_topics/
malaria/).
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Country 2004 2006 2007 2008 2009

Countries with ≥ 250 000

Cambodia 20.0 … 28.0 … …

Lao PDR … … … 43.0 …

Papau New Guineaa … 17.0 … … 40.0

Philippines … … 67.0 … 95.0

Solomon Islands … … 41.0 … …

Countries with < 250 000

Vanuatu … … 36.0 … …

Table 21 Indicator 6.7 Proportion of children under "ve sleeping under insecticide-treated bednets (%) in LMICs 

Source: World Health Organization. National malaria control programme reports. Submitted by countries to the WHO Western Pacific Regional Office. Manila, WHO, 2008 (http://www.wpro.who.int/health_topics/
malaria/).

Countries with 

≥ 250 000 population
1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008

Cambodia 590.0 580.0 570.0 570.0 560.0 560.0 550.0 550.0 540.0 540.0 530.0 530.0 520.0 510.0 510.0 500.0 500.0 500.0 490.0

China 120.0 120.0 110.0 110.0 110.0 110.0 110.0 110.0 110.0 110.0 110.0 100.0 100.0 100.0 100.0 100.0 99.0 98.0 97.0

Fiji 51.0 48.0 46.0 43.0 41.0 39.0 37.0 35.0 33.0 32.0 30.0 28.0 27.0 26.0 24.0 23.0 22.0 21.0 20.0

Lao PDR 180.0 180.0 180.0 170.0 170.0 170.0 170.0 170.0 170.0 160.0 160.0 160.0 160.0 160.0 160.0 150.0 150.0 150.0 150.0

Malaysia 120.0 120.0 120.0 120.0 110.0 110.0 110.0 110.0 110.0 110.0 110.0 110.0 110.0 110.0 110.0 100.0 100.0 100.0 100.0

Mongolia 210.0 210.0 210.0 210.0 210.0 210.0 210.0 210.0 210.0 210.0 210.0 210.0 210.0 210.0 210.0 210.0 210.0 210.0 210.0

Papua New Guinea 250.0 250.0 250.0 250.0 250.0 250.0 250.0 250.0 250.0 250.0 250.0 250.0 250.0 250.0 250.0 250.0 250.0 250.0 250.0

Philippines 390.0 390.0 380.0 370.0 370.0 360.0 350.0 350.0 340.0 330.0 330.0 320.0 320.0 310.0 310.0 300.0 300.0 290.0 280.0

Solomon Islands 310.0 300.0 280.0 270.0 250.0 240.0 230.0 220.0 210.0 190.0 180.0 180.0 170.0 160.0 150.0 140.0 130.0 130.0 120.0

Viet Nam 200.0 200.0 200.0 200.0 200.0 200.0 200.0 200.0 200.0 200.0 200.0 200.0 210.0 200.0 210.0 200.0 200.0 200.0 200.0

Countries < 250 000 

population
1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008

Cook Islands 0.0 6.2 37.0 31.0 24.0 12.0 6.2 13.0 0.0 20.0 7.0 14.0 7.4 0.0 7.7 7.9 8.1 15.0 20.0

Kiribati 510.0 500.0 490.0 480.0 470.0 460.0 450.0 450.0 440.0 430.0 420.0 410.0 400.0 400.0 390.0 380.0 370.0 370.0 360.0

Marshall Islands 300.0 300.0 290.0 280.0 280.0 270.0 270.0 260.0 260.0 250.0 250.0 240.0 240.0 230.0 230.0 220.0 220.0 220.0 210.0

Micronesia, Fed. States of 190.0 180.0 170.0 170.0 160.0 160.0 150.0 140.0 140.0 130.0 130.0 120.0 120.0 110.0 110.0 110.0 100.0 97.0 93.0

Nauru 85.0 140.0 140.0 140.0 45.0 130.0 130.0 130.0 120.0 22.0 44.0 33.0 55.0 33.0 110.0 120.0 130.0 33.0 12.0

Palau 64.0 44.0 28.0 170.0 270.0 120.0 32.0 92.0 54.0 190.0 52.0 51.0 62.0 50.0 28.0 55.0 66.0 60.0 63.0

Samoa 32.0 31.0 30.0 29.0 28.0 27.0 26.0 26.0 25.0 24.0 23.0 23.0 22.0 21.0 21.0 20.0 19.0 19.0 18.0

Tonga 34.0 33.0 32.0 32.0 31.0 31.0 30.0 29.0 29.0 28.0 28.0 27.0 27.0 26.0 26.0 25.0 25.0 24.0 24.0

Tuvalu 300.0 290.0 280.0 270.0 260.0 250.0 240.0 230.0 230.0 220.0 210.0 200.0 200.0 190.0 180.0 180.0 170.0 170.0 160.0

Vanuatu 140.0 130.0 130.0 130.0 120.0 120.0 110.0 110.0 110.0 100.0 98.0 95.0 92.0 89.0 86.0 83.0 80.0 77.0 74.0

Table 23 Indicator 6.9: Estimated tuberculosis incidence rate, all forms, (per 100 000 population), LMICs with ≥ 250 000 population

Table 24 Indicator 6.9: Estimated tuberculosis incidence rate, all forms, (per 100 000 population),  LMICs with < 250 000 population

Source: Global TB database. Geneva, WHO, 2010 (http://www.who.int/tb/country/global_tb_database/en/).

Source: Global TB database. Geneva, WHO, 2010 (http://www.who.int/tb/country/global_tb_database/en/).

Note:
a Figure refers to children and mothers sleeping under insecticide treated nets (PNG/DHS, 2006)

Country 2004 2006 2007 2008 2009

Cambodia 7.3 … 24.0 … …

Lao PDR … … … 2.0 …

Papau New Guinea … … … … 10.0

Philippines … 85.0 … … …

Viet Nam … 2.0 … … …

Table 22 Indicator 6.8 Proportion of children under "ve with fever who are treated with appropriate antimalarial drugs (%) in LMICs

Source: World Health Organization. National malaria control programme reports. Submitted by countries to the WHO Western Pacific Regional Office. Manila, WHO, 2008 (http://www.wpro.who.int/health_topics/
malaria/).
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Countries with 

≥ 250 000 population
1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008

Cambodia 1400.0 1300.0 1200.0 1100.0 1100.0 1100.0 1100.0 1100.0 1100.0 1000.0 1000.0 990.0 930.0 860.0 800.0 760.0 730.0 780.0 680.0

China 260.0 260.0 260.0 250.0 230.0 230.0 220.0 220.0 220.0 220.0 210.0 210.0 200.0 170.0 140.0 110.0 100.0 93.0 88.0

Fiji 59.0 52.0 50.0 47.0 46.0 39.0 40.0 39.0 35.0 36.0 30.0 31.0 22.0 24.0 22.0 27.0 27.0 28.0 25.0

Lao PDR 410.0 420.0 420.0 430.0 430.0 440.0 420.0 400.0 370.0 370.0 360.0 350.0 340.0 330.0 310.0 290.0 270.0 270.0 260.0

Malaysia 180.0 180.0 180.0 170.0 170.0 170.0 170.0 160.0 150.0 140.0 140.0 140.0 140.0 140.0 140.0 140.0 130.0 120.0 120.0

Mongolia 410.0 420.0 430.0 420.0 370.0 270.0 200.0 190.0 230.0 250.0 230.0 220.0 190.0 160.0 140.0 110.0 110.0 120.0 140.0

Papua New Guinea 550.0 560.0 460.0 430.0 330.0 420.0 380.0 330.0 170.0 140.0 130.0 180.0 150.0 170.0 160.0 180.0 160.0 150.0 130.0

Philippines 1000.0 990.0 970.0 950.0 930.0 900.0 880.0 860.0 830.0 800.0 780.0 750.0 720.0 690.0 660.0 630.0 600.0 580.0 550.0

Solomon Islands 630.0 580.0 550.0 510.0 480.0 470.0 440.0 430.0 400.0 380.0 360.0 340.0 320.0 290.0 240.0 210.0 180.0 170.0 150.0

Viet Nam 380.0 380.0 380.0 400.0 400.0 380.0 350.0 320.0 300.0 290.0 290.0 290.0 310.0 280.0 310.0 280.0 290.0 280.0 280.0

Countries with 

≥ 250 000 population
1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008

Cambodia 150.0 140.0 130.0 120.0 120.0 120.0 120.0 120.0 110.0 110.0 110.0 110.0 100.0 96.0 90.0 87.0 83.0 96.0 79.0

China 30.0 30.0 29.0 29.0 27.0 27.0 26.0 26.0 26.0 26.0 25.0 25.0 23.0 21.0 17.0 15.0 13.0 12.0 12.0

Fiji 7.2 6.5 6.3 5.9 5.8 5.0 5.1 4.9 4.5 4.6 4.0 4.0 3.1 3.2 3.0 3.4 3.4 3.5 3.2

Lao PDR 47.0 49.0 48.0 49.0 50.0 50.0 48.0 46.0 44.0 43.0 42.0 41.0 40.0 38.0 36.0 34.0 33.0 32.0 32.0

Malaysia 22.0 21.0 21.0 21.0 21.0 21.0 20.0 19.0 18.0 17.0 17.0 17.0 17.0 17.0 16.0 16.0 16.0 15.0 15.0

Mongolia 48.0 49.0 50.0 50.0 14.0 34.0 27.0 26.0 30.0 32.0 30.0 29.0 26.0 23.0 21.0 18.0 18.0 19.0 21.0

Papua New Guinea 63.0 65.0 55.0 51.0 41.0 51.0 47.0 42.0 25.0 22.0 21.0 26.0 23.0 25.0 24.0 25.0 24.0 23.0 21.0

Philippines 31.0 28.0 39.0 42.0 58.0 59.0 56.0 50.0 45.0 60.0 66.0 68.0 66.0 39.0 59.0 56.0 54.0 53.0 52.0

Solomon Islands 73.0 68.0 65.0 60.0 57.0 56.0 53.0 51.0 48.0 45.0 43.0 41.0 38.0 35.0 30.0 26.0 23.0 21.0 19.0

Viet Nam 46.0 46.0 46.0 47.0 48.0 45.0 42.0 39.0 37.0 36.0 36.0 35.0 38.0 34.0 38.0 34.0 36.0 35.0 34.0

Countries < 250 000 

population
1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008

Cook Islands 0.7 3.2 50.0 17.0 18.0 3.2 2.3 23.0 2.3 40.0 2.8 22.0 6.5 0.9 13.0 9.3 10.0 25.0 32.0

Kiribati 1200.0 1200.0 1100.0 890.0 770.0 360.0 130.0 110.0 180.0 410.0 490.0 550.0 500.0 370.0 220.0 120.0 95.0 92.0 110.0

Marshall Islands 750.0 690.0 610.0 540.0 510.0 500.0 500.0 510.0 520.0 540.0 510.0 480.0 420.0 310.0 210.0 81.0 59.0 59.0 59.0

Micronesia, Fed. States of 94.0 71.0 51.0 120.0 53.0 61.0 100.0 130.0 120.0 120.0 130.0 93.0 73.0 49.0 62.0 46.0 26.0 31.0 34.0

Nauru 44.0 220.0 420.0 300.0 23.0 280.0 390.0 380.0 320.0 7.5 50.0 10.0 65.0 10.0 140.0 50.0 160.0 16.0 9.8

Palau 83.0 35.0 18.0 120.0 350.0 33.0 19.0 24.0 35.0 200.0 23.0 14.0 42.0 35.0 10.0 42.0 48.0 76.0 110.0

Samoa 21.0 28.0 23.0 20.0 7.8 16.0 21.0 31.0 29.0 22.0 20.0 18.0 24.0 16.0 18.0 17.0 20.0 28.0 36.0

Tonga 39.0 30.0 19.0 14.0 21.0 30.0 30.0 20.0 18.0 14.0 29.0 21.0 27.0 26.0 34.0 32.0 21.0 24.0 22.0

Tuvalu 76.0 77.0 82.0 71.0 76.0 76.0 98.0 170.0 210.0 190.0 190.0 180.0 51.0 56.0 54.0 240.0 150.0 89.0 44.0

Vanuatu 82.0 67.0 75.0 120.0 170.0 160.0 140.0 77.0 72.0 82.0 79.0 82.0 98.0 120.0 130.0 110.0 110.0 89.0 88.0

Table 25 Indicator 6.9: Tuberculosis prevalence rate, all forms, (per 100 000 population), LMICs with ≥ 250 000 population

Table 27 Indicator 6.9: Estimated tuberculosis mortality, all forms, (per 100 000 population), LMICs with ≥ 250 000 population

Table 26  Indicator 6.9: Estimated tuberculosis prevalence rate, all forms, (per 100 000 population), LMICs with < 250 000 population

Source: Global TB database. Geneva, WHO, 2010 (http://www.who.int/tb/country/global_tb_database/en/).

Source: Global TB database. Geneva, WHO, 2010 (http://www.who.int/tb/country/global_tb_database/en/).

Source: Global TB database. Geneva, WHO, 2010 (http://www.who.int/tb/country/global_tb_database/en/).
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Countries < 250 000 

population
1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008

Cook Islands 0.0 0.4 6.3 2.7 2.7 0.8 0.4 2.8 0.0 4.7 0.5 2.7 0.9 0.0 1.6 1.2 1.3 3.0 4.0

Kiribati 140.0 140.0 130.0 110.0 94.0 51.0 31.0 31.0 35.0 56.0 64.0 69.0 65.0 50.0 36.0 27.0 26.0 24.0 25.0

Marshall Islands 86.0 79.0 71.0 64.0 61.0 60.0 60.0 60.0 62.0 63.0 60.0 57.0 51.0 40.0 29.0 17.0 16.0 15.0 14.0

Micronesia, Fed. States of 15.0 14.0 13.0 17.0 12.0 12.0 15.0 17.0 17.0 17.0 17.0 13.0 11.0 9.1 10.0 8.4 6.7 6.8 6.6

Nauru 7.4 26.0 47.0 35.0 3.9 33.0 44.0 43.0 36.0 1.5 6.6 2.3 8.5 2.2 18.0 9.4 21.0 2.2 0.8

Palau 10.0 5.0 2.0 18.0 45.0 8.4 2.1 6.3 3.8 27.0 3.7 3.6 6.3 5.2 1.9 6.1 7.1 9.7 14.0

Samoa 3.1 3.8 3.2 3.0 1.9 2.5 3.0 4.0 3.8 3.0 2.8 2.6 3.2 2.4 2.5 2.4 2.7 3.4 4.3

Tonga 4.9 4.0 3.0 2.6 3.2 4.0 4.1 2.9 2.8 2.4 3.8 3.0 3.6 3.4 4.4 4.0 2.9 3.2 3.0

Tuvalu 22.0 22.0 21.0 20.0 19.0 18.0 17.0 25.0 29.0 26.0 26.0 25.0 14.0 13.0 13.0 30.0 21.0 15.0 11.0

Vanuatu 13.0 12.0 12.0 16.0 21.0 20.0 17.0 12.0 11.0 12.0 11.0 12.0 13.0 15.0 16.0 14.0 13.0 12.0 11.0

Table 28 Indicator 6.9: Estimated tuberculosis mortality, all forms, (per 100 000 population),  LMICs with < 250 000 population

Source: Global TB database. Geneva, WHO, 2010 (http://www.who.int/tb/country/global_tb_database/en/).

Countries with 

≥ 250 000 population
1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008

Cambodia … … … … 36.0 35.0 38.0 39.0 42.0 48.0 44.0 43.0 51.0 55.0 55.0 61.0 55.0 55.0 56.0

China … … … 13.0 16.0 20.0 31.0 36.0 31.0 31.0 31.0 31.0 30.0 41.0 59.0 73.0 72.0 72.0 72.0

Fiji 46.0 43.0 45.0 38.0 40.0 46.0 49.0 49.0 57.0 52.0 52.0 64.0 68.0 76.0 63.0 67.0 81.0 61.0 95.0

Lao PDR … … … … … 12.0 22.0 30.0 35.0 40.0 35.0 36.0 42.0 42.0 50.0 63.0 67.0 68.0 67.0

Malaysia … … … 62.0 60.0 58.0 62.0 63.0 64.0 66.0 65.0 65.0 62.0 61.0 60.0 64.0 70.0 71.0 76.0

Mongolia 0.0 … 0.0 0.0 6.3 20.0 33.0 50.0 57.0 63.0 57.0 66.0 67.0 61.0 71.0 72.0 81.0 70.0 69.0

Papua New Guinea … … … … … 28.0 7.5 19.0 33.0 33.0 29.0 20.0 19.0 32.0 26.0 24.0 25.0 26.0 29.0

Philippines … … … 34.0 26.0 25.0 21.0 28.0 35.0 24.0 29.0 32.0 30.0 39.0 44.0 51.0 38.0 45.0 46.0

Solomon Islands … … … 75.0 71.0 76.0 69.0 64.0 55.0 58.0 53.0 47.0 51.0 57.0 62.0 64.0 67.0 68.0 67.0

Viet Nam … … … … … 51.0 65.0 66.0 71.0 69.0 67.0 68.0 68.0 68.0 67.0 66.0 66.0 63.0 62.0

Countries < 250 000 

population
1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008

Cook Islands … 180.0 180.0 180.0 180.0 180.0 180.0 180.0 … 0.0 0.0 160.0 150.0 … 140.0 130.0 0.0 … 100.0

Kiribati … … … 55.0 100.0 … 82.0 28.0 30.0 34.0 31.0 37.0 47.0 57.0 82.0 72.0 75.0 60.0 86.0

Marshall Islands … … … 17.0 … … 18.0 … 17.0 26.0 17.0 24.0 29.0 32.0 62.0 76.0 72.0 30.0 44.0

Micronesia, Fed. States of … … … … … 11.0 18.0 12.0 19.0 … 22.0 12.0 35.0 43.0 60.0 56.0 75.0 89.0 75.0

Nauru … … … … 91.0 … … … … 180.0 180.0 120.0 73.0 61.0 … 0.0 30.0 180.0 340.0

Palau … … … 58.0 49.0 86.0 150.0 85.0 … 110.0 … … 150.0 100.0 180.0 55.0 91.0 83.0 …

Samoa … … … 89.0 78.0 66.0 41.0 64.0 33.0 82.0 64.0 55.0 98.0 64.0 60.0 62.0 76.0 … 37.0

Tonga … … … 110.0 110.0 61.0 97.0 78.0 110.0 73.0 110.0 60.0 180.0 85.0 63.0 87.0 110.0 110.0 91.0

Tuvalu … … … 17.0 8.5 53.0 … … … 0.0 0.0 0.0 0.0 0.0 … 58.0 48.0 150.0 110.0

Vanuatu … … … … 62.0 30.0 51.0 68.0 40.0 46.0 68.0 63.0 42.0 45.0 66.0 40.0 48.0 47.0 52.0

Table 29 Indicator 6.10: Estimated proportion of sputum-smear-positive tuberculosis cases detected under DOTS (%), LMICs ≥ 250 000 population

Table 30 Indicator 6.10: Estimated proportion of sputum-smear-positive tuberculosis cases detected under DOTS (%), LMICs < 250 000 population

Source: Global TB database. Geneva, WHO, 2010 (http://www.who.int/tb/country/global_tb_database/en/).

Source: Global TB database. Geneva, WHO, 2010 (http://www.who.int/tb/country/global_tb_database/en/).
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Countries with 

≥ 250 000 population
1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007

Cambodia 84.0 91.0 94.0 91.0 95.0 93.0 91.0 92.0 92.0 93.0 91.0 93.0 93.0 94.0

China 91.0 93.0 94.0 95.0 95.0 95.0 93.0 95.0 92.0 93.0 94.0 94.0 94.0 94.0

Fiji 90.0 86.0 86.0 91.0 90.0 92.0 85.0 85.0 78.0 86.0 … 71.0 66.0 81.0

Lao PDR 48.0 70.0 55.0 65.0 80.0 78.0 77.0 75.0 75.0 79.0 86.0 90.0 92.0 92.0

Malaysia … 69.0 … … … 90.0 78.0 79.0 76.0 72.0 56.0 70.0 48.0 72.0

Mongolia 60.0 74.0 78.0 74.0 84.0 86.0 87.0 87.0 87.0 87.0 88.0 88.0 88.0 89.0

Papua New Guinea 60.0 56.0 … 93.0 63.0 54.0 63.0 67.0 22.0 58.0 65.0 71.0 73.0 39.0

Philippines 88.0 60.0 35.0 78.0 71.0 87.0 88.0 88.0 88.0 88.0 87.0 89.0 88.0 89.0

Solomon Islands 90.0 65.0 73.0 92.0 92.0 … 81.0 89.0 90.0 87.0 87.0 85.0 90.0 92.0

Viet Nam 91.0 89.0 89.0 85.0 92.0 92.0 92.0 93.0 92.0 92.0 93.0 92.0 93.0 92.0

Countries < 250 000 

population
1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007

Cook Islands 100.0 100.0 100.0 100.0 … 67.0 … 0.0 100.0 … 0.0 100.0 … 100.0

Kiribati … 87.0 … … 83.0 88.0 91.0 86.0 94.0 88.0 94.0 93.0 90.0 93.0

Marshall Islands … 25.0 … … 83.0 82.0 91.0 86.0 100.0 90.0 90.0 87.0 75.0 96.0

Micronesia, Fed. States of 64.0 80.0 79.0 … … 95.0 93.0 100.0 91.0 92.0 80.0 80.0 90.0 65.0

Nauru … … … … 83.0 50.0 25.0 100.0 50.0 … … 67.0 100.0 100.0

Palau 64.0 67.0 75.0 … 100.0 … … 100.0 38.0 80.0 100.0 100.0 60.0 …

Samoa 50.0 80.0 100.0 … 86.0 94.0 92.0 77.0 84.0 … 100.0 91.0 … 92.0

Tonga 89.0 75.0 82.0 75.0 94.0 80.0 93.0 92.0 83.0 … … 73.0 100.0 93.0

Tuvalu 100.0 … … 0.0 … 100.0 86.0 … 25.0 … 100.0 100.0 75.0 75.0

Vanuatu 100.0 85.0 99.0 … … 88.0 88.0 88.0 79.0 75.0 90.0 81.0 90.0 93.0

Table 31 Indicator 6.10: Proportion of tuberculosis cases successfully treated under DOTS (%), LMICs ≥ 250 000 population

Table 32 Indicator 6.10: Proportion of tuberculosis cases successfully  treated under DOTS (%), LMICs < 250 000 population

Source: Global TB database. Geneva, WHO, 2010 (http://www.who.int/tb/country/global_tb_database/en/).

Source: Global TB database. Geneva, WHO, 2010 (http://www.who.int/tb/country/global_tb_database/en/).

1990–1999 2000–2009 Target (2015)
Percent of target 

completed (%)

Countries with ≥ 250 000 population

Cambodia 42.6 (1996) 28.8 (2008) 21.3 64.8

China 15.3 (1992) 6.8 (2002) 7.7 111.1

Fiji 6.9 (1993) … 3.5 …

Lao PDR 36.0 (1994) 31.6 (2006) 18.0 24.4

Malaysia 17.7 (1995) … 8.9 …

Mongolia 10.8 (1999) 5.3 (2005) 5.4 101.9

Papua New Guinea 25.0a (1983) 18.1 (2005) 12.5a 55.2

Philippines 26.3 (1993) 20.7 (2003) 13.2 42.6

Solomon Islands 16.3b (1989) 11.5 (2007) 8.2b 58.9

Viet Nam 36.9c (1993) 20.2 (2008) 18.5 90.5

Countries with < 250 000 population

Samoa 1.7 (1999) … 0.9 …

Tuvalu … 1.6 (2007) … …

Vanuatu 10.6 (1996) … 5.3 …

Table 33 Indicator 1.8: Prevalence of underweight children under "ve years of age (%) in LMICs 

Source: Global Health Observatory database. Geneva, WHO, August 2010 (http://apps.who.int/ghodata/).

Notes:
a  Estimate for 1990–1999 not available. Target computed using 1983 estimate.
b Data from years 1992–1993
c  Estimate for 1990–1999 not available. Target computed using 1989 estimate.
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Countries ≥ 250 000 1990–1992 1995–1997 2000–2002 2004–2006 2015 Target

Cambodia 38.0 41.0 27.0 25.0 20.5

China 15.0 12.0 10.0 10.0 6.0

Lao PDR 27.0 26.0 22.0 19.0 13.0

Mongolia 30.0 40.0 25.0 29.0 20.0

Philippines 21.0 18.0 17.0 15.0 9.0

Viet Nam 28.0 21.0 17.0 13.0 10.5

Table 34 Indicator 1.9: Proportion of undernourished in total population (%)

Source: The state of food insecurity in the world 2009: Economic crises − impacts and lessons learned. Rome, Food and Agriculture Organization, 2009.

Countries with 

≥ 250 000

1990 2000 2008
2015 Target

Percent 

of target 

completed (%)Urban Rural Total Urban Rural Total Urban Rural Total

Cambodia 52.0 33.0 35.0 64.0 42.0 46.0 81.0 56.0 61.0 67.5 90.4

China 97.0 56.0 67.0 98.0 70.0 80.0 98.0 82.0 89.0 83.5 106.6

Fiji 92.0 … … 93.0   … … … … … …

Lao PDR 78.0 a 37.0 a 44.0 a 77.0 40.0 48.0 72.0 51.0 57.0 72.0 79.2

Malaysia 94.0 82.0 88.0 99.0 93.0 97.0 100.0 99.0 100.0 94.0 106.4

Mongolia 81.0 27.0 58.0 88.0 37.0 66.0 97.0 49.0 76.0 79.0 96.2

Papua New Guinea 89.0 32.0 41.0 88.0 32.0 39.0 87.0 33.0 40.0 70.5 56.74

Philippines 93.0 76.0 84.0 93.0 82.0 88.0 93.0 87.0 91.0 92.0 98.9

Solomon Islands 94.0 b 65.0 b 69.0 b 94.0 65.0 70.0 94.0 c 65.0 c 70.0 c 84.5 82.8

Viet Nam 88.0 51.0 58.0 94.0 74.0 79.0 99.0 92.0 94.0 79.0 119.0

Countries with 

< 250 000

1990 2000 2008
2015 Target

Percent 

of target 

completed (%)Urban Rural Total Urban Rural Total Urban Rural Total

Cook Islands 99.0 87.0 94.0 99.0 87.0 95.0 98.0 b 88.0 b 95.0 b 97.0 97.9

Kiribati 76.0 33.0 48.0 77.0 50.0 59.0 77.0 b 53.0 b 65.0 b 74.0 87.8

Marshall Islands, the 94.0 97.0 95.0 93.0 98.0 95.0 92.0 99.0 94.0 97.5 96.4

Micronesia, Fed. States of 93.0 87.0 88.0 94.0 92.0 93.0 95.0 b 94.0 b 94.0 b 94.0 100.0

Nauru … … … … … … 90.0 … 90.0 … …

Niue 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

Palau 73.0 98.0 81.0 78.0 95.0 83.0 79.0 b 94.0 b 89.0 b 90.5 98.3

Samoa 99.0 89.0 91.0 92.0 88.0 89.0 90.0 b 87.0 b 88.0 b 95.5 92.1

Tonga 100.0 a 100.0 a 100.0 a 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

Tuvalu 92.0 89.0 90.0 95.0 93.0 94.0 98.0 97.0 97.0 95.0 102.1

Vanuatu 91.0 49.0 57.0 93.0 66.0 72.0 96.0 79.0 83.0 78.5 105.7

Table 35 Indicator 7.8: Proportion of population using an improved drinking-water source, LMICs with ≥ 250 000 population

Table 36 Indicator 7.8: Proportion of population using an improved drinking-water source, LMICs with < 250 000 population

Notes:
a Reference year of earliest available figure used as baseline is 1995 extracted from WHO-UNICEF JMP for Water and Sanitation database [http://www.wssinfo.org/datamining/tables.html]
b Figure is from Progress on drinking-water and sanitation: special focus on sanitation. Geneva, WHO and New York, UNICEF, 2008 (http://www.who.int/water_sanitation_health/monitoring/jmp2008/en/index.html).

c Reference year of latest available figure is 2006 from Progress on drinking-water and sanitation: special focus on sanitation. Geneva, WHO and New York, UNICEF, 2008 (http://www.who.int/water_sanitation_

health/monitoring/jmp2008/en/index.html).

Notes:
a Figure is from Progress on drinking-water and sanitation: special focus on sanitation. Geneva, WHO and New York, UNICEF, 2008 (http://www.who.int/water_sanitation_health/monitoring/jmp2008/en/index.

html).
b Reference year of latest available figure is 2006 from Progress on drinking-water and sanitation: special focus on sanitation. Geneva, WHO and New York, UNICEF, 2008 (http://www.who.int/water_sanitation_health/

monitoring/jmp2008/en/index.html).

Source: World Health Organization and United Nations Children’s Fund. Progress on sanitation and drinking-water: 2010 update report. Geneva, WHO, 2010 (http://www.unicef.org/media/files/JMP-2010Final.pdf).

Source: World Health Organization and United Nations Children’s Fund. Progress on sanitation and drinking-water: 2010 update report. Geneva, WHO, 2010 (http://www.unicef.org/media/files/JMP-2010Final.pdf).
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Countries with 

≥ 250 000

1990 2000 2008 2015 

Target

Percent of target 

completed (%)
Urban Rural Total Urban Rural Total Urban Rural Total

Cambodia 38.0 5.0 9.0 50.0 10.0 17.0 67.0 18.0 29.0 54.5 53.2

China 48.0 38.0 41.0 55.0 46.0 49.0 58.0 52.0 55.0 70.5 78.0

Fiji 92.0 … … 96.0 … … … … … … …

Lao PDR 56.0 a 10.0 a 18.0 a 62.0 16.0 26.0 86.0 38.0 53.0 59.0 89.8

Malaysia 88.0 81.0 84.0 94.0 90.0 92.0 96.0 95.0 96.0 92.0 104.3

Mongolia 67.0 a 25.0 a 49.0 a 66.0 26.0 49.0 64.0 32.0 50.0 74.5 67.1

Papua New Guinea 78.0 42.0 47.0 75.0 42.0 46.0 71.0 41.0 45.0 73.5 61.2

Philippines 70.0 46.0 58.0 76.0 59.0 69.0 80.0 69.0 76.0 79.0 96.2

Solomon Islands 98.0 b 18.0 b 29.0 b 98.0 18.0 31.0 98.0 c 18.0 c 32.0 c 64.5 49.6

Viet Nam 61.0 29.0 35.0 79.0 50.0 57.0 94.0 67.0 75.0 67.5 111.1

Countries with 

< 250 000

1990 2000 2008 2015 

Target

Percent of target 

completed (%)
Urban Rural Total Urban Rural Total Urban Rural Total

Cook Islands 100.0 91.0 96.0 100.0 99.0 100.0 100.0 100.0 100.0 98.0 102.0

Kiribati 36.0 21.0 26.0 47.0 22.0 33.0 46.0 b 20.0 b 33.0 b 63.0 52.4

Marshall Islands, the 77.0 41.0 64.0 80.0 48.0 69.0 83.0 53.0 73.0 82.0 89.0

Micronesia, Fed. States of 55.0 20.0 29.0 59.0 16.0 27.0 61.0 b 14.0 b 25.0 b 64.5 38.8

Nauru … … … … … … 50.0 … 50.0 … …

Niue 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

Palau 76.0 54.0 69.0 92.0 52.0 80.0 96.0 b 52.0 b 67.0 b 84.5 79.3

Samoa 100.0 98.0 98.0 100.0 100.0 100.0 100.0 100.0 100.0 99.0 101.0

Tonga 98.0 96.0 96.0 98.0 96.0 96.0 98.0 96.0 96.0 98.0 98.0

Tuvalu 86.0 76.0 80.0 87.0 79.0 83.0 88.0 81.0 84.0 90.0 93.3

Vanuatu 53.0a 30.0a 34.0a 57.0 36.0 41.0 66.0 48.0 52.0 67.0 77.6

Table 37 Indicator 7.8: Proportion of population using an improved sanitation facility, LMICs with ≥ 250 000 population

Table 38 Indicator 7.8: Proportion of population using an improved sanitation facility, LMICs with  < 250 000 population

Notes:
a Reference year of earliest available figure used as baseline is 1995 extracted from WHO-UNICEF JMP for Water and Sanitation database [http://www.wssinfo.org/datamining/tables.html]
b Figure is from Progress on drinking-water and sanitation: special focus on sanitation. Geneva, WHO and New York, UNICEF, 2008 (http://www.who.int/water_sanitation_health/monitoring/jmp2008/en/index.html).

c Reference year of latest available figure is 2006 from Progress on drinking-water and sanitation: special focus on sanitation. Geneva, WHO and New York, UNICEF, 2008 (http://www.who.int/water_sanitation_

health/monitoring/jmp2008/en/index.html).

Notes:
a Reference year of earliest available figure used as baseline is 1995 extracted from WHO-UNICEF JMP for Water and Sanitation database [http://www.wssinfo.org/datamining/tables.html]
b Reference year of latest available figure is 2006 from Progress on drinking-water and sanitation: special focus on sanitation. Geneva, WHO and New York, UNICEF, 2008 (http://www.who.int/water_sanitation_health/

monitoring/jmp2008/en/index.html).

Source: World Health Organization and United Nations Children’s Fund. Progress on sanitation and drinking-water: 2010 update report. Geneva, WHO, 2010 (http://www.unicef.org/media/files/JMP-2010Final.pdf).

Source: World Health Organization and United Nations Children’s Fund. Progress on sanitation and drinking-water: 2010 update report. Geneva, WHO, 2010 (http://www.unicef.org/media/files/JMP-2010Final.pdf).
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Under-5 mortality 
per 1000 live births

60 127 18 72 13 59 21

Measles immunization
% coverage

81 73 93 83 94 75 93

5

Maternal mortality
per 100 000 live births

260 620 66 320 21 240 51

Skilled birth attendant
% births

66 47 92 59 96 49 92

Contraceptive use
% married women aged 15–49

62 24 71 43 68 58 83

6

HIV/AIDS prevalence
% adults aged 15–45

0.8 4.9 0.5 0.2 0.5 0.3 0.1

Malaria mortality
per 100 000 population

17 104 0.5 7.5 – 2.1 0.3

TB treatment
success rate %

86 79 82 88 67 88 92

7

Water
% using improved sources

87 61 96 83 98 86 90

Sanitation
% using improved facilities

60 34 87 61 94 40 62
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Health MDGs scorecard colour code for LMICs 
in the Western Pacific Region (with population ≥ 250 000)

On Track Insufficient Progress Off Track

4

Infant mortality rate
per 1000 live births

Achieved at least 75% 

of MDG target

Achieved at least 50% 

of MDG target

Achieved less than 50% 

of MDG target

Under-5 mortality 
per 1000 live births

Achieved at least 75% 

of MDG target

Achieved at least 50% 

of MDG target

Achieved less than 50% 

of MDG target

Measles immunization
% coverage

≥ 90% < 90% N/A

5

Maternal mortality
per 100 000 live births

Achieved at least 75% 

of MDG target

Achieved at least 50% 

of MDG target

Achieved less than 50% 

of MDG target

Skilled birth attendant
% births

≥ 85% 60% – 84% < 60%

Contraceptive use
% married women aged 15–49

≥ 60% 30% – 59% < 30%

6

HIV/AIDS prevalence
% adults aged 15–45

Decrease or no change 

between 2001 and 2007 

Increased but still low 

prevalence between 2001 

and 2007

Signi"cantly increased 

between 2001 and 2007

Malaria mortality
per 100 000 population

Signi"cantly decreased
High with little change 

or decrease

High with no change 

or increase

TB treatment
success rate %

≥ 85% 70% – 84% < 70%

1

Underweight 
% among children "ve years of age

Achieved at least 75% 

of MDG target

Achieved at least 50% 

of MDG target

Achieved less than 50% 

of MDG target

7

Water
% using improved sources

Achieved at least 75% 

of MDG target

Achieved at least 50% 

of MDG target

Achieved less than 50% 

of MDG target

Sanitation
% using improved facilities

Achieved at least 75% 

of MDG target

Achieved at least 50% 

of MDG target

Achieved less than 50% 

of MDG target








