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HIV-positive children are: aged 6 months to 14 years;
registered or transferred to the CTCs; attended with his/
her caregiver; consent by the caregiver to voluntarily
participate in the study. We will exclude children whose
ART information is missing in the medical records and
whose HIV sero-status has not been confirmed. An esti-
mated 800 children currently attend the 16 selected
CTCs. Because half of the CTCs will be selected for the
intervention arm, approximately half of the potential
participants (400) will be in the intervention group and
a similar number for the control group.

Caregivers of the HIV-positive children

We will recruit caregivers of HIV-positive children for
this study because our study involves children aged 6
months to 14 years, who cannot give consent themselves
to participate in the study nor can they participate in the
study alone. Furthermore, the nutrition counseling con-
ducted by the MLPs will target the children’s caregivers.
We will therefore be recruiting a similar number of care-
givers as there will be children. As in previous studies
[3,20], we will use the definition of a caregiver as a
child’s parent, relative, guardian, or anyone else above 18
years old who takes care of the child, supervises their
treatment, and accompanies the child to the CTC.

Sample size estimation

To calculate the minimum sample size for the interven-
tion and control group, we assumed the inter-cluster co-
efficient to be as low as 0.01. Also, we assumed that 8
clusters (CTCs) would be included in the intervention
arm and a similar number in the control arm. We could
not find any other studies, based in sub-Saharan Africa,
that estimated weight gain after implementing this type
of intervention, and therefore we used a similar study
conducted in China investigating children in the general
population as a reference [21]. In this study, an esti-
mated mean weight gain difference between children
of the intervention and control arm was 0.3 kg in six
months. To detect the mean difference of 0.3 kg weight
gained in the intervention group compared to the con-
trol group over a 6-month duration, at a power of 80%
and 5% significant level, 24 participants per cluster will
be needed. In total, a minimum sample size of 192 par-
ticipants for each arm will be required to produce the
desired effect. To counteract the effect of loss to follow-
up, deaths, a number of outcome variables, and missing
data, we will attempt to recruit 400 HIV-positive chil-
dren for the intervention arm and a similar number for
the control arm. Therefore, an estimated 800 caregivers
will also be recruited to participate in this study, with a
similar distribution between the intervention and control
groups (400 in each arm).
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Randomization process

We will use the CTCs as the unit of randomization. A
total of 32 CTCs provide care and treatment to about
1,800 HIV-positive children aged 0 to 14 years old in
Tanga. We will exclude private CTCs, as well as CTCs
with less than 20 HIV-positive children. A total of 16
CTCs in the area are public and have at least 20 HIV-
positive children receiving care and/or treatment; they
also represent all the districts of the region. Of the 16
CTCs, 4 are from the Tanga urban area; this is due to a
high number of CTCs and HIV-positive patients attend-
ing them. All CTCs based in district hospitals will be
selected in this study because they fulfill the selection
criteria. These 16 CTCs will be eligible for the
randomization process: a coin toss to assign 8 CTCs to
the intervention arm and 8 to the control arm. A person
who is not a member of the study research team will
conduct the randomization process.

Measurements
Nutrition status
We chose the nutrition status of HIV-positive children
as the outcome variable, including use of the categories
underweight, wasting, and stunting. We will measure
children’s weight using a standardized hanging Salter®
scale (UK) calibrated to 0.1 kg for children who cannot
stand and a standardized Seka® digital scale (Brooklyn,
USA) for children who can stand. Height will be measured
for children aged 24 months and older using a Seka® mea-
suring rod calibrated to 0.5 cm [22]. We will use a desig-
nated mark on a board to measure lengths of children
younger than 24 months in a recumbent position [23].
After obtaining height and weight data, we will convert
them to a height-for-age z-score, weight-for-age z-score,
and weight-for-height z-score [24] using the Epi-Info ENA
Ver. 3.5.1, 2008 (CDC, Atlanta, Georgia, USA) software
and WHO reference values [25,26]. Low height-for-age,
weight-for-height, and weight-for-age are measures of
stunting, wasting, and underweight, respectively [27].

Dietary diversity

Dietary diversity is one of the measures of feeding prac-
tices and thus is one of our outcome variables. We will
calculate a total dietary diversity score from a recalled list
of food items consumed over the previous day. We will
use a set list of 12 main food items found to be common
in the formative research and the child questionnaire of
the Tanzania Demographic and Health Survey [2,28]. We
adopted this method as it has been used in previous stud-
ies among HIV-positive children in Tanzania [3,20].

Feeding frequency
Feeding frequency is also a measure of feeding practices
and therefore one of our outcome variables. We will
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assess the feeding frequency of HIV-positive children by
asking the caregivers to recall the number of times they
fed their children in the 24 hours preceding the inter-
view. WHO recommends feeding frequency of five times
per day for HIV-positive children [19]. We will consider
a feeding frequency of below five to be a low feeding
frequency.

Quantity of food and quality of food

Amount and quality of food consumed by a child is
again one of the measures of feeding practices and
therefore an outcome variable in our study. We will
measure food quality (ingredients or composition) and
quantity using Tanzania food composition tables [29].
Such food composition tables provide information on
calories, protein, vitamins, and essential minerals per
100 g of the local food type.

Adequate energy intake for HIV-positive children with
no infections or severe undernutrition is 10% more than
the requirement of normal children of the same age
[19]. For HIV-positive children with opportunistic infec-
tions, energy requirements are 20% to 30% above normal
children of the same age [19]. HIV-positive children
with severe undernutrition have energy requirements of
50% to 100% above the required energy intake of HIV-
negative children of the same age [19]. We will estimate
the foods consumed in the previous 24 hours and work
out specific ingredients. We will measure the amount
consumed using common feeding utensils, such as
plates, bowls or cups. We will categorize the diet as be-
ing low quantity if the child consumed an amount below
the recommended value for that age.

Household food insecurity

We will measure household food insecurity using the
Household Food Insecurity Access Scale (HFIAS) [30].
This is because food insecurity was associated with both
acute and chronic forms of undernutrition among ART-
treated HIV-positive children in Tanzania [3]. This scale
has nine items on food access experience. Options are
ranked from 0 = ‘no’, 1 = ‘rarely’, 2 = ‘sometimes’, and
3 = ‘often’. Score ranges from 0 to 27; higher scores
reflect more severe food insecurity. The scale can con-
tinuously measure food insecurity, or it can be used cat-
egorically to identify food secure or insecure households.
The recall duration is shorter compared to other scales;
HFIAS uses a 30-day recalling period and has been
used among the HIV-positive population in Kenya and
Uganda [31-36].

HIV CTC related data

HIV clinical stage

Advanced HIV clinical stage is associated with chronic
undernutrition in Tanzania [3,20]. Like in the previous
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studies, we will use WHO clinical staging to determine
HIV/AIDS progression. The four-stage classification uses
both medical history and physical examination to classify
HIV/AIDS progression. The first two clinical HIV stages
are regarded as ‘early stages’, whereas clinical HIV stages
3 and 4 are regarded as ‘advanced stages’ [37]. In this
study, we will extract the highest reached WHO clinical
stage from the medical file of each child attending the
CTC. The CTC staff updates such information on a rou-
tine basis with each CTC visit.

ART treatment duration
ART halts HIV/AIDS progression for HIV-positive indi-
viduals, improves their immunity, reduces opportunistic
infections, and improves appetite [38-40]. Thus, it may
also serve to ameliorate the worsening of nutrition status
among HIV-positive children. ART treatment duration
has also been associated with improvement of under-
weight and stunting [41]. In this study, we will measure
the ART treatment duration as months since initiation.
We will check and record the ART regimen used.
According to the national guidelines [17], HIV-positive
children in Tanzania are typically treated by combination
therapy of three ARTs, referred to as ‘highly active anti-
retroviral therapy’. The fixed combination may either
be two nucleoside reverse transcriptase inhibitors and a
non-nucleoside reverse transcriptase inhibitor, or two
nucleoside reverse transcriptase inhibitors and boosted
protease inhibitor. Appropriate combinations differ with
child age, anemia status, liver enzymes, and side effects.
Children aged up to 36 months are given a combina-
tion therapy that includes Zidovudine, Lamivudine and
Niverapine. Older children receive a combination of
Zidovudine, Lamivudine and Efavirenz. If the child was
exposed to Nevirapine on prevention of mother-to-child
transmission of HIV/AIDS intervention during preg-
nancy, Niverapine is usually substituted with Lopinavir
boosted with Ritonavir. Stavudine is used in place of
Zidovudine if the child is diagnosed with anemia.

Opportunistic infections

We will also assess the presentation of any com-
mon opportunistic infections. Previous studies showed
an association of opportunistic infections with under-
nutrition among children living with HIV/AIDS in
Tanzania [3,42], and other countries in sub-Saharan
Africa [40,43,44]. Such opportunistic infections include
diarrhea, malaria, tuberculosis, upper respiratory tract
infections, and oral/esophageal candidiasis. Diarrhea is
defined as the presence of three or more watery stools
during the previous 24 hours [45]. Malaria is defined as
a typical febrile illness characterized by fever, chills and
sweating, and evidenced by parasitological examination
[46]. We will assess other opportunistic infections based
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on a medical history and medical records. We will also
examine for intestinal helminthes among the children, as
it is an important determinant of undernutrition, and in
particular micronutrient deficits.

Socioeconomic position

We will assess economic status using a weighted wealth
index. The index incorporates household durable assets
ownership, such as owning a paraffin lamp, television,
radio, telephone, flat iron, refrigerator, bicycle, motor
car, farm and having electricity; housing and dwelling
characteristics including main floor materials, house
ownership, fuel for lighting and cooking, type of toilet,
source of water, feeding characteristics, and household
food satisfaction [2,28]. We will construct dichotomous
variables for these items and carry out factor analysis
using principle component analysis to reduce such vari-
ables into ones that will load as factor 1, which describe
the socioeconomic position of the study population. We
will use factor loadings as item weights, and sum them
to yield the wealth index for each household [47-49].
We will divide the total weighted wealth index score into
quartiles to designate levels of economic status.

Sociodemographic data
We will adopt other sociodemographic variables pertain-
ing to children and their caregivers from the women
and household questionnaires of the Tanzania Demo-
graphic and Health Survey [2,28]. Population surveys in
Tanzania have already tested and used these variables
both in 2005 and 2010. Such variables will include edu-
cation level, orphanhood, religion, and marital status.
We will measure education level by years spent in
school. We will also group religions into the common
denominations found in Tanzania [50]. This includes
Christians, Moslems, and non-religious. We will group
marital status into either currently married or not cur-
rently married [2]. We will consider caregivers who are
divorced or widowed at the time of data collection as
‘not currently married’. We will measure child and care-
giver’s ages in months and years, respectively [2,3].

Data collection

Prior to data collection, we will train research assistants
on the data collection and ethical procedures. We will
translate the English questionnaire into Swahili and then
back-translate it to English using two independent local
researchers to check that is retains its original meaning.
We will use the Swahili version of the questionnaire for
data collection. The trained research assistants will con-
duct a pre-test for the questionnaire and the interview in
the Swahili language. We will collect data from August
2013 and continue to do so monthly for a period of six
months. To assess changes in the MLPs knowledge, we
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will use the questionnaire from the training manual to col-
lect data before and after the nutrition training.

Data analysis

We will analyze the data based on the intention-to-treat
principle. We will use both descriptive and regression
analyses. For the descriptive analyses, we will conduct
both x* and Student’s t-tests to examine the differences
in characteristics of participants in the intervention and

“control groups. This study will have two types of out-

come variables. First, nutrition status measured as
underweight, wasting, and stunting. Second, feeding
practices measured by feeding frequency, dietary diver-
sity, and the quality and quantity of foods consumed.
We will use multiple logistic regression analyses to
examine the effectiveness of nutrition training on nutri-
tion status and feeding practices of the two arms while
adjusting for confounding variables. We will also
conduct analyses to see monthly changes in feeding
practices and nutrition status and to compare the inter-
vention and control arms. To examine the independent
association of nutrition counseling by trained MLPs on
outcome variables, we will use repeated measures of
ANOVA and Generalized Estimated Equation.

Ethical considerations

Before conducting interviews or allowing participation
in the study, we will obtain written informed consent
from the caregivers. Participants will be assured of the
confidentiality and anonymity of reports and publica-
tions generated from this study. Participation will be vol-
untary and participants will be assured that there will be
no implications for their care if they refuse to participate
in the study. This study is approved by the Expedited
Review Sub-Committee of the Senate Research and
Publication Directorate of the Muhimbili University of
Health and Allied Sciences in Tanzania and the Research
Ethics Committee of the University of Tokyo in Japan.

Discussion and implications
Nutrition training of health workers has been shown to
be effective in improving the nutrition status of HIV-
negative children. In our recent systematic review [10],
health workers who were given in-service nutrition
training could transform feeding practices and the
energy intake of children in the general population.
However, we could not find studies that targeted HIV-
positive children. This population bears a higher burden
of undernutrition compared to the general population. It
is thus important to understand the effectiveness of such
an intervention among this population.

Tanzania, along with other developing countries, also
faces a shortage of well-trained health workers [6,51].
MLPs are left with the high burden of taking care of
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patients with minimum knowledge [8]. Our study will
focus on the training of this health cadre and the exam-
ination of the efficacy of such training on management
of undernutrition for HIV-positive children.

This study has the potential to directly transform the
nutrition status and feeding practices of HIV-positive
children in a region with a high burden of undernutri-
tion. The findings of this study could support proposals
to scale-up nutrition interventions using the available
health infrastructure in semi-urban and rural areas of
Tanzania, as well as in other countries with similar char-
acteristics. We will also be able to better understand the
local causes of undernutrition among HIV-positive chil-
dren in an area that has adequate food production but a
high toll of undernutrition.

The foreseen limitations of this study include differ-
ences in experiences and qualifications of targeted
MLPs. Assistant medical officers have higher qualifica-
tions compared to clinical officers and assistant nurses.
Their understanding of nutrition-related topics during
the training might also be different. To minimize this
limitation, we will use experienced trainers and both
English and Swahili languages to emphasize the import-
ant points.

Trial status
This trial was in the formulation phase during the prep-
aration of this manuscript.
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Introduction

- Years of debate, effort and struggle went into setting specific goals to promote the economic
and social development of the world’s poorest countries. Antecedents of the development
framework that ultimately emerged between 2000 and 2001 can be traced back to the
Universal Declaration of Human Rights in 1948, the Development Decade of the 1960s and
several United Nations (UN) summits held in the second half of the twentieth century [1].

At the Millennium Summit in 2000, 189 countries, represented by 147 heads of state and
government, ratified the Millennium Declaration. Six fundamental values were presented to
guide international relations in the twenty-first century: freedom, equality, solidarity, toler-
ance, respect for nature and shared responsibility. Seven key objectives were further identified
to translate these values into action: peace, security and disarmament; development and
poverty eradication; protection of our common environment; human rights, democracy and
good governance; protection of vulnerable people; meeting of the special needs of Africa; and
strengthening of the UN (2, 3]. '

To follow up the Millennium Declaration, the UN secretariat consulted its members,
representatives of the World Bank, the International Monetary Fund (IMF), and the
Organization for Economic Cooperation and Development (OECD). The resulting roadmap
was contained in the September 2001 Report of the Secretary-General to the UN General
Assembly. In 2001, the conceptual content of the Millennium Declaration was translated into
eight Millennium Development Goals (MDGs). All the UN member states and at least 23

other international organizations have since agreed to achieve these goals by the year 2015.
The MDGs are framed as follows:

Increasing incomes and reducing hunger;
Achieving universal primary education;
Eliminating gender inequality;
Reducing child mortality rates;

W N =
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Millennium Development Goals

Goal 1 Goal 2

Eradicate extreme poverty Achieve universal primary
and hunger education

Goal 3 Goal 4

Promote gender equality

and empower women Reduce child mortality

Goal 6
Goal § .
" Improve maternal health Combat HIV/AIDS, malaria

and other diseases

Goal 7 Goal 8
Ensure environmental Global partnership for
sustainability development

Figure 2.1 The eight Millennium Development Goals (MDGs)

5 Improving maternal health;

Reversing the spread of HIV/AIDS, tuberculosis, and malaria;

7 Reversing the loss of natural resources and biodiversity, and improving access to water,
sanitation, and good housing; and

8 Establishing effective global partnerships [4] (see Figure 2.1).

@)

Building upon this core agenda, several new targets have subsequently been added, including
those arising from the World Summit in 2005. For example, a target of ‘achieving universal
access to reproductive health’ was added. This target was excluded during the initial negotia-
tion of the MDGs but eventually integrated into MDG 5 due to the efforts of the UN
Population Fund (UNFPA) and several non-governmental organizations (NGOs) working in
family planning and reproductive health [4-6].

This chapter provides an overview of the progress and challenges that low-income coun-
tries are facing to achieve the MDGs. First, we look at a case study from the Lao People’s
Democratic Republic (Lao PDR), which elucidates the meaning of being ‘on track’ or ‘off
track’ in terms of achieving the MDGs. Then, we present a summary of the progress in
achieving the MDGs in the South, East and Southeast Asian regions. Following this, we
review the challenges experienced in these, and other, regions in working towards the MDGs
and, finally, we propose a way forward as a post-2015 development agenda.

Gauging progress on the MDGs: of f track, but not derailed, in Lao
PDR ,

Since the MDGs were first established, great efforts have been made in many low- and middle-
income countries to achieve the targets set. Lao PDR is no exception. However, this landlocked
nation in mainland Southeast Asia has shown the least overall progress amongst the 13 countries
in the South, East and Southeast Asian regions defined as low-income economies by the World
Bank in 2000. In Lao PDR, 13 out of 22 targets were defined as being ‘off-track’ in 2011 (see
Table 2.1), although being off track did not mean an utter lack of developmental progress.
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Table 2.1 MDG progress in South, East and Southeast Asian countries
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Lao PDR is one of the poorest countries in Southeast Asia, with an estimated population
of 5.9 million. The country has a low population density and 71 per cent live in rural
areas (see Figure 2.2). It is ethnically diverse and ethnic minorities live primarily in the
highlands, where health services are sparse and the road infrastructure is poor [7]. The
national health system is underfunded and private health expenditure made up nearly
70 per cent of the total health expenditure in 2010 [8]. Some of the many challenges faced
by Lao PDR, in common with other low- and middle-income countries, are a lack of
human resources, very low utilization rates for health facilities and limited skills among
health professionals [9, 10].

Lao PDR is indeed ‘off track’ on many of the health-related MDGs, but this does not
mean the country has failed in its pursuit of health development. For example, the maternal

\\

htmgsaly

Vientiane
capital

Density size

<11

11-17

17-24

2440

>170

Figure-2.2 Density of population by province in Lao PDR (persons per square kilometre) [38]
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mortality ratio (MMR, deaths per 100,000 live births) dropped from 1,200 to 580 in the
period between 1990 and 2008. Despite this progress, Lao PDR has been labelled as exhib-
iting insufficient progress towards achieving MDG 5. Meanwhile, Vietnam, designated as the
best performing country for MMR reduction in the region, has been widely applanded for
being ‘on track’, with a fall in death rates from 170 in 1990 to 56 in 2008. Thus, whilst Lao
PDR showed a 51.7 per cent MMR reduction, Vietnam showed a 67 per cent reduction, and
this relatively small difference defines the dividing line for ‘on track’ versus ‘off track’ status
between the two countries. In the context of evaluating progress towards the MDGs, this
dichotomy is somehow considered reasonable.

In addition, some of the ‘one-size-fits-all’ indicators simply do not fit Lao PDR [11}], as
demonstrated by the HIV/AIDS-related target delineated in MDG 6. Lao PDR has been
labelled as a country making no progress, or even regressing, on this front. Such a poor
result is, however, a reflection of a slight increasing trend in low-level HIV prevalence (from
0.1 per cent in 2001 to 0.2 per cent in 2009) among the population aged 15 to 49 years
since 2001. Because of this low general prevalence, MDG 6 is not included among the six
priority areas in the national strategies of Lao PDR to accelerate MDG achievement.
Instead, the national target for 2015, distinct from the MDG targets, is to maintain the
national HIV prevalence at less than 1 per cent [9, 12]. In this regard, the lens of the
MDGs, meaningful as it may be in context, is distorting. Thus the measurement of progress
should be seen within the context of the national agenda and efforts must be made to under-
stand the gap that exists between the MDGs and the unique, tailor-made targets set by
national governments. '

Similarly, some international programmes related to the MDGs are donor-driven and do
not always match the priorities set by a given country. The Global Fund, for example, has
strongly supported reducing communicable diseases as a key objective, while Lao PDR has
prioritized maternal and child health [13]. Aid agencies tend to focus on predetermined
agendas designed to show swift impacts. Such strategies, however, do not always lead to
sustainable outcomes, as they have typically been enacted through programmes running
parallel to, rather than integrated into, the existing healthcare systems [6, 14]. In Lao PDR,
for example, the HIV and TB programmes generally remain vertical and mostly weakly
integrated with the general health system, such as in the separate financing, governance and
planning functions for these programmes [13]. Further progress will depend largely on devel-
oping medium-term and long-term strategies that pay more attention to the development of
health systems [6].

Despite being labelled as an ‘off-track’ country, Lao PDR has been successful in achieving
several of the health-related MDGs, albeit in a qualified manner. For example, the country is
‘on track’ for achieving the target for reducing child mortality, but the rate achieved
(54 per 1,000 live births in 2010) remains exceptionally high relative to other neighbouring
middle-income countries in the region, such as Thailand and Vietnam. Moreover, both
skilled birth attendance and immunization coverage rates — indicators considered key to strat-
egies aimed at accelerating reductions in child mortality, especially in remote areas — have
hovered at low levels (20.3 per cent for skilled birth attendance in 2006 and 59.0 per cent for
measles immunization in 2009) [9].

In summary, failures in achieving the MDGs do not always equate to failures of develop-
ment. By the same token, successes in the MDG realm do not always mean successes in devel-
opment. No stigma should be attached to those countries that find themselves ‘off track’
because the MDGs are not always sufficient to capture the full picture of the progress
underway in a country.
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Achievements of the MDGs in South, East and Southeast Asia

Although the MDG agenda does not always reflect or account for the unique development
paths of individual countries, many lives have been saved or changed profoundly for the
better in South, East and Southeast Asia since the establishment of the MDGs. This section
focuses on thirteen case study countries (see Table 2.1) in the region defined in 2000 as low-

income economies by the World Bank. Data without a corresponding citation are sourced
from the UN MDG database.

The health-related MDGs

Of'the eight MDGs, three are specifically related to health: MDG 4 (reducing child mortality),
MDG 5 (improving maternal health) and MDG 6 (combating HIV/AIDS, malaria and other

disea ces)

e e e e e e o ———— e

MDG 4 - Reduce child mortality

Steady progress has been made in reducing the under-5 mortality rate (USMR, deaths per
1,000 live births among children younger than 5 years of age) in the developing world,
and the declines have been accelerated between 2000 and 2010 (annual rate of reduction:
2.4 per cent a year) as compared to the period between 1990 and 2000 (annual rate of
reduction: 1.9 per cent a year). However, progress remains insufficient to reach the global
target for MDG 4. Among the thirteen countries included in the case study, only Mongolia
has already achieved the target, reducing its USMR from 107 deaths in 1990 to 32 in 2010.
The remaining countries vary in their level of progress: five (Bangladesh, Bhutan, Indonesia,
Lao PDR and Nepal) are ‘on track’ to meet the target, while the progress of the other seven
lags behind. All ‘on-track’ countries, except for Indonesig, have made striking progress, each
going from nearly 150 deaths per 1,000 live births in 1990 to around 50 in 2010. However,
Afghanistan’s USMR has remained remarkably high at 149 deaths per 1,000 live births in
2010, ranking it the eleventh worst in the world.

Although child mortality rates are generally decreasing in the region, the majority of
deaths are now happening at an earlier age. In the thirteen countries studied, the percentage
of infant deaths (those occurring between birth and 1 year of age) has increased from 68.8 per
cent in 1990 to 78.7 per cent in 2010. Furthermore, progress has been slow on reducing
mortality in the neonatal period (spanning the first four weeks of life), during which 41 per
cent of child deaths occur globally. This is in part due to a lack of attention to neonatal deaths
through international public health policies and programmes [15]. Within the case study
countries, Afghanistan and Pakistan are among the fifteen countries globally with the highest
neonatal mortality rates — 39 deaths per 1,000 live births in 2009 [15].

MDG 5 - Improve maternal health

Globally, the MDG 5 for maternal health has shown the worst progress compared with other
goals. Whilst the target is an average annual decline in MMR of 5.5 per cent over the period
from 1990 to 2015, the global average decline between 1990 and 2008 has been just 2.3 per
cent {16]. Among the thirteen case study countries, MDG 5 indicators still lag far behind the
MDG targets, despite some significant progress. The exceptions are Bhutan and Vietnam,
each of which achieved an average annual decline of more than 5.5 per cent between 1990
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and 2008. On the other end of the spectrum, the most inadequate progress, with rates of
decline of less than 2 per cent, has been observed in Afghanistan and the Democratic People’s
Republic of Korea (DPR Korea) — 1.0 per cent and 0.4 per cent, respectively [16].

Two of the major determinants of a mother’s survival are whether or not the birth is
attended by a skilled health professional and whether or not antenatal care is accessible.
Bhutan, the only early achiever of the target for skilled birth attendance, has made significant
progress by increasing the rate of professionally attended births by nearly 60 per cent (from
14.9 per cent in 1994 to 71.4 per cent in 2007). However, in each of the four countries
(Afghanistan, Bangladesh, Lao PDR and Nepal) with the highest estimated MMR (MMR
2300), skilled health professionals attend less than one in four births and less than two in three
births among expectant mothers who have received antenatal care at least once.

MDG 6 — Combat HIV/AIDS, malaria and other diseases

Since 2001, the global HIV incidence rate has declined steadily, reaching the targeted 25 per
cent decline by 2009, with progress in Sub-Saharan Africa at the helm. Yet the number of
people living with HIV continues to rise due to expanding antiretroviral treatment coverage.
'Among the case study countries, five (Cambodia, India, Myanmar, Nepal and Vietnam) have
already achieved the target for HIV prevalence. However, rates of condom use at last high-
risk sexual encounter among young people aged 15-24 is still quite low in some countries,
including India (22 per cent among women and 37 per cent among men in 2006). Universal
access to treatment for HIV/AIDS is unlikely to be achieved by 2015, though worldwide
coverage has been significantly expanded. Rates of coverage remain quite variable among
eleven of the thirteen countries (there are no data available for Afghanistan and DPR Korea).
Cambodia has already achieved universal access, with antiretroviral therapy coverage of at
least 80 per cent among the population in need, while two countries (Nepal and Pakistan) had
coverage of less than 20 per cent in 2010.

Major progress has been made against malaria, too. An estimated 655,000 malaria deaths
occurred in 2010, of which 91 per cent were from Africa and 86 per cent were children under
5 years of age. Globally, the estimated incidence of malaria has decreased by 17 per cent since
2000 [17]. Among the case study countries, except for Mongolia as a malaria-free country,
five (Afghanistan, Bhutan, DPR Korea, Nepal and Vietnam) reported that malaria cases fell
by more than half between 2000 and 2010. The remaining countries reported either little
change (Cambodia, India, Indonesia and Lao PDR)) or increasing case numbers (Bangladesh,
Myanmar and Pakistan) [18].

In terms of other-targeted infectious diseases, the burden of tuberculosis is gradually
decreasing as well. Globally, the annual incidence rate has fallen to about 1 per cent and the
world is ‘on track’ to achieve the corresponding MDG target if this trend continues. Among
the case study countries, only DPR Korea and Lao PDR are exceptions to the pattern of
reducing the tuberculosis incidence.

The other MDGs

The remaining MDGs to be addressed herein (MDG 1, MDG 2, MDG 3 and MDG 7) are
not classified as directly related to health. Nevertheless, those goals play an important role
towards achieving the health-related MDGs. Among the thirteen low-income countries, five
have successfully increased incomes and reduced hunger, or are on track to do so (MDG 1),
while only Vietnam is on track to achieve the full primary schooling coverage target contained
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in MDG 2. Overall, the most significant successes have been in improving gender equity
(MDG 3) and access to safe drinking water and better sanitation (MDG 7) in the thirteen case
study countries.

MDG 1 - Eradicate extreme poverty and hunger

One of the greatest MDG successes worldwide has been in poverty reduction. The global
poverty rate is expected to fall below 15 per cent by 2015. With this milestone, the world will
have surpassed the MDG target, which is set at a 23 per cent decline. This is despite the global
economic crisis, which could well have hindered progress and, in some cases, even increased
the depth of poverty [19]. However, meeting the hunger-reduction target remains a difficult
prospect in many regions of the developing world. The proportion of undernourished people
remained at 16 per cent between 2005 and 2007, representing approximately 837 million
people worldwide, and fell by only 2 per cent since the period 1990 to 1992 [4].

Among the thirteen low-income countries in focus, only five (Cambodia, Indonesia, Lao
PDR, Pakistan and Vietnam) are early achievers, or ‘on track’, for reducing poverty, while
four (Mongolia, Bangladesh, India and Nepal) are currently ‘off track’. Meeting the target for
reducing the prevalence of underweight children under 5 years of age will be achieved by six
countries who are early achievers or ‘on track’ (Afghanistan, Bangladesh, Cambodia, DPR
Korea, Mongolia and Vietnam), while seven countries are ‘off track’ for reaching this target
(Bhutan, India, Indonesia, Lao PDR, Myanmar, Nepal and Pakistan). Thus, only Cambodia
and Vietnam are early achievers, or ‘on track’, for both poverty and hunger reduction targets
in South and Southeast Asia.

MDG 2 - Achieve universal primary education

In the developing world, the primary education net enrolment ratio (NER) is rising slowly
(from 82 per cent in 1999 to 89 per cent in 2009). Among the case study countries, four have
achieved an NER higher than 90 per cent (India, Indonesia, Mongolia and Vietnam).
Especially notable is progress achieved in Bhutan, which increased its NER by more than
30 per cent over the period from 1999 to 2009 (from 55.9 per cent to 88.4 per cent).

In contrast, progress in increasing the ratio of pupils who complete a full course of primary
education has seen less progress and is far from meeting the MDG target. On average, 72.5
out of 100 children in the eleven case study countries completed primary education, with
specific rates ranging from 54.5 in Cambodia to 94.4 in Mongolia, based on available data as
of 2008 (excluding Afghanistan and DPR Korea, for which available data were insufficient).
The remaining challenges, along with universal primary school enrolment, are to improve
the quality of primary education, improve retention of children in schools and properly adapt
education for children living in conflict zones [4]. Impacts of conflict zones on achieving
MDG targets may be felt both directly and indirectly. For example, poverty and hunger are
caused by conflict (MDG 1). Conflict also creates barriers to accessing éducation that might
affect MDG 2 [20].

MDG 3 - Promote gender equality and empower women

Female education rates are improving in the developing world. In 2009, for every 100 boys,
there were 96 girls enrolled in primary and secondary schools across the developing world
[4]. This is a significant improvement from 1999, especially in South Asia, where the ratio has
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jumped from 83 to 95 girls per 100 boys in primary, and from 75 to 89 girls per 100 boys in
secondary, education. The tertiary level of education, meanwhile, presents the highest ratio
of female students among all levels of education, at 97 gitls for every 100 boys, though there
is a considerable difference across regions [4].

Twelve of the thirteen case study countries (excluding Afghanistan) have also achieved
significant progress in terms of the Gender Parity Index (GPI) in primary education —
especially India, where the GPI rose from 0.76 in 1991 to 0.97 in 2007. The GPI is designed to
measure the ratio of girls to boys in primary, secondary and tertiary education. It is calculated
by dividing the female Gross Enrolment Ratio for the given level of education by that same
ratio for males. In Afghanistan, they are lagging far behind in terms of girls’ access to education
and are seriously ‘off track’ for achieving the related MDG target, with a GPI of 0.67 in 2009,
but they are likely to meet the target by 2020, as the ratio has been steadily increasing since .
2004 [4]. At the same time, cultural constraints must be mitigated, such as through teaching
single sex classes and providing security for girls in conservative areas [19, 21, 22].

MDG 7 - Ensure environmental sustainability

Steady progress has been made towards improving access to safe drinking water and the
global MDG target of 89 per cent coverage by 2015 will be met if this trend continues. In
contrast, progress towards the goal for sanitation has been much slower, especially in South
Asia, where almost two-thirds of the population practises open defecation. Among the thir-
teen case study countries, half (Aféhanistan, Cambodia, India, DPR Korea, Mongolia, Nepal
and Vietnam) are ‘on track’ to achieve the MDG target on safe drinking water, while only
three countries (Lao PDR, Myanmar and Vietnam) are ‘on track’ to achieve the sanitation
target. Other countries are making slow progress and require greater acceleration towards
development on these fronts.

Linking the health-related and other MDGs

Whereas MDGs 4 to 6 are directly related to health, the other MDGs are linked to promoting
health through development in various, more indirect ways. For instance, in as much as
poverty remains a cause of hunger and, ultimately, undernutrition, hunger and undernutri-
tion (MDG 1) are seen as underlying causes of many diseases [23]. To wit, food insecurity and
hunger have been linked with rapid spread and progression of diseases including HIV/AIDS
[24, 25]. Families suffering from such ailments have continued to fall into the vicious cycle
of poverty leading to food insecurity and seguing into hunger, widening the gender equity
gap (MDG 3) and affecting children’s educational attainment (MDG 2). -

Likewise, gender-based inequities (MDG 3) render women and their children more
vulnerable to poor health. In particular, educated mothers (MDG 2) who are literate, well
informed and empowered have a greater capacity to promote their children’s health [23].
Along similar lines, better sanitation and safe drinking water (MDG 7) translate into fewer
opportunities to acquire infections, especially among children and other high-risk groups
such as people living with HIV/AIDS [9].

To improve global health in general, more global partnerships should be fostered (MDG
8). Such partnerships have been seen to have an appreciable impact on key health-related
issues of global concern, including HIV/AIDS, malaria and TB (MDG 6). Through living
examples of global initiatives like the Global Fund to Fight AIDS, TB and Malaria (GFATM),
the Bill and Melinda Gates Foundation (BMGF), the Global Alliance for Vaccines and
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Immunization (GAVI), the Clinton Foundation HIV/AIDS Initiative (CHAI), and other
bilateral and multilateral organizations, more vertical programmes targeting specific health-
related areas have been implemented. Given their complex interlinkages and interdependen-
cies, the MDGs clearly cannot be implemented in isolation, but rather must be tackled
through concerted multilateral, multifaceted interventions.

Limitations of the MDGs

Challenges in fully realizing the MDG vision notwithstanding, the framework they represent
has undoubtedly facilitated notable successes and real progress in the field of international
development. The MDGs have served effectively as a tool to generate discussion, focus atten-
tion and help assign accountability for leaders’ pledges. The goals have helped to galvanize the
aid community and reverse the aid declines after the end of the Cold War. Of particular note,
the United States, the European Union, Canada, Norway and other regions promised in 2002
to substantially increase aid as a result of the MDG negotiations [12]. The MDG agenda has
also had notable success in encouraging global political consensus, especially in terms of
providing a focus for advocacy, improving the targeting and flow of aid, and refining the
monitoring of development projects [3]. At the same time, the MDGs have been marked by
a variety of common limitations, as summarized below.

Limited involvement of developing countries in formulating the MDG framework: The involvement of
developing countries was limited in the process of formulating the MDG framework [3]
and only 22 per cent of the world’s national parliaments formally discussed the MDGs |5,
7]. This is one of the reasons why Lao PDR ended up establishing its own target for HIV
control.

Conceptualization and execution: The very specific nature of the MDGs generated considerable
gaps in coverage and failed to realize synergies that dould arise across their implementa-
tion, such as synergies between education, health, poverty and gender. In addition, several
targets present a measure of goal achievement that is too narrow or that might not identify
a clear means of delivery [3].

Lack of clear ownership and leadership: In particular, new targets such as ‘achieving universal
access to reproductive health’, added at a later stage, have not been very successful. This is
attributable not only to their complexity, but also to the limited national ownership and/
or lack of engagement by national governmental organizations [3].

Inequity: Issues of equity arise because many of the goals seck to attain specific minimum
standards, e.g. of income, education or maternal/child survival. To bring people above
this threshold might realistically mean a focus on those for whom least effort is required,
neglecting groups that are more difficult to reach for geographical, ethnic or other reasons
[3]. For example, MDG 4, aimed at reducing the USMR by two-thirds, can be achieved
by a variety of policy interventions, some of which could actually make children from
poor communities worse off. Therefore, success in achieving MDG 4 cannot always be
regarded as a success in the true spirit of the Millennium Declaration [26].

Limited accountability for failing: The MDGs might be reasonably expected to have diminished
their effectiveness due to diffused accountability for failing to meet them [27]. In fact, the
weakness of the monitoring and follow-up mechanisms is widely regarded as one of the -
major limitations of the MDG framework. This weakness has resulted in a lack of mutual
accountability on the part of national governments, international institutions and other
actors to achieve the MDGs. - V
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Problems of design: Several studies have pointed out that it is impossible to meet the MDGs
because of how they were originally designed, rather than due to a lack of policy effort,
commitment or aid [26, 28, 29]. The MDGs are pootrly and arbitrarily designed to
measure progress against poverty and deprivation, and their design makes relative
performance look worse than it really is. For example, in the case of MDG 4 (to reduce
child mortality by two-thirds), the relationship between increased mortality reduction
and initial mortality has made it more unlikely that a high-mortality region like Africa
would attain the proportional goal [29].

As we approach 2015, there is considerable interest in assessing the present goals and in
considering the future of the development goals after 2015 [3].

Overcoming MDG challenges in preparation for the post-MDG era

This section discusses possible pathways to achieve the health-related MDGs in preparation
for the post-2015 era of development agenda setting.

To date, Asian countries have experienced varying degrees of both successes and failures
in attempts to achieve the targets set for the health-related MDGs. In several countries, vari-
ations are observed by socio-economic strata and between urban and rural areas. For example
in Lao PDR, MDGs present a useful global picture of development, but the interpretation of
being ‘on track’ or ‘off track’ must be made very carefully. For instance, a status of ‘off track’
does not mean that all previous MDG-oriented interventions have categorically failed.
Appreciating the history of development efforts requires the data gathered to be put to good
use to assist policy making in order to move forward.

As highlighted in the thirteen case studies, the implied ‘one-size-fits-all” approach consti-
tutes an important flaw in the design of the MDG framework. For the purpose of sustainable
development, any new agenda should consider each country’s distinct needs, plans, levels of
economic development, population size, culture, stability and overarching vision. For
example, among the thirteen low-income countries in Asia, a more tailored approach is
needed in regions facing special economic constraints, such as Myanmar, Lao PDR and
Cambodia; in conflict and post-conflict countries, such as Afghanistan and Pakistan; and in
population-dense countries, such as Indonesia, Bangladesh and India.

Achieving the health-related MDGs has generally entailed a heavy investment of capital.
The push has, therefore, been especially difficult for the low-income Asian countries, largely
dependent on external developmental aid such as Official Development Assistance (ODA)
[30]. Countries receiving low shares of ODA funding, such as Myanmar [31], have corre-
spondingly encountered greater obstacles in achieving the targets. Even with the somewhat
meagre progress achieved, sustaining the pace is no easy proposition since it entails continued
dependency on the ODA.

At the starting line of the MDG era, Asian countries naturally entered the ‘race’ with
varied levels of economic development. Economic and development levels, in turn, deter-
mine the magnitude of health problems faced by a nation, and they also define the speed of
progress to achieve the health-related MDG targets where comparisons of progress become a
numbers game. Therefore, the Asian countries with comparably worse health indicators have
been seen as making more progress than their counterparts. This is because it is comparatively
easier to see progress for the countries that started with a higher burden of disease compared
to those entering the MDG era with relatively better health indicators. Also, even with
similar investments of capital, a significant reduction is naturally expected for countries with
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a higher burden compared to those with a low burden of a similar disease. For example,
Myanmar and Cambodia showed higher levels of progress towards MDG 6 than Lao PDR,
Pakistan or Afghanistan. This is primarily because Myanmar and Cambodia had comparably
high burdens of HIV and TB at the outset.

Close attention must also be paid to non-communicable diseases (NCDs), which have
undermined the achievement of the MDGs in many settings. It is estimated that NCDs will
continue to increase in developing countries and the greatest increases will be observed in
Africa. The existing links between NCDs and HIV/AIDS, tuberculosis, and child and
maternal health mean that NCDs need to be tackled if the MDG targets are to be achieved
and if more progress is to be made in low-income countries in the post-MDG era [32].

Even if the time frame for the unmet MDG targets were to be extended beyond 2015,
~ sustainable development in this region is unlikely to be realized under the current terms [33].
To achieve sustained development in health, a preferable strategy would be for low-income
countries in the region to embrace the Sustainable Development Goals (SDGs) agenda
proposed by UN Secretary-General Ban Ki-Moon’s high-level global sustainability panel,
convened in the lead-up to the Rio+20 summit in June 2012 [34]. The SDGs are built upon
the so-called ‘triple bottom line’ approach to human wellbeing, incorporating social inclu-
sion and health as core functions of the development agenda. Though the SDGs may encom-
pass a vision for global development, the approach in each region should be tailored to suit
national interests [34]. Moreover, specific policies should be formulated to yield cost-effective
interventions relevant to the time, context and internal revenue of each country, necessitating
minimal dependence on the ODA. For example, countries should be encouraged to use their
own health plans to design and implement policies and interventions that are feasible using
their national revenues first rather than acting according to the wishes of donors, who natu-
rally provide funds for what they personally see as important.

On a practical level, ODA has been a key ingredient in the observed successes surrounding
the health-related MDGs [35]. The strides made in attaining MDGs 4 and 6, for instance,
were partly due to support from donor agencies, including the United States Agency for
International Development (USAID), GFATM, the Presidential Malaria Initiative and GAVI
[4]. On the other hand, over-reliance on ODA has arguably weakened countries’ ownership
of the health and development agenda [36]. The challenge of sustaining such expensive and
donor-financed projects beyond the lifespan of the MDGs warrants serious consideration and
financial reforms. Thus far, ODA would appear not to represent any sort of definitive answer
for a sustainable international development agenda [37].

Conclusion

In the end, the real value of the MDGs is in the fodder they have provided for the public
health and development community as a whole to continually think and act for promoting
health and development in low-income countries. In this sense alone, they should be appreci-
ated as an important stepping-stone. Such a limited framework, however, is just one element
of the goals to be pursued in each country. Based on lessons learned in the MDG era, we need
to rethink what ‘development’ means for low-income countries and to whom it is beneficial.
Global aid communities may feel satisfied with the achievement of the MDGs, but if indi-
viduals in each country are still suffering from unreasonable pain or discomfort, achieving
such targets is simply not enough. To go beyond this, we have to create a new paradigm of
development goals — one that will truly improve the health and wellbeing of people living in
underserved areas, especially in low-income countries.
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