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In global health terms, the 1980s and 1990s
was a period of some turmoil. Funding to
the countries we now term ‘Low and
Middle Income’ (LMICs) had become the
province of financial institutions like the
World Bank and International Monetary
Fund (IMF), which filled the vacuum
created by the waning enthusiasm of High
Income Country governmental develop-
ment budgets.1 This, in turn, wrested auton-
omy from the LMICs, creating a cycle of
dependency. The subsequent insecurity and
reluctance to invest in sustainability was
compounded by chronic war, famine and
instability and, in many parts of
Sub-Saharan Africa and South Asia, this
resulted in inertia. This was further exacer-
bated by other issues, some refractory and
others new and wholly unexpected: appal-
lingly low literacy rates and refractory
gender inequality, the emergence of HIV,
the rise of multidrug-resistant tuberculosis,
stagnation in the prevention and manage-
ment of malnutrition, rising antimalarial
drug resistance and a limited repertoire of
vaccines against the predominant respira-
tory pathogens.

Against this background, the United
Nations met in September 2000 in
New York at a meeting attended by all 189
member states of the time. Couched
within a sub-section of the aspirational
general Millennium Declaration were eight
highly ambitious, very specific and time-
targeted Millennium Development Goals
(MDGs),2 arguably the highest profile
global health project ever conceived.
These were based on a mixture of social,
developmental, health, nutrition, water
and sanitation determinants. The philoso-
phy was simple: every country member
signing the accord would aim to achieve its
own target. The targets were largely based
on achieving set minimum improvements
in each parameter from the 1990 levels by
2015.

Each MDG had (and still has) implica-
tions for child health, the first six being
most directly related. MDG 1 specifies a

halving of extreme poverty and hunger;
MDG 2 the achievement of universal
primary education; MDG 3 the elimin-
ation of gender disparity; MDG 4 the
reduction of child mortality by two-thirds;
MDG 5 the reduction of maternal mortal-
ity by three-quarters; and MDG 6 the
halting and reversal of the rate of spread of
HIV and malaria. The final two goals
target environmental sustainability: these
include access to potable water and
adequate sanitation (MDG 7) and working
towards global development (MDG 8).
Though each participating country was

encouraged to develop initiatives to meet
the targets, this would never have been
possible without the sort of high income
countries/LMIC partnerships envisioned
in MDG 8. Fair trade, support of technol-
ogy and the provision of affordable medi-
cines have all been pivotal. Debt relief has,
perhaps, been even more important and
the G8 agreement in 2005 to provide
major donors such as the World Bank,
IMF and African Development Bank the
funds to cancel US$50 billion debt of the
most indebted countries such that they
could focus on health and development
was a major catalyst. In the pre-MDG era,
most programmatic work was dichoto-
mised into horizontal (generic delivery
using pre-existing infrastructure) or verti-
cal (disease-specific) systems of delivery.
The MDG years have seen a shift to mixed
systems incorporating both. Successful
examples of both include: Integrated
Management of Childhood Illness, Global
Alliance for Vaccines and Immunisations
and the Roll Back Malaria campaign.3

Naturally, there have been constraints in
implementation, which are both general
and specific to each country. These are
too numerous to detail here but include
social determinants of illness behaviour,
inequitable service provision, erratic drug
supplies and a paucity of robust tools for
quantification.3

Over time, a number of valid criticisms
have been raised. There is a widespread
(though not universal) feeling that the
Goals were too narrow, that they failed
to target post-primary education, that
outcome quantification tools were insuffi-
ciently robust and that non-communicable
diseases and disability were not
included.1 4

There is an additional opinion among
some parties that the improvements seen
over the period since their implementa-
tion would have occurred in any case as a
result of concomitant socio-political
changes. This may never be fully resolved,
but whether or not the association is
wholly causal (and allowing for inevitable
within country variability), let us examine
what has irrefutably changed since the
signing of the declaration. Poverty reduc-
tion was achieved 5 years ago and the
reduction in hunger on course to be
achieved in time; 90% of children in
LMICs were receiving at least some
primary education in 2010 and in 46
countries at least 30% of parliamentarians
were women; child mortality has fallen by
a half from 90 to 46 deaths per 1000 live
births from 1990 to 2013, equating to a
saving of 17 000 lives a day. Maternal
mortality has fallen by nearly a half, and
80% of women receive some antenatal
care; HIV and malaria mortality have
fallen and antiretroviral treatment is now
available to 10 million patients in
LMICs.1 5

It would be naïve to believe that this is
the end of the story and there are a
number of reasons for an extension of the
project beyond 2015. There remain wide
intercountry differences, the poorest
nations almost invariably faring worse in
their pursuit of the targets, gender
inequality has not improved in many parts
of the world and children of uneducated
mothers are still more likely to die before
school age. Many indicators remain off
course with, for example, appallingly high
stillbirth rates and the continued high
prevalence of malnutrition. Stunting, the
best composite marker of prenatal, peri-
natal and postnatal health, remains rife.
Primary school education is denied to 1 in
10 children and gender inequality (argu-
ably the least successful of the goals) in
many countries is similar to that in 1990
in terms of employment, schooling and
authority. These sobering reminders of
work yet to do have provided the impetus
to new, post-2015 initiatives.5 6 The rec-
ognition that work is incomplete has led
to a renewal of policy for the next stage,
Sustainable Development Goal (SDG) era.
Appreciation of the pivotal role of nutri-
tion in all the outcomes has led to a wave
of commitment led by the World Health
Assembly to both assessment and inter-
ventions in the ‘first 1000 days’. Other
recent initiatives such as the Every
Newborn Action Plan and the Global
Action Plan for the Prevention of
Pneumonia and Diarrhoea (GAPPD) will
maintain momentum, but none of these
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will achieve the hoped for advances in the
absence of service integration and contin-
ued financial support.

It is against this background and with
the end of the first phase of the MDGs on
the near horizon that ADC commissioned
a special supplement to examine the suc-
cesses, failures and future of the Goals.
This is released this month, includes a
foreword by HRH The Princess Anne and
a series of pieces by very high-profile
authors discussing both theme-specific
issues and the evolution of child health in
each of the world’s regions through the
MDG era. These issues are relevant to us
all, wherever we live and for which we all
have a degree of accountability. We are
privileged to have assembled a group of
such authorities and urge you to read on.
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