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The International Federation of Medical
Students’ Associations

The mission of IFMSA is to offer future physicians a comprehen-
sive introduction to global health issues. Through our programs
and opportunities, we develop culturally sensitive students of
medicine, intent on 1influencing the transnational inequalities
that shape the health of our planet.

The goal of the Federation is to serve society and medical students
through its member organizations in the following ways:

Empowering medial students in using their knowledge and
capacities for the benefit of society.

Providing a forum for medical students throughout the world to
discuss topics related to individual and community health, educa-
tion and sciences and to formulate policies from such discussions.

Promoting and facilitating professional and scientific exchanges
as well as projects and extracurricular training for medical students,
thereby sensitizing them to other cultures and societies.

Provide a link between different members, medical student
associations-and international organizations, and encourage their
cooperation for the ultimate benefit of society.

IFMSA was founded 1in May 1951 and is run by
medical students, for medical students, on a
non-profit basis. IFMSA is officially recognized
as a non-governmental Organization within the
United Nations’ system and has official rela-
tions with the world Health Organization. It is
the international forum for medical students,
and the largest student organization 1in the
world.
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Message

Andreas Rudkjsbing (Denmrark]

Fresident, IFMSALID0E 2005

amal | president @ ifmsa.org

he Millennium Development Goals
are just goals.

When the heads of governments of
186 countries signed the Millennium
Declaration in 2000, they articulated
comprehensively, at the highest
political level, the priority areas of
economic, social and environmental
development that need to be pursued
in order to reduce poverty and enable
sustainable development.

The goals represent an important
step in the underlining of the
interconnectedness of the problems
that the world is facing and they
formulate, in one document, the
breadth of development efforts needed
to create a more just world. It is now
more explicit that development is not
just about economic growth; the goals
have given us a vision of development
where health and education is a
cornerstone.

With goal number eight, the MDGs
underline the global responsibility
of the international community. All
the other goals’ completion depends
heavily on the formation of this new
global partnership. It is clear that
everyone’s effort, including IFMSA’s,
is needed for the achievement of the
Millennium Development Goals.

S I nternational
From the IFMSA President

The goals, however, are not perfect.
By definition, goals are not about
processes or best practises - nor do
they involve explaining the means
to achieve them. They are simply
targets that set out the roadmap of
development until their achievement.

The Governments of the world are
committed to the end result, but are
they willing to provide the means
also?

850 million people are starving and
over a billion people are living in
extreme poverty - their lives are in
a constant state of emergency, but
the whole development world moves
at a somewhat easier pace. Now the
problems have been identified and
prioritized, we know what to do. What,
then, are we waiting for?

At the time of writing, the dying
economies of Sub-Saharan countries
are, taken together, are not on track
for meeting a single target. There is
no progress, rather worsening, on
the status of poverty, hunger, infant
mortality or immunisation against
measles; on maternal mortality; on
malaria; secondary-school enrolment
for girls, on forests, drinking water
and sanitation.

Where is the money? In 1970, the rich
countries of the world agreed to reach
0.7 % of GNI as foreign aid at the latest
in 1980. Twenty-five years later, only
5 countries have reached that target,
four are EU member states. The high-
income countries must scale up and
reach the 0.7% target.

It is widely acknowledged that
spending on prevention and treatment
of AIDS is needed as a key-aim. It is
also regarded as one of the most cost-
effective ways to spend money in
developing countries. While nearly 5
million people were HIV infected last
year, spending on its prevention is
very far from satisfactory.

Is money the only thing we need?
Money is of course essential, but
other basic factors include the type
of governance adopted nationally
and internationally; compliance with
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international commitments, human
rights and gender equality, fair
trade, reversing the spread of non-
communicable diseases, information
sharing, security and other global
common goods.

I think it is worth reiterating that
development and achievement of the
MDGs is also the responsibility of the
developing countries themselves. It is
the developing countries that make,
or do not make, progress towards the
MDGs, not the donors.

As future physicians and community
leaders, we have to act as advocates
for global health and we must speak
out louder and clearer. We must ask
ourselves and others very simple
questions ‘Why should people go
hungry amid plenty? ‘Why should
children die of diseases that a
simple bednet could prevent? We
must actively hold our governments
accountable for their promises — so
act! Go out and tell everybody the story
that this publication is telling you.
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MSInternational Message
From The 12th issue of MSI Editorial Board

(13 t this defining moment in

history, we must be ambitious,
our action must be as urgent as the
need, and on the same scale” — Kofi
Annan

Millennium Development Goals. What
do those words bring to mind? Ending
poverty? Achieving a sustainable
future? If you are like many Change
Agents, which we know you are, that
pretty much sums it up. Five years on
from the noble pledges made at the UN
Millennium Assembly to cut extreme
poverty by half by 2015, it is time to
take stock of how much remains to be
done.

Relatively speaking — which is the way
one should speak in 2005, it being
the Centenary of Einstein’s famous
theory — promises to be a pivotal
year for the world, presenting a rare
window of opportunity for Africa. This
September, world leaders will meet
in New York to review the progress
made on the Millennium Development
Goals (MDGs). The MDGs hopes, among
others, to improve the right to health,
access to life-extending and -saving
services and treatments which remain
a dream for mltitudes, especially those
in Africa. For its part, IFMSA chose
to focus this year on the MDGs, in
particular those related to health.

As future physicians, our role in
this global struggle has become
more pronounced; not only from the
urgency of defeating HIV/AIDS, malaria
and tuberculosis, but also because
the MDGs present us with a unique
opportunity to inject new vigour and

a renewed commitment to saving lives
and helping the world move a step
closer to achieving the ambitious but
realistic targets of the MDGs. It also
provides us a leverage to ensure the
long-term sustainability of the MDGs
is met. The issue at hand is quite
daunting, complex and challenging
but we have to commit ourselves
because it is an agenda for you and us.
It will make or break the world we live
in.

This edition, the 12th issue, is a
celebration of the indomitable spirit
of mankind. It is the fruit of tons of
sweat, time and energy the Editorial
Team has pulled together, despite the
rigours of medical education, over
the last couple of months to produce
what you now have before you. It is
packed with intellectually stimulating
articles on the broad issue of the
Millennium Development Goals for
Health, interviews with ‘champions’
pioneering the cycle of change with
respect to the MDGs, a survey about
the views and perceptions of medical
students on the MDGs, a column
on WHO’s work on the MDGs and
resources on the MDGs. The Review
of “Investing in Development: A
Practical Plan to achieve the MDGs”
is something to behold in this issue.
We also have our President - Andreas
Rudkjebing - to talk about the work of
IFMSA in achieving the MDGs.

Some months back, Salil Shetty,
Director of the UN Millennium
Campaign said in an interview while
commenting on the challenges of
the MDGs, “The Scope is huge, the
time is short. Everyday lost is serious
for people dying. The challenge
is gathering groups together and
beginning to work practically”. The
good news is that the world has, at its
disposal, the technologies, finances,
and more importantly, the will and
kindness to make things happen. We
mean NOW! As we close, We hope this
publication will challenge us, inspire
us and provoke us to action - and
We look forward to hearing how your
activities and projects are making a
positive difference in your community,
country and the world at large.

Ao Adewnrnmi (Nigerral
Edifar-n-chiaf M5 1 2eh 155 on MOGE
st L e T ) i D 60 E e

Akihvra Warabe (lagan)
Publicatins irecran 2004-2005
Pu f:'caf:'ans@f_l’m:sa.arg

Farma M Gdaymat (Lebanan)
EMR Coordingran 2004-2005
reamriifosa.arg
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Survey MSInternational
Medical Students’ knowledge about MDGs

uring IFMSA March Meeting 2005 (MMO5) in Antalya, Turkey, 12th MSI team sent out questionnaires about
MDGs to the medical students who attended the General Assembly (GA).

These are the results of Pre-test and Post-test.
Pre-test:

Initiative P}ojett Coordinator, each Standing Committees’ Sessions (Public Health, Reproductive
Health including AIDS, Refugee and Peace, Medical Education)

Post-test:

*The correct answers are

Question 1: have you ever heard of the millennium decleration?
A. Yes

B. No

Question 2: the millennium declaration includes the following number of millennium
development goals:
) 1

A
B. 4
C. 8
D 18
Question 3: at the millenniu it i her 2000 the states of the united nations

committed to achieving the
A. 2005

2012
2015
2020

o =

Question 4: The number of goal(s) di
A. 1
B 3 /
C 7
D 8

uestion 5: from the foIIov&ng which is not a MDG?

Eradicate extreme poverty and hunger
Reduce child mortality

Q

A.

B.

C. Ensure environmental s;yfcainal‘%m;e
D. Reduce smoking, alcohokand s

E

F.

G

Achieve universal primary\edugtion
Promote gender equality and empo
None of the above

Question 6: what do you think of the MDG?

A. They are achievable and realistic to all countries

B. They are realistic but unachievable on time

C They are unrealistic and unachievable on time

D No idea

E Other

Question 7: should IFMSA be involved in the MDG campaign?
A. Yes

B. No

C. Not sure
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survey

Pre-test Post-test p-values
Question 1
Yes b2 109
43 7% 90 8% Lo
No 67 11
5b.3% 0.2%
Question 2
B 49 108
65.3% 97.3% 0.00
Other 26 3
34. 7% 2. %
Question 3
2015 39 107
b2 1% 094 % L
Other 35 B
47 3% 5.3%
Question 4
3 41 89
5o.2% 78.8% -
Other 32 24
43 8% 21.2%
Question 5
reduce smoking, alcohol, & 20 78 g
substance abuse 29.0%, 70.9% ;
Other 49 32
71-0% 29 1%
Question 6
achievable & realistic 10 14 T
12-8% 12 4% ’
realistic but unachievable 43 78
b5 1% &9 0%
unrealistic & unachievahle 7 11
9.0% 9. %
no idea 15 2
19.2% 1.8%
other 3 8
3.8% 1.1%
Question 7
yes 61 105
74 4% 91_3% b
no 2 1
2. 4% 9%
not sure 19 9
23.2% 1.8%
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Focus

MSInternational

manating from the Millennium

Declaration, the eight
Millennium Development Goals
bind countries to do more and
join forces in the fight against
poverty, illiteracy, hunger, lack of
education, gender inequality, child
and maternal mortality, disease
and environmental degradation.
The eighth goal calls upon rich
countries to relieve debt, increase
aid and give poor countries fair
access to their markets and
technology. Developing countries
have a responsibility to undertake
policy reform and strengthen their
governance to release the creative
energies of their people.

The Millennium Development
Goals are a test of political will to
build stronger partnerships and
bring about change to the way
the world works. The Millennium
Development Goals are also an
opportunity for students to
consider what role they have to

play in the development agenda.

Many of the students that get
involved in the International
Federation of Medical Students’
Associations (IFMSA) are motivated
to make a difference to the lives
of others. They have seen poverty
and inequality, and are frustrated
by the injustice of the world.
Through their activities, they hope
to alleviate suffering and improve
the lives of those less fortunate
than themselves. Whilst good
intentions are commendable, it is
essential that students think about
what specific skills they have and
what they can actually contribute.

Students’ strengths stem from their
enthusiasm and energy. They have
made a choice to give up their free
time to work on an activity that has
a particular significance to them.
Although they might not have the
specific knowledge and skills on an
issue, they are committed to seeing

their vision become a reality.
When planning action, medical
students must be aware that study
and work commitments mean
that any involvement is likely to
be transient. Thus, for any goals
to be realistic, they must be made
in the short term only. Without
training in development issues or
access to resources or expertise,
it is important that students also
keep their goals simple, and do not
try to bring about massive political,
economical or social changes.

The main strength that students
have is their understanding of the
minds of young people. Young
people are the future and need to
be engaged in global issues now if
there is to be lasting change to the
way the world works. By raising
awareness of the way the world
works, students can encourage
others to get involved and take
action. There are three ways in
which young people can make a

Photo: students in Maternal & Child Health work shop , IFMSA March Meeting 2005
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MSInternational

Development Goals

difference. Firstly they can educate
themselves and their peers about
why poverty exists and what needs
to be done to alleviate suffering
and reduce inequality. Secondly,
they can give their time and energy
to volunteer in local community
projects. Finally, they can use their
strong collective voice to demand
that governments do more.

Working towards the Millennium
Development Goals complements
students’ strengths. Focussing
on the eight specific issues gives
structure to students’ activities,
enabling them to work effectively
towards change with limited time
and resources. The Goals do have
limitations, but students can learn
to critically analyse development
policy in the context of each issue.

Think Global

hink Global is an IFMSA

initiative project that aims to
provide increased opportunities
for students to learn about global
health. It is hoped that through
raising awareness of the global
determinants of health, students
will be better equipped to take
action now and for their future
careers in a global society. Global
health education is integral to the
mission of the IFMSA but needs to
have greater prominence if a wide
audience is to be reached.

There are three ways in which
Think Global is implementing its
vision.

a)Global health education at IFMSA
meetings

The IFMSA meetings are held twice
a year in March and August. They
each bring together around 600
medical students from around
the world. The events are an ideal
opportunity for raising awareness
of global issues and learning about
each others’ experiences of student
action and global health. Equipped
with ideas and information, it is
hoped that students will return
home inspired to share what they
have learnt with peers are their
university.

There has been much debate about
how to deliver information and
whether to adopt a theme at each
meeting. Whilst the method is
important, it is crucial that our
energy is not diverted from making
the educational events happen.

b)Think Global training workshops

The Think Global training
workshops aim to provide
participants with an introduction
to the core global issues and train
them in the skills needed to take
action on global health education
on a local and national level. The
workshops also aim to prepare
students for their future role as
health advocates by demonstrating
how they can use their voices now.

Photos: cross section of students during the MM 2005

Focus

The first workshop was held in
London in April 2005; the next is
planned for Nigeria in December
2005.

c)Supporting students organising
their own events

Think Global has limited resources
and can only expect to reach
students that are actively involved
in the IFMSA. Through its
activities, it hopes that students
will organise their own activities
on a local and national level. The
project is looking at developing a
manual that will serve a tool for
enthusiastic students interested in
promoting global health education.

A key point about Think Global is
that anyone can get involved and
organise an activity. The project
does not dictate what should
happen and when. It recognises
that students know what activities
work best for their peers, and that
motivation is highest when an idea
is owned from the outset. Rigidity
would remove the passion that
makes student action so enjoyable
and effective.

Bryony Whipp (UK)
Initiative Project Co-ordinator of IFMSA
thinkglobal@ifmsa.org
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The Millennium Development Goals:

¢rT'he road to hell is paved

with good intentions”, and
few people can deny that the
Millennium Development Goals
reached by consensus of 189
countries in September 2000, is
nothing if not a clear set of good
intentions. While I doubt the MDG
road will ultimately lead us to a hell
of any kind, there are times when I
wonder if it will lead us anywhere
at all.

I was inspired the first time I read
the MDGs: 8 definitive areas had
been singled out for attention,
with specific measurable targets to
achieve within a finite time period.
It seemed like the first real decisive
action taken on such a scale to
address the needs of the majority
of populations whose voices are
often unheard or underrepresented
in the global arena. I still get that
tingle of “what if” when I think of
how different the world would be
if we were able to achieve those
goals: halving the proportion of
people who suffer from hunger;
reducing maternal mortality by
75% and child mortality by 66%;
improving access to safe drinking
water and sanitation and ensuring
affordable, safe access to essential
drugs. We could finally give those
who have nothing the opportunity
to experience a level of health that
adds value to their lives.

So the question remains, having
decided on our course of action,
how far have we come in realizing
it? With a third of the time
elapsed, 2005 is a year for crucial
evaluation and reflection on what
progress, if any, has been made in
those countries most affected by
the issues under scrutiny. Firstly it
is important to evaluate the merits
of the MDGs themselves and decide
if they really address the issues
facing the developing world. One
criticism leveled at the MDGs is
that it does not address the issue
of reproductive health. Those of
us living in sub-Saharan Africa
realize that AIDS is not a disease
of poverty or lack of education: it
affects all people from all walks of

life. The factors that determine
its current epidemiological profile
owe a great deal to the plethora
of social and cultural norms that
make up our society, and until we
address the disease in that context
we will continue to fight a losing
battle against the problem instead
of preventing it in the first place.
HIV is not a problem in isolation,
but forms part of the experience
of many women in this part of the
world, where their needs are not
heard or valued, and they have to
first be empowered to determine
their own health before significant
progress can be made. Giving
attention to the social determinants
of health is essential to dealing
with any disease, communicable
or not, in a comprehensive and
definitive manner.

Another criticism is that the
MDGs do not address the issue
of non-communicable diseases,
which constitute a significant
proportion of the global burden
of disease. With reference to the
developing world, the problem is
often eclipsed by the overwhelming
scope of the burden of infectious
diseases. Again, in order to
address what may be considered
diseases of lifestyle, one needs
to look at social determinants of
health, as well as the nature and
scale of interventions needed.
Lifestyle modification with regard
to specific recognizable risk
factors can prevent many of these
diseases, but requires sufficient
infrastructure to allow for patient
education and assistance with
lifestyle modification. It is difficult
to modify your diet when you
are happy to simply have food at
times, or to quit smoking when
the immediate effects are obvious
and the nebulous threat of lung
cancer seems purely theoretical.
In South Africa, people are dying
from infectious causes (often
by opportunistic pathogens in
immunocompromised patients)
long before they manifest
symptoms of the majority of non-
communicable diseases. Until we
have the resources to adequately
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address both, we are forced to
prioritize one above the other.

A final criticism of the MDGs is
that they provide no guidance on
how to reach the targets. Each
country is left to its own devices
to effect change at local level, with
supervision and guidance from
WHO, but this means that any
change is ultimately dependent
on the political commitment and
will of the government in power.
I sat in the 58th World Health
Assembly listening to people
from every WHO department and
every country represented at the
assembly ask the same question:
why, when we know what needs
to be done, are the countries who
need intervention the most lagging
furthest behind in reaching the
targets? No one seemed willing
to point out that if governments
were indeed doing what they
promised, and actively seeking to
implement new strategies, instead
of waiting for someone to hand
them the solution on a beautiful
blank cheque from the World Bank,
we would have greater promise of
fulfilling our goals. I heard every
African Minister of Health who
spoke at the Assembly request
developed countries to pour more
money into the developing world,
citing financial constraints as
the reason for failure to progress.
I listened with a great deal of
cynicism to that request. The
MDGs do not take account of the
vital role of health care systems in
achieving a greater state of health.
We have to design interventions
with delivery in mind, and there
will be little benefit to the public
if money pours into a country
to be used to procure drugs and
implement interventions that
an infrastructure cannot sustain
beyond the immediate present. The
South African Minister of Health
declared that what was lacking in
my country was sufficient research
needed to strengthen the health
care system, and that we needed
to find incentives to attract bright
young graduates to this field.
A lack of human and financial
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Translating policy into action — A South African Perspective

resources will eventually cripple
local implementation of global
strategies.

The limitations of the MDGs can be
summarized into target constraints
that are selective and quantitative.
Selectivity precludes focus on:
*Reproductive health

*Health systems

*Human resources

*Conflict and violence

*Food security
*Non-communicable diseases
Disability

Quantitatively, the MDGs fail to
capture inequity or answer the
questions about why data collection
and resources should prioritize
targets rather than the goals
themselves. Current statistics are
based on figures from the previous
decade, favouring recent poor
achievers and populous nations
and easily hiding disparities in
averages. Most importantly, it

does not address sustainability.
In my view, where the MDGs really

fail is in the lack of emphasis
on empowerment. Developing
countries look to developed
countries for deliverance from their
internal problems, and a recurrent
theme is one of greater sharing
of global resources. How can we
look at sustainability without
prioritizing empowerment?

Sri Lanka is the country recovering
fastest from the devastation of the
tsunami. They resisted pressure
for privatization of their health
care system for the longest period
of any Asian country, insisting
on free inpatient care because
they recognized that catastrophic
illness cripples everyone regardless
of background. They took
responsibility for their own health
care delivery and empowered
themselves as individuals capable
of determining and thereby
sustaining their own health care
systems, even in the face of natural
disaster on such a scale.

We will not be able to achieve the

MDGs by 2015 without significant
progress in sub-Saharan Africa, but
it is leadership that will make the
difference between lives lost and
lives saved. We must not focus
solely on increasing available
resources and health services, but
also aim to make its value and
purpose understood. An ancient
Chinese proverb says “A justified
cause wins much support; an
unjustified one wins very little”.
Without doubt, we are fighting
for a justified cause, but it will
require a great deal more support
and strength of will from those
in power before we can hope to
achieve our goals.

Serini Murugasen (South African)

President

National Executive Board

South African Medical Students Association

This integrated training consist of three simultaneous, interrelating trainings, Integrated

gl A gy,
o "".'1” i 7 Management of Pregnancy and Childbirth (IMPAC), Integrated Management of Childhood Illness
.,_:-'!- E (IMCI), and Child Right (CR). And will uniquely train 30 student leaders form different parts of the
:;f " world to provide holistic and integrative understanding, knowledge, and skills of IMPAC, IMCI,
> %- and Child Rights, and maternal and child health issues. They also will develop strategic plans
S ;:Q- to improve IMPAC, IMCI and CR implementation, advocate maternal, perinatal and child health
{ b issues, and manage public health projects in their respective regions and countries.

NEIVISA

www.mch-training.org

e-VAGUS
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Infant and child mortality rates
are considered two of the most
complex indicators in development.
They reflect both the efficiency
of the health system and the
influence of socio-economic and
cultural factors on child survival.

Close to 11 million children under
the age of five died in 20021, 97
per cent of them in developing
countries. Levels of under-five
mortality vary widely across
countries from 4 to over 280 deaths
per 1,000 live births. The latter is
equivalent to over 28 per cent of
children dying before reaching the
age of 5.

Five diseases -pneumonia,
diarrhoea, malaria, measles,
and HIV infection- account for
over 50 per cent of these deaths.
Malnutrition is a contributing
factor in over 60 per cent of cases.

Millennium Development Goal
(MDG) number 4 calls for the
reduction of child mortality by two
thirds, between 1990 and 2015. A
strategy to reduce child mortality
rates needs to consider both the
specific diseases that threaten
children’s lives as well as the
functioning of health systems as a
whole.

Status of Progress

Progress during the 1990-2002
period has been uneven. The largest
reduction in child mortality was
achieved in Northern Africa, where
the rate in 2002 was less than half
the rate estimated for 1990-an
annual average decrease of 6.3 per
cent. There was also significant
progress in South-Eastern Asia,
Latin America and the Caribbean
where child mortality decreased on
average by 4 per cent annually.

Obstacles to
Improvement

Challenges to making faster
progress include the HIV and
AIDS epidemic, economic decline,

10
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GOAL 4: Reduce child Mortality

conflict, inequality, persistent
poverty in some parts of the world,
and lack of progress in reducing
the number of deaths of newborn
babies.

At thFESg,.lntry

Egypt is on track to achieve the
MDG of reducing infant mortality by
two-thirds. The Egyptian Ministry
of Health and Population (MOHP)
has focused on strengthening
programs with direct impact
on improving infant and child
mortality indicators2.

The “Healthy Mother, Healthy
Child” project is focusing on Upper
Egypt. Providing neonatal and
maternal care, it positively affects
neonatal and maternal mortality
rates. Nutritional programs such
as iron supplements for pregnant
mothers, fortifying subsidized
bread with iron, iodization of
salt, and breastfeeding programs
are improving the nutritional
status and reducing nutritional
deficiencies. Still, they do not
fully address the problem of
malnutrition, which contributes to
ill health and repeated infections.
Such problems could be captured
with better implementation of
growth monitoring activities.

Egypt’s introduction of the child
insurance scheme and the inclusion
of childhood illness in the basic
benefits package of the health
sector reform pilot project allow a
more comprehensive approach for

Medical Student International Magazine, August 2005

health care provision and access
to care for children in the different
stages of development. The family
physician concept is expected to
play a role in improving access to
quality care for the family.

The Diarrhoeal Disease Control
Program and components of the
Child Survival Project started as
donor funded programs but became
fully institutionalized in the
Ministry and were integrated with
existing initiatives. Other programs
such as family planning, antenatal
care, and immunization of pregnant
mothers against neonatal tetanus
play a major role in lowering
neonatal mortality.

Memoranda of Cooperation were
signed with 13 medical schools,
eight nursing schools, and six
secondary nursing schools to
implement revised obstetric
and neonatal curricula. Clinical
protocols and service standards for
Essential Obstetric Care and the
National Perinatal Care Program
were completed and approved by
the MOHP for implementation
nationwide.

Those protocols and standards are
being introduced into some medical
and nursing schools to train
future house officers and Residents.
The National Breastfeeding Training
Center was established and
breastfeeding training materials
were developed for health providers
and NGOs. Five hundred service
providers were trained, thirteen

Photo: Post natal clinic in Egypt
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Are we on track to meet the target?

modules on lactation management
education be in integrated into
post-graduate medical institution
curricula.

The comprehensive program
titled Integrated Management
of Childhood Illness (IMCI) was
adapted for the Egyptian situation
using the generic WHO materials.

On the other hand, the progress
towards the MDG target is

005 has provided a new way for

us to take local action and have
an impact on global health. Every
day 30,000 children die because
they are living in extreme poverty.
The only way to save these children
is to Make Poverty History!

Make Poverty History is a coalition
of over 450 organisations in the UK
who have got together to campaign
for Fair Trade, Drop the Debt and
More and Better Aid. We must stop
the rules that force poor countries
to stay poor because they cannot
get a fair price for their products.
Debt is crippling the efforts of
many countries to improve the
situation in their country, there
have been many promises but the
debt has still not been dropped.
There have also been many
promises regarding aid and a target
of 0.7% of national income was
set but very few countries have
achieved this. If these three issues
are addressed poverty really could
be history.

uneven. Without more action, the
international and national death
rate for under-fives will only have
fallen by one quarter worldwide3.

“It is incredible that in an age of
technological and medical marvels,
child survival is so tenuous in so
many places, especially for the poor
and marginalized. We can do better
than this.”

- Immediate Executive Director of
UNICEF, Carol Bellamy

2005 is a crucial year, especially
for the UK, because it has the
presidency of the EU, hosts the G8
and has a general election. Also,
only 10 years remain until the
Millennium Development Goals
should be achieved and currently
it looks very unlikely that we will
meet them.

Medsin-UK joined the Make Poverty
History campaign in February
2005. The first thing we did was to
bring the message to the IFMSA-GA
in Turkey. The UK cannot do this
alone, we need all the countries in
the world to join together and make
the politicians listen. They have
said that it’s only when they hear
the message coming from more
diverse places and more countries
that they can and will act. Medsin-
UK wanted to involve all its friends
in IFMSA in this campaign so in
Turkey we sold our white bands,
showed videos and had a Fair Trade
stall. Many other IFMSA NMOs then
took on the campaign and have

1 United Nations Children’s Fund, The State
of the World’s Children 2004

2 UNDP Human Development Report (2001)
World Bank Group - Egypt “Country at a
Glance” http://www.worldbank.org/data/
countrydata/aag/egy_aag.pdf

3 www.un.org/esa/population/publications/
PopAspectsMDG/16_UNICEF1.pdf

Mohamed Ali (Egypt)
Organizing Committee Member, AM2005
workshops@am2005-eg.com

since achieved amazing things.
IFMSA-Norway set up a national
coalition and got their pop-idols to
wear white bands!

Medsin-UK has been raising
awareness back at home too.
Various events have taken place
across the country with awareness
evenings, hunger buffets, parties
and several thousand white bands
sold. We are now concentrating
our efforts on the rally which
is taking place on 2nd July in
Edinburgh prior to the G8 meeting
in Gleneagles. Hundreds of Medsin-
UK members will come together
dressed in their scrubs with Make
Poverty History bands and tape to
join the rally. Over 100,000 people
are expected to make a white band
around the city in a clear message
to the G8 leaders that they must
take action! Many of us will then
be staying in Edinburgh for the
week long festival which is being
organised by People and Planet for
students.

To get involved in the campaign
wherever you are in the world
please take a look at www.
whiteband.org and find out what’
s going on in your country. If you
have any questions please email
Medsin-UK on mph@medsin.org
and come join us on July 2nd for
the biggest event of its kind in
years!

Claire Procter (UK)
President MedSIN-UK
president@medsin.org

Photo: White band of MAKEPOVERTYHISTORY (http://www.makepovertyhistory.org/whiteband/)
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he World Health Report 2005

showed that almost 11 million
children under five years of age will
die from preventable causes. Among
them are 4 million babies who will
not survive the first month of life.
Furthermore, 3.3 million babies
are stillborn each year. Maternal
deaths also continue unabated -
the annual total now stands at 529
000 with 68 000 as a consequence
of unsafe abortion. These deaths
are often sudden and unpredicted.
Families are frequently forced into
poverty due to the cost of health
care that arrived too late or was
ineffective.

According to the World Health
Report, reducing this death toll
in line with the Millennium
Development Goals depends largely
on every mother and every child
having the right to access health
care during pregnancy, childbirth,
the neonatal period and childhood.

The MDGs and time-bound targets
for each of the goals were set up in
September 2001. This was followed
by a road map for implementation
of the millennium declaration,
which formalized the goals,
and laid down progress monitor
indicators.

The forte of the MDG concept is
that it amalgamates the crucial
aspects of healthcare with other
critical sectors like education,
water and sanitation, providing
a common platform for the
integrated development and overall
progress. This kind of multifaceted
approach in conjunction with
the requisite financial and
logistical support from different
agencies, governments, and
organizations, might create the
resources necessary to truly make
a difference. We too should look on
these goals as an opportunity for
us to make a difference.

Though the MDGs encompass a
wide spectrum of problems, health
is the most critical. Development
in the healthcare and overall
well-being of a population has a

geometric effect on the progress
and economic development of that
country. A healthy population is
a healthy work force. What could
be a better starting point in the
quest for a healthy population
than the mother and her child?
Pregnancy, parturition and the
post-partum period are highly
stressful for a mother, and this may
be perpetuated by poor nutrition
and health so rife in developing
countries.

The solution lies not merely in
better health care facilities, but also
a drastic social change to create
awareness about the importance of
a healthy woman and consequently
a healthy child.

My personal experience in India
offers a good insight to the general
neglect shown towards the plight
of women, with women's issues
always confined to the backburner.
Traditionally the male is regarded
to be the all-powerful person in
society, and female feticide is
commonplace in villages, towns
and cities.

Although the health of mothers,
newborns and children have
had been priorities for decades,
the places that began with the
highest burdens of mortality and
ill-health have made the least
progress during the 1990s. In some
countries the situation has actually
worsened, and worrying reversals
in newborn, child and maternal
mortality have taken place.

Even though technical knowledge
exists to respond to many, if
not most, of the critical health
problems and hazards that affect
the health and survival of mothers
and newborns, they have not be
well recognized, and corrective
strategies have not been effectively
applied in the developing world.

Prenatal care

Antenatal care is the mainstay
of maternal and child health, as
a healthy in-utero environment
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Women Risk Death To Give Life

ensures a healthy and safe
future for the child. Bringing
care to patients via regular
antenatal outreach programs
can help provide quality care to
individuals in underdeveloped and
inaccessible areas of Asia, Africa
and South America. In addition
to dealing with the morbidity
and mortality of pregnancy and
birthing, antenatal care can also
be used as a powerful platform for
other health programmes such
as family planning, HIV/AIDS and
the prevention and treatment of
sexually transmitted infections,
tuberculosis and malaria.

Perinatal care

There are a total of 136 million
births every year and each birth
represents unprecedented danger
and stress for the mother. Nearly
all fatal outcomes and disabling
sequelae can be averted with skilled
and responsive care. For optimum
safety, every woman, without
exception, needs professional
skilled care when giving birth, in
an appropriate environment that
is close to where she lives and
that respects her birthing culture.
As mentioned before outreach
programs can best provide such
care by bringing health care to the
patients in form of a registered
midwife or a health worker with
midwifery skills. These health care
workers should also be trained and
equipped to provide the necessary
antenatal care and screen the
pregnant patient for hypertension,
weight gain, glycosuria and
proteinuria using simple bedside
procedures. These simple measures
can avert, contain or solve many
of the life-threatening problems
that may arise during childbirth,
and reduce maternal mortality
to surprisingly low levels. Skilled
midwifery professionals also need
the back-up of a hospital for women
with problems that are beyond the
competency or equipment available
at the first level of care. All women
need first-level maternal care and
specialist care is only necessary
for a minority, but to be effective
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both levels need to work in tandem
and both must be put in place
simultaneously.

Postnatal care

The need for care does not stop as
soon as the birth is over. The hours,
days and weeks that follow birth
can be dangerous for women and
constitute a majority of maternal
deaths. This aspect of maternal
health has been largely ignored
and morbidity of post-partum
infections and haemorrhage
continue to push the numbers up
on maternal mortality charts. There
has been a welcome emphasis in
recent years on improving skilled
attendance at birth, but this should
not divert attention from postnatal
care.

Medical education is a vital
building block in the life of a
physician. It is imperative that at
this point adequate emphasis is

laid on the on the importance of
maternal and child health. This can
be done by appropriate initiative
being taken on the part of the
medical schools. As a part of their
training, medical students must be
taught the importance of Maternal
and Child Healthcare. Obstetric
training must be emphasised and
all physicians must be proficient
in handling basic obstetric
emergencies and initiating initial
treatment before referral to tertiary
centers. Government and health
care organizations in conjunction
with medical schools should set up
Emergency Obstetric and Childcare
centers, which cater exclusively for
obstetrics and paediatrics. These
need not be very advanced facilities,
but must be staffed by qualified
personnel and cater for the local
population. Medical students as
a part of their training should
work in these centers to pick up
the primary skills associated with

Photo: Women waiting for their turn in a antenatal/postnatal clinic

maternal and child health care.

In conclusion it is important
to recognize issues concerning
maternal and child health care
and to implement measures in its
improvement. A lot of work still
needs to be done. After all, children
of today are the future of tomorrow.
To ensure a healthy tomorrow we
should insure healthy mothers
caring for healthy children.

Bikram Bal MD (USA)
Yale School of Medicine, CT

Dilraj S. Grewal (India)
IMSO-India

Mohit Singla MD (India)
Treasurer IFMSA 04-06
treasurer@ifmsa.org

Medical Student International Magazine, August 2005 13



Focus

MSInternational

Cardlovascular Health: Update on the Philippines

Cardiovascular diseases rank
number one among the ten
leading causes of mortality in
the Philippines for both men and
women. This was just another
medical fact for me, until I actually
saw how such diseases stealthily
impinge on the lives of Filipinos,
and in particular, women.

My initial exposure to
cardiovascular cases was in a small
community in Sampaloc, Manila.
My partner and I were assigned
to the family of a 70-year-old lady
called Tea, who lived with her
husband and two daughters. Tea
is a known hypertensive. She has
twelve children; one of whom cares
of her. The second daughter, who is
married, continues to live with her.
She lives in a simple dwelling made
of light construction materials in a
poor urban community. Her house
has two floors, with ceilings so
low that she has to walk with her
head bent down. Now retired from
the cleaning service, she obtains
income from a small store she put
up in front of her home. Apart from
that, she lives on her husband’s
retirement savings. She faithfully
goes to a doctor for check-up and if
she can afford it that month, might
buy half the recommended dosage
of any medicine prescribed. We
recommended a healthy diet which
she appeared to have understood,

but somehow, we knew she would
eat whatever was served in the
table. We gave her pamphlets and
repeatedly counselled her and her
family about lifestyle modification.
After six months, we returned to
check her progress but Tea was not
home. We found out that she had
been taken to a nearby Hospital for
coronary artery disease.

Tea’s daughter, Emilia, is also a
known hypertensive. She has
three children. She spends her
days taking her children to school
(less than a mile away), keeping
the house clean and attending
acupuncture sessions. She too
faithfully visits a doctor for regular
check-up. She checks her own blood
pressure and never fails to visit her
doctor whenever she feels
something wrong. We gave our
recommendations and then came
back to follow-up their fulfilment
of those after six months...

The family was generally conscious
of their health. I was amazed at
how readily they seek medical
attention whenever they feel
something abnormal happening
in their bodies. At first, such
an attitude relieved me since
it gave me confidence that my
job (to encourage them to adopt
healthy behaviours) would be
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effective. However, when we met
them the second time and asked
for their feedback regarding our
recommendations and family
health care plan, I soon grasped
their real outlook on health. Upon
my inquiry about their compliance,
one of the patients smiled shyly
at us, not knowing how she could
look straight into our eyes, telling
us she forgot where she kept all the
pamphlets. Without losing heart,
I asked whether they at least read
the pamphlets before losing them.
And with that same smile, she
coyly admitted she never perused
through them. Mustering all my
patience, I tested her recall of each
recommendation we gave at our
last visit. After all the rapport and
active interaction we had in the
previous visits, I still believed at
this point that she practices or
at least remembers most of the
advice we gave her family. However,
nothing much changed. Due to
lack of money, compliance with
medication remains poor. More
so, there does not seem to be a
positive attitude towards applying
preventative measures such as
avoiding fatty or salty foods and
doing exercise. Perhaps they believe
that reqularly seeing the doctor is
the sole principle in maintaining
one’s well being.

Indeed, one cannot change people
overnight. Visiting a family for
one hour a week for one month
and again after six months is not
enough to impress upon them the
virtues of primary health care. I was
lucky to land on a family that was
accommodating. They expressed
almost everything that occurred in
their lives, narrated whatever they
can remember about their illnesses,
and listened intently to us mere
medical students. Despite the little
time we had with them, we were
able to get enough information.

The underlying problem is, however,
the lack of personal responsibility
for one’s health through a healthy
lifestyle, of the family assigned
to us may just be the same one
among the other families living

Photo: Cross section of patients
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in a community. It apparently has
not been uprooted and perhaps
it would take many more years to
eradicate personal habits.abits.

Notwithstanding my initial
disappointment, I realized that
there is hope for these two
hypertensive women we had
taken care of. Encouraging them
to continue going regularly to the
doctor is one big leap. Fostering
the attitude of following preventive

measures given by the doctor is yet
another step; and I can proudly say
my group mate and I have tirelessly
sown the seed. But the growth and

the watering of that seed must ﬁ,‘,

now be taken over by those who
can better take care of them - the
next medical students assigned to
them, or better yet, the local health

workers who must unstintingly see |
through the specific needs of the .

community and promote wellness
as a personal responsibility.

Focus

Beverlee Verona L. Mante (Philippines)
University of Santo Tomas

bvimante@yahoo.com

IFMSA-PANAMA contributing to the MDGSs

Young people have the
imagination, ideals, energy
that can be a major resource in
the social mobilization needed to
address the concerns and problems
we are facing our world and in our
country today.

This year, IFMSA-PANAMA is
working on a project promoting
sexual and health education to
high school students. Teenagers
are at risk of unhealthy behaviours
because they are starting their
sexual life, and do not have
information about problems they
may face in the future. Our project
is based in senior high schools in
order to target the population who
are about to be exposed to this risk.

First, we are educating medical
students in these topics, preparing
them to answer each question, and
how to interact with the students,
so that we can freely communicate

with the teenagers.

The second part of our work
involves promoting an open art
contest based on seasonal topics
related to sexual and reproductive
health. The first contest is entitled
“how to prevent HIV”, and consists
of posters, jingles, and videos
related to this prevention.

From September to November,
we will work on the third MDG
“Promotion of gender equality”. We
will conduct workshops in public
and private companies about the
reproductive rights of and health
policy towards working women.
Items we will focus on include:
women as a source of money, as
the unique source of earnings in
the home, the mother role, mother-
father role, wife role, responsibility
for the home and self esteem.

Finally, but not less important, on

Photos: Tea's daughter and grandchildren / Sampaloc Manila

World AIDS Day we will organize
a joint march with other NGOs
working to prevent AIDS in Panama.
At the end of the protest, we will
stand to form a human red ribbon
using red t-shirts and helium
balloons.

We know for sure that young
people can make the difference
this is why we are focusing this
year our energies in the detention
and prevention of HIV in young
people, as a way of reaching the
millennium goals.

Greetings from Panama

Maydelin Pecchio (Panama)
President IFMSA-PANAMA
pres_ifmsapma@yahoo.com

Eric Rodriguez (Panama)

Student /NGOs walk against AIDS, Panama
December 1 World AIDS Day

Coordinator

scorapanama@yahoo.com
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The Role of Universities in Promoting Access to Medicines

niversities Allied for Essential

Medicines (UAEM) is a group
composed of students, faculty, and
researchers at numerous member
universities in the US, the UK,
and Canada, who are dedicated
to increasing access to essential
medicines, especially for those
who cannot afford life-saving
therapy such as HIV/AIDS drugs.
Multiple barriers to access exist:
high prices, lack of infrastructure
(from transportation to the clinic
to clean water), lack of political
will, and insufficient funding
of treatment programs. This
“systematic inability of individuals
in developing countries to obtain
existing medicines” is known
as the “access gap” (see Amy
Kapczynski et al., Addressing
Global Health Inequities: An Open
Licensing Approach for University
Innovations, Berkeley Technology
Law Journal, 20(3), 2005). A related
obstruction to effective treatment
of diseases prevalent in developing
countries is the 90/10 “research
gap”— a term describing the fact
that 90% of research funds go
towards 10% of the world’s disease
burden, leaving diseases that
primarily impact the global poor
massively underfunded (ibid).
UAEM has been formulating and
advocating potential solutions
that can help close both of these
devastating gaps.
Background

Universities are the modern
engines of basic science research
and they are filing more patents
than ever before. According to
the Association of University
Technology Transfer Managers,
the number of patents issued to
respondents of a survey of leading
research universities more than
doubled between 1993 and 2003
(AUTM Licensing Survey, 2002).
Universities have reaped large sums
from pharmaceutical inventions
such as Xalatan, a glaucoma drug
invented at Columbia University,

and some of the antiretroviral
drugs for HIV such as stavudine
(also called d4T, Yale University),
abacavir (University of Minnesota),
lamivudine (Emory University), and
enfuvirtide (Duke University).

More research means more
pharmaceuticals, which is
ultimately a great thing;
however, newer patented medical
technologies usually have high
prices for two reasons. First, there
is the high cost of research and
development due to clinical trials
among other factors (see Richard G.
Frank, Editorial, New Estimates of
Drug Development Costs, Journal
of Health Economics, 22, 2003).
Secondly, since the patent owner
has a monopoly on the product, i.e.
no competitors, they can usually
set the price significantly above
the cost of production (see James
Love, Pharmaceutical Research
and Development and the Patent,
International Journal of Health
Services, 35(2), 2005). Such prices
are usually too expensive for
most people living in developing
countries. Sadly, they are often the
people who need the technologies
the most (see http://www.
accessmed-msf.org/).

With universities patenting and
licensing more than ever, the
university should not neglect its
dedication to the public good and
thus should do everything in its
power to promote access for those
people who cannot afford the
resulting technology. This does not
imply that the university should go
into the development business, but
it does mean that the university,
as the patent holder, can adopt
intellectual property (IP) policies
that lead to more affordable drug
prices in developing countries. It
can be done: Yale and Bristol Myers
Squibb singlehandedly reduced
the price of stavudine (d4T) in
South Africa by more than 95% by
agreeing not to enforce the patent
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there. The d4T story, however, is
one of a retroactive reaction to a
bad situation. It has taken years
for prices on other AIDS drugs to
come down. Millions have died in
the meantime, and more will follow.
UAEM is in favor of a proactive
approach in hopes of reversing this
tragic trend.

Strategies

Members of UAEM are trying to
convince universities to adopt the
Equitable Access License (EAL) as
part of their IP policies. The EAL
relies on generic competition as the
lynchpin for ensuring affordable
medicines in places where the
therapies are needed most because
generic competition is one of the
best ways to keep prices down
(see Oxfam's Briefing Paper No.
26). The EAL is proactive in that
before the drug is even completely
developed, all parties agree to allow
generic production for the purpose
of selling the pharmaceutical
products in low- and middle-
income (LMI) countries. Since
medicines are usually developed
under more than one patent, all
technologies associated with the
end product, such as patents owned
by the university and others, would
be subject to this open license.

Also contained within the EAL
is an attempt to address the
research gap through a neglected
diseases research exemption that
removes intellectual property
hurdles to conducting research
on neglected diseases. In addition
to the EAL, UAEM is advocating
a broader range of actions that
universities can take to help close
the access and research gaps. For
example, we encourage innovative
collaborations between universities
and public-private partnerships
(PPPs) or non-profit organisations
to enhance neglected disease
research as well as development.
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What You Can Do

We hope that all of you, as medical
students around the world who care
deeply about public health, will
become involved in the campaign
to close the access and research
gaps.

With respect to the research gap,
you can locate and liaise with
entities in LMI countries that
would be able to commercialize
university research outcomes into
medical products for neglected or
non-neglected diseases.

In terms of the access gap, your
advocacy work can be directed
towards your university and your
government. If your university
does research, you can work
with them to ensure that they

incorporate proactive solutions
like the EAL in their licenses to
ensure access to technologies that
sprout from their research. You
can pressure your government and
research institutions to ensure
that clinical trials in your country
follow ethical standards, ensuring
access to successful medications
even after a study stops. Or you
can raise awareness and lobby your
government against additional
barriers to access such as trade
agreements that extend patent
rights.

At the very least, you can become
educators who raise awareness
about the severity of these gaps
and their detrimental impact on
health conditions, especially those

Focus

of low income countries.

We hope that our future doctors
understand that writing the
prescription is only half the job.
Making sure patients have access
to medicines can often make just as
much difference in improving their
health.

To find out more about Universities
Allied for Essential Medicines,
please go to http://www.
essentialmedicine.org

David Scales (USA)

Yale Medical School
Stephanie W. Wang (USA)
Princeton Graduate School

International Federation of Medical Students’ Associations
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MDGs: Our chances of Success!

Progress on reducing hunger and malnutrition

Achieve universal primary education

Empower women and promote equality between women and men

Reduce under five-child mortality by two-thirds

Reduce maternal mortality by three-quarters

Reverse the spread of diseases, especially HIV/AIDS and malaria

Ensure environmental sustainability

Create a global partnership for development, with targets for aid,

trade and debt relief.

y now, all of you might be aware

of the acronym MDG! If not, go
to page 1 of this booklet. No doubt
MDG is a noble initiative taken and
189 countries have decided to go
for it. This in itself means a big
significance in modern history.
But if we go back in time, we might
come across many such policies and
initiatives taken by the modern day
man, which sounds great, though
their success can be easily gauged
by just taking a walk in sub-urban
area of the developing world, where
no one can tell that Mr. President
has attempted to reduce poverty
and raise the standard of living.
Eradicate Poverty! Great slogans
and speeches are motivating, but
are we able to make a difference
from fancy offices located in posh
locations?

MDGs, if analyzed critically and if
their success is monitored, may
not be very different from their
ancestors, but those who still think

that the MDGs are just another load
of policies may not be fully true.

If current trends in growth and
poverty reduction continue, the
goal for eradicating extreme
income poverty is within reach. But
this may well be the only goal to be
attained as many of the other non-
income goals — such as universal
primary education, promoting
gender equality and reducing child
mortality — where current rates of
progress are too slow.

Below is an assessment of the
current status of the eight MDGs.
Goal One: Halve extreme poverty
and hunger.

Objective

Halve the proportion of people
living in extreme poverty — and
those suffering from hunger - by
2015 (from 1990 levels).
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Pr _ ess on halving
extreme poverty

In 1990, 28.3 percent of the people
in low and middle-income countries
lived on less than $1 a day. By 1999
the share had fallen to 21.6 percent,
driven mainly by strong growth in
China and India. But if the poverty
line is drawn at $2 a day, which
is closer to a practical minimum
in middle-income countries, an
estimated 2.7 billion people are
this year estimated to be living
on less than $2 a day. This is more
than half the population of the
developing world. The number of
people living on less than $2 a day
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is rising in South Asia and Sub-
Saharan Africa. By 2015, if present
trends continue, the poverty rate
measured at this higher cutoff will
have fallen by no more than 40
percent from its 1990 level.

Eaﬁt Asia and the
Pacific prove winners

East Asia and the Pacific recorded
the fastest economic growth over
the period. GDP per capita growth
rose by 75 percent, while the
number of people living in extreme
poverty fell from 29.4 percent to
14.5 percent between 1990 and
1999.

Africe and.the former
Iron Curtain countrie
struggle

In Sub-Saharan, where the GDP per
capita fell by 5 percent, the extreme
poverty rate rose from 47.4 percent
in 1990 to 49 percent in 1999. The
numbers are believed to be still
rising.

The economies of Eastern Europe
and Central Asia, which were
undergoing a transformation to
market-based systems, suffered
an even sharper decline in income
than Sub-Saharan Africa. Their
poverty rates more than doubled in
the early to mid-1990s. But poverty
rates have been dropping more
recently, returning in many cases
to pre-transition levels.

Overall chance of success: Good,
if the poverty line is drawn at $1
a day. If projected growth rates
remain on track, global poverty
rates will fall to 12.5 percent by
2015- less than half the 1990 level
and 500 million more people will
move out of extreme poverty. But
this global figure will be driven by
the success of China and India.

P Goal 1: .

ress nr?ducm
hurl;%%ranc? maln n
On current trends, the goal of
halving the proportion of people

who suffer from hunger will not be
met.

Since 1990-92, the number
of undernourished people in
developing countries has fallen by
20 million, but the prevalence of
undernourishment fell by only 3
percentage points. The Food and
Agriculture Organization of the
United Nations estimated that in
1998-2000, 799 million people,
or 17 percent of the population
in developing countries, were
undernourished. This does
not include the 30 million
undernourished people in the
transition economies of Eastern
Europe and the former Soviet
Union, or the 11 million in high-
income countries.

Regional trends show the greatest
progress in East Asia and the
Pacific, but malnutrition rates
remain high in South Asia and are
rising in Sub-Saharan Africa.

. Goal 2:
Achieve universal
primary education

The Millennium Declaration
resolved that all children would
be able to complete a course of
primary education by 2015.

Three regions —East Asia and the
Pacific, Europe and Central Asia, and
Latin America and the Caribbean -
are on track to achieve the goal. But
the other three regions, the Middle
East and North Africa, South Asia
and Sub-Saharan Africa, which have
150 million children of primary
school age, are in danger of falling
short. Sub-Saharan Africa lags
farthest behind, with little progress
since 1990. South Asia also has
chronically low enrollment and
completion rates. The Middle East
and North Africa regions are also
likely to fall short even though it
has relatively higher enrollment
rates than the other two regions
and is still in danger of missing the
target.

Focus

Goal 3:

Empower and
SR

This goal calls for eliminating
gender disparities in primary and
secondary education by 2005-
and at all levels of education by
2015. By 1999 (the most recent
available figures) all regions except
Latin America and the Caribbean
remained nine points short of
the 2005 target. The differences
between boys and girls' schooling
are greatest in regions with the
lowest primary school completion
rates and the lowest average
incomes. In Sub-Saharan Africa,
the ratio of girls to boys in primary
and second enrollments has barely
changed since 1990, and in 1998
it stood at 80 percent. In South
Asia, progress has been greater, but
girls' enrollments reached only 78
percent of boys'in 1998.

Reduchlijogclar‘}i:ve-chil
mortality by two-thirds

Despite rapid improvements in
cutting the mortality rates for
infants and children under five
in the years leading up to 1990,
progress slowed almost everywhere
in the 1990s. Unless current trends
are altered, this goal will not be
met. No region, except possibly
Latin America and the Caribbean,
is on track to achieve this target.
Progress has been particularly slow
in Sub-Saharan Africa, where civil
disturbances and HIV/AIDS have
driven up rates of infant and child
mortality in many countries.

Infant and child mortality rates
have fallen by only 12 percent since
1990 in low-income countries and
by 36 percent in middle-income
countries. Within countries, there
is evidence that improvements in
child mortality have been greatest
among the better off. In Bolivia,
which is nearly on track to achieve
the target, under-five mortality
rates fell by 34 percent for the
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wealthiest fifth of the population
but by only 8 percent for the
poorest fifth.

Goal
m_qingstaﬁty

The most recent global estimates
of maternal mortality suggest
that about 500,000 women died
during pregnancy and childbirth in
2000, most of them in developing
countries. For the goal to be
achieved, women will need much
greater access to modern health
services.

Red

The number of births attended
by skilled health staff provides
a good index of where the need
is greatest. Only 58 percent of
women in developing countries
give birth with the assistance of a
trained midwife or doctor. In Latin
America and the Caribbean, where
the amount of births attended by
skilled health personnel is high,
maternal mortality is fairly low. But
in Africa, where skilled attendants
and health facilities are not readily
available, it is very high. Maternal
mortality outcomes are difficult to
measure, and the lack of reliable
data across countries and over time
limits the ability to track progress
towards this goal. But current
trends suggest that the goal will
almost certainly not be met.

Goal 6:
Iﬁverset e spread of

\?fAIBeSS €S ECI

Epidemic diseases contribute to a
huge toll in human suffering and
lost opportunities for development.
In Africa, the spread of HIV/
AIDS has reversed decades of
improvements in life expectancy,
leaving millions of children
orphaned. It is draining the supply
of teachers and eroding the quality
of education.

In 2002, 42 million adults and 5
million children were living with
HIV/AIDS-more than 95 percent
of them in developing countries,

70 percent in Sub-Saharan Africa.
There were almost a million new
cases in South and East Asia,
where more than 7 million people
are infected. Current projections
suggest that by 2010, 45 million
more people in low and middle-
income countries, will become
infected-unless the world mounts
an effective campaign to halt the
disease's spread and to meet this
goal.

Goal 7:
Ensure enV|r nlmenta
sustainability

Environmental conditions need
to be closely monitored to ensure
sustainable development. These
conditions include changes in
forest coverage, biological diversity,
energy use, and greenhouse gas
emissions, as well as the plight of
slum dwellers in rapidly growing
cities, and the limited availability
of adequate water and sanitation
services.

A lack of clean water and basic
sanitation is the reason that
diseases transmitted by feces are so
common in developing countries.
In 1990, diarrhea led to 3 million
deaths, 85 percent of them among
children. Between 1990 and 2000
about 900 million people obtained
access to improved water sources,
just enough to keep pace with
population growth. In 2000, 1.2
billion people still lacked access
to an improved water source, 40
percent of them in East Asia and
the Pacific, 25 percent in Sub-
Saharan Africa.

The number of people with access
to safe drinking water must
increase by 270,000 a day to meet
the 2015 target for halving the
proportion of people without
sustainable access to safe drinking
water. This rate is lower than the
daily increase achieved in 1980s,
but many of those connections did
not provide sustainable access to
drinking water. And it is higher
than the performance levels of the
1990s.
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Goal 8 commits wealthy countries
to work with developing countries
to create an environment for
rapid, sustainable and broad-based
development. Each has distinct
responsibilities in accelerating
progress towards meeting the
Millennium Development Goals.

Talking and finding faults is easy.
We must be happy for the progress
we make, as slow as this may be.
This progress is stable and will help
to solve other problems. But a lot
of effort and input, in the form of
money and manpower, is needed to
achieve the targets that have been
set. Since many of the goals are
interdependent, many international
agencies have estimated different
costs in achieving these targets.
Some of the estimates for the social
goals are: Education: 10-30 Billion
Dollars, Health: 20 - 25 Billion
dollars, Environment: 20 - 25
Billion Dollars. These estimates are
extremely crude but are important
to know and indicate the political
will of the leaders of today towards
a happier tomorrow.
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Med Students and Doctors Run Joint Clinic

Post-war Lebanon has witnessed
a noticeable divide in
socioeconomic status across the
country. A simple short drive
around Beirut and one may witness
posh neighbourhoods where the
brand names of Italy and France
prosper and within minutes see
areas with homes made of scratch
metal.

Determined to do what little they
could to provide good health care
to those who could not afford it,
a group of medical students and
young doctors from a number of
universities got together back in
the fall of 2001. Inspired by the
poor economic status of patients
who couldn’t even afford to visit
the Out-Patient Department (OPD)
of the American University of
Beirut-Medical Center (AUB-MC)
which is already of reduced cost,
they decided that something had to
be done and the Volunteer Outreach
Clinic (VOC) was born.

An agreement was made with the
Palestinian Red Crescent Society
(PRCS) so that the students and
doctors could use a small space on
the second floor of an office the
organization had in the Palestinian
refugee camp of Shatila, one of the
most impoverished areas of Beirut.

Every Saturday morning, the small
quarters provided begin to fill as
people begin to arrive. Patients
stand or sit crowded shoulder-
to-shoulder as they await their
turn. By the 3:00pm closing
hours, all patients have been
seen. Medications are prescribed,
instructions are given, and
referrals written. Possibly most
importantly, the volunteers provide
psychological support and advice.

Photo: Joint clinic

Charbel Salem, a medical student
at AUB who is a regular volunteer
at the VOC explained, “There are
limits of course to how much help
we can provide considering the
resources available. What we can
always do, however, is give endless
psychological support and this is of
utmost importance to these people
whose living conditions are just so
terrible.”

New patients at the VOC pay LL
3,000 (Around two US dollars) which
goes to the PRCS. Patients visiting
the VOC are not all Palestinians
but also include Lebanese, Syrians,
and Egyptians living in various
parts of Lebanon. All the patients
share one thing though, the status
of underprivileged members of
Lebanese society.

Volunteers include attending
physicians, residents, interns,
medical students as well as non-
medical staff. A number of drug
companies also donate medications.
Laboratory tests are often limited
to those which are essential and
are provided at cost by Fontana
Laboratories, which is run by a
former AUB Medicine graduate. The
VOC also helps in providing refunds
for certain specialist referrals and
testing.

Francesca Selmo, a third year
medical student at AUB of Italian
origin, first started to volunteer
at the VOC in her first year of
medicine. She enthusiastically
explained, “It is really a wonderful
initiative and truly inspiring
work. With all the good that comes
from the VOC though, it is often
frustrating since we see first-hand
how bad the situation is in these
really poor areas and a sense of
hopelessness can arise.”

The VOC aims to offer primary
health care services to the
underprivileged and to allow
doctors the opportunity to
interact with their community by
encouraging volunteer community
work. An additional aim is to give
medical students exposure to the
variety of cases seen in primary

health care centers, particularly in
a poorer setting.

In terms of financial support, the
VOC relies on the good will and
financial help of contributors.
The project startup was aided
by a $10,000 donation from the
AUB University Student Faculty
Committee (USFC) in 2001. This
was followed by $5,000 on a yearly
basis afterwards.

Other sources of funding include
a variety of fundraisers held by
the VOC members and volunteers
themselves each year such as
an annual dinner and a musical
evening.

The VOC holds an annual reception
where a presentation is made and
a call for volunteers is extended.
Volunteers share their often
dramatic experiences with the
crowd and explain how they have
been affected by the VOC.

Today, the VOC has witnessed its
growth and maturation from a
haphazard start-up to a clinic which
has a patient filing system and a
regular organized volunteering
system which treats from 30 to 100
patients per day. The VOC initiative
proudly claims having extended
services to more than 2,000
patients since its inauguration.

On a closing note, one of the
founders of the VOC, Zeina Abdallah
a staff secretary at AUB explained,
“The VOC allows a way for people
who cannot pay for a visit to a
doctor to get quality care and we
really hope and believe that the
initiative is making a difference.
In addition to this, the VOC
allows volunteers from various
universities and specialties to come
together and meet for this noble
cause. Zeina currently functions as
the treasurer of the VOC as well as
overlooks such tasks as volunteer
organization and information
systems at the VOC.

Mohamad Elfakhani (Lebanon)
American University of Beirut, Beirut
mxe00@aub.edu.lb
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MSI: Why was the Millennium
Campaign set up?

Amil Husain: The Millennium
Campaign was launched in 2002
by the Secretary General of the
United Nations to support the
efforts of citizens to hold their
governments to account for the
achievement of the Millennium
Development Goals. It was clearly
recognized that without the help
of individuals, the Goals would
never be met. The UN Secretary-
General Kofi Annan put it best:
“Political will shifts only if there is
national and local mobilization by
the public, and only when leaders
are held accountable. Appeals by
international organizations are one
thing. But what would really make
a difference is if, at the local level,

the Goals achieve a critical mass
of support and even become ‘vote-
getters.”

Working at both the national and
international levels, the ambition of
the Campaign is to inspire a global
movement to achieve the Goals and
eradicate extreme poverty by 2015.

The Campaign persuades existing
organizations, networks, and
movements focusing on issues
like trade, education, health,
women’s rights, debt, AIDS, and
development—essentially all
those working for a fairer and
better world—to come together
under a single banner to show a
unity of purpose and the strength
of common determination.
Importantly, we are not just
drawing in traditional campaigning
organizations like NGOs and faith-
based organizations, but also
local authorities, youth groups,
parliamentarians, the media,
celebrities, and the general public.

Our premise is simple: we are the
first generation that can put an
end to extreme poverty around the
world, and we refuse to miss this
opportunity.

MSI: Do we have the right
tools and resources to reach
the MDGs?

Amil Husain: Today, we not
only have the financial resources to

end extreme poverty once and for
all, but we have the technological
knowledge and know-how to realize
all of the goals by 2015.

About $900 billion was invested
in arms by governments in 2003
alone; $300 billion each year is
spent by rich countries to support
domestic agricultural producers
but only an additional $70 billion
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per year in additional aid is
needed to achieve the Millennium
Development Goals by 2015.

Many countries are already on
track to achieve some of the Goals
by 2015. According to World Bank
estimates, between 1990 and
2001, the proportion of people
living in extreme poverty fell from
28 percent to 21 percent in the
developing world. Many regions,
especially areas of East Asia and
South Asia, have experienced
dramatic economic and social
progress.

However, many regions are still far
off track, and in some countries
the quality of life for poor people
is getting worse. If we continue at
today's pace, Sub-Saharan Africa
won't achieve its goal to reduce
the percentage of people living in
extreme poverty by half until 2147!

MSI: What are the major
challenges to achieving the
Goals?

Amil Husain: It is clear that
if we do not change the political

climate immediately, the Goals will
not be achieved. Only by changing
the political will of world leaders
to come through on their promises
to achieve the Goals can we hope to
end poverty by 2015.

No politician will act unless
they have pressure from their
constituency to do so. Government
leaders have the habit of attending
to international conferences,
making great promises to end
poverty, then returning home
without taking any actions.
Promises can’t feed the hungry,
promises can’t educate girls and
promises can’t fight HIV/AIDS. Only
concrete action can save lives and
it’s up to everyone to make their
governments accountable to the



promise they made to the world.
We need every voice to get things
moving and young people must be
part of the movement.

The Goals represent a global
agreement between the rich and
poor countries, each having their
own role to play to make the world
a better place for all people.

It is the primary responsibility
of poor countries to achieve the
first seven Goals covering poverty,
hunger, education, health, the
environment and women’s rights.
Poor countries must do more to
incorporate the Goals into their
policies, plans and budgets and
translate them into services and
benefits for the poor. There is also
need for more transparency and
accountability so people can follow
whether their governments are
taking the right steps to move
forward.

But poor countries cannot achieve
their first 7 Goals unless rich
countries fulfil their promises on
Goal 8. The developed countries
have promised to give more and
higher quality aid, increase trade
opportunities for poor countries,
and provide greater debt relief to
struggling countries.

MSI: What has the
Millennium Campaign done
to involve young people in
achieving the MDGs?

Amil Husain: There is no doubt
youth are an integral part of the

global movement against poverty.
There are 2.8 billion people under
the age of 25, and in the developing
world, youth comprise 70% of the
population. But young people have
to make their voices heard and this
is not always easy.

MILLENNIUM CAMPAIGN

VOTCES AGAINST POVERTY

Working with groups like the
World Organization of the Scout
Movement, TakingITGlobal, the
Global Youth Action Network,
and World Association of the Girl
Guides and Scouts, the Millennium
Campaign has been linking existing
youth movements with the MDGs to
create a global movement of young
people working towards making
their world a better place.

The Campaign has spearheaded
the creation of a Youth Campaign
Kit which will be globally launched
in May giving young people the
outlet to create their own advocacy
campaigns on the Millennium
Development Goals.

For the youth of the world,
tomorrow's future will be defined
by what they do today. You are the
generation that will benefit if the
Millennium Development Goals are
accomplished and you will be the
ones who will suffer if the world
refuses to come together and save
the lives of the disadvantaged.

You will all have to decide if you
are tired of the millions of people
going hungry each day, if you are
tired of children not receiving a
proper education, if you are tired
of your governments breaking
promise after promise to help the
poor countries of the world. All of
the Millennium Development Goals
are achievable by 2015. We know
what should be done and we have
the resources to do it.

Remember you could be the first
generation in the history of the
world to finally put an end to world
poverty so please refuse to miss
this opportunity.

Interviews
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Interviews

MSI was fortunate enough to interview Rebecca Dodd, a technical officer with the MDGs/Health and
development policy Unit of WHO, about the work of WHO on the MDGs, especially those related to Health. The
MDGs/Health and development policy Unit work supports the efforts of the WHO secretariat, Member States

and development partners, in global efforts to improve health outcomes particularly for poor people.
(Interview conducted by Serini Murugasen and Akihito Watabe)

MSl:How would you
describe the mandate of
the WHO’s MDG Health and
Development Policy Unit?

Rebecca Dodd: I think There
are two important parts of our

mandate. The first is to look at
the link between health policy
and the development policy. The
second deals with the Millennium
Development Goals. We do not
take direct action at a country
level which contributes to the
MDGs, our role is a broader policy
one which has several aspects.
The first is articulating coherent
and consistent WHO messages on
the MDGs to external audiences
where the MDGs agenda are being
discussed. The second is seeing the
MDGs as an overarching framework
and the role of health within
them. The achievement of one
goal is dependant on all the others
especially those directly linked to
health so part of our job is to get
that message across to both the
WHO and outside audiences. We
also coordinate WHO input on the
MDGs into various external events
such as the big UN summit which
is going to take place in September
this year on the MDGs.

MSI: We have noticed
that the MDGs have been
criticized several times
during the Assembly for
being the "end-goals"
without providing realistic
guidelines for achieving
them. While your office may
focus on policy, do you know
what WHO as a whole is
currently doing to provide
us with these specific
guidelines that can operate
on a country level?

Rebecca Dodd: I think that
it is actually a strength of the
MDGs rather than a weakness,
because the MDGs give us the kind
of outcomes that we, as a global
community, want to aim for. They
don't tell us the means of getting
there because the means need
to be country specific. The MDGs
don't say everything there is to
say about how you improve health,
they do not include health systems
or reproductive health but these
issues must be addressed to achieve
the MDGs. However, the country
must determine what strategy and
policy is required.

MSI: You mentioned
communicating the
principles of the MDGs
to externals. One thing
I've noticed is that
empowerment is not
mentioned specifically in the
MDGs but they require work
from individual communities
to achieve. Empowerment
is essential for sustainable
development which is the
final MDG and ultimately
what all the other MDGs feed
into. | would like to ask you
how the principles of MDGs
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are consistent with health
promotion at a grassroots
level, which is a major theme
thus far and how they are
made accessible to the
general public?

Rebecca Dodd: With regards to
empowerment many of us at the

WHO believe the MDGs aren't going
to be achieved without a process of
empowering whole communities.
There is nothing specifically in the
list of MDG targets or indicators
which mentions that, but, that
doesn’t necessarily mean those
things are not important. So, it's
a matter again of country-based
strategy. However, the targets do
refer to improvement in terms of
national averages, there is some
evidence that it's possible, in any
given country context, to achieve
the MDG target of reducing child
mortality by 2/3, for example,
without actually making an
impact in the poorest population
group. So one of the messages
our department is very keen on
promoting is that you need to pay
attention to progress towards the
MDGs in different income groups.
With regards to making the MDGs
accessible to the general public, in
developing countries this can be
part of your empowerment strategy,
and part of holding policymakers
accountable. If your government
signs up to certain development
targets, then the people of the
country can hold the government
accountable. It's important that you
have the structures and clear which
allow that process to happen.

In developed countries, it's more
about how aid is spent. The
MDG framework can be used to
communicate to the general public
how their aid money is spent. Often
policy relates to the MDGs but the
aid is not spent on them.




M S | :“If current trends
continue the MDGs will
not be achievable”. At the
most recent evaluation,
many countries had not
reached their targets and
will probably fail to meet
the MDGs by 2015. Is there
a contingency plan for
post-2015?

Rebecca Dodd: No, so far people
have not talked about post-2015. At

the moment they are concentrating
on how we can change what we are
doing now to accelerate progress,
given that the MDGs represent a
really unprecedented and unique
global commitment. We have to
use the political momentum that
they have generated rather than
thinking about what might come
next. There are people, for example
Jeffery Sachs, who would argue that
if we were to really make an effort
to scale up now, then MDGs would
be achievable.

MSI: When the evaluation
process occurs in 2015
and then further policy
is developed, does that
becomes the responsibility
of your office?

Rebecca Dodd: We aren’
t considering that yet because

is still ten years away. We are
focusing on how we can persuade
donor governments and recipient
countries to scale up the efforts
now

MSI: In what way can IFMSA
support the WHO’s work on
the MDGs?

Rebecca Dodd: The next
generation of doctors and health

workers who will be working in
both developing countries and
developed countries really need to
understand the MDG framework
and understand why it’s important
for health. They can then take that
forward into their working life.

MSI: Thank you on behalf
of IFMSA for your time and
contribution, and wish you
all the best in your work
with the MDGs.

Interviews
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Jill Mills, the UN & Youth Program Coordinator of the
Global Youth Action Network speaks about Youth & the
MDGs, and the role of medical students in achieving

the MDGs. The Global Youth Action Network is a not-
for-profit organization that acts as an incubator of
global partnerships among youth organizations.

MSI: What prompted Global Youth
Action Network (GYAN) to spearhead

the development of a white paper on
Youth & the Millennium Development
Goals (MDGs)?

Jill Mills: The MDGs are a growing
concern for everyone, especially those

who work in advocacy and social
change. At GYAN, we have created an
MDG strategy to create awareness and
change where the MDGs are concerned.
GYAN has also become one of the
leading youth groups addressing
the MDGs, with the intention of
putting young people at the forefront
of efforts to achieve them. In line
with their commitment, GYAN has
conducted a global e-consultation,
is acting as secretariat for an ad-
hoc working group of youth experts,
and facilitated a significant report
on Youth and the MDGs which has
been presented to the UN Millennium
Project and is now in consultation
phase. Recently GYAN signed
agreements with the UN Millennium
Campaign and the World Federation of
United Nations Associations, further
committing ourselves to the vision
and work of the UN and surrounding
community of NGOs.

MSI: What unique qualities do young
people bring to meet the goals by the
2015 deadline?

Jill Mills: In the year 2015, it
will be the youth of today living

in the world that we create for the
future. If today's youth want to
have a prosperous future living in a
better world, they need to be heard
and make a difference now. They are
key stakeholders in the future or
our world. Youth are energized and
motivated to ensure they have bright
futures to look forward too.

MSI: Why is young people's
involvement so important?
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Jill Mills: Youth are a massive
demographic in the world today. In
many countries, people 25 years old
and under comprise more than half
of the population. They need to be
involved and consulted on major
decisions that affect the population as
a whole, as they are always impacted
strongly by them.

MSI: What role do you see medical
students, and IFMSA as a whole, play

in this regard?

Jill Mills: Medical and health
services are strongly lacking or

extremely weak in most developing
countries. Doctors or medical students
should be aware of and committed
to Goals 4, 5, and 6, where medical
needs have to be addressed to meet
the Goals. Information sharing and
volunteering your time and knowledge
is a great way for medical students
to have an impact on achieving the
Goals.

MSI: What are the major challenges
facing young people?

Jill Mills: Young people face many
challenges in addressing the MDGs.

First, it is hard for young people to
be heard or taken seriously by their
government officials. Their needs
must be heard as they often suffer the
most from the devastation addressed
in each goal. Young people, especially
young women feel the catastrophic
effects of gender inequality, hunger,
poverty, lack of education, maternal
illness, and high HIV/AIDS and other
preventable disease rates.

MSI: Thank you

Jill Mills: You are welcome
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MSI: Why did the MDGs become a focus
for the Team of Officials, Executive Board,
and the whole of the Federation this
year?

Andreas Rudkjobing: The

decision was made to educate IFMSA and
its members about health, development
and poverty. We wanted to do this with
an option for IFMSA to devote itself on a
longer term to development and health.
Another objective was also to raise
awareness of the mere existence of
the Millennium Development Goals.
It is shocking how little knowledge
of the MDGs there is among people in
our respective countries. Even among
medical students the awareness is far
from satisfactory. Therefore our initial
ambitions for IFMSA is still on a ‘raising
awareness’ level. As future physicians
and community leaders, it is important
that we are maximally updated in the
fields of global health. We would like
IFMSA to facilitate that process.

MSI: As an official, with lots of
knowledge and experience about

the MDGs, what are your views and
perceptions of them?

Andreas Rudkjobing: Hmm good
question... Right now, the MDGs are the

basis of all talk about development in
the international community, whether
you like them or not. It has created a
strange situation because it is suddenly
on everybody’s agenda. IFMSA has been
working on reaching the MDGs long
before they were formulated and now, to
get attention, credibility and funding, we
have to refer to the MDGs all the time.



Also, on a more personal level, I
sometimes feel that the goals are
somehow dangerous. After their
adoption, they were rapidly elevated to
a target of ultimate success. They got
so much attention that it is difficult
to push agendas that are not explicitly
described in the MDGs and they do
miss a lot of important points, such
as the importance of effective health
systems, human rights, reproductive
health and the whole field of non-
communicable diseases, which are not
mentioned.. There is also no focus on
good practises; the targets are only
numbers. The health goals could, for
example, be achieved on an individual
country level, on the basis of an ethnic
divide and still be recognized.

Furthermore, I am afraid that it
will continue to be a top-down
process where local knowledge and
participation is ignored. National
governments should maintain their
right to participate so that solutions
also are moving from the bottom-up.
I think there lacks room for national
and local responses. For example
I read that the UN observes that:
‘many countries are in the process of
retooling development programmes
and strategies in line with the MDGs,
which sounds like those governments
only started to be concerned about
poverty and the health of their
citizens after the formulation of the
goals. I mean, it is unquestionable
that the goals in their nature are good,
but one must also think about the
approaches to development that are
being used to justify the goals.

Whether they’re realistic or not is
maybe not so important to me, but
what’s important is whether the rich
world is prepared to play its part in
the process of global development.

MSI: What has IFMSA been doing
towards achieving the MDGs?

Andreas Rudkjobing: Many of
IFMSA’s activities relate to the MDGs.

Everything we do regarding HIV/AIDS,
Tuberculosis, Malaria, Reproductive
Health, etc. is a part of the big ‘MDG
picture’. As I said, we have been doing
this for many years before the talks
about MDG started. These projects,
however, were not started because of
the MDGs, but because of the obvious
needs.

With goal eight, we are involved in
more concrete issues. Through our
different external partners in the UN-
agencies and other big international
organization, we offer our network
and expertise and thereby joining the
different processes. On a more political
level, the IFMSA is represented in the
International Coordination Meeting of
Youth Organizations (ICMYO). ICMYO is
an informal network of membership-
based, democratic, representative
and accountable International Youth
NGOs (INGYOs) and Regional Youth
Platforms (RYPs) . The main objectives
of the ICMYO are the strengthening
of the cooperation among youth
organisations at regional and global
levels and the coordination of political
inputs to global youth policy. Through
that, we are involved in the review
processes of the MDGs.

In the IFMSA, there has also been
developed an MDG joint working group
with active people from our standing
committees on Refugees and Peace
and Reproductive Health, including
AIDS and public health. They are
specializing in the MDGs and trying to
plan IFMSA’s involvement on a longer
term. The knowledge they have gained
will be passed on to the rest of the
General Assembly in an exciting way!

MSI: Do you think more can be done
within IFMSA to promote and work

towards achieving the three health-
related MDGs?

Andreas Rudkjobing: Yes,

definitely - I see a lot of potential in

Interviews

IFMSA for promoting the MDGs - the
health related ones in particular. We
have to pass on the message about
the MDGs to our peers and further
on to our communities. People have
to be informed about MDGs. There is
much work left to be done in holding
the governments accountable to the
promises made in the United Nations
General Assemblies, but how can
people do this if they are not aware of
those promises? There is also a great
need for more hands in delivering the
work on the ground at a local level.
We have to keep on letting our voices
be heard and telling the international
community that we are here and ready
to work towards a healthier world!

*As of the occasion of the first meeting:
ICFTU - International Confederation of
Free Trade Unions, IFLRY - International
Federation of Liberal Youth, IFM/SEI -
International Falcon Movement — Socialist
Educational International, IFMSA -
International Federation of Medical Students’
Associations, IFRC - International Federation
of the Red Cross and Red Crescent Societies,
IMCS/MIEC - International Movement of
Catholic Students (IMCS Pax Romana),
IYCS/JECI International Young Catholic
Students, IUSY - International Union of
Socialist Youth, WAGGGS — World Association
of Girl Guides & Girl Scouts, WFDY — World
Federation of Democratic Youth, WOSM -
World Organization of Scout Movement, YDC

- Youth for Development and Cooperation,
YMCA - World Alliance of YMCAs, YWCA -

World Young Women'’s Christian Association

*As of the occasion of the first meeting: ASA
— Asian Students Association, AYN/RAJ — The
African Youth Network, AYU - Arab Youth
Union, YFJ - European Youth Forum, FLAJ —
Foro Latinoamericano de la Juventud, PYC —
Pacific Youth Council, PYU/UPJ — Pan-African
Youth Union
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What is WHO's work on the MDGs?

n September 2000, 189 Heads of

State adopted the UN Millennium
Declaration which was then translated
into a roadmap setting out goals
to be reached by 2015. The eight
Millennium Development Goals (MDGs)
build on agreements made at United
Nations conferences in the 1990s and
represent commitments from both
developed and developing countries.
The Millennium Goals include
challenges for rich and poor countries
alike. They set targets for developing
countries to reduce poverty and
hunger, and to tackle ill-health,
gender inequality, lack of education,
lack of access to clean water and
environmental degradation. The MDGs
also recognize potential contributions
from developed countries of trade,
assistance, debt relief, and access to
essential medicines and technology

transfer.

Strategic Orientations:
Three principles guide

WHO's work on the MDGs:
1. WHO will work with individual

countries to help them develop and
work towards a more complete set of
health goals that are relevant to their
particular circumstances.

2. WHO is concerned with equity and
will give special priority to helping
countries develop goals and plans to
ensure that the poor share fully in
progress towards the health-related
MDGs.

3. WHO, at the global and regional
levels, will advocate that developed
countries work towards their part of
the compact, especially by acting on
those elements of Goal 8 that are of
central importance to the MDGs.

Technical Work

WHO is doing normative and technical
work

WHO supports national and regional
efforts to achieve the MDGs through
an extensive body of normative and
technical work through building
systems to track progress and measure
achievement and to coordinate
technical collaboration. WHO's work
is not only confined to the front-line
programmes.

Most of WHO's areas of work support
the achievement of the MDGs in a
cross-cutting way or by providing
management support. For example,
Health Research and the Tobacco
department inform and affect the
work of several targets, indicators and
goals. Other parts of the organization,
including those working on HIV
,tuberculosis and malaria, governance,
management and health policy, give
support to the goals more indirectly.

WHO tr . essand
measures achievement

WHO works with other organizations
of the United Nations system to
identify indicators for each health-
related MDG and target. Work on MDG
reporting complements other efforts
to improve the quality of country
health data and aims to build capacity
in countries to collect, analyse and act
on information collected.

WHO reports on 17 of
the health-related MDG
indicators

WHO also monitors core health
indicators, as well as indicators for
other areas of public health that help
explain progress in the achievement
of specific goals at country level.
These include immunization coverage
for new antigens, prevalence of risk
factors for noncommunicable diseases,
effectiveness of interventions against
these diseases, and impoverishment of
households through health payments.

WHO strengthens technical
collaboration with countries

Support in this area comes from
all parts of WHO and is articulated
in individual Country Cooperation
Strategies. Strengthening WHO's
presence in countries is a major
priority, and collaboration with
countries on meeting MDG targets is a
central thrust of WHO's commitment
to help bring measurable health
improvements on the ground.

WHO, with the World Bank,
coordinates the High-Le
Forum on the Health MDGs

The High-Level Forum brings together
senior officials from developing
countries, ministers of health and
finance, economic planning and
local government, bilateral agencies,
multilateral agencies, foundations,
regional organizations and global
partnerships. The aim of the High-
Level Forum is to provide an
opportunity for candid dialogue and
identify opportunities for accelerating
action on the health-related MDGs.

Beyond the MDGs:

The MDGs provide an analysis of
development in which health and
education are squarely at the centre.
However, the MDGs do not cover all
aspects of health and development
For example MDGs do not touch
on the importance of effective
health systems, which are essential
to the achievement of all health
goals, reproductive health or no
communicable diseases.

The target year for the MDGs is ten
years in the future. However, the
Director-General of the World Health
Organization, Dr LEE Jong-wook says
it will be impossible to achieve the
goals in 2015 unless governments and
organizations have the courage and
foresight to act immediately.

The MDGs are a form of shorthand for
some of the most important outcomes
that development should achieve:
fewer women dying in childbirth, more
children surviving the early years of
life, dealing with the catastrophe of
HIV/AIDS, making sure people have
access to clean water and sanitation,
life-saving drugs, better health, and
finally, making a major contribution
to the reduction of poverty.

For more information about WHO’
s work on the MDGs, log onto: http://
www.who.int/mdg/en/

Joseph Afriye (Ghana)
Liaison Officer to WHO,
Iwho@ifmsa.org
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Monitoring progress of the largest project ever

Review of the MDG report

“Investing in development - a practical plan to achieve the millennium development goals”

Summary of the report - findings as of 2005

The following paragraphs try to give a very compressed description of the
status on our way to reach the MDGs. Firstly, we will give an overview about the
situation worldwide and then we will discuss the status from region to region.

Geisler, Benjamin Peter (Germany)
Medical student at Charité - Universitaetsmedizin
Berlin, ben.geisler@web.de

Panjabi, Rajesh (U.S.A)

Medical student at University of North Carolina,
rajesh_panjabi @med.unc.edu
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Overview of the current
situation worldwide

Before we go into the different
regions, here is the situation at a
glance: Economic development over the
past decades helped to relieve millions
of people from extreme poverty (i.e.
living from less than US$ 1 per day).
While the world population rose, the
proportion of these people declined
by 7%, from 28 to 21%. The rate of
undernourishment declined by 3
percent-age points, and the under-five
mortality rate dropped from 103 deaths
per 1,000 births to 88. Life expectancy
rose from 63 years to nearly 65 years.
An additional 8% of the developing
world’s population gained access to
improved drinking water supply, and
15% more to basic sanitation services.

Much of the progress toward poverty
reduction in the last decade has been
driven by advances in East Asia and
South Asia - China and India are the
world’s most populous countries.
With more than 2.3 billion people
in these two countries alone, their
major advances in poverty reduction
drive developing world averages. The
poverty rate in China dropped from 33
to 17% between 1990 and 2001, and in
India, from 42 to 35% or more. China’
s low population growth rate and
rapid reduction in poverty rates have
decreased its poverty headcount by
nearly 165 million people since 1990.
By contrast, India’s declining poverty
rates have been offset by population
growth, so the number of absolute
poor there remains unchanged at ap-
proximately 360 million people.

Other parts of Asia have also seen
strong progress, with economic growth
helping to reduce the rest of the
region’s extreme poverty by nearly
70 million people since 1990. Yet
the sheer numbers of poor people in
Asia remain vast, with more than 270
million in East Asia and 430 million in
South Asia.

In sharp contrast to Asia’s progress,
most of Sub-Saharan Africa faces
significant challenges in meeting the
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MDGs on almost every dimension of
poverty, with many countries falling
be-hind. Between 1990 and 2001 the
number of people living on less than
$1 a day rose from 227 million to 313
million, and the poverty rate rose from
45% of the population to 46%. The
spread of AIDS has been catastrophic,
with more than 20 million lives lost
since 1981, most of them in Sub-
Saharan Africa.

The Middle East and North Africa
saw a consistently low poverty rate,

at roughly 2%, while the number of
poor rose slightly, from 6 million to 7
million. Latin America and the Carib-
bean saw fairly stagnant poverty rates
while Eastern Europe and Central Asia
saw a stark in-crease in poverty over
the period.

“Investing in development” is based
on sub-reports by task forces on the
different sub-issues such as hunger,
education and gender equality,
HIV/AIDS, trade and so forth. The
final report notes which goals (in

Review

IFMSA, they would have been termed
“objectives”) in which region and
sub-region are “met” or “on track”,
“lagging”, or “off track” (for a graphical
overview, please refer to table 1).
All of these regional trends mask
country-level variation. Though
there is considerable country-level
variation in progress toward the MDGs,
regional trends often reflect important
conditions and challenges common to
many countries.
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The situation in the different regions in detail

North Africa

Moving in the right direction on every indicator, North
Africa needs to accelerate progress to achieve the MDGs.
It has seen modest economic growth since 1990 and
is on track to reach the target of halving the poverty
headcount rate. Levels of undernourishment have been
stag-nant. Gender inequality remains a challenge. The
prevalence of HIV, TB, and malaria is low, but greater
progress needs to be made on maternal mortality and
rural access to safe water and sanitation. Chronic water
shortages and desertification are major environmental
issues. The region has also been slow to adapt to scientific
and technological developments and making investments
in information and communication technologies.

Sub-Saharan Africa

The region is off track to meet every

Millennium Development Goal. It has
[ | the highest rate of undernourishment, with
one-third of the population below the minimum level;
] the lowest primary enrolment rates of all regions;
] a gender disparity at the primary
level of 0.86, the lowest of all regions;
[ ] the HIV/AIDS crisis devastating much of the

continent, women are disproportionately affected;
| | the highest TB incidence in the world; and
] the highest maternal and child
mortality ratios (maternal mortality ratios are
46 times higher than in the developed world).
Progress in access to safe drinking water, though more
promising, is still too slow to achieve the MDG targets.
More than 160 million people live in slum-like conditions
where they lack security of tenure, and safe housing.
Most of the region lacks access to information and com-
munication technology. Without sustained support,
Sub-Saharan Africa is unlikely to meet any of the Goals.

East Asia

The region has seen rapid falls in income poverty and
in hunger, and improvements have also been recorded
in gender equality, education, and child survival. It has
invested heavily in in-frastructure, with 37.8 phone lines
per 100 people, comparing favorably with other developing
regions. But it continues to suffer from pockets of extreme
poverty, fairly high TB rates, and persistently low access to
safe drinking water and sanitation. HIV prevalence rates
are low but unclear. UNAIDS estimates(4) that without
an effective response, as many as 10 million people in
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China may become infected by 2010 (roughly 1/4 of Sub-
Saharan Africa’s number of people living with HIV/AIDS).
Nearly 200 million people in East Asia live in slums. China’
s gender inequality remains high. A major challenge is
environmental degradation, including pollution from
rapid industrialization and agricultural intensification.

Southeast Asia

The region is on track to meet the Goals for income
poverty, hunger, child mortality, and gender equality.
But progress toward other Goals has been mixed, with
Thailand and Viet Nam making rapid progress in many
areas while, for example, Cambodia and Lao PDR struggle
to advance. School enrolment rates have stagnated and
need to increase more quickly to achieve the universal
primary education target. Other obstacles to achieving
the Goals include rising numbers of people infected with
HIV and TB, high maternal mortality, rapid deforestation
and destruction of coastal and marine environments,
and low rural access to water supply and sanitation.

South Asia

The region has made some major strides in overall poverty
reduction thanks largely to rapid economic growth in India.
Although aggregate income poverty is falling rapidly,
South Asia is still home to more poor people than any
other region and remains off track for meeting many of the
Goals. Primary enrolment and gender equality indicators
are lagging. Child health is improving but not quickly
enough to meet the targets, while maternal mortality rates
remain high, and, without urgent action, HIV is poised to
spread. Severe undernourishment afflicts large parts of the
population. More than 250 million people live in slumlike
conditions. Parts of the region suffer from serious problems
of water quality and scarcity, and access to sanitation is low
throughout the region. On the positive side, access to safe
water has in-creased rapidly in both urban and rural areas.

West Asia

This region, which includes many countries typically
classified as part of the Middle East, is off track for a
majority of the Goals. Both income poverty and hunger
are increasing, and progress toward gender equality has
been slow. Primary enrollments increased only from
81% in 1990 to 83% in 2001, and under-five mortality
fell only slightly from 68 per 1,000 live births to 61
in the same period. Maternal mortality remains high,
and infectious diseases such as TB are still a threat.
While urban areas are on track to meet the water and
sanitation Goal, rural areas are lagging behind. Youth
unemployment is a significant concern in the region.
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Oceania

With about 8 million people, Oceania comprises mostly
small island developing states. The region is off track for
nearly every Goal, and falling back in some areas. The share
of under-nourished people increased from 25%to 27%
between 1990-92 and 1999-2001. Net primary enrolment
rates remain below 80%. Measles immunization coverage
dropped from 70%to 57% between 1990 and 2003. HIV and
TB infection rates are rising, and maternal mortality remains
high. Even where there is progress, it is too slow. Only Sub-
Saharan Africa is off track on more indicators than Oceania.
Latin America and the Caribbean
The region has experienced little economic growth since
1990, yielding stagnant poverty and persistently high
inequality. However, countries there are doing relatively
well on the MDGs for hunger, education, gender equality,
and child health. The Goal for water access has been
met in urban areas, but rural areas have seen little
improvement. Access to sanitation lags in both rural
and urban areas. Maternal mortality is relatively high at
190 per 100,000 live births, approximately 10 times the
average in rich countries. More than 125 million people
live in slumlike conditions. The greatest challenges
lie in the Central American and Andean countries,
where the concentration of poverty is highest whereas
the Caribbean have a serious problem with HIV/AIDS.

Europe

In the 1990s, and especially in the first half, the
Commonwealth of Independent States (CIS) countries
had their economies collapse, with significant increases
in poverty and hunger. Most are now making progress.
Youth unemployment remains very high. Net primary
enrollment rates have increased, but they still remain
below those in 1990. Some of these countries may
be off track for meeting the health MDGs, due to
alarming increases in the number of people infected
with TB and HIV and to high maternal mortality.

Central Asia

Central Asian countries experienced an increase in poverty
levels after the collapse of the Soviet economy, and their
geographic isolation compounds the challenges of post-
Soviet eco-nomic development. Since 1990 the poverty
headcount rates have risen significantly in sev-eral
countries, as have undernourishment and child mortality
rates. While overall primary enrolment rates remain fairly
high, gender inequality in education remains significant in
some countries. Health indicators are deteriorating across
the region, and the prevalence of HIV and TB is increasing.
Most countries have already met or are on track to achieve
the target for urban drinking water, but there has been little
progress in rural access. Meanwhile, access to sanitation
and other forms of infrastructure is stagnant or in decline.
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Summa ry Of the report - recommendations for the future

he following are the shortened and paraphrased key
recommendations for sector-specific policies and
investments discussed in “Investing in development”:

1. Developing countries should by 2006
draft project proposals (termed “poverty reduction
strategies”, PRSPs) bold enough to tackle the MDGs.
Existing PRSPs should be aligned with the MDGs.

2. Key challenge of the PRSPs is rapid scaling up of
public investments, capacity building, domestic resource
mobilization, and official development assistance (ODA).
They should also provide a framework for strengthening
transparent, decentralized, and inclusive governance,
promoting human and particularly gender rights. The
ODA shall on large scale shift from loan to 3-to-5-year
grants which shall be formulated in the form of the PRSPs
with the opportunity of an exit strategy for dependence
on ODA. Budgets need to be included as well as operational
plans for implementation engaging the civil society,
the private sector (PPPs!), and international partners.

3. International donors should identify at least a
dozen “fast-track” countries for a rapid scaleup of ODA
in 2005, recognizing that many countries are ready on the
basis of their good governance and absorptive capacity.

4. Developed and developing countries
should jointly launch, in 2005, a group of “Quick
Win” actions to save and improve millions
of lives and to promote economic growth:
[ ] Free mass distribution of malaria bed-nets
and effective anti-malaria medicines for all children
in regions of malaria transmission by the end of 2007;
] ending user fees for primary schools and
essential health services, compensated by increased donor
aid as necessary, no later than the end of 2006, and, by the
same time point, realize the free distribution of school
meals in hunger hotspots using locally produced foods;
[ ] successful completion of the 3 by 5 campaign to
bring 3 million HIV/AIDS patients in developing countries
onto antiretroviral (ARV) treatment by the end of 2005;
] distribution of free or subsidized

Constraints

he following aspects are constraints for the rapid
scale-up of investments and development efforts and
derived from “Investing in Development”(1), from other
sources(3;6-10), or from own deliberations and research:
] Development aid so far unstable and thus
unpredictable, particularly for mid-to-long term
investments in infrastructure and training;
] voted funds may remain unspent while
implementing agencies still plan and prepare;
[ ] efficiency (ratio output/input) may fall while
scaling up due to lack inexperienced staff;
] unit costs of input and staff may rise — because of
supply shortages, lack of competition, high logistical costs
and incentives for staff to be sent to remote areas;

distribution of chemical fertilizers and
agroforestry, by no later than the end of 2006; and
[ ] training program of community-based
workers with expertise in health, education, agriculture,
nutrition, infrastructure, water supply and sanitation,
environmental man-agement as well as public sector
management, gender equality and participation.

7. The actions should be aligned with regional
development groups and initiatives, e.g. New Partnership for
Africa’s Development. This includes peerreview mechanisms
to promote best practices and good governance.

8. High-income countries should increase ODA
from .0.25% of donor GNP in 2003 to around 0.44% in
2006 and 0.54% in 2015 to support the MDGs, particularly
in low-income countries, with improved ODA quality
(including aid that is harmonized, predict-able, and
largely in the form of grants-based budget support). Each
donor should reach 0.7% no later than 2015 to support
the Goals and other development assistance priorities.
Debt relief should be more extensive and generous.

9. High-income countries should open their
markets to developing countries’ exports through the
Doha trade round and help least developed countries raise
export competitive-ness through investments in critical
traderelated infrastructure, including electricity, roads,
and ports. The Doha Development Agenda should be
fulfilled and the Doha Round completed no later than 2006.

10. International donors should support scientific
research and development (R&D) to address special needs
of the poor in areas of health, agriculture, natural resource
and envi-ronmental management, energy, and climate.
The total needs are estimated at $7 billion a year by 2015.

11. The UN SecGen and the UN Development Group
should strengthen the coordination of UN agencies, funds,
and programs to support the MDGs, at headquarters and
country level. UN Country Teams should be strengthened
and should work closely with the inter-national financial
institutions to support the Goals. See also (5) on this.

] economic growth lower than anticipated due to

o no increase of international trade (WTO Doha
round!);

0 big-spending governments/high share of public

budgets of GDP as a consequence of the MDGs/"Investing in
development” could depress the private sector;

o competition of the public with the private sector
for skilled labor;

0 higher public borrowing raises interest rates;

0 self-sustaining growth naive at all?(6);

[] the belief that privatization is suitable in all
situation while it often increases inequities;

[ “Dutch Disease” ([...] is an economic phenomenon

in which the discovery and exploita-tion of natural
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resources deindustrializes a country’s economy. [... the])
value of the country’s currency rises (making manufactured ]
goods less competitive), imports increase, non-resource
exports decrease. The Dutch Disease becomes actual disease []
if there is something special to the activities resource

extraction crowds out, such as learning by do-ing or  and
[ ] lack of capacity to design, manage, and follow-up

economies of scale.”(11))

] intended beneficiaries may not be reached (access

Comment

“Z Then reading the report we
couldn’t figure if the contents
and style of writing resembled us
more of a technical report or an essay.
As a matter of fact, the 288 pages
(plus appendices) of “Investing in
development” were written by some
26 coordinators, supported by more
than 100 contributors. So ultimately,
the production of the report itself
is a project which, naturally, was
coordinated by a project manager.

There are many positive aspects to
commend: the report is relatively
user-friendly yet voluminous. It is
comprehensive and covers aspects, be
it background, analysis, or proposed
inter-vention, that are all interrelated
and important to understand in its’
complexity. Also, gender inequity,
environmental pollution, and
unsustainability are issues, among
others, which are earmarked as
interrelated to a variety of challenges
as well as to approaches to solutions.

Very ambitious is the frequent
insisting on the importance of
research&development (R&D). True,
an economy will yield much higher
growth rates if investments in R&D
are substantial and constant. Building
up a competitive, self-supporting
R&D sector requires, however, a
more advanced economy, a mature
infrastructure, and educated workforce
than those of the less and least
developed countries. We think that
this is to be prioritized lower than
invest-ments in “quick win” solutions
and investments in infrastructure and
training at all.

The Millennium Project rightly
criticizes that most of the official
development assistance (ODA) is bound
to short-term purposes while many
important investments, namely in the
infrastructure and qualified personnel,

need long-term donor commitments.
A shift to project-based activities in
the context of global introduction
of comprehensive PRSPs will kick-
off international development with a
totally different spin.

Moreover, the report names
constraints to be tackled before we
can hope to get further (see section
“Constraints” of this review). This is
extremely necessary for a realistic
analysis whether we will be able to
eradicate extreme poverty. Despite
given estimates of the efficacy, the
real challenge is to maintain or even
raise efficiency, i.e. ratio output/input,
while scaling-up because resources are
naturally limited. As a result, donors
and operators need to prioritize their
efforts and they need to be realistic
with their grantees and results.

In the report, this priorization is
done via a special section in the
recommendations named “quick wins”,
and all efforts shall be focused on “fast
track countries”. However, there are
many fields for which no quick win
solution does exist. In the case of HIV/
AIDS for instance, ARV cannot be the
only solution. And it should be spelled
out even clearer that contributions
to these quick wins and fast-track
countries should be prioritized by all
stake holders.

Yet “Investing in development” list
many benefits to be derived from
low-cost investment in things such
as fertilizers, improved seeds and so
fourth, and “quick wins” and “fast
track countries” are the right, the total
sum of development aid is far to low.
The report estimates an additional
requirement of ODA of some US$ 65
billion per annum in 2005, of US$ 70
billion in 2006, until it shall reach
US$ 120 billion in 2015. Jeffrey Sachs
suggest a figure of US$ 135 billion in
2006 and some 195 billion in 2015,
although it is impossible to know ex-
actly how much it will cost until the
grant proposals are on the table(3;10).
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costs or inaccessibility at all, attendance time, incomes);
unstable security situations, i.e. corruption and/
or nepotism, tyranny, (civil) war, and/or despotism; and
no state-of-the-art and forward thinking,
resistance to change, and inability to change paradigms;

projects, operations, and/or programs.

This is actually what Sir Bob Geldorf
and the Live8 concerts were shooting
at: to convince G8 governments to
increase ODA to the long proposed
minimum rate of 0.7% of the
GDP(12). In the U.S. this would mean
quadrupling the aid, still only 1/x
of the Pentagon’s budget. So far,
President Bush has transferred some
US$ 100 million extra cash on the Mil-
lennium Challenge Account; about as
much what it cost to make the movie
“The Aviator”(10).

As Sir Geldorf put it in front of the
Scottish parliament in mid May 2005:
“We're a joke, we are a complete and
utter disgrace and we perpetrate this
falsity and this lie on the head of the
already trodden upon, mute and weak.”
He added with respect to the increase
expenditure: “We wouldn't blink, not
a single person would receive less dole,
less wages, would have to pay more tax.”
(13)

The question, however, is whether
unquestioned support in even
prestigious projects is naive. The Live
Aid concerts of 1985, organized mainly
by Sir Geldorf, raised 200 millions for
relieving a natural disaster in Ethiopia.
In a recent article(14), development
aid specialist David Rieff hypothesizes
that even more lives could have been
saved with the unwitting sup-port of a
resettlement project.

Being committed to development aid
and being professional about analysis
and interventions should not be
contradictions in terms. Next up is
a shift to better controlled, mid-to-
long-term grant-supported projects
with specific, measurable, attainable,
relevant, and time-bound ob-jectives.
“Investing in development”, as we think,
does propose and demand this (the
poverty reduction strategy papers!) —
just the project/program aspect could
be even a littler clearer.
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Table 1: Major trends in the goals per region

—. See the last page

Box 1: .
Defining the MDGs as a project

Following the definition of the Project Management
Institute(2), MDGs can be described as a project. In detail
there are:

Uniqueness. The Millennium Development Project is
clearly an unprecedented endeavor. It is unique in its
scope and quantitative scale. Among other aims, it is
about “how we could be the first generation to outlaw
the kind of extreme, stupid poverty that sees a child of
hunger in a world of plenty, or of a disease preventable
by a twenty-cent inoculation. We are the first generation
that can afford it.”(15)

Defined end-points and risks. The end-points in this case
are the goals themselves, e.g. halving extreme poverty
by 2015. They are described and extensively discussed
elsewhere in this issue of Medical Student International.
If risks are becoming reality and the goals cannot be
achieved by 2015, the project will continue until the
goals are attained (if they are realistic at) - that is
means it is a defi-nite process.

Organization and subgoals. A project proposal typically
lays down in detail how to work our way towards the
goals, usually in the “methods” section. Unfortunately,
there was no framework and no coordination proposed

Box 2: . . .
About the UN Millennium Project
and its Director

The United Nations Millennium Project is an independent
multinational task force of econo-mists, scientists,
and development experts. It is headed by Professor
Jeffrey Sachs, the UN Special Advisor to UN SecGen Kofi
Anan. Professor Sachs is the Director of the Earth Insti-
tute of Columbia University, New York. Sachs is clearly
the star of the project team and out-weighs - despite
their heavy academic credits - all of his colleagues.
He is probably the cur-rently most famous economist
worldwide and the only one who gets credits by a rock
super star (“His voice is louder than any electric guitar,
heavier than heavy metal,” writes Bono in a foreword
to Sachs’ most recent book(15)). At the age of 30,
Sachs became a professor of economies at Harvard
University, one of the youngest of all times. Since 1985,
starting with Bolivia, he traveled some 100 countries for
stewardship, or for consultancy for, among others, the
International Monetary Fund, the World Bank.

He became know as a “clinical economist” for his
approach to stabilize countries’ economies, i.e. their
currencies’ exchange rate or the inflation rate with a
“shock therapy”, a term he does not like very much.

with the resolution that firstly declared the MDGs(16).
Despite a lagging coordi-nation between the UN
agenciesOwnership. The MDGs were agreed on at the UN
Millennium Summit in September 2000. On of the largest
gathering of heads of states and/or governments of all
times, a 189 nations committed them-selves and their
nations’ to this project. It remains, however, unclear
how committed the stakeholders really are. Of the less
developed countries (LDCs), not all of them adopted a
clear strategy on how to proceed. The high developed
countries, on the other side, have not yet devoted 0.7%
of their GNP to official development assistance at the
time of writing (before the G8 summit).

A
-
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Project Management
Body of Knowledge
PMBOH" Guide

W

What began with fighting hyper inflation by raising the
oil price continued with countries of the former East,
namely Poland and Russia. Professor Sachs stood up
for rapid transformation to market econ-omy - with
different success stories. Poland seems to relatively
well-off while critics remark in the Russia case that
Professor Sachs did not prevent the rise of the oligarchs
while privatiz-ing the country. In 1995, Professor Sachs
began to shift focus to Africa. He developed the idead
that landlocked, Malaria-plagued, and small-island
countries have a naturally disavan-tage - “geography
matters” and trade will not be the only solution.
“That is why he impassionate advertises for a rise in
development aid.(10;17)”

Professor Jeffrey Sachs
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Resources

Website:
WHO: http://www.who.int/mdg/en/

World Bank: http://www.who.int/mdg/en/

UN: http://www.un.org/millenniumgoals/

High-Level Forum on the Health MDGs: http://www.hlfhealthmdgs.org/index.asp
TakingITGlobal: http://mdg.takingitglobal.org

More useful links available from: http://www.takingitglobal.org/themes/mdg/links.html '..

Key Events focusing on the MDGs:
September 14-16 2005, New York: UN General Assembly High Plenary Meeting on the Five-Year Review of the Millennium Declaration

October 15-16 2005, Beijing: G20 Ministerial Meeting
November 14-15 2005, Paris: 3rd High-Level Forum on the Health MDGs

Inspirational Stories:
MDG Success Stories: http://mdgr.undp.sk/PAPERS/Consolidated%20MDG%20Success%20Stories.doc

Useful Documents:
Youth and the Millennium Development Goals (MDGs): Challenges and Opportunities for Implementation: http://www.mdgyouthpaper.

org/

MDGs Campaign Kit: http://www.takingitglobal.org/themes/mdg/campaign_kit.html

Investing in Development: A Practical Plan to Achieve the Millennium Development Goals: http://www.unmillenniumproject.org/
documents/MainReportComplete-lowres.pdf

The Millennium Development Goals for Health: Rising to the Challenges:
http://www.wds.worldbank.org/servlet/WDSContentServer/WDSP/IB/2004/07/15/000009486_20040715130626/Rendered/PDF/
296730PAPEROMilentOgoalsOforOhealth.pdf
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Table 2.2
Major trends in the

Reduce extreme
poverty by half

Reduce hunger by half

Girls' equal enrollment
in primary school

Girls’ equal enroliment
in secondary school

Literacy parity between
young women and men

Women's equal representa-
tion in national parliaments

Goal 4 Reduce child mortality

Reduce mortality of under-
five-year-olds by two-thirds

Measles immunization

Goal 5

Reduce maternal mortality
by three-quarters

Improve maternal health

Halt and reverse
spread of HIV/AIDS

Halt and reverse
spread of malaria

Halt and reverse
spread of TB
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