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This 2005 Report is the first in a series of Countdown reports that will be

issued every two years, just in advance of the Conference itself. Figure 5

shows the schedule for Countdown Reports and Conferences. The arrow

moving from 2005 to 2003 highlights the necessary time lag between data

collection and reporting. This lag means that the data reported in this 2005

Report are in some ways a baseline – not for the MDG itself, but for the

intensified programmatic efforts that began in 2003 after publication of the

Lancet series on child survival.

Figure 5: Timeline for Countdown coverage monitoring.

The most important findings are those presented in the individual country

profiles. The country-level data answer basic questions about child survival,

such as “What proportion of newborns and children has benefited from known

and life-saving interventions?” “Are there gaps in coverage?” “Are supportive

policies in place?” and “How equitable is the coverage that exists?”

Aggregated statistics often mask the answers to such questions, making it

difficult to understand where the problems are and the next steps needed to

address them. 

Table 1 summarizes information about under-five mortality rates (U5MRs) in

each of the 60 priority countries relative to the achievement of MDG-4. Under

"Current status", the two leftmost columns present U5MRs for 1990 and 2004,

and the third column presents the average annual rate of reduction (AARR) in
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the U5MR for the period 1990 to 2004. “ The rightmost column identifies countries as “on

track” in which the average AARR between 1990 and 2004 was 4.4% or more between 1990

and 2004, the percent reduction needed to achieve the MDG. (Note a margin of error of 5%

was used in classifying countries as “on track”.)  In addition, countries that have an under-

five mortality rate of less than 30 are also classified as “on track”. Similar analyses were

conducted by Wagstaff and Claeson in 2004, and can provide a useful guide to their

interpretation.1

Only seven of the 60 countries report trends in under-five mortality that suggest they will

meet the MDG for child survival:  Bangladesh, Brazil, Egypt, Indonesia, Mexico, Nepal and

the Philippines. The most important part of this document is the country profiles in Chapter

4; real action to achieve MDG-4 will happen country-by-country, and that is where the focus

of Countdown monitoring should lie.

The data in Table 1 provide a good example of the limitations of aggregated results as a

basis for action. As a group, these sixty countries must reduce their U5MR by 8.4 deaths per

thousand live births each year between now and 2015 to achieve the target U5MR of 38 per

thousand. This represents a reduction of two-thirds from the average U5MR for the group of

115 under-five deaths per thousand in 1990. Hidden within these figures, however, is the

fact that seven of the 60 countries are “on track” to achieve the MDG (Bangladesh, Brazil,

Egypt, Indonesia, Mexico, Nepal and the Philippines). Seventeen countries, on the other

hand, can only meet the goal if they achieve annual reductions in U5MR of 10 per thousand

live births or greater. In Iraq, the U5MR has risen from an estimated 50 per thousand live

births in 1990 to 125 per thousand in 2004; the Iraqis and their partners will need to reverse

this increase and then work toward a further two-thirds’ reduction from 1990 levels. In

summary, the most important part of this document is the country profiles in Chapter 4; real

action to achieve MDG-4 will happen country-by-country, and that is where the focus of

Countdown monitoring should lie.

Our aims for this chapter are humble. We hope to summarize selected aspects of the

country profiles in ways that raise questions and spur more careful attention to the

individual reports, or that allow gross assessments of whether efforts are addressing the

biggest problems. Even the limited findings we present are provisional, and intended as a

basis for discussion and further action rather than conclusions in and of themselves.

As an aid to analysis, we have grouped countries into three rough categories, using

threshold levels for coverage that reflect international goals.

1 “On track” indicates that coverage for this indicator, in this country, is high relative to

that of other priority countries; 

2 “Watch and act” indicates that coverage for this indicator, in this country, falls in the

middle range relative to the other countries (but in most cases falls far short of either

the stated target or the broader goal of universal coverage); and

3 “High alert” indicates that coverage for this indicator, in this country, is very low

relative to the target and to the rest of the priority countries. 

We present summaries based on this three-prong categorization for selected indicators in

each of the five components of the Countdown effort.
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Table 1.  Under-five mortality rates in 1990 and 2004 in the Countdown priority countries, and annual rates of

reduction in under-five mortality needed to achieve a two-thirds reduction by 2015. 

Source: Division of Health Policy and Planning, UNICEF, December 2005. 



Nutrition, including breastfeeding 

Exclusive Breastfeeding

The prevalence of exclusive breastfeeding across all developing countries is reported as

41% for 2004.2 Trend data for a subset of countries indicate there has been a significant

increase in this indicator during the 1990's.3 As shown in Figure 6, there have been large

increases in West and Central Africa, as well as in East and Southern Africa. Results for this

indicator should be interpreted with care, because breastfeeding behaviour is influenced by

many sociocultural factors that extend beyond whether or not mothers received an

educational intervention. There are important concerns about the reliability of this indicator

across both different surveys and different cultural settings.

Among the 57 priority countries with data on this indicator, 10 have coverage levels

categorized as “on track” at 50% or higher, and 23 as “high alert” with rates of 20% or

lower. Nine countries reported exclusive breastfeeding rates of under 10% (see  Table 2).

The International Code of Marketing of Breastmilk Substitutes has been fully adopted in 15

of the 60 priority countries, and partially adopted in 40 countries. Somalia, Chad and the

Central African Republic have not yet made

significant progress toward the adoption of

the Code. No information was available for

Equatorial Guinea and Liberia.

Other Breastfeeding Indicators

The Countdown country profiles include

two other breastfeeding indicators: (1)

breastfeeding at 6-9 months with

complementary feeding; and (2) continued

breastfeeding at 20-23 months. For the first,

25 countries have rates of 70% or above,

including four countries with rates above

90% (Congo – 94%, Malawi – 93%, Tanzania

– 91%, and Zimbabwe – 90%). Another 16

countries have rates between 50-70%. These

rates are higher than those for exclusive

breastfeeding, although the surveys do not

capture sufficient information to assess the

frequency or quantity of feeding. Sixteen

countries report that fewer than 50% of

infants between the ages of six and nine

months are both breastfeeding and

receiving complementary foods. Somalia is

particularly alarming with a coverage rate of

only 13%.
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Figure 6: Trends in exclusive breastfeeding by UNICEF

region, 1990 and 2004 . 

**Excludes China

Source: UNICEF 2005 (NNL). Trend analysis based on a

subset of 27 countries, covering 60% of the developing

world’s population.

1990

2004



A review of the country profiles for continued breastfeeding at 20-23 months shows that 23

of the Countdown countries have coverage levels under 50%, and only Nepal and

Bangladesh report continued breastfeeding rates of greater than 90%, at 92% and 94%,

respectively. 

Vaccination

The 2002 United Nations General Assembly Special Session (UNGASS) on Children set a

national coverage target of 90% for the full immunization of children under one year of

age.4 Here we summarize the findings for two of the basic vaccines: measles and DPT3.

Estimates of coverage for measles for all developing countries have risen from 71% in 1990

to 74% in 2004.2 The 2004 estimate of DPT3 coverage for all developing countries is also

74%.2 Levels of coverage in the 60 priority countries are summarized in Figure 7 using upper

cut-offs of 90% or more for “on track” and a

lower cut-off of 50% or less for “high alert”. 

The findings indicate that coverage rates

exceeded the 90% international target for

measles and DPT3 in 10 of the 60 priority

countries. Twenty-three of the 60 countries

reported increases in measles coverage of 10%

or more between 2000 and 2004, and 22

reported increases of the same magnitude for

DPT3.3 On the other hand, six countries

reported measles coverage of 50% or lower

(Central African Republic, Côte d’Ivoire, Liberia,
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Table 2: Priority countries with the highest and lowest rates of exclusive breastfeeding, 2004.

Proportion of infants under six months of age who are exclusively breastfed 

Highest (>50%) Lowest (<10%)

Country % Survey year Country % Survey year

Rwanda 84 2000 Azerbaijan 7 2000

Nepal 68 2000 Chad 2 2004

Madagascar 67 2004 Congo 4 1999

Uganda 63 2001 Côte d’Ivoire 5 2004

Burundi 62 2000 Gabon 6 2000

Papua New Guinea 59 1996 Niger 1 2000

Ethiopia 55 2000 Sierra Leone 2 2000

China 51 2003 Somalia 9 1999

Ghana 53 2003 South Africa 7 1998

Tajikistan 50 2003

Source: The State of the World’s Children, 2006

Figure 7: Categorization of 60 priority countries by levels of

coverage for measles and DPT3 vaccines



Nigeria, Papua New Guinea and Somalia). The same six countries also reported DPT3

coverage rates of under 50%, along with four additional countries (Chad, Equatorial Guinea,

Gabon and Haiti). Three countries (Côte d'Ivoire, Liberia, and Papua New Guinea) had

decreases of 10% or more for both measles and DPT3. These findings should trigger

immediate action to identify and address the reasons for these failures. 

Other prevention interventions

This component includes coverage indicators for four interventions: Vitamin A

supplementation; interventions to improve access to safe drinking water and sanitation; and

the use of insecticide-treated nets (ITNs) to prevent malaria. We have selected Vitamin A

and ITNs for summary here. 

Vitamin A supplementation 

Among the 60 priority countries, 56 have national vitamin A supplementation programmes.4

Coverage rates for at least one round of vitamin A supplementation met or exceeded 70%

for 26 of these countries in 2003 (Figure 8). These high coverage rates were achieved

through a combination of child health days, linkages with immunization campaigns, and

distribution through routine services. Seven countries are classified as “high alert”, with

vitamin A supplementation coverage rates of 40% or below (Gabon – 30%, Haiti – 25%,

Kenya – 33%, Nigeria – 27%, Papua New Guinea - 1%, Sudan – 34%, and Yemen – 36%).

Across all developing countries with vitamin A deficiency, the proportion of children who

received two doses of vitamin A in the previous year increased three-fold between 1999 and

2003, from 14% to 51%.2

Insecticide-treated nets

The 2000 summit on Roll Back Malaria, held in Abuja, set a target for 2005 for African

countries to achieve 60% coverage for those at risk of malaria of an appropriate

combination of personal and community protective measures, such as insecticide-treated

nets (ITNs).5 The recently-released Roll Back

Malaria Global Strategic Plan 2005-2015 sets

new coverage targets of 80% for achievement

by the year 2010.6 The Countdown indicator,

which is also an indicator for Target 8 on

malaria of MDG-6, is the proportion of

children under five…in malaria-risk areas

sleeping under an ITN.7

Forty-five of the 60 Countdown priority

countries are endemic for malaria and have

plans to increase ITN coverage nationwide.

Scale-up is taking time, although most

countries now have plans and have identified

resources for acceleration. 
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Figure 8: Categorization of 56 priority countries by levels of

coverage for at least one supplemental dose of Vitamin A in

previous six months.



As shown in Figure 9, four Countdown

countries have documented national ITN

coverage rates of 10% or above: the Gambia

(15%), Malawi (36%), Tanzania (26%) and

Togo (44%). In Malawi, 1 million insecticide-

treated mosquito nets were distributed in

2003 alone, boosting coverage from 5 per

cent of households in 2000 to 43% by the end

of 2003.8 The same survey reported 36% of

under-fives sleeping under an ITN.8 Togo was

able to include ITN distribution with a

measles campaign and as reported above has

the highest coverage among the 45  priority

countries.9 Large increases in resources for

ITN purchase provided by the Global Fund

(GFATM) and other sources (e.g., the World

Bank Booster Programme, The Bill and Melinda

Gates Foundation and the President’s Malaria Initiative) should result in much higher

coverage in the next two years.

Newborn Health

Skilled attendant at delivery

The 2005 Countdown country profiles include five indicators related to newborn health:

skilled attendant at delivery; TT protection at birth; timely initiation of breastfeeding;

postnatal visits; and preventing mother to child transmission of HIV (PMTCT). In this

summary we focus on coverage levels for a skilled attendant at delivery. 

In developing countries, the proportion of deliveries at which a skilled attendant was

present has increased from 41% in 1990 to 57% in 2003.10 Coverage rates in sub-Saharan

Africa have remained low in the same 13-year period, increasing only 1% from 40% in 1990

to 41% in 2003.10

Figure 10 shows the categorization of priority countries on this indicator. Thirteen of the 59

Countdown priority countries with data for this indicator report delivery by a skilled

attendant in at least 70% of births.† Eleven countries in five UNICEF regions reported skilled

attendants at 30% or less of deliveries (Afghanistan, Bangladesh, Burundi, Ethiopia, Chad,

Haiti, Nepal, Niger, Pakistan, Somalia, Yemen). Extraordinary efforts are needed in these

countries to save the lives of mothers and their infants and to progress toward national and

international targets.
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*Estimates differ from those in SOWC 2006 because a recent household survey was cleared by the

country and passed by the quality control committee for inclusion in the global estimate since the

closing date for SOWC 2006 estimates.

Figure 9: Categorization of 45 priority countries with endemic

malaria by level of ITN use by children under age five



Other Newborn Health Indicators

Tetanus Toxoid (TT) protection at birth. Many

countries are making good progress on

protecting newborns and mothers from

maternal and neonatal tetanus. Seventeen

countries reported greater than 70% coverage

of mothers with two or more doses of TT

immunization within the necessary time to

give protection. In a few countries (e.g.,

Zimbabwe and Zambia), TT coverage is

higher than coverage for routine child

vaccinations. In two other countries with

moderately high coverage for routine child

vaccinations, coverage for TT protection at

birth is very low: Nepal reports 80% DPT3

coverage and 42% coverage for TT protection;

and Pakistan reports 65% DPT3 coverage and

45% coverage for TT protection. For these

countries and the eight countries with

coverage rates under 40%, further exploration

of the constraints in delivery strategies for TT

would be useful.

Timely initiation of breastfeeding. Data for

this indicator are available for only 38

countries at this time. Two of these 38

countries report that over 70% of newborns

are breastfeeding within one hour of birth: Gabon (71%) and Malawi (72%). This indicator

should be included in future household surveys, and additional attention must be directed

to this and other newborn practices. 

PMTCT. Among the 34 countries for which indicator data are available from the 2005

UNICEF PMTCT survey,11 25 report that fewer than five percent of HIV-positive women

receive anti-retroviral (ARV) prophylaxis to prevent mother-to- child transmission of the

virus. High levels of coverage are reported for only two countries: Brazil (49%) and

Botswana (50%). Rapid scale-up is required, especially in countries with generalized HIV

epidemics.

Case management of childhood illness

In this section we summarize data on three of the four case management coverage

indicators. We have not included a summary of oral rehydration therapy for the prevention

of dehydration during episodes of diarrhoea because the indicator has changed numerous

times,12 making cross-country comparisons and trends difficult to interpret. 
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Figure 10: Categorization of 60 priority countries by levels of

coverage for the presence of a skilled attendant at delivery



Careseeking for suspected pneumonia

A new pneumonia report by UNICEF shows

that only one in five caregivers in developing

countries know the danger signs of

pneumonia, and only about half of children

with signs of pneumonia are taken to an

appropriate health care provider.13 Among the

60 Countdown priority countries, six report

that 70% or more of children with suspected

pneumonia are taken to an appropriate

provider for care (see Figure 11). Four of the

60 priority countries report that 20% or less

of families seek care for pneumonia danger

signs: Bangladesh (20%), Botswana (14%),

Ethiopia (16%), and Rwanda (20%).

This indicator is serving as a proxy for the proportion of children with pneumonia who

actually receive antibiotic treatment, which is addressed below. 

Antibiotic Treatment of Pneumonia

Few countries have recent data for this indicator. DHS surveys conducted in several countries

in the early 1990’s found antibiotic treatment rates of about 20%, and trend data from Egypt

and Columbia show rapid increases that merit further investigation.3 The DHS and MICS

questionnaires being used in 2005-2006 include an additional question to explore what

treatment was given to a child with signs of pneumonia. These new data will support

expanded reporting on this indicator in the 2007 Report. 

The Countdown will also track the adoption of policies promoting delivery of antibiotics for

the treatment of pneumonia at community level. WHO and UNICEF have recommended that

well-trained and supervised community workers be permitted to diagnose and treat probable

pneumonia cases with antibiotics as a strategy to improve coverage.14 The 2005 country

profiles indicate that 17 of the 60 priority countries now have policies that allow for

community management of pneumonia. In two additional countries, community-based

management of pneumonia is being assessed in pilot areas, reflected in the country profiles

as “partial” adoption of the policy. 

Treatment of Malaria 

Among the 45 priority countries with endemic malaria, there are 31 with national data on

antimalarial coverage among children with fever/presumed malaria. As shown in Figure 12,

the Abuja target of 60% coverage by 2005 has been met by only 6 countries to date with

respect to this treatment indicator: Angola (63%), Benin (60%), Central African Republic

(69%), Ghana (63%), Sierra Leone (61%) and Togo (60%). An additional 16 priority countries

have achieved over 30% coverage for antimalarial treatment of children under five with

suspected malaria. Unfortunately, the majority of these children were treated with
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Figure 11: Categorization of 60 priority countries according

to levels of careseeking for suspected pneumonia from an

appropriate provider



chloroquine, to which resistance has

increased in most of these countries to the

point where it can no longer be considered an

effective treatment for falciparum malaria.

However, if these same mechanisms can be

used to deliver the more effective artemisinin-

based combination therapies (ACTs), it should

be possible to increase effective coverage

rapidly. 

More than 40 countries, including 33 in Africa,

have amended their policies to require the

use of these more effective antimalarial

treatments.

Coverage equity

The Countdown equity indicator is the proportion of children under five receiving six or

more child survival interventions, reported for the poorest and least poor quintiles of the

population. The 2005 Report includes data for 24 countries with a recent DHS survey that

included an assessment of family assets; this will be expanded to include countries with

MICS by 2007. The specific child survival interventions assessed in these surveys, and thus

available to serve as a denominator for the Countdown, varied. Figure 13 summarizes the

results for 28 countries in two groups. In figure 13a, we report on the proportion of children

receiving six or more interventions in 15 countries out of a possible total of eight

interventions: antenatal care; tetanus toxoid during pregnancy; skilled attendant at delivery;

safe water; BCG vaccination, DPT vaccination, measles vaccination and vitamin A

supplementation. In figure 13b, we report on an additional 13 countries in which the total

possible number of child survival interventions was nine: all those listed above plus ITNs.

The remaining four countries (Ethiopia, Gabon, Guinea and Togo) are difficult to summarize

because the surveys assess coverage for different combinations of either seven or eight

interventions.

Figures 13a and 13b show the magnitude of the gap between children receiving six or more

essential interventions in the lowest (poorest) and highest (least poor) wealth quintiles. The

bars start at the coverage level among the poorest, and end at the level for the least poor.

There are substantial gaps in every country. The smallest gap is observed in Chad, where

only 0.2% of the poorest received 6 or more interventions, compared to 22.8% of the least

poor – resulting in a gap of 22.6 percentage points (Figure 13a). The widest gap was found

in the Philippines – 58.7 percentage points. Monitoring the width and the relative position of

the bars in figures 13a and 13b will allow tracking inequalities over time in a way that is

easier to interpret and present than more complex summary indicators of inequality (e.g.

concentration indices). 
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Figure 12: Categorization of 45 priority countries with

endemic malaria by levels of antimalarial treatment

coverage
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Figure 13: Gap between the proportion of children receiving 6+ child survival interventions in

the first and fifth socio-economic quintiles.

Figure 13a: Countries with a total of eight child survival interventions

Figure 13b: Countries with a total of nine child survival interventions
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Some preliminary findings 

One of the important objectives of the Countdown conference in December 2005 was to

review and discuss the information presented in the country profiles, and together

synthesize the most important findings and their implications for policies and actions at

national and international levels. In this section we proposed some preliminary findings for

consideration in these discussions and debates. 

1. The data show just how much remains to be done.

Most of the country profiles included here reflect coverage levels in 2002 –2004. The

renewed attention and energy to newborn and child survival generated by the 2003 and

2005 series in The Lancet and the World Health Report 2005 were only beginning at the time

these assessments were made. In fact, then, the 2005 Report presents a starting line for the

Countdown to 2015 effort. 

2. But they also show that we are on the brink of unprecedented

opportunities. 

In a very short time, some countries have made giant leaps in coverage, increasing the

proportion of mothers and children who have access to life-saving interventions by as much

as 10%.

3. Other countries are struggling, and have been ranked as “high alert” on

numerous indicators. 

The report highlights these countries so that Governments and their partners can work

together to overcome barriers.

4. Countdown 2005 results should stimulate hard questions about why

there is progress in coverage for some countries, for some interventions,

and not in others. 

The determinants of progress vary by programme component, by indicator and from

country to country. More careful analysis drawing on a broader range of information is

needed. For example, 

• Global and national consensus, technical assistance and resource mobilization can be

effective in supporting government systems, such as with immunization programmes.

• National legislation, consistent messaging and local commitment seem likely to have

contributed to increases in exclusive breastfeeding in Ghana, Madagascar, and

Tanzania.

• National commitment and partner convergence in support of national programmes may

be responsible for relatively higher rates of coverage for specific interventions, such as

the national programme on ARI control in Egypt (incorporated into IMCI in 2000) and

the PMTCT efforts in Brazil.



• Some countries, such as Rwanda, show very high coverage on the indicators for

nutrition, prevention, and newborn health, but much lower coverage on indicators

reflecting case management of diseases. 

• Building on existing programme opportunities to introduce new interventions has

probably contributed to relatively higher coverage with ITNs in Togo, Tanzania and

Malawi.

• Conflict disrupts health systems and families, and offers a ready explanation for the

slowing or even reversal of coverage rates for newborn and child survival

interventions. Countries emerging from conflict, such as Angola and Mozambique, are

now making rapid progress but have a long way to go to “catch up”. The next tracking

report in 2007 will show whether this trend continues.                 

5. None of the 60 countries has achieved even minimal coverage levels for

all or most child survival interventions appropriate to their settings. 

All parties – Governments, partners, researchers, and individuals – must work toward the

common goal of achieving high, sustainable and equitable coverage for maternal, newborn

and child survival interventions.
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6. Inclusion of selected newborn indicators in household surveys will

support better tracking of progress in future reports. 

Improving coverage with neonatal interventions is an urgent priority. Reductions in

mortality can be achieved by eliminating all lingering pockets of neonatal tetanus deaths,

incorporating essential newborn care into ongoing maternal and child health efforts, and

improving home care practices. Postnatal visits to the home by a trained community worker

are recognized as one approach likely to result in less newborn illness and death. Few data

on coverage for these interventions are available now, but we can assume that these

interventions are reaching few of the mothers and children who need them.

7. The Countdown renews its pledge to increase accountability by tracking

intervention coverage for newborn and child survival.

The 2005 Report is a starting point for continued and strengthened tracking of progress, and

for holding Governments and their many partners in child survival to account. Future

reports will include more complete data for the indicators reported on this year, as well as

additional indicators. The scope of the Countdown effort may also be broadened by

participation of those committed to reducing maternal mortality.
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