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MDG 6: RED UCTION OF CASES OF TB, MALARIA AND "IV 

Acd. J aime C. Montoya, M.D. 

Introduction 

Infectious di seases remain to be the s ing le most important cause o f 
morbidity and mortality in human history. Historical records will show that 
they were a scourge of humans in prehistoric times and remain to be so. even 
in modem times. even in the developing world . Most of these diseases. 
though. are prcvenlable through vaccination and the practice of proper 
hygiene and infection control. 

But TB. malaria and HI V still remain rampant . It is no wonder that the 
Un ited Nations has chosen as one of the Millennium Deve lopment Goals 
(M DG 6). the reduction of morbidity and mortal ity due to TB. Malaria and 
HI V. 

Th is paper will discuss the prospects of the Phi lippines for achieving 
MDG 6. laking into account the country 's current realities and problems 
and existing efforts to curb them. The discussion ofMDG 6 wil l be divided 
into thc three di sease areas: T8. Malaria and HI Y. Each disease area will 
cover the following: 

Epidemiology 0/ the Disease 
• MDG i ndicators/or the Disease and current status /Ising these 

indicators 
Impact on other MDGs 
Assessmemo/Sfatlls 0/ MDG Targets /or the Diseuse 
Challenges/Problems in the Control ojlhese disea~'es 

Disease experts were asked to analyze the data for each of the three 
di sease areas: Dr. Charles Yu for Tuberculosis, Dr. Vicentc Beli7.ario for 
Malaria and Dr. Jessie- Fantone fo r HI VIAIDS. They employed the 
fo ll owing procedures and processes in coll ecting and analyzi ng pertinent 
and relevant data: ( I) analysis of official documcnts (NCSB. WHO. DO H . 
NEDA); (2) expert opinions through Focus Group Discuss ions and Round 
Table Discussions; (3) trend analysis; and (4) critical appraisal of published 
and on line related articles and official government and WHO publi ca tions. 
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Tuberculosis 

E:nidemi(Jlf,Jl' Q( Tllh(~,tl/Josis 

Tuberculosis remuins a major public heahh problelll in the Phi lippines. 
In tenns ofine idenee.lhe Philippines ranks ninth among the 22 high burdcn 
countries in the world. from a previous 8th in 2003 and 71h in 2000. In the 
Western Paci fic region, tbe country ranked third from a previous second in 
2003 [WHO Report, 2007 & 2009]. In the Ph ilippines. T B consistently is 
one of the ten leading causes of morbidity and mortality. It is the six th 
leading ea useofmorta lity with 33 deaths per 100,000 populat ion [Philippine: 
Heal th Statistics. 2003] and sixth in terms of morbidity with 137 
eases/ IOO.OOO population [FHSIS. 2005,. The estimated burden of TB is 
5 14.300 DALYs or over haifa million hea lthy- life y~ars lost annually due to 
illness and premature deat h. Economically. these premature deaths from T8 
translate to approx imately PhP 27 billion pesos (US $490 mi ll ion) loss of 
potential cum ings yearly [peabody, 2003] with 60 percent of the deaths 
occurring in the productive age groups. FUflhcrmorc, those in the productive 
age groups, the poor. the elderly and the men. arcdi sproport ion:Hely afTectcd. 
World Bank (2007) estimates thai without Directly Ohserved Therapy 
Course (DOTS) the polcntia l economic losses to the Philippint.!s over lJ 10 
year period (2006-20 15) cou ld range from 120- r 40 billion dollars. 

MDG iudicawrs {or IIIberclllos;s and where we arC' IIsi",! Ill('sl! ;mlic(l/o,..,· 

Table I is a summalivc tabulation of the di fferen t MDG targets that 
include incidence. prev:llencc. and mortality as well as cast.! detection and 
treatment success and cure rales, The incidence reports arc culled from DOH 
and WHO data whi le the prevalence includes the laner but also takes into 
account thc three national TB prevalence surveys (NTPS) done in 1982. 1997 
lind 2007 whic h present a fairl y aceurJ.le picture of prevalence. On mortality. 
WH O uses an adj usted figure fo r baseline as compared 10 the d.lta generated 
by the NeSB which util izes actua l figurcs obtained from the Nationa l 
Epidemiology Center- FHSIS. Figure 1 shows the cumu lative percentage in 
reduclion ofthe di fferent targets. 
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Table I' Philippine Summary of Ach ievement oflhe TB MOG Taruels • 
B.~ljn r 1m !Ootid .. '.,. (2000 1111,", l ,alQ"1 TARCET 

Olh t ""t,r illd ic'a lt'd) (20117) (201 5) 

Incid4't11;e (all ~MCSI I OO.OOO) JJ5 JOS ". ,61< 

h",;ido..~ (Ill:'" 5..0+/ 100.(00) 'SI ' )7 '30 " ",""valen..", (all t-=slIOO,OOO) "'. '" SOO "'" 
1'll;VIIkn1"e (.<Il1Qf fIOSit;v~) 6.611000 ( 1912) 4.9 J. I (I~7) 2.0 (2007) ,.. 
NTI'S w"'C)'$ 

Pn:valcncc (cullure pu$iti,'~) K.6I1000(IQl2) 11. 1 (l9'J7) 4.7(2007) 4. 1·· 
8.3 " (1990) 

Tn !llOnality (_II cU<::$/JOO.OOOj !IU (311.2· ) 5H (2000) 41 (31 · ) " 
I'rupot1ion of Til p11lien lS dcK-.;too 

NA " " 70 (ClIS<: dcl~"'I;on IlIle) under Directl y 
Ohsc",cd l1Iclllpy Short Course 
(OOTS) 

I'roportion or TO p111 H:nlS ullder NA " "' "' DOTS ~uwa;sfully In:IIlcd 

J"nJpur1it>ll ofTD patienl. cun;d NA <73 79 (ZOOS) " (cu~ IlIle) 

Actual performance orthe NTP with regard to the MOO targets for TB 
deaths. incidence and prevalence arc shown in Figure I below. MOO targets 
are based on baselines 820, lSI and 80 per 100,000. respecti vely. for 
prevalence, incidence and deaths. 
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llll/.JQct o(tllber(,'lIlosi.~ oil/he other MDGs 

Eradicating ex treme poverty and hunger 

TB has long been a measu re of a developing cou ntry's state of hca hh. 
Indeed, it has been said that you can lell how the nation's health is doing by 
just looking at its T B statistics. TB is a disease of poveny. hitting more of the 
poorest Ct:onomie classes yet it is also impoverishing once it hits fami li es. So 
if a country's TO picture improves, does a country's GDP a lso improve or 
does its economy improve or is it vice-versa? Thc answcr is probab ly nOlthal 
simple but is probably both . Improvemcnt in the nation 's economy leads to 
better social conditions that hinderlhe spread ofTB in communities through 
improvement s in health care and services and bcuer nutrition leading to 
incrcuscd body rcs istance to illness. Better HI V!A IDS treatment, lor 
example. results in increased immunity. however, it may also lead to greater 
morbidi ties for TO because of increased survival ofpatiell1s with longer li fe 
expectancies. 

While mcn may be three limes more likely 10 get TB than women. 
women may be less reluctant to seek/consu lt medica l care ormen may hinder 
them from seeking profeSSiona l help. Less educational opportunities for 
women make them more prone 10 TB ahhough recent data show both sexes 
wilh a high preponderance of ignorance about T B (with a high attribut ion to 
vice. alcohol/smoki ng. inheritance among other misconceptions). 

Evidence also shows that the poor have systematically lesser access to 
health services than the non-poor. In fac t. it has frequently been observed 
that the avai lability of good medica l care tends 10 vary inversel y with the 
need for it in the population served. This phenomenon is known as the 
inverse care law (WHO). 

A 2002 study in Manil a found that respondents with low famil y income 
(less than P2000 per month ) were- seven limes morc likely than those with 
medium and hi gh incomes not to seck medical care. 

Mueh has been written. also, aboul the interrelationship of TB and 
poverty and it is a given that TB in the Philippines with its low HIV 
prevalence « I percent) is main ly seen in the lower income groups. Tupasi 
(2000) showed that in 1997. the urban poor were 1.6 limes more likely to 
have smear positive TB (5.6/1 000 smear positive versus 3.5 in general urban 
population). Please refer to Figure2. 
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Figure 2: Prevalence of PTB in Orban Poor and Urban Non~Poor 

Communities in the Philippines 

Source: Tupasi. T. E. ct. al. Tubercu losis in the urban poor settlements in the 
Phi lippines. Int J Tuberc Lung Dis 4(1 ):4-11 

Peabody and colleagues (2003) showed that a majority afTS cases have 
consistently been seen in the lower socia-economic strata with the poorest 
quinti lc having a prevalence twice as h igh (0.7 % versus the highest quintile 
0.3%) with prevalence increasing by age and Ihe elderly poor, three times 
morc like ly to have TS than the highest quinti le group. The above findings 
were reconfirmed in the 2007 NTPS (where socio-economic status was 
derived as primary data for the first time) and where the lowest 80 percent 
wea lth quinti le were 1.6· 1.7 times more likely 10 have TB than the highest 20 
percent. 

TB in Children 

The burden of disease from childhood TB is uncertain, panly because of 
the difficulties of making the diagnosis in children and also because it is 
given less attention owing to its lower transmission potential. II is esti mated 
that pediatric TB constitutes around 5··10 percent of the TB cases each year. 
For the Phi lippines, this would be in the range of 12,000 for Ihe year 2000 
(Powell , 2004) to about 20,000 cases/year in a more recent estimation by the 
DO H. In contrast to TB in adults where the risk of progression from 
infection 10 disease is estimated to be around 10 percent. the progression to 
TB among infants and children under 5 is around 43 percent and 25 percent, 
respectively (Powell , 2004). 
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Moreover. from a public health point of view. childhood TR is a 
"sentinel event" . It suggests thaltherc is recen t transmission going on in the 
community. A rise in the incidence of chi ldhood TB suggests that TB control 
in the commu nity is not occurring as well as it should. 

The leading causes ofTB deaths in infants and young children arc TB 
Illt.!ningitis and miliary TB, from a review ofrccent mortality statistics. This 
may be due to the effectiveness of TB vaccines (BeG) at birth or a few 
months after birth which corre lates highly as seen in systematic rev iews of 
reducing miliury TB and TB meni ngit is. The latest NTP report as of May 
20 IOshowed a cure rate o f 80 percent and a success raleof88 percent. 

TB :md Gender Equality 

Regardless of whether more men or women are infectcd wi th TB, 
evidence suggests that women between 10-40 years of age have up to a 130 
percent higher risk of progressing from TB infect ion to disease than men. 
Globally. case fatillity rates are higher among womcn. II is also clear that the 
poverty-related detemlinants of TB infection and hea lth-seeking behavior 
we igh more heav ily on women than on men. Everywhere. women work 
longer hours, control fewer producti,'e assets. earn less than men and face 
unique reproductive health risks. Women's health seeki ng behaviour is thus 
constmined by their lower socio-economic status and reduced access 10 

infonnat ion and economic resources. In this manner. poor women may be 
doubl y disadvantaged. Evidence points to the speci fi c constraints women 
may face when seeking to accessTB services g lobally. 

Impml·j/lg II/Clt('rIwl health 

There arc no accurate reports on TB and maternal deaths bu t T8 remains 
a possiblccauscofmalcmal deaths. But a review ofavai l:lble shltislics shows 
that TB is not among the leading causes of death. 

A,~ses"'l1/ell t O(Stflllls otM DC targets (0,. nlherctl/osis 

As fa r as the MOO targets of detection and cure rates under DOTS, 
there is sufficient evidence to support the statement that the Philippines can 
achieve the targets (detection rates have been reached. success rotes 
exceeded and cure rates approaching targets) using WHO indicillors. 

As far as the MDG target on TB-relatcd death rJtcs is concerned. the 
Philippines will be able to achieve me target for as long as WHO baseli ne 
indicators are followed. TB prevalence based on prevalence surveys may be 
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halved by 2015 but there is some cause for concern because of recent data 
thilt reveal the incidcnceratcs target may not be achieved . 

Clllll/ellrtt's/Proh/cfIIJ ill Ihe COlllml n(TuherclI/osis 

There is an urgent need to realign baseline targets for death rates and 
prevalence rates as current ly reported by NSCB to adhere to international 
standards set by WHO. There is likewise an urgent need lor the government 
(particu larly the new admini strmion which wi ll report the MOG 
achievements to the world in 20 15 ), stakeholders. partners and NTP to 
redouble eff0l1s to achieve MDG TB targets. with chances that the 
Phil ippines may miss targets due to s light missteps incl uding problems in 
case reporting. supply chain for diagnostics and drug su pply, waning 
political support fo r the TU contro l program and donor laligu\! ·- thaI. will 
seriolls ly am~cllhc suslainabilityofTB cOlmol programs in place. 

Malaria 

Epide/IJiolojf}JofMala,.;a 

Malilria remains the lead ing parasitic disease that causes mortality 
worldwide. Young chi ldren and pregnant women are the population groups 
most severely alTected by malaria. Eighty five percent of the malaria-related 
deaths in 2009 occurred among children less than li ve years of age (WI 10. 
20(9). 

MDG i/l(/iceuun"/i)/' malaria and where \j"('lIre IIsi"!: chest' jlldic(lfors 

The malaria component of MDG 6 inc ludes reducing incidence and 
mortality rales of the disease. increasing insecticide-trealcd bednct coverage 
among chi ldren below fi ve years of age and increasing anti-malarial 
cClverag~ among children below five years of age (UN Millennium Summit. 
2000). 

The goals of the Malaria Control Program (Mep) of thc Department of 
Health (DO H) include reduction of morbidity and mortality. reduction of 
malaria transmiss ion and reversal of incidence in endemic provinces. 

Malaria has not been included among the 10 leading causes of morbidity 
in the Philippines s ince 2006 (DO H, 2006-2008). a lthough ma laria remains 
among the leading causes of morbidity in Regions II , IV-B and XII (DOH. 
2008). There are 10.8 million peoplesti ll at risk forlhcdisease in the country 
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(DOH. 2008). Fifty eight of the 80 provinces remain endemic for the 
disease. with 60.4 percent of endemic provinces located in Luzon. 39.5 
percent in Mindanao and 0.1 percent in Visayas (DO H. MCP, 2009). M.llaria 
burden differs accordi ng to region, with Region IV·B being the leading 
contributor in 2009 (Figure 3). 
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Figure 3. MII.laria. ca.ses per region in Ihe Philippines in 2009 
Source: DOH·MCP. 2010 

The mortality rate for malaria has a lso markedly dccrcast..'d by 88.2 
percent since 2005 (Figure 4). Only 22 malaria·related deaths were reported 
in 2009, compared with 150 in 2005. Simi larly. malaria morbidity mte has 
also markedly decreased by 58.3 percent sinee 2005 (Figure 5) . ... 
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Figure 4. Malaria·related deaths per tOO,OOO population in the 
Philippines from 2005 to 2009 

Source: DOIf·MCP. 201 n 
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Figure 5. Malaria cases per 100,000 populatio n in the 
Phili ppines from 2000 to 2009 
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- Morbid ity I'1It. 

In 2009, a total of 18,781 malaria cases were reported (DOH-MCP, 
20 I 0). Data on malaria cases requiring admission and confinned severe 
malaria cases could not be accurately identified because oflack of data from 
several provinces. Among the patients with blood smears in 2009, 66.7 
percent were diagnosed with P.Jalciparum, 23.4 percent with P. vivax, 0.16 
percent with P. malariae, and 0.5 percent with mixed infections (DOH-MCP, 
2010). 

To have a better picture of the status of malaria control in the 
Phili ppines, macrostratification was done. Macrostratification of malaria 
endemic areas is the process of classifying the different endemic sitios or 
localities of a particular barangay or village using a set of criteria. 
Macrostratification is done every three years to monitor and assess the 
improvements in malaria control in the endemic areas (DOH. 1996). (please 
refer to Table 2.) 
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Table 2. l\1acrostnlificalion of malaria endemic provinces according 10 
Ihe annual incidence of malaria 

Category 

A 
B 
C 
o 

Source: DOH, 1996 

Annual incidence of malaria 

::::1000 cases 
100 to < I 000 cases 
< 100 cases 
No documented indigenous case for the past 5 years 

The number of provinces in Category A has becn rcduced from 26 in 
2000, to nine in 2005 and finally to five in 2008. The numbcr of Category B 
provinces has increased from 22 in 2000 to 31 in 2005 and 22 to 27 in 2008. 
Malaria-frce provinces have increased from 13 in 2000 to 22 in 2009. Four 
prov inces in Category A, eight provinces in Category B and eight provinces 
in Category C were reelassified to the immediate lower categories, 
respectively. from 2005 to 2009. Nueva Ecija has moved to a higher 

.r_._ .. __ .... _ .t_ ........ ___ ,.._ 

,... 

Cl~{ I __ .. __ ........... _._ ........ -.---
Figurc 6. Macroslratification of provinces according 10 category by 
average number of malaria cases 
Source: DOH-Me p. /99/-2009 
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Data from the DOH-MCP showed a steady decrease in the incidence 
rate of malaria cases and malaria-related deaths in children under 5 years old 
from 2005 10 2008, as shown in Figures 7 and 8, respectively. 
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Figure 7. Overa ll malari a mortality rate in child ren under 5 

years old in the Philippines from 2005 to 2008 
SQurce: DOH. 2005-2008 
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Figure 8. O vera ll malaria morbidity rate in children under 5 years old 
in the Philippines from 2005 to 2008 

Source: DOH. 1005-2008 
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With regards 10 Insecticide Treated Bed nelS. the DOH, in collnbor:llion 
wi th the Global Fund (GF) and Pilipinas Shell Foundation. conducted a 
survey on bednet util ization in the provinces of Apayi.lO. Palawan. Quirino. 
Stllu and Tawi-tawi . A total of9.684 households (99 perccllt confidence 
limit. 1.2 C I. ) were surveyed in the s lUdy. Ni nety eight percell t (QfU 
percent) of the respondents reported to have s lept ins ide the ir bcdnets during 
the previous night. Of the pregnant women surveyed. 86. 1 perecni lItili Led 
their bcdnets during the previous night. whi le 95 .6 percen t of children undcr 
5 year old s lept ins ide the bednet during the previous night (dela Cnlz. 2009). 

Anti-malarial coverage among chi Idren under five years of age 

Data on Artemisinin-based combination thcf:lpy (ACT) eovcf:lgc 
among chi ldren below five years of age was una va ilable during the time o f 
writing. Majo rity of malaria-re lated deaths occurred in this age group in 
2009 (WHO. 2009), which may indicate limitations in service delivery or 
mala ria interventions as well as poor health-secking behavior. EOol1 s to 
incrcas l! nccess [oquality health services that will include early diagnosis and 
treatment. especia lly in rar-nung areas. wi ll greatl y contribute to the 
decrease in malaria morbidity and mortality. Infonnation and education 
cmnpaigns may help increase awareness and improve health-sceking 
behaviour in thceommunity. Local initiati ves such as provision of budget lor 
loca l malaria control operations, social mobili z;.uion and cmpowcnnent of 
loca l health workers arc important in achieving a more sustainable malaria 
control in thecommunity(Brooker et al .. 2007: Bcli zarioct OIl .. 2003). 

The first-linc treatment for P. /alcipclI1f1t1 malaria has been shi ned to 
artemcther- Iumefantrine (AL) combination therapy, which has been proven 
to be highly effective in cmeacy studies in the cou ntry (DOH, 2009). 
Surve illance for the e ffi cacy of ACT is on-going in li ve sentinel s ites in the 
Phil ippines to monitor possible resistance to the therapy. Natio nul 
regulations may also consider banning o f oral arlemisinin-based 
monothcrapy to prevent development of res istance to the drug (W HO, 2009). 
A policy on the distribution of fake artemisinin tablets should also be 
im plemented (Newton et al .. 2008). 

Im[}lIc/ o(Ma/aria OII/heD/her MOGs 

The benefits of malaria contro l bring about improvements in numerous 
aspects o f hea lth. thus contributing to the attainment o f other MDGs, 
particularly MDG I or the eradication of extreme poverty, MDG 4 or the 
improvement of maternal health. MDG 5 or the reduction of morbidi ty and 
mortali ty in chi ldren tess Iban five years of age. and other diseases in MD<I 6 
(UN Millennium Sum mit, 2000). 
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AS.\·e,~imll'1/I O(SWIIIS ofMDG wrgefs WI' Malaria 

There is'l marked decline in theoveraU malaria morbidi ty and mortality 
in the Philippines suggesting that the country may be able 10 achieve the first 
targct ofMDG 6 formalaria. As for achieving the second larget of inc rca sing 
Insecticide-treated bcdnets (lTN) coverage in children under 5 years old, the 
eountry 's progress may not be accurately assessed due 10 the unavai lability 
of base line covcntge rales. In line with the parameters for MOO 6. there is a 
need to include monitoring of lTN coverage mtes among children under five 
years in other endemic areas. Lack of data in ACT coverage rates may imply 
limitations in access to appropriate ('reatment and/or issues on data recording 
and reponing. For the country to sustain the gains of the Me p towards 
achieving MDG 6, clmllcngcs in health service de li very. which include 
access to accurate diagnosi s, appropriate treatment, effecti ve prevention of 
transmission nnd health education to improve hcalth-seeking behavior need 
10 be addressed. AV<lilabililY of quality data and a reliable data informat ion 
system are al so imponant in disease monitoring and surve illance, as well as 
in assessing our progress towards achieving the goals of the Me p and the 
MDGs. 

' ''«'/elUtes/Pmhlems i" th l! control or lIlalaria 

Ex isting challenges in malaria control include Ihe lack of personnel at 
the local heahh unit level. lack of reliable data for surveillance. limited 
implementation of the Qua li ty Assurance (QA) sc heme for microscopy and 
lack of local funding as wel l as poor health-seeking behavior (DOH , 20 lOb; 
PHO Apayao, 2010; PHO Zambales, 2010). Mobile populations. amlcd 
connicts and inaccessible terrain remain as major challenges in malaria 
control and surveillance in some provinces such as Apayao and Sulu (PHO 
Apayao, 2010: PHD Sulu, 20 1 0). 

HI VIAIDS 

Epidcmiology QfHIV/AIDS 

From 1984 to May 2010, the Philippine HI V and AIDS Registry of the 
Nationa l Epidemiology Center at the Dcpanment of Health reponed 5.124 
cases of HT V antibody-positive cases of which 4,238 (84 percent) were 
asymptom<ltic and 841 ( 16 percent) were AIDS cases. Of these sero-positive 
cases, 3.869 (76 percent) were males. The ages most commonly affected 
were from 20 -34 (60 percent) witha median age of28 yrs. 
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Of lhese 5. 124 cases. 4,544 (89%) got infeclCd through scxual contact 
128 (3 percent) through need le sharing among injecting drug users. and 50 ( 1 
percent) through mother-Io-chi ld transmission. No data arc avai lable for 
remaining 7 perccnl of the cases. 

As 10 type of sexua l contact, cumulative data shows thai 2.3 19 (51 %) 
were infected through heterosexual contact ; 1.448 (32%) through 
homoscxual contact; and 787 ( 17%) through bisex ual contact. Starting in the 
year 2007 though. there has been a shift in the trend of sexual transmission 
from heterosex ual contact (28%) 10 homosex ual comact (72%). 

A significant shift in Ihe HIV and AIDS epidemic was noted beginning 
in 2007. Starting at 2 cases in 1984, when the first HIV case was reported , 
cases remained below 200 per year up to 2004. The epidemi c was then 
described as " low and slow" in comparison to the rapid and cxploding 
epidemics occurring in neighboring SoulheastAsian countries like Indonesia 
and Thailand. In 2006, the number of cases breached the 300 cases a year 
mark . This was followed by 528 cases in 2008 and 835 cases in 2009. As of 
May 20 10, 700 cases have already been reported. From an average of 2-3 
cases aday in 2008 and 2009, the HIVand AIDS Registry is now reporting an 
average of 4-5 cases per day from January to May of this year (Figure 9). 
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Figure 9. Number of HIV and AIDS Cases in the Philippines by Yea r 

Source: HIV Regislry Jan 1994 to May 2010 (N=5.IU) 
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Although the Philippine prevalence is still below I pereent, incidcnce 
r'dtes are steadi ly increasi ng. The Philippine HIVandAIDS epidemic though 
labelled as ' low and slow ' in the past was changed to "hidden and growing" 
in the years leading up to 2007. The situation may get worse if focused 
prevention and control measures are no! implemented immediately. 

M DG Illdicators Q,fH I VIAl DSalld where we are usin f: these indicatQrs 

To get a clearer picture of the MDG targets fo r HIV/AIDS, we have to 
discuss the UNGASS indicators.In June 200 I, the United Nations Genera l 
Assembly in the face of the worldwide pandemic of HIV and AIDS 
convcned a spec ia l session to address the problems brought about by this 
disease. It called fo r member nations affected by the epidemic to provide 
progress reports every 2 years thereafter on the status oflhe epidemic in their 
respective countries. Thus, the United Nations Genera l Assembly Spec ia l 
Session on HI V and AIDS, more popu larly known as the UNGASS Country 
Report was born. 

The UNGASS Country Report is basical ly a monitoring and evaluation 
100110 assess Ihe country response to the HJVand AIDS epidem ic. it follows 
an M&E framework composed of 25 indicators which are furthe r divided 
into Input. Output, Outcome and Impact indicators (Figure 10) 
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Figure 10. UNGASS Indicators 
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As a signatory to the Declaration of Commitment to the UNGASS,the 
Phi lippines submitted reports in 2003, 2005. 2007 and 2009. During the last 
2 reports, the Philippine NationalAI DS Counci l Secretarial has been acti vely 
involved in the preparation of the report togethcr with a team composed of 
members of the Philippine National AIDS Council, UNA IDS. and other 
intcrnat ional development partners. 

Based on the UNGASS Report of 2009, thc Philippines being a low 
prevalence country « I percent prevalence) is not required to report on 
indicators 10. 11 and 12. Indicators marked in blue indicate data taken from 
most-at-risk populations which are collected through the Integrated HI V 
Behaviora l Serologic Surveillance. Indicators marked in black are indicators 
from the general populalion and otber sources. 

One of lbe indicators frequently scrutini zed by donors. government and 
the HIV and AIDS community alike is Indicator No. 1 (Figure 11 ). 11 monitors 
the commitment in terms of resources for responding to the epidemic. 
Though the report shows an increase in spending particularly from external 
donors, the amount is still way below the P2 bil lion per year est imate of lhe 
costed operational plan for adequately responding to Iheepidemic. 

2007 2008 

Year 
2009 

Figure I I. AIDS Spending by Year and Source in Million of Pesos 
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The sccond indicator. the National Composite Po licy Index (NC PI) 
mcasures through a questionnaire administered to both govern ment and non­
government respondents involved in AIDS work the ir awareness and 
knowledge on the policy env ironme nt for facilitating the response to the 
epidemic. Two (2) workshops were conducted to accomplish the NCP I- one 
lor c ivil society in Febnlary 2010 and another for govenunent in March 
20 I O. Government representatives w'ho were tasked 10 aceompl ish the lonn 
found it difficult to compl ete the NCPI A. This feedback was likewise 
expressed by some civ il society representatives who were present in the 
workshop. They hatl difficulty in answering the questions despite 
ex planations on the meaningofsaid questions. The scores generated from the 
results of the NCPI for th is reporting period for particular questions on 
strategy-planning efforts in the HIV programmes, political support for the 
HIV programmcs, and effort s in th e implementation of HIV prevention 
programmes fcll be low the previous NCP I scores. This may be attributed to 
inappropriatc agency/organisational representation to the workshop andlor a 
general inadequate knowledge of the National HI V Response of some CSO 
represcntatives, in particular, and GO representat ives, in genera l. 

The output indicators measure the success of programs created 10 

respond 10 the epidemic. Only the blood sufely program (Indicator 3) and 
Indicator 6 which measures the number ofTB/HI V+ cases given treatment 
were above 60 pereent which is the benchmark for a progrdm to make an 
impact. 

The important indicators are indicators 8 and 9 which aim to measure if 
prevcntion programs ha ve reached these most-at-ri sk-populat ions 
(MARPs). All orthem d id not reach the 60 percent benchmark for a program 
to be effecti ve. Indicator 9 shows that 55 percent of Female Sex Workers 
were reached with prevention programs. Though not 60 percent, the result 
reflects the long-time focus ofprevenlion programs on thi s panicular group 
o f most-at-risk-populations. This is funhcr va lidated by the gradual decrease 
in STI and HIV rates in this groupoflVlARPs. 

The outcome indicators should reflect a change in know lctlgc and 
behavior among those largetctl by the prevention programs. Forthe epidemic 
to be halted and reversed. 80 percent. of those interviewed shou ld have the 
correct knowledge and practice of non-risky sex. None of the groups tested 
reached 80 percent except Injecting Drug Users ( Indicator 2 1). Alt ho ugh 
indicator 2 1 which measures injecting drug users knowledge on useofstcri le 
injecting equipmcnt to avoid HIV reHched 85 percent, the latest findings in 
ecbu, where a sudden increase in HIV cases among inject ing drug users is 
occurring, contradicts this result . 



110 TrailS. Nat. Acad. Sd. & Tech. (Phifippilll's) 32 (2010) 

Indicator 23 which measures the impact of all these progr'dms, showed a 
900 percent increase in prevalence among MA RPs from the previous 
UNGASS report ( from .08% to 0.47%). 

To summarize the UNGASS 2009 find ings. despite an increase in 
resources. the Phi lippinc H IV rcsponsecan be characterized by lowcovemge 
o f prevention programs which results in poor knowledge, low condom use 
among most-at-risk populations and low perception of risk among the youth . 

Iw c}({('( of HI VlAIDS on olherMOGs 

A generalized HIV epidemic. if allowed 10 happen. would obviously 
impact on most o f the MDGs. Except for MDG 6A which is d irectl y a lTccted 
by the findings of the UNG ASS 2009 Report, the other MDGs will hard ly be 
a lTected. Not yet that is. And if we also presume that nothi ng wi ll be done to 
reverse and ha ltthecpidcmic, then the prospect of seeing orphancd and dying 
children o f mothers who died from HIV is not hard to imagine. 

Asses.\"melllo(Slafllso(MDG TUll:eIS (or HI V/A IDS 

Given the increase ;n number of cases seen in the past two years and 
more so in thc past five months of this year (Figure 12). the likelihood of 
MDG 6 being attained is vCI)' low. The higher incidence rates seen this year 
arc being auributed to the poor program perfonnance measured two years 
ago as reported by UNGASS 2007. With the fi ndings from UNGASS 2009 
showing almost the same results. then a continued increase in the following 
two years is likely. 

No. 01 Case s 
I ~ r-----------~~--------------------------_, 

I •• 1---- . ---------------------- . ----. ----- ------,,= 
120 1----. -----
100 1---- . ----

.. ., ,. '" ., ,,. 

Figure 12. Number of New HIV Cases per Mo nlh (2008-2010) 
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Another relevant finding of the HIV Registry aside frol11 the shift 
111 scxual tl.lll smiss ion from heterosexual 10 hOl11osc./( ual was the 
increas ing number of young men and womcn be ing infected with HIV 
(Tablc3). 

T"ble 3. Number of young men and women age 15-24 who are HI V 
infecled 

Sex 2009 2008 2001 2006 1984-2005 

Male 201 102 31 28 107 

Female 17 8 4 16 204 

Totnl 21H 110 4 1 44 3 11 

Suurce: NEe. DOf{ 

C/ItIUellllf:'S/Plv "'eIllS ill 'he cOlI/ml o(H I VIA IDS 

The UNGASS report leaves much 10 be desired in tenns or address ing 
the numerous gender issues. And the Philippine National AIDS Council is 
the first 10 admit that the Philippine response to Ihe epidemic has no specific 
progmms to address gender cquality. But the report was ab le to uncover gaps 
in address ing these issues during the course or data collection for the repon. 
These gaps will be considered during the formulation of the nex t AIDS 
Nat ional Strategic Plan which is in ils5 th iteration. 

These findings include the fo llowing: 
Lack ofa spec ific program for womcn and girls. Our programs are 
designed us one size fit s all 
Presence of many laws protecting women but arc nOi be ing 
implemented 
Unclear policies on adolescent reproducti ve heal th 
Exc lusion of girls from government hea lth serviccs because they an.: 
not yet supposed (0 have sex 
The Departmen t of Education on whi ch much of Ollr ad vocacy for 
school chi ldren is depcndent. still 11:Is not implcmented an 
instit utionali zed sex ed ucation program in schools. BeC:IlISc of lhis. 
millions of children nrc deprived o f basic knowledge on prevention 
and awareness 
Access to services for women and girl s is very limited unless they 
arc m('mbers of high ri sk or vu lnerable groups 
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• 

• 

Focus of interventions for sex partners are usua lly for the Imlle 
partner specially among Overseas Filipino Workers and injecting 
drug users 
Less access to services for women and girls due to more stigma and 
discrimination. 
Increasing number of young people engaging in premarital sex with 
thcagcdccrcasing. 
Misconceptions among the young people Ihatthcy cannOI bccome 
infected with HIV 

Conclusion 

The survcy of the three major diseases: Tubercu losis. Ma laria and 
HI V/AIDS as described above in tenns ofachil!v ing the MDG 6 revealed Ihal 
insofar as Tuberculos is is concerned, the Philippines can achieve the targets. 
The assessment revea led that using WHO indicators. detection rates have 
been reached. success rates exceeded and cure rates approaching lurgets. 
TB-rclalcd death rates targets can also be rcachcd provided WHO baseline 
indicators arc followed. Recent data, however, disclose that inc idence rate 
targets may not be achievedallhoughTB prevalence may be halved by 20 15. 

Insofar as malaria is concerned, the Phi lippines may be able to achieve 
the first larget ofMDG 6 for this disease as there has been a marked decl ine in 
the overa ll mortality and morbidity rates. The second larget of increasing 
insecticide-treated bednets ( ITN) coverage in children below 5 years of age 
may be difficult to assess due to lack ofbascline coverage rales. Avai lability 
of quality dala and a reliable data infonllation system are crucial in disease 
monitoring and surveillance as well as in assessing progress towards 
achieving M DO 6. 

Given this year's increase in the number of HI V/AIDS cases, the 
likelihood of MDO 6 being anamcd is quite low. The shill in sexua l 
transmission from heterosex ual to homosexual and the increasing num ber or 
young men nnd women being infected pose an important challenge. Finally, 
thc lack of a specific progra m for women and girls underscore the gender 
gap. 
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